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Diane Urquhart Named Nurse for Safeguarding Children and 

Young People  
Item 
No 

Minute 

81/17 Apologies: 
Rebecca Kopecek, Interim Director of Workforce 
Melloney Poole, Non-Executive Director 

The Chairman welcomed Nicola Ryley, Interim Director of Nursing, David Parfitt, Non-
Executive Director and Christine Slaymaker, Non-Executive Director to the Board, and 
welcomed Lucy Wiltshire, Head of Organisational Development, to the meeting. 

Declaration of Interests: 
There were no declarations of interest. 

82/17 Staff Recruitment 

Lucy Wiltshire, Head of Organisational Development, introduced Natalie Sanderson, Ruth 
Dolby, Julie Smith and Kaylean McGowen, who presented the staff recruitment story. 
Please see the attached presentation for full details: 
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Trust Board Staff 
Story 1 6 17 Final.ppt

The Interim Chief Operating Officer applauded Kaylean’s enthusiasm and was pleased to 
hear how the experience had given her the confidence to step into a new role. The Director 
of Emergency Care echoed this comment. 

Christine Slaymaker asked what other Open Days had been introduced. Ruth Dolby replied 
that Open Days had been held for MOPRS, Medicine and Theatres.  They have all been 
most successful and, as a consequence, are attracting interest from other departments. 
Natalie Sanderson added that they were looking into the possibility of using a similar 
process for Junior Doctors. The Chief Executive encouraged the initiative as he believed 
there would be an acute shortage of Junior Doctors within the next few years. 

The Chairman thanked the team for its inspiring presentation. 

83/17 Minutes of the Last Meeting – 4 May 2017 

The minutes were agreed as a true and accurate record. 

84/17 Matters Arising/Summary of Agreed Actions 

All actions were either complete or in progress. 

Mike Attenborough-Cox referred to a question from Penny Mordant MP concerning Care 
Quest. The Chief Executive replied that he would respond to his query outside of the 
meeting. 

85/17 Notification of Any Other Business 

No notifications. 

86/17 Chairman’s Opening Remarks 

The Chairman began his report by acknowledging the continued pressure on the Trust and 
within the Urgent Care pathway in particular. He recognised that significant improvement 
was still required and that it was essential that the different plans and projects that were in 
place to bring about the necessary improvements were properly executed. The Chairman 
thanked everyone for their continued hard word and commitment. 

Recruitment: 

The Chairman welcomed the new Non-Executive Directors and Interim Director of Nursing 
to the Board and announced that a Non-Executive Director with clinical experience would 
also be recruited. 

The Chairman confirmed that the Chief Executive position has been appointed to and that 
the official announcement would follow when due process had been completed. The 
Chairman thanked Tim Powell for his very valuable leadership as Interim Chief Executive 
during the past year.  The Chairman fully recognised how difficult a year it had been and 
was most appreciative of Tim’s contribution.  

Personal Announcement: 

The Chairman announced that this would be his last Trust Board meeting, as his term of 
office was due to end in June. A replacement appointment would be made as soon as 
possible. In the meantime, as of 16th June, Mark Nellthorp will act as Interim Chairman. The 
Chairman will be working with the local Accountable Care System. He remarked that it had 
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been a privilege to be Chairman of Portsmouth Hospitals NHS Trust, even though there had 
been significant issues throughout most of his term of office. The Chairman wished 
everyone well for the future. He was very optimistic about the future of Portsmouth Hospitals 
NHS Trust. 

87/17 Chief Executive’s Report 

The Chief Executive drew attention to key areas of his report: 
 Future of our Health and Care System
 NHS Trusts Treating More Patients in the Face of Growing Demand
 Malware Attack

The Chief Executive thanked the Trust IT teams who had worked tirelessly to ensure 
Portsmouth Hospitals NHS Trust was protected from the recent cyber-attack and from future 
attacks. The Trust is as well protected as it can be. 

David Parfitt recognised that different lessons had been learnt from the Malware attack and 
referenced the backup issues currently being seen by British Airways. He asked if this Trust 
regularly carried out backup testing. The Chief Executive confirmed that backup testing was 
continuous. The Interim Chief Operating Officer added that there was going to be a review 
of our business continuity arrangements and processes. She assured that the Trust had 
manual backups as a precaution. 

The Director of Corporate Affairs commented that he and the Interim Director of Workforce, 
in her role of IT lead, had met with senior staff from our IT department who had provided a 
view of the effectiveness of our cyber security and it had been agreed that the information 
should come to a future Trust Board Workshop. 

The Chief Executive announced that the report from the Care Quality Commission (CQC), 
following its most recent inspection, is expected at the end of June and he would share the 
detail with Trust Board members as soon as he was able. 
Action: Chief Executive 

Local News: 
 Research and Innovation Conference
 Team Brief

87.17b Team Brief - 
May 17.pdf

88/17 Integrated Performance Report 

Quality 

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

 SIRI - 55 SIRIs had been reported in April, compared to 116 in March. These were
reported as 49 breaches of the Decision to Admit (DTA) target and 6 clinical SIRIs.
This equates to 1.8 SIRIs per 1,000 occupied bed days

 Pressure Ulcers – The Trust confirmed 1 avoidable grade 3 pressure ulcer within
Medicine and 0 (zero) grade 4 pressure ulcers in April. This compares to 1 grade 3
pressure ulcer reported in March. This is a decrease on the 4 avoidable grade 3
pressure ulcers that had been reported in April 2016

 Dementia/VTE – there had been a slight increase in compliance with dementia
screening in April, however, compliance still remains low at 76.1%, although better
than 74.3% recorded in March and 74.8% in January. The VTE risk assessment
figure for April is 96.31% (subject to validation), compared to the March figure of
95.14%
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 Falls – There had been 2 confirmed falls incidents; 1 resulting in severe harm and 1 
in moderate harm. 6 moderate harm incidents are currently under investigation 

 Safety Thermometer – The Trust achieved 100% data collection for April. To date 
the Trust has maintained high submission rates, with 100% being achieved each 
month 

 Patient Moves – A continued focus on early discharges has led to an improvement 
during April. However, despite the Urgent Care Transformation Programme 
attention, the overall position has seen no improvement in the number of non-clinical 
patient bed moves. 

 Friends and Family – The total number of responses for both ED patients and in-
patients decreased from 4,154 in March to 4,025 in April 

 Infection Control: 
o MRSA - The Trust reported 1 patient with unavoidable MRSA bacteraemia in 

April. This has been assigned to the Trust, following a Post Infection Review 
o C.Difficile - The Trust reported 6 patients with C.Difficile attributed to the Trust 

in April against a monthly objective of 4. The cases occurred in the following 
CSCs; Surgery (x2), Cancer (x1), CHAT (x1), Medicine (x1) and Renal (x1) 

o MSSA - There were 2 patients reported with MSSA bacteraemia attributed to 
the Trust in April 

 HSMR/SHMI – The updated Trust HSMR for the 12 months to January 2017 is 
109.85. This represents a slight decrease on the rate previously reported for the 12 
months to December 2016 of 109.92. The Trust SHMI for October 2015 to 
September 2016 is 110.96; a very slight increase from the previous reported 
quarter’s figure of 110.77. 

 Stroke – The Trust has provisionally achieved 6 of the 13 key measures for March 
based on 93 cases. Achieved Thrombolysis, 80% against national standard of 50% 

 Inpatient Survey – results published indicate the Trust achieved 8.1 out of 10 overall 
experience of care, which is a slight improvement on the 2015 survey. The Trust 
reports similarly to other Trusts for all 11 sections. The full report will be circulated. 

 
The Chairman asked what corrective action was necessary to reverse the disappointing 
infection control decline. The Medical Director pointed out that hand hygiene was the key 
and that this would be continuously monitored. He was considering changing some types of 
antibiotics; there are risks involved with this around C.Difficile and E.coli, and this is being 
monitored carefully. The Trust doesn’t currently have to report E.coli figures but this might 
change in the future. 
 
The Deputy Director of Nursing informed that the Trust has been participating in a falls 
collaborative project. Key learning from this had identified that a significant number of our 
patients are a falls risk. There is a piece of working being undertaken to identify those who 
are a very high risk and likely to have a fall and the Trust has also implemented SWARM 
technique; a localised assessment carried out directly after the fall had occurred. A pilot of a 
pressure ulcer tool is also being undertaken. 
 
The Director of Emergency Care reported that he and John Knighton, Deputy Medical 
Director, had recently met with three lead GP Commissioners to discuss the link between 
delayed length of stay, outlying and the risk of mortality, as well as the impact that certain 
types of patients were having on the Trust. It was fully recognised that there is a 
requirement for support with accelerated discharges for end of life patients. 
 
The Interim Chief Operating Officer reported that the Trust was experiencing recruitment 
difficulties in relation to Stroke Consultants. This is being addressed but some service 
impact is anticipated whilst a resolution is being been found. 
 
Operations 
 
The Interim Chief Operating Officer acknowledged that the size of the IPR was extremely 
large and that she was looking at reducing it. She is happy to meet with any colleague to 
explain the document in better detail should they require it. The Interim Chief Operating 
Officer drew attention to the following areas of her report: 
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 A&E - 4 hr standard performance was 79.06% (78.07% last month). There had been 
58 breaches of the 12 hr Trolley Wait Standard 

 RTT - 90.4% achieved against the 92% standard (at aggregate level) and against the 
improvement trajectory of 91.2%. The overall waiting list size had increased by 630 
and the backlog of patients waiting more than 18 weeks had increased by 321. The 
number of patients waiting over 35 weeks was 189 

 Diagnostic Waits - Trust performance was 99% against the 99% diagnostic standard 
and the improvement trajectory of 99.1%. There had been 57 breaches of the 
standard 

 Cancer - The Trust is currently forecasting achievement 7 of the 8 key national 
standards, provisionally 31 day subsequent surgery had not been achieved 

 
The Chairman asked how this Trust compared to others. The Deputy Chief Operating 
Officer replied that we are struggling with RTT, however many Trusts are below 90%.  The 
target is currently compromised by the lack of flow through our unscheduled care pathway.  
The, soon to be introduced, new medical model is also expected to negatively impact on our 
RTT compliance.  Everything possible is being done to close the gap. Diagnostics is good 
and for Cancer, the Trust is one of the top performing Trusts in the country. 
 
Mike Attenborough-Cox expressed his dismay at the lack of improvement with the 
unscheduled care situation and that the Trust was still in the same, poor position. The 
Interim Chief Operating Officer responded to say that she too was disappointed, and 
reminded that it was not just an issue for the Emergency Department, but that it was a Trust 
wide problem. Improvements are taking place with the Trust and external partners. The 
Chief Executive added that he had met in London last week with Jim Mackey, Chief 
Executive of NHS Improvement and Simon Stevens, Chief Executive of NHS England and 
Pauline Philip, National A&E lead. It had been a most difficult meeting, commissioning 
colleagues were also present and they were told in no uncertain terms that there needed to 
be immediate improvement and actions needed to be taken. They were aware of our plans 
through our A&E Delivery Board which focuses on three key areas: 

1. Medical model - ensuring there is immediate sufficient interface with patients who 
stay in our ED for long periods of time 

2. Increased focus on our integrated discharge service. All system providers to be 
committed  to reducing the backlog by September 

3. Internal focus on our SAFER discharges, in particular >7 day length of stay  
 

Pauline Philip had attended the Trust yesterday to provide feedback.  She felt that there was 
a big opportunity in relation to GP streaming at the front door, which is a commissioner led 
service, and a bid for financial support is being put forward for this. The Accountable Care 
System discussions should help to ensure a full system approach. The Chairman believed 
that greater focus within the Trust and greater involvement from the system was required. 
 
Manchester Terror Attack 
 
The Interim Chief Operating Officer updated the Board on the recent events in Manchester 
and assured the Board that this Trust does have a major incident plan. We need to carry out 
a test of how the whole hospital would cope with clearing the Emergency Department if 
needed as this had not been practised for some time. Our Military colleagues are very 
willing to assist with a full exercise and it is hoped to carry one out in July. She will provide a 
further update at the next Trust Board meeting. 
Action: Interim Chief Operating Officer 
 
Finance 
 
The Director of Finance drew attention to the following areas of his report: 

 The Trust's financial plan for 2017-18 has a surplus target of £9.7m.  As part of this 
the first two quarters of the financial year have a deficit plan and quarters 3 and 4 a 
surplus plan. The plan requires a steady financial improvement to be made 
effectively from July 2017 onwards 

 The annual plan includes an income provision relating to the Sustainability and 
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Transformation Funds (STF) of £13.4m and a financial improvement requirement in 
the course of the year of £34.5m 

 The Trust's Income and Expenditure position for the month of April 2017 was an 
actual deficit of £3.1m. This was in line with the planned position of a £3.1m deficit. 
The position includes recovery of the STF funding for the month of £0.7m 

 The Trust continues to see pay pressures through the high use of temporary staff to 
maintain urgent care services and the additional capacity that has remained open 
due to the volume of patients that have been deemed medically fit for discharge but 
are still yet to leave the hospital 

 Non-pay costs include unplanned use of the private sector to support RTT delivery 
and out of hospital purchase of beds. Pay pressures in month 1 have been mitigated 
by a favourable non-pay reserve position 

 The Trusts plan by the end of quarter 1 requires a deficit position of £5.9m or better. 
Significant improvements in financial performance are essential from quarter 2 
onwards in order to deliver the plan for the year 

 The Trust has a capital resource limit of £8.3m for the year. The capital programme 
is currently being developed. The Trust has a cash balance of £9.8m at the end of 
April. The minimum level of cash holding required by the DH is £5.1m (including 
£4.1m of capital cash carried forward from 2016/17) 

 
Christine Slaymaker asked whether the Aligned Incentive contract was still going ahead. 
The Director of Finance confirmed that the final documentation had been drawn up and 
needed to be considered by the Executives before final sign off. Some elements are still to 
be worked out, but will be in place. The Director of Finance assured that our local 
commissioners were committed to the new form of contract. 
 
Christine Slaymaker also asked for detail of the proposed £30m savings. The Director of 
Finance commented that the various schemes were at different levels of maturity and that 
the granular detail would be presented at the next Finance and Performance Committee 
meeting. The critical thing for the organisation was to make the plan happen. 
 
The Chairman asked that the Financial Plan be shared with the full Trust Board and the 
Director of Finance confirmed that he would be presenting the Plan at the Trust Board 
Workshop in June. 
Action: Director of Finance 
 
The Medical Director asked what effect the new Aligned Incentive contract might have on 
coding. The Director of Finance replied that it shouldn’t and commented that it was 
important to recognise that the things we did under the PBR contract, still remain priorities 
under the new contract. 
 
Mike Attenborough-Cox felt that there needed to be accountability to ensure delivery of the 
contract because failure was not an option. The Director of Finance remarked that he had 
no issue with accountability however the Trust needed to make sure that everyone who is 
charged with an action had the ability and support to ensure that they could achieve it. 
 
Christine Slaymaker observed that significant savings were required from July onwards and 
she was not confident that the Trust could achieve this. The Director of Finance 
acknowledged the risk and stated that there needed to be a material turnaround for the 
Trust. The financial plan is aligned with improvements in unscheduled care. The Trust needs 
to make as many improvements as possible by the 1st July. 
 
David Parfitt referenced that the Trust was dependent on other parties and was concerned 
that ‘to influence effectively’ takes a long time. The Director of Finance recognised this and 
felt that more help was required with those patients who had been declared medically fit for 
discharge. He made it quite clear that unless the backlog of MFFD patients was cleared as 
was promised, it would be impossible to close the escalation areas that were currently open. 
 
Workforce 
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The Interim Director of Workforce drew attention to the following areas of the report: 
 The total workforce capacity had decreased by 59 FTE to 7009 FTE in April 2017 

and is 155 FTE over the newly funded establishment 
 The temporary workforce capacity had decreased to 493 FTE in April 2017 and 

comprised 7.1% of the total workforce capacity. This is a 0.3% decrease compared 
to March 2017 

 The number of shifts that have breached the capped rates or are off-framework have 
decreased by 426 shifts to 1928 shifts in April 2017 

 The evidence collected for April 2017 indicates that overall staffing levels have 
increased from 101.1% to 103.1% compared to planned levels 

 Turnover Rate (12 month rolling average) has increased to 12.6% in April and 
remains above the target 

 There has been a recent successful recruitment drive of nurses from the Philippines.  
 Appraisal compliance has increased and currently stands at 83.6% in April, which is 

below the 85% target 
 Sickness Absence Rate (12 month rolling average) maintained at 3.9% in March but 

remains above the target. In-month sickness absence decreased to 3.8% in March 
and is above the target. There has been a 20% increase in Counselling referrals 

 1 Whistleblowing and 1 professional registration referral had been received. No 
safeguarding referrals were received 

 During February 2017, staff were asked to complete the quarter 4 friends and family 
test along with some other key questions. This quarter saw a response rate of 14% 
(950) with a mixed outcome 

 
The Interim Chief Operating Officer remarked that although it was good to see health and 
wellbeing services being used, it was also concerning as to the level of Counselling referrals 
being made. The Interim Director of Workforce responded that the Trust was actively 
working with Aquilis to promote these services and that might be the trigger for the increase. 
 
The Chief Executive asked the Interim Director of Workforce to look into the impact of the 
recruitment of Philippines nurses on the country’s own health economy. 
 

89/17 CQC Enforcement Notice 
 
The Deputy 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 

 
She drew attention to the following highlights: 

 On the 16th and 17th February 2017 CQC Inspection Managers had visited the Trust 
and reviewed the Emergency Medical Pathway, which included the Emergency 
Department and acute medical wards.  Inspectors had returned on the 28th February 
to further inspect the Emergency Medical Pathway 

 On the 3rd May 2017 the Trust was issued with a Warning Notice under Section 29A 
of the Health and Social Care Act.  The Notice detailed the grounds upon which the 
CQC believed significant improvements were required.  The CQC has determined 
that the Trust is non-compliant with Regulations relating to:  

o Dignity and respect 
o Need for consent 
o Safe care and treatment 
o Safeguarding service users from abuse and improper treatment 
o Good governance 
o Staffing 

 A further inspection under the ‘well-led’ domain was undertaken on the 10th and 11th 
May 2017.  On the 11th May the Trust was informed of serious concerns that the 
CQC had identified during their inspection.  The concerns related to the safety of 
patients who are vulnerable and/or may have a mental health condition in the 
Emergency Decision Unit (Observation Ward), the Acute Medical Unit (AMU) and on 
in-patient wards.  Their concerns included staffing levels, consent, risk assessment 
and care planning, Mental Capacity, Deprivation of Liberty Safeguards (DoLS) and 
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Safeguarding.  Information has been provided to the CQC regarding those actions 
that were immediately taken and other specific actions that will be taken to address 
their concerns 

 On the 12th May, the Trust was formally served with a notice under Section 31 of the 
Health and Social Care Act 2008, which immediately imposed six conditions on the 
Trust’s Registration.  Whilst the full detail of the conditions can be found within this 
report, the following provides a brief summary: 

1. Ensure sufficient numbers of suitably qualified and competent staff are in the 
emergency decision unit within the emergency department to provide safe, 
good quality care to patients with mental health problems and all other 
patients. Staffing levels and skill mix must take into account the acuity of all of 
the patients in the department at any given time 

2. Ensure that all patients presenting to the emergency department with mental 
health problems receive a full risk assessment and a corresponding risk 
management plan/care plan 

3. Identify, monitor and observe detained and / or high risk patients with mental 
health concerns or vulnerable safeguarding issues across the hospital and 
have a plan of care in place for them at all times 

4. Ensure that there are clearly identified leads for mental health provision within 
the emergency department and acute medical unit at all management levels. 
Ensure that there is executive level leadership that has accountability for 
mental health care, safeguarding and Deprivation of Liberty Safeguards 
within the hospital 

5. Ensure that Deprivation of Liberty Safeguards are applied as per the 
requirements of Mental Capacity Act, 2005, prior to depriving a person of 
their liberty 

6. Immediately take action to ensure patients are safe. As a minimum, deploying 
sufficient, suitably qualified and competent staff and completing robust risk 
assessments, plans and delivering the identified care and treatment for 
patients presenting with mental health issues. The Trust must send the CQC 
a weekly update in this respect from w/c 22nd May 2017 

 The Trust has provided a full and detailed response to the CQC against each of the 
Conditions, which included immediate actions taken and further actions to be taken 
with identified leads and deadlines for completion 

 The Conditions will remain in place until the Trust is able to demonstrate that the risk 
to patients has been removed 

 The Section 29A Warning Notice and Enforcement Notice have been shared with all 
of the  Management Teams and Senior Medical and Nursing staff for consideration 
as to how they could be assured that similar issues to those that had been identified 
would not be present in their areas and they were asked to put in place an action 
plan if it was required 

 The CQC Quality Improvement Plan is in the process of being updated to reflect all 
of the latest actions 

 
Christine Slaymaker questioned how the actions were going to be monitored and tested. 
The Interim Director of Nursing replied that she will make sure the Trust is working with all 
senior nurses and external partners to ensure compliance and that testing would be carried 
out within peer reviews. Everyone needs to understand it is their responsibility. The Deputy 
Director of Nursing added that the Mental Health ‘Deep Dive’, which was due to take place 
next week, was key to fully understanding our requirements. 
 
The Chairman asked whether the Trust was currently in breach of the conditions put upon it 
by the CQC. The Deputy Director of Nursing responded to say that work was underway to 
comply with all of the conditions, including:  

 Increasing temporary staffing numbers and looking at consistent workforce 
 Identifying Mental Health leads 
 ‘Deep Dive’, detailed analysis to identify what is required 
 Strengthening Safeguarding teams and individuals within those teams 

 
The conditions will take time to fully comply with and external support will help determine 
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whether the Trust can achieve this within three months. The Chief Executive added that he 
was in no rush to have the Section 31 removed because he was insistent that the priority 
was for right guidance to be sought and for the correct support be in place.  Whilst Board 
members agreed with this approach, they also felt that we should tell the CQC as we 
became compliant with each of their conditions. 
 
The Trust and local Commissioners need to work together to mitigate these longstanding 
risks to this group of vulnerable patients. The Interim Director of Nursing added that she had 
met with Commissioners to discuss the reintroduction of mental health training for nurses as 
this had been removed several years ago. The Medical Director reported that the Trust was 
looking to adopt the level of service that was currently available in Southampton. 
 

90/17 Quality Performance Report (Serious Incidents Requiring Investigation) 
 
The Interim Medical Director presented the report and drew attention to: 
SIRI summary – April 2017 

 A total of 55 SIRIs had been reported in April comprising: 
 49 x breach of 12 hour DTA target 
 6 x clinical SIRIs 

o 1 x  Baby had been admitted to NICU for therapeutic cooling  with a diagnosis 
of grade 3 Hypoxic Ischaemic Encephalopathy (HIE) 

o 1 x Patient had attempted suicide whilst on Observation ward on ED 
o 1 x Hospital acquired avoidable grade 3 pressure damage to the right heel 
o 1 x Inpatient had fallen resulting in a fracture requiring surgical intervention 
o 1 x Patient had been discharged home with known foreign object in situ 
o 1 x Breach of the DTA target (x 50) 

This compares to 8 clinical SIRIs that had been reported in March. 
 

 Of the 6 clinical SIRIs reported in April; all patients or relatives, where applicable or 
appropriate, had been informed of the incident within the deadline and are aware of 
the on-going investigation.   

 330 SIRIs remain open on STEIS (Compared with 258 in March), 299 of these are 
Breaches of DTA. 

o 319 SIRIs are in the process of investigation within the Trust (299 DTA 
breaches) 

o 7 clinical SIRIs have had their investigation completed and the reports have 
been submitted to the Commissioner for their review and sign off 

o 6 of these are awaiting closure by the CCG 
 
May 2017 
As at 08/05/2017, 11 SIRIs have been confirmed: 10 breaches of DTA target and 1 clinical 
SIRI. 
 

91/17 Quarterly Complaints Report 
 
Marion Brown, Head of Complaints and PALS, was in attendance to present her report and 
she drew attention to the following highlights: 

 171 formal complaints had been received in Quarter 4 (6% increase from Quarter 3 
and 8% reduction from Quarter 4 of previous year) 

 100% had been acknowledged within the national standard of 3 working days 
 1,830 contacts received by PALS, 73% had been resolved within 5 working days 
 1,975 compliments/plaudits had been received 

 
Marion Brown remarked that response timescales were letting the Trust down. The 
complaints department is looking into conducting interviews ‘in house’ rather than through 
the CSCs, this will help towards faster response times and will also free up the CSCs time. 
 
The Deputy Chief Operating Officer asked that telephone calls be made instead of emails, 
as emails are easily missed. Marion Brown confirmed that emails have to be sent as there 
needs to be a communication audit chain and that because there are multiple persons 
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included in the emails it would take too much time to call everyone and record the details of 
the conversations. All emails sent from complaints go directly into a group mailbox and it is 
the department’s responsibility to regularly monitor the mailbox. 
 
David Parfitt considered the level of complaints received to be relatively low and wondered 
whether everyone with a concern bothered to raise it. Marion Brown responded that her 
department was working closely with PALS to encourage people to complain should they 
not be satisfied with the service that they had received and therefore she thought that the 
level of complaints received was a true reflection. The main concern is the length of time it is 
taking to respond, and it is this that is frustrating complainants. 
 

92/17 Annual Paediatric Safeguarding Report 
 
Lesley Coles, Head of Nursing, Women and Children and Diane Urquhart, Named Nurse for 
Safeguarding Children and Young People, attended the meeting to present their report and 
discussed the following key discussion points. Please see the attached presentation for full 
details. 

 Challenges - training compliance 
 Emergency Department support 
 Data collection systems - systems require updating. We are currently using database 

from external agency 
 Using new format (as discussed with Cathy Stone) that relates more easily with 

contracts and annual plans 
 Best practice - FGM /CPIS/office tasks to increase ward presence 

 

92.17b Annual 
Paediatric Safeguarding Report 2017.pdf 
 
David Parfitt asked if the department was adequately staffed to cope with the expanding 
activity. Diane Urquhart replied to say that more trainers were required but that there is an 
adequate staff base. Safeguarding team members currently have dual roles, meaning that 
support staff in those areas would be required if a case review takes place as the 
Safeguarding staff would need to be taken out of their ‘day job’ in order to carry out the 
review.   A review is currently underway. 
 
Christine Slaymaker raised concern that the report specifically mentions that the Trust Board 
is assured and engaged and sought assurance that that was correct. Mark Nellthorp, as the 
Safeguarding Non-Executive Lead, assured the Board that Safeguarding was regularly 
discussed at the Governance and Quality Committee and that assurance was provided 
through this committee rather than through Trust Board itself. 
 
The Chairman thanked Lesley and Diane for all of their hard work and for their continuing 
commitment. 
 

93/17 Urgent Care Transformation Programme 
 
The Director of Emergency Care presented his report and drew attention to the following 
areas: 

 April’s 4 hour performance remained highly variable, although overall an upward 
trend had been noted 

 58 x 12 hour DTA breaches confirmed in month 
 A further reduction in conversion rate during April 
 Average performance against daily discharge target was < 80% General Medicine & 

< 45% MOPRS  
 Relentless engagement on SAFER Board Rounds continues 
 The mean number of medically fit for discharge patients remained  >250 
 IDS discharges for Pathway 2 and 3 was < 55% of target  
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Christine Slaymaker questioned how ambulance delays and assessment backlogs were 
being cleared and what seemed to be most effective. The Director of Emergency Care 
replied that within the last 9 months a number of different initiatives had been introduced: 
the introduction of a Navigator role at the front door; the implementation of ‘Pit Stop’ and 
close working with the South Central Ambulance Service to ensure there is appropriate safe 
cohorting of patients when required with regular monitoring. These initiatives had been 
clinically led by the Emergency Department and had improved the safety and supervision of 
patients. The Director of Emergency Care stated that the current focus is on the 
standardisation of discharges, especially at peak times. Areas have been identified that 
require more resources. 
 
The Interim Chief Operating Officer offered to take the new Board members on a tour of the 
Emergency Department so that they could see for themselves how the department 
operates. 
 
The Director of Finance queried if the stranded patient KPI includes the benefit we are 
expected to see from the medically fit for discharge business case, in terms of the reduction 
of stranded patients. The Director of Emergency Care confirmed that it was included; the 
baseline number of 636 includes both those patients who are medically fit and not medically 
fit.  
 
The Chairman asked when the new medical model was due to start. The Director of 
Emergency Care confirmed that a comprehensive report, highlighting the medical model and 
work carried out so far, had been sent to the CQC last week. Any formal change to 
contractual terms and conditions requires a 3 month period of notice so the new model will 
commence on 1st September, at the latest. The Chief Executive confirmed that there would 
be a robust approach taken with any non-compliance after the 1st September. 
 

94/17 Board Assurance Framework 
 
The Director of Corporate Affairs presented the Board Assurance Framework in its current 
form but confirmed that it is intended that the Board Assurance Framework will be in a more 
user-friendly, clearer format. This overhaul will identify the clear risks the Board should be 
aware of, the mitigation and the KPIs to provide that mitigation.  There is also a need to 
ensure that it has a more strategic focus. 
 

95/17 Final Quality Accounts for Ratification 
 
Noted and ratified by the Board. 
 

96/17 Remuneration Committee and Risk Assurance Committee Terms of Reference for 
Ratification 
 
Noted and ratified by the Board. 
 
The Chairman commented that the use of term ‘Executive Director’ and its context is not 
clear within the Remuneration Committee terms of reference and asked if they could include 
a list of Board Executive Directors and non-voting Executive Directors. 
 

97/17 Charitable Funds Update 
 
The Director of Corporate Affairs presented this report and highlighted the following key 
points:- 

 Portsmouth Hospitals NHS Trust General Charitable Fund had a total fund balance 
of £1,302,000 as at 30th April, 2017 

 During the month, the charity received donations, legacies and fundraising income of 
£112,000, including the following items of note:  

o General Amenity fund received a legacy of £52,000 
o The Rocky Appeal raised nearly £21,000 through private donations and Just 

Giving donations 
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 During the month, expenditure of £92,000 had been processed, including the 
following items of note: 

o The Eye Department Charitable ward fund spent £11,000 on an imaging 
camera to help achieve better clinical diagnostic results 

 Net Rocky Appeal funds of £1,187,000 have been raised for the Robot appeal. The 
appeal has supported the four years of the robot lease and associated equipment 

 A new fundraising target for 2017/18 has been agreed at £1.3million for both the 
Charity and Rocky Appeal 

 A summary of different community donations that had been gratefully received 
 

98/17 Summary of Governors Business 
The Director of Corporate Affairs emphasised the Governors frustrations at seeing no 
noticeable improvements in Unscheduled Care and a continuance of non-compliance with 
the SAFER agenda. 
 
Noted. 
 

99/17 Non-Executive Directors’ Report 
 
Nothing further to add. 
 

100/17 Acute Alliance Steering Group Minutes 
 
Noted. 
 

101/17 Company Secretary Papers for Noting 
 
Noted. 
 

102/17 Annual Work plan 
 
The annual work plan was noted. 
 

103/17 Company Seal 
 
The Director of Corporate Affairs presented his report and highlighted the following key 
points: 

 There had been 3 occasions since the last report to the Trust Board which had 
required the use of the official Trust seal. 

 Seal affixed on:  
o 10.12.2016 - Lease to MOD of Albert House, Queen Alexandra hospital 
o 16.1.2017  - Surrender of part of Quad building (Admin & reception Office, 

Rooms 5 &6) by Southampton University 
o 16.5.2017  - Deed of Grant of Easement between Bellway Homes, Mr & Mrs 

Mcavery & Portsmouth Hospitals NHS Trust 
 

104/17 Record of Attendance 
 
The record of attendance was noted. 
 

105/17 Opportunity for the Public to ask questions relating to today’s Board meeting 
 
There were no questions raised by the public. 
 
The Chairman thanked the members of the public for their attendance and excused them 
from the meeting. 
 

106/17 Any Other Business 
 
The Chairman reminded the Board that it was expected that a new Medical Director would 
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be appointed tomorrow, in which case, this would be the last meeting for Simon Holmes. 
The Chairman and the Board gave their thanks and best wishes for the future to Simon. 
 
The Chief Executive also announced that this would be the last meeting for Sir Ian 
Carruthers and thanked the Chairman for his outstanding commitment and support to the 
Trust and to the Board. The Board thanked the Chairman and presented him with a gift. 
 
The meeting closed at 1:45pm. 
 

107/17 Date of Next  Meeting:   
  
Thursday 6 July 2017 
Venue: Lecture Theatre, Queen Alexandra Hospital 
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 ROLLING ACTION POINTS FROM: Trust Board Meeting in Public     Thursday 1 June 2017 
 

2017 
Minute Agenda Topic Summary of Action required Responsibility for Action 

is with Due Date  

87/17 Chief Executive’s 
Report 

The Chief Executive will update the Board of the detail 
of the final CQC report at the next meeting Chief Executive July 

88/17 
Integrated 
Performance Report - 
Operations 

 
The Interim Chief Operating Officer discussed the need 
for an organisation wide major incident exercise and will 
be planning one for July. She will update in more detail 
at the next meeting 
 

Interim Chief Operating 
Officer July 

88/17 
Integrated 
Performance Report - 
Finance 

The Chairman asked for the Financial Plan to be 
revisited at a future Board meeting Director of Finance Date to be agreed 
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TRUST BOARD PUBLIC – JULY 2017     Agenda Item Number: 114/17 
        Enclosure Number: (1) 

Subject: Report from the Chief Executive 

Prepared by: 
Sponsored & Presented by: 

Tim Powell, Interim Chief Executive 

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

Key points for Trust Board 
members 
Briefly summarise in bullet 
point format the main points 
and key issues that the Trust 
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 July 2017 
 

1. The Queen’s Speech 2017 
 
The Queen’s speech was delivered on 21 June 2017 and set out the Government's 
legislative programme for the next two years.  It includes some specific health and social 
care commitments: 

 
· Draft Patient Safety Bill – This will provide the Health Service Safety Investigation 

Body with clear powers to conduct independent and impartial investigations into patient 
safety risks in the NHS in England 

· Reform of the Mental Health Act – which will publish recommendations on improving 
rates of detention 

· Making mental health a priority for the NHS in England – this will include a green 
paper on children’s and young people’s mental health services 

· A consultation to set out the options to improve the social care system and how it is 
financed 

 
2. Jeremy Hunt to Remain as Health Secretary 

 
Prime Minister Theresa May has reappointed Jeremy Hunt as Health Secretary.  Mr Hunt 
has held the post since 2012.  It means the Surrey South West MP will reach five years as 
Health Secretary in September. 

 
3. Professor Edward Baker will be the Care Quality Commission’s new Chief Inspector 

of Hospitals 
 
The Care Quality Commission has announced its next Chief Inspector of Hospitals as 
Professor Edward Baker.  Professor Baker will take over the role from Professor Sir Mike 
Richards who will retire at the end of July.  Professor Baker has been in his current role as 
Deputy Chief Inspector of Hospitals since January 2014.  He brings valuable continuity at a 
time of challenge and change in the NHS. 
 

4. NHS Improvement Year-End Figures 
 
The chief executive of NHS Improvement, Jim Mackey, has published official year-end 
figures which show the year-end deficit for NHS trusts in 2016/17 was -£791m million. This 
is substantially less than the previous year’s deficit of £2.45 billion and a marked 
improvement on the third quarter forecast issued in February, which stood at -£886 million. 

 
5. Report on future of commissioning marks new series exploring key issues for the 

health service 
 
NHS Providers has launched a new publication series ‘Provider Voices’ which promotes the 
views of leaders from a range of Trusts and other parts of the service on some of the key 
issues facing the NHS today.  The first report ‘Where next for Commissioning’ includes 
eight interviews that address concerns including the role of Sustainability and 
Transformation Partnerships (STPs) and Accountable Care Systems (ACSs), the challenge 
of integrating health and care commissioning, and the future of the purchaser-provider split. 

 
Contributors include leaders of Hospital, Mental Health and Community Trusts and 
Ambulance services, with additional perspectives from a Clinical Commissioning Group 
(CCG) and local Government. 

  

16



 
 

6. NHS England – Reduction in Sales of Sugar-Sweetened Beverages 
 
Last November, NHS England launched a public consultation on proposals to reduce the 
sales of sugar-sweetened beverages (SSBs) on NHS premises and take action on the 
devastating impact the country’s sweet tooth has on public health.  In light of what was 
learnt through the consultation, NHS England has announced that the sale of sugar-
sweetened beverages will be banned in shops on all NHS premises from July 2018 unless 
suppliers voluntarily take decisive action to cut their sales over the next twelve months.  

 
Through their negotiations, they have secured commitment from a number of major food 
and beverage suppliers to the NHS who will commit to reduce the total volume of monthly 
sugar-sweetened beverage sales per NHS outlet, reaching a target of 10% or less of total 
volume of drinks sales for the whole month of March 2018 and continuing thereafter and in 
future contracts.  
 

7. Local News 
 
Best People Awards 
 
Nominations opened on 1 May and will run until the end of August for a stunning 
celebration event on 23 November at the prestigious Portsmouth Guildhall.  The categories 
for nominations are: 
  
Best Leader              Best Team             Best Improvement 
Best Care                  Best Support         Best Apprentice 
Best Volunteer 
 
Team Brief 
 
A copy of Team Brief is attached 
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Team Brief – June 2017 
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Chairman  

Sir Ian Carruthers completes his term of appointment as Chairman of Portsmouth Hospitals NHS 
Trust in June 2017. 
  
The post is likely to be advertised following Purdah and an appointment will be made as soon as 
possible thereafter. 
  
Sir Ian said ‘It has been a privilege to be Chairman of Portsmouth Hospitals NHS Trust.  Even though 
significant challenges remain in Urgent Care and financial health, improvements have been made 
and much has been achieved across the total range of services provided throughout Portsmouth and 
South east Hampshire.  The greatest asset of the Trust is its staff and may I thank you for your 
dedication and commitment to deliver high quality care which is very much appreciated by the local 
community’. 
  
Sir Ian will continue to assist the local Health System as the Strategic Advisor in the developing 
Accountable Care System for Portsmouth and South East Hampshire. 
  
Mark Nellthorp, Deputy Chairman, will become Interim Chairman of Portsmouth Hospitals NHS Trust 
from 16 June 2017 until a new Chairman is in post.   
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Quality Care Review 

Quality Care Review – Getting PHT to outstanding together 
 
18 Staff from all over the Trust supported the Quality Care Review for May 
 
Outpatient/Day care areas were visited; this included D Level OPD, Breast OPD, Pre-Op 
assessment and Plastics OPD, Rheumatology, Cardiology OPD,  Phlebotomy, 
Respiratory OPD, Fracture Clinic, RDCU and Imaging OPD, Eye Clinic overall they were 
rated as good.  
 
Areas of good practice noted 
• Overall feedback form patients regarding services was good 
• Many patients liked the new barcoding system 
• Caring and attentive staff 
• Good information available for patients in many areas 
 
Learning points 
• Some areas very cramped 
• Signage could be improved 
• Privacy and dignity could be improved in some areas 
• Improvements in parking needed 
 
Next Quality Care Review – 19 June 13.00-15.30 hrs 

Nicola Ryley 
Interim Director of 

Nursing 

How you can help 
• Please join a review and help PHT get to outstanding – Contact QualityCare.Review@porthosp.nhs.uk 
• Please think about patient access and privacy and dignity in OP areas  
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Chief Operating Officer’s Report 

Sheila Roberts 
Interim Chief Operating 

Officer 

Apr-17
Change from 

Last Month
Unscheduled Care Key Indicators Target

4 hr arrival to admission/transfer/discharge 95% 79.1% 

12 hr Trolley waits 0 58 

Ambulance delays > 30 mins 0 253 

Apr-17
Change from 

Last Month
National Trust Development Agency Key Indicators Target

Diagnostic waits: 6 weeks 99% 99.0% 

All 2-week wait referrals 93% 96.9% 

Breast symptomatic 2-week wait referrals 93% 95.5% 

31-day diagnosis to treatment 96% 97.8% 

62-day referral to treatment 85% 86.5% 

Cancer maximum wait to treatment 104 days 0 5 

% Incomplete Pathways < 18 wks 92% 90.4% 
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Urgent Care Transformation Programme 

Standardising our approach to Estimated Date of 
Discharge (EDD) 

• There have been mixed messages regarding the process for  
setting and reviewing a patients EDD 

• Lack of consistency in setting EDD causes confusion 
amongst staff and delays to the discharge of patients  

• Patients and their families are frequently not informed of their 
EDD and are therefore unable to plan for their discharge 

• EDD’s are based on clinical criteria and describe the objectives of admission 
• EDD’s should be set at the first consultant review  
• When a patient is transferred to a speciality team, the EDD should be reviewed and if indicated re-set 

by the speciality team responsible for discharge planning 
• EDD’s should be set assuming ideal recovery and NOT include internal or external delays. If a patient 

stays beyond the EDD best practice is to highlight as follows: EDD +1, +2, +3 etc. 

• All patients and relatives should know : 
1. What is going to happen to them today? 
2. What is going to happen to them tomorrow? 
3. When they should be going home? 
4. How well they need to be to go home? Rob Haigh 

Director of Emergency 
Care 

22



Finance Director’s Report 

Chris Adcock 
Finance Director 

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

2017/18 – May 2017 YTD 

• After 2 months, we are currently on plan, but that 
plan was expected to be a deficit due to the 
continuation of capacity and demand pressures 
experienced at the end of the last financial year  

• For us to achieve our planned surplus by the end 
of the year, we need to deliver £34m of savings, 
that means reducing our current cost base over the 
remaining 10 months 

• We continue to spend in typically high cost areas, 
including agency staff, outsourcing activity where 
we are unable to do in house, and to cover 
additional capacity opened across our bed base 
and hospital 

• We are managing our cash proactively to ensure 
that invoices are paid on time and avoid any 
interruption to supplies and services 

• Our financial performance contributes to 
restrictions in our ability to access funding for our 
capital programme – we are working with our 
teams to prioritise our resources most effectively, 
with our partners across Hampshire and the Isle of 
Wight and our regulators.  Improving our overall 
financial position is the best way to mitigate these 
risks and achieve all out targets and priorities 

£000's Annual Plan
M2 YTD 

Budget

M2 YTD 

Actual

M2 YTD 

Var

Clinical Income (488,411) (80,611) (79,925) (686)

Other Patient Care Income (5,639) (940) (854) (86)

Other Income (63,457) (9,425) (9,394) (31)

Total Income (557,507) (90,976) (90,173) (803)

Substantive Pay 290,539 48,248 46,157 2,091

Temporary Pay 5,868 1,417 6,149 (4,732)

Total Pay 296,406 49,665 52,306 (2,641)

Non Pay 213,295 39,077 35,496 3,581

EBITDA (47,805) (2,234) (2,371) 137

Depreciation 17,403 2,941 2,982 (41)

Interest Receivable (38) (6) (5) (1)

Interest Payable 18,786 3,139 3,142 (3)

PDC 1,994 332 332 0

(Profit)/loss on Disposal 0 0 (8) 8

Total Financing costs 38,145 6,406 6,443 (37)

Surplus/Deficit (9,660) 4,172 4,072 100
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Listening into Action (LiA) 
 

You said… 
Approximately twice each month staff were 
disposing of the Zebra Wristband cartridges 
because the wristbands would become 
trapped inside the cartridge mechanism.  The 
cartridges hold 200 wristbands and cost 
between £150 and £200 excluding VAT.  The 
cartridges could not be returned under 
warranty because suppliers attributed the 
problem to poor technique in detaching the 
wristbands from the printer.  This seemed a 
lot of money going into the bin especially if a 
cartridge was nearly full. 

We did… 
As this fault is not covered under warranty, Alan Butler and Mike 
Lympany in Critical Care decided to try and fix the cartridges 
themselves and found that in 10 minutes the plastic lugs and seal 
could be sliced to ease the cartridges open and re-feed the wristbands 
back through the mechanism.  Mike says that they started doing this 
last year and that the cartridges are anything from nearly empty to 
nearly full so the savings range depending on capacity.  Calculated on 
an average capacity and cost of £100, in ten months there has been a 
potential saving of £2000 in Critical Care alone!  
  
Alan and Mike are happy to share their knowledge and show willing 
staff how to fix the wristband cartridges to save the Trust some money 
on a greater scale.  Alternatively, staff are invited to pass any broken 
cartridges to Alan or Michael in Critical Care and perhaps they will 
work out a 2 4 1 deal!  Alan and Mike can be reached on Ext. 6230 or 
email at  alan.butler@porthosp.nhs.uk and 
michael.lympany@porthosp.nhs.uk  

Zebra Wristband Cartridges 
money saving idea 

We want to hear from everyone who works at Portsmouth Hospitals.  
We will use your feedback to make changes that will help us to 
improve your place of work and offer a continually improving standard 
of care for patients. Follow this link and take 2 minutes to complete 
the survey. 

Staff Friends and Family Test (Pulse Survey) 
It is a national requirement to offer all staff the opportunity to respond 
to two key questions each year: 
 
Question 1, would you recommend this Trust as a place to receive 
care and treatment? 
Question 2, would you recommend this Trust as a place to work?  
  
Other questions are asked which relate to key Trust priorities 
 
Question 1 at 67% saw an improvement from the 2016 National Staff 
Survey score and a slight decline from Q2 Pulse 
Question 2, at 85% remained stable. 
  
Data has been shared with CSC’s for in depth analysis and priority will 
continue to be given to addressing the key areas of concern. 

The Quarter 4 
Staff Friends 
and Family Test 
Pulse Survey 
took place in 
February 2017 
with 11% of staff 
taking part.  
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Director of Workforce and OD Report 

Wellbeing 
• On 26 June a skin awareness morning will be held in the Education Centre between 9.00–12.00noon, please 

come along to discuss any skin problems and enjoy some free samples! 
• Wellbeing Appointments, every Friday until the end of August, check your blood pressure, weight, BMI, waist 

measurement and cholesterol checks.  Please telephone ext. 3352 to make an appointment 
 
Learning and Development 
• The Apprenticeship Levy came into force in May.  This has resulted in a change in the way in which 

apprenticeships are accessed, delivered and paid for.  A draft Apprenticeship Policy is out for consultation and the 
Learning and Development Department are meeting with CSC leads to raise awareness.  If anyone is planning to 
appoint an apprentice please make contact with Kate Cameron in the Learning and Development Department 
(ext. 6671) in the first instance 

• Congratulations to Sam Cole and Klint Fuentes, both nurses from overseas, who recently passed their NMC Test 
of Competence.  After rigorous assessment of clinical competencies through objective structured clinical 
examination (OSCE), Sam and Klint have now received their registration from the NMC 

• We are supporting the first cohort of students nurses from the University of Portsmouth who commenced their 
taster placement on the 30 May 

Rebecca Kopecek 
Interim Director of 
Workforce and OD 

How you can help 
• The DNA rate for courses continues to rise.  Please remind staff of their obligation to attend courses for 

which they are booked on 

• The Course DNA rate for April was 12.4%; a 1.4% improvement on the previous month, 
however it remains a significant problem for the Trust and is much higher than at the same time 
last year (April 2016 = 9.1%). Top 5 courses for Did Not Attends in April 2017:  
 1.  29 DNAs  Moving and Handling of Patients (22%);  2.  23 DNAs  Mental Capacity Act & 

Deprivation of   Liberty Safeguards (14%);  3.  22 DNAs  Basic Clinical Fire Training (13%); 
4.  18 DNAs  Adult Basic Life Support (17%);  5.  12 DNAs  Patient Safety & Quality Training 
(33%) 
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Director of Workforce and OD Report 

Cyber Security 
 

• The recent WannaCry ransomware attack highlights the need for all email users not to open unexpected 
emails or their attachments 

• WannaCry was just one attack - we are bombarded constantly by new ones, so please remain vigilant 
• Many Trust Laptops remain unprotected - if you have one that has not been checked please take it to the 

IT Department for checking before connecting it to the network 
 

IT Business Continuity Plans 
 

• Recent IT issues have identified many areas’ business plans do not adequately cover IT failures 
• Services need to ensure that they have adequate and appropriate plans in place which can be executed 

in the event of IT outage. 
 

IT Drop-In Clinics 
 

• IT Drop-In clinics have restarted each Tuesday (QUAD) and Thursday (old E-level library) 
between 12:00 and 13:00 

• IT staff will be available during these times to help resolve any IT issues staff may have  
and  are invited to drop-in at any time during these periods 

Rebecca Kopecek 
Interim Director of 
Workforce and OD 

How you can help 
• Log any non-urgent IT enquires through http://mycall// and we will aim to respond to your query within 

24-hours 
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Health, Safety and Wellbeing 
Meet the Health and Wellbeing team leads 

The Health, Safety & Wellbeing service aims to promote 
and maintain the Health and Wellbeing of all employees 
and is concerned with the effects of work on health and 

vice versa.  
 

To deliver high quality patient care, the NHS needs staff 
that are healthy, well and at work. 

 
Poor workforce Health has far and high reaching costs to 

NHS Organisations and ultimately our patients. 

From left to right: Cate 
Leighton, Head of Therapies 
and Staff Wellbeing Clinical 
lead, Penny Buddery, 
Nursing Lead, Jenny 
Michael, Administration and 
Service Lead and Dr Mark 
Glover, Occupational Health 
Physician 

 

You said: 
In the 2016 National Staff Survey 36% of staff highlighted that 
they have experienced musculoskeletal problems as a result of 
work activities in the last 12 months.  
We have: 
• Made significant improvements to the referral process so that 

all staff with musculoskeletal conditions  can have access to 
physiotherapy services within 2-4 weeks 

• Started a scheme specifically for those staff that are deemed as 
sedentary workers. Offering them a free 8 week guidance and 
support to increase their levels of physical activity both inside 
and outside of work 

• Increased the number of back care awareness sessions 
available for all staff to attend 

Keeping you healthy and happy at work 

Referral to physiotherapy can help people to work. For those 
already in work, physiotherapists can help to prevent sickness 
absence in the first place, and facilitate sustainable return to 

work following sickness absence. Early access to physiotherapy 
benefits individuals, work-places and the economy.  

Musculoskeletal disorders such as 
back, neck and joint pain are one of the 
biggest causes of time off, accounting 
for a third of all sickness absence at 
Portsmouth Hospitals. 

Cate says…  Maintain good sitting 
and standing posture by using your core 

muscles: stand tall with your shoulders back, 
pull in your lower tummy and pelvic floor muscles 
a little way wherever you’re standing or walking. 

How you can help…. 
Ensure that Health and Wellbeing forms an essential part of the appraisal 
process 
Ensure early referral of Staff with musculoskeletal issues to Occupational 
Health 
Or call ext. 3352 to speak with an Occupational Health Nurse   27
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Employee of the Month 

The Employee of the Month was Sue Kenworthy, Biomedical 
Scientist 
  
Andrology screens a large number of post vasectomy semen 
samples and regularly have telephone calls from patients who 
have not had their results.  The laboratory is not permitted to give 
results directly to patients and issue instructions that ask the 
patient to phone the requesting doctor.  Patients must be frustrated 
at not receiving their results in a timely fashion. 
  
Sue addressed this problem as part of the Perfect Week; new 
vasectomy patients are being seen on site with an appointment 
rather than sending their samples through their GPs or dropping 
them off ad hoc.  So when they see the patients, they now hand 
them a small printed slip of paper with the details of where the 
report is going and who to phone if they have not heard back after 
2 weeks.  This is small enough to fit in a wallet rather than a large 
A4 sheet.  This has been received well by patients.   
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Research & Innovation Report 

Prof Anoop 
Chauhan 

Director of Research 

Dr Greta Westwood 
Deputy Director of 

Research 

PHT is currently the top recruiter for the StartRight study. This research 
looks at whether early testing of blood samples can improve diabetes 
diagnosis and treatment. 

The neonatal team are also currently the top recruiting site for the RAINBOW studies – 
offering new treatment opportunities to premature babies with Retinopathy of prematurity 
(ROP) 

Thank you to members of our Patient Research Ambassadors 
Group who supported International Clinical Trials day at PHT in 
May – look out for their new campaign coming soon! 

Find out what Research & Innovation are up to at PHT 29



Communications 

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

10,000  
likes 
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Defence Medical South Report 

Unit Exercise 

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  
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Fundraising Report 

Kingsfest, Emsworth (Rheumatology) 8 July 
Children’s Summer Fayre, QAH- 16 July 
Corporate Networking -  21 July 
 
 
 

Abseil the Spinnaker Tower -  26 August 
Golf Day at Ageas Bowl -  7 September 
Great South Run -  22 October 

Upcoming Events : 

WardWalk raises 
over £8,000 for 19 
funds across the 
Trust 

Children’s Bubbles Fund donation wall 
New donation recognition wall in the Paediatrics Unit, 
with over £61,000 of donations.  Combined reach on 
Facebook of 10,500 and 130 reactions 

Neuro Physiotherapy bikes unveiled 
Harriet Herbert, Hayley King, staff and patients from 
QA’s Stroke Unit undertook an Olympic-themed cycling 
challenge to raise funds for one special rehab bike for 
their patients. Ride to Rio! 
 
This involved cycling the distance form the UK to Rio. 
 
Their appeal was so  
successful that they  
raised over £8,500,  
and were able to  
buy not one, but  
two bikes, and an  
additional arm  
machine! 
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General Security Matters 

How you can help 
• Remember to ensure that offices and department are left secure at the end of the day 

In general 
• Please be extra vigilant 
• Wear ID at all times and challenge 

those members of staff who are not 
identification 

• Be aware of tailgating 
• Closing fire doors 

Peter Mellor 
Director of 

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

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

department level 
What is the process and timing? 

Each month the 
Executive Team deliver 

key corporate 
messages at a face to 

face briefing to Clinical 
Service Centre and 

Directorate 
representatives and 

staff members  

Clinical Service Centre 
and Directorate 

representatives add 
relevant local key and 

priority messages. 
They meet face to face 

with senior team 
leaders to brief them 

on both the Trust wide 
and their local 

information  

Senior Team Leaders 
meet face to face with 

their teams to brief 
them and this 

continues to cascade 
down so that all 

receive Team Brief 
from their own line 

manager 

After each team 
Brief session if there 

are any ideas, 
actions or feedback 

that you need to 
take further action 

they should be 
captured centrally 

with your CSC 
management team 

On the 3rd Friday 
of each month 

By the 4th Friday 
of each month 

As they happen 
 

By the 2nd Friday 
of the following 

month 

For example 

1. On the 20th January 2017 

2. By the 27th January 2017 

3. By the 10th February 2017 

 

 

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

• Ensure you feedback to your 
manager 

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

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

Feedback 
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TRUST BOARD PUBLIC – JULY 2017     Agenda Item Number: 115/17 
        Enclosure Number: (2) 

Subject: Integrated Performance Report (s) – May 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 April 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 April 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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Integrated Performance Outcomes – May 2017 
• The quality performance has remained stable over May; with increased scrutiny on HSMR, Mental Health compliance, patient moves and 

C.Diff.   
• Type 1 attendances (mean)  were 311/day during May (312 in May 2016). Overall A&E performance 74.99% against the 82% improvement 

trajectory. Type 1 conversion rate was 31%. 
• 4,626 non-elective patients were treated in May, 5% (214) more than in May last year. The average number of MFFD patients occupying 

acute beds increased to 257/day; average occupancy was 95.1% (peaking at 97.6%) higher than last month. 
• Escalation beds – average of 59 escalation beds open (maximum 76 and lowest 46) 
• 12 hour standard – 38 breaches of the standard. 
•  There is continued focus on earlier discharge targeted approach to earlier patient moves.  
• The Integrated Discharge Service ( IDS) team continues to focus on reducing the numbers of medically fit patients. 
• Outpatients – 8,482 new outpatients seen, consistent with the number seen in May last year. 
• Elective patients, 6,223 patients treated, 218 more than May last year, year to date 252 (2%) less patients have been treated than last year 

due to the additional April bank holidays. 
• RTT standard not achieved in May, performance improved in all challenged specialities and was 91.37% against the recovery trajectory of 

91.4%. There was 1 breach of the 52 week maximum waiting time standard. 
• 5 urgent operations were cancelled in May but careful management meant that none were cancelled for a second time and there were no 

breaches of the 28 day guarantee.  
• Diagnostic 6 wk standard was achieved with a performance of 99.2%. 
• The Trust is currently achieving 7 of the 8 key national cancer standards including 62 day first definitive treatment, 62 day screening is 

currently not being currently achieved but validation and capture of all treatments is not yet complete. 
•  Provisionally 4 patients were treated outside the 104 day maximum wait standard. 
• The continued unscheduled care pressures affected stroke performance and 8 of the 13 key of the key measures were achieved. 
• The 2017-18 Income and Expenditure annual plan delivers a £9.6m surplus. However, the first quarter plan reflects a deficit position 

consistent with the exit run rate from 2016-17. The trust's I&E position at the end of Month 2 is an actual deficit of £4.1m, this is 
marginally  favourable to plan. The annual plan for clinical income reflects the agreement reached so far with Commissioners in terms 
of the Aligned Incentives Contract. The plan includes an income provision relating to the Sustainability and Transformation Funds 
(STF) of £13.4m and a financial improvement requirement in the course of the year of £34.5m. The Trust has spent  £1.4m of capital 
against a programme for the year of £8.4m. The Trust has a cash balance of £6.7m at the end of May. The minimum level of cash 
holding was expected to be £5.1m. The Trust has drawn total cash against a limit of £41.7m for its working capital facility and £10.9m 
DH uncommitted loan. 
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Mental Health Not applicable • The increased scrutiny continues.  
• A weekly Mental Health working group is being established. 

Falls incidents 
(resulting in severe harm) 

3 1 3 

• 3 confirmed falls incidents in May.  1 incident contributing to the death of the patient and 2 resulting in severe 
harm. 

• The current 2017/2018 year-to-date position is 4 confirmed falls incidents, 1 contributing to the death 
of the patient and 3 resulting in severe harm. 

MRSA 
(avoidable) 0 0 

2  
(pending 

NHS E 

arbitration) 

• The Trust reported 2 patients with MRSA bacteremia in May.  Both cases were provisionally assigned to the 
CCGs pending Post Infection Review panels, following PIR meetings, both 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. 

C.Diff 1 6 5 

• 5 patients with C.Difficile attributed to the Trust in May against a monthly objective of 3. 
• Formal multi-disciplinary panels have been reinstated for all cases occurring from June 2017. All cases from 

April and May received an RCA review by Infection Prevention; no clusters were identified and all cases 
occurred on different wards and specialties.  The cases so far have been mild/moderate C.difficile rather than 
severe. 

• The Trust’s year-to-date position is 11 cases against a target of 7 cases (annual objective 40 cases). 

Duty of Candour Not applicable • One breach of Duty of Candour in Medicine. 
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HSMR 
109.92 
(Jan’16 – 
Dec. ‘16) 

109.85 
(Feb. ‘16 – 
Jan. ‘17) 

111.19 
(Mar. ‘16 – 
Feb. ‘17) 

• Increase in the Trust HSMR for the 12 months to March 2017 to 111.19, continuing to be classed as high. 
• The Mortality Review Panel are reviewing an increasing proportion of all deaths including rating “Avoidability”. 
• There is more structured use of the Mortality review tool as record of learning from deaths. 
• A system-wide meeting is to take place to understand and address underlying issues that may be contributing 

to rising HSMR. 
• Detailed scrutiny of HSMR data using structured review process. 

C
ar

in
g 

Dementia screening 74.27% 76.1% 79.3% • Slight improvement in compliance with Dementia Screening. 
• Compliance is to be discussed with each CSC at the monthly Executive Performance Reviews. 

National In-patient 
survey Not applicable 

• 1,250 adult patients who stayed for one night or more in July 2016 were asked to provide feedback about their 
experience. 533 patients responded giving a response rate of 44%, in line with the national average.  

• 2 significant Improvements in shared sleeping accommodation and ward cleanliness. 
• 0 significant deteriorations 
• 2 “worse than questions” relating to noise at night from staff and time to answer a call bell. 
• Overall experience 8.1/10, small improvement from 8/10 from last survey.  
• Benchmarked “about the same” as other Trusts in all sections. 

R
es

po
ns

iv
e 

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

115 
(4.0) 

89 
(3.0) 

141 
(4.5) 

• The Trust continues to see an unacceptable number of escalation beds in use necessitating a high number of 
medical outliers who experience numerous moves, a significant number of those undertaken overnight. 

• Two additional pieces of work; a capacity reset programme within the Trust to realign bed capacity reflecting 
the ongoing number of medical outliers and a whole system commitment to reduce the number of Medically fit 
for Discharge (MFFD) patients by 100 by mid September 2017. Outliers - 2,863 2,708 

W
el

l-l
ed

 

FFT  
ED response rate 14.4% 14.5% 14.6% 

• ED response rate remains static at 14.6%; below the 15% target but above the national average of 12.5% in 
March.  Reported satisfaction rate has increased slightly to 95%; above the national benchmark of 87%.  The 
number of patients who would not recommend ED has remained static at 1.6%; remaining significantly better 
than the national average of 7%. 

• The In-patient response rate has also remained static at 34.5%, remaining above the national average of 
25.3%. Reported  satisfaction rate has decreased slightly to 96.5%; remaining above the national average of 
96%. 

 

• The number of patients who would not recommend in-patient areas has decreased again to 0.4%; below the 
national average of 2%. 
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The Trust's financial plan for 2017-18 has a surplus target of £9.7m. As a part of this the first two quarters of the financial year have 
a deficit plan, quarters 3 and 4 a surplus plan. The plan requires a steady financial improvement to be made effectively from July 
2017 onwards. This report does not contain a detailed forecast as this is reviewed formally by the Board at the end of Q1.

The annual plan for clinical income reflects the agreement expectation that will be reached with Commissioners on the Aligned 
Incentives Contract and this will apply from 1.4.17. The annual plan includes an income provision relating to the Sustainability and 
Transformation Funds (STF) of £13.4m and a financial improvement requirement in the course of the year of £34.5m.

The Trust's Income and Expenditure position for May 2017 was an actual deficit of £4.1m. This was in line with the planned position 
of a £4.2m deficit. The position includes recovery of the STF funding for the month of £0.7m, a year to date sum of £1.4m. Clinical 
Income has been based on a number of assumptions as activity was not fully coded or available for the reporting period.

The Trust continues to see pay pressures through the high use of temporary staff to maintain urgent care services and additional 
capacity that has remained open due to the volume of patients that have been in hospital as delayed transfers of care. Non-pay 
costs include unplanned use of the private sector to support RTT delivery and out of hospital purchase of beds. Pay pressures in 
month 2 have been mitigated by a favourable non pay reserve position. Subsequent months will require more stringent pay controls 
and a comprehensive range of financial improvement initiatives in order to achieve financial targets.

The Trusts plan by the end of quarter 1 year requires a deficit position of £5.9m or better, including receipt of STF allocations. Whilst 
Q1 remains challenging there are significant improvements in financial performance which are required from quarter 2 onwards in 
order to deliver the plan. Managing financial risks relating to the overall surplus plan will be challenging, however, based on the 
number of variables and potential opportunities it is still considered to be a deliverable objective at this point in the financial year. 

The Trust has a capital resource limit of £8.3m for the year.  The capital programme is currently being developed. The Trust has a 
cash balance of £6.7m at the end of May. The minimum level of cash holding required by the DH was £5.1m (including £4.1m of 
capital cash carried forward from 2016/17).  The Trust has drawn total cash against a limit of £41.7m for its working capital facility 
and £10.9m DH uncommitted loan. The Trust has been advised that the cash support application submitted to the Independent Trust 
Financing Facility (ITFF) meeting in February 2016 was not taken forward and PHT has now written to NHSI outlining the issues 
surrounding the cash position and the implications of changing the capital resource limit formula and impact on its ability to replace 
capital equipment.
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Finance and Use of Resources Metric A (Surplus)/Deficit G Cash A

Liquidity Capital   
Servicing

Overall Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date 4 4 4 Year to Date £k 4,172 4,072 100 Year to Date £k 5,100 6,745 1,645
Year End Forecast 4 2 4 Year End Forecast £k (9,660) (9,660) 0 Year End Forecast £k 1,000 1,000 0

Income A Operating Expenditure G Capital G

Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date £k (90,857) (90,015) (843) Year to Date £k 88,742 87,803 939 Year to Date £k 1,168 1,358 (190)
Year End Forecast £k (556,798) (556,798) 0 Year End Forecast £k 509,702 509,702 0 Year End Forecast £k 14,164 14,164 0

Cost Improvement Plans A Pay bill A Agency Cap A

Plan
Actual / 

Forecast Variance Year to Date £k Plan Actual Variance Ceiling
Actual / 

Forecast Variance
Year to Date £k 3,344 2,414 (930) Substantive 44,495 45,959 (1,464) Year to Date £k 2,752 3,162 (410)
Year End Forecast £k 34,566 34,566 0 Bank 2,790 3,186 (396)

Agency 2,384 3,162 (778)
The financial improvements required in 2017-18 are 
£34.6m. Potential opportunities to date have been 
identified of £31.1m. Savings requirements escalate 
within the plan in the course of the year. The savings 
figure reported year to date are £2.4m. The CIP 
challenge for 17/18 is significant and the Trust is 
approaching this through a genuine system wide 
approach to improvement with partners across the 
health system.  The current forecast assumes that 
plans to achieve the critical conditions to support a 
financial surplus within the Trust are completed, 
implemented and deliver the level of financial 
improvement required and a separate paper on this 

The Trust has spent £1.4m of capital YTD. NHSI 
approved carry forward of unspent CRL into 
2017/18and this is reflected in the Capital Resource 
Limit. The Trust continues to seek a resolution to the 
confirmed CRL position and we have recorded our 
dispute in relation to this within/alongside our planning 
submissions.

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 the month 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 £4.07m year to date deficit 
at the end of May 2017. This is marginally favourable 
to the Financial Plan submitted to NHS 
Improvement.  The plan requires that the quarter 1 
position is no worse than a £5.88m deficit.  Income 
delivery is expected to be higher in both May and 
June.                                                                                            
The subsequent quarterly targets are Q2  £0.97m 
deficit, Q3 (£6.83)m surplus and Q4 (£9.68m) 
surplus.                                                                                     

The cash balance at 31st May includes £4.1m of capital cash 
carried forward from 2016/17.  The target cash balance was 
therefore £5.1m.

The higher than planned balance also reflects lower than 
anticipated payment run values in April and May as a result of 
higher payments in March.

The Trust is reporting an adverse variance on its 
income plan year to date of £0.8m against all forms 
of income.  As a part of this, the Trust SLA income 
has an under performance of £0.7m. This is based 
on high level principles and expected income levels. 
For the non-local CCGs income is based on actuals 
for M1 and planned levels for M2. Non clinical 
income is marginally under planned figures, however, 
there is a corresponding reduction in expenditure.

At the end of May the Trust is reporting a £0.9m favourable 
variance to operating expenditure plans. Within this pay was 
£2.6m adverse to plan year to date. The pay overspend links 
to a continued reliance on premium rate medical staff costs 
in both unscheduled and scheduled care to maintain 
capacity and quality. Planning assumption, as indicated by 
the pay savings target, were that a reliance on premium rate 
pay commitments was to reduce. Non-pay is favourable to 
plan by £3.5m, this includes a reserve provision for cost 
pressures. Outsourcing commitments to non-NHS providers 
exceeded planning assumptions by £0.6m.

The 2017-18 plan submitted to the Regulator included detailed 
workforce expenditure commitments for both substantive and 
temporary workforce costs. The plan reflected a moderate 
increase in the size of the substantive workforce in the course of 
the year. This was offset by a more substantial reduction in the 
use of temporary workforce costs, in particular high cost 
agencies and premium rate internal locum costs. On-going 
unscheduled care pressures and the costs of maintaining high 
levels of extra capacity with safe staffing levels including through 
material premium rate costs means that the paybill is continuing 
to exceed planned levels and is placing a material pressure on 
the Trust’s financial position.

The Trusts external reporting includes the monitoring of its 
agency staffing as a component part of 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 capped rates. In April the Trust spend marginally below 
the agency ceiling set by NHSI. The annual ceiling is £13.8m
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• The total workforce capacity decreased by 20 FTE to 6930 FTE in May 17 and is 88 FTE over the new funded establishment. 
 
• The temporary workforce capacity increased to 502 FTE in May 17 and comprises 7.2% of the total workforce capacity. This is a 0.1% 

increase compared to April 17. 
 

• The number of shifts that have breached the capped rates or are off-framework have increased by 485 shifts to 2413 shifts in May 17. 
 
• The evidence collected for May 17 indicates that overall staffing levels have increased from 103.1% to 104.2% compared to planned 

levels. 
 

• The evidence collected for May indicates that overall CHPPD is 5.1 for RNs. This is similarly reported in comparison to the previous 
month and 2.9 for HCSWs for PHT. This was an increase in comparison to the previous month. 

 
• Appraisal compliance has decreased and currently records at 81.5% in May, below the 85% target. 

 
• Essential skills compliance maintained at 88.8% and continues to record above the 85% target. 

 
• Fire Safety (face to face training) decreased to 67.7%. 

 
• Information Governance Training has decreased to 87.4%. This is below the Information Governance Training target. 

 
• Sickness Absence Rate (12 month rolling average) decreased to 3.8% in April and remains above the target. In-month sickness 

absence decreased to 3.7% in April and is above the target. 
 

• No whistleblowing, professional registration or safe guarding referrals were received. 

47



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 29/06/2017 

Integrated Performance Report – May 2017 

48



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Contents 

29/06/2017 

   Section  Page    
        

1 Performance Outcomes 3 
  

  
  

2 Quality Performance 4 

  3 Operational Performance 33   
  

  
  

  4 Financial Performance 48   
    

  6 Workforce Performance 50   

  7 Key 63   
    

  
    

    
 
 

49



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Integrated Performance Outcomes – May 2017 
• The quality performance has remained stable over May; with increased scrutiny on HSMR, Mental Health compliance, patient moves and 

C.Diff.   
• Type 1 attendances (mean)  were 311/day during May (312 in May 2016). Overall A&E performance 74.99% against the 82% improvement 

trajectory. Type 1 conversion rate was 31%. 
• 4,626 non-elective patients were treated in May, 5% (214) more than in May last year. The average number of MFFD patients occupying 

acute beds increased to 257/day; average occupancy was 95.1% (peaking at 97.6%) higher than last month. 
• Escalation beds – average of 59 escalation beds open (maximum 76 and lowest 46) 
• 12 hour standard – 38 breaches of the standard. 
•  There is continued focus on earlier discharge targeted approach to earlier patient moves.  
• The Integrated Discharge Service ( IDS) team continues to focus on reducing the numbers of medically fit patients. 
• Outpatients – 8,482 new outpatients seen, consistent with the number seen in May last year. 
• Elective patients, 6,223 patients treated, 218 more than May last year, year to date 252 (2%) less patients have been treated than last year 

due to the additional April bank holidays. 
• RTT standard not achieved in May, performance improved in all challenged specialities and was 91.37% against the recovery trajectory of 

91.4%. There was 1 breach of the 52 week maximum waiting time standard. 
• 5 urgent operations were cancelled in May but careful management meant that none were cancelled for a second time and there were no 

breaches of the 28 day guarantee.  
• Diagnostic 6 wk standard was achieved with a performance of 99.2%. 
• The Trust is currently achieving 7 of the 8 key national cancer standards including 62 day first definitive treatment, 62 day screening is 

currently not being currently achieved but validation and capture of all treatments is not yet complete. 
•  Provisionally 4 patients were treated outside the 104 day maximum wait standard. 
• The continued unscheduled care pressures affected stroke performance and 8 of the 13 key of the key measures were achieved. 
• The 2017-18 Income and Expenditure annual plan delivers a £9.6m surplus. However, the first quarter plan reflects a deficit position 

consistent with the exit run rate from 2016-17. The trust's I&E position at the end of Month 2 is an actual deficit of £4.1m, this is 
marginally  favourable to plan. The annual plan for clinical income reflects the agreement reached so far with Commissioners in terms 
of the Aligned Incentives Contract. The plan includes an income provision relating to the Sustainability and Transformation Funds 
(STF) of £13.4m and a financial improvement requirement in the course of the year of £34.5m. The Trust has spent  £1.4m of capital 
against a programme for the year of £8.4m. The Trust has a cash balance of £6.7m at the end of May. The minimum level of cash 
holding was expected to be £5.1m. The Trust has drawn total cash against a limit of £41.7m for its working capital facility and £10.9m 
DH uncommitted loan. 
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Mental Health Not applicable • The increased scrutiny continues.  
• A weekly Mental Health working group is being established. 

Falls incidents 
(resulting in severe harm) 

3 1 3 

• 3 confirmed falls incidents in May.  1 incident contributing to the death of the patient and 2 resulting in severe 
harm. 

• The current 2017/2018 year-to-date position is 4 confirmed falls incidents, 1 contributing to the death 
of the patient and 3 resulting in severe harm. 

MRSA 
(avoidable) 0 0 

2  
(pending 
NHS E 

arbitration) 

• The Trust reported 2 patients with MRSA bacteremia in May.  Both cases were provisionally assigned to the 
CCGs pending Post Infection Review panels, following PIR meetings, both 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. 

C.Diff 1 6 5 

• 5 patients with C.Difficile attributed to the Trust in May against a monthly objective of 3. 
• Formal multi-disciplinary panels have been reinstated for all cases occurring from June 2017. All cases from 

April and May received an RCA review by Infection Prevention; no clusters were identified and all cases 
occurred on different wards and specialties.  The cases so far have been mild/moderate C.difficile rather than 
severe. 

• The Trust’s year-to-date position is 11 cases against a target of 7 cases (annual objective 40 cases). 

Duty of Candour Not applicable • One breach of Duty of Candour in Medicine. 
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HSMR 
109.92 
(Jan’16 – 
Dec. ‘16) 

109.85 
(Feb. ‘16 – 
Jan. ‘17) 

111.19 
(Mar. ‘16 – 
Feb. ‘17) 

• Increase in the Trust HSMR for the 12 months to March 2017 to 111.19, continuing to be classed as high. 
• The Mortality Review Panel are reviewing an increasing proportion of all deaths including rating “Avoidability”. 
• There is more structured use of the Mortality review tool as record of learning from deaths. 
• A system-wide meeting is to take place to understand and address underlying issues that may be contributing 

to rising HSMR. 
• Detailed scrutiny of HSMR data using structured review process. 
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Dementia screening 74.27% 76.1% 79.3% • Slight improvement in compliance with Dementia Screening. 
• Compliance is to be discussed with each CSC at the monthly Executive Performance Reviews. 

National In-patient 
survey Not applicable 

• 1,250 adult patients who stayed for one night or more in July 2016 were asked to provide feedback about their 
experience. 533 patients responded giving a response rate of 44%, in line with the national average.  

• 2 significant Improvements in shared sleeping accommodation and ward cleanliness. 
• 0 significant deteriorations 
• 2 “worse than questions” relating to noise at night from staff and time to answer a call bell. 
• Overall experience 8.1/10, small improvement from 8/10 from last survey.  
• Benchmarked “about the same” as other Trusts in all sections. 
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Patient moves (non-
clinical) between 
0001:0700 
(average per day) 

115 
(4.0) 

89 
(3.0) 

141 
(4.5) 

• The Trust continues to see an unacceptable number of escalation beds in use necessitating a high number of 
medical outliers who experience numerous moves, a significant number of those undertaken overnight. 

• Two additional pieces of work; a capacity reset programme within the Trust to realign bed capacity reflecting 
the ongoing number of medical outliers and a whole system commitment to reduce the number of Medically fit 
for Discharge (MFFD) patients by 100 by mid September 2017. Outliers - 2,863 2,708 

W
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FFT  
ED response rate 14.4% 14.5% 14.6% 

• ED response rate remains static at 14.6%; below the 15% target but above the national average of 12.5% in 
March.  Reported satisfaction rate has increased slightly to 95%; above the national benchmark of 87%.  The 
number of patients who would not recommend ED has remained static at 1.6%; remaining significantly better 
than the national average of 7%. 

• The In-patient response rate has also remained static at 34.5%, remaining above the national average of 
25.3%. Reported  satisfaction rate has decreased slightly to 96.5%; remaining above the national average of 
96%. 

 

• The number of patients who would not recommend in-patient areas has decreased again to 0.4%; below the 
national average of 2%. 
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• The Trust continues to meet the Care Quality Commission (CQC) requirements to submit weekly compliance information in relation 
to the Section 31 Enforcement Notice Conditions.  The areas requiring further focus relate to completion of risk assessment and 
care plans and application of Mental Capacity Act and Deprivation of Liberty Safeguards requirements in practice with supporting 
documentation that reflects robust best interest decision making. 
 

• The increased focus on meeting the requirements of the Enforcement Notice continues with the establishment of a weekly Mental 
Health Working Group to drive forward the actions and improvements required.   
 

• An external deep dive review into mental health has been completed and a report provided with a number of recommendations to 
consider and take forward. 
 

• A specific Vulnerable Patients action plan has been developed and is under review to ensure all the recommendations from the 
external deep dive review are captured.  
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May position  
Avoidable hospital acquired grade 3 and 4 pressure ulcers 
• The Trust confirmed 1 avoidable grade 3 pressure ulcer within Medicine and 0 (zero) grade 

4 pressure ulcers in May; comparable to the 1 grade 3 pressure ulcer reported in April.  
• The Trust year-to-date position is 2 avoidable grade 3 and 0 (zero) grade 4 pressure 

ulcers. 
Unavoidable hospital acquired pressure ulcers 
• The Trust confirmed 1 unavoidable grade 3 pressure ulcer in May, compared to 1 reported in 

April.  
Grade 1 and 2 pressure ulcers 
• The Trust confirmed a total of 3 (zero) grade 1 pressure ulcers and 10 grade 2 pressure 

ulcers in May compared to 0 grade 1 and 2 grade 2 in April. Two of these related to a 
medical device.  This figure represents the norm, following an unusually reported low 
number for April. 

 

Actions and progress to date 
• The TVN team are planning an ‘Independence Day’ to be held in August. This will be a drop-

in day for staff giving them an opportunity to learn more about continence, how to safely 
transfer patients and pajama paralysis (getting patients in to their normal clothes as 
appropriate). 

• The TVN study day for this month is being ran and funded by a supplies company and will 
include an afternoon session by a coroner who will be holding a mock coroners court 
focusing on the importance of good documentation. The day has captured staff interest and 
has been over subscribed resulting in the venue being changed to be able to hold up to 70 
participants. 

 

Present on admission 
• A total of 109 ‘present on admission’ pressure ulcers were reported in May compared to 127  

in April. 
• Following review by the TVN team of all present on admission pressure damage, 49 of the 

109 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 April, this has remained a constant position since January 2017. 
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May position  
Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic harm. 
 

• There have been a total of 3 confirmed falls incidents in May.  1 fall contributing to the 
death of the patient within Medicine, 1 fall resulting in severe harm within Medicine and 1 
severe harm incident within MOPRS.  All incidents have been reported as SIRIS and are 
currently under investigation.  

• There has been 1 reported moderate harm fall within AMU in the Emergency Medicine 
CSC which is currently under investigation. 

• The current 2017/2018 year-to-date position is 4 confirmed falls incidents, 1 
contributing to the death of the patient and 3 resulting in severe harm. 

• There are currently 2 moderate harm incidents (1 within AMU, as noted above, and 1 
within MOPRS from April) under investigation. 

• Please note this varies from the data reported last month due to validation of incident 
dates and date confirmed. 

• For the financial year 2016/2017; an additional 3 moderate harm incidents have been 
confirmed since the April report; 1x Medicine (in March), 1x MOPRS (in January) and 1x 
Women and Children (in January). 4 remain under investigation; 3x MOPRS (in March)  
and 1x Medicine (in January).  1 incident reported as contributing to the death of the 
patient in February 2017, following investigation and post mortem, has been regraded to 
low harm. 

Actions and progress to date 
• Falls assessment has seen a sustained improvement from 94% in December 2016 to 

100% in May. 
• A roll-out plan for the full roll-out of the Falls collaborative is underway. 
• The Trust has participated in the National Audit of In-patient falls during May. The report is 

expected in November. 
• The Trusts Bed Rail policy for adult inpatients has been reviewed. 
 

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 May, compared 

to 0.0 in April (data amended following validation of incident dates and dates confirmed). 

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

CSC 
Level of harm 

None Low Moderate Severe Death 

CHAT 2 0 0 0 0 

Clinical Support 1 0 0 0 0 

Emergency 
Medicine 24 11 1 0 0 

Head and Neck 3 0 0 0 0 

Medicine 55 6 0 1* 1* 

MOPRS 38 8 0 1* 0 

MSK 20 1 0 0 0 

Renal 7 1 0 0 0 

Surgery &Cancer 22 6 0 0 0 

Women 
&Children 1 1 0 0 0 

Total 173 34 1 2 1 

* Reported as a SIRI. 
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May position  
Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic harm.  
 

• There has been 1 confirmed moderate and no severe medication incidents reported 
in May.   The confirmed incident which occurred in April was reported by Surgery 
and Cancer and relates to an external incident involving management by the 
patient’s GP and out of hours service; this incident is currently under review to 
determine whether this should be coded to the community rather than the Trust. 

• The current 2017/2018 year-to-date position is 1 confirmed moderate harm 
medication incident; currently under review.  

 

• There are currently 8 moderate harm incidents; 4x Medicine (2 incidents from April 
and 2 from May), 1x Surgery and Cancer (May incident), 2x MSK (May incidents) 
and 1x Renal (May incident), all of which are currently under investigation. 

 
 

Actions and progress to date 
 

• Meetings with link nurses are being established to enable medication safety issues 
to be cascaded within the ward teams.  

 

• Work across the Trust has been ongoing to comply with the NHS Improvement Open 
systems Alert level 3 directive.  

 

• A Trust-wide fridge audit is underway to identify storage issues. 
 

• Self administration policies have been written with input from patient representatives, 
with the aim of increasing safety and timely medication administration. A trial of 
using drug chart stickers and posters to highlight Parkinson’s disease patients where 
timing of doses is critical has positive results and will aim to be rolled out further. 

 
 

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 in 

April, this has remained a constant position since June 2016. Sa
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Medication (Contract & Quality Account) 
Medication incidents – May 2017 

CSC 
Level of harm 

None Low Moderate Severe 

CHAT  7 0 0 0 
Clinical Support  25 2 0 0 
Emergency Medicine 33 3 0 0 
Head & Neck 3 0 0 0 
Medicine 34 4 4 0 
MOPRS 16 2 0 0 
MSK 9 2 2 0 
Renal 6 1 1 0 
Surgery & Cancer 30 3 1 0 
Women & Children 16 1 0 0 

Grand Total 179 18 8 0 
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May position  
Target: Submit data to the National Patient Safety Thermometer 
 

• The Trust achieved 100% data collection for April.  
• 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 May, the Trust recorded in-patient harm free care of 98.7% comparable 

to April. 
• The total harm free care, which includes pre-hospital admission harm 

events in May was 97.3% this is an increase on April’s figure of 96.7% 
This is above the national average for May of 94.2%.  
 

 

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 

May 2017 97.29% 
(1,108) 

98.7% 

April 2017 96.7% 
(1,086) 

98.7% 

March 2017 96.9% 
(1,113) 

98.4% 

Types of harm 

Types of harm March 2017 April 2017 May 2017 
Pressure ulcers 
(new and old) 

22 18 12 

Falls 4 1 5 
Catheter and UTI 8 12 8 
VTE (new) 1 6 5 
Total patients 1,113 1,086 1,108 
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Healthcare Acquired Infection (National) 
May position  
 

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

• The Trust reported 2 patients with MRSA bacteremia in May.  Both cases were provisionally assigned to the CCGs (1x Portsmouth 
CCG and 1x Fareham and Gosport CCG) pending Post Infection Review panels (PIR). Following PIR meetings, both 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. 

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

• The Trust reported 5 patients with C.Difficile attributed to the Trust in May against a monthly objective of 3. The cases occurred as 
follows: Medicine (x2), Surgery (x1), MSK (x1) and Paediatrics (x1). 

• Formal multi-disciplinary panels have been reinstated for all cases occurring from June 2017. All cases from April and May received 
an RCA review by Infection Prevention; no clusters were identified and all cases occurred on different wards and specialties. There 
have been a few repeat samples out of hours, and a process is now in place for weekend samples to be vetted by Infection 
Prevention. The cases so far have been mild/moderate C.difficile rather than severe. The position will be closely monitored. 

• The Trust’s year-to-date position is 11 cases against a target of 7 cases (annual objective 40 cases). 
MSSA bacteraemia (Incidence more than 48 hours after admission) 
MSSA bacteraemia are not subject to DH trajectories, but are closely monitored by the Trust due to the high incidence of morbidity and mortality 
associated with these infections. 
 

• There were 4 patients reported with MSSA bacteraemia attributed to the Trust in May. 
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Venous Thrombo-embolism Screening (National) 
  May position  
 

VTE Screening 
Target: 95% per month 
• The VTE risk assessment figure for May is 96.14% (subject to validation); 

compared to the April figure of 96.31%.  
 

• 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 May is 98.91% (subject to 

validation); compared to the April figure of 99.2%.  
 

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

• 80 VTE events were reported in May compared to 82 in April.  
 

- Of these 22 were hospital associated events (HAT), compared to 23 in 
April and 58 were community associated events (CAT) compared with 59 
in April. 

 

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 have stabilised in May. Work is ongoing with Senior 

Management Teams within the CSCs to improve and sustain risk assessment 
performance with improved dashboards and daily lists of non-assessed 
patients being distributed.  

61



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 29/06/2017 

Sa
fe

 –
 S

er
io

us
 In

ci
de

nt
s 

Serious Incidents Requiring Investigation 
 (SIRIs)  (Contract and National) 
May position 
 

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

• 60 SIRIs were reported in May, compared to 55 in April. These 
were reported as 48 breaches of the Decision to Admit (DTA) 
target and 12 clinical SIRIs.  

• A total of 4 incidents resulted in the death of the patient. 
• A total of 38, 12 hour DTA breaches were reported in May; the 

remaining 10 occurred at the end of April but were reported to 
STEISS in May. 

• This equates to 1.9 SIRIs per 1,000 occupied bed days. 
 

SIRIs over 60 day deadline 
Target: Monitoring and reporting 
 

• There were 5 open SIRIs at the end of May which exceeded 
the target date of 60 working days for submission to the 
Commissioners. 4 have been discussed and an extension 
approved. 1, which occurred in Medicine not had an extension 
approved. 
 

Never Events  
Target: 0 (zero) 
 

• There have been no Never Events reported in May. 
 

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

• All patients or their relatives, where applicable, were informed 
of the incident within the deadline and are aware of the on-
going investigation, with the exception of one breach within 
Medicine CSC. 

SIRI CSC 
Undiagnosed cardiomyopathy leading to cardiac arrest  at end of surgery CHAT 

Patient arrested and died after removal of central line * CHAT 

Breach of DTA target (x48) Emergency 
Medicine 

Suboptimal management and transfer of patient with spinal cord compression * Emergency 
Medicine 

Cardiac arrest following accidental injection of air in coronary artery. Medicine 

Hospital acquired level 3 pressure damage Medicine 

Failure to recognise deteriorating patient * Medicine 

Fall resulting in fractured neck of femur Medicine 

Fall contributing to death * Medicine 

Alleged assault of patent by agency member of staff Medicine 

Alleged severe reaction to use of bleach by cleaning staff Medicine 

Alleged assault of patient by agency member of staff MOPRS 

Fall resulting in fractured neck of femur MOPRS 
* Resulting in the death of the patient 
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Patient safety incidents (excluding SIRIs) (Contract) 
May position 
Target: Increase in overall reporting of low and no harm 
incidents and reduce severity of harm 
• At the time of reporting 1,644 Safety Learning Events 

(SLE - incidents) had been reported in May; the top 
three reported incident categories are: 

- Non-Clinical Event: 422 events (24.1%). 
- Tissue Damage: 302 events (18.4%). 
- Clinical Event (Other): 284 events (17.3%). 

• This compares with Tissue Damage, Pathology/Blood 
and Clinical Event (other) in April. 

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

• There was 1 reported incident relating to admission, 
discharge or transfer resulting in moderate, severe 
harm or death, reported as a SIRIs within Emergency 
Medicine. 

• 36 incidents have been reported involving mental 
health issues. 

Actions and progress to date 
• Monthly reports detailing the current position of 

investigations for all moderate, severe harm or death 
SLEs are now being produced on a monthly basis for 
each CSC. 

Month 
Reported 

incidents at time 
of report 

Confirmed incidents at 
time of report 

May 2017 1,644 426 
April 2017 1,602 595 
March 2017 1,802 892 
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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 May 2015 – May 2017 
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 May 2016 – May 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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May position  
 
 
Coroners recommendations – Regulation 28 reports (preventing future deaths) 
Target: Monitoring and reporting 

 

• The Trust has received no Regulation 28 reports in May.  
 

 
Central Alert System (CAS) Alerts over deadline 
Target: Monitoring and reporting 
 
• 13 alerts were issued in May: 

 

- 2 of which have been completed and closed on the Central Alert website. 
 

- 9 were assessed for relevance to the Trust and subsequently closed as action was not required. 
 

- 2 were drug alerts sent through for information only, these have been forwarded to the Medication Safety Officer for review and 
action if applicable. 

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

to Carillion. 
 
Actions and progress to date 
 

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

Sa
fe

  
Coroner’s recommendations and CAS alerts (Contract) 
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CQUIN Indicator description Reporting requirements 

1a  Staff Health & Wellbeing • Achieving 5% point improvement in two of the three NHS annual staff survey questions 
on health and wellbeing, MSK and stress.  

On the publication of 2017 (Year 
1) staff survey - expected to be 
released in February 2018. 

1b Healthy food for NHS staff, visitors 
and patients  

• Maintaining the four changes that were required in the 2016/17 CQUIN in both 2017/18 
and 2018/19. 

As soon as possible after Q4 

1c  Improving the uptake of flu 
vaccinations for front line clinical 
staff 

• Achieving an uptake of flu vaccinations by frontline clinical staff of 70%. As soon as possible after Q4 

2a  Timely identification of sepsis in 
emergency departments and acute 
inpatient settings 

• Timely identification of patients with sepsis in emergency departments and 
acute inpatient settings. 

Quarterly 
 

2b Timely treatment of sepsis in 
emergency departments and acute 
inpatient settings 

• Timely treatment of sepsis in emergency departments and acute inpatient settings. Quarterly 

2c Antibiotic review • Assessment of clinical antibiotic review between 24-72 hours of patients with sepsis who 
are still inpatients at 72 hours: 

Quarterly 

2d 
 

Reduction in antibiotic 
consumption per 1,000 admissions 

• Total antibiotic usage (for both in-patients and out-patients) per 1,000 admissions + 
carbapenem per 1,000 admissions + piperacillin-tazobactam per 1,000 admissions 

Annually 

4 
 

Improving services for people with 
mental health needs who present 
to A&E 

• Reduce by 20% the number of attendances to A&E for those within a selected cohort of 
frequent attenders who would benefit from mental health and psychosocial interventions, 
and establish improved services to ensure this reduction is sustainable. 

Quarterly 

6 Offering advice and guidance • To set up and operate advice and guidance services for non-urgent GP referrals, 
allowing GPs to access consultant advice prior to referring patients in to secondary care. 

Quarterly 

7  
 

e-Referrals • Relates to GP referrals to consultant led 1st outpatient services only and the availability 
of services and appointments on the NHS e-Referral Service.   

Monthly  

8 Supporting proactive and safe 
discharge 

• Actions to map existing discharge pathways, roll protocols. 
• Emergency Care Demonstrable and credible planning. 
• Increasing proportion of patients admitted via non-elective route discharged to their 

usual place of residence within 7 days of admission by 2.5% points from baseline (Q3 
and Q4 2016/17).   

Quarterly 

The following sets out the CQUIN requirements for 2017/2019.  Project plans are in the process of being finalised. 
To note some discussions are underway with Commissioners to determine targets. 
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May position  

CQUIN Details May 2017 (M2 Q1) Status  
Specialised 1:  
CA2 Standardised dose banding 
for Chemotherapy 

• Adoption of standardised doses for 
Chemotherapy to reduce production costs 
and safety incidents. 

• Trust-agreed actions under way to achieve, 
monitored internally using CQUIN workbook 
report 

Specialised 2:   
CA3 Palliative care shared 
decision making 

• Ensure effective and documented peer 
discussion and patient involvement for 
patients with low response to treatment. 

• CSC finalising documented plan of agreed 
actions for production of internal CQUIN 
workbook 

Specialised 3: 
GE1 CUR software evaluation 
project 

• Controlled evaluation of CUR bed utilisation 
system alongside Trust Bed View system 

• Trust-agreed actions under way, monitored 
internally using agreed joint steering group 
plan. Staffing issues remain a risk. 

Specialised 4: 
GE3 Medicines Optimisation 

• Adoption of best value medicines in 
Specialised patients, and additional reporting. 

• Trust-agreed actions under way to achieve, to 
be monitored using CQUIN workbook (under 
finalisation) report 

Specialised 5: 
Dental managed clinical networks 

• Attendance at Network meetings by clinical 
leads. 

• Trust-agreed actions under way, monitored 
internally using agreed joint steering group 
plan 

Specialised 6 :  
Orthodontic outcome reporting 

• Recording of PAR scores pre/post treatment 
& performance reporting / review of 
improvement. 

• Final plan agreement not yet reached by 
Network. No problems anticipated for Trust if 
plan agreed, 

Specialised 7:  
Breast screening programme 

• Develop service improvement action plan with 
commissioners, and implement under agreed 
monitoring 

• Trust-agreed actions under way, internally 
monitored using agreed joint steering group 
plan.  

Specialised 8:  
Bowel screening programme 
 

• Develop service improvement action plan with 
commissioners, and implement under agreed 
monitoring 

• No internal monitoring in place, as Bowel 
screening action plan not agreed with 
Commissioners yet. 

Specialised 9:  
Armed Forces Covenant 
 

• Embedding the Armed Forces Covenant to 
improve access to elective services for Armed 
Forces Personnel 

• Patient Access / Performance finalising 
documented plan of agreed actions. No 
material performance concerns. 67
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Acute Kidney Injury (Contract & Quality Account) 
May position  
 
 

Acute Kidney Injury (AKI)  
Target:  

• 90% (on average each quarter) compliance with reporting the 4 mandated data sets on discharge summaries. 
• Reduction in hospital acquired stage 3 AKI (reviewed 6 monthly) based on 2016/2017 data. 

  
• The Trust achieved 91% compliance with the mandated items on the discharge summary in May; an increase on the 89% reported in 

April. 
 

• 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 October by comparing AKI episodes recorded during the 2016/17 financial year. 

• 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. 68
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Mortality indicators: HSMR and SHMI (Contract and Quality Account) 
May position  
 

Hospital Standardised Mortality Ratio (HSMR)  
Target: To be within expected range. 
• The updated Trust HSMR for the 12 months to February 2017 is 111.19.  This 

represents an increase on the rate previously reported for the 12 months to 
January 2017 of 109.85.  This sits within a confidence interval of 106.25 – 
116.30.  The Trust HSMR is now classed as high as the lower confidence 
interval is above 100. 

• The weekday HSMR for emergency admissions has shown an increase from 
the previously reported figure, and the weekend HSMR shows a very slight 
decrease. The weekend / weekday split is based on the patient’s admission 
date. 

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

• The Trust SHMI for October 2015 to September 2016 is 110.96;  which is a 
slight increase from the previous reported quarter’s figure of 110.77.  Whilst this 
figure is above the National Average of 100, it is within the official control limits. 

• Whilst SHMI has increased steadily over time it is clear that out of hospital 
deaths remain a major contributing factor in the rate being higher than the 
national average.  Out of hospital deaths increases the SHMI score by 1.43. 

Actions 
• The factors contributing to the increase continue to be 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. 

• The Mortality Review Panel are reviewing an increasing proportion of all deaths 
including rating “Avoidability”. 

• More structured use of the Mortality review tool as record of learning from 
deaths. 

• A system-wide meeting is to take place understand and address underlying 
issues that may be contributing to rising HSMR. 

• Detailed scrutiny of HSMR data using structured review process. 

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  
March 2016 – February 2017 
Weekday HSMR: 112.55 
Weekend HSMR: 109.38  

SHMI: October 2015 – September 
2016 
• SHMI: 110.96  (within expected 

range) 
• Adjusted for palliative care: 113.56 

(within expected range) 
• In-hospital deaths: 108.53 (within 

expected range) 
• HSMR for the same period: 

111.42 (within expected range) 

HSMR:   
March 2016  - February 2017 
HSMR: 111.19 
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May position  
 

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

• There has been a slight increase in compliance with dementia screening in 
May; however, compliance remains low at 79.3%, compared to 76.1% 
recorded in April  and 74.3% in March. 

 

• A total of 497 patients have been assessed, from a maximum of 627 eligible 
patients; which is similar in the number of patients requiring assessment for 
the last 6 months. 

 

• The issues with medical staffing in AMU impact on the overall Trust 
compliance, although this is improving and their performance has improved. 
Improvement is required in Stroke Services, Surgery and Medicine; all in 
progress. 

 

• Performance data is sent monthly to the Chiefs of Service to instigate actions 
to recover the position and the daily distribution lists for all outstanding 
assessments is cascaded wider across the clinical leadership teams. 

 

• Compliance is to be discussed with each CSC at the monthly Executive 
Performance Reviews. 

 

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

• 100% of all eligible patients (68 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. 

C
ar

in
g 

– 
D

em
en

tia
 

Dementia (Contract) 
Dementia compliance 

 
March 2017 

 

April 
 2017 May 2017 

Step 1 74.3% 
 

76.1% 
 

79.3% 

Step 2 100% 100% 100% 

Step 3 100% 100% 100% 

* 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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Mixed Sex Accommodation (National) 

May position  
 

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

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

• The Trust year-to-date position is 0 (zero) non-clinically justified single sex accommodation breaches. 
 

Facilities single sex accommodation breaches 
Target: Monitoring and reporting 
 

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

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

CQC / CCG feedback and actions 
 

• Actions relating to Mixed Sex Accommodation as per the CQC Quality Improvement plan have been completed which include  
meeting with the Practice Educators to reinforce Privacy and Dignity standards on the wards and report any concerns.     
 

• All escalation areas continue to be checked daily by Matron / Head of Nursing and Duty Matron out of hours along with spot checks 
by the Deputy Director of Nursing and the Lead Nurse for Single Sex to ensure compliance. Overall compliance is very good.  
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National Adult In-patient Survey 
What? 
• The national survey is a key tool for patients to 

provide feedback about their experience, in a 
confidential, postal survey. It is a requirement 
of all NHS Trusts to participate and was 
published on 31st May 2017.  

 
Who participated? 
• 1,250 adult patients who stayed for one night 

or more in July 2016 were asked to provide 
feedback about their experience. 533 patients 
responded giving a response rate of 44%, in 
line with the national average.  

 
What changes? 
• 2 significant Improvements 

• Shared sleeping accommodation 
• Ward cleanliness 

• 0 significant deteriorations 
• 2 “worse than questions” 

• Noise at night from staff 
• Time to answer a call bell 

• Overall experience 8.1/10, small improvement 
from 8/10 from last survey.  

• Benchmarked “about the same” as other Trusts 
in all sections 

 
Next steps: 
• Evaluate impact of ‘Shh (sleep helps heal)’ 

project.  
• Seek best practice guidance from top 

performers in ‘time to answer a call bell’. 
• Full action plan to Patient Experience Steering 

Group. Key: Worse than  About the same  Better than  
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May position  
Target: Monitoring and reporting 
 

• A total of 48 complaints 
were received in May. 

 
• The number of complaints 

for the Medicine CSC has 
returned to normal figures 
after an unusually low 
number received in April. 

 

• Reporting per 1,000 
contacts is one month 
arrears; data for April 
equates to 0.66, compared 
to 0.59 in March.  

   

• To date 24 complaints 
received in April have been 
responded to (17 within 30 
working days) and 7 still 
remain on target. 
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Complaints (Contract and National) 

CSC Apr-17 May-17 
CHAT 2 1 

CSS 5 2 

CORP 1 2 

EMERGY 10 13 

H&N 0 1 

MED 5 12 

MOPRS 5 4 

MSK 5 4 

RENTRA 2 0 

S&C 11 4 

W&C 4 5 

TOTAL 50 48 

APRIL  UPDATE - Complaints 
Sent within 30 working days 17 34% 

Sent after 30 working days 7 14% 

Ongoing past 30 working days 7 14% 

Ongoing still on target 19 38% 
Green (Low risk) 9 19% 

Yellow (Moderate risk) 31 64% 

Amber (High risk) 8 17% 

Red (Extreme risk) 0 0 
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May position  
Complaint 
acknowledgment rate 
(national requirement) 
Target: Monitoring and 

reporting 
 
 

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

 

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

• The Trust received 2 new 
notifications from the 
PHSO. 
 

Plaudits 
Target: Monitoring and 

reporting 
 

• The Trust received 477 
messages of appreciation 
during May. 
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Complaints (Contract and National) 

ACT 21 44%

ADT 6 13%

CPWO 4 9%

AOS 4 8%

APDELI 3 6%

APDELO 2 4%

PROP 2 4%

EoLC 2 4%

POL 1 2%

PCARE 1 2%

P&D 1 2%

PR 1 2%

Appt delay/cancellation Outpatient

Property & expenses

Complaints Subjects - May 2017
Aspects of clinical treatment 

Admission, discharge & transfer

Communication 

Appt delay/cancellation Inpatient

Attitude of staff

End of Life Care

Trust Policy

Patient Care

Privacy & Dignity

Patient Records

PHSO
Total 
rec'd

Under 
review Upheld

Part 
upheld

Not 
upheld

2014-15 16 0 3 9 4
2015-16 14 0 0 2 12
2016-17 13 4 0 2 7
2017-18 2 2

74



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 29/06/2017 

R
es

po
ns

iv
e–

 C
om

pl
ai

nt
s 

 
Complaints, PALS (Contract) 
May position  
 

PALS contacts  
Target: Monitoring and reporting 
• 567 contacts were handled by PALS in May, a 29% increase 

from 439 in April. 
Types of contacts (concerns) 
• 202 contacts involved concerns about care and treatment. 

86% of all contacts were resolved within 5 working days. 
 

Types of contacts (other) 
• 365 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 
• 1 case was converted to a formal complaint. 
 

Trust-wide themes 
• A common theme through complaints and PALS involves 

Outpatient appointment delays and cancellations (specific 
areas of concern include Urology and Colorectal Unit).  A 
continued rise is seen in delays for scans and results from 
the Imaging Department; this is under review by the Clinical 
Support CSC. 

May - Trust wide themes Complaints PALS Total 
Outpatient Appt delay/cancellation  3 50 53 
Aspects of Clinical Treatment 21 29 50 
Communication 6 29 35 
Inpatient Appt delay/ cancellation  3 23 26 
Admission, discharge & transfer 6 15 21 
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Patient Moves and Outliers 
May position  
Target: <3 non-clinical moves after 2100 
 

• The Trust continues to see an unacceptable number of escalation beds in use 
necessitating a high number of medical outliers who experience numerous 
moves, a significant number undertaken overnight. 

 

• In addition to the ongoing work under the umbrella of the Urgent Care 
Transformation Programme there are two additional pieces of work: 
- A capacity reset programme within the Trust will see the realignment of bed 

capacity reflecting the on-going number of medical outliers. 
- A whole system commitment to reduce the number of Medically fit for 

Discharge (MFFD) patients by 100 by mid September 2017 through 
increasing community resources. Reducing the necessity for the Trust to use  
escalation beds, in turn limiting non clinical moves. 

Medical patient outliers 
Month No. Average per day 

May ’17 2,708 87 
April ‘17 2,863 95 

Patient moves 

Month 
2100 - 0000 0001 - 0700 

No. Average per 
day No. Average 

per day 
May ‘17 201 6.5 141 4.5 
April ‘17 230 7.7 89 3.0 
March ’17 217 7.5 115 4.0 
February ’17 174 6.2 120 4.2 
January ’17 209 6.7 112 3.6 
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May position  
Target: Inpatient response rate target to be 
similar or above national average but not fall 
below 15%. ED response rate target to be 
15% or statistically significant response rate  
 

• The total number of responses for both 
ED and in-patients increased from 
4,025 in April to 4,365 in May. 
 

• The Emergency Department response 
rate remained static at 14.6% in May; 
therefore, not achieving the required 
15% target.  However, the figure is 
above the national average of 12.5% 
in April.  
 

• Recovery work continues in  the areas. 
 

• The in-patient response rate has 
remained consistent and remains 
above the national average of 25.3% 
in April. 
 

Outpatient Department (OPD) 
• An increase in the number of 

responses was see in May with the 
positive response rate remaining 
consistent at 93% 

  

Actions and progress to date 
• Continued sustainability measures to 

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

Friends and Family Response rates 

Month 

Total response rate 
(responses / eligible patients) 

ED 
Target: 15% 

In-patient 
Target:  not fall below 

15% 

Trust National 
average Trust National 

average 

May ‘17 14.6% 
1517/10423 

- 34.5% 
2848/8253 

- 

April ‘17 14.5% 
1451/9979 

12.5% 34.3% 
2574/7508 

25.3% 

March ‘17 14.4% 
1487/10308 

12.9% 30.4% 
2667/8766 

25.4% Inpatient responses against national 
average 

Emergency Department responses against 
national average 
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Friends and Family Test Improving positive responses in ED, 
In-patient areas and maternity(National) 
May position  
 

Improving positive responses 
 

Emergency Department: 
 

• The reported satisfaction rate has increased 
slightly to 95%. The Trust continues to 
exceed the national benchmark of 87% in 
April.  
 

• The number of patients who would not 
recommend ED has remained static at 1.6% 
in May. This remains significantly better than 
the national average of 7% in April. 
 

In-patient areas: 
 

• The reported satisfaction rate has decreased 
slightly to 96.5% in May. This is above the 
national average of 96% in April. 

 

• The number of patients who would not 
recommend in-patient areas also slightly 
decreased to 0.4% from 0.6%. This is below 
the national average of 2% in March. 

 

Maternity: 
 

• Reported positive satisfaction rate has 
remained comparable to April at 99%.   

• An increase has been seen in the number of 
patients who would not recommend Maternity. 

• Maternity services continues to  consistently 
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 

May ‘17 95.0% - 1.6% - 

April ‘17 94.0% 87% 1.6% 7% 

March ‘17 94.1% 87% 1.4% 7% 

In-patient - Improving positive responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

May ‘17 96.5% - 0.4% - 

April ‘17 97.1% 96% 0.6% 2% 

March ‘17 96.3% 96% 0.8% 2% 

Emergency Department satisfaction against 
national average 

Inpatient satisfaction against national average 

Maternity - Improving positive responses 

Month % recommend 
(positive) 

% not recommend 
(negative) 

May ’17 99.3% 0.7% 

April ‘17 99.7% 0.3% 

March ‘17 99.6% 0.4% 
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May 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 very slight 
decrease from 20.3% in April to 19% in May. 
 

Actions and progress to date: 
• There has been an increase in the response rate for questions 4, with a 

decrease in the response rates for question 1-3; Staff will be proactively 
encouraged to ensure forms are completed during the antenatal, intrapartum 
and immediate postnatal period. 
 

Response themes: The majority of responses are positive. 
 
Positive comments:  
• We were very happy with all aspects of our care. 
• All staff without exception were brilliant 
• Staff friendly and attentive, pleasant and helpful 
• Good support with breastfeeding 
• My midwife was lovely 
• The care after caesarean was much improved this time 
 
Negative comments:  
• B7 – some confusion with visiting – Ward lead reviewing visiting guidance with 

reception staff. 
• Slow in receiving pain relief – Raised with all staff through safety huddle. 
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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. March 2017 April 2017 May 2017 

1. 5.7% 9.8%  6.2% 

2. 20.7% 20.3%  19% 

3. 26% 33.9%  22.4% 

4. 4.7% 11.5%  12.2%  

Rate 13.7% 18.3%  14.62% 

79



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 29/06/2017 

Performance Against NHSi Accountability Framework  May 2017 
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RTT & Cancer Forecast May and June 
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Contractual and Local Standards – May Performance 
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Ambulance delays 
• 331 patients experienced an ambulance delay of more than 30 

minutes. (253 last month) 
• 142 patients experienced a delay of more than 60 minutes  (85 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 April has improved to 50.7% of stroke 
patients admitted to the stroke unit within 4 hrs. 

• Performance against the 90% stay target has also improved to 
83% and achieved. 

• The service is likely, based on December to March performance 
be rated as level C. 

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 97.5% 

against the 80% standard. 
• Emergency angioplasty within 60 mins, performance was 82.5% 

against the 70% standard. 
RTT Backlog and long waiters 
• The overall waiting list size increased by 609 but the backlog of 

patients waiting more than 18 wks reduced by 223. 
• The number of patients waiting over 35 weeks reduced to 173. 
Cancer 62 day consultant upgrade (provisional) 
• The standard has provisionally not been achieved for May. 82
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Unscheduled Performance Against Key Indicators - May 
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May performance against the 4-hour 
A&E and 12 hr Trolley Wait 
standards. 
4 hr standard performance was 74.99% 
(79.06% last month)  There were 38 
breaches of the 12 hr Trolley Wait 
Standard. 
Graph 2 shows daily A&E performance for 
May 
Contributing factors 
• QA type 1 attendances 311 per day 

compared to 312 per day last  May. The 
conversion rate to admission was 31.%  

• The Trust treated 4,626 emergency 
patients (an average of 149 per day 
compared to 142 per day last May).  

•  Bed occupancy was 95.1% (maximum 
of 97.6%)  

• Delayed transfers of care were 8.7% 
• There was an average of 257 patients 

medically fit for discharge which has 
increased month on month since 
December (221 MFFD) 

Actions and progress to date 
• There are weekly meetings with system 

partners focusing on reducing the 
numbers of medically fit patients to 
improve flow and timely access to beds 
for patients who require admission. 

6/29/2017 

Exception Report : A&E waiting time standard performance 
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May 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 May there were 38 breaches of the 
standard. 
 
Contributing factors 
• Ensuring all patients are cared for in a safe environment 

is a key concern. At peaks in demand from direct GP 
admissions it has been necessary to carefully manage 
some patients in A&E and to ensure GP initiated 
emergency patients can be admitted and managed 
safely. This has lead to breaches of the 12 hr standard. 

• Type 1 attendances per day were the highest since July 
2016. 

• There were 2,987 emergency admissions following a 
type 1 attendances with a conversion rate of 31% 

• 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 
• A targeted approach to driving down the number of 12 hr 

trolley waits has seen a sustained reduction to date 

6/29/2017 

Exception Report : A&E waiting time 12 hr standard  
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Exception Report: Referral to Treatment (RTT) 
May Performance against Incomplete RTT standard  
• Performance 91.37% against the 92% standard (at aggregate level) and 

against the improvement trajectory of 91.4%.  
• Total number of patients waiting to be treaated increased by 609 to 29,734 
• Number of patients waiting more than 18 weeks reduced by 223 to 2,567 
• The number waiting more than 35 wks. reduced by 16. 
• There was 1 breach of the 52 wk. maximum wait standard. 
Contributing factors 
• 218 more patients treated than in May last year. 
• Recovery of performance to 92.38% for cardiology and 93.59% for 

dermatology achieving standard and ahead of recovery trajectory. 
• All specialities delivering improvement performance consistent with recovery 

trajectory and plans. 
Actions, progress to date and risks 
• Progress against delivery is being monitored jointly with commissioners. 
• Gastroenterology recovery plan is progressing this will include reducing the 

backlog of planned follow-up patients as well as 18 wk backlog using virtual 
clinics, weekend clinics and intensive validation of the waiting list.  

• ‘Critical Friend’ support from NHS improvement is being arranged to assist 
the trust in ensuring robust actions are in place to deliver continued 
improvement. 

• Extended waits for diagnostic reporting due to clinical capacity short falls in 
radiology are being addressed with outsourcing and additional clinical 
sessions and this is starting to deliver improved report turn around times. 

• Gynaecology theatre capacity shortfall means that performance is 
deteriorating, this is being offset with adhoc lists and waiting list initiatives 
short-term. 

• Financial cost of outsourcing and waiting list initiatives, all are being 
reviewed with a view to reducing and managing patients within the Trust   
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Exception Report: RTT Patients waiting > 35, 40 and 52 wks. 
May performance against key waiting time metrics 
• There were 1 breaches of the 52 wk standard.  
• There were 58 patients waiting > 40 wks. (63 last month) 
• There were 173 patients waiting >35 wks. (189 last month) 
Contributing factors 
• 52 week breach was caused by an error where the patients pathway was 

incorrectly closed following a diagnostic. The patient had further diagnostics 
in the interim but was not listed for surgery, patient has now been treated. 
Patient experienced low harm due to the prolongation of symptoms. 

• Waits for diagnostic reporting is starting to improve. 
• On the day cancellation of procedure and use of elective capacity for 

escalation beds to support unscheduled care is being carefully managed. 
Actions and progress to date 
• The administration team where the error occurred have had face to face 

training and the process has been changed to prevent reoccurrence. 
Validation of patients with similar outcomes and clock closes is being 
progressed. 

• 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) 
• 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 
• Cancellation of non-urgent long waiting patients and a reduction in bookings 

to provide beds to meet peaks unscheduled care demand including use of 
cardiac day unit, endoscopy and recovery for escalation capacity. 
Diagnostic reporting delays but position improving 
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Patients waiting longer than clinically determined date to be 
seen for an outpatient follow-up 
Patients waiting longer than clinically appropriate date to be seen 
There are currently 7, 578 patients whose clinically appropriate date for an outpatient 
review is more than 4 months ago.  
Contributing factors 
• Capacity constraints in a number of key specialties and the need to balance this 

between new, urgent and cancer patients as well as patients who have had 
treatment or who require further monitoring. 

• Changing clinical management of frequency of review of patients not consistently 
applied to existing patients, e.g. extending to 1yr, 2yr 5yr review 

• Patient compliance, patients who feel well will often cancel review appointments. 
• Administrative constraints have meant that some patients have been seen but 

pathway not closed and validation routines have not been rigorously applied.  
Actions,  progress to date and minimising risk of harm 
• Cardiology, urology and ophthalmology have rigorous clinically led triage in place to 

ensure that patients are clinically reviewed and prioritised to ensure that no harm is 
caused by delay in review and this has been jointly agreed with commissioner 
quality leads, there have been no clinical incidents resulting in harm since these 
processes were introduced. 

Gastroenterology  
• clinical triage of all patients waiting > 2 yrs has been completed with review 

appointments agreed with patients where this is required.  
• An administrative review of patients >1 yr using a skilled validation hit squad 

approach has commenced, with 10% of pathways closed as a result. 
• Virtual clinics have commenced to review the remaining patients ensuring that best 

practice review interval guidance is followed with additional clinic capacity being 
provided to ensure patients who require review can be seen. 

• Priority is to review all patients >1 yr before focusing on those > 7 months. 
• This is being supported by a wider gastroenterology recovery plan. 
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Exception Report: Diagnostic 6 wk. referral to test standard 
May performance against the 6 wk. diagnostic 
standard 
Trust performance was 99.2% against the 99% diagnostic 
standard and  improvement trajectory of 99.1%.  There were 52 
breaches of the standard.  
Contributing factors 
• Demand for diagnostics remains high. Prioritisation of 

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

ultrasound. 
• Recruitment gaps in orthopaedic and gastroenterology 

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

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

sought. 
• Review of contractual obligations re MRI scanner 

performance has seen improved reductions in down-time. 
• Outsourcing of non-cancer diagnostic reporting has 

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

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

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

support unscheduled care pressures will adversely impact on 
available capacity 

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

6/29/2017 

May Performance Cancelled Operations 28 day 
Guarantee  
• There were 5 urgent operations cancelled in May all 

patients have now been treated, and none of these  patients 
were cancelled for a second time 

• 2 were due to high dependency / intensive care bed 
availability, 1 due to list over run, 1 clinical sickness, and 1 
because of equipment failure. 

• There were no breaches of the 28 day zero tolerance 
standard. 

• 64 patients in total were cancelled on the day for non-
clinical reasons in May. Of these 28.5%  were due 
unscheduled care pressures, 35% due to list over run. 

Contributing factors 
• Careful management of the elective programme reduced 

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

endoscopy and cardiac day unit reduced on the day 
cancellations 

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

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

have been re-booked close the their breach date and 
contingency plans are in place for these patients to mitigate 
the risk of further cancellation. 
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Exception report:  Cancer Standards (provisional position) 

May provisional performance against national cancer standards and contributing factors ( national reporting deadline 
6th July 2017 performance subject to change including additional shared breaches until submission deadline) National Breach 
Allocation rules became effective on 1st April and this have not yet been applied to the 62 day performance above. 

• The Trust is currently forecasting achievement 7 of the 8 key national standards, provisionally 62 day screening has not been 
achieved however validation is not completed, review of the breaches has commenced to review choice of screening site offered to 
patients as options include Isle of Wight, which due to geographical location is unpopular with non-residents. 

• There are provisionally 4 patients who were treated in excess of 104 days   - 1 gynaecology patient complex multi-speciality 
pathway and diagnostic delay, 2 lower gastrointestinal patients diagnostic delay, 1 urology shared patient diagnostic delay. Full root 
cause analysis of the breaches has commenced to determine underlying cause of delay and actions to be taken to address. 
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Exception report:  Cancer Standards continued 
 

6/29/2017 

May Performance 62 day first definitive treatment against 
recovery trajectory  (standard 85% trajectory 85%) 
May provisional performance 85.2% and achieved. Validation is 
on-going and breach sharing guidance has not yet been applied. 
 
Actions and progress to date 
• The cancer recovery trajectory has been reviewed including 

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

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

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

 
On-going Risks 
• The Trust is planning for increased demand in 2 wk referrals as 

a result of national cancer awareness campaigns. 
• 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. 
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Exception report:  Cancer Standards continued 104 day 
maximum wait for treatment provisional 
 

6/29/2017 

Contributing factors and 
actions taken 
 
• Provisionally 4 reportable 

breaches of the standard. 
Initial delay reasons below, all 
patients will have full root 
cause analysis undertaken 
and agreed with clinical lead, 
these will be reviewed at trust 
assurance meeting to ensure 
any lessons learnt are used to 
improve patient pathways. 

 
• 1 gynaecology patient, whose 

pathway started in lower 
gastrointestinal and complex 
diagnostics required. 

 
• 2  lower gastrointestinal 

patients 1 patient delayed as 
unable to have MRI for 
medical reasons, 1 diagnostic 
delay. 

 
• 1 shared urology patient due 

to capacity for specific 
diagnostic biopsy to determine 
best course of treatment. R
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Exception Report: Stroke Contract Service Standards  
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April  Provisional Performance against key Sentinel Stroke 
National Audit Programme (SSNAP) using DIY analysis toolkit: 
Reported in arrears 
• The Trust has provisionally achieved 8 of the 13 key measures for 

April (see table) based on 72 cases (clock starts) with improved 
performance for most measures. 

• Scan within 1hr: not achieved 40.3% (standard 48%)  
• Scan within 12hrs: not achieved 94.4% (standard 95%) 
• Direct Admission to Stroke Unit: not achieved 50.7% (standard 90%) 
• % patients who spend 90% of their stay on a Stroke Unit: achieved 

83% (standard 80%) 
• Patients thrombolysed within 1hr: achieved 75% (standard 55%) 
• Swallow screen ≤ 4hrs: 80% and not achieved (target 85%) 
• OT assessment within 72hrs: achieved 93.9% (target 90%)   
• Speech and language assessment within 72hrs: not achieved 88.2% 

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

impact on the ability to ring-fence beds for acute Stroke patients and 
directly transfer patients from the Emergency Department to stroke 
unit within the 4hr target.  

Actions and progress to date 
• Continued focus and root cause analysis of reasons for non 

achievement of 1 hr scans and direct admits, particularly out of hours.   
• Additional Locum provision agreed to bolster SLT and support with 

service vacancies – performance now improving. 
• Continued monitoring of OT performance and impact of vacancies on 

service. 
• New Ward Manager F4 
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The Trust's financial plan for 2017-18 has a surplus target of £9.7m. As a part of this the first two quarters of the financial year have 
a deficit plan, quarters 3 and 4 a surplus plan. The plan requires a steady financial improvement to be made effectively from July 
2017 onwards. This report does not contain a detailed forecast as this is reviewed formally by the Board at the end of Q1.

The annual plan for clinical income reflects the agreement expectation that will be reached with Commissioners on the Aligned 
Incentives Contract and this will apply from 1.4.17. The annual plan includes an income provision relating to the Sustainability and 
Transformation Funds (STF) of £13.4m and a financial improvement requirement in the course of the year of £34.5m.

The Trust's Income and Expenditure position for May 2017 was an actual deficit of £4.1m. This was in line with the planned position 
of a £4.2m deficit. The position includes recovery of the STF funding for the month of £0.7m, a year to date sum of £1.4m. Clinical 
Income has been based on a number of assumptions as activity was not fully coded or available for the reporting period.

The Trust continues to see pay pressures through the high use of temporary staff to maintain urgent care services and additional 
capacity that has remained open due to the volume of patients that have been in hospital as delayed transfers of care. Non-pay 
costs include unplanned use of the private sector to support RTT delivery and out of hospital purchase of beds. Pay pressures in 
month 2 have been mitigated by a favourable non pay reserve position. Subsequent months will require more stringent pay controls 
and a comprehensive range of financial improvement initiatives in order to achieve financial targets.

The Trusts plan by the end of quarter 1 year requires a deficit position of £5.9m or better, including receipt of STF allocations. Whilst 
Q1 remains challenging there are significant improvements in financial performance which are required from quarter 2 onwards in 
order to deliver the plan. Managing financial risks relating to the overall surplus plan will be challenging, however, based on the 
number of variables and potential opportunities it is still considered to be a deliverable objective at this point in the financial year. 

The Trust has a capital resource limit of £8.3m for the year.  The capital programme is currently being developed. The Trust has a 
cash balance of £6.7m at the end of May. The minimum level of cash holding required by the DH was £5.1m (including £4.1m of 
capital cash carried forward from 2016/17).  The Trust has drawn total cash against a limit of £41.7m for its working capital facility 
and £10.9m DH uncommitted loan. The Trust has been advised that the cash support application submitted to the Independent Trust 
Financing Facility (ITFF) meeting in February 2016 was not taken forward and PHT has now written to NHSI outlining the issues 
surrounding the cash position and the implications of changing the capital resource limit formula and impact on its ability to replace 
capital equipment.
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Finance and Use of Resources Metric A (Surplus)/Deficit G Cash A

Liquidity Capital   
Servicing

Overall Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date 4 4 4 Year to Date £k 4,172 4,072 100 Year to Date £k 5,100 6,745 1,645
Year End Forecast 4 2 4 Year End Forecast £k (9,660) (9,660) 0 Year End Forecast £k 1,000 1,000 0

Income A Operating Expenditure G Capital G

Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date £k (90,857) (90,015) (843) Year to Date £k 88,742 87,803 939 Year to Date £k 1,168 1,358 (190)
Year End Forecast £k (556,798) (556,798) 0 Year End Forecast £k 509,702 509,702 0 Year End Forecast £k 14,164 14,164 0

Cost Improvement Plans A Pay bill A Agency Cap A

Plan
Actual / 

Forecast Variance Year to Date £k Plan Actual Variance Ceiling
Actual / 

Forecast Variance
Year to Date £k 3,344 2,414 (930) Substantive 44,495 45,959 (1,464) Year to Date £k 2,752 3,162 (410)
Year End Forecast £k 34,566 34,566 0 Bank 2,790 3,186 (396)

Agency 2,384 3,162 (778)
The financial improvements required in 2017-18 are 
£34.6m. Potential opportunities to date have been 
identified of £31.1m. Savings requirements escalate 
within the plan in the course of the year. The savings 
figure reported year to date are £2.4m. The CIP 
challenge for 17/18 is significant and the Trust is 
approaching this through a genuine system wide 
approach to improvement with partners across the 
health system.  The current forecast assumes that 
plans to achieve the critical conditions to support a 
financial surplus within the Trust are completed, 
implemented and deliver the level of financial 
improvement required and a separate paper on this 

The Trust has spent £1.4m of capital YTD. NHSI 
approved carry forward of unspent CRL into 
2017/18and this is reflected in the Capital Resource 
Limit. The Trust continues to seek a resolution to the 
confirmed CRL position and we have recorded our 
dispute in relation to this within/alongside our planning 
submissions.

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 the month 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 £4.07m year to date deficit 
at the end of May 2017. This is marginally favourable 
to the Financial Plan submitted to NHS 
Improvement.  The plan requires that the quarter 1 
position is no worse than a £5.88m deficit.  Income 
delivery is expected to be higher in both May and 
June.                                                                                            
The subsequent quarterly targets are Q2  £0.97m 
deficit, Q3 (£6.83)m surplus and Q4 (£9.68m) 
surplus.                                                                                     

The cash balance at 31st May includes £4.1m of capital cash 
carried forward from 2016/17.  The target cash balance was 
therefore £5.1m.

The higher than planned balance also reflects lower than 
anticipated payment run values in April and May as a result of 
higher payments in March.

The Trust is reporting an adverse variance on its 
income plan year to date of £0.8m against all forms 
of income.  As a part of this, the Trust SLA income 
has an under performance of £0.7m. This is based 
on high level principles and expected income levels. 
For the non-local CCGs income is based on actuals 
for M1 and planned levels for M2. Non clinical 
income is marginally under planned figures, however, 
there is a corresponding reduction in expenditure.

At the end of May the Trust is reporting a £0.9m favourable 
variance to operating expenditure plans. Within this pay was 
£2.6m adverse to plan year to date. The pay overspend links 
to a continued reliance on premium rate medical staff costs 
in both unscheduled and scheduled care to maintain 
capacity and quality. Planning assumption, as indicated by 
the pay savings target, were that a reliance on premium rate 
pay commitments was to reduce. Non-pay is favourable to 
plan by £3.5m, this includes a reserve provision for cost 
pressures. Outsourcing commitments to non-NHS providers 
exceeded planning assumptions by £0.6m.

The 2017-18 plan submitted to the Regulator included detailed 
workforce expenditure commitments for both substantive and 
temporary workforce costs. The plan reflected a moderate 
increase in the size of the substantive workforce in the course of 
the year. This was offset by a more substantial reduction in the 
use of temporary workforce costs, in particular high cost 
agencies and premium rate internal locum costs. On-going 
unscheduled care pressures and the costs of maintaining high 
levels of extra capacity with safe staffing levels including through 
material premium rate costs means that the paybill is continuing 
to exceed planned levels and is placing a material pressure on 
the Trust’s financial position.

The Trusts external reporting includes the monitoring of its 
agency staffing as a component part of 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 capped rates. In April the Trust spend marginally below 
the agency ceiling set by NHSI. The annual ceiling is £13.8m
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Performance Theme 
 

• The total workforce capacity decreased by 20 FTE to 6930 FTE in May 17 and is 88 FTE over the new funded establishment. 
 
• The temporary workforce capacity increased to 502 FTE in May 17 and comprises 7.2% of the total workforce capacity. This is a 0.1% 

increase compared to April 17. 
 

• The number of shifts that have breached the capped rates or are off-framework have increased by 485 shifts to 2413 shifts in May 17. 
 
• The evidence collected for May 17 indicates that overall staffing levels have increased from 103.1% to 104.2% compared to planned 

levels. 
 

• The evidence collected for May indicates that overall CHPPD is 5.1 for RNs. This is similarly reported in comparison to the previous 
month and 2.9 for HCSWs for PHT. This was an increase in comparison to the previous month. 

 
• Appraisal compliance has decreased and currently records at 81.5% in May, below the 85% target. 

 
• Essential skills compliance maintained at 88.8% and continues to record above the 85% target. 

 
• Fire Safety (face to face training) decreased to 67.7%. 

 
• Information Governance Training has decreased to 87.4%. This is below the Information Governance Training target. 

 
• Sickness Absence Rate (12 month rolling average) decreased to 3.8% in April and remains above the target. In-month sickness 

absence decreased to 3.7% in April and is above the target. 
 

• No whistleblowing, professional registration or safe guarding referrals were received. 
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Where we want to be: targets and benchmarks 
Target: Establishment of 6,596 FTE, with target of substantive staff in post at 100% of 

establishment 

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

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

temporary workforce. 
• Temporary workforce capacity is the sum of the bank and agency workforce. 
Trends and Patterns 
• The funded establishment has increased by 47 FTE to 6842 FTE for May 17. 

This has increased by 101 FTE since April 16. 
• The total workforce capacity decreased by 20 FTE to 6930 FTE in May 17 

and is 88 FTE over the new funded establishment. 
• Substantive workforce capacity has decreased to 6428 FTE in May 17. 
• The temporary workforce capacity increased to 502 FTE in May 17 and 

comprises 7.2% of the total workforce capacity. This is a 0.1% increase 
compared to April 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. 

CHAT 

Clinical Support 

Emergency 

Head & Neck 

Medicine 

MOPRS 

Musculo-skeletal 

Renal 

R&D 

Surgery & Cancer 

Women's & Children's 

Corporate Functions 

Total Trust 

CHAT  

Clinical Support  

Emergency  

Head & Neck  

Medicine  

MOPRS  

Musculo-skeletal  

Renal  

R&D  

Surgery & Cancer  

Women's & Children's  

Corporate Functions  

Total Trust  

Funded 
Establishmen

Vacancies

772 47

365

Substantive

635

1377 85
476 13

17 742

725
1292
463

528 43
367 21

484
346

386 21
708 72

281 15267
88 79 9

560 530 31

592

Temporary Total Workforce
Workforce Capacity FTE

563 29
707 680 27

502 6930

23 290
0 79
31 595
27 707
16 545

Substantive Staffing FTE

33 379

23 1315
76 540

393
125 761
102 586

28

6842 6428 413
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Trends and Patterns 
• The number of shifts that have 

breached the capped rates or are off-
framework have increased by 485 shifts 
to 2413 shifts in May 17. 

• The number of breaches have 
increased by 934 shifts since April 16. 

Root Cause analysis and insights 
• A significant temporary staffing 

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

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

• Agencies are not supplying staff at 
capped rates. 

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

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

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

Staff Groups Ju
n-

16

Ju
l-1

6

Au
g-

16

Se
p-

16

O
ct

-1
6

No
v-

16

De
c-

16

Ja
n-

17

Fe
b-

17

M
ar

-1
7

Ap
r-1

7

M
ay

-1
7

Administration and estate 6 48 76 84 49 26 34 25 20 23 18 21
Both Framework & Wage Cap 1 1
Both Price Cap & Wage Cap 32 76 84 10 13 32 13 18 9
Framework Only 6 1
Wage Cap Only 14 38 13 2 12 20 23 12

Healthcare assistant and other support 471 356 332 418 338 1
Both Price Cap & Wage Cap 1
Framework Only 471 356 332 418 338

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

Medical and Dental 587 515 645 894 756 634 838 872 839 1009 751 834
All Price Cap, Wage cap and Framework 2 9 24 22
Both Price Cap & Wage Cap 435 645 893 704 554 742 798 743 849 565 605
Price Cap Only 587 53 20 58 70 42 71 115 107 117
Wage Cap Only 27 1 32 22 26 32 23 36 55 90

Nursing, Midwifery & Health visiting 541 542 671 755 952 844 1065 1162 880 1133 987 1379
All Price Cap, Wage cap and Framework 112 271 114 270 185 170 189 346 589
Both Framework & Price Cap 288 30 3
Both Price Cap & Wage Cap 458 669 643 655 693 752 927 663 898 600 761
Framework Only 25 10 2 6
Price Cap Only 228 34 11 26 29 32 36 43 41 26
Wage Cap Only 10 9 11 14 18 11 3

Scientific, Therapeutic and Technical 307 317 140 110 123 104 146 142 123 170 157 178
Both Framework & Price Cap 11
Both Price Cap & Wage Cap 253 140 110 123 104 146 142 123 170 151 144
Price Cap Only 296 17 21
Wage Cap Only 47 6 13

Grand Total 1964 1815 1886 2302 2235 1623 2100 2218 1877 2354 1928 2413
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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 May 17 indicates that overall 

staffing levels have increased from 103.1% to 104.4% 
compared to planned levels. 

• The planned skill mix has decreased in May 17 for Registered 
Nurses (RNs), and the actual skill mix for the Trust was 
63.5% RNs with 36.5% Health Care Support Workers 
(HCSWs) which has increased since April 17. 

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

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

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

Registered 
Nurses HCSW

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

Aug-16 92.0% 112.5% 70.8% : 29.2% 66.4% : 33.6%
Sep-16 91.1% 113.9% 70.8% : 29.2% 66.0% : 34.0%
Oct-16 93.3% 116.0% 70.5% : 29.5% 65.8% : 34.2%
Nov-16 95.2% 116.4% 70.8% : 29.2% 66.4% : 33.6%
Dec-16 93.1% 109.3% 70.4% : 29.6% 66.9% : 33.1%
Jan-17 93.0% 113.5% 70.4% : 29.6% 66.0% : 34.0%
Feb-17 92.5% 115.7% 70.4% : 29.6% 65.5% : 34.5%
Mar-17 93.7% 118.3% 70.0% : 30.0% 64.9% : 35.1%
Apr-17 93.5% 125.7% 70.3% : 29.7% 63.8% : 36.2%

May-17 94.4% 127.9% 70.2% : 29.8% 63.5% : 36.5%

RN:HCSW RN:HCSW

Actual Staff Numbers and Skill Mix

Skill Mix

Planned Actual

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

recording and reporting deployment of staff 
working on patient 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. 

• The metric aims to illustrate how many hours 
each patient receives from either a RN or 
HCSW within any 24 period over the course of 
a month. 
 

Trends and Patterns 
• The evidence collected for May indicates that 

overall CHPPD is 5.1 hours for RNs. This is 
similarly reported in the previous month and 
2.9 for HCSWs for PHT. HCSWs have 
continued to be above plan over the last 12 
months and during that same period RNs 
have continued to be below the planned 
number of hours. 

• May has reported the highest CHPPD we 
have seen in 12 months of reporting the 
CHPPD indicator. 
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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 81.5% in May, 

below the 85% target. 
Root Cause analysis and insights 
• In April, the 85% appraisal target has been met by CHAT, Head & Neck, MSK, 

Research & Development, Surgery & Cancer CSC and Corporate Functions. 
• Appraisal compliance has decreased in month for majority of the CSCs, with 

the exception of CHAT and MSK CSC. 
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 
• Essential skills compliance maintained at 88.8% and continues to record 

above the 85% target. 
Root Cause analysis and insights 
• Overall Safeguarding Children compliance (All Levels) is currently at 91.6% 

and is above the 85% target. Level 2 has increased to 93.5%, and Level 3 
continues to be below target and compliance currently records at 80.6%. 

• Fire Safety (face to face training) decreased to 67.7%. 
• Information Governance Training has decreased to 87.4% 
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. Es
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TARGET
CHAT 93.2%  88.7% 

Clinical Support 78.8%  91.8% 

Emergency 70.3%  85.9% 

Head & Neck 93.1%  87.9% 

Medicine 70.4%  85.1% 

MOPRS 70.2%  87.9% 

Musculo-skeletal 85.5%  86.2% 

Renal 77.2%  88.3% 

R&D 87.0%  94.5% 

Surgery & Cancer 87.4%  88.4% 

Women's & Children's 84.8%  89.0% 

Corporate Functions 85.2%  93.7% 

Total Trust 81.5%  88.8% 

Appraisals & Essential Sklls
Appraisals Essential Skills

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

29/06/2017 

Where we want to be: targets and benchmarks Target: ≤5%  6 – 10%  >10% 
Trends and Patterns 
• Course DNA rate improved on the previous month by 0.5%. This is higher than 

at the same point in time last year (May 2016 = 11.1%). 
Root cause analysis and insights 
• The top 5 courses for number of DNAs are mandatory training courses that are 

below their compliance target of 85%. The DNA rates for MOPRS and Renal 
CSC have been 18% or above over the previous 6 months. There were 15 
course cancellations in May; mainly due to insufficient bookings though we 
also had cancellations at the trainer’s request and  due to the training room 
being unavailable/inappropriate. 

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

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

8% 

Top 5 DNA Courses in May 
 

1. 62 DNAs Mental Capacity Act & Deprivation of Liberty 
Safeguards (25%) 

2. 50 DNAs Basic Clinical Fire Training (11%) 
3. 23 DNAs Adult Basic Life Support (14%) 
4. 19 DNAs Blood Awareness (22%) 
5. 17 DNAs Moving and Handling of Patients (14%) 

 

Number of Course Cancellations:  15 out of 207 (6.8%) 

12% 

Course DNA (Did Not Attend) Rate 

Corporate Induction Day 1 DNA Rate 

3 Did Not Attend 

Where we want to be: targets and benchmarks Target: ≤5%  6 – 10%  >10% 
 

Trends and Patterns 
• Corporate Induction attendance fell by 3.3% in May compared to the previous 

month and is much worse than at the same time last year (May 2016’s DNA 
rate was 1.6%). 

Root cause analysis and insights 
• Of the 3 DNAs in May, 2 were from Clinical Support CSC and 1 from Medicine 

CSC.  2 were from the Additional Clinical Services staff group and 1 was from 
the Nursing and Midwifery staff group. 

Actions and Progress to date 
• Managers are contacted and asked to rebook staff onto a future Induction. 103
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New Apprenticeships & Care Certificates Achieved 

29/06/2017 

Where we want to be: targets and benchmarks 
Target: Health Education England set a target of 2.39% of our workforce (160) that have started an 

apprenticeship by the end of 2017/18. 
Trends and Patterns 
• 7 new apprenticeships in May 2017, based in CHAT, Clinical Support, Head 

& Neck and Women’s & Children’s CSC. 
• This is a YTD total of 9 against the target of 160. 
• Numbers are expected to increase dramatically as the Trust gets used to the 

newly introduced Apprenticeship Levy. 
Root cause analysis and insights 
Apprenticeship Categories: 
• 3 Business & Administration 
• 3 Functional Skills 
Actions and Progress to date 
• Learning and Development plan to meet with CSC management teams to 

promote Apprenticeships in the workplace. 

1% 

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

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

Trends and Patterns 
• In May there were 11 staff due to complete within 6 months of their start 

date. Just 1 of the 11 did so, giving us a rate of 9%.  
• This is the lowest monthly percentage of completers so far. 
Root cause analysis and insights 
• MOPRS had 1 person due to complete a Care Certificate in May and they 

did so. Of the remaining 10 that didn’t complete within 6 months; 5 have now 
completed 

• 5 are yet to complete and are in Medicine, Clinical Support, Head & Neck, 
and Emergency Medicine CSC. 

Actions and Progress to date 
• Compliance will be addressed through the Nursing & Midwifery Professional 

Forum.  Support will continue to be offered by the Learning and 
Development department. 

New Apprenticeships 

Care Certificate achieved within 6 Months 

Care Certificates currently in progress: 126 
On target to achieve: 103 (82%) 
Target already breached: 23 (18%) 

9% 

7 
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Where we want to be: targets and benchmarks Target: < 10% 
 

Trends and Patterns 
• Turnover Rate (12 month rolling average) has decreased to 12.5%% in May and remains above the target. 
Root Cause analysis and insights 
• Majority of the CSCs, with the exception of Head & Neck MSK, and Renal CSC, are above the rolling 12 month turnover target. 
Actions and progress to date 
• Focus on inductions for staff. 
• Focus on role clarity and objectives for all staff. 
• Review of National Staff Survey results and action planning. 
• Focus on staff development. 
• Focus on managing staff attendance. 

TARGET
CHAT 1.5%  12.4% 

Clinical Support 0.7%  15.3% 

Emergency 0.3%  11.8% 

Head & Neck 0.3%  6.7% 

Medicine 0.6%  14.0% 

MOPRS 1.2%  13.4% 

Musculo-skeletal 1.4%  10.0% 

Renal 0.4%  8.3% 

R&D 0.8%  14.1% 

Surgery & Cancer 1.0%  14.1% 

Women's & Children's 0.3%  10.5% 

Corporate Functions 0.4%  12.5% 

Total Trust 0.7%  12.5% 

Turnover rate
In month Rolling 12 months

10% 10%
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Where we want to be: targets and benchmarks Target: < 3% 

Trends and Patterns 
• Sickness Absence Rate (12 month rolling average) decreased to 3.8% 

in April and remains above the target. In-month sickness absence 
decreased to 3.7% in April and is above the target. 

Root Cause analysis and insights 
• Emergency, MOPRS, Renal, Research & Development and Women’s 

& Children’s CSC have the highest rate of in month sickness absence.  
• Majority of the CSCs, with the exception of Head & Neck, Surgery & 

Cancer CSC and Corporate Functions, are above the in-month 3% 
target in March. 

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 3 RIDDOR incidents reported in May 17. These were in 

Dermatology, Theatres and F5 ward. 
• The were 24 sharps injuries reported in May 17. These were reported 

within majority of the CSCs, with the exception of Renal CSC. 

TARGET
CHAT 3.0%  4.3% 

Clinical Support 2.9%  3.3% 

Emergency 5.4%  4.3% 

Head & Neck 2.7%  3.1% 

Medicine 3.9%  3.3% 

MOPRS 5.9%  5.8% 

Musculo-skeletal 3.9%  4.3% 

Renal 4.0%  5.5% 

R&D 4.1%  2.9% 

Surgery & Cancer 2.0%  3.0% 

Women's & Children's 5.1%  4.8% 

Corporate Functions 2.4%  2.1% 

Total Trust 3.7%  3.8% 

Sickness Absence rate
In Month Rolling 12 Months

3% 3%
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Health & Wellbeing 
 
In support of the health and wellbeing CQUIN to improve the health and wellbeing of staff using the staff survey results as the measure, 
the following initiatives have taken place: 
 
• Physiotherapy service direct referral through occupational health for all staff with closer links to Fit for Work 
• Sedentary workers scheme promoting physical activity for sedentary workers 
• Men's Health morning 16 June 2017 
• Skin Awareness information/drop in session 26 June 2017 
• Lunchtime walks continue 
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Staff Friends and Family Test Pulse Quarter 4 
2016/17 (February 2017) 
 

Staff recommending this organisation as a place to 
receive care and treatment 
• Quarter 4 results 2016/17 for Wessex are now available 

and place Portsmouth 92nd of the 230 Trusts surveyed. 
• At 67% this is 1% less than the previous quarter, 3% 

above the England average and 1% below the Wessex 
average scores.  
 

Staff recommending this organisation as a place to work 
• Results place Portsmouth 68th of the 230 Trusts 

surveyed. 
• At 85% this is the same as the PHT score for the previous 

quarter, 6% higher than the England average of 79% and 
1% higher than the Wessex average.   
 

• Quarter 4 was open to all staff by paper or online survey 
and unregulated, meaning that it was not restricted to one 
response per person. The survey was open for a 2 week 
snapshot period in February, during a pressured period 
and had an 11% response rate.    
 

• Data has been shared with CSC’s for in depth analysis 
and priority will continue to be given to addressing the key 
areas of concern. 

Key Actions 
• Passport to Manage – management development programme to 

reduce variation of practice 
• ‘Respect Me’ prevention of workplace bullying and harassment 

campaign 
• Additional Performance Appraisal training sessions 

 

 
• Resilience training and Occupational Health/Counselling 

support for staff across the pathway 
• A coaching style of leadership development programme for 

managers and leaders 
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Whistleblowing / Safeguarding / Professional Registration 
• No Professional Registration referrals were received and reported in May. 

• No whistleblowing referrals were reported in May. 

• No safeguarding referrals were received or reported in May. 

Revalidation of Medical Staff 
• 1 doctor has undertaken revalidation as at 31st May 2017. Due to how the revalidation dates have been set by the GMC the numbers 

due to revalidate are expected to fall this year and next year. The numbers will begin to increase approximately in April 2018 which 

will be the start of the second cycle. 

• No doctors have been deferred as at 31st May 2017. 

• All medical staff are engaged in the validation process. 
 

Revalidation of Nursing & Midwifery Staff 
• 77 Nursing and Midwifery staff have undertaken revalidation as at 31st May 2017. 
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TRUST BOARD PUBLIC – JULY 2017           Agenda Item Number: 116/17 
         Enclosure Number: (3) 

Subject: Care Quality Commission Quality Improvement Plan 

Prepared by: 
Sponsored & Presented by: 

Tracey Stenning, Head of Governance and Quality 

Nicola Ryley, Interim Director of Nursing 

Purpose of paper This paper updates the Trust Board on the CQC Quality 
Improvement Plan 

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 

· Following the Care Quality Commission (CQC) inspections in 
September 2016, February and May 2017, the CQC 
Improvement Plan has been revised to ensure that all issues 
raised by the CQC are being addressed. 

· There has been good progress with the actions.  The response 
provided by the CSC’s for their specific actions are currently 
under review to determine the level of compliance. 

· The increased scrutiny around Mental Health continues.  The 
areas requiring further focus relate to completion of risk 
assessment and care plans and application of Mental Capacity 
Act and Deprivation of Liberty Safeguards requirements in 
practice with supporting documentation that reflects robust best 
interest decision making.  A weekly Mental Health Working 
Group has been established to drive forward the actions and 
improvements required.   

· An external deep dive review into mental health has been 
completed and a report provided with a number of 
recommendations to consider and take forward. A separate 
action plan relating to vulnerable patients has been drafted and 
is in the process of being finalised to ensure all 
recommendations from this review have been included. 

· The Trust is working collaboratively with Commissioners and 
Portsmouth City Council to ensure there is appropriate resource 
and support available to enable the Trust to move forward the 
Mental Health and Safeguarding agendas. 

· The Trust continues to report against the Enforcement Notices in 
accordance with the Conditions. 

· The Trust has appointed an interim Head of Assurance to 
support the organisation with the CQC work. The post holder will 
have oversight of all the CQC requirement and enforcement 
notices, actions and associated action plans and will support the 
organisation in delivery of these and provision of assurances. 

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. 
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Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

 Monthly reporting. 

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. 

 

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

Organisational Priorities Priority 1 – Deliver safe, high quality, patient centred care 

Priority 2 – Continually improve the patient experience 

Board Assurance Framework/ 
Risk Register Reference 

Board Assurance Framework: PE4: Maintenance of compliance with 
CQC Regulations 

Risk Description n/a 

CQC Reference All domains 

 

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

None n/a 
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TRUST BOARD PUBLIC – JULY 2017     Agenda Item Number: 117/17 
          Enclosure Number: (4) 

Subject: Quality Performance Report to the Trust Board  
(May 2017 position) 

Prepared by: 
 

Annie Green, Head of Risk Management. 
Fiona McNeight, Associate Director of Quality and Governance  

   Sponsored by: 
Presented by: 

Nicola Ryley, Director of Nursing 
Nicola Ryley, 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 significant incidents.  

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 

Trust Board are asked to consider alongside the Integrated 
Performance Report.  

SIRI summary – May 2017 
· A total of 60 SIRIs reported in May comprising: 
· 48 x breach of 12 hour DTA target (10 occurred in April) 
· 12 x clinical SIRIs  

 
- 2 x Fall resulting in fractured neck of femur. 
- 2 x Alleged assault of patient by agency member of staff. 
- 1 x Fall contributing to death 
- 1 x Undiagnosed cardiomyopathy leading to cardiac 

arrest at end of surgery. 
- 1 x Patient arrested and died after removal of central line. 
- 1 x Suboptimal management and transfer of patient with 

spinal cord compression. 
- 1 x Cardiac arrest following accidental injection of air in 

coronary artery. 
- 1 x Hospital acquired level 3 pressure damage. 
- 1 x Failure to recognise deteriorating patient 
- 1 x Alleged severe reaction to use of bleach by cleaning 

staff 
 

This compares to 6 clinical SIRIs reported in April. 
 

· Of the 12 clinical SIRIs reported in May; 11 patients or relatives, 
where applicable or appropriate, were informed of the incident 
within the deadline and are aware of the on-going investigation. 
One breach of Duty of Candour has occurred within the Medicine 
CSC.  

· 363 SIRIs remain open on STEIS (Compared with 330 in April), 
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333 of these are Breaches of DTA. 
- 210 SIRIs are in the process of investigation within the Trust 

(180 DTA breaches).  
- 5 clinical SIRIs have had their investigation completed and 

the reports have been submitted to the Commissioner for 
their review and sign off, all of these are awaiting closure by 
the CCG. 

 
May 2017 
As of 12/06/2017 5 SIRIs have been confirmed 4 breaches of DTA 
target and 1 clinical SIRI. 

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

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

Next steps / future actions: 

Clearly identify what will follow the 
Trust Board’s discussion 

This quality report forms part of the Integrated Performance Report 
and will continue to be submitted for information on a monthly basis. 

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

Considered – no impact. 

Consideration of Public and 
Patient Involvement and 
Communications Implications? 

None – private report. 

 
 

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

Organisational 
Priorities 

Organisational priority 1:  Deliver safe, high quality patient centered care. 
Organisational priority 2:  Continually improve the patient experience. 

BAF/Corporate 
Risk Register 
Reference (if 
applicable) 

 

Risk Description  

CQC Reference All domains 

 

Committees/Meetings at which paper has been approved: Date 

None  
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Serious Incidents Requiring Investigation  
Monthly Update – May 2017 

 
This report aims to provide the Trust Board with assurance that serious incidents requiring investigation 
(SIRI’s) including Never Events are identified, reported, investigated fully and lessons learnt across Portsmouth 
Hospitals NHS Trust. The Trust approach to SIRI’s is to be open and transparent and to use incidents as an 
opportunity for the Trust to learn and improve care for patients. 

 
Current SIRI Position 2016/17 

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

 32 40 8 9 3 12* 11** 9 15*** 40 94 115 55 60 

Under 
investigation Nil Nil Nil Nil Nil Nil Nil 1 1 1 2 90 55 60 

Submitted  to 
CCG 32 40 8 9 3 12 11 8 14 39 92 25 Nil Nil 

Closed by 
CCG 32 40 8 9 3 12 11 6 11 1 Nil Nil Nil Nil 

* reported as 13 in September, October, November and December reports however one event was 
downgraded from SIRI status following completion of the investigation. 
** reported as 12 in October and November reports however one event was downgraded from SIRI status 
following completion of the investigation. 
*** reported as 16 in December, January and February reports however one event was downgraded from 
SIRI status following completion of the investigation. 
 
Current Never Event Position 2016/17 

Never Event Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May 
New 1 Nil 1 Nil Nil Nil Nil Nil 2 Nil Nil 1 Nil Nil 
Under 
investigation Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 1 Nil Nil 

Submitted in 
month to 
CCG 

1 NA 1 NA NA NA NA NA 2 NA NA Nil 1 NA 

Closed by 
CCG 1 NA 1 NA NA NA NA NA 1 NA NA Nil Nil Nil 

 
New incidents in May 
During May 60 Serious Incidents Requiring Investigation (SIRI’s) have been reported; which include 48 
breaches of the DTA target, 10 of these occurred on 27 April but not confirmed or reported onto STEIS until 
May. The table below provides information on the 12 clinical incidents reported this month, initial grading and 
the due date for submission of the investigation report to Fareham and Gosport Clinical Commissioning Group 
(CCG). 
 
Incident date 
Datix/STEIS 
number and 
date reported 
CSC/Ward 

Incident Summary Immediate actions 
taken 

Initial 
Grading 

Date due for 
Submission 

to CCG 
Patient 

outcome 

21/03/2017 
20881 
2017/11755 
05/05/2017 

Undiagnosed 
cardiomyopathy 
decompensated peri-
operatively leading to 

Investigation 
commenced 

Severe 
Harm 

27.07.2017 Patient 
transferred to 
Royal 
Brompton 
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Incident date 
Datix/STEIS 
number and 
date reported 
CSC/Ward 

Incident Summary Immediate actions 
taken 

Initial 
Grading 

Date due for 
Submission 

to CCG 
Patient 

outcome 

CHAT/Theatres 
E10 

multiple cardiac 
arrests following the 
end of surgery. 

Hospital, 
currently 
awaiting a 
heart 
transplant. 
Has sustained 
a CVA since. 
Potentially fit 
to go back on 
transplant list. 

03/05/2017 
23264 
2017/12008 
09/05/2017 
Medicine/ 
Cardiac Cath 
Lab 

Inadvertent injection 
of air in the patient’s 
coronary artery with 
consequent cardiac 
arrest 

Investigation 
commenced 

Severe 
Harm 

31.07.2017 Patient 
discharged 
home. 

08/05/2017 
21757 
2017/12052 
09/05/2017 
CHAT/ Critical 
Care 

Patient arrested and 
died 3 minutes after 
removal of Central 
Line 

Investigation 
commenced 

Death 31.07.2017 Patient died 

25/04/2017 
22728 
2017/12317 
11/05/2017 
Medicine/C7 

Avoidable hospital 
acquired Level 3 
pressure ulcer to 
natal cleft 

Investigation 
commenced 

Severe 
Harm 

02.08.2017 Patient 
discharged 
home. 

03/05/2017 
23616 
2017/12455 
12/05/2017 
Medicine/D2 

Failure to recognise 
deteriorating patient 

Investigation 
commenced 

Death 03.08.2017 Patient died 

10/05/2017 
23679 
2017/12716 
17/05/2017 
Medicine/C5 
 

Inpatient fall resulting 
in a fractured left 
neck of femur 
requiring surgical 
intervention 

Investigation 
Commenced 

Severe 
Harm 

08.08.2017 Patient 
transferred to 
D3 and 
continues to 
be an inpatient 
at QAH 

11/05/2017 
23752 
2017/12745 
17/05/2017 
Medicine/E8 

Inpatient fall 
potentially resulting 
in patient death 

Investigation 
commenced 

Death 08.08.2017 Patient died 

11/05/2017 
23879 
2017/12821 
17/05/2017 
MOPRS/F4 

Alleged assault of 
patient by agency 
member of staff 

Police informed, 
investigation 
commenced 

Severe 
Harm 

08.08.2017 Patient 
discharged 
home 
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Incident date 
Datix/STEIS 
number and 
date reported 
CSC/Ward 

Incident Summary Immediate actions 
taken 

Initial 
Grading 

Date due for 
Submission 

to CCG 
Patient 

outcome 

12/05/2017 
23878 
2017/13259 
23/05/2017 
Medicine/D2 

Alleged assault of 
patient by member of 
agency staff 

Police informed, 
investigation 
commenced 

Severe 
Harm 

14.08.2017 Patient 
discharged 
home 

18/05/2017 
24020 
2017/13298 
23/05/2017 
Medicine/D2 

Patient allegation of 
severe reaction to 
use of bleach by staff 
cleaning on ward - 
Safeguarding 
investigation raised 
by CQC 

Police investigation 
commenced. 

Severe 
Harm  

14.08.2017 Patient 
discharged 
home. 

21/05/2017 
24200 
2017/13296 
23/05/2017 
MOPRS/G1 

Unwitnessed 
inpatient fall resulting 
in fractured right 
neck of femur 
requiring surgical 
intervention. 

Investigation 
commenced 

Severe 
Harm 

14.08.2017 Patient 
Discharged to 
PCH on 
03/06/17 

19/05/2017 
24328 
2017/13669 
26/05/2017 
Emergency 
Medicine/AMU 

Suboptimal 
management and 
unsafe transfer of a 
patient with spinal 
cord compression 

Investigation 
commenced 

Death 17.08.2017 Patient died 

 
Incidents under investigation in May 
210 SIRI’s remain under investigation (180 DTA breaches).   
There are currently five SIRIs which have exceeded the target date of 60 working days (17 February, 09 
March, 24 April, 28 April and 29 May) for submission to the Commissioners.  Three have extensions approved 
by the Commissioners the two due 17 February and 29 May do not. 
 
Reports submitted to Commissioner in May. 
The Trust closed 20 DTAs that occurred in March (these were included within the overarching report submitted 
to the CCG by the Operations Team); and 5 completed clinical SIRI investigation reports to the CCG during 
May.  The following actions were identified as a result of the completed clinical investigations: 
 

2017/6520 
19746 Actions In month update 

Wrong site surgical 
procedure meeting 
'never event' criteria 

1. ‘Watch Out’ poster to be created to inform 
theatre staff about this event. 

2. ‘Watch Out’ poster to be created for staff to 
comply with WHO checklist Part 2. 

3. Memo to all staff outlining importance and 
responsibilities for completing WHO 
checklists. 

4. Share learning in the CHAT and Surgical 
Newsletter. 

5. Share best practice at staff briefings and 
display posters in all theatres. 

1. Completed  
2. Completed 
3. Completed 
4. Completed 
5. Completed 
6. End of June 17 
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6. Memo to be sent to all urology surgeons 
within S&C CSC to agree marking 
procedure for all to utilise. 

2017/5161 
18549 Actions In month update 

Inpatient fall resulting in a 
fractured left neck of 
femur requiring surgical 
intervention. 

1. Falls risk assessments and care 
plans to be completed – training 
ongoing 

2. Share this report with MOPRS and 
interested parties. 

3. Present at CSC Governance Meeting. 
4. Present this at Trust SIRG. 
5. D7 to be included in next wave of pilot 

scheme of ‘Falls Collaborative 
improvement programme including 
introduction of ward based SWARM’ - 
following any fall. 

6. Present this at ‘Falls MDT Group’. 
7. Training around management of 

postural hypotension to nursing team. 
8. ‘Watch Out’ poster to be created and 

put on Safety Learning Screens for 
trust-wide learning. 

9. Matron and Head of Nursing doing 
weekly spot-checks on surgical 
wards, which includes reviewing falls 
paperwork. 

10. Doctor who reviewed first x-ray to 
reflect and discuss with educational 
supervisor. 

11. Surgery are looking to acquire new i-
pads for ward areas, so nurses can 
see observation trends such as 
postural hypotension more easily. 

1. Completed and on-going 
2. End June 17 
3. End June 17 
4. TBC – when due on agenda 
5. End June 17 
6. End July 17 
7. End June 17 
8. End June 17 
9. Completed and on-going 
10. End July 17 
11. End of Dec 17 

2017/8231 
20996 Actions In month update 

C.Diff on part 1 of death 
certificate 

N/A 
 

 
 
 
 

2017/6450 
19244 Actions In month update 

Inpatient fall resulting in 
a fractured left neck of 
femur requiring surgical 
intervention. 

1. Hip fracture pathway being redeveloped to 
ensure clear prompts regarding repeated 
falls risk assessment. 

1. End June 17 

2017/3922 
 Actions In month update 

Patient appropriately 
discharged home from 
ED with antibiotics and 
steroids only to be re-
admitted a short time 
after having collapsed - 

1. Reiterate to all staff that diabetic patients 
should have a blood glucose level done, 
aim for this to be done during PITSTOP. 

2. Ensure the name of senior doctor who 
provides advice is documented - email 
SHOs to reiterate this. 

1. Completed 
2. Completed 
3. Completed 
4. Completed 
5. Completed – refused pending 

discussion within CCG. 
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respiratory & cardiac 
arrest leading to patient's 
death. 

3. Feed back into SHO induction 
4. Encourage seniors to formally document 

advice on patients in notes themselves as 
second opinion - Email senior ED and AMU 
staff to reiterate this 

5. Request agreement from CCG to 
downgrade from SIRI status. 
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TRUST BOARD PUBLIC – JULY 2017                  Agenda Item Number: 118/17 
         Enclosure Number: (5) 

Subject: Legal Services  Report Quarter  1  2017/2018  

Prepared by: 
Sponsored by: 
Presented by: 

Jacqueline Haines, Head of Legal Services 

Fiona McNeight, Associate Director  Quality and 
Governance  

Nicola Ryley, Interim Nursing Director  

Purpose of paper 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 

· There have been no regulation 28 reports in Quarter 1.   
· NHS Litigation Authority has rebranded itself as NHS 

Resolution (NHSR)   

 

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

For discussion 

Next steps / future actions: 

Clearly identify what will follow the Trust 
Board’s discussion 

None 

Consideration of legal issues (including 
Equality Impact Assessment)?     

Considered - none 

Consideration of Public and Patient 
Involvement and Communications 
Implications? 

None 

 

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

Strategic Aim Strategic Aim 1: To deliver safe, high quality patient centred care 

BAF/Corporate Risk Register 
Reference (if applicable) 

1.1, 1.2, 1.3, 1.4 

Risk Description  

CQC Reference All 

Committees/Meetings at which paper has been approved: Date 

None  
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Legal Services Report 
18 MARCH 2017 – 17 JUNE 2017 (Quarter 1) 2017/2018 

 
1. Introduction 

The purpose of this report is to provide a quarterly position statement of legal claims and 
inquests currently managed by the Portsmouth Hospitals NHS Trust Legal Services 
Department, highlight any themes or trends, identify lessons learned and organisational 
change implemented as a result of claims and inquests.   

 
 

2. Trust  Annual Claims Numbers 
These figures represent all cases which are notified to the Legal Services Department as 
new potential clinical negligence claims. The process normally begins with a request for 
medical records, and NHS Resolution (NHSR) requires the Trust at that stage to carry 
out investigations into the likelihood of the claim succeeding, which can be challenging 
given the often limited information provided by the claimant/their solicitors about the 
allegations.  Many of the cases notified are discontinued following disclosure of records. 
If the claimant does proceed, the next stage is service of a formal Letter of Claim setting 
out detailed allegations at which stage the case is then referred to NHSR.   
 
The background to the management of legal claims is found in appendix A. 
 
Potential clinical negligence claims for the financial year to date are 28, and we 
anticipate that the total for the financial year will be approximately 150. Looking at recent 
claims history it does appear that the numbers have begun to stabilise and reduced back 
to the levels seen in 2010-2012.  
 
 

All claims (including pre-action claims and those referred to the NHSLA) 

Financial Year 
Clinical 

Negligence 
Employer 
Liability Public Liability Total 

2010/11 152 16 0 168 

2011/12 148 5 2 155 

2012/13 180 9 2 191 

2013/14 185 11 2 198 

2014/15 222 5 2 229 

2015/16 148 10 2 160 

2016/17 187 5 1 193 

2017/18 (so far) 28 1 0 29 
          
Totals: 1272 62 11 1344 
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3. Current Claims Workload  
 
Number of open claims       

Clinical Negligence   433 
 

Employer Liability   12   

Public Liability     2   

Total open     447   
 
This presents a significant workload within current resources. 
 

 
3.1. Open Clinical Negligence Claims 2000/2017  
 

 
 

 
4. Benchmark Position  

 
On the 31st August 2013 NHSR launched a benchmarking extranet service. The software 
provides members with access to real-time claims data and information to support 
learning from claims.  
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Time to resolution: This chart shows the average time to resolution for all claims closed in 
the last 12 month period. The dashboard demonstrates that the Trust continues to perform 
favourably in respect of time to resolution of claims compared to other members. 
 
 
Top claim specialty – volume:  This graph 
shows the top 5 specialties for claims, the 
highest of which remains orthopaedics.  
The number of reported orthopaedic claims has 
increased from a low of 11 at the end of 
2014/2015 to 19 in 2016/2017. However it is 
difficult to draw any conclusions from these 
figures as the cases reported to NHSR in any 
one year will relate to incidents which have 
occurred over a period of several years before 
they became reportable.  

 

 
Number of CNST Claims: This graph shows the 
total number of claims reported compared to the 
member type average. For the first quarter of the 
financial year PHT has reported significantly more 
new claims to NHSR than other large acute trusts 
(30 compared to an average of 20). However 
reported numbers for the last 3 quarters have 
been at or lower than other large acute trusts and 
it is therefore too soon to draw any conclusions 
from this.   
 
 
 

 
Claims Outcomes:  This shows the 
percentage of claims against all members that 
are closed with damages and without. It is 
important to note that the figures refer to 
cases that are handled by the NHSR; a 
significant number of claims are also 
withdrawn following disclosure of medical 
records to claimants/their legal advisers 
before a letter of claim is served. 

 
 
 
 
 

5. Clinical Service Centres: Open Claims by Speciality   
 
The number and specialities of claims remain fairly similar to last quarter, within each 
CSC. 
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6. Claims Settlement 
 

All clinical negligence claims closed in quarter 1 can be seen in appendix B1. The table 
below shows the 3 claims which have resulted in settlement in quarter 1 2017/2018. 
Incident dates and incident descriptions relating to these incidents can be found in 
appendix B1. In addition, and as can be seen from appendix B1, a further 24 cases 
were withdrawn, some will have been closed without a letter of claim being served but 
others will have been withdrawn following service of a denial of liability .This can only be 
achieved with significant input from the clinical staff, without which we would be unable 
to successfully defend any claims.  
 

Ref CSC Specialty 
(Respondents) Damages Claimant's 

Costs 
Defence 
Costs 

Total 
Payments 

L74/12 MSK Orthopaedic £59,056.00 £53,500.00 £17,390.00 £129,946.00 

L144/15 Surgical 
and Cancer Oncology £4,500.00 £30,000.00 £2,295.32 £36,795.32 

L175/16 MSK Orthopaedic £2,835.00 £0 £1,650.00 £4,485.00 

Total £66,391.00 £83,500.00 £21,335.32 £171,226.32 

 
 

There was 1 employer liability claim closed in quarter 1 (see appendix B2) and 0 public 
liability claims closed in quarter 1 (see appendix B3). 

 
  
7. Clinical Negligence Claims 

 
The Legal Services Department works with NHS Resolution (NHSR) to secure timely 
resolution of all claims. However, in order to successfully defend those claims, high 
quality clinical comments/evidence is essential.  Once a letter of claim is received, a fully 
reasoned letter of response must be sent within four months. Whilst that may seem like a 
long period, the following steps need to be taken in that timeframe: 

 
· The case needs to be reported to NHSR.  
 

· Clinical comments on the Letter of Claim need to be obtained from staff involved 
in addition to any comments which may have been received when the medical 
records were initially requested by the claimant/ their solicitors).  

 
· It is normally necessary to instruct a medical expert in the relevant field to provide 

an initial opinion on liability and causation, and without staff comments, the 
opinion will be based solely on the notes and will not take into account clinical 
views about a case. 

 
· NHSR (or their solicitors) will draft a letter of response taking into account both 

expert opinion and the clinical comments.  
 

· If time allows, further comments on the expert’s findings will be obtained from the 
clinicians involved.  
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If the letter of response denies liability then that may be the end of the matter, but if the 
claimant still believes they have a valid claim, they will issue formal legal proceedings. If 
the letter of response to the Letter of Claim admits liability then the parties will proceed to 
value the claim with a view to achieving a settlement. 
 
Potential clinical negligence claims opened in quarter 1 can be seen in appendix C1. 
 
Potential employer liability claims opened in quarter 1 can be seen in appendix C2. 
 
Potential public liability claims opened in quarter 1 can be seen in appendix C3. 

 
 
8. Organisational Learning from Clinical Negligence Claims and Inquests 

 
 
Q90/16 – At the inquest hearing the family revealed that the deceased patient had a 
DNAR order held which was unknown to the Trust – this was fed back to the nursing and 
medical directors for consideration as to whether staff should routinely ask patients on 
admission whether they have a DNAR in place.  
 
L20/13 - This claim involved alleged failures to correctly diagnose a displaced fracture of 
the Claimant’s elbow. It was alleged that the diagnosis of a minimally displaced supra-
condylar fracture was incorrect and that the correct diagnosis was of a minimally 
displaced fracture of the lateral condyle. It was alleged that had this been recognised at 
initial presentation, the Claimant would have been offered surgical fixation and would 
have avoided permanent cosmetic deformity. 

 
It was accepted that the initial diagnosis was incorrect and an opportunity to intervene 
was missed. A specific learning point was identified regarding these types of fractures in 
children. As the bone is often not well ossified, with more cartilage than bone, it can be 
difficult to ascertain the exact type of fracture from the position of the fracture lines. It has 
been decided that radiology should be considered with this in mind and repeated x-rays 
over a two week period should be performed to identify whether or not displacement has 
occurred. 

 
The claim has now been settled and the settlement figure approved at an infant approval 
hearing. We await the outcome on costs. 
 
 

9. Regulation 28 Reports to Prevent Future Deaths and coroner’s concerns  
 
In the quarter 4 Legal Services Report  reference was made to the Coroner’s indication 
that he would be issuing a regulation 28 report asking the Trust to consider faxing 
endoscopy reports to GPs on the day of the procedure rather than sending them by 
post. The Coroner hoped this would enable GPs to be better placed to recognise that 
their patients may be experiencing serious complications of the procedure.  The report 
has now been received and a reply sent confirming that the faxing of endoscopy reports 
would be impractical, expensive to implement and would not result in the prevention of 
future deaths. The Coroner was given reassurance that the Trust now telephones 
endoscopy patients on the day post procedure to ensure that they are recovering 
appropriately and this has already resulted in one patient receiving emergency 
treatment.  
 
At the same inquest the Coroner raised concerns about alterations which had allegedly 
been made to original medical records without being signed, dated and an explanation 
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for the amendment given. An investigation has been carried out but was unable to 
establish who made the alterations. An all staff email has been sent reminding staff of 
the need to ensure compliance with the Clinical Records Management Policy.      
 

10. Inquests 
 

When notified of an inquest, the Legal Services Department obtain and review the 
records to decide who would be best placed to assist the Coroner in establishing the 
cause of death and request a statement from them. Each statement is reviewed and 
someone from the department meets with the clinician/s to discuss the case and attend 
the inquest if the clinician feels they need some support or if the case is the subject of a 
Serious Learning Event or clinical negligence claim. This process is resource intensive, 
especially when clinicians are required to attend the inquest and thus the inquest 
process has an impact on clinical resources, and can mean that clinics/operating lists 
have to be cancelled to enable staff to attend inquests. 
 
In quarter 1 the Coroner notified the Trust of 28 inquests in respect of which he requires 
clinical reports. In the calendar year 2016 we were notified of 143 new inquests, an 
average of nearly 36 per quarter. The numbers do seem to be decreasing, possibly as 
Coroners are no longer required to investigate all  deaths where patients are subject to 
Deprivation of Liberty Safeguards (DOLS).  
 
Inquests opened by HM Coroner in quarter 1 can be seen in appendix D1. 
 
Inquests held in quarter 1 can be seen in appendix D2. 
 
 

11. Spotlight  - CSC engagement in learning from claims  
 

The Legal Services Department is committed to ensuring that CSCs become better 
engaged with the litigation process, increasing their understanding of the role of clinical 
staff in both  the investigation of existing claims and  improving organisational learning 
from those claims.  

It is our experience that many clinician and managers have a very limited understanding 
of both the  litigation process and the  associated costs. With that in mind we are in the 
process of developing a system of regular reporting/meetings with each CSC which will 
focus on investigation, learning and cost implications of claims.  

Following a recent meeting with the Women and Children CSC in January 2017, a key 
issue that was flagged up was the need for legal input into the consenting process and 
how it should be applied to particularly difficult cases involving high risk patients. Advice 
was provided on the consent letter provided to high risk maternity patients and this led 
to the Legal Services team being invited to speak to the paediatrics, neonatology, 
obstetrics and gynaecology teams on the issue of consent.  

Due to the success of these meetings we have recently contacted other CSCs with a 
view to setting up a similar arrangement for feedback and learning. We have also made 
arrangements for the Trust’s NHSR panel solicitors to give a number of presentations on 
the key issues of consent and learning from clinical negligence claims and which will be 
open for anyone within the Trust to attend.  
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12.  Resourcing within the Legal Services Department  
 

The part time (0.4) Deputy Head of Legal Services (Band 7), who has worked within the 
department for approximately 20 years retired at the end of June 2017.  Having 
conducted a review of resources within the team, it has been concluded that rather than 
simply replacing the band 7, it would be more effective to recruit a more junior member 
of the team. A new job description has been written and submitted for banding. 
  

Conclusion 
 

The number of inquests in respect of which the Coroner is requesting clinical reports 
appears to be decreasing, following a change in the reporting rules relating to patients 
who die whilst under a DOLS. 
 
There has also been a recent reduction in the number of potential clinical negligence 
claims made against the Trust.  
 
The department is embarking on a project to increase CSC involvement with the 
Litigation process.  

  
From the data we are currently able to analyse there are no obvious trends related to 
individual clinicians or practice.   
 

 
Appendices  
 
Appendix A: Background to management of clinical negligence claims. 

Appendix B1: Clinical negligence claims closed during Quarter 1. 

Appendix B2: Employer liability claims closed during Quarter 1. 

Appendix B3: Public liability claims closed during Quarter 1. 

Appendix C1: Clinical negligence claims opened during Quarter 1. 

Appendix C2: Employer liability claims opened during Quarter 1. 

Appendix C3: Public liability claims opened during Quarter 1. 

Appendix D1: Inquests opened by HM Coroner in Quarter 1. 

Appendix D2: Inquests held by HM Coroner in Quarter 1. 

 

 
 

 
Appendix A: Background to Management of Legal Claims 

The process for managing claims and litigation in the Trust is governed by National Health 
Service Resolution (NHSR). 
 
The Clinical Negligence Scheme for Trusts (CNST) administered by NHS Resolution 
(NHSR) provides an indemnity to members and their employees in respect of clinical 
negligence claims arising from events which occurred on or after 1st April 1995.  It is funded 
by contributions from NHS Trusts and is often compared to having an in-house mutual 
insurer. This approach brings many benefits.  In particular, because the scheme operates on a 
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‘pay-as-you-go’ basis, it means that funds are not diverted from frontline patient care 
unnecessarily. 
 
There are 3 distinct stages for clinical negligence.   
 

1. Receipt of a formal request for disclosure of copy notes.  Many of these claims will 
not proceed further but are kept open for 3 years to accurately represent the litigation 
risk to the Trust. On receipt of each Letter before Action comments are sought from a 
range of clinicians and health care professionals. (Letter before Action). 

 
2. Receipt of a formal Letter of Claim in accordance with the Pre-Action Protocol for the 

Resolution of Clinical Disputes.  This sets out the dates of allegedly negligent 
treatment, events giving rise to the claim, allegations of negligence and their causal 
link with the injuries and the likely value of the claim. (Letter of Claim). It is normally 
at this stage that the case is referred to NHS Resolution. Employer and Public 
Liability Claims are handled in accordance with the Personal Injury Pre-Action 
Protocol and often the first knowledge the Trust will have of these will be receipt of 
the Letter of Claim. 

 
3. Proceedings.  Very few claims will reach formal proceedings which commence with 

the issue of a Claim Form.  (Proceedings). 
 
NHSR maintains a carefully selected panel of firms of specialist solicitors who represent the 
interests of the NHS and their employees when claims are made. Whenever possible and 
appropriate they attempt to settle claims before they reach court. This approach limits costs, 
reduces anxiety and saves time for all concerned. 
 
The time limit for making a claim is normally three years from the date of injury, but it can be 
longer if: 
 

· The patient is a child, when the three year period only begins on their 18th birthday. 
 
· The patient has a mental disorder within the meaning of the Mental Health Act 1983 

so as to be incapable of managing his/her own affairs, when the three year period is 
suspended. 

 
· There was an interval before the patient realised or could reasonably have found out 

that he/she had suffered a significant injury possibly related to his/her treatment. 
 

· A Court is persuaded that it is fair overall to allow a longer period. 
 
Damages are calculated by applying 2 elements to an award.  The first recognises the “pain, 
suffering and loss of amenity” caused by the injury.  It varies from about £5,500 for an 
unnecessary laparotomy scar, to about £172,500 for blindness to about £225,000 for 
quadriplegia.  The remainder of any award is wholly related to any financial losses and extra 
expenses caused by the injury. 
 
CNST robustly defend unwarranted claims and as a Trust we ensure that justified claims are 
settled fairly. The aim is to get the right money to the right people at the right time. 
 
Claims can take many years to settle; reasons for the time taken can include: 
 

· The need for the prognosis to stabilise before an accurate valuation can be made.  
This can take years where the claim is on behalf of a young child with a brain injury. 
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· It may also take time before a trial date can be allocated. 

 
Very few claims go to trial (less than 3%).  Most claims are either settled by negotiation or 
mediation for whatever proportion of their full value matches the chances of success at trial. 
 
The clinician’s role in the claims process is crucial. It is also imperative that the CSCs are 
fully involved with the claims and inquest process.  
 
The Legal Services Department support this process and the staff involved to ensure that 
NHSR have clinical views and know what would be said at trial about all the relevant factual 
issues. The NHSR can then accurately work out the chances of the claim succeeding.  This 
could decrease the risk of paying too much to settle the claim or going to trial and losing. 
 
The Legal Services Department works with the Trust’s solicitors, clinical staff, risk and 
complaints departments to ensure that the process is robust and the Trust has accurate 
information available for the claim. They are also in contact with claimants and their 
solicitors.   
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Appendix B1: Clinical Negligence Claims Closed Quarter 1 2017-2018 

Ref Clinical Service 
Centre Specialty Description Date 

received Outcome 

L01/15 
Surgical & 
Cancer Clinical 
Service Centre 

Urology Alleged  negligently 
performed surgery.  02/01/2015 Claim withdrawn 

L105/16 
Surgical & 
Cancer Clinical 
Service Centre 

Gastroenterology Alleged negligently 
performed surgery. 12/07/2016 Claim withdrawn 

L122/16 
Women and 
Childrens 
Services 

Obstetrics and 
Maternity 

Alleged failure to 
diagnose C diff.   19/08/2016 Claim withdrawn 

L13/12 
Women and 
Childrens 
Services 

Obstetrics and 
Maternity 

Alleged inadequate 
treatment. 17/01/2013 Claim withdrawn 

L13/17 
Women and 
Childrens 
Services 

Obstetrics and 
Maternity 

Alleged negligently 
managed labour.  14/02/2017 Claim withdrawn 

L136/16 
Surgical & 
Cancer Clinical 
Service Centre 

General Surgery Alleged delay in 
diagnosis and treatment.  20/09/2016 Claim withdrawn 

L144/15 
Surgical & 
Cancer Clinical 
Service Centre 

Oncology Delay in diagnosis. 10/11/2015 Settled 

L152/14 
Head & Neck 
Clinical Service 
Centre 

Ear Nose and 
Throat 

Alleged delay in 
diagnosis. 10/09/2014 Claim withdrawn 

L152/16 
Women and 
Childrens 
Services 

Gynaecology Alleged incorrect 
treatment.  14/10/2016 Claim withdrawn 

L158/14 Medicine Clinical 
Service Centre General Medicine 

Alleged inappropriate  
prescription of 
medication. 

16/09/2014 Claim withdrawn 
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L158/16 
Women and 
Childrens 
Services 

Gynaecology Alleged delay in 
diagnosis.  31/10/2016 Claim withdrawn 

L16/13 
Women and 
Childrens 
Services 

Obstetrics and 
Maternity Alleged birth trauma. 22/01/2013 Claim withdrawn 

L175/16 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic Failure to diagnose. 22/12/2016 Settled 

L184/14 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic Alleged failure to 
diagnose. 05/11/2014 Claim withdrawn 

L198/14 
Women and 
Childrens 
Services 

Gynaecology Alleged  delay in 
diagnosis. 19/11/2014 Claim withdrawn 

L212/14 
Women and 
Childrens 
Services 

Administration 
Women and 
Childrens 
Services 

Alleged failure to 
diagnose.  16/12/2014 Claim withdrawn 

L24/15 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic Alleged negligent 
surgery. 05/02/2015 Claim withdrawn 

L35/14 
Surgical & 
Cancer Clinical 
Service Centre 

General Surgery Alleged inappropriate 
treatment.  12/03/2014 Claim withdrawn 

L36/16 
Women and 
Childrens 
Services 

Obstetrics and 
Maternity Alleged failure to  treat.  04/03/2016 Claim withdrawn 
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L50/17 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic Alleged failure to 
diagnose.   04/05/2017 Claim withdrawn 

L54/15 
Surgical & 
Cancer Clinical 
Service Centre 

General Surgery Alleged negligent 
surgery.  01/04/2015 Claim withdrawn 

L58/15 
Surgical & 
Cancer Clinical 
Service Centre 

General Surgery Alleged failure to give  
diagnosis to patient. 08/04/2015 Claim withdrawn 

L62/16 
Women and 
Childrens 
Services 

Gynaecology 
Alleged failure to explain 
possible adverse effects 
of surgery. 

27/04/2016 Claim withdrawn 

L66/14 
Women and 
Childrens 
Services 

Obstetrics and 
Maternity 

Alleged negligent 
surgery. 24/04/2014 Claim withdrawn 

L68/16 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic Alleged negligent 
treatment. 12/05/2016 Claim withdrawn 

L74/12 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic Alleged failure to perform 
correct surgery.  29/05/2012 Settled 

L84/14 
Surgical & 
Cancer Clinical 
Service Centre 

General Surgery No details given by 
solicitors. 27/05/2014 Claim withdrawn 
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Appendix B2: Employer Liability Claims Closed Quarter 1 2017-2018 

Ref Clinical Service 
Centre Specialty Description Claim date Outcome of 

investigation 

L109/15 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic 
Wet floor  causing staff 
member to fall and 
sustain injury. 

06/08/2015 Claim withdrawn 

 
 
 
Appendix B3: Public Liability Claims Closed Quarter 1 2017-2018 

NIL 
 
Appendix C1:  Clinical Negligence Claims Opened Quarter 1 2017-2018 

Ref Clinical Service 
Centre Specialty Description Claim date 

Is this claim 
subject to a 
complaint or 

SIRI? 

L34/17 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic Alleged negligent 
management of injury. 24/03/2017 Not Applicable 

L35/17 
Renal & 
Transplant 
Services 

Nephrology/ 
Renal medicine 

Alleged failure in nursing 
care. 27/03/2017 Not Applicable 

L36/17 
Surgical & 
Cancer Clinical 
Service Centre 

Urology Alleged delay of 
diagnosis.  29/03/2017 Complaint 

L37/17 
Surgical & 
Cancer Clinical 
Service Centre 

Vascular Services Alleged negligent 
surgery.  29/03/2017 Not Applicable 

L38/17 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic Alleged negligent 
surgery.  20/03/2017 Complaint 

L39/17 
Women and 
Childrens 
Services 

Gynaecology Alleged negligent advice 
given. 05/04/2017 Not Applicable 
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L40/17 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic Alleged delay in carrying 
out surgery.  05/04/2017 Not Applicable 

L41/17 Medicine Clinical 
Service Centre Cardiology Alleged delay in 

diagnosis. 05/04/2017 Not Applicable 

L43/17 
Women and 
Childrens 
Services 

Gynaecology Alleged negligent 
surgery.  11/04/2017 Not Applicable 

L44/17 Medicine Clinical 
Service Centre Cardiology Alleged negligent 

procedure.  12/04/2017 Complaint 

L45/17 
Head & Neck 
Clinical Service 
Centre 

Ear Nose and 
Throat 

Alleged negligent 
surgery.  18/04/2017 Not Applicable 

L46/17 
Surgical & 
Cancer Clinical 
Service Centre 

General Surgery Alleged negligent 
surgery. 26/04/2017 Complaint 

L47/17 
Emergency 
Medicine Clinical 
Service Centre 

Emergency 
Department 

Alleged failure to 
diagnose. 26/04/2017 Not Applicable 

L48/17 
Emergency 
Medicine Clinical 
Service Centre 

Emergency 
Department 

Alleged failure to 
diagnose.  27/04/2017 Not Applicable 

L49/17 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic Alleged negligent 
surgery.  02/05/2017 Not Applicable 

L51/17 
Women and 
Childrens 
Services 

Gynaecology Alleged failure to 
diagnose.  27/04/2017 Not Applicable 
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L52/17 
Renal & 
Transplant 
Services 

Nephrology/ 
Renal medicine 

Alleged failure to provide 
appropriate care. 31/03/2017 Not Applicable 

L53/17 Medicine Clinical 
Service Centre Cardiology Alleged delay in 

diagnosis. 05/05/2017 SIRI 

L54/17 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic Alleged negligent 
surgery. 05/05/2017 Not Applicable 

L55/17 
Women and 
Childrens 
Services 

Obstetrics and 
Maternity 

Alleged negligent 
delivery of baby. 08/05/2017 Complaint 

L56/17 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic 
Alleged negligent 
treatment.  
 

11/05/2017 Complaint 

L57/17 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Rheumatology Alleged failure to 
diagnose.  16/05/2017 Not Applicable 

L58/17 
Women and 
Childrens 
Services 

Obstetrics and 
Maternity 

Alleged failure to 
diagnose death of 
unborn baby.   

22/05/2017 Not Applicable 

L59/17 
Surgical & 
Cancer Clinical 
Service Centre 

Vascular Services Alleged negligent 
surgery. 23/05/2017 Not Applicable 

L61/17 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic Alleged failure to provide 
appropriate treatment.  30/05/2017 Not Applicable 

136



 
 

L62/17 
Women and 
Childrens 
Services 

Obstetrics and 
Maternity 

Alleged birth injury 
caused by a delay in 
delivery.  

25/05/2017 Not Applicable 

L63/17 
Surgical & 
Cancer Clinical 
Service Centre 

General Surgery Alleged inappropriate 
treatment.  19/05/2017 Not Applicable 

L64/17 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic Alleged negligent 
surgery.  02/06/2017 Not Applicable 

L65/17 Medicine Clinical 
Service Centre Gastroenterology Alleged negligent 

treatment.  31/05/2017 Complaint 

L66/17 
Surgical & 
Cancer Clinical 
Service Centre 

Oncology Alleged delay in 
diagnosis and treatment.  05/06/2017 Complaint 

L67/17 

Medicine for 
Older People, 
Rehabilitation & 
Stroke 

Acute Stroke Vicarious liability for 
alleged assault.  31/05/2017 Not Applicable 

L68/17 
Emergency 
Medicine Clinical 
Service Centre 

Emergency 
Department 

Alleged failure to treat 
appropriately. 08/06/2017 Complaint 

L69/17 
Surgical & 
Cancer Clinical 
Service Centre 

Urology Alleged  negligent 
surgery.  08/06/2017 Not Applicable 

L71/17 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Orthopaedic Alleged failure to treat 
appropriately.  15/06/2017 Not Applicable 
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Appendix C2: Employer Liability Claims Opened Quarter 1 2017-2018 

Ref Clinical Service 
Centre Specialty Description Claim date 

L42/17 
Head & Neck 
Clinical Service 
Centre 

Ophthalmology Lifting incident. 07/04/2017 

 
 
 
 
Appendix C3: Public Liability Claims Opened Quarter 1   2017-2018 

NIL 
 
  
 
Appendix D1: Inquests Opened Quarter 1 2017 - 2018 (18 March – 17 June) 

Ref Clinical Service 
Centre Initial cause of death Date of Inquest Family Concerns SIRI/Complaint 

Q42/17 Medicine Clinical 
Service Centre 

Subdural haematoma, a fall, 
disseminated small cell 
carcinoma of the lung, 
diabetes mellitus and acute 
on chronic kidney injury 

16/08/2017   SIRI 

Q57/17 
Head & Neck 
Clinical Service 
Centre 

Haemorrhage, stomaplasty, 
carcinoma of the larynx 
(treated with laryngectomy 
and radiotherapy), diabetes 
mellitus and hypertension 

19/10/2017   SIRI & Complaint 

Q39/17 
Emergency 
Medicine Clinical 
Service Centre 

Head injury, myelodysplasia 
and ischaemic heart disease. 
?fall related (out of hospital) 

18/09/2017     

Q55/17 Clinical Support 
Services 

Multi organ failure, sepsis 
and small bowel perforation 
following cystprostatectomy 
for bladder cancer 

IOW CORONER     

Q34/17 

Medicine for Older 
People, 
Rehabilitation & 
Stroke 

Subdural haematoma, 
trauma to the head, a fall, 
hypertension, COPD and 
pneumonia  

17/08/2017     

Q38/17 

CHAT (Critical 
Care, HSDU, 
Anaesthetics and 
Theatres Clinical 
Service Centre) 

Septic multiple organ failure 
and MCA territory infarct, 
traumatic 
haemopneumothorax and 
ischaemic heart disease 

15/08/2017     

Q40/17 

Medicine for Older 
People, 
Rehabilitation & 
Stroke 

Intra-abdominal 
haemorrhage, ruptured 
spleen, trauma to the chest 
and abdomen following a 
fall and Parkinson's disease, 
dementia and congestive 
cardiac failure 

22/08/2017   SIRI 
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Q33/17 
Emergency 
Medicine Clinical 
Service Centre 

A PM has been carried out 
and the cause of death is 
currently undetermined 
pending histology and 
toxicology results. ?Neglect 
related 

04/09/2017     

Q51/17 Medicine Clinical 
Service Centre 

Intra-abdominal 
haemorrhage, ruptured 
spleen and trauma to the 
abdomen 

07/09/2017   SIRI & Complaint 

Q43/17 Medicine Clinical 
Service Centre 

Sarcomatoid mesothelioma 
and ischaemic heart disease. 
NO Post Mortem carried out 

16/08/2017     

Q58/17 
Emergency 
Medicine Clinical 
Service Centre 

Obstruction of glottis by 
foreign body 14/11/2017     

Q36/17 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Pneumonia, traumatic 
subarachnoid haemorrhage, 
left rib fractures, urinary 
tract infection, dementia, 
cerebrovascular disease and 
coronary artery disease. 

17/08/2017     

Q32/17 Medicine Clinical 
Service Centre 

Congestive cardiac failure 
and emphysema and atrial 
fibrillation 

28/07/2017 
Concerns that the 
patient sustained 2 
falls whilst in QA 

SIRI 

Q47/17 

Medicine for Older 
People, 
Rehabilitation & 
Stroke 

Pneumonia, immobility and 
pelvic fractures 17/08/2017     

Q49/17 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Cardio-respiratory failure, 
spinal cord injury, fractures 
of the cervical and thoracic 
vertebrae, hypertension, 
ischaemic heart disease, 
COPD, osteoporosis and 
frailty of old age 

28/09/2017     

Q50/17 Medicine Clinical 
Service Centre 

Bronchopneumonia, 
congestive cardiac failure, 
cardiac hypertrophy and 
amyloidosis, fractured ribs, 
chronic kidney disease, 
diabetes mellitus and frailty 
of old age 

07/09/2017     

Q35/17 
Emergency 
Medicine Clinical 
Service Centre 

Hanging GLOUCESTERSHIRE 
CORONER     

Q53/17 
Emergency 
Medicine Clinical 
Service Centre 

Pulmonary 
thromboembolism and deep 
vein thrombosis  

12/10/2017   SIRI 

Q48/17 

CHAT (Critical 
Care, HSDU, 
Anaesthetics and 
Theatres Clinical 
Service Centre) 

Subdural haematoma, 
trauma to the head, 
hypertension, ischaemic 
heart disease and diabetes 
mellitus 

28/09/2017     
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Q31/17 

MSK (Trauma & 
Orthopaedic) 
Clinical Service 
Centre 

Congestive cardiac failure 
and possible 
dihydrocodeine-related 
respiratory depression and 
obesity 

18/07/2017     

Q41/17 
Renal & 
Transplant 
Services 

Chronic kidney disease stage 
4, anastomotic leak and 
multi organ failure, 
hemicolectomy for Dukes B 
adenocarcinoma ascending 
colon (operated 
05/08/2005) and frailty of 
old age 

21/08/2017     

Q52/17 Medicine Clinical 
Service Centre 

Cause of death awaits 
histology. 02/10/2017   SIRI 

Q54/17 

Medicine for Older 
People, 
Rehabilitation & 
Stroke 

Bronchopneumonia, head 
injury, ischaemic heart 
disease, cerebrovascular 
disease and dementia 

06/11/2017     

Q45/17 

CHAT (Critical 
Care, HSDU, 
Anaesthetics and 
Theatres Clinical 
Service Centre) 

Hospital acquired 
pneumonia, cerebral 
hypoxia following choking 
on food bolus (out of 
hospital), Parkinson's 
disease, coronary artery 
disease and type 2 diabetes 
mellitus 

10/10/2017     

Q46/17 
Renal & 
Transplant 
Services 

Multiple organ failure, 
fungal sepsis, methotrexate 
treatment and renal 
transplant therapy, chronic 
renal failure and 
hypertension 

19/09/2017     

Q56/17 
 Emergency 
Medicine Clinical 
Service Centre 

Bronchopneumonia, 
respiratory failure, epidural 
haematoma, spinal cord 
compression, cervical spine 
fracture due to a fall and 
anticoagulation 

19/10/2017   SIRI 

Q44/17 
Emergency 
Medicine Clinical 
Service Centre 

Cause of death awaits 
histology and toxicology 01/08/2017     

Q37/17 Medicine Clinical 
Service Centre 

Bronchopneumonia, 
decompensated alcoholic 
liver disease and 
hepatorenal syndrome 

30/08/2017 

Family have 
concerns about 
behaviour of a 
member of staff.  
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Ref Clinical 
Service Centre 

Initial cause of 
death 

Date of 
Inquest 

Family 
Concerns/SIRI 

Coroner’s 
Concerns/Comments 

Coroner’s 
conclusion 

Regulation 
28 
Comments 

Q134/16 
Medicine 
Clinical 
Service Centre 

Bronchopneumonia
, rib fractures and 
fall (out of hospital) 

11/04/2017     Accidental 
death   

Q130/16 
Medicine 
Clinical 
Service Centre 

Pneumonia, 
subdural 
haematoma, head 
injury due to a fall, 
hypertension, COPD 
and chronic kidney 
disease 

28/03/2017      Accidental 
death   

Q01/17 

MSK (Trauma 
& 
Orthopaedic) 
Clinical 
Service Centre 

Cardiac arrest, 
cement injection 
during 
hemiarthroplasty, 
hypertension, 
ischaemic heart 
disease, diabetes 
mellitus and old age 

25/04/2017     Narrative   

Q114/16 

Emergency 
Medicine 
Clinical 
Service Centre 

Hospital acquired 
pneumonia, acute 
on chronic subdural 
haematoma, 
recurrent falls, 
anticoagulation 
treatment for atrial 
fibrillation and 
Lewy body 
dementia 

03/05/2017     Accidental 
death   

Q137/16 

Emergency 
Medicine 
Clinical 
Service Centre 

Respiratory failure 
and acute 
exacerbation of 
chronic obstructive 
pulmonary disease 
and fentanyl 
overdose 

18/04/2017     Accidental 
death   

Q136/16 
Medicine 
Clinical 
Service Centre 

Congestive cardiac 
failure, acute 
pericarditis and 
cardiomegaly and 
diabetes mellitus 

01/06/2017 

 The family  
believed the 
patient had 
been given 
another 
patient’s drugs  
- in fact the 
correct drugs 
were given but 
were labelled 
incorrectly. The 
Coroner was 
satisfied that no 
harm  had been 
caused by the 
error and that 
adequate 
measures had 
been taken to 
prevent it 
occurring again. 

 
Natural 
causes   
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Q141/16 

MSK (Trauma 
& 
Orthopaedic) 
Clinical 
Service Centre 

Patient  died at  
home. COD 
pneumonia, 
reduced mobility, 
fractured left neck 
of femur (operated 
27/10/16) 

08/05/2017     Accidental 
death   

Q22/17 

Emergency 
Medicine 
Clinical 
Service Centre 

Spontaneous 
intracerebral 
haemorrhage and 
hypertensive heart 
disease 

28/04/2017     Natural 
causes   

Q26/17 

Medicine for 
Older People, 
Rehabilitation 
& Stroke 

Hospital acquired 
pneumonia, 
malignant 
mesothelioma, 
ischaemic heart 
disease and acute 
coronary syndrome. 
No PM carried out 

13/06/2017     Industrial 
disease   

Q127/16 

Emergency 
Medicine 
Clinical 
Service Centre 

External Neck 
Compression and 
hanging  

22/03/2017    Narrative   

Q101/16 

Emergency 
Medicine 
Clinical 
Service Centre 

Patient died as a 
result of a fall in a 
care home - 
multiple injuries. 

26/04/2017  SIRI   Narrative   

Q99/16 

Emergency 
Medicine 
Clinical 
Service Centre 

Multiple organ 
failure, acute 
hepatic failure, 
paracetamol 
overdose and 
severe non-
alcoholic 
steatohepatitis   

11/05/2017  SIRI   Narrative   

Q143/16 

Emergency 
Medicine 
Clinical 
Service Centre 

Central nervous 
system depression 
and combined 
intake of alcohol, 
morphine and 
amphetamine. 

18/04/2017     Misadventure   

Q139/16 

Emergency 
Medicine 
Clinical 
Service Centre 

Central Nervous 
system depression, 
morphine overdose. 

24/04/2017     Accidental 
death   

Q05/17 

CHAT (Critical 
Care, HSDU, 
Anaesthetics 
and Theatres 
Clinical 
Service 
Centre) 

Respiratory arrest, 
fractured ribs and 
trauma to chest. 

22/05/2017     Accidental 
death   

Q30/17 

Medicine for 
Older People, 
Rehabilitation 
& Stroke 

Ischaemic heart 
disease and chronic 
obstructive 
pulmonary disease 

01/06/2017     Natural 
causes   
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Q125/16 

Medicine for 
Older People, 
Rehabilitation 
& Stroke 

Bronchopneumonia
, acute on chronic 
subdural 
haematoma, fall, 
stroke, vascular 
dementia. 

11/04/2017     Accidental 
death   

Q103/15 

Emergency 
Medicine 
Clinical 
Service Centre 

Head injuries 
NO 
INQUEST 
HELD 

  

Criminal investigation -   
mother found guilty of 
murdering 19 day old 
baby. 
 
 

   

Q140/16 

MSK (Trauma 
& 
Orthopaedic) 
Clinical 
Service Centre 

Subdural 
haemorrhage, fall 
(2 out of hospital) 
on anticoagulant 
medication, 
hypertension and 
type 2 diabetes 
mellitus. 

02/05/2017     Accidental 
death   

Q67/15 

CHAT (Critical 
Care, HSDU, 
Anaesthetics 
and Theatres 
Clinical 
Service 
Centre) 

Congestive cardiac 
failure contributed 
by biventricular 
hypertrophy and 
ischaemic heart 
disease. Renal 
failure was also 
noted. 

20/04/2017     Natural 
causes   

Q06/17 
Medicine 
Clinical 
Service Centre 

Type 1 respiratory 
failure, pulmonary 
embolism, 
mesothelioma and 
axillary vein 
thrombosis 
(asbestos related 
death). No PM 

24/04/2017     Industrial 
disease   

Q90/16 

Medicine for 
Older People, 
Rehabilitation 
& Stroke 

Acute on chronic 
subdural 
haematoma, 
trauma to the head. 
Severe congestive 
cardiac failure, 
ischaemic heart 
disease, 
cardiomegaly and 
COPD. 

12/06/2017 

Family concerns 
related to the 
lack of a splint – 
it was explained 
at the inquest 
why this would 
have been 
inappropriate.    
 
Family also 
raised concern 
that deceased 
/family weren’t 
asked for a copy 
of  DNAR order. 
The issue was 
escalated to 
medical and 
nursing director 
for 
consideration. 

 
Accidental 
death   
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Q13/17 

CHAT (Critical 
Care, HSDU, 
Anaesthetics 
and Theatres 
Clinical 
Service 
Centre) 

Hypoxic brain injury 
and choking  15/06/2017     Accidental 

death   

Q113/16 

CHAT (Critical 
Care, HSDU, 
Anaesthetics 
and Theatres 
Clinical 
Service 
Centre) 

Cardiac arrhythmia 
and severe 
ischaemic heart 
disease 

23/03/2017     Narrative   

Q24/17 
Medicine 
Clinical 
Service Centre 

Pneumonia and 
pulmonary fibrosis 
due to asbestosis 

22/05/2017     Industrial 
disease   

Q03/17 

Emergency 
Medicine 
Clinical 
Service Centre 

Severe neck injuries 16/06/2017     Accidental 
death   

Q19/17 
Medicine 
Clinical 
Service Centre 

Patient admitted 
after a fall. PM 
findings death due 
to 
bronchopneumonia
, and infected left 
flank haematoma 
caused by localised 
trauma such as a 
fall. 

31/05/2017   

Patient died following   
fall in hospital.  Coroner 
satisfied that  patient 
was on the falls 
pathway and that 
appropriate measures 
had been put in place 
to avoid falls. 

Accidental 
death   

Q120/16 

MSK (Trauma 
& 
Orthopaedic) 
Clinical 
Service Centre 

Hospital acquired 
pneumonia, 
immobility, hip 
fracture, ischaemic 
heart disease and 
renal failure. 

27/03/2017 

Family had 
following 
concerns : that 
patient may 
have had sepsis 
which wasn't 
recognised and  
which allegedly  
caused kidney 
failure, 
concerns about  
medication, and 
about how she 
had injured her 
left arm. 

The Coroner 
commented that the 
Trust had not caused or 
contributed to the 
Deceased’s death. 

Accidental 
death   

Q35/16 
Medicine 
Clinical 
Service Centre 

Retroperitoneal 
haemorrhage, fall 
and enoxaparin 
therapy, essential 
hypertension. It is 
believe this lady 
had falls whilst a 
patient in QAH 

27/04/2017 

Concerns about 
in hospital falls 
and the cause 
of her 
retroperitoneal 
haemorrhage. 

An action plan 
focussing on falls 
training and post falls 
audits  has been 
implemented. Concerns  
were raised about why 
the patient was not 
given scans and tests to 
rule out injury following 
her falls or before 
starting medication for 
a pulmonary embolus. 
These issues were 
answered at the 

Narrative   
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inquest. In addition the 
family raised concerns 
about communication 
which were fed back to 
the Deputy Nursing 
Director. 

Q138/16 

Emergency 
Medicine 
Clinical 
Service Centre 

Unascertained 04/05/2017     Misuse of 
alcohol/drugs   

Q15/17 

Medicine for 
Older People, 
Rehabilitation 
& Stroke 

Pneumonia and wet 
burns to the skin of 
the back, shoulder, 
buttock and thigh 

13/06/2017     Accidental 
death   

Q09/17 

Emergency 
Medicine 
Clinical 
Service Centre 

Pulmonary 
thromboembolism, 
deep vein 
thrombosis and 
fractured right neck 
of femur 
(operated). fall 
related 

23/05/2017     Accidental 
death   
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TRUST BOARD PUBLIC – JULY 2017     Agenda Item Number: 119/17 
         Enclosure Number: (6) 

Subject: Annual Patient Experience Report 2016-17 

Prepared by: 
Sponsored & Presented by: 

Sarah Balchin – Head of Patient Experience 

Nicola Ryley – Interim Director of Nursing 

Sarah Balchin – Head of Patient Experience 

Purpose of paper To present the annual report 

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

This paper provides a report of key patient experience and 
engagement activities in 2016 – 17. 
 
· We have provided more and varied ways for people to provide 

us with feedback about their experience. 

· Over 75,000 patients, family members and carers have taken 
time to tell us how we are doing, the good things and those 
things we need to improve.  

· More people from the local black, minority and ethnic groups and 
people with a physical or learning disability have shared their 
experience than before.  

· We have reached out to and reached further into our local 
community to help us make the changes, making use of the 
extensive skills of the Portsmouth City and Hampshire people. 

· We have achieved the priorities we agreed with our patients, 
families and carers. 

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

The Trust Board are asked to note the report. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

This report demonstrates the positive approach to including people 
from all protected characteristics groups in the development, design 
and monitoring of our care and services.  

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 
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Patient Experience Report 2016-17  

“Developing a better understanding of what matters most to patients, families and 

carers.” 

In 2016/17….. 

We have provided more and varied ways for people to provide us with feedback about their experience. 

Over 75,000 patients, family members and carers have taken time to tell us how we are doing, the good 

things and those things we need to improve.  

More people from the local black, minority and ethnic groups and people with a physical or learning 

disability have shared their experience than before.  

We have reached out to and reached further into our local community to help us make the changes, 

making use of the extensive skills of the Portsmouth City and Hampshire people. 

We have achieved the priorities we agreed with our patients, families and carers. 

But…. 

Aiming still for outstanding in everything we do! 

 

 

  

 

Author: 

Sarah Balchin 

Head of Patient Experience 

May 2017 
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IMPROVING THE PATIENT EXPERIENCE 2016 – 17 – HOW HAVE WE DONE? 

 

Working in partnership with patients, families, carers and members of the local community, we identified 

three key areas for improvement for 2016/17. This is a summary of how we have done. 

√  Improving the experience of people with specialist mental health needs. 

 The “ageless” Mental Health Liaison Service has been established. This built on the Older People’s 
Mental Health Liaison Team, and now ensures that all people aged 18 years and over have access to a 
specialist team whilst they are in our care. 

 Working in partnership with mental health service users and specialists in mental health care, we 
designed and piloted a successful training programme for staff. Sessions were delivered with and by 
service users, based on the things that were identified as most important to them. 
 

√ Supporting Family Carers  

 We have developed new ways of supporting family carers, when the person they care for is in hospital 
or attends one of our out-patient departments. These include awareness training for staff to help in the 
early identification of carers, guidelines for staff about how to effectively support a carer who is staying 
in hospital with the person they care for and a “Carers Café” each month. 

 On average 1 – 2 carers a day are identified who are not receiving any support outside the hospital. 
They can then be helped to access services, which in turn help them to keep well. To date we have 
identified over 1000 carers. 
 

√ Improving the experience of patients, family members and carers at the end of life 

 We have introduced new ways of collecting information to develop a better understanding of family 
members experience in the last few days and hours of the life of their relative,  

 228 relatives were offered the opportunity to complete a postal survey, 74 responded. 88% said that 
they felt their relative was treated with dignity and respect, but 20% said that they did not feel 
adequately supported. The End of Life Steering Group is leading improvements in practice to address 
this. 

 

We have also: 

 Reported a patient satisfaction score higher than the national average in 11/12 months for in-patients 
and every month for the Emergency Department using the Friends and Family Test 

 Remained consistently below the national average for negative responses, at 0.76% average in 
comparison to 2% for in-patients, and 1.8% in comparison to 7.5% for Emergency Department patients.  

 

While we have had a focus on the 3 priorities, this has not stopped us listening to what patient, families and 

carers are saying each and every day. This report describes what we have learned over the last year from 

the gift of feedback, what we have done about and the difference we have made to the experience of 

patients, families and carers who use our services. 
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1. PATIENT, FAMILY AND CARER FEEDBACK 

 

Patient, family and carer feedback provides an opportunity for us to better understand people’s experience 

of using the Trust’s services. We want to provide as many people as possible with the opportunity to tell us 

how we are doing, whether the experience has been good or bad, if they have stayed in hospital, attended 

an out-patient appointment or had an investigation in one of our outpatient departments.   

 

More than 6000 people each month take the time to tell us how we are doing. Using surveys, comments on 

social media, written plaudits and complaints to name a few, individuals’ personal experiences help us 

understand what we are doing well and what we need to do differently or better. 

 

Patients, family members and carers have told us that it is really important to them that they are confident 

that we listen to what it is they have to say, and even more confident that we act on what they tell us. 

 

This report provides some examples of often small but significant changes we have made after receiving 

the gift of feedback. 

 
 

 

 

 

Children’s Unit 

At one of our Parent’s meetings a couple of Mums mentioned that they had been made 

to feel that they were abusing the use of disabled facilities as their children were not in 

wheelchairs and did not look “Disabled”.  Some supermarkets had started using similar 

signs on their disabled facilities reminding people that being disabled is not always 

obvious, as a result we have purchased this sticker. 

Pathology Department 

 

 

 

The Pathology Department ask patients to provide 

feedback using a Customer satisfaction Survey. Small but 

significant changes have been made. 

 

 

Ward D7 

 

On Ward D7, a Quiet Room has been refurbished to provide a comfortable 

and relaxing environment for patients and their families. A nice place for 

people to go at a difficult time, to get refreshments and speak with a 

member of staff away from the hustle and bustle of the ward. 
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Outpatient Clinics 

 

A patient was unhappy about her wait in the clinic. She felt she had been overlooked in the waiting room, 

but there were several different clinics running at the same time and she didn’t know this. So we have 

created new signs which explain when a number of different clinics are running. Clinical staff will ensure 

that the reception team are kept informed of any delays. 

 

The Friends and Family Test 
 
The NHS Friends and Family Test (FFT) was developed to ensure that all patients who receive care and 

treatment have the opportunity to provide 

feedback about their experience. This simple 

and confidential tool has helped us go from 

strength to strength, developing a better 

understanding of what matters most to 

patients, their family and carers by gathering 

over 5000 responses each month rating care,  

many supported by written comments. 

 

Care is rated using a satisfaction score out of 100%, and on discharge every patient has the opportunity to 

express concern by not recommending the hospital. This information helps us locally but also helps us 

understand how we are doing in comparison to other similar hospitals. Here is a summary of our 

Satisfaction scores and response rates against the national average for this year, 2016/17. 

 

 Inpatient response rates 2016/17                                                Inpatient satisfaction scores 2016/17 

 

       
 

Emergency Department response rates 2016/17  Emergency Department satisfaction scores 2016/17 
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Inpatient and Emergency Department Summary Q1 

 

 Inpatient Emergency Medicine 

PHT National PHT National 

Satisfaction score 95.8% 96% 94.5% 85% 

Not recommends  0.8% 2% 2.1% 8% 

Response rate 26.6% 24.9% 19.8% 12.7% 

 

Inpatient and Emergency Department Summary Q2 

 

 Inpatient Emergency Medicine 

PHT National PHT National 

Satisfaction score 96.5% 95% 93.7% 87% 

Not recommends  0.7% 2% 2% 7% 

Response rate 29.4% 24.5% 20.1% 13.7% 

 

Inpatient and Emergency Department Summary Q3 

 

 Inpatient Emergency Medicine 

PHT National PHT National 

Satisfaction score 95.7% 95% 93.9% 86% 

Not recommends  1.1% 2% 1.3% 7% 

Response rate 28.3% 24.7% 16.9% 12.7% 

 

Inpatient and Emergency Department Summary Q4 

 

 Inpatient Emergency Medicine 

PHT National PHT National 

Satisfaction score 96.8% 96% 94.5% 87% 

Not recommends  0.6% 2% 1.8% 7% 

Response rate 29.9% 24.3% 15.6% 12.7% 

 

We use 3 standards which help provide a focus for our work.  

 

Standard 1 – maximising opportunities for patients to provide feedback  

 

Inpatient response rate target will be similar or above national average but not fall below 15% 

 

A 29.9% response rate was achieved in Quarter 4, a slight increase from 28.3% in Q3 and remains higher 

than the national average of 24.3% (published February data). This number of responses ensures that the 

results are a fair representation of patients’ views. We continue to have variation across some areas and 

are working with specific clinical settings to reduce this difference.  

 

In-patient areas – Response rates In-patient areas – Response rates 

  Month 
Total 
response 
rate 

Responses 
/ eligible 
pts. 

National 
Average 

  Month 
Total 
response 
rate 

Responses 
/ eligible 
pts. 

National 
Average 

Apr-16 23.70% 
1881 / 
7943 

24.50% Jul-16  29.4% 
2319 / 
8153 

24.7%  
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  Q
u

ar
te

r 
1

 May-16 23.40% 
1889 / 
8071 

24.90% 

  Q
u

ar
te

r 
2

 Aug-16  30.6% 
2623 / 
8562 

 24.5% 

Jun-16 32.80% 
2786 / 
8489 

25.50% Sep-16  28.2% 
2386 / 
8468 

24.60% 

Total 26.60% n/a n/a Total  29.4% n/a n/a 

In-patient areas – Response rates 

  Month 
Total 
response 
rate 

Responses 
/ eligible 
pts. 

National 
Average 

  Month 
Total 
response 
rate 

Responses 
/ eligible 
pts. 

National 
Average 

  Q
u

ar
te

r 
3

 

Oct-16 28.00% 
2386 / 
8524 

24.10% 

  Q
u

ar
te

r 
4

 

Jan-17 28.60% 
2347 / 
8204 

23.10% 

Nov-16 25.30% 
2177 / 
8600 

24.70% Feb-17 30.60% 
2263 / 
7395 

 24.3% 

Dec-16 31.60% 
2482 / 
7845 

31.60% Mar-17 30.4%  
 2667 / 
8766 

 - 

Total 28.30% n/a n/a Total  29.9% n/a n/a 

 

Emergency Department (ED) response rate target to be 15% or statistically significant response rate 

 

In Q4 the Emergency Department Friends and Family Test achieved a response rate of 15.6%, a decrease 

from Q3. This remains however higher than the national average of 12.7% (published February data).  The 

demand on our Emergency Services continues to challenge us and the need to implement some significant 

changes at practice level have led to some difficulties in maintaining the response rate. During Q3 we 

focussed on improving the opportunities for patients to participate in the Eye Emergency Department, an 

area that had not been able to achieve the expected number of responses. This lack of feedback meant it 

was difficult to really understand the patient experience. This department often sees patients on a number 

of occasions for treatment purposes over a short period of time. Patients told us they don’t feel inclined to 

complete a survey each time they visit but this focussed approach, and the support of our patients, has led 

to an increase in response rate and a better understanding of how we are doing.  

Emergency Department – Response rates Emergency Department – Response rates 

Month 
Total 
response 
rate 

Responses 
/ eligible 
pts. 

National 
Average 

Month 
Total 
response 
rate 

Responses 
/ eligible 
pts. 

National 
Average 

Q
u

ar
te

r 
1

 

Apr-16 16.90% 
1551 / 
9155 

12.90% 

  Q
u

ar
te

r 
2

 

Jul-16  16.4% 
 1756 / 
10688 

 12.9% 

May-16 14.70% 
1523 / 
10365 

12.70% Aug-16  22.6% 
 2319 / 
10250 

 13.7% 

Jun-16 27.90% 
2719 / 
9729 

13.40% Sep-16  21.2% 
 2122 / 
10001 

 13% 

Total 19.80% n/a n/a Total  20.1% n/a n/a 

Emergency Department – Response rates 

Month 
Total 
response 
rate 

Responses 
/ eligible 
pts. 

National 
Average 

Month 
Total 
response 
rate 

Responses 
/ eligible 
pts. 

National 
Average 

  Q
u

ar
te

r 
3

 

Oct-16 14.50% 
1427 / 
9865 

12.80% 

  Q
u

ar
te

r 
4

 

Jan-17 18.10% 
1654 / 
9134 

12.30% 

Nov-16 15.20% 
1442 / 
9466 

12.70% Feb-17 14.40% 
1197 / 
8303 

 12.7% 

Dec-16 21% 
1913 / 
9119 

11% Mar-17 14.4%  
1487 / 
10308  

 - 

Total 16.90% n/a n/a Total  15.6% n/a n/a 
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Standard 2 – Improving satisfaction, reducing dissatisfaction 

 

Proportion of “would recommend” responses (extremely likely or likely to recommend) and the proportion of 

“not recommend” (unlikely and very unlikely to recommend) to be similar or above national average 

 

During 2016/17 we have reported a patient satisfaction score higher than the national average in 11/12 

months for in-patients and every month for the Emergency Department. Over the year, we have also 

remained consistently below the national average for “unlikely” to recommends.  Whilst these results are 

encouraging, we have used each negative response to learn more about what we don’t do so well. We have 

introduced an “early warning system” to alert us and the ward or department concerned when a negative 

review is received. The feedback is anonymous, but the issue of concern is shared and local action taken. 

 

In-patient areas 

 

The average percentage of patients who would recommend the service in Q4 is 96.8%, which is above the 

national average of 96% (latest available benchmark data). Patients who would not recommend the 

hospital for care and treatment remain considerably lower than the national average of 2% at an average of 

0.6%.  

 

In-patient areas – Satisfaction rates 

Month 

% recommend % not recommend 

Month 

% recommend % not recommend 

(positive)   (negative) (positive) (negative) 

Trust 
National 
average 

Trust 
National 
average 

Trust 
National 
average 

Trust 
National 
average 

Q
u

ar
te

r 
1

 April ‘16 96.20% 96% 0.60% 1% 

  Q
u

ar
te

r 
2

 Jul-16  96.3%  95%  0.4%  2% 

May ‘16 95.30% 96% 1.00% 2% Aug-16  96.5%  95%  0.7%  2% 

June ‘16 95.90% 95% 0.90% 2% Sep-16  96.8% 96%  1% 2% 

Total 95.80% n/a 0.80% n/a Total  96.5% n/a  0.7% n/a 

Month 

% recommend % not recommend 

Month 

% recommend % not recommend 

(positive)   (negative) (positive) (negative) 

Trust 
National 
average 

Trust 
National 
average 

Trust 
National 
average 

Trust 
National 
average 

  Q
u

ar
te

r 
3

 Oct-16 95.50% 95% 1.20% 2% 

  Q
u

ar
te

r 
4

 Jan-17 97% 95% 0.50% 2% 

Nov-16 96.10% 95% 1% 2% Feb-17 97%  96% 0.50% 2%  

Dec-16 95.60% 95% 1% 2% Mar-17 96.3%  - 0.8%   - 

Total 95.70% n/a  1.1% n/a Total  96.8% n/a  0.7% n/a 

 

Emergency Department 

At 94.5% the satisfaction reported by patients remains significantly higher than the national average of 87% 

(February’s data) and has increased incrementally over Quarters 2, 3 & 4. The percentage of patients 

reporting a negative experience is very much lower at 1.8% than the national average of 7%. This continued 

reporting of a positive experience care is at a time of unprecedented demand on the service. 
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Emergency Department – Satisfaction scores 

Month 

% recommend % not recommend 

Month 

% recommend % not recommend 

(positive)   (negative) (positive) (negative) 

Trust 
National 
average 

Trust 
National 
average 

Trust 
National 
average 

Trust 
National 
average 

Q
u

ar
te

r 
1

 April ‘16 94.5% 86% 2.1% 8% 

  Q
u

ar
te

r 
2

 Jul-16 93.5% 85% 2.3% 8% 

May ‘16 93.9% 85% 2.4% 8% Aug-16 94.6% 87% 1.3% 7% 

June ‘16 95% 86% 1.7% 7% Sep-16 93.2% 86% 2.5% 8% 

Total 94.5% n/a 2.1% n/a Total 93.7% n/a  2% n/a 

Month 

% recommend % not recommend 

Month 

% recommend % not recommend 

(positive)   (negative) (positive) (negative) 

Trust 
National 
average 

Trust 
National 
average 

Trust 
National 
average 

Trust 
National 
average 

  Q
u

ar
te

r 
3

 Oct-16 95.1% 86% 1.6% 8% 

  Q
u

ar
te

r 
4

 Jan-17 95.2% 87% 1.6% 7% 

Nov-16 93.3% 86% 1.3% 7% Feb-17 94.3% 87% 2.3% 7% 

Dec-16 93.4%  1.2% 8% Mar-17 94.1% - 1.4% - 

Total 93.9% n/a 
 

n/a Total  94.5% n/a  1.8% n/a 

 

Out-patients and Day Case areas 

 

The implementation of FFT for out-

patients and day case patients expanded 

the opportunity for feedback across most 

patient pathways. The focus for 2016/17 

has been embedding this in all clinics and 

improving the number of responses. A 

number of initiatives were introduced 

across main outpatients in the last month 

of Q1, which showed improvement across 

Q2. However, in Q3 there was a sharp 

reduction in the number of surveys from 

one department which resulted in a 

decline in the overall response rate. A 

targeted action plan in this area saw an improvement in the third month of Q3 and was sustained 

throughout Q4. 

 

The overall satisfaction for OPD in Q4 was 93%, a very slight decrease from Q3 position of 93.1%. This is 

often seen as a trend when the number of responses increase, however we will monitor this over the next 

quarter to ensure there is no further deterioration.  

 

Patient Narratives 

 

To promote transparency of 

the feedback our patients give 

us, we regularly us and display 

the Friends and Family ‘Word 

Out-patient areas – Response rates 

Month Responses Month Responses 

Q
u

ar
te

r 
1

 

Apr-16 765 

  Q
u

ar
te

r 
2

 

Jul-16  1620 

May-16 575 Aug-16  1816 

Jun-16 1034 Sep-16  1527 

Total 2374 Total  4963 

Month Responses Month Responses 

  Q
u

ar
te

r 
3

 

Oct-16 1182 

  Q
u

ar
te

r 
4

 

Jan-17 1403 

Nov-16 1092 Feb-17 1573 

Dec-16 1377 Mar-17  1521 

Total 3651 Total  4497 
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cloud’.  The “word cloud” representation reports the 200 most frequently used words in responses.  This 

tool allows for each comment to be reviewed individually and it is from these that changes are made.  

 

Examples of change 

 

You told us that you couldn’t always get to speak to your relative when they were in hospital 

 - We purchased a cordless telephone that can be used by patients to speak to their loved ones while they are on the ward.  

 

You told us that our day room was nice but too much like a hospital room 

 - We bought new cushions and chairs and painted the walls with a softer colour. We are waiting for some pictures to be 

purchased and they will be replacing one of the notice boards. 

 

You told us the patient information was difficult to see and it wasn’t consistent across wards 

 - We worked with patient and staff representatives to create new ‘Hot Boards’ which have been installed at the entrances 

to all inpatient areas 

 

You told us that you often couldn’t find a chair when you came to visit 

 -We found chairs for visitors to use, we clearly labelled them with the ward name and marked areas they should be 

returned to when they are not in use. 

 

Maternity Services   

 

Standard 1 – maximising opportunities for patients to provide feedback  

 

Month 
Response 
rate 

Responses / 
eligible pts. 

Month 
Response 
rate 

Responses / 
eligible pts. 

Q
u

ar
te

r 
1

 

April 16 17.4% 332/1908 

Q
u

ar
te

r 
2

 

July 16 18.7% 358/1912 

May 16 15.4% 298/1928 Aug 16 20.1% 394/1958 

June 16 17.5% 423/1855 Sept 16 32.3% 606/1873 

Total 38.6%  Total 23.7%  

Month 
Response 
rate 

Responses / 
eligible pts. 

Month 
Response 
rate 

Responses / 
eligible pts 

Q
u

ar
te

r 
3

 

Oct 16 15.04% 268/1781 

Q
u

ar
te

r 
4

 

Jan 17 17.4% 297/1699 

Nov 16 10.6% 190/1792 Feb 17 17.3% 292/1687 

Dec 16 19.3% 328/1692 Mar 17 13.7% 254/1841 

Total 14.98%  Total 16.1%  
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Response rate target for question 2 will be similar or above national average but not fall below 15%. 

 

Women are asked to provide feedback about their experience at four points of contact during their 

pregnancy and shortly after having their baby.  

 

Question 1. During the 36th week of pregnancy.  

Asking women’s experience to date about care received in their pregnancy. This question can now be asked 

by the named midwife who has provided care which is a change to original guidance. 

 

Question 2. Following birth.   

Asking for feedback about the labour experience; this question cannot be asked by the midwife who has 

provided care in labour. 

 

Question 3. Post birth experience.   

Asking for feedback about care on the postnatal ward prior to discharge home. 

 

Question 4. Community postnatal care experience. 

Asking for feedback about care in the community setting. This care will have been received at home or in a 

postnatal clinic (depending on individual needs) and is asked when care is transferred to the health visiting 

team. This occurs between days 14-28 depending on individual needs. 

 

In Q3 we have focused on improving opportunities for women to participate within the maternity 

outpatients department, which has seen an increase in the number of completed surveys being completed. 

In Q4 the Maternity Department Friends and Family Test achieved a response rate of 16.1%, an  increase 

from 14.98% in Q3. Question 1  is a challenge in enabling women to complete the survey as it can only be 

completed by women at 36 weeks of pregnancy which does restrict the opportunity for women to 

participate. 

 

Satisfaction Score  

 

Maternity Department – Satisfaction rates 

Month 

% recommend % not recommend 

Month 

% recommend % not recommend 

(positive) (negative) (positive) (negative) 

Trust 
 

Trust 
 

Trust 
 

Trust 
 

Q
u

ar
te

r 
1

 

April 
‘16 

99.3%  0.7%  

  Q
u

ar
te

r 
2

 

Jul-16 99.44%  0.2%  

May 
‘16 

97.8%  2.2%  
Aug-
16 

98.98%  1.02%  

June 
‘16 

99.7%  0.3%  
Sep-
16 

99.8%  0.2%  

Total 98.9%    Total 99.4%    

Month 

% recommend % not recommend 

Month 

% recommend % not recommend 

(positive) (negative) (positive) (negative) 

Trust 
 

Trust 
 

Trust 
 

Trust 
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Q
u

ar
te

r 
3

 
Oct 
‘16 

98.5%  1.5%  

  Q
u

ar
te

r 
4

 

Jan 17 99.3%  0.7%  

Nov 
‘16 

99.4  0.6%  Feb 17 98.6%  1.4%  

Dec 
‘16 

100%  0%  
March 
17 

99.6%  0.4%  

Total 99.3%    Total 99.1%    

 

Response themes 

 

The majority of responses continue to be positive.  

 

Positive comments include:  

 

 Timely appointments and good breast feeding support and advice. 

 Everything is explained very clearly and my mind is always put at rest.  

 The care from midwives was brilliant.  

 Midwives are very knowledgeable and answered all my questions. Very impressed. 

 Attentive, supportive and caring. 5 star service.  

 The team are very caring and helpful. 

 Excellent service always friendly. Lots of help with breast feeding. 

 Midwives were lovely thankyou!!!Very impressed by the attitude and professionalism of all staff 

 Fabulous I could not ask for more.  

 Very professional and reassuring. Came away with all the relevant information.  

 Breast feeding support has been amazing from the maternity support workers. 

 
Negative comments included: 
 

Noise at night, staff talking loudly, bins slamming, music 

Action: All bins audited and new soft close bins ordered. Band 7’s to carry out increased walkabouts at 

night to ensure compliance with advice regarding noise from staff and radio’s/TV/mobile phones 

 

Improvement would be to allow partners to stay overnight. 

Action: in response to FF feedback an audit was commenced March 2017 to  ask women about partners 

staying overnight, this is a repeat audit as previously  it was approximately 50% of women who didn’t want 

partners to stay. Partners can stay however if there is an individual need. 

 

More help with baby care following surgery 

Action: The caesarean section pathway for women has been implemented with more personalised care for 

this group of women (care provided by the Band 3 team). The immediate feedback from women is very 

positive via F&F and social media. 

 

 

Actions and progress to date: 

 

The overall satisfaction in Q4 was 99.1%, a very slight decrease from Q3 position of 99.3%. This is often 

seen as a trend during periods of increased activity and acuity. This will be monitored over the next quarter. 
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Overall maternity services continue to receive extremely high satisfaction rates. Any negative response 

where a woman has voluntarily provided contact information by choice is followed up by a member of the 

senior midwifery management team. 

 

2. NATIONAL SURVEYS  

 

National surveys provide an important indicator of the quality of care at all points of a patient’s journey. In 

2016/17 we received the results of the national Adult In-patient Survey, which told us that our patients 

experience care was overall about the same as other Trust’s patients. There was two key problem areas 

identified – noise at night from staff and patient rating of food. 

 

Noise at night – the development of the Shh  (sleep helps heal) standards 

 

Noises that disturb patients were described as early as 1958 in “Noise 

Control in Hospitals”. These included squeaking trolley wheels, swishing of 

bed curtains, staff voices and noisy equipment. 

 

Our patients told us that this is still an issue, so it was time to revisit an old 

problem but with fresh ideas.  

 

A workshop  - “Shh – sleep helps heal….” was held with 15 patients, family 

members and carers, clinical staff and team members from the facilities 

service; the aim being identify the key things we could change to make a 

difference. Together the group identified a need to reiterate the sense of 

night time which appeared to have been lost due to the constant care needs 

of patients. A simple night time “charter” was developed which outlined 

standards for staff and for patients, to help make sure that we have a ward 

environment that promotes a good night’s sleep. 

 

This has led to a number of changes: 

 Our ward handover used to take place by the patient journey board which was by some four bedded 
ward rooms. This meant it was often noisy at handover time, after patients were starting to settle 
down. We moved the boards to a quieter location so now we don’t disturb so many patients, we can 
close the door to the one room we are by so the patients can sleep. 

 We asked our staff to wear soft soled shoes at night so it wasn’t so echoey along the corridors when 
they walked past. 

 We ordered some soft close bins for the patients rooms so it was quieter at night when we washed our 
hands 

 My team regularly turn the lights and buzzers down at night so the ward is less noisy and bright. I also 
learned how to turn the ringer down on the phones, so they aren’t as loud too. 

 We reminded our staff that even though it was busy at night, it was still the time patients should be 
sleeping so we now try to cohort patients who require night time intervention (care) where possible  

 

Patient rating of food – Developing a positive culture of food 

Over recent years many efforts have been made to improve patient rating of food, but with limited success. 

This result was at odds with other sources of patient feedback about food, such as the national Patient Led 
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Assessment Of Care Environment (PLACE) assessment, but was still thought to be important. It was agreed 

that a different approach was needed to try and make changes that will stick in the long term. A group of 

staff and patient representatives met and developed a plan of action. The plan was based around: 

 Improving information for patients about food options and choices, making sure that people are aware 
of what is available and when. This has been supported 
by the development of the pictorial bedside menu. 
 

 Making better use of the nutrition champions role (a 
member of ward or department staff with an interest in 
food and nutrition) to campaign at ward and department 
level. The champions have now identified areas of 
success for sharing, areas that need improving at 
individual ward level (rather then Trust wide) and 
opportunities to involve patients and family members in 
discussions about food. 
 

 Encouraging better teamwork around meal times. 
Housekeeping and clinical staff are working together 
to improve the preparation for meal times. This 
includes ward staff making sure that tables are clean 
and clutter is cleared and they are available at the 
time food arrives. Ward staff are doing taster 
sessions of the hospital food so that they can better 
understand the options available to patients. 

 

3. IMPROVING THE EXPERIENCE OF DISCHARGE  

 

The trust has faced unprecedented demand on our services in 2016-17. As part of our quality monitoring of 

the experience of patients at every step of their journey, we have undertaken a specific discharge survey. 

This telephone survey, facilitated by volunteers, has enabled 175 patients who have been recently 

discharged to tell us about what we did well and what we could do better.  

The discharge survey has continued to demonstrate improvements in 2016/17 with a good response rate 

from patients approached to participate. It is recognised however from other sources of feedback in the 

local community that there are concerns about some aspects of discharge. To address this, a review of the 

survey has been undertaken in partnership with patients, family members and carer groups, local 

community engagement committees and HealthWatch Portsmouth and Hampshire. The new survey is 

more detailed, and includes issues raised by partners in an endeavour to establish greater detail.  The 

survey will continue to be facilitated by survey volunteers and we are delighted that HealthWatch 

Portsmouth and Hampshire are going to support this initiative in 2017/18. 

4. PATIENT, FAMILY AND CARER ENGAGEMENT  

 

The Trust has increased the scope and scale of our patient, family, carer and community engagement and 

involvement.  Our engagement strategy, “Participation for Improvement” has been successfully 

implemented supported by the trust Patient Family and Carer Collaborative. This group, led by a lay chair 

includes recent patients, family carers, people from the local community and HealthWatch Portsmouth and 
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Hampshire. Amongst other things members act as advisers for policy and guideline development, receive 

external reports and make recommendations for action and help in the delivery of training events.  

We have effectively introduced processes by which 

stakeholders are involved in the identification of areas for 

improvement and partnership working to design the solutions 

to these issues. This has included: 

 Users of Older People’s Mental Health Liaison service who 
helped clinical staff identify what was most important to them 
when they were acutely physically unwell.  

 A communications workshop designed three standards 
which have now been published and included in clinical 
documentation  

 My Anticoagulation: what matters to me’ as part of a 
quality improvement (QI) project to improve the quality and 
consistency of patient education when starting anticoagulant 
medication used to prevent or treat blood clots, also known as 
thrombosis 

 

In addition, patients, family members, carers and members of 

the local community have been involved in the review of a 

number of operational policies, including the Access Policy 

(related to planned care and treatment) and the Discharge Policy. Community representatives with IT 

experience have supported the e-hospital team develop a specification for the tender for the patient portal 

element of the system, ensuring that this pivotal aspect of a new system meets the needs of people who 

will be using it. 

 

Our partnership approach has been recognised by leaders in the field of family carers. 

 

“When I visited QA, I was very struck by the sense of a team spirit, with staff at all levels working in 

partnership with carers.  I was equally struck by talking to the carers themselves (and the head of the local 

carers' centre) and hearing their views about how positive they now felt about the value and support given 

to carers in acute hospital settings.  I also noted the important creation of good relationships with agencies 

outside, like the local authority and wider community.  Perhaps best of all, there was a real sense of 

integrated and strategic planning and the continuous collection of evidence about 'what works’” 

Comment from Dame Philippa Russell, Vice President, Carers UK 

This year we have also significantly increased the number of stakeholders involved in the quality monitoring 

of our services. Members of the local community, as well as current and recent patients, family members 

and carers, routinely participate in our internal monitoring systems. People work alongside clinical staff, to 

review the quality of care provided to patients and seek the views of patients of their personal experiences 

during their stay.  

There is a pleasing increase in demand from clinical and non-clinical teams for patient and community 

representation on a wide variety of projects. We are now in the process of recruiting more people to help 

us reach our ambitious aim of meaningful participation in all quality monitoring, improvement and design 

events.  
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5. IMPROVING THE EXPERIENCE OF CARERS  

 

QAH – a carer friendly hospital  

 

Family carers provide unpaid support to people, who without that support would not cope. 

They make a major contribution to the health and wellbeing of the person they care for. 

Early identification and provision of support to family carers is key to ensuring that they are 

supported in their role, reducing the risk of hospital admission of the person they care for. To date, we have 

identified over 1000 carers who were not previously known to social care support systems. This means they 

have been offered help in their role, which will enable their own health and well being needs to be met, in 

turn ensuring they have a positive and rewarding experiencing of caring for someone close to them. 

During 2016/17 we have continued to develop strong working relationships with our local carer community 

and those services that help them.  Carers are becoming integral to our everyday work. They are 

represented at meetings, involved in quality monitoring activities and provide teaching for clinical and non-

clinical staff.  

Key achievements this year have been: 

 “This is us” - a carers passport has been co-designed with the local carer community, and 
implemented. 

 The Trust is part of a national initiative – “Always Events”, the aim being to improve the experience 
of carers whop support people with additional needs, specifically learning disabilities.  

 The co-design of an e-learning tool for health and social care staff to improve carer awareness at 
practice level.  

 Carers of people with vascular disease participated in a patient, family and carer reference group 
who advised the group managing the transfer of major vascular services to Southampton. 

 A Carers Café has been started, to provide advice, information and emotional support to family 
carers in the hospital setting. 

 We have been recognised as  committed to improving the experience of carers in the hospital 
setting and have presented nationally to share our learning.  
 

Sharing Our Learning 

The Trust has significant interest from other 

NHS organisations about the successful 

working partnership we have created with 

Portsmouth City Council Carers Team and the 

Princess Royal Trust for Carers. As part of the 

national Experience of Care Week, we were 

invited to host a webinar telling our story 

about how we have set up our QA Carer 

Friendly initiative. This was an exciting 

opportunity to share our learning nationally, talk about the challenges and give examples of practical steps 

taken. The webinar will be made available on social media. 
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6. IMPROVING QUALITY OF CARE FOR ADULTS WITH SPECIALIST MENTAL HEALTH NEEDS  

 

About 1 in 4 adults will have a specialist mental health needs at some time. Of 
these, many will require planned, outpatient or emergency care from one of 
Portsmouth Hospitals NHS Trust services. Patients with specialist mental health 
needs, their families and carers have told us that their care is not always of a 
consistently high standard.  
 

They said: 

“ we don’t need you to be experts in mental health but sometimes your attitudes towards us is not positive, 

your behaviour tells us you are not confident in caring for us and your skills are sometimes lacking” 

“You need to see past my mental health issues and see me….” 

 
We identified two reasons for this: 

1. A lack of access to specialist mental health advice and treatment for people aged 16 – 64 years old. 
Services were at the time only provided in the hospital for people aged 65 years and over ( Older 
People’s Mental Health) .  

2. Despite training having been provided to staff, the training had not made a sustainable change. A 
different approach was needed to ensure the experience needs of patients were met. 

 

Key developments 

The OPMH Team has now been joined by specialists in adult mental health. The team provide on site expert 

advice about patients needing urgent mental health interventions, and support and training for staff.  

A 5 day development programme was designed with mental health service users and provided to hospital 

staff. Covering issues about mental health law, ethical issues, attitudes and behaviours from a patients 

perspective, the programme led to changes including: 

 New training in ED for staff about patients who self harm 

 Health education for patients around alcohol consumption prior to head and neck surgery 

 Changes to the environment to help patients experiencing severe anxiety 

 Development of new documentation to prompt early assessment of patient with specialist mental 
health needs.  

 
Next Steps 
 

Meeting the acute care needs of people with enduring mental ill 

health has been a focus during 2016-17. There is recognition that 

the hospital also has an important part to play in ensuring that both 

patient and staff mental wellbeing is maintained or improved. So we 

have now started to add to our projects by working with the 

Portsmouth City Council Navigate project. This project aims to help 

people address mental health issues at a very early stage by the 

provision of programmes and signposting to support services.  

Moving forward, the Programme Coordinator will: 

 Attend our Carers Café to provide advice, information and 
support to family carers about how to maintain or improve 
their mental well being 
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 Provide information for patients, family members, carers and staff about the workshop 
opportunities “Lift Your Spirits” 

 Make links with our occupational health team to explore what further support can be provided for 
our staff. 

 

7. LEARNING DISABILITIES 

 

NHS England “Always Event” 

NHS England and Picker Institute Europe have been working together to look at how NHS organisations in 

England can develop ways to always meet the individual needs of patients. ‘Always Events’ are aspects of 

the patient experience that are so important to patients and family members that everyone must aim to do 

them for every individual, every time.  

We were invited to be one of the pilot sites to work with NHS England to develop our own Always Event 

while testing their toolkit. Our project is about improving engagement and access for patients with 

additional needs and their carers in out patients at QAH. The first stage was to hold a co-design workshop 

to begin to plan the way forward. We invited patients and carers to take part in this discussion and as a 

group, explored changes that could be made to improve the experience patients with additional needs and 

their carers have when they visit our out patient department. The three main areas of focus were 

 Making it easier to find their way to their appointments 

 Knowing what to expect when they arrive and staff to be prepared for their individual needs 

 Being greeted, having a human interaction when they arrive and being informed of any delays 
 

A plan is now in place to make the improvements needed. 

 

8. LIVING WELL TO THE VERY END - IMPROVING CARE FOR END OF LIFE PATIENTS AND THEIR RELATIVES 

 
End of Life Quality Improvement Project  
 
Following the CQC inspection in 2015, the Trust was assessed as requiring improvement in some aspects of 
end of life care. We were successful in securing support for the development of a programme, the aim 
being to improve the identification of patients at the end of life, and ensure they and their family are 
communicated with effectively (App 1).  
 
The multidisciplinary team invited staff to a launch event, patients and families to a focus group to help 
explore what matters most about end of life care interventions and a staff survey was completed. This 
project has resulted in: 

 Increased staff education 

 initiatives such as giving end of life patients and relatives control back with “do not disturb signs” to 
allow patients and families to have quiet time 

 The Adult Priorities Of Care document has been supplemented with an additional sticker ensuring 
families are kept informed. 

 Car parking discounts more readily available. 

 Daily safety huddles are held for the end of life patient which family are encouraged to attend.  

 The use of the AMBER care bundle has been rolled out in one area and plans are in place to roll this 
out in the second area also.  
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This project has supported a whole team engagement approach around end of life care and has highlighted 
its importance and the need for joined up care for patients. As some initiatives are on going, these will 
continue to be fed back into the end of life steering group and further roll out of initiatives across the 
whole trust will be achieved if appropriate. 
 
Understanding the experience of relatives in the last few days and hours. 
 
In 2016/17 228 relatives of people who died in the hospital, were invited to complete a survey about their 
experience of the end of life care of their family member, which included how they were supported. All 
people who were asked, had previously given consent to be contacted from about 6 months after the death 
of their relative. 
 
74 people in total responded, a good response rate of about 32%. Overall 88% of relatives reported that 
their relative was treated with respect and dignity most or all of the time. About 6% said that this was only 
some of the time.  80% of relatives fed back that they were adequately supported during the last 2 days of 
their relatives life but 20% said they were not.  
 
The End of Life Care Steering Group considered these results with other sources of feedback, including 
complaints an contacts with the Patient Advice and Liaison Service. Themes identified include: 

1. The need to ensure family, carers and relatives are more aware of what to expect for someone who 

is dying. 

2. To ensure each individual has a senior nurse and doctor as their named person and if the patient 

moves or teams change there is an open handover process with patients and families being 

informed of this. These actions aim to improve continuity of care. 

3. An improved education programme to include our patient representatives. 

4. To ensure sufficient communication and explanation of the process of dying. 

The survey is now on-going and this will allow us to monitor our progress in making the improvements 
identified as needed. 
 

Adult Priorities of Care (APOC) Documentation 
 
The APOC document provides a framework to support clinical staff in the assessment, planning and delivery 
of care to patients at the end of life, and their families. The document has been rolled out across the entire 
organisation and a recent review has shown that it is now in use for approximately 50% of relevant 
patients. Work will continue to increase the use during 2017/18, an audit will assess use and impact of the 
document.  
 
 

9. VOLUNTARY SERVICES 

 

Growing our volunteer community 

The trust is committed to becoming the preferred place for people of all ages, backgrounds and abilities to 

volunteer. During 2016-17 we have seen an increasing demand for volunteering opportunities, particularly 

from younger adults, who are looking for experience to support their academic studies or University 

applications.  

Nearly 350 people applied for a volunteering placement this year. Over 100 work with us already, another 

120 are finishing their training and the remainder have not completed their applications for a wide variety 

of personal reasons. 
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We have also developed many more “safe and supported placements”. 

These provide a chance for people who would normally not think about 

volunteering to join our vibrant volunteer community, develop a variety of 

skills and have the social contact with other people that many want and 

need. We are proud to have supported people with enduring mental ill 

health, learning disabilities, additional needs and addiction issues to work 

with us, and in return they have made a major contribution to improving 

the experience of patients, families, carers and staff.  

Sarah is one of our volunteers. She has Asperger Syndrome which means 

she has some difficulty with communication and social interaction.  This is 

Sarah’s story. 

 

 

 

10. CONCLUSION 

 

 We have faced a number of challenges in 2016/17 with the continued demand on our emergency services, 

which has impacted to some extent on our planned services. Patients, family members, carers and the local 

community have supported us in our ambition to provide a positive experience of care which is safe and 
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effective by taking the time tell how we are doing, helping us monitor the quality of our services and 

offering expertise, ideas, time and energy in developing solutions to problems. 

Going forward, we will further develop the opportunities for people to provide feedback from all walks of 

life, so we can continue to better understand what matters most to patients, their families and carers. We 

shall reach out to a wider range of our local community to ensure that as many groups can have their say 

about their local hospital and help us make changes that will really make a difference.
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App 1 
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The National Adult Inpatient Survey 2016 

Introduction 

The annual national Adult Inpatient Survey aims to understand what patients think of healthcare 
services provided by the Trust and is one of a variety of methods of collecting feedback which helps 
us understand the patient experience. It adds particular value by providing a benchmark against all 
other similar trusts, allowing us to know how we are doing in comparison to others. 

The 2016 survey invited a sample of patients who had been in hospital for one night or more in July 
2016 to complete and return a postal survey. The survey, distributed in September 2016, asked 
questions about their experience throughout the entire hospital stay and requested that patients 
provide a rating for their overall experience of care.  533/1211 (44%) patients responded.  The 
report was published on 31 May 2017. 

Key Results 

Patients told us that their overall experience of care was 8.1/10, a small improvement from 8/10 in 
2015. The Trust was reported as being “about the same” as other Trusts in all 10 domains (see fig 1). 
This was an improvement from the last survey, when the Trust was reported as being “worse than” 
in ED.  

There were two significant 
improvements since the last 
survey: a reduction in the 
number of patients 
reporting sharing sleeping 
arrangements with people 
of the opposite sex and an 
improvement in ward 
cleanliness. 

 There were no questions 
where there was a 
significant deterioration in 
the response but there were 
two questions where the 
Trust is benchmarked as 
being worse than other 
Trusts. These are noise at 
night from staff and time to 
answer a call bell.                                                                                                                                       Fig 1 
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Key areas for improvement 

Some of the questions in the survey have been identified nationally by patients as being more 
important than others, and this has been considered when deciding the local improvement 
priorities.  Whilst a question may have a lower than average response score, if this question is not 
important to patients, resources may be better targeted at those that do matter most.   

The 4 key areas which have been identified as being most important to patients and requiring 
improvement are: 

1. Not enough help to eat meals 
2. Slow response to call button 
3. Could not find staff member to discuss concerns 
4. Noise at night from staff 

a. It is noted that since the collection of this feedback, a project to reduce noise at night 
has commenced. The Shh (sleep helps heal) Project (App I) will be evaluated in July 2017.  

The outline improvement plan (see App II) has been agreed at the Patient Experience Steering 
Group, a sub-group of the Governance and Quality Committee, which has overall responsibility for 
the implementation of the plan and delivery of the required outcomes.  A detailed monitoring 
programme which will involve active participation of lay members of the Patient, Family and Carer 
Collaborative1 is being developed with a schedule to be published in August. 

Reporting 

Progress will be reported to the bi-monthly Patient Experience Steering Group and outcomes to date 
in the Patient Experience Quality Report each quarter commencing August 2017. 

 

Sarah Balchin 
Head of Patient Experience 
June 2017  

                                                           
1 The Patient, Family and Carer Collaborative:  a forum to support the engagement and involvement of patients, 
family members and carers in the design, development and monitoring of the quality of care and services. 
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App I 
 

Noise at night – the development of the Shh  (sleep helps heal) standards 
 
Noises that disturb patients were described as early as 1958 in “Noise 
Control in Hospitals”. These included squeaking trolley wheels, 
swishing of bed curtains, staff voices and noisy equipment. 
 
Our patients told us that this is still an issue, so it was time to revisit 
an old problem but with fresh ideas.  
 
A workshop  - “Shh – sleep helps heal….” was held with 15 patients, 
family members and carers, clinical staff and team members from the 
facilities service; the aim being identify the key things we could 
change to make a difference. Together the group identified a need to 
reiterate the sense of night time which appeared to have been lost 
due to the constant care needs of patients. A simple night time 
“charter” was developed which outlined standards for staff and for 

patients, to help make sure that we have a ward environment that promotes a good night’s sleep. 
 
This has led to a number of changes: 
· Our ward handover used to take place by the patient journey board which was by some four 

bedded ward rooms. This meant it was often noisy at handover time, after patients were 
starting to settle down. We moved the boards to a quieter location so now we don’t disturb so 
many patients, we can close the door to the one room we are by so the patients can sleep. 

· We asked our staff to wear soft soled shoes at night so it wasn’t so echoey along the corridors 
when they walked past. 

· We ordered some soft close bins for the patients rooms so it was quieter at night when we 
washed our hands 

· My team regularly turn the lights and buzzers down at night so the ward is less noisy and bright. 
I also learned how to turn the ringer down on the phones, so they aren’t as loud too. 

· We reminded our staff that even though it was busy at night, it was still the time patients should 
be sleeping so we now try to cohort patients who require night time intervention (care) where 
possible  
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App II 

Adult Inpatient Survey 2016 Improvement Plan 

Issue Outcome required  Responsible 
officer/group 

Action required Target date 

Not 
enough 
help to 
eat meals 
 

Increase in number 
of patients ( or family 
member/carer) 
reporting  getting 
enough help at meal 
times 

Hospital Food 
Group 
(reporting to 
Patient 
Experience 
Steering 
Group)  

· Understanding the 
patient experience:  
increase staff 
awareness of patient 
reported experience 
of help at meal 
times. 

· Shorter term 
solution: Increase 
number of meal time 
volunteers, providing 
increased number of 
training 
opportunities. 

· Longer term and 
sustainable solution: 
undertake workshop 
with patients, 
community 
representatives and 
staff  to design 
solutions together – 
“Improving the 
experience of eating 
and drinking in 
hospital”. 

· Develop and 
implement improved 
monitoring of patient 
experience of meal 
times.  

· End August 
2017 

 
 
 
 
 
· Commencing 

August 2017 
 
 
 
 
· End October 

2017 
 
 
 
 
 
 
 
 
 
 
 
· End August 

2017 

Slow 
response 
to call 
button 

Reduction in number 
of patients reporting 
a delay in answering 
call button. 

Patient 
Experience 
Steering Group 

· Patient, family and 
carer collaborative 
(PFCC) to undertake 
observation of care 
studies in ward 
areas. 

· PFCC to talk with 
patients about their 
experience of having 
the call button 
answered. 

· Areas of best practice 
and areas of 
improvement to be 

· End 
September 
2017 

 
 
 
 
· End 

September 
2017 

 
· From 

October 
2017 
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identified and shared 
by the PFCC at ward 
level. 

· Develop and 
implement improved 
monitoring of patient 
experience of meal 
times 

 

 
 
 
· End August 

2017 
 

Could not 
find a 
member 
of staff to 
discuss 
concerns 

Reduction in number 
of patients (family 
members/carers) 
who report not being 
able to find a 
member of staff to 
talk to about their 
concerns. 

Patient 
Experience 
Steering Group 

Develop and commence 
implementation of  a 
programme of work – “ 
what to do if you are 
worried”. To include: 
· Refresh of “nurse in 

charge” 
· Review of “What to 

do if you are 
worried”  leaflet. 

· Use of hot boards to 
clearly identify who 
is available to speak 
to on shifts. 

· Publicise the 
Chaplaincy Support 
Service. 

· PFCC to speak with 
patients, family 
members and carers 
about how they do 
and can raise a 
concern. 

· Routine monitoring 
of patient, family and 
carer experience of 
raising a concern.  

 

· End 
September 
2017 

Noise at 
night from 
staff 

Fewer patients report 
being disturbed by 
noise at night from 
staff 

Patient 
Environment 
Partnership 
Group 

· Continue with the 
implementation of 
the Shh (Sleep helps 
heal) Project  

· Evaluation 
July 2017 
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TRUST BOARD PUBLIC – JULY 2017     Agenda Item Number: 121/17 
         Enclosure Number: (7) 

Subject: Capital Programme & Progressing discussions with NHSI 

Prepared by: 
Sponsored by: 
Presented by: 

Gary Bryant – Operational Director of Finance 

Chris Adcock – Director of Finance 

Gary Bryant – Operational Director of Finance 

Purpose of paper To update the Committee on the progress of agreeing the capital 
programme and identify the next steps 

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 

 
· Understand the implications of how the capital resource limit 

has been calculated 
· Review the current capital schemes put forward in 2017/18 
· The ongoing discussions with NHSI concerning capital and 

cash 

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

· Agree to limit the capital spend to committed schemes only 
until: 

· A Capital Priorities group has been established 
· A balanced programme can be agreed 
· Additional sources of capital can be identified 
· To note the recent letter sent to NHSI 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

· To undertake a complete review of how the capital resource 
limit is calculated with its impact for future years 

· Get NHSI to acknowledge the CRL issues and how additional 
CRL can be achieved, or other alternatives for capital 
investment 

· Provide a comprehensive 5 year capital programme for PHT 
to recommend to the 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 Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference  

Risk Description  

CQC Reference  
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SMT 

CPG Terms of reference SMT  

Finance and Performance Committee 

1 June 2017 

28 June 2017 

29 June 2017 
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Introduction 
 
A capital programme for 2017/18 needs to be recommended to the Board for approval, so that the 
Trust can ensure that its asset base is adequately maintained and new equipment purchased is 
against an agreed governance process of capital prioritisation. 
 
This paper sets out: 
 

1. The proposed capital programme as it currently stands,  
2. The capital resource limit available to fund the programme 
3. The options to limit the capital spend within the resource available 
4. The implications of the new capital resource regime 
5. The next steps 

 
Background 
 
A Trust’s capital resource limit (CRL) is used to quantify the amount available to spend on capital 
purchases and it is a statutory duty that a Trust cannot overspend against that limit. 
 
In simplistic terms, a Trust’s CRL is calculated by the value of its depreciation, plus receipts from 
the sale of assets, cash reserves built up from surpluses from its income and expenditure account, 
less the principal repayment of any capital loans. 
 
For PHT with a large PFI hospital the depreciation cost of the PFI asset was also deducted from 
the calculation, in recognition that the PFI partner maintains the hospital and NHS capital is not 
required for this expenditure. 
 
A major change for 2017/18 however has radically altered the calculation as shown in the table 
below: 
 
£000’s Old Method Current Method 
Depreciation 17,500 17,500 
Plus asset sales 0 0 
Less depreciation of the PFI asset (8,114) 0 
Less repayment of capital loan principal (560) (560) 
Less capital element of any finance lease  (1,057) 
Less capital element of the PFI unitary payment  (11,624) 
   
Capital Resource Limit 8,826 4,259 
 
As a result of the above change, PHT has seen a reduction of £4.6m (52%) from its capital 
programme. With little ability to generate capital receipts, or make further borrowings, this 
constraint will have a material impact on any investment at a time when much of the equipment is 
coming up for replacement at the same time due to the major equipment refresh which coincided 
with the opening of the new hospital in 2009. 
 
PHT has been making representation to NHSI ever since the revised calculations were 
communicated to the Trust raising its material concerns in relation to the risks this presents to the 
Trust’s ability to maintain its capital stock and respond to new demands in relation to IT, medical 
equipment and any other non-PFI related capital requirements. The structure of the PFI payments 
sees the capital element of the unitary payment increasing over the years, to the point where it is 
potentially higher than the initial depreciation, which would lead to the Trust having a negative CRL 
at that point, with no capital resources available to it and a potential cash repayment requirement 
as a result. Further work is required to substantiate this and what the full and quantified 
implications could be.  
 
Attached at appendix 2 is the latest correspondence sent to NHSI setting out the Trust’s position, 
confirming the current cash position, and potential alternatives to increasing the available capital 
for investment. 
 
Without resolution to these issues, our ability to meet the equipment requirements of the hospital in 
order to provide safe services is likely to be materially impacted.  As set out below, the carry 177



 
 

forward of the 16/17 CRL underspend into 17/18 provides a limited mitigation in the coming 
financial year in the light of the continuing cash constraints, in that previous years priorities will not 
completely consume the 17/18 CRL, but the availability of resources for new and pre-identified 
priorities for 17/18 remains under serious pressure.   
 
Any increase in the CRL would of course require that the Trust was able to manage its’ I&E and 
cash positions to sustain a higher level of expenditure, and this would require as a minimum 
delivery of the plan in year. 
 
Capital Programme for 2017/18 
 
During 2016/17 it was likely that PHT would undershoot it’s CRL by £4.1m due to slippage rather 
than the imposition of restrictions and agreement was reached with NHSI to carry this forward into 
the current year. Capital lifecycle costs of the PFI asset have also been estimated at £5.8m (which 
forms part of the £11.6m in the table above), and an assumption of donated assets at £0.3m. 
 
These taken together gave the Trust an overall CRL of £14.5m for 2017/18. A capital programme 
submitted as part of our NHSI plan is shown below. 
 
£000’s Capital Programme Matched Funding 
Lifecycle Costs 5.805 5,805 
Medical Equipment from 2016/17 3,425 4,100 
New medical Equipment (big ticket items) 2,233 

4,259 Replacement Medical Equipment 708 
I.T. 1,144 
Estates (non PFI) 849 
Donated Assets 300 300 
Capital Programme/CRL 14,464 14,464 
 
Current Position 
 
The current capital priorities and bids from the service are attached in appendix 1.  (Excluding 
lifecycle and donated assets) with a summary of the key areas shown below. 
 
£000’s Capital Programme Proposal 
2016/17 Brought Forward 4,259  4,259 
Big Ticket Items 6,320  1,100 
Replacement Medical Equipment 1,676  500 
I.T. (no detail but c£600k will be capitalised staff costs) 1,500  1,500 
Estates 3,190  1,000 
Total Program (from internally generated funds)  16,945 8,359 
 
A suggested working proposal is shown above, but should be seen as a guideline only. 
 
Next Steps 
 

1. The extent to which the capital programme could be over-committed suggests that a radical 
prioritisation of need is undertaken across the Operational functions of the Trust.  This will 
require significant and senior clinical leadership and will be supported by the Finance, IT 
and Estates teams. £4.3m is already committed (subject to any business case review and 
sign off), which leaves £4.1m available against items current totalling £12.6m. There is 
already an underlying commitment in I.T. of £600k to manage revenue to capital staff costs 
although this is currently under-review pending final agreement of the capital priorities, and 
might entail changing our accounting practice to leave costs in revenue, subject to the 
impact on our control total. 

Action: A capital priorities group will be set up to meet as soon as possible to take forward the 
above recommendation. These priorities will then be presented to SMT for ratification (or 
otherwise), and presented to the Finance and Performance Committee for Board approval. Draft 
terms of reference are attached (appendix 3) and went to SMT 28 June 2017. 178



 
 

 
2. It is necessary to have a robust 5 year capital programme that supports the overall strategy 

of the trust. This will be an explicit component of the longer term planning arrangements, 
developed with each CSC and the Trust Board. 
 

3. Work will continue to understand the impact of the change in the CRL calculation, including: 

- Future years impact 
- Whether capital lifecycle costs can be better predicted due to the estimated values provided 

during the planning timetable. 
- Liaising with NHSI over how the funding arrangements can be mitigated. 

 
Action: The finance team have already started discussions with the capital and cash team within 
NHSI and have submitted our position in a letter dated 16 June 2017. A copy of that letter is 
presented in a separate paper.  
 

4. Finally, other sources of capital will be investigated, such as through the STP to ensure that 
large capital projects can be taken forward, though it must be recognised that public capital 
is already constrained to at least 2020. 
 

5. Additionally there are a number of schemes that would require external funding, either 
through PDC, Loans or other centrally sourced capital. 

 
£000’s Capital Programme 
Linear Accelerators 11,400  
E-Hospitals 45,000  
A&E Upgrade 20,000  
Theatres 5,000  
  81,400 

 
All of the above schemes have currently been submitted through the STP capital bid process, 
which is currently over £500m For HIOW. With central capital very limited for the foreseeable 
future, it is unlikely that everything will or can be funded, even if spread out across a number of 
years.  NHSI have advised that all external capital funding requirements must be submitted 
through the STP bidding process and the Trust is currently pulling together these bids.  At present 
the Trust is bidding for the £81.4m set out above.  It should be noted that a national programme 
has separately been established for the replacement of linear accelerators and the Trust has 
submitted its bids to this programme.   They are included in the list above for submission to the 
STP on the basis that no funding has yet been confirmed through the alternative route. 
 
Action: Capital bids (as above) and the associated business cases were submitted to the STP w/e 
19 May. 
 
Recommendations 
 
The Committee is asked to recommend to the Trust Board: 
 

1. Limit the capital programme to current commitments (subject to approved business cases) 
until 

2. A capital priorities group (CPG) is created to identify how the balance can be spent, agreed 
at SMT, and approved by Board Committee. 

3. Seek further central capital initiatives to facilitate both large capital schemes and schemes 
not committed from 2 above. 

4. Support the Director of Finance in seeking potential solutions with NHSI over the current 
capital regime that appears to unduly penalise PHT and to note the letter sent to NHSI 
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Appendix 1. – Capital Programme – List of capital items and bids 

£000’s Capital Programme 
2016/17 Brought Forward   
-MRI2 1,750  
-Defibrillators 975  
-Pharmacy Robot 840  
-Renal Dialysis 364  
-Commitments from 2016/17 capital programme 330 4,259 
Big Ticket Items   
Endoscopy Stack 175  
Cath Lab 1 & 2 1,000  
Mobile Image Intensifier X 2 180  
Ultrasound Machines X 6  385  
Gamma Camera 660  
Interventional 2 930  
Petersfield x-ray 330  
CT1 RDCU 1,180  
CT3 OP 1,180  
Mammography 300 6,320 
 
 
Replacement Medical Equipment 

  

W&C - theatre table 36  
W&C - NICU incubators (x4) 88  
W&C - Resuscitaire 30  
W&C - Camera colposcopy 16  
Medicine - Scopes Endo - Colonoscope 97  
Medicine - Scopes Endo - ERCP Olympus scopes 129  
Medicine - Light source, processor system  72  
Medicine - Endo - Double channel therapeutic Endoscope 30  
Medicine - Capsule endo system 7  
CHAT - Power tools 85  
CHAT - Cell salvaging device 84  
CHAT - ENT operating microscope 60  
Clin Supp - Phase 2 scope replacement TBA  
Clin Supp - Ultrasound Paeds 80  
Clin Supp - Neurophysiology - various 241  
Clin Supp - IPC boxes 34  
Clin Supp - Asset Tracking System 355  
H&N - Chrome casting kit 29  
H&N - Biopolar Cautery Machine 15  
H&N - Ophthalmology - Spectralis OCT 75  
Cancer & Surg - Lin acc in-vivo dosimetry diode array x 2 33  
Cancer & Surg - Sonosite Titan ultrasound machine  80  
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£000’s Capital Programme 
Cancer & Surg - Holmium YAG Laser for stone work  TBA 1,676 
   
I.T. (no detail but c£600k will capitalised staff costs) 1,500 1,500 
   
D level theatre pendants and ventilation upgrade 200  
Pharmacy Offices (relocate from temporary location) 40  
Discharge Lounge 200  
QAH site access (audit actions) 100  
QAH Function Room - (Med Photo / Diabetes / Stoma Care) 200  
QAH Air-tube investment 75  
QAH lifecycle maintenance - PHT changes 100  
Endoscopy (JAG single-sex) 300  
DOSA / TAS  500  
Ambulatory 575  
Day surgery recovery 450  
Bognor dialysis capacity - urgent 200  
Rodney road utilisation - strategy space utilisation 250 3,190 
   
Total Program (from internally generated funds)  16,945 
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TRUST BOARD PUBLIC – JULY 2017     Agenda Item Number: 122/17 
        Enclosure Number: (8) 

Subject:  Aligned Incentives Contract Variation 

Prepared by: 
 
Sponsored & Presented by: 

Chris Adcock, Director of Finance, Gary Bryant, Operational Director 
of Finance and Kevin Nederpel, Deputy Director of Finance 

Chris Adcock, Director of Finance 

Purpose of paper  To inform the Committee of the 2017/18 contract situation, 
especially in regard to final Board agreement of the formal contract 
variation. 

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 

1.  The Trust has a full PbR contract in place with all 
commissioners, but has signed a heads of terms with the 3 
local CCGs to seek an alternate form agreement that aligns 
incentives better to enable radical local system redesign at 
reduced financial risk to both. 

2. Agreement of the aligned incentives contract is nearing 
completion and signature of a formal Variation to contract is 
imminent. 

3. A work programme for local system benefits realisation is 
proposed but needs Trust-wide reinforcement and support, 
with risk identification and management processes to protect 
the Trust from any identified unintended consequences. 

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

 The Committee are asked to note and approve the progress to date 
and planned actions towards contract variation signature. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

The Contracts team will incorporate any feedback / output from the 
Finance and Performance Committee in future action planning. 

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 1. Deliver safe, high quality patient centred care. 
2. Develop sufficient financial strengths to adapt to change and 

invest in the future 

Board Assurance Framework/ 
Risk Register Reference N/A 

Risk Description N/A 

CQC Reference 1. Safe 
4. Responsive 182



5. Well-led 

 

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

Finance & Performance Committee 29 June 2017 
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DRAFT - Contract variation to incorporate the needs identified for improved whole system working and 

stability – 2017-18 

1. Executive summary 

 

1.1. The agreed work to align incentives between Trust and local CCG commissioners is under way. It is 

now necessary to formally vary some terms of the CCG/Trust 2017/18 contract to a) prevent 

adverse funding agreements impeding payments implied and agreed  for services to date and b) 

allow further collaborative work to progress with confidence from both sides. 

1.2. The detailed work plan to complete the whole system approach to 2017/18 is not yet complete, and 

the Joint actions and Trust actions necessary to complete this are set out. 

1.2.1. The main joint task with CCGs is to establish and formalise a Joint Executive Forum to oversee 

all aspects of the aligned incentives agreement as a cross-organisational entity. 

1.2.2. Some PHT tasks are also outlined to ensure Trust governance and financial sustainability are 

managed effectively. 

 

2. Aligned incentives agreement with local CCG commissioners 2017/18 

 

2.1. Background 

 

2.1.1. PHT and the 3 main CCG commissioners identified, in planning the 2017/18 financial year 

activity and finance, a number of serious risks for all parties, including rising demand for 

services potentially generating a significant CCG affordability gap. £12m (possibly £20m after 

growth and ‘HRG4+’) of unidentified QIPP was needed to close the funding gap whilst PHT had 

no capacity plan that could deliver the modelled demand.  There was no joined up and funded 

system plan to address all of the issues. 

 

2.2. Alignment of Boards and co-operative working structure 

 

2.2.1. It was agreed by both Boards that the system must better align all parties’ priorities and 

incentives to enable us to combine capabilities, drive down system costs, reduce any 

disincentives to do the right thing, and ensure that we can all focus effort where it supports 

the delivery of system objectives in relation to improving services to patients and achieving 

financial sustainability.  

2.2.2. On 9 June 2017 the PHT Executive Management Team discussed the content of the variation 

agreement in detail and agreed a series of actions required to address risk identified within the 

variation agreement or the current ways of working across the system, which would adversely 

impact on the full achievement of benefits available through this new approach for the system. 

2.2.3. A work plan with overarching values and behavioural changes required, and a revised local 

system management structure were agreed. These are both under implementation, and 

further actions required to complete this work as set out in Appendix 2a and 2b.  

Further background to the agreement is provided in Appendix 4. 
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2.3. NHS Standard contractual & National Tariff impediments to the agreement 

 

2.3.1. All parties having agreed the necessity to change the way we work together locally, and it was 

recognised that, although the majority of the National Standard NHS contract and National 

Tariff Payments System (NTPS) are in accord with whole system working, some aspects of  the 

current NTPS payment system and contract required attention – mostly the reliance on patient 

attendance for the generation of provider income, but also the one-size-fits-all PbR approach 

given to different risks involved by different types of activities and their costs, and the 

potential financial impact of some fines, penalties and contractual challenges.  

2.3.2. Both parties had previously discussed alternative contractual forms and had undertaken work 

to understand the case for change.  Some other systems’ approach to this issue were 

reviewed, notably Bolton and West Kent.  

2.3.3. Both CCG and Trust Boards agreed for our contracts teams to modify parts of the mandated 

National Contract and linkages with the NTPS by mutual consent along similar lines to the 

model adopted in Bolton and West Kent, to ensure all parts of the contract better reflected, 

enabled, supported and encouraged joint and co-ordinated working along the lines desired and 

agreed by the respective Boards and governing bodies. 

2.3.4. The attached variation to the contract (Appendix 1) reflects that contractual work, and, 

together with the joint system action plan outlined in Appendix 2 section 1, will be the written 

confirmation of the transactions necessary to complete the two Boards’ agreement to work 

differently together towards whole system recovery. 

2.3.5. Some formal amendment to the contract terms is required at this stage, as enactment of some 

payment systems for month 1 is currently required by the current signed contract. Variation of 

the main terms outlined by the attached contract variation will enable the Trust to be paid in 

accordance with the aligned incentives agreements terms intended for 2017/18 at month 1 

instead. 

 

3. Request of the Board 

The Trust Board is requested: 

3.1. To confirm the Trust Board’s detailed commitment to the joint working necessary for whole system 

to achieve financial sustainability. 

3.2. To approve the formal variation of the NHS Standard contractual mechanisms (Appendix 1) made to 

enable the agreements for system working to proceed as envisaged including formation of the Joint 

Exec Forum as a condition precedent to the contract variation. 

3.3. To approve the Trust’s commitment to the Joint Exec Forum action plan (Appendix 2a). 

3.4. To approve the PHT internal action plan to address risk and sustainability issues (Appendix 2b). 
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Appendix 1 –  

Contract variation agreement – The variation needs inclusion of appendix 2 with commitment to accept 

formation of JEF with membership requirements and associated objectives by a certain date. 

 

VARIATION AGREEMENT 

 

Contract/Variation Reference: PHT-ACUTE-PCCG-2017-19    Variation 20170401/001 

Proposed by: Portsmouth Clinical Commissioning Group on behalf of NHS England and on 

behalf of Commissioners 

Date of Proposal: 27
th

 March 2017 

Date of Variation Agreement: 31
st

 March 2017 

 

Capitalised words and phrases in this Variation Agreement have the meanings given to them in the Contract 

referred to above. 

1. The Parties have agreed the Variation summarised below: 

 

Variation to amend the 2017-2019 Contract between Portsmouth Hospitals NHS Trust (PHT) and 

Portsmouth Clinical Commissioning Groups. 

This variation affects the following CCGs: 

• Fareham & Gosport Clinical Commissioning Group 

• Portsmouth Clinical Commissioning Group 

• South Eastern Hampshire Clinical Commissioning Group 

The Variation  

- Appends the following to the contract to be considered included documents to be relied upon 

o Document 1, Aligned Incentives Contract MOU, an Appendix to 2017/18 -2018/19 

Standard NHS Contract 

� A document which sets out the principles of the Aligned Incentives Contract 

between Portsmouth Hospitals NHS Trust (PHT) and Fareham & Gosport, 

Portsmouth and South Eastern Hampshire Clinical Commissioning Groups (PSEH 

CCGs). 

o Document 2, Principles of working  

- Schedule 3, Parts A,B,C,D,E,F to be replaced with the attached.  
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2. The Variation is reflected in the revised attached Particulars and Service Conditions bearing the 

contract reference and variation number set out above and the NHS Standard Contract [full length / 

shorter-form]** 2017-19 General Conditions published November 2016 and the Parties agree that the 

Contract is varied accordingly. 

 

3. The Variation takes effect on 1 April 2017. 

 

IN WITNESS OF WHICH the Parties have signed this Variation Agreement on the date(s) shown below 

 

SIGNED By  

………………………………………………………. 

Signature 

LINDA COLLIE 

For and on behalf of  

PORTSMOUTH CCG 

 

………………………………………………………. 

Title 

 

………………………………………………………. 

Date 

SIGNED by   

………………………………………………………. 

Signature 

MAGGIE MACISAAC 

for and on behalf of  

SOUTH EASTERN HAMPSHIRE CCG 

 

………………………………………………………. 

Title 

 

………………………………………………………. 

Date 

SIGNED by   

………………………………………………………. 

Signature 

MAGGIE MACISAAC 

For and on behalf of  

FAREHAM & GOSPORT CCG 

 

………………………………………………………. 

Title 

 

………………………………………………………. 

Date 

SIGNED by   

………………………………………………………. 

Signature 

TIM POWELL for 

and on behalf of  

PORTSMOUTH HOSPITALS NHS TRUST 

(THE PROVIDER) 

 

………………………………………………………. 

Title 

 

………………………………………………………. 

Date 
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Document 1, Appendix to 2017/18 -2018/19 

Standard NHS Contract 

 

This document sets out the principles of the Aligned Incentives Contract between Portsmouth Hospitals NHS 

Trust (PHT) and Fareham & Gosport, Portsmouth and South Eastern Hampshire Clinical Commissioning 

Groups (PSEH CCGs). 

 

Contractual Status 

1.1 This agreement is set between PHT and PSEH CCGs as Provider and Commissioner, with 

Portsmouth CCG being the host commissioner.  

 

1.2 This agreement is made and entered into as part of the contractual agreement between them for 

two years from 1st April 2017 to 31st March 2019. 

Principles 

 

The significant savings that need to be delivered by all parties will only be delivered through the adoption of 

a radically different approach founded on consistent objectives and a new contractual framework. 

 

This document sets out the way in which the Aligned Incentives Contract works to enable cost to be 

removed from the entirety of the Portsmouth & South East Hampshire health system. The approach is 

designed to deliver the 2017/19 contract on a basis that safeguards service delivery, provides some certainty 

of income to the Trust, within the affordability of the CCG allocations, and allows the system to reduce costs 

accordingly without adversely affecting either party’s financial position. 

 

For the avoidance of doubt, unless stated in this document, the Standard NHS Contract terms and conditions 

will apply. 

 

The purpose of this document is to initiate a change in the way the organisations will manage the 

contractual relationship, focusing on working together in a spirit of co-operation and partnership, sharing 

information openly and built on aligned incentives and trust.  Some of the key principles that underpin this 

are: 

 

• Deficit of any organisation named in this agreement is a failure of all parties (in due course there is a 

need to extend this concept to wider system working) 

• Aligned incentives 

• Risks faced, shared, managed 

• Enabling and supporting the locality vision 

• Place based, system working 

• Focus on value – cost, efficiency, effectiveness and quality 

• Contracts that enable transformation 

• Aligns clinical and business risk across the system 
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• Focus on reducing variation 

• Shared accountability and responsibility 

• Resets behaviour to one based on system working rather than silo mentality 

 

We will ensure our behaviours support these principles through: 

• Openness, transparency and trust 

• Honest and mature conversations 

• Openness to constructive challenge 

• Facing up to the challenges and making realistic assessments of delivery and risk 

• Collaborative working 

• Respecting each other’s challenges and views 

• Modelling these values through our behaviours both within and outside our organisations 

 

A number of areas require detailed plans developed to underpin the above agreement. These are currently 

only agreed at a high level to make them operational within the live contract before the contract start date 

on 1
st

 April 2017.  There will therefore be a detailed planning process from 1
st

 April 2017 to finalise this 

arrangement. 

High Level Agreement 

The agreed Expected Income Guarantee (EIG) and Contract Start Value is £328,745,717. This excludes 

Identification Rules activity transfer from NHS England Specialised Commissioning. It is expected that this 

will be added to the EIG once confirmed. 

This will operate as an Aligned Incentives Contract.  All parties recognise they need to work together to 

reduce cost in the system as this start value does not represent affordability for any party to the agreement. 

It means: 

• The Aligned Incentives contract continues throughout the life of the contract as a live agreement; 

• There will be a joint live shadow monitoring process against the expected finance and activity plan 

which will be jointly monitored; 

• The 18/19 Contract Value will be reviewed against performance against the latest Expected Income 

Guarantee, adjusted if appropriate, and uplifted as Per National inflator, cost pressures, CNST and 

system cost reductions achieved; 

• The attachment sets out key facts to be relied upon as part of this agreement. 

Quality KPIs 

Both parties commit to work together to improve the quality of care in line with both National and local 

quality KPIs as set out in the standard NHS contract.  However for the purposes of this arrangement, there 

will be no financial penalties associated with quality targets applied by PSEH CCGs.  Failure of a quality target 

will initially trigger all parties jointly agreeing remedial action plans that do not increase costs for the PSEH 

Health System. 
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Associate Commissioners 

Associates to the PHT contract will initially be based on a full PbR contract.  This means that CQUIN will be 

paid in accordance with achievement and any contractual penalties will be applied by associates.  

Portsmouth CCG agrees to work with key associates to seek to transfer them onto a common contract form 

where appropriate.   

 

 

190



Contract title/ref: PHT-ACUTE-PCCG-2017-19   Variation 20170401/001 

 

4 | P a g e  

 

Aligned Incentives Contract Between PHT and PSEH CCGs 2017 

Activity Reduction Incentive Cost Reduction Incentive for pass-

through costs 

Fixed Income Cost Risk Share 

Payment based on a level of income 

which is protected against loss of 

PBR income due to activity 

reduction or remodelling.  

 

This is intended to create conditions 

to reduce activity, transform 

services and improve data quality 

where clinically and economically 

appropriate. 

 

 

Payment based on calculated contract 

value. If costs reduce then the benefit 

will be shared in accordance with the 

risk/share agreement. 

 

If costs rise then the CCG will be liable. 

 

This is intended to put incentives into 

the system for reducing costs in this 

area 

 

Payment level is fixed. 

 

This is intended to give security of 

the position for both parties. 

The expected level of income is 

guaranteed.  In the event of activity 

above plan the health care system as 

a single “place” will take joint 

responsibility and develop action 

plans.  Additional funding over the 

expected income guarantee will be 

agreed and funded through the Risk 

Reserve which will be created. 

For services where there are 

opportunities to reduce activity, 

shift activity into different care 

settings or delivery modes or where 

either party identifies opportunities 

to improve the quality of data. 

For services where there are potential 

cost reduction opportunities relevant 

to all pass through costs 

For services where activity and 

costs are relatively controllable or 

not volatile and can be prioritised 

within available resources. 
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Day Case / Elective 

Outpatients 

Diagnostic Unbundled 

Secondary care therapies 

Direct access 

 

High Cost Drugs 

Excluded devices 

 

Existing block arrangements 

including CQUIN 

 

Critical Care 

A&E 

Non-Elective 

 

These service lines are listed in their proposed categories which may be subsequently refined or adjusted with agreement of all parties. 
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Specific terminology and mechanisms of the agreement 

Expected Income Guarantee 

(EIG) 

£328,745,717.  This provides funding for activity in line with the agreed baseline and activity plan, tariff impact and 

growth.  Both parties can agree to vary this value and any time throughout the two-year contract term.  This is inclusive 

of 100% CQUIN.  

The EIG is subject to some issues still to be finalised, (see issues included in EIG document attached.) 

Annual review: the EIG will be formally reviewed for 2018/19 during Quarter 3 of 2017/18.  

 

Cost Risk Reserve 

 

 

All parties recognise the need for the creation of a cost risk reserve to underpin the contract.  The CCGs have committed 

to provide 0.5% contingency reserve, and the Trust will contribute 0.5% CQUIN ‘risk reserve’, recognising these will no 

longer be available for deployment elsewhere and will be subject to CCG Governing Body  and Trust Board decision. The 

CCGs and the Trust will work together with the objective of identifying further contributions to the risk reserve through 

continued joint work to manage financial risks.  Financial risk will also be mitigated through activity reduction schemes, 

system savings, CIP and QIPP. 

For 17/18: 

A £5.8m cost risk reserve will be created from the following: 

CCG 0.5% contingency x 3 CCGs = £4.3m 

PHT 0.5% CQUIN linked to the nationally mandated ‘risk reserve’ = £1.5m 

Total £5.8m 

The cost risk reserve is financed from system savings and therefore is dependent on achieving those savings. If these 

savings are not found in full, the use of the risk reserve creates financial pressure, which all parties should be mindful of 

in decision making, particularly when allocating costs against the risk reserve.  
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The principles for allocating the cost risk reserve have been agreed as follows: 

To address cost risk: 

1. Cost reduction incentive ‘bucket’: Meet any costs above the expected level 

2. Cost risk share ‘bucket’: Support any additional costs that the system has jointly agreed 

‘Unused’ risk reserve:  

3. If there are no calls against the cost risk reserve for items 1 or 2 above, the reserve can be released as a 

contribution to meeting the system financial challenge (closing the gap) or  

4. Invest in transformation as jointly agreed by the partners for the benefit of the system  

 

Transformation Funds Both parties commit to jointly bidding to access STF transformation Funding and to work with NHSE and NHSI to obtain 

their support. 

 

Performance Performance across normal system metrics expected and concerns addressed through place based system governance 

mechanisms. 

Penalties Penalties triggered due to performance issues will be quantified and agreed and system level actions agreed.  The 

expected income guarantee will not be affected.  The approach complies with national guidance. 

 

Information Information leads will agree schedules and flows to enable joint commissioner and provider understanding of patient 

activity, cost drivers and health system dynamics.  The focus will be to understand the health system, working jointly and 

reviewing data quality in relation to counting and coding to support the business. 
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CQUIN Approved CQUIN schemes will operate during the year.  Where CQUIN schemes are not succeeding, the Quality CRM will 

ascertain underlying reasons and report accordingly.  Schemes will be open to in-year review to ensure that CQUIN 

schemes are supporting the system objectives.  The expected income guarantee will not be affected by any CQUIN under 

performance. 

 

New Service Specifications Services will be delivered against existing and agreed services specifications in the contract.  Enhancements, reductions 

or changes will be discussed and the impact on costs agreed and funding adjusted to match. 

Both parties agree that a programme of service specifications should be agreed and jointly worked through. Timescale 

for confirmation – may also enable cost reduction through quantification of service to be delivered 

 

System Risk Management A comprehensive joint risk management plan will be identified once the contract is in place. 

If the plan requires a contract variation then this will be actioned and the contract changed. An appropriate adjustment 

to the EIG will be made if required. 

The current contract value includes £6M of QIPP and a further £3M share of the remaining £6M QIPP received.  Schemes 

need to be identified and completed to exceed the £9M already within the EIG. 

The current system savings total is circa £82.7M, each organisation needs to confirm individual levels and the system 

needs to identify level of cost reduction to meet control totals.  Any unmitigated residual risk will need to be addressed 

and appropriate share of risk identified. 

Financial framework principles and whole system financial consolidation. 

Activity shifts CCG and Trust will monitor shifts in activity flows into PHT and other providers.  Where these have changed due to 

commissioning decisions, patient choice or other factors then Directors of Finance can agree a financial adjustment to be 

made to the expected income guarantee. 

195



Contract title/ref: PHT-ACUTE-PCCG-2017-19   Variation 20170401/001 

 

9 | P a g e  
 

 

The EIG has been set before any adjustment for Specialised Identification Rule (IR) changes or Vascular and Spinal service 

changes, and will be adjusted once the numbers are confirmed.  

 

Commissioning or Provider led 

activity shifts 

Where services transfer out of or into PHT after the sign off date then the appropriate adjustment to the expected 

income guarantee will be made.  This will be based on an assessment of cost and indicative contract value and take into 

account the impact on fixed cost.  Directors of Finance will agree the adjustments.  This includes shifts between providers 

including primary care.  Plans to shift activity will be discussed in advance and implementation and risks considered.  It 

should be noted that the CCGs will need to make significant shifts as part of the STP implementation over the contract 

period and during 17/18. 

It is recognised that the current Expected Income Guarantee is both above CCG affordability and leaves PHT with 

additional CIP to deliver their control total.  Both parties will work in collaboration to secure additional cost reductions 

across the system  

 

NICE Guidance Where NICE guidance changes and results in additional demand, CCG and PHT will discuss an approach and agree a 

prioritisation process.  Additional funding may require joint QIPP or other savings schemes to be agreed. 

 

Elective activity  

 

 

In the event that activity is not reducing in line with expectations, PSEH CCGs and PHT will work to understand the cause. 

If this is a shift then see above section on activity shifts. If this is growth due to GP referral or other factors then this will 

be discussed with PSEH CCGs to identify options available which would include introduction of thresholds, pathway 

changes, funding additional activity, etc. based on cost change. Joint governance will be developed to ensure capacity 

and capability to remove activity where clinically and economically appropriate. 
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All parties agree that through the joint shadow monitoring to develop an effective means of tracking and jointly owning 

referral changes to support this as a means to support governance and the principle of transparency.  

 

Referral to Treatment times Both parties recognise the importance of the RTT Constitution standard. It provisionally assumed the Expected Income 

Guarantee is sufficient to meet RTT requirements. However, this assumption will be reviewed asap and kept under 

review throughout the year, and partners recognise the need to work together to manage delivery of the RTT standard 

and will develop joint plans to manage any emerging issues and minimise risk to all parties. 

 

A&E / Non-Elective Activity  Activity rising above expected levels and resulting in additional cost will be managed by accessing the cost risk reserve. 

PSEH CCGs and PHT will work jointly on operational solutions to control this risk. Joint governance will be developed to 

ensure capacity and capability to remove activity where clinically and economically appropriate. 

Frailty Intervention Team (FIT): the AIP includes the impact of  FIT, however as part of the system re-design plans, all 

parties commit to undertake a review the impact of the team, and its cost effectiveness as part of addressing the system 

financial challenge. (See also document 3) 

Discharge to Assess:  the EIG assumes Discharge to Assess is in place; however parties jointly commit to review its impact 

and verify that PHT bed capacity has been reduced accordingly to reduce its costs. The D2A costs are currently part of the 

system financial challenge and therefore its cost effectiveness and economic viability will be reviewed.   

Once the economic viability is confirmed, funding can flow to the community providers. (see also document 3) 

 

Seasonal variation (including 

Winter pressures)  

The EIG assumes funding for expected seasonal variations as set out in the annual plans. This includes historic ORCP 

funding. Parties commit to review the application of ORCP to ensure this is utilised in the most effective way. 
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System based working In order to fully take advantage of the changed contractual relationship, a jointly developed clinical engagement/change 

programme will be introduced to support system change led by the Clinical Leaders Group. 

Development of joined up functions to understand the health and social care economy – informatics, finance, 

commissioning and contracting.   Details are to be agreed, but the intention is for jointly agreed governance to oversee 

the delivery of the joint implementation plan to deliver system balance, redirecting contracting resource (CSU and Trust) 

to delivery of the implementation plan agenda (or reduce costs). 

Joint QIPP governance established to drive through savings along with commissioner resource and support.  

 

Redesign Opportunities Where PHT redesigns services to reduce hospital based activity, generating savings – these will be retained by PHT at 

least for the first year. Baseline levels of income for activity are protected. Redesigns impacting on other parts of the 

system, e.g. Community, social and primary care will need appropriate funding shifts.  Both parties agree that as a 

principle, service redesign should not cause a problem elsewhere in the system 

Any redesign of services will require engagement of commissioners. The final agreement of the redesign service will 

require the side by side planning of other health care services within the system by commissioners. Both parties commit 

to work together at pace to realise cost reduction benefits across the PSEH System. 

 

Joint Implementation Plan To support the delivery of the required cost reductions across both organisations, and to further support the 

achievement of system wide balance, a jointly constructed and owned implementation plan will be created. This should 

incorporate the Trust’s CIP requirement and the CCGs QIPP requirement and link and join where there areas are in 

support of each other. Where these clash, this will enable both organisations to work through those impacts. The singular 

focus of the joint implementation plan is the removal of costs from the PSEH System. 
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Due Diligence 

 

 

Whilst a contract value has been set for the aligned incentives contract, both parties have committed to a due diligence 

approach reviewing financial plans for 2017/18 and 2018/19. This will be the start of a transparent, open book approach 

underpinning the future operation of the contract. Where the due diligence highlights one party is currently taking a 

disproportionate share of the risk of the system issues, there is a potential for discussion around the rebalancing of the 

contract figure. The start point for the aligned incentives contract is that both parties are broadly equally incentivised to 

work together to deliver benefit, if one party is taking a lower share of the system issues then this is not in support of the 

agreed approach. 

 

Governance The governance arrangements will be developed in conjunction with the emerging ACS governance both in terms of the 

management of this Aligned Incentives Contract, and the mechanisms to drive the transformation and service redesign 

together jointly.   

Both parties have agreed to review one another’s financial and operational plans in as soon as practicable, fostering an 

understanding of our respective positions and identifying further opportunities to work towards system balance 

 

Impact of HRG4+ Operational plans (and the STP) were developed on the assumption that HRG4+ would be cost neutral to the system. It 

has since transpired based on local modelling that HRG4+ creates a £3.3m pressure, which to a price rather than an 

activity or cost base change and is beyond the control of the local system. Given its impact, the system will escalate this 

to NHS Improvement and NHS England to address at this level, and request its impact is mitigated locally.   
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Bucket 
Activity 

Reduction 
Cost Reduction Cost Risk Share Fixed Income Total 

 
£ £ £ £ £ 

Expected Income Guarantee 

TOTAL 
143,835,755 19,201,730 123,440,744 42,267,489 328,745,717 

  
     

System Reserve 0 0 0 0 0 

      

Portsmouth CCG 50,038,211 6,308,751 44,609,885 17,477,220 118,434,066 

Fareham & Gosport CCG 49,289,652 6,705,476 40,835,180 13,257,543 110,087,851 

South Eastern Hants CCG 44,507,891 6,187,502 37,995,680 11,532,727 100,223,801 

  143,835,755 19,201,730 123,440, 41,361,250 328,745,717 

 

Cash Profile 

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

Ports 10,178,142 10,178,142 10,299,146 10,299,146 10,299,146 10,299,146 9,480,200 9,480,200 9,480,200 9,480,200 9,480,200 9,480,200 118,434,066 

F&G 9,633,497 9,633,497 9,754,212 9,754,212 9,754,212 9,754,212 8,634,001 8,634,001 8,634,001 8,634,001 8,634,001 8,634,001 110,087,851 

SEH 8,675,247 8,675,247 8,796,218 8,796,218 8,796,218 8,796,218 7,948,073 7,948,073 7,948,073 7,948,073 7,948,073 7,948,073 100,223,801 

              

Total 28,486,886 28,486,886 28,849,575 28,849,575 28,849,575 28,849,575 26,062,274 26,062,274 26,062,274 26,062,274 26,062,274 26,062,274 328,745,717 
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Document 2 Principles of working  

 

We acknowledge a number of things in promoting the themes on this list as the way we wish to 

work together. Sign up to this means we are committed to upholding this as our fundamental 

organising principle. If we do not demonstrate this in our everyday actions explicitly, the very basis 

of the partnership approach we are seeking to adopt is undermined and this will mean we have to 

rethink our strategy for addressing the challenges we collectively face. We also recognise that the 

some of the behavioural and cultural aspects of the list either cannot be determined as “fully 

achieved”, or turned on and off like a switch. Indeed the embeddedness of these issues will only be 

achieved over time through reinforcement of the principles. For example, if trust is lacking, it won't 

be truly achieved until it has been earned. It is however crucial that all parties want, and expect to 

achieve trust and are committed to working to secure this. 

 

1. Openness and transparency - and trust 

This is the fundamental principle which underpins all the other items on this list, a necessary pre-

condition to support everything that follows. This reduces the potential for misunderstanding and 

misinterpretation but also means that we have to confront the issues our plans and actions 

inevitably and potentially create. Unequal knowledge and reciprocal information sharing creates 

suspicion of motives and likely outcomes, and creates a vicious circle which will ultimately impact on 

patients. Key to this is the volunteering of information, recognising this as a way of working and 

showing a desire to brief each other property. If this is restricted to what we are asked for we will 

not achieve what is required of us. This is a key leadership challenge and will define what follows. 

 

2. Adult to adult conversations 

By this we mean that the list here must not be used pejoratively to support one point or another. 

We cannot withdraw from the process because we believe that one party or another is not 

operating within the spirit of these themes, and if we are to see this through we cannot retreat to a 

previous way of working at the first sign of what we individually identify as non-compliance. Instead 

we must challenge each other objectively where it is right to do so and when challenged we should 

respond within the spirit of our agreements. 

 

3. Modelling behaviour 

We believe that it is crucial that we demonstrate the principles set out in our list when we are back 

within our respective organisations. The true test of our commitment to these principles is whether 

or not we demonstrate them when we are not together. We need to actively promote these as our 

expectations to our workforce, and the test of our success on this specific matter will be the 

objective demonstration of these principles by others in our organisations in their interactions with 

each other. 

 

4. Respect - and open to constructive challenge 

We collectively recognise that each of us has an important leadership role to perform to fix the 

problems we are facing, and significant challenges to address within our own organisations. We 

must speak well of each other and of our respective organisations and the challenges we/they face. 

As such we should respect what each of us brings to the table and does on a day to day basis. As a 

group of senior professionals from various backgrounds we each have different skills and 

experiences to draw on, and each of us has a different vantage point from which we observe and act 

in the health economy. All our opinions and views are valid, and we should welcome constructive 

and objective challenge and use this to test our own hypotheses. The leadership group then creates 

the environment for debate and resolution of the difficult issues we will inevitably face.  
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5. Walk a mile in someone else’s shoes 

It is easy to form judgements about why someone behaves the way, or takes the actions/decisions, 

they do. We probably all have stories about how someone, most likely in a position of authority, has 

decided that they would have done something different to what we did. The truth is they probably 

weren’t there, and didn't have to make the call in any case. We will work hard to understand each 

other's environment and challenges better, and will seek to understand why people do what they do 

as our first response. With openness and transparency, this will improve trust, respect but may well 

lead to constructive challenge. We will embrace this. 

 

6. Honesty and realistic 

By this we mean that we must at all costs avoid the trap of forcing/hoping plans will fit the 

desired/required hypothesis. If our plans may fall short we must discuss how we manage the risk of 

this, rather than insisting that they will recover. This is inevitable if we have operated in accordance 

with the preceding 5 themes/principles. We must be open about the challenges particular course of 

“action presents, and we must put the likely problems on the table and agree how to handle them. 

 

7. Group needs to tackle difficult issues 

Our response needs to be equivalent to scale of challenge we face. Collectively the difficult issues are 

much more likely to be manageable. The whole purpose of the group is to ensure that the right 

decisions are taken which best does what needs to be done. We need to stand alongside those with 

the lead responsibilities for these tasks and not leave them to it. 

 

8. Accountable to the group 

As leaders we are jointly and individually accountable to each other for carrying out our roles and 

tasks in accordance with the principles set out. 
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Document 3 - Issues outstanding within EIG as at 3 May 2017 
 

 

1. Vascular transfer – a transfer level of activity is included in current EIG estimation. 

This number being verified by E Tuke and discussion will be needed on final 

agreement regarding activity adjustments and cost pressure effect of final proposal. 

2. Spinal transfer – No adjustment has been made to the EIG since 16/17 baseline. Any 

anticipated transfer of services will need a discussion regarding activity adjustments 

and cost pressure effect of final proposal. ET to investigate any anticipated change 

of activity between 16/17 and 17/18. 

3. FIT – The impact of FIT is included in the IAP but no implementation costs are 

included in the EIG yet. The cost of the FIT programme will be included in the EIG 

subject to positive review. 

4. D2A – PHTs responsibilities within the D2A plan are acknowledged within 

acceptance of the scheme impact within the QIPP Plans.  This impact will be varied 

according to System Partners’ agreement to their tasks involved in the scheme 

delivery. 
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SCHEDULE 3 – PAYMENT 

 

 

A.  Local Prices 

 

Enter text below which, for each separately priced Service: 

 

• identifies the Service; 

• describes any agreement to depart from an applicable national currency (in respect of 

which the appropriate summary template (available at: 

https://www.gov.uk/guidance/nhs-providers-and-commissioners-submit-locally-

determined-prices-to-monitor) should be copied or attached) 

• describes any currencies (including national currencies) to be used to measure activity 

• describes the basis on which payment is to be made (that is, whether dependent on 

activity, quality or outcomes (and if so how), a block payment, or made on any other 

6basis) 

• sets out prices for the first Contract Year 

• sets out prices and/or any agreed regime for adjustment of prices for the second and any 

subsequent Contract Year(s). 
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For the following CCGs pricing will depend on the Aligned Incentive Contract Principals 

described in the Aligned Incentives Contract MOU 

• Fareham & Gosport Clinical Commissioning Group 

• Portsmouth Clinical Commissioning Group 

• South Eastern Hampshire Clinical Commissioning Group 

 

For all other Associates the following local prices will apply 

Local Prices Template to be inserted here   
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SCHEDULE 3 – PAYMENT 

 

A. Local Variations 

 

 

For each Local Variation which has been agreed for this Contract, copy or attach the 

completed publication template required by NHS Improvement (available at: 

https://www.gov.uk/guidance/nhs-providers-and-commissioners-submit-locally-determined-

prices-to-monitor) – or state Not Applicable. Additional locally-agreed detail may be included 

as necessary by attaching further documents or spreadsheets. 

 

 

For the following CCGs pricing will depend on the Aligned Incentive Contract Principals 

described in the Aligned Incentives Contract MOU 

• Fareham & Gosport Clinical Commissioning Group 

• Portsmouth Clinical Commissioning Group 

• South Eastern Hampshire Clinical Commissioning Group 

 

For all other Associates the following local prices will apply 

Other variations to be included when agreed 

To be finalised 
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SCHEDULE 3 – PAYMENT 

 

B. Local Modifications 

For each Local Modification Agreement (as defined in the National Tariff) which applies to 

this Contract, copy or attach the completed submission template required by NHS 

Improvement (available at: 

https://www.gov.uk/guidance/nhs-providers-and-commissioners-submit-locally-determined-

prices-to-monitor). For each Local Modification application granted by NHS Improvement, 

copy or attach the decision notice published by NHS Improvement. Additional locally-agreed 

detail may be included as necessary by attaching further documents or spreadsheets. 
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For the following CCGs pricing will depend on the Aligned Incentive Contract Principals described in the Aligned Incentives 

Contract MOU 

• Fareham & Gosport Clinical Commissioning Group 

• Portsmouth Clinical Commissioning Group 

• South Eastern Hampshire Clinical Commissioning Group 

Charging Mechanism 

Bucket 1 Activity Reduction - Agreed Value £144,403,135 

Will be charged based on cash flow profile below. 

No charging variation for over or under performance 

Income protected against reduced activity. 

All Parties to jointly agree process where activity and cost are transferred to or away from Provider thus affecting the agreed 

bucket value. 

Bucket 2 Cost Reduction - Agreed Value £19,501,490 

Will be charged based on cash flow profile below. 

No reconciled payment for underperformance to Commissioners below agreed value. 

If costs increase the CCG’s are liable. 

All Parties to jointly agree process where activity and cost are transferred to or away from Provider thus affecting the agreed 

bucket value. 

Bucket 3 Cost Risk Share - Agreed Value £123,479,843 

Will be charged based on cash flow profile below. 

Additional funding above the expected income guarantee will be jointly agreed and funded from the cost risk reserve. 

If activity is above plan, any necessary additional funding towards costs will be made from the cost risk reserve, provided the 

Trust has carried out all predetermined actions as set out in the Unscheduled Care Plan (as amended and agreed from time to 

time). 

No reconciled payment for underperformance below agreed value. 

All Parties to jointly agree process where activity and cost are transferred to or away from Provider thus affecting the agreed 

bucket value. 

(note: need to agree process for agreeing additional costs ) 

Bucket 4 Fixed Income - Agreed Value £41,361,250 

Will be charged based on cash flow profile below. 

No charging variation for over or under performance. 

Payments for this area are fixed. 

All Parties to jointly agree process where activity and cost are transferred to or away from Provider thus affecting the agreed 

bucket value. 
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SCHEDULE 3 – PAYMENT 

 

C. Marginal Rate Emergency Rule: Agreed Baseline Value 

 

 

 

For the following CCGs pricing will depend on the Aligned Incentive Contract Principals 

described in the Aligned Incentives Contract MOU 

• Fareham & Gosport Clinical Commissioning Group 

• Portsmouth Clinical Commissioning Group 

• South Eastern Hampshire Clinical Commissioning Group 

 

For all other Associates National Tariff Payment System rules will apply 

Agreed Baseline Value to be included when finalised 
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SCHEDULE 3 – PAYMENT 

 

D. Emergency Re-admissions Within 30 Days: Agreed Threshold 

 

 

 

For the following CCGs pricing will depend on the Aligned Incentive Contract Principals 

described in the Aligned Incentives Contract MOU 

• Fareham & Gosport Clinical Commissioning Group 

• Portsmouth Clinical Commissioning Group 

• South Eastern Hampshire Clinical Commissioning Group 

 

For all other Associates National Tariff Payment System rules will apply 

Agreed Threshold  To be finalised 
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SCHEDULE 3 – PAYMENT 

 

E. Expected Annual Contract Values 

 

 

Commissioner Expected Annual Contract Value including CQUIN 

(include separate values for each of one or more 

Contract Years, as required) 

 

NHS Portsmouth CCG 

 

 £118,434,066 

 

NHS Fareham and Gosport CCG 

 

£110,087,851 

NHS South Eastern CCG 

 

£100,223,800 

Total 

 

 £328,745,717 
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SCHEDULE 3 – PAYMENT 

 

F. Timing and Amounts of Payments in First and/or Final Contract Year 

 

 

 

For the following CCGs pricing will depend on the Aligned Incentive Contract Principals described in 

the Aligned Incentives Contract MOU 

• Fareham & Gosport Clinical Commissioning Group 

• Portsmouth Clinical Commissioning Group 

• South Eastern Hampshire Clinical Commissioning Group 

 

For all other Associates National Tariff Payment System rules will apply 

Timing and Amounts of Payments To be finalised 
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Appendix 2a – Joint actions required to complete the joint working necessary to implement the 

aligned incentives agreement 

1. Establishment of a Joint Executive Forum to: 

 

1.1. Formalise the shared responsibilities agreement within our local health system 

1.2. Promote partnership working at all levels 

1.3. Oversight of the System Financial Recovery Plan via the System Financial Recovery Board, 

an FD-led forum reporting in to the Joint Executive Forum 

1.4. Set objectives and oversee development of a detailed joint system work plan 

1.5. Monitoring and oversight of activity, quality, performance and risk in relation to the 

agreement 

1.6. Provide clarity and understanding on key issues. 

1.7. Confirm risk pool management process 

1.8. Maintain and manage a joint risk contractual risk register to enable clear and open 

management of the agreement, and including management and allocation of any agreed 

risk pool funds. 

1.9. Sign off any further variation to formal agreements to correctly reflect agreed decisions 

1.10. Ensure NHS planning guidance in future is allowed for in local planning, maintaining 

the values and ambitions of the local agreements in place. 

1.11. Consider appointment of a joint Executive Forum Officer/Programme Director to 

enable full-time oversight and alignment of Joint Executive Forum priorities. 

 

Appendix 2b - Specific PHT actions required to ensure Trust governance and financial sustainability 

are managed effectively 

 

2. PHT (in conjunction with Commissioners) to make a detailed assessment of the likely demand 

required during 17/18 within the aligned incentives agreement, showing: 

 

2.1. any likely mismatch between current plans, QIPP ambitions, and RTT ambitions, to inform 

joint risk management arrangements and any potential amendment to the joint plans as 

required. 

2.2. capacity available for traditional PbR income work and to support repatriation of 

outsourced activity where beneficial to do so to ensure that overall Trust income & cost 

projections are robust and deliverable. 

 

3. PHT make a detailed risk and opportunity assessment of potential extension of the aligned 

incentives agreement to other CCG and NHSE direct Commissioners.  

 

4. PHT make a detailed assessment and agree an internal plan to maximise Trust benefits from the 

aligned incentives agreement and contract, at all times consistent with our joint commitments 

to the health system.  
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5. Appendix 3 - Scenario comparisons for AIC and standard PbR contracts 

 

1. Activity plan level is not sufficient to reach RTT % target in-year. 

PbR Contract scenario Aligned incentives contract principles applied 

Trust increase capacity and costs, under assurance 

that all activity will be paid at tariff. 

Non-affordability by CCG becomes an issue, driving 

dispute over payment and uncertainty, and detracting 

from system cohesion. 

Trust risks retention of premium rate costs to meet 

demand without material productivity gains and freed 

up theatre, clinic and/or bed capacity 

Trust and CCG jointly discuss where savings could be 

made elsewhere to help fund additional activity 

required, and present Joint plan to NHSI/NHSE 

explaining likely/potential impact on performance , 

potential mitigations, and finished plan under way. 

 

2. Referrals shift to the Trust from other providers. 

PbR Contract scenario Aligned incentives contract principles applied 

Trust increase capacity and costs, under assurance 

that all activity will be paid at tariff. 

Non-affordability by CCG becomes an issue, driving 

dispute over payment and uncertainty, and detracting 

from system cohesion. 

Trust could call for utilisation review if referrals have 

shifted to reduce risk of non-payment. 

Early warning system is agreed, monitoring referrals 

inside and outside system. Shifts will be easy to 

detect and manage, allowing health system to 

operate in a stable fashion all year. Any agreed 

changes in capacity needed to treat shifts in referrals 

will be funded to Trust. 

 

3. Regulatory requirement for a large-scale investment in Emergency care. 

PbR Contract scenario Aligned incentives contract principles applied 

Trust demonstrate changes in costs and how they are 

or are not funded under the National Tariff system. 

Disputes are likely and take time to resolve. 

Likelihood that one party must take risk for 

investment required without agreement form other 

party to fund.  Unmitigated financial risk in one place 

or another leads to unintended consequences and 

inability to meet other investment 

requirements/commitments. 

Management of any agreed change in Trust costs for 

provision of care is discussed by both parties. Savings 

made by other party elsewhere within bucket / 

system will be first call for funding. Thereafter joint 

decisions will be made regarding funding of cost 

pressure or restoration of overall Trust cost quantum 

to plan. 
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4. Planned QIPP schemes do not deliver savings planned at start of year. 

PbR Contract scenario Aligned incentives contract principles applied 

Trust increase capacity and costs, under assurance 

that all activity will be paid at tariff. 

Trust may make claim for premium costs in order to 

secure adequate funding for unexpected activities. 

Non-affordability by CCG becomes an issue, driving 

dispute over payment and uncertainty, and detracting 

from system cohesion. 

Management of any agreed change in Trust costs for 

provision of care is discussed by both parties. Savings 

made by other party elsewhere within bucket / 

system will be first call for funding. Thereafter joint 

decisions will be made regarding funding of cost 

pressure or restoration of overall Trust cost quantum 

to plan. 

 

5. Trust CIP fails to deliver anticipated savings. 

PbR Contract scenario Aligned incentives contract principles applied 

Temptation to increase capacity to drive income 

higher to compensate for increased expenditure. CCG 

likely to challenge overdriving of activity shortening 

waiting lists. 

Non-affordability by CCG becomes an issue, driving 

dispute over payment and uncertainty, and detracting 

from system cohesion. 

Trust focus on costs should help improve CIP 

performance, provided all aligned internally on 

contract form. 

Agreed risk pool may be able to assist with some 

expenditure at cost of following year investment. 

 

6. Changes made to capitalise on AIC agreement impact on PbR charges to other Commissioners. 

PbR Contract scenario Aligned incentives contract principles applied 

Trust unlikely to make changes to pathways that 

impact adversely on income. This impedes cost 

reduction where income is likely to be affected. 

Guaranteed income value means trust free to reduce 

costs of treatment pathways, unbounded by 

attendance tariffs where this is consistent with the 

best interests of patients. Business case for local 

redesigns are discussed between parties and impact 

on other commissioners verified, Co-ordinating 

commissioner assist in joint representation to 

associates for non-tariff price to apply where 

necessary to maintain service stability and uphold 

cost and income principles for services.  Likely 

delivery of change is materially enhanced through 

effective joint working. 
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7. Costs of pathways shift towards PHT during the year in unplanned way. 

PbR Contract scenario Aligned incentives contract principles applied 

Trust makes case for tariff changes, or for exclusion 

from tariff system for shifts in cost from reference / 

historical costs.  

Non-affordability by CCG becomes an issue, driving 

dispute over payment and uncertainty, and detracting 

from system cohesion. 

Business case for local redesigns are discussed 

between parties and full cost impact on Trust verified.  

Co-ordinating commissioner assist in joint agreement 

for cost changes to be provided for by income 

changes where necessary to maintain service stability 

and uphold cost and income principles for services. 

 

8. Costs of pathways shift away from PHT during the year in unplanned way. 

PbR Contract scenario Aligned incentives contract principles applied 

Commissioners make case for unbundling of cost 

from tariff to compensate other provider for 

payment. Trust try to demonstrate that full tariff still 

applies by use of local or national comparators. Non-

affordability by either party becomes an issue, driving 

dispute over payment and uncertainty, and detracting 

from system cohesion. 

Business case for local redesigns are discussed 

between parties and full cost impact on Trust verified.  

Co-ordinating commissioner assist in joint agreement 

for cost changes to be provided for by income 

changes where necessary to maintain service stability 

and uphold cost and income principles for services. 

 

9. Further pathway changes (QIPP) reduce PHT activity in year below the plan for that activity 

PbR Contract scenario Aligned incentives contract principles applied 

Activity is paid for under PbR and the Trust may make 

a claim to the Commissioner for any service rendered 

unviable by the change unless sufficient notice is 

given to reduce costs 

The minimum income guarantee is honoured, 

although the parties can hold open discussions 

regarding whether the costs of the Trust will fall 

sufficiently for a gain share on the reduction. This will 

depend upon whether the original QIPP ambitions 

have been realised as planned in the first instance. 
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10. Unfunded pilots are shown to be successful and require funding to become sustainable 

PbR Contract scenario Aligned incentives contract principles applied 

Trust makes case for tariff changes, or for exclusion 

from tariff system for shifts in cost from reference / 

historical costs.  

Trust try to justify post-event business case, but 

affordability makes this unlikely to succeed. 

The overriding principle of the aligned incentives 

agreement that the plan is fully funded will ensure 

that any projects (e.g. FIT) are funded as soon as their 

cost-effectiveness is demonstrated to the joint 

Executive forum as preferable to withdrawal of the 

service.  The system financial framework sets out the 

risk share arrangement in the instance that there is 

no identified source of funds to support this 

arrangement.  This helps ensure that only effective 

developments are prioritised and ensures all parties 

are committed to the management of overall system 

financial risk.  
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Appendix 4 – Background detail of AIC agreement 

 

Int roduction and Summary 

 

The AIC agreement attached at Appendix 2 reflects the principles presented to the Board on 6th April 
2017, and reflects the output of the work since that time to finalise the financial schedules which 
underpin the agreements and refine the wording and terminology contained within the document. This 
document has been shared with EMT on 5th June 2017 and discussed at the EMT away day on 9th 
June. 

At this session, EMT confirmed their support for adopting the Aligned Incentives Contract as set out 
in the Variation Agreement, noted the risks contained within the presentation and agreed the 
recommendations which serve as mitigations to the identified risks.  The following sections of this 
paper will: 

• Set out the key components of the Aligned Incentives Contract 
• explain the rationale behind opting for this type of contract 

• detail the key risks identified and the mitigating actions discussed with EMT 
• set out the management actions and approach necessary to maximise the benefit of adopting 

the partnership approach within this new contractual framework. 

It is vital that Board members recognise that the contract itself can only provide a basis for change, 
and the actions of EMT and our colleagues within CCGs will be key in determining the success which 
can be achieved as a result of the contract and effectively manage the risks associated with an 
agreement of this type.   

Equally important is the way clinicians and service managers work together across all sectors, and the 
identification and management of risk in relation to the shared ambition and objectives. 

Maturity of agreement 

Ideally, a contract variation would reflect a new way of working which had already been established 
between all parties to the contract.  It would also be designed to support the implementation of plans, 
services and strategies developed as one system, setting out the detailed principles and mechanics of 
integrated care services.  Furthermore, a contract such as the Aligned Incentives Contract, would 
include all the main contributors to the health system, or describe an interface with contracts and 
associated financial systems outside of the contract, such as Social Care, if these systems could not be 
incorporated from the beginning. 

In the absence of robust and well developed arrangements in this regard, the contract is in effect, 
being used as a catalyst for change, to encourage and incentivise the development of system plans and 
integrated services, to make a practical contribution to the often quoted intention of breaking down 
organisational boundaries, sharing responsibility and accountability for performance, service delivery 
and risk.  This gaps between actual and described requires a change programme and set of 
management and leadership actions associated with the decision to adopt a new contractual form 
which are different from those in a truly integrated system. 
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This environment arguably means that achieving the benefits of the Aligned Incentives Contract 
(AIC) will be more difficult than would be the case where integrated services and system working 
arrangements were more developed, and that the risk associated with changing contract form in this 
way could therefore be greater also.   

Purpose of paper 

The assessments made in this paper, and the risks and mitigations identified, are based on the current 
system and environment and therefore the comparisons between the two contract forms (i.e. PbR and 
AIC) are set out within this context.  This means risks and opportunities are not based on the existence 
of advanced plans for integrated services, although a major factor in the adoption of the new 
contractual form is the recognition that the Trust is committed to working to achieve this through both 
the PSEH Accountable Care System (ACS) and the HIOW STP. 

Request of Trust Board June 2017 

In the absence of an up to date vision and strategic plan EMT and the Trust Board is asked to confirm 
that members are content that the strategic intent articulated above, and underpinning the development 
of the AIC, is supported in line with commitments made to the PSEH ACS and the HIOW STP. 

Subject to confirmation on this issue, EMT and the Board should therefore consider whether the AIC 
presents a greater opportunity to progress this agenda and the extent to which the risks identified 
adequately reflect the stage in the journey PSEH (and importantly PHT)  has reached to date, and the 
sufficiency of the recommended actions in this context. 

EMT and Trust Board members are also asked to consider the presentation of risk in this document 
and advise on any omissions or additions required to ensure that the assessment is comprehensive.  
Colleagues within CCGs have been asked to carry out a similar exercise in order that a comprehensive 
risk assessment is made and a joint risk  

Health economy environment 

The existence of the embryonic Accountable Care System (ACS) for Portsmouth and South East 
Hampshire (PSEH) both adds an additional complexity to the task but also presents opportunities to 
move the agenda forward more effectively than otherwise would have been the case.  The ACS is set 
up around STP workstreams which cross over the different sections of the Aligned Incentives 
Contract.  Achieving greater alignment between the ACS programme and the delivery mechanisms 
for the AIC needs to be an important focus for all parties and is reflected within the recommendations. 

It is important to note that PSEH is a heavily financially challenged health system and irrespective of 
contractual form, all parties are facing material financial risk.  Under any scenario it is critical that all 
parties work together more effectively to confront and address the challenges being presented, not 
least the system financial savings requirement for 17/18 of £82.7m. 

Limitations of this paper / agreement 

Only the AIC proposal and the existing PbR based national standard contract form have been 
considered in detail.  Alternatives such as block contracts or standard cap and collar arrangements 
have not been proposed as they were not considered to improve the alignment of risk, responsibility 
and accountability across the system, or promote partnership working and innovation sufficiently to 
be an improvement on the existing contractual arrangements.  The AIC is not a fixed or set product or 
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contract.  It requires attention, monitoring and development to ensure that the relationships, outcomes, 
and system financial management arrangements are supported to optimise the use of resources across 
the health system going forward. 

Basic premise of agreement 

The contract is based on the principle that wherever possible and desirable, PHT and commissioning 
colleagues will work as one to deliver the plan and resolve issues in line with the values and 
behaviours set out in the contract.   

These also align with the values and behaviours which are incorporated into the principles of the 
Accountable Care System.  The effective management of the contract will therefore require teams 
across both organisations to work in partnership, and this equally applies to our respective Executive 
functions. 

Recommendations: 

1. Trust Board to consider their support for the strategic intent underpinning the development of 
the AIC in line with commitments to the PSEH ACS and the HIOW STP. 

2. Trust Board to consider the detailed recommendations & actions contained within the report 
for approval and/or modification as necessary. 

3. Trust Board to approve the attached variation agreement to cover 2017/18 and 2018/19 in 
respect of the PHT contract with Portsmouth, South East Hampshire and Fareham and 
Gosport CCGs.  2018/19 contract subject to final agreement in relation of the planning 
process to be set out for approval September 2017. 

 

Aligned Incentives Contract Variation Agreement 

 

1.0  Key Components of the AIC 

1.1 Underlying principles of the contract – partnership working, joint priorities and 
objectives, shared risk management and accountability arrangements 

The AIC Variation Agreement is built to support more effective partnership working across the 
PSEH system to support the redesign of services and management of risk and accountability 
arrangements to improve services to patients and achieve financial sustainability through more 
effective use of total system resources.  The AIC is a step towards working within a system 
control total and operating as an Accountable Care System, but does not require either in order to 
operate as a contract between acute provider and commissioners. 

The variation document refers, under the Principles section, to the fact that the significant savings 
required by all parties to the contract will only be delivered through the adoption of a radically 
different approach founded on consistent objectives.  The contract is designed to safeguard 
service delivery, provide some certainty of income to the Trust, connected to the affordability 
within fixed CCG allocations and supports a system wide focus on cost reduction rather than cost 
shifting to the detriment of one party or other. 

220



Contract title/ref: PHT-ACUTE-PCCG-2017-19   Variation 20170401/001 

 

20 | P a g e  
 

The new contractual form is based on a model developed in the Bolton health system and more 
recently adopted in West Kent.  The negotiation and design of the contract has been led by the 
Directors of Finance of the parties to the contract.  The agreement to pursue a new contractual 
form was reached at respective Boards and Governing Bodies and a considerable programme of 
workshops and briefings have been held with finance, operational and clinical teams across the 
system in the intervening period.  To date feedback has been consistently positive and supportive 
of the direction of travel.  This position was reaffirmed by the PHT Executive Team at its Away 
Day on 9 June 2017. 

As set out in the introduction to this paper, the contract has been negotiated in support of all 
parties’ commitment to partnership working which was confirmed by Chairs and Chief Officers at 
the first PSEH System Board meeting. 

At this point in time a single plan and vision for PSEH has not been created, and the effective co-
ordination of clinical, operational and managerial effort across the system in pursuit of common 
goals has not been developed to the point where a new contractual form can be designed to reflect 
these arrangements. 

It is therefore crucial that immediate steps are taken to bring together the leadership of all parties 
to the contract, along with other key system partners to jointly agree the key principles of the 
contract, the practical operation of the agreement (in particular the risk share, the management of 
the system cost reduction target and associated investment proposals, and the oversight of the 
system control total and performance targets), and the promotion of the principles of joint 
working to support the development of the system plan. 

Recommendation 1: 

Agreement to be reached with all partners to the immediate establishment of a System Joint 
Executive Forum as the forum for joint approval of the Variation Agreement.  The key role of this 
forum is the promotion of partnership working and the development of the system plan.  This 
forum should be tasked with signing off the Variation Agreement and confirming the practical 
application of the conditions and principles set out within.  This forum should be responsible for 
the executive oversight, monitoring and management of performance and risk in relation to the 
contract, and for ensuring that there is clarity of expectation and understanding on key issues at all 
times. 

Recommendation 2: 

The Directors of Finance propose the addition of the following statement to the Variation 
Agreement to provide clarity of the key objectives of the AIC and it is recommended that this 
statement is supported and adopted by the Joint Executive Forum: 

1. Promotion of the clinically led design and development of integrated services in the best 
interests of patients across the PSEH health care system. 
 

2. To formalise a shared responsibility to ensure the financial sustainability of services and 
to deliver the system financial control total. 
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3. To establish common objectives between all parties to the AIC, and formalise the delivery 
and assurance arrangements associated with this through the establishment of Joint teams 
from Executive level down. 

 
4. In particular this contract, aligned to the principles of the Accountable Care System is 

intended to promote and achieve: 
a. The design and development of integrated care services across PSEH 
b. To formalise partnership working and break down organisational barriers 
c. True system financial and risk management 
d. To support the development of New Models of Care built on effective integrated 

workforce plans and strategies 
 

1.2 Structure of the AIC 

 

The Aligned Incentives Contract is split into 4 sections as follows (detail set out on Page X of 
Appendix 1): 

 

 Activity Reduction Incentive – predominantly elective services and direct access activity. 

 
• Income is set at planned levels (see Expected Income Guarantee section for 

more information).   
• Opportunity - Incentive is to create conditions which promote clinical 

innovation, reduce activity, or deliver services in different ways/settings 
which are better for patients and reduce costs with the benefit retained by 
PHT. 

• Risk of over-performance which would not automatically be funded. 
 

Cost Reduction Incentive for pass through costs. 

 
• Payment based on contracted levels guaranteed.  Reduction of expenditure 

creates financial benefit for PHT. 
• Expenditure above planned levels will be met by Commissioners but 

potentially at a cost to the contract risk pool which would therefore not be 
available for unscheduled care pressures and PHT would lose a cost saving 
opportunity 
 

Fixed Income for services where activity and costs are relatively controllable and/or represent 
fixed cost elements of the contract already. 
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• Income is now guaranteed including £10m CQUIN allocation – previously 
this would have presented a financial risk to the Trust 

• Focus is on delivery of commitments in the most efficient way to generate 
savings within PHT. 
 

Cost Risk Share for unscheduled care services – principally Critical Care, A&E, and non-
elective activity. 

• Income guaranteed at planned level to support innovation and activity 
reducing initiatives.   

• Cost and resources do not need to be focused on generation of spells of 
activity and supports efforts to enhance the unscheduled care pathway at all 
levels. 

• Material risk of over-performance based on previous experience.  In this 
instance the health care system as a single “place” will take joint 
responsibility and develop action plans.  Additional funding required would 
be accessed from the cost risk pool through a pre-agreed process at cost. 

The structure of the contract is a material departure from the form of a PbR based contract. 

A PbR contract has the benefit for being very clear in terms of the relationship between contracted 
activity levels, case mix, points of delivery and contract value.  In addition, a PbR contract is clear in 
terms of how over-performance will be reflected in the Trust’s income levels.  However, the detail 
and complexity of the process to secure income associated with the plan can be overlooked.  There are 
complex and detailed rules associated with the counting, coding, and recording of activity as well as 
further complexity in relation to any changes in these items, or in the delivery models employed.  A 
change in delivery from a consultant led clinic to a nurse led service will impact on the income that 
can be generated from a planned level of activity.  As a result, although there was clarity in relation to 
the plan, the recovery of income would be subject to detailed contractual discussion, reconciliation 
and challenge processes. 

The AIC proposal is clearer about overall Trust planned income levels and seeks to remove elements 
of ambiguity and risk, but is much more difficult to translate into income based activity plans at CSC, 
departmental or speciality level.  This adds complexity to operational planning and delivery 
arrangements and also removes elements of the cost and income relationship of financial performance 
and management assessments.  In addition whilst the agreements add certainty to material elements of 
the Trust’s income plan, they increase risk in the instance whereby there is unplanned over-
performance against the contract. 

The Expected Income Guarantee section of this paper considers the relative risks associated with the 
change in payment arrangements under the AIC compared to a PbR based payment system. 

The structure of the contract fits with the sustainability challenges the PSEH health system is facing 
and is fundamental to the case for change.  The Board has been briefed previously on this and the key 
points in summary are: 

• PbR was conceived during a time of significant funding growth within the NHS and was 
intended to incentivise providers to deliver higher levels of activity to bring down waiting 
times for elective care to achieve the 18 week RTT targets.  It was then extended to 
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unscheduled care and some specialised services.  At this point amendments to the PbR system 
were introduced as the incentive to do more and more unscheduled care activity created 
material financial pressures for commissioners rather than promoted the service 
transformation to reduce the increasing burden this presented to health systems.  Marginal 
rate tariffs were introduced, which latterly were increased as a result of the increasing transfer 
of financial risk to the provider sector.  Further amendments were then introduced to promote 
the quality agenda (CQUIN, Best Practice Tariff etc.) and increasingly complex and punitive 
systems of contractual challenge and penalties were introduced to provide greater contractual 
levers for commissioners. 
 

• The current NHS financial environment is now materially different.  For several years 
funding growth has barely exceeded inflation whilst the demands on the service have 
increased.  The funding settlements for the public sector as a whole have been even more 
challenging than this.  Increasingly organisations such as the Kings Fund have reported that 
alternative contractual models are required to meet this different set of demands and 
challenges and as the 5 Year Forward View and STPs promote greater integration of services, 
systems are coming together in different ways to plan for longer term contracts reflecting 
different organisational forms and relationships.  In this context alternative contractual forms 
are being explored and implemented across the country. 
 

• In recent years, supported by a PbR contract, activity in PHT has continued to grow to the 
point where demand routinely exceeds capacity.  This has directly impacted on the Trust’s 
ability to control its pay bill and to provide a consistent and sufficient workforce for all 
capacity requirements.  Increasing expenditure on outsourcing and waiting list initiatives, 
alongside high levels of expenditure on premium rate agency and locum staff is not a 
sustainable model for the Trust.  Any further growth is likely to require additional physical 
capacity, for which the Trust currently has no source of capital funding, which would present 
further challenge in delivering a sustainable workforce solution. 
 

• Continuing to grow the levels of activity within the acute sector within the context of 
financial challenge faced by commissioners is an unsustainable position.  This would be 
likely to push some commissioners into legal direction and the likely impact of this would be 
that PSEH would become a Capped Expenditure System and subject to the control and 
external requirements this would introduce.  The ability to rely on a PbR contract to generate 
income under this scenario would be fundamentally undermined as would the operating plan 
it was based on. 
 

• The financial resources for PSEH are predominantly fixed.  CCG allocations are set in 
advance of the start of the financial year and do not vary materially.  75% of Trust income is 
paid by the CCGs in the PSEH system who are party to this contract.  The variability of Trust 
income under PbR needs to be seen within this context and continued growth in the PHT 
share of this allocation means that costs need to be taken from other parts of the system. 
 

• Through the STP process, all health systems are required to develop and deliver plans which 
deliver individual organisational financial control totals and the “system control total” – 
which is the sum of the organisational control totals for the respective part of the system.  The 
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PSEH cost reduction requirement for 17/18 to achieve the system control total is £82.7m from 
a turnover of c£1.1bn. 
 

• The system, PHT, Fareham and Gosport CCG, and South East Hampshire CCG, are all 
required to deliver efficiency savings significantly greater than required by the national 
funding settlement to achieve these targets. 
 

• Provider CIPs (Cost Improvement Plans) generated in isolation of other parts of the system 
can impact on the sustainability of the system in other and often unplanned ways.  
Commissioner CIPs (QIPPs – Quality Improvement, Productivity and Prevention) were 
valued at income reduction to the provider, and not cost reduction to the system, locking in 
unplanned deficits within individual organisations.  It is considered that by aligning incentives 
and jointly generating efficiency programmes valued on the basis of system cost reduction, 
wherever the benefit lies, supported by joint risk management and accountability 
arrangements is much more likely to generate the greater level of financial improvement 
required than isolated and in some case conflicting programmes designed to deliver an 
individual organisation’s financial targets in isolation from the rest of the system. 
 

• The requirements to manage detailed contractual risk and challenge processes was neither 
desirable or an effective use of NHS resource within this context.  Patient benefit added 
through this approach could be replicated through transparent performance arrangements and 
shared objectives, and being able to focus resource on addressing the problems and challenges 
of the system as part of one plan would create additional opportunities to enhance services to 
patients and better manage the costs of the system. 
 

• Organisational and system commitments to a new way of working, the development of a 
single system plan and to progress towards an Accountable Care Organisation over the next 
few years. 
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The Aligned Incentives Contract is intended to promote the items listed under Recommendation 
2: 

1 Promotion of the clinically led design and development of integrated services in the best 
interests of patients across the PSEH health care system. 

2 To formalise a shared responsibility to ensure the financial sustainability of services and to 
deliver the system financial control total. 

3 To establish common objectives between all parties to the AIC, and formalise the delivery and 
assurance arrangements associated with this through the establishment of Joint teams from 
Executive level down. 

4 In particular this contract, aligned to the principles of the Accountable Care System is intended 
to promote and achieve: 

• The design and development of integrated care services across PSEH 
• To formalise partnership working and break down organisational barriers 
• True system financial and risk management 

• To support the development of New Models of Care built on effective integrated 
workforce plans and strategies 

 

1.3 Parties to the AIC  

The variation agreement applies only to the contract between PHT and our three local CCGs.  
Associate Commissioners for general services and NHS England contracts for specialised services 
continue to operate under a PbR contract at this point.  This reflects the commitment to collaborative 
working organisations have made to at the PSEH Accountable Care System Board, and covers, in 
planning terms, approximately 75% of the Trust’s activity based income. 

Risk issue - Activity increases above the levels factored into the plan for local CCGs and for 
which there is no automatic agreement to vary the contract, which results in an inability to 
deliver planned activity levels associated with other contracts, for which income is variable. 

The Expected Income Guarantee (EIG) is based on forecast out-turn activity levels for 2016/17 at the 
end of Month 6, which have been subsequently updated in reaching a final agreement, plus 
application of STP growth assumptions as required by national planning guidance.  Activity would 
therefore need to grow at a level above that modelled and agreed within the Annual Plan for this to be 
a specific risk associated with the AIC. 

An assessment of predicted demand growth has been carried out independently of the STP demand 
growth modelling assumptions.  EMT will consider this assessment and the extent to which there are 
opportunities and actions which can be taken to ensure that variances can be mitigated.  The 
management of residual risk associated with this item will need to be discussed with commissioners 
and a joint mitigation plan agreed and enacted including any potential variance to the Expected 
Income Guarantee. 

Recommendation 3: PHT make a detailed assessment of the risk associated with this issue and set 
out options to protect PbR income streams where possible and appropriate, and/or adapt demand and 
capacity planning through the business planning process accordingly.  These plans should incorporate 
the output of the QIPP delivery plans being established associated with the AIC contract across CSCs.  
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Recommendation 4: establish a joint contractual risk register between PHT and Commissioners in 
relation to the AIC.  Establish scenario models and agree management action requirements on all 
parties in advance.  Set out how the risk share in the system financial framework would apply in each 
instance for agreement at the Joint Executive Forum. 

If additional activity associated with the Cost risk share component of the contract occurs, there is 
provision within the contract to access the AIC risk pool in order that the cost of delivering over-
performance in relation to unscheduled care can be covered and in this instance the EIG would be 
varied to ensure that costs are covered.  The extent of the risk pool is limited to the value set out in the 
contract and the availability of this allocation is linked to the delivery of the overall system financial 
plan.  There is considerable risk contained within the overall system financial plan for 17/18 and this 
requires all parties to work together to plan for these scenarios and agree the principles of risk 
management associated with this.  The risk pool cannot cover all of these risks and clarification of its 
availability for the purposes of the Aligned Incentives Contract is required as part of this agreement. 

Recommendation 5: Confirm the utilisation arrangements associated with the risk pool with 
commissioners and incorporate this into the Variation agreement. 

Activity associated with the Activity Reduction Incentive component of the AIC is based on modelled 
demand based on 16/17 baseline activity plus growth rather than specifically the level of activity 
necessary to achieve RTT compliance.  No additions to the demand and financial modelling have 
been made in relation to clearing any RTT backlogs.  There is a risk therefore that the Trust is 
delivering activity and incurring cost not contained within the funding agreement due to the lack of a 
system agreement in relation to RTT and the backlog. 

Recommendation 6: The Trust and commissioners need to jointly model and sign off the activity 
levels required to achieve RTT compliance and all plans to clear the backlog.  The Joint Executive 
needs to consider this information and agree plans that either align with the AIC or alternative plans to 
which can then be reflected in the AIC. 

Recommendation 7: Set out the merits and opportunities of extending the AIC contract to associate 
commissioners, and NHS England Specialist Services commissioners.  This will ensure that variances 
between different components of the contract are able to offset each other where such an impact 
exists.  In completing this task, an assessment of relative risk of over-performance against the existing 
AIC activity levels and under-performance of other contractual activity needs to be balanced with a 
similar assessment of the benefit of under-performance in activity terms against the AIC and over-
performance against other contracts.  Specifically the assessment needs to make an assessment of the 
overall potential risk and benefit associated with expanding the principle of the AIC in the same way 
that this was considered for the contract with local CCGs. 

The inclusion of QIPP within the Expected Income Guarantee presents an additional risk in relation to 
activity variance and this is set out later in this paper. 

The Board has previously voiced its concern that the involvement of the Local Authorities within the 
AIC is required in order to address some of the key challenges being faced by the PSEH health 
system.  It is not at this point in time possible to incorporate social care budgets into the AIC although 
the integration of health and social care budgets is a wider point for consideration by the PSEH ACS.  
That said, it is entirely reasonable to seek to develop the relationships and working practices 
advocated within the AIC with Social Care Colleagues to improve alignment of plans and delivery 
arrangements wherever possible. 
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Recommendation 8: PHT Executive Team to work with Local Authority colleagues to ensure 
transparency of planning assumptions, clarity on agreements and actions to offset adverse and 
unplanned implications on either sector, either directly or as part of a joint approach through ACS 
structures. 

 

Contract term – 2017/18 and 2018/19 

The variation document applies to the 2 year period covered by our existing standard national contract 
although the detail of how year 2 will be applied has not yet been confirmed or determined.  It is 
therefore essential that all parties do all they can to achieve the anticipated benefits of adopting this 
new way of working.  

Risk issue – other factors impact on the ability to realise the benefits of the new contractual 
form causing difficulty in reaching an agreement accepted and recognised by all parties for 
18/19. 

The development of the AIC has been based on the model developed by the Bolton Health System 
and subsequently adopted in West Kent.  The variation agreement presented reflects the work to date 
to develop an AIC for PSEH.  It is recognised that in terms of contractual form, one size does not fit 
all, and all parties are committed to continuing to develop the contract in the way that best meets its 
objectives, learning form experience as we develop new ways of working. 

Respective planning teams will now start to set out the basis for agreeing any variation to the second 
year of the contract based on the principles set out in the contract and this document.  It is expected 
that the output of this work will be ready for consideration by September 2017. 

In addition to over-performance risks and a failure to deliver system cost reductions there is a risk that 
currently unmet need fills up capacity released in primary, community or acute sectors.  Also, further 
restrictions or pressures associated with social care services, including the significant workforce 
challenges faced in that market may transfer further pressures into the health care system 

This is not a specific AIC risk but has the potential to undermine the delivery of benefits through our 
joint working arrangements, or create unplanned financial pressures within the context of the agreed 
plans.   

The creation and effective operation of a joint contractual risk register, as set out in recommendation 
4, to identify potential pressures such as these and create scenario models setting out their potential 
impact, how this would be reflected in our agreements and the control processes and actions which 
can/would be put in place to mitigate the impact.  This should be routinely reported to the Joint 
Executive forum proposed above. 

The risks associated with achieving the financial plans as defined within the contract are covered in 
other sections of this report with associated recommendations. 

Recommendation 9: Any decision to approve the variation agreement for the 2 year period should be 
subject to any amendments to the planning process to be made by September 2017 and incorporating 
the output of that process as specified. 
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Risk issue – PHT and/or partners do not develop and deliver the plans which ensure the benefits 
of the new contractual form are realised and unmitigated financial risk is allocated across the 
system causing financial failure in one or more organisations. 

The discussion at the Board meeting in April 2017 which resulted in the approval to progress the new 
contractual form covered the issue of embeddedness with each organisation of the principles outlined 
in the contract, and how this could be assured and monitored.  A number of workshops have been held 
across the system to brief people on the approach being adopted for 17/18 and 18/19, and within PHT 
the contracts team have been attending CSC management team meetings to discuss ways of taking the 
agenda forward through our interactions with Commissioners and our core planning processes.   

In addition to this at a meeting of the PSEH Clinical Leaders Forum, clinicians from primary and 
secondary care received the presentation, confirmed their support for the approach and set out a series 
of actions and areas of focus to be jointly progressed either to support innovation, transformation or 
better use of time and resources.  However, as yet an effective joint programme maximising the 
capacity and capability of our respective teams to support CSCs to progress the new way of working 
at pace has not been established. 

The establishment of the Joint Executive forum will make an important contribution to the overall 
alignment of objectives and priorities across the system which should then cascade down into 
operational plans, objectives and priorities. 

PHT is in the process of putting in place the following arrangements to provide structure, oversight 
and co-ordination of the programme of work to deliver the benefits and mitigate the risks associated 
with the AIC: 

A nominated lead for each section of the contract has been identified and a team of people identified 
to support the role out of the programme of work across the key operational areas for each section 
through normal operational and clinical management structures will be established.  This builds on the 
work already undertaken to develop plans through the engagement events to date.  The lead for each 
section will have access to senior level sponsorship and support within Commissioners and PHT in 
order to help co-ordinate efforts across the system and deal with constraints that emerge.  The leads 
will link into the Trust Delivery Unit but will be specifically placed with accountability to the Chief 
Operating Officer as part of normal operational management structures. 

The overall PHT approach to maximising the benefits of the new contract, contributing to the delivery 
of the system control total, and delivering the QIPP requirements of the AIC will be co-ordinated by 
the Assistant Director of Commissioning.  This role will ensure that both short and long term 
transformational plans are progressed in a co-ordinated way through this route and will quality assure, 
challenge and support the development of robust and detailed plans in line with the standard Delivery 
Unit documentation.  The post holder will be the direct interface with the System Delivery Unit being 
established to oversee the overall £82.7m financial challenge. 

The output of this work also forms a specific component of the PHT financial recovery plan and will 
be reported specifically to the PHT Recovery Board on this basis. 

The parties to the AIC and the ACS leadership group (or Joint Executive Forum) should consider the 
need for a system financial recovery programme director or similar to ensure that the overall 
programme is co-ordinated, and to align the efforts and co-ordinate the resources of our respective 
teams to progress this agenda in a live and effective way.  This role would also be responsible for the 
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production of qualitative and quantitative reports for the Joint Executive Team forum advocated 
earlier in this paper. 

As part of this, parties to the AIC and the ACS should consider and formalise agreement or 
amendments to the proposed system financial framework , and in particular the practical operation of 
the proposed risk share arrangements. 

Recommendation 10: The Joint Executive Forum or parties to the AIC should agree the 
establishment of a System Financial Recovery Programme and lead responsibilities for the co-
ordination of effort and delivery in relation to this programme across all parties. 

Recommendation 11: All parties to the AIC to finalise and agree the system financial framework and 
the practical operation of proposed risk share arrangements. 
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The Expected Income Guarantee 

The Expected Income Guarantee (EIG) of £328,745,717 has been calculated as set out in Table 1 
below with the detailed contractual schedule at Appendix 1.  This is an income figure that the Trust 
can plan to receive in full for 17/18.  There will be no performance or other related challenges which 
will impact on this 

 

Table 1: AIC Expected Income Guarantee 2017/18 

 

  £m 
Agreed 16/17 out-turn baseline plan (M6) 323.40 
Price uplift (HRG4+) 8.30 
Technical adjustments -1.50 

Revised baseline (no IR changes) 330.20 
Counting and coding 0.16 
Growth 8.10 
Other 0.04 

Gross Total Income pre-QIPP 338.50 
QIPP -6.30 
QIPP risk share -3.10 

Expected Income Guarantee 329.10 
Post agreement adjustments   
IR Rules -2.8 
Vascular transfer (est) -2.8 

Final projected Expected Income Guarantee 323.50 
 
 

a. Agreed 16/17 out-turn baseline plan 
 

The agreed baseline figure of £323.4m was based on an agreed year end forecast at the end of Month 
6 16/17.  

The final out-turn value of contract activity was £325.5m without contract challenges, which would 
likely have reduced this figure by between £1.5m and £2.0m.  The year-end agreed position between 
organisations was £324.1m. 
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Risk Issue – if the baseline has been set too low this translates to an additional demand 
management challenge for PHT before QIPP is taken into account.  This could result from out-
turn 16/17 exceeding the baseline activity volumes, or be the result of capacity restrictions such 
as unscheduled care pressures or part year effects of productivity improvements. 

Risk of low financial baseline 

Under a PbR contract, the Trust would likely experience contractual challenges of at least an 
equivalent value to those in 2016/17 against its income quantum generated through delivery of 
activity – the value of outstanding challenges prior to the year-end financial agreement for 17/18 was 
approximately £2m.  Therefore, although a PbR contract plan would not necessarily recognise these 
challenges up front, experience suggests that a provision in the income plan of this order would be 
reasonable and prudent. 

Therefore, the issue about the value of the baseline would likely apply under either contract form and 
is not a reason to prefer PbR over the AIC proposal.  Rather, under the AIC proposal, there will be no 
financial contractual challenges of this type, therefore saving significant time and energy in the 
management, response and negotiation around the challenge processes associated with PbR contracts. 

On this basis, the overall income baseline quantum is not thought to be materially different to that 
which could be expected to be recovered through a PbR contract. 

If the Trust were to seek an uplift in the financial baseline of £2m, this would increase the 
Commissioner QIPP requirement by the same amount and according to the principles of the contract 
for the treatment of unallocated QIPP, 50% of the value of the increase in the baseline would be 
deducted through an increase to the QIPP risk share (see section on QIPP and QIPP risk share to 
follow).  In the context of the other points set out in relation to the EIG in this section, it is not 
considered to be productive or of value to the objectives of the system to seek to amend the EIG for 
this issue. 

Risk of understated capacity and loss of income generating opportunities 

In relation to concern that using 16/17 forecast activity levels as the baseline of the new contract may 
have understated capacity due to productivity issues or the impact of the significant unscheduled care 
pressures, this is not considered to present an immediate financial risk in terms of a lost income 
generating opportunity for the Trust. 

By committing to the way of working with system partners set out within the AIC and in line with the 
strategic intent referenced earlier in this paper, all parties are required to recognise the fixed nature of 
system financial resources, and the consequences of our actions on other parts of the system.  Just as it 
is incumbent on the provider to seek agreement from commissioners on matters that impact on them, 
commissioners will commit to an open approach to consideration of proposals from providers.  
Crucially all parties are equally responsible for finding solutions to problems and taking a share of the 
risk associated with decisions and agreements. 

Therefore the AIC provides a framework for enhanced decision making so long as all parties commit 
in practice as well as in theory to the principles set out.  Therefore, a mechanism to vary the EIG 
exists, but all parties are jointly responsible to finding a way to accommodate this within the resources 
available. 
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Recommendation 12: Directors of Finance to present scenarios relating to potential risks and 
challenges associated with the contract and discuss the expected approach to resolution supported by 
the commitments contained within the contract and the system financial framework to the Joint 
Executive forum as part of the sign off process for the Variation Agreement. 

From a PHT perspective for 17/18, should the capacity constraints which impacted on the 16/17 
activity out-turn position be addressed, this would not present an immediate problem.  The EIG 
includes activity which has been routinely delivered through waiting list initiative sessions or other 
premium rate solutions, and outsourcing to the private sector.  Repatriation of this work into core 
capacity would most likely be materially beneficial financially and assumptions in relation to this are 
included within the Trusts Financial Recovery Plan. 

Further opportunities include delivery of activity for other health care systems (the Trust received a 
number of requests in relation to this in previous years), or against PbR contracts still held with 
associate commissioners and NHS England. 

 
b. Price Uplift (HRG4+) and technical adjustments 

 

The EIG for 2017/18 uses PbR as the basis for valuing the contract in the absence of another 
methodology that can easily, consistently and accurately be deployed at this point in time.  The 
agreement reached with commissioners applies in full the impact of the new tariff prices issued under 
HRG4+ and this generates, after technical adjustments an additional £6.8m of income in comparison 
to 2016/17 for carrying out the same level of activity.  CNST cost increases offset £2m of the 
financial benefit in relation to this.  This agreement is a pressure for commissioners as the increased 
value of the PHT contract exceeds the increase to their allocations by approximately £3m.  This needs 
to be recognised, within the context of system financial risk as a significant gain deal for the Trust 
which should be taken in context of some of the risks associated with this contract agreement.  We are 
committed to working with commissioners to address the funding shortfall this has created through 
regulatory channels. 

 
c. Growth 

 

An important principle adopted in the construct of the Aligned Incentives Contract is the need to have 
a realistic and transparent construction of the start point plan in order that the full scale of the 
challenge for all parties can be recognised.  The national planning guidance was clear that all parties 
were expected to utilise STP planning assumptions for modelling levels of growth in the system 
(IHAMS).  This is the basis for the modelled growth assumptions contained within the contract and 
set out in the schedule at Appendix 1. 

The EIG makes provision for growth of £8.0m, and is agreed between both parties in line with the 
national planning requirements.  Importantly this is applied in full before the identification of QIPP 
targets relating to the contract. 

This means there are no hidden QIPPs contained within the contract.  As a result we can be confident 
that the scale of the challenge is transparent and recognised up front.  Failing to be clear in this way is 
a material factor leading to unplanned financial risk across the system, escalating contractual 
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challenges leading to risk and cost shifting and a lack of planned and co-ordinated action consistent 
with the scale of the challenge or to effectively manage costs across the system.   

This has previously been a contributory factor in the development of adversarial relationships, a lack 
of joined up working on shared objectives, and limited improvement in the provision of services to 
patients.  The AIC as set out materially mitigates the risk of disputes materialising in this way. 

Risk Issue – growth rates exceed those identified by speciality and by POD through the STP 
planning assumptions 

Demand modelling has been run through the planning process and this provides an alternative set of 
scenarios which can be used to test the growth assumptions in the plan.  In addition, the Deputy Chief 
Operating Officer has been tasked with reviewing all areas where demand exceeds capacity with a 
view to making recommendations about how these issues should be mitigated.  It is anticipated that 
some of these mitigations will include demand management initiatives and changes in settings or 
modes of delivery. 

 

Recommendation 13: Make a detailed and quantified assessment of the risk of variance in modelled 
growth rates and set out mitigations for this and any remaining demand and capacity gaps. 

  

d. QIPP & QIPP risk share 
 

In return for certainty of income, protection from both prospective and retrospective contractual 
challenge, the Trust has accepted responsibility up front for delivery of £6m QIPP and accepts a risk 
share of 50% of unallocated values. 

The proposals presented to the Board for approval in April 2017 set out the planned treatment of QIPP 
within the AIC.  The EIG reflects the principles set out at that time. 

QIPP values represent the difference between CCG allocations and the affordability of the value of 
contracts put in place for the year – in effect they are used to balance the value of contracts to 
available resources and represent a savings requirement for commissioners.  As a result, QIPP 
schemes have previously been valued according to the value of tariff savings that can be achieved 
against a particular contract, rather than being quantified as the savings to the organisation and system 
cost base as a result of the specified actions.  The process has not effectively incentivised providers as 
delivery of QIPP would directly reduce income irrespective of impact on the providers cost base.  The 
AIC recognises the shared interest in delivering effective QIPP schemes jointly in order to avoid the 
unintended consequences of a system pushed out of financial balance. 

The total QIPP assigned to the PbR contract signed in December 2016 was £12m.  Under a PbR 
contract, income would be payable for activity undertaken within the context of the rules of the 
national standard contract irrespective of QIPP values allocated to the contract.  A failure to achieve 
QIPP would create direct financial pressure for commissioners and would lead to the challenges 
processes and behaviours set out previously in this paper.  Financial risk would shift around the 
system irrespective of changes to the cost base and the ability to manage the risk. 
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Under the AIC, PHT has accepted responsibility for the delivery of QIPP totalling £6.3m which 
represents a planning figure for known schemes at the time.  This resulted in a residual unallocated 
QIPP against the PHT contract of £6m.  Under the QIPP risk share agreement, commissioners and 
provider accept joint responsibility for unallocated QIPP against the contract until schemes are 
developed to support the allocation of savings directly.  This leads to a further £3m reduction in the 
EIG at this stage.  It is therefore in the interest of all parties to work together to ensure that there is no 
unallocated QIPP as this will become a straight cost pressure to each organisation. 

 

Risk Issue – the Trust is unable to deliver against the QIPP target and is exposed to demand 
and cost for which it does not receive income 

Risk issue – unallocated QIPP does not get allocated and the Trust and CCGs are exposed to 
straight cost pressure through the QIPP risk share agreement 

 

In agreeing the AIC contract, both parties recognise the need for a radically new way of working 
across the health system.  In the first 2 months of the year there is insufficient evidence that the 
management and delivery approaches, structures and arrangements have changed in line with the 
commitment that agreeing to the AIC requires. 

Delivery of the QIPP is now a shared responsibility, not just because of the AIC, but as part of the 
commitments made by all organisations across PSEH at the ACS System Board, and to regulators at 
the joint system escalation meetings.  The organisations of PSEH are now collectively responsible for 
delivery of the system control total including the savings target of £82.7m and the QIPP items within 
the AIC are a representation of those requirements. 

In addition to the arrangements for delivery of the benefits of the AIC set out in section 4 and 
Recommendations 9 and 10: 

Recommendation 14:  A System Financial Recovery Board should be established with immediate 
effect to provide a clear line of sight of all components of the system financial recovery plan in order 
to provide the transparency, accountability to the whole, and collective responsibility for the 
achievement of the plan.  This Board should report directly to the Joint Executive forum. 

Recommendation 15: Parties to the contract to consider the appointment of a senior officer (Finance 
Director, Recovery Programme Director etc.) to ensure that efforts are aligned and co-ordinate the 
resources of our respective teams to progress this agenda in a lie and effective way. 

Recommendation 16:  PHT to review its business planning processes, management arrangements, 
and the setting of objectives in line with the requirements of the new way of working promoted and 
required by agreement to the AIC, to ensure they are consistent with the approach required to 
maximise the benefit of the contract, and achieve the objectives set out earlier in this document. 

e. IR Rules and Vascular 

The IR rules adjustment reflects a transfer of funding and responsibility for commissioning of a 
number of services between local CCGs and NHS England specialised services commissioners.  This 
item reflects the anticipated transfer of income between the AIC and the PbR contract with NHSE.  
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This transfer has not yet been agreed between commissioning bodies and is therefore referenced as a 
below the line adjustment at this stage. 

The vascular adjustment reflects the transfer of vascular services from PHT to UHS from 1 April 
2017.  These services were included in the EIG at the planning stage and the adjustment will be 
transacted when all outstanding issues between the various parties are concluded. 

 
f. Risk pool 

The variation agreement references the cost risk pool which is included in the contract but not the 
EIG.  This amounts to £4.3m net of CQUIN which is contained within the fixed income section of the 
contract. 

The purpose of the risk pool is principally to manage the risk associated with the cost risk share 
section of the contract (unscheduled care) and cost reduction incentive (pass through costs). 

The intention is to ensure that costs of extra capacity associated with over-performance in relation to 
unscheduled care and the requirement for extra capacity during winter, can be funded based on pre-
agreed and costed plans and the triggering of specified conditions that create additional expenditure. 

Pre-planning and agreement in relation to this will ensure that the Trust is clear on funding available 
for additional costs when plans are established enabling better governance and control, supporting 
improved decision making. 

Recommendation 17: confirm the utilisation arrangements associated with the risk pool with 
commissioners and incorporate this into the variation agreement 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Aligned Incentives Contract 
 

 & Benefit realisation 

E Tuke / C Adcock 
28 June 2017 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Issues 
§ Rising local demand  
§ CCG affordability gap 
§ £12m (possibly £20m) 

QIPP needed 
§ No PHT capacity to 

deliver backlog  
§ No existing system plan 

to solve 
 

Incentives needed to 
§ Combine capabilities 
§ Drive down system costs 
§ Do the right thing 
§ Reduce perverse 

incentives 
§ Support system objective 

delivery 
§ Improve services 
§ Financial sustainability 

6/29/2017 

PHT & CCG commissioners agreed for 2017/18 

238
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Portsmouth Hospitals NHS Trust 

Contract to enable: 

§ Different type of working 
§ Compatible with NHS 

Standard Contract 
§ Assist the needs identified 
§ Bolton & West Kent model 

– Aligned Incentives Contract 

Activities –  
1 of 4 main risk profiles 
§ Elective 

– Activity reduction incentive 

§ Emergency 
– Cost risk share 

§ Pass-through items 
– Cost reduction incentive 

§ Block Items 
– Fixed income 

6/29/2017 

PHT & CCG commissioners agreed for 2017/18 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Activity type: 

§ Agree best pathway  
– with no income penalty 

§ Agree best pathway  
– Demand risk shared 

§ Address cost savings 
– Automatic gain share Y1 

§ Deliver service best way 
– with no income penalty 

 

Incentive under AIC 

1. Elective 
– Activity reduction incentive 

2. Emergency 
– Cost risk share 

3. Pass-through items 
– Cost reduction incentive 

4. Block Items 
– Fixed income 

6/29/2017 

Benefits of contract 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Activity type: 

§ Agree best pathway  
– with no income penalty 

§ Agree best pathway  
– Demand risk shared 

§ Address cost savings 
– Automatic gain share Y1 

§ Deliver service best way 
– with no income penalty 

 

Incentive under AIC 

1. Elective 
– Activity reduction incentive 

2. Emergency 
– Cost risk share 

3. Pass-through items 
– Cost reduction incentive 

4. Block Items 
– Fixed income 

6/29/2017 

Benefits of contract 

These need an urgent PHT plan 
or the incentives are wasted 241



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

3 Emergency care investment 
 mandated by regulator 

– Cost impact to Trust 
– Service provision options 

§ Payment 
§ Performance mitigation elsewhere 

 
 
 
 
4 QIPP plans don’t deliver as plan 

– Early warning monitoring 
§ Affordability 
§ Diversion of resources, 
§ Joint plan to explain performance 

to NHSI 
 

 

1 Activity plan to low for RTT 
 achievement 

– Early warning monitoring 
§ Growth 
§ Shift 

– Agree 
§ Affordability 
§ Diversion of resources, 
§ Joint plan to explain performance 

to NHSI 

 
2 Referrals shift to/from Trust 

– Early warning monitoring 
§ Move work back 
§ Agree payment 

 

6/29/2017 

Scenarios 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

7 Costs shift to/from Trust 
– Cost impact to Trust 
– Service provision options 

§ Payment 
§ Performance mitigation elsewhere 

 
 
 
 
4 QIPP pilots need further funding 

– Plan is fully funded 
– Unfunded - means not in plan 
– Continuing projects will be funded 

 
 

5 CIP plans do not deliver as plan 
– Cost impact to Trust 

§ Payment from risk pool 
§ Performance / cost mitigation 

elsewhere 
 
 

 
 
 
6 Changes have PbR impact on 
 other CCGs 

– Bus cases for each change 
discussed 

– Case for payment supported by 
co-ordinating commissioner 

6/29/2017 

Scenarios 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Joint actions 

§ Detailed Analysis & action 
plans 
1. Activity, QIPP, RTT 
2. Potential extension to 

other Commissioners 
3. Opportunities to benefit 

from contract terms 

PHT actions 

§ Executive Forum 
– Drive commitments 
– Assign personnel 
– Set objectives 
– Oversight monitoring of 
§ agreement,  
§ quality,  
§ performance,  
§ risk,  

– Clarify risk pool process 
– Consider full time Director 

6/29/2017 

Actions needed 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 6/29/2017 

Some opportunities identified 
Block items Pass Through Emergency 

 
Elective 

Do differently - 
same outcome 

Biologic 
management 

Community risk 
assessment 

Early warning 
monitoring 

Excluded device 
pricing 

Emergency care 
plan achievement 

One-stop shop 

Shared decision-
making to treat 

Virtual ED/MDT 
prior to conveyance 

Digital outpatient 
alternatives 
/LTC management  

ICATS 

Testing pre/post 
referral 

Early warning for 
growth/shift in 
costs / demand 

Needs Programme management to: 
  

• succeed under control, 
• esp. alongside ambitious CIP 
• maintain CCG co-operation,  
• Unless weight put on to GMs 
• Est. £400k 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

AIC Contract Variation 

• Agreed as best way forward in 2017/18 
• Guarantees income at reasonable level 

• CQUIN, Penalties, Disputes 
• Opportunity to cut costs without adverse impact on income 
But 
• Needs careful forecasting of demand for scenarios 

• Growth v Activity / Cost shifts 
• Can’t be assumed to solve other problems –  

• Helps us manage them better 
 RTT, CIP, QIPP 

• Urgent action plan needed to deliver potential benefits 
• Open channels of Trust with Commissioners 

• May cause income problems with non AIC CCG if not managed 
New relationship, more equal,  

• Needs concerted maintenance 

6/29/2017 
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TRUST BOARD PUBLIC – JULY 2017    Agenda Item Number: 123/17 
         Enclosure Number: (9) 

Subject: 
 Nursing - Safe Staffing 

Prepared by: 
 
Sponsored & Presented by: 

Nicky Sinden – Lead Nurse for Workforce 
 
Nicola Ryley – Director of Nursing 
Nicky Sinden – Lead Nurse for Workforce 

Purpose of paper · To share the findings of the Spring 2017 adult in patient 
Ward Based Staffing review 

· To show analysis of actual nurse staffing, including 
escalation wards, against relevant metrics 

· Provide information regarding vacancies and recruitment 

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

This paper provides the board with a report on the Spring 2017 
ward based staffing review findings. These recommendations 
have been achieved through a ward based staffing review 
using the Safer Nursing Care Tool (SNCT) overlaid by a 
professional judgment exercise. The findings were also 
mapped against the 2017-18 funded ward establishments, 
showing any dependency and acuity trends using historical 
establishment information.  
 
The paper provides information to Trust Board of the staffing 
levels required at ward level to maintain safe staffing and 
ensures the board is reviewing safe staffing every six months 
as required by the NQB. 

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

To note Safe Staffing information 

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

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

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

 
 
 

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

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

BAF/Corporate Risk 
Register Reference (if 
applicable) 

1.1, 1.2, 1.3, 1.4, 1.9, 4.1, 4.3 
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 Introduction 1.
 

NHS provider boards are accountable for ensuring their organisation has the right culture, 
leadership and skills in place for safe, sustainable and productive staffing. They are also 
responsible for ensuring proactive, robust and consistent approaches to measurement and 
continuous improvement, including the use of a local quality framework for staffing that will 
support safe, effective, caring, responsive and well-led care (National Quality Board, 2016).  
 
The purpose of this report is to present to the Board an update on the National Quality Board 
guidance for safe staffing, to provide evidence of the recent six monthly review of safe staffing 
that has occurred and that it meets this latest guidance. 

 
In 2013, the National Quality Board (NQB) set out 10 expectations and a framework within 
which organisations and staff should make decisions about staffing that put patients first. 
Putting people first remains the NQB priority and they state ‘is central to the delivery of high 
quality care that is safe, effective, caring and responsive’. The 2016 NQB document builds on 
the 2013 guidance to provide an updated safe staffing improvement resource.  

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

 Right care: Doing the right thing, first time, in the right setting will ensure patients get the 
care that is right for them, avoiding unnecessary complications and longer stays in hospital 
and helping them recover as soon as possible. 
 Minimising avoidable harm: A relentless focus on quality, based on understanding the 
drivers and human factors involved in delivering high quality care, will reduce avoidable harm, 
prevent the unnecessary cost of treating that harm, and reduce costs associated with litigation. 
 Maximising the value of available resources: Providing high quality care to everyone 
accessing health and care services requires organisations and health economies to use their 
resources in the most efficient way for the benefit of their community – any waste has an 
opportunity cost in terms of care that could otherwise be provided. 
 
As the Carter productivity and efficiency report (2016) makes clear, improving workforce 
efficiency can benefit patient care through better recruitment and retention of permanent staff, 
better rostering, reduced sickness absence, matching work patterns to patient need, and 
reduced dependency on agency staff.  

 
 

 Policy Context 2.
In February 2013, Sir Robert Francis QC published his final report of the inquiry into failings at 
Mid Staffordshire NHS Foundation Trust. The report told a story of appalling suffering of many 
patients within a culture of secrecy and defensiveness, and highlighted a whole system failure. 
Compassion in Practice, the strategy for nurses, midwives and care staff (2012), the Francis 
report and the government response, Hard Truths: the journey to putting patients first, led to 
fundamental changes in how NHS provider boards are expected to assure they are making 
safe staffing decisions. The National Quality Board in November 2013 set out these 
expectations in relation to getting nursing, midwifery and care staffing right. It provided a clear 
governance and oversight framework alongside recommended evidence-based tools, 
resources and examples of good practice, to support NHS providers in delivering safe patient 
care and the best possible outcomes for their patients. The National Institute for Health and 
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Care Excellence (NICE) undertook work to produce guidelines on safe staffing for specific care 
settings, which led to the publication of Safe staffing for nursing in adult inpatient wards in 
acute hospitals and Safe midwifery staffing for maternity settings. 

The Carter report and the NHS Five Year Forward View planning guidance make it clear that 
workforce and financial plans must be consistent to optimise clinical quality and the use of 
resources. The Carter report highlighted variation in how acute trusts currently manage staff, 
from annual leave, shift patterns and flexible working through to using technology and E-
Rostering. It underlined that, in addition to good governance and oversight, NHS providers 
need a framework to evaluate information and data, measure impact, and enable them to 
improve the productive use of staff resources, care quality, and financial control. Lord Carter’s 
report recommended a new metric, care hours per patient day (CHPPD), as the first step in 
developing a single consistent way of recording and reporting staff deployments.  

Jim Mackey, Chief Executive of NHS Improvement, and Professor Sir Mike Richards, Chief 
Inspector of Hospitals at the Care Quality Commission, stated in a letter to Trusts that provider 
leaders have to deliver the right quality outcomes within available resources. They reiterated 
their joint commitment to working together on a single national regulatory framework for this 
purpose. 

Nursing and midwifery leaders have built on Compassion in Practice to create a national 
nursing, midwifery and care staff framework: Leading change, Adding value. This framework is 
aligned to the Five Year Forward View, with a central focus on reducing unwarranted variation 
and meeting the ‘Triple Aim’ measure of better health outcomes, better patient experience of 
care and better use of resources. 

The 2015 Shape of Caring report recommended changes to education, training and career 
structures for registered nurses and care staff. There is a need to continue this work and 
identify both nationally and locally how we maximise the capabilities and contribution of 
healthcare assistants/support workers/nursing associates to meet patient needs and provide 
fulfilling job roles and career pathways.  
 
As an integral part of developing their Sustainability and Transformation Plans, local health 
and care systems are developing local plans for how they will develop, support and retain a 
workforce with the rights skills, values and behaviours in sufficient numbers and in the right 
locations.  
 
The NQB (2016) builds on the 2013 guidance to provide an updated safe staffing improvement 
resource. The updated guidance states ‘Key to high quality care for all is our ability to deliver 
services that are sustainable and well-led.’ In the past, quality and financial objectives have 
too often been regarded as being at odds with each other and therefore pursued in isolation. 
As set out in the Five Year Forward View, it is vital that we have a single, shared goal to 
maintain and improve quality, to improve health outcomes, and to do this within the financial 
resources entrusted to the health service. This means a relentless focus on planning and 
delivering services in ways that both improve quality and reduce avoidable costs, underpinned 
by the following three principles’: 

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

 

 
Expectation 1 – Right Staff 
 
 

Boards should ensure there is sufficient and sustainable staffing capacity and capability to 
provide safe and effective care to patients at all times, across all care settings in NHS 
provider organisations.  

Boards should ensure there is an annual strategic staffing review, with evidence that this is 
developed using a triangulated approach (ie the use of evidence-based tools, professional 
judgement and comparison with peers), which takes account of all healthcare professional 
groups and is in line with financial plans. This should be followed with a comprehensive 
staffing report to the board after six months to ensure workforce plans are still appropriate. 
There should also be a review following any service change or where quality or workforce 
concerns are identified.  

Safe staffing is a fundamental part of good quality care, and CQC will therefore always 
include a focus on staffing in the inspection frameworks for NHS provider organisations. 

Commissioners should actively seek to assure themselves that providers have sufficient 
care staffing capacity and capability, and to monitor outcomes and quality standards, using 
information that providers supply under the NHS Standard Contract. 

 
The principles are evidence based workforce planning, professional judgement and 
comparing staffing with peers. 
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Expectation 2 – Right Skills 

 
Boards should ensure clinical leaders and managers are appropriately developed and 
supported to deliver high quality, efficient services, and there is a staffing resource that 
reflects a multi-professional team approach. Decisions about staffing should be based on 
delivering safe, sustainable and productive services. 

Clinical leaders should use the competencies of the existing workforce to the full, further 
developing and introducing new roles as appropriate to their skills and expertise, where 
there is an identified need or skills gap. 

 
The principles are mandatory training, development and education, working as a multi-
professional team and recruitment and retention. 

 
Expectation 3 – Right Place and Right Time 

 
Boards should ensure staff are deployed in ways that ensure patients receive the right care, 
first time, in the right setting. This will include effective management and rostering of staff 
with clear escalation policies, from local service delivery to reporting at board, if concerns 
arise. 

 
Directors of nursing, medical directors, directors of finance and directors of workforce 
should take a collective leadership role in ensuring clinical workforce planning forecasts 
reflect the organisation’s service vision and plan, while supporting the development of a 
flexible workforce able to respond effectively to future patient care needs and expectations. 

 
The principles are productive working and eliminating waste, efficient deployment and 
flexibility and efficient employment minimising agency use. 

 
 

3.  How PHT meet the expectations 
 

Expectation 1 – Right Staff 
 

The Trust undertakes a comprehensive bi-annual review of adult in-patient safe staffing 
levels which is presented to Trust Board. This review uses the Safer Care Nursing Review 
Tool as recommended in Table 2 as one of the methods for workforce planning.  The 
findings of the tool are then subjected to a professional nursing judgement exercise by the 
Deputy Director of Nursing, Lead Nurse for Workforce and the relevant Head of Nursing 
and Matron, as also recommended in Table 2. This staffing review is then converted into a 
staffing establishment and a workable roster for each ward with agreed headroom to cover 
annual leave and sickness – this headroom is currently at 20.5% and 90% supervisory time 
(less for small wards under 20 beds) is also included for ward managers to lead and 
manage their departments. The midwifery staffing is reviewed by the Director of Midwifery 
using the activity monitoring tool Birthrate Plus as shown in Table 2. These reviews are also 
presented to Trust Board for approval. 

 
Expectation 2 – Right Skills 
The responsibility of the Learning and Development Department is to provide staff with 
access to education and development.  There are clear requirements for essential training 
and these are monitored via performance reviews and at Trust board. The minimum 
expectation has been met with 88.6% of staff in date with their essential skills. Professional 
competencies and requirements are monitored through appraisals. An annual training 
needs analysis is undertaken in the autumn. This informs the training plan that is submitted 
to Health Education England Wessex for external funding to provide education, training and 
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development for both clinical and non-clinical across bands 1-4 and 5-9. Consideration of 
both local and national priorities alongside workforce redesign is incorporated in the 
plan.  The allocation of monies is determined via headcount and divided by CSC to ensure 
fair and equitable access.  Any key Trust priorities are given consideration via the Strategic 
Education and Workforce Development Meeting and funding top sliced or additional bids 
made as required.  This group oversees the CSC requirements throughout the year to 
ensure that staff have the requisites skills to meet the changing needs of the service.  An 
example is the Associate Practitioner route via a foundation degree and 14 trainees are in 
post to become associate practitioners in nursing teams.  Another key development is the 
advanced practitioner role, both clinical and nursing, and funding has been awarded to 
progress this role to enhance the skills of existing staff to address workforce and acute care 
needs. 

 
The Trust works collaboratively with neighbouring peers on new roles and future models of 
staff e.g. Trust has put in a joint bid with providers and CCGs in the SHIP region regarding 
the Band 4 Associate Nurse pilot – outcome awaited.  The Trust is working with Wessex 
and Kent Surrey Sussex regarding additional adult nursing commissions and University of 
Portsmouth have been awarded the tender and have received Nursing Midwifery Council 
approval for the programme and recruitment is underway across both regions. 

 
The Trust has a very positive reputation across Wessex for the work done locally on 
recruitment.  PHT has fewer vacancies than local Trusts following its very proactive 
recruitment in Europe. Annual plans are put in place for recruitment from the local 
population, nationally, from Europe and now internationally. The Trust is also a major 
provider of placements for students from many universities and these placements are 
continually evaluated and have high satisfaction levels – further enhancing the ability of the 
trust to recruit and retain staff. 

 
 

Expectation 3 – Right place and time 
 

The Trust has incorporated the productive ward into the Portsmouth Quality Bundle and 
has completed several cycles over the year of lean methodology using this process. An 
annual review of ‘contact hours’ is also undertaken to review what percentage of the 
allocated hours are being used for direct care.  This exercise is then benchmarked and fed 
back to staff to review any changes that can be made. 

 

Staffing concerns and other risks are escalated via the ‘safety learning event’ process and 
reported to CSCs and board on a regular basis.  Staffing incidents and ‘red flag’ staffing 
incidents are regularly reviewed and reported into the bi-annual staffing reports. There is a 
daily process in and out of hours to manage staffing across the organisation with escalation 
to senior members of the nursing team if additional staffing is required or there are any 
safety concerns.  This is formally reported and cascaded three times a day, seven days a 
week. 

 
Staffing levels are publically displayed in all wards in the form of planned and actual 
staffing.  This data is captured, collated and submitted to NHS England monthly and then 
displayed by NHS choices. Data is reported monthly in the workforce section of the 
Integrated Performance Report in the form of the NQB data and now includes the CHPPD 
data. 

 
The early CHPPD (RNs + HCSWs) of 25 Trusts in October 15 showed that at 5th centile 
the hours are 7 per day and 95th centile is approximately 11 hours per day of care time, the 
median is (9.13) 
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PHT data showed RNs had (5) CHPPD recorded and HCSWs had (2.5)  equalling a total 
CHPPD of 7.5 hours per day meaning our total for PHT in comparison to other Trusts 
records us closer to the 5th centile (very lean). We are aware through the collaborative 
group that a large number of the Trusts involved, were comparable to PHT. This data 
suggests that we are lean in relation to our peers for our CHPPD. In addition it shows our 
working skill mix to be 63:47 overall which meets the RCN suggested skill mix of 65:35 in 
the acute setting. This will be regularly monitored in the board reports to ensure that whilst 
staffing is adequate in PHT it is also lean and benchmarks favourably nationally. 

 
 

Triangulation of this data 
The impact of staffing decisions on the quality of patient care and patient outcomes is 
monitored and reported to Trust Board in the Quality Section of the Integrated Performance 
Report. The Trust has a very healthy quality scorecard and benchmarks well to other Trusts 
as can be seen in the monthly safety thermometer data which compares the Trust across 
the country for four quality metrics; falls, pressure ulcers, cdiff incidents and catheter 
acquired UTI’s. The experience of care delivery is also monitored through patient, carer and 
staff feedback e.g. FFT, In-patient survey results and the staff survey results.  

 
Overall the Trust remains in a good position with staffing, is recognised nationally for the 
learning and development standards, the robust methods of rostering and agency reduction 
and is leading the way for quality monitoring with ward accreditation, perfect care, quality 
care reviews etc. 

 
 
 

4. Results of the March 2017 Ward Based Staffing Review 
 

A full ward based staffing review took place in March 2017. (full data attached in appendix 
1) This was the first review following the rebalance of ward based staffing in Sep 16, which 
informed 2017/18 ward based establishments and budget. All results were analysed and 
discussed with all CSC Heads of Nursing to consider professional judgement. The outcome 
of the nurse staffing review has not suggested any changes to ward based staffing.  

 
Funding through a NIHR research project, with the University of Southampton, has 
facilitated the introduction of twice daily dependency and acuity scoring. (SNCT) This is 
now captured electronically using the ‘Bed View’ system assigning n acuity score to each 
individual patient morning and evening. The research is supported by a Workforce 
Research Sister, who is providing education, support and quality assurance to the wards 
and departments. This has improved the quality of the data and allowed for early 
intervention when patient scores do not reflect the ‘normal’ acuity and dependency 
expected for the patient group. 

 
In addition to the assessment of patients in the funded bed base, the use of Bed View to 
score the SNCT has allowed for some assessment of the patients being cared for on 
escalation wards and departments, with further plans to cover all additional capacity 

  
The professional judgement exercise was able to explain anomalies to the expected patient 
group, for example an increase in level 1B patients within the acute surgical wards can be 
explained by the high number of outlier patients being cared for on the wards. 

 
The implementation of a live SNCT score for each ward is being considered to support the 
daily staffing reviews and movement of nurses and care support workers to support 
changes in the dependency and acuity of the patients. 

 
 
 

255



10 
 

Table 1 Summary of March 2017 Safer Nursing Review and Professional Judgement 
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E2 30 1.27 1.23 1.35 1.4 1.2 1.45 1.52 1.49 1.27 90% 65:35 24.94 13.27 38.21 Monitor impact of outliers
E3 34 1.1 1.18 1.16 1.34 1.16 1.34 1.43 1.39 1.19 90% 67:33 27.25 13.27 40.52 Monitor impact of outliers
SAU 28 1.1 1.39 1.3 1.4 1.23 1.46 1.28 1.37 1.34 90% 72:28 27.06 10.49 37.55 No action
D7 36 1.38 1.37 1.41 1.49 1.49 1.27 1.45 1.36 1.22 90% 68:32 29.82 14.16 43.98 Monitor impact of outliers

SHCU 10 1.8 1.6 1.55 1.54 1.46 1.76 1.57 1.67 2.05 60% 87:13 17.79 2.74 20.53
Economy of scale does not support 
any changes

F5/6/7 40 1.77 1.62 1.66 1.69 1.61 1.64 1.63 1.63 1.48 90% 73:27 43.3 15.86 59.16 No action

C5 36 1.29 1.36 1.34 1.33 1.38 1.27 1.47 1.37 1.24 90% 65:35 29.27 15.52 44.79
Monitor impact of increased ECO 
patients

C6 36 1.24 1.27 1.15 1.31 Q non sub 1.07Q 1.40 1.28 1.16 90% 63:37 26.31 15.52 41.83 Re- assess 3 months
C7 23 1.11 1.14 1.15 1.02 1.06 1.11 1.30 1.23 1.46 90% 85:15 28.35 5.17 33.52 No action

E6/7 40 2.17 1.8 1.48 1.4 1.28 1.26 1.42 1.34 1.43 90% 68:32 39.27 18.11 57.38
No action Results support previous 
establishment reduction

E8 36 1.27 1.35 1.36 1.23 1.26 1.26 1.52 1.39 1.16 90% 64:36 26.31 15.52 41.83
Monitor - impact of increased ECO 
patients

D2 30 1.26 1.5 Q 1.47 1.5Q 1.32 1.32 1.23 90% 65:35 24.1 12.94 37.04
Monitor - first review following 
change to short staty ward

D3 34 1.38 1.26 1.4 1.48 1.44 1.24 90% 63:37 26.68 15.52 42.2
Monitor - impact of increased ECO 
patients

F1 12 1.86 1.72 1.71 1.52 1.69 1.72 1.71 1.72 1.84 60% 55:45 12.05 10.05 22.1 No action
F2 30 1.51 1.55 1.60 1.58 1.46 90% 62:38 27.13 16.68 43.81 No action
F3 25 1.44 1.63 1.66 1.49 1.63 1.42 1.71 1.57 1.41 90% 57:43 20.07 15.07 35.14 Re-assess 3 months
F4 34 1.58 1.34 1.34 1.57 1.85 1.69 1.60 1.65 1.64 90% 72:28 40.08 15.72 55.8 Re-assess 3 months
G2 29 1.69 1.48 1.56 1.31 1.55 1.43 1.55 1.49 1.51 90% 62:38 27.13 16.68 43.81 No action
G3 30 1.62 1.65 1.69 1.59 1.45 1.49 1.55 1.52 1.46 90% 62:38 27.13 16.68 43.81 No action
G1 22 1.52 1.42 1.42 1.69 1.56 1.54 90% 60:40 20.35 13.61 33.96 No action
G4 21 1.53 1.49 1.31 1.47 1.33 1.28 1.66 1.47 1.51 90% 49:51 14.56 17.21 31.77 No action

D8 27 1.32 1.29 1.18 1.23 1.28 1.45 1.37 1.31 90% 70:30 24.77 10.53 35.3
Monitor  - need to capture emergency 
patients waiting

G6 14 1.87 1.44 1.79 1.87 1.87 1.74 1.81 1.82 60% 80:20 20.34 5.18 25.52 No action - rebalanced 16/17
G7 22 1.91 1.69 1.88 1.82 1.97 1.70 1.84 2.09 90% 69:31 31.88 14.07 45.95 No action - rebalanced 16/17
G9 14 1.94 1.57 1.56 1.73 1.74 1.68 1.71 2.05 60% 70:30 20.15 8.55 28.7 No action - rebalanced 16/17

A5/6 22 1.52 1.68 1.58 1.27 1.43 1.68 90% 58:42 21.54 15.41 36.95
Monitor  - need to capture emergency 
patients waiting

D1 28 1.52 1.55 1.51 1.4 1.49 1.43 1.42 1.43 1.48 90% 61:39 25.37 16.2 41.57 No action
D6 36 1.53 1.45 1.52 1.64 1.58 1.47 90% 59:41 31.03 21.71 52.74 No action
D4 26 1.16 1.26 1.36 1.21 1.27 1.26 1.34 1.30 1.32 90% 69:31 23.75 10.65 34.4 No action
D5 36 1.31 1.09 1.11 1.01 1.04 1.08 1.12 1.10 1.21 90% 68:32 29.76 13.8 43.56 No action
AMU 58 1.56 1.62 1.56 1.59 1.58 1.78 300% 75:25 77.63 25.87 103.5 Potential to rebalance within the CSC
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 Results of Quality Metrics for Sep 16 – March 17 5.
 

Quality metrics for wards are monitored each month and form part of the overall quality 
dashboard for the Trust.  When looked at individually, the majority of wards demonstrate high 
levels of harm free care.  
 
Table 2 summary of quality metrics (April 2016 - March 17) 
 

 
 
 
 
 

 

Overall Harm 
free % for 
March 2017

New 
Harm 
%for 
March 
2017

A6 2 0 801 386 95% 95% 98%
A7 0 0 2556 2556 100% 100% 95%
A8 0 0 2556 2556 100% 100% 89%
B6 0 0 2556 2556 100% 100% n/a

B7 0 0 2556 675 100% 100% n/a

B8 0 0 2556 2556 100% 100% n/a

C5 1 0 1074 140 97% 97% 91%
C6 1 0 24 269 100% 100% 91%
C7 0 0 1524 679 96% 96% 100%
Cardiac Day Unit (C  0 0 2556 803 80.00% 80.00% n/a
CAU 0 0 2556 2556 n/a n/a 100%
D1 0 0 2556 2556 100.00% 100.00% 98%
D2 0 0 609 2556 97% 97% 89%
D3 3 0 339 473 94% 97% 90%
D4 0 0 1703 538 89.00% 96.00% 93%
D5 0 0 331 819 97.00% 100.00% 96%
D6 0 0 1400 34 97.00% 100.00% 100%
D7 2 0 527 44 100.00% 100.00% 95%
D8 (HNU) 0 0 296 95 96% 100% 90%
DCCQ 3 0 2556 2556 95.00% 95.00% n/a
E2 1 0 1246 125 94.00% 94.00% 98%
E3 1 0 792 386 97.00% 97.00% 95%
E4 0 0 351 120 94.00% 100.00% 100%
E6 1 0 148 39 100% 100% 100%
E7 1 0 148 39 100% 100% 93%
E8 1 0 184 59 100% 100% 94%
ED 0 0 806 487 n/a n/a 94%
F1 0 0 2556 2556 100.00% 100.00% 67%
F2 3 0 203 121 97.00% 100.00% 100%
F3 1 0 899 203 100.00% 100.00% 38%
F4 1 0 73 181 100.00% 100.00% 100%
F5 1 0 395 459 100% 100% 97%
F6 2 0 2556 2556 100% 100% 97%
F7 1 0 2556 336 100% 100% 97%
G1 2 0 196 196 100.00% 100.00% 100%
G2 2 0 989 406 100.00% 100.00% 100%
G3 0 0 113 566 90.00% 97.00% 100%
G4 0 0 835 2556 100.00% 100.00% 100%
G5 (PPU) 0 0 2556 2556 100.00% 100.00% 98%
G6 1 0 2556 2556 93% 100% 100%
G7 2 0 928 267 95% 95% 100%
G9 0 0 542 2556 93% 100% 92%
AMU 0 0 1011 15 100% 100% 93%
NICU 0 0 2556 2556 100.00% 100.00% 100%
SAU 0 0 669 55 100.00% 100.00% 98%
SHCU 0 0 527 2556 100.00% 100.00% 90%

Ward FFT 
satisfaction 
(% 
recommend) 
forMarch 
2017 

Ward

CDiffs 
April 
2016 to 
March   
2017

MRSA 
Bacteraemia  
April 2016 
to March 
2017

Days since a 
Grade 3 or 4 
P/Ulcer 
(commenced 
collection 
1/04/2010)

Days since a 
moderate or 
severe fall 
(commenced 
collection 
01/04/2010)

Safety Thermometer 
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 Vacancies and Recruitment 6.
 

6.1 Vacancies 

The overall vacancy position for Nursing and Midwifery is 263.22 wte as of end May 2017. 
This is 8% vacancies overall. This is broken down into 241wte registered staff (bands 5-9) 
and 21.44 wte unregistered staff. (bands 1-4)  

 
 

In addition to our substantive and temporary (as required) workforce, we utilise some 
contracted band 5 and 2 NHSP staff. These workers are filling a vacancy for up to an 18 
month period. After adding these into the vacancies the result is 201 wte vacancies, which 
equates to 6% vacancies overall. Although booked and paid through the temporary staff 
NHSP platform, we manage this group as a substantive worker in partnership with NHSP. 
The majority of this workforce move into a substantive role on completion of their contract. 
These are mainly RN’s recruited from the EU through NHSP or CSW trainees who work 
solely in one ward and undertake the Care Certificate with NHSP. 
 
The resulting RN vacancy when taking into account the contracted RN’s is currently 217 
wte. This is 9.2%. 
 
The resulting HCSW vacancy when taking into account the contracted HCSW’s is currently 
7 wte. This is 0.7 % vacancies 
 
 
6.2 Recruitment 

Generic pro-active recruitment for band 5 Registered Nurses and band 2 Health Care 
Support workers is managed centrally from within the Corporate Nursing team. This is 
supplemented by targeted CSC recruitment. The Trust has recruited nurses from Europe 
the Philippines and the UK over the last year. The total recruited substantively to the Trust 
was 180 registered nurses. In addition to this, 24 contracted Registered Nurses in 
conjunction with NHSP. This is a total of 204 RN’s recruited  
 
The turnover in the same period was 185 band 5’s and 75 band’s 6-9. It should be noted 
that some staff may have been promoted so they may show as a leaver in one pay scale 
but a new starter in another pay scale.  
 
The Trust has recruited 145 band HCSW’s in 2016/17. The turnover for the same time 
period is 80. 
 
The net effect of recruitment and turnover has increased our vacancies by 2% over the 
year. 

 
Generic recruitment consists of constant band 5 and band 2 adverts via NHS Jobs. We 
recruit Registered Nurses in the EU every other month, rotating between Trust recruitment 
in Portugal and NHSP partnership recruitment in Italy & Spain. These numbers are 
declining month upon month. Intelligence from our recruitment agencies advise this is due 
to Brexit and IELTS requirements. Several EU RN’s have left the Trust to work in another 
EU country (Ireland and France). The most recent recruitment campaign in Portugal (May 
2016) advised that candidates were concerned regarding recent events in London and 
Manchester. 

 
In February and May 2017 the Trust recruited in the Philippines. The total job offers made 
to band 5 nurses is 337 across all CSC’s. Due to strict visa, language and NMC 
requirements, the prediction is that we would expect to achieve one third of the successful 
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candidates arriving to commence their post in PHT over the course of 1 year. Details of all 
confirmed and predicted new starters are shown below. 
 
The nursing recruitment strategy is designed to create a continuous supply of RN’s and 
CSW’s through a pipeline achieved through proactive recruitment without restrictions. 
 
Table 3 below shows confirmed new starters highlighted in grey boxes and predicted not 
highlighted. The arrival of International RN’s is difficult to predict due to the essential 
requirements to apply for the visa. We are kept up to date weekly by the recruitment teams 
in the recruiting country. 

 
 
Table 3 The generic recruitment pipeline for 2017/2018  
 
Date RN’s Source HCSW’s Source Total 
July 17 0  8 Apprentice 

HCSW 
8 

Aug 17 0  20 
15 

Generic UK 
NHSP 
Development 

20 

Sep 17 20 Italy, Portugal, 
Philippines 

12 Trainee CSW 32 

Oct 17 49 Newly Qualified UK 20 
15  

Generic UK 
NHSP 
Development 

69 

Nov 17 16 Philippines 20 Generic UK 36 
Dec 17      
Jan 18 13 Philippines 20 Generic UK 33 
Totals 98  130  228 
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7 Incidents in connection with nurse staffing  
 

NICE Safer Staffing Guidelines identified the requirement for Trusts to report any red flag 
incidents that occur.  NICE specify a list of red flag incidents which include less than 2 
Registered Nurses per shift, more than 25% reduction in planned staffing, care omissions e.g. 
turns, feeding, observations, pain relief.  In line with neighbouring providers, the Trust have 
added the red flags to the Datix reporting system and briefed ward sisters and teams on their 
importance and how to report red flag event.  
  
Table 4 and Table 5 below demonstrate the incidents reported in Quarter 3 and 4 in relation to 
nursing and midwifery staffing. There has been a decrease in staffing incidents reported 
compared to Aug & Sep 2016 which were both above 100.  
 

 
Table 4: Staffing incidents by month October 2016 – March 2017. 
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Table 5: Staffing level incidents by severity 
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8 NQB Fill Rate during 2016-17 and CHPPD 
 

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

 
Table 6: Actual staff numbers and skill mix 

 

Actual Staff Numbers and Skill Mix 

  Average Fill Rate Skill Mix 

  Registered 
Nurses HCSW Planned 

Actual 

  % % RN:HCSW RN:HCSW 
May16 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% 
Aug16 92.0% 112.5% 70.8% : 29.2% 66.4% : 33.6% 
Sep-16 91.1% 113.9% 70.8% : 29.2% 66.0% : 34.0% 
Oct-16 93.3% 116.0% 70.5% : 29.5% 65.8% : 34.2% 
Nov-16 95.2% 116.4% 70.8% : 29.2% 66.4% : 33.6% 
Dec-16 93.1% 109.3% 70.4% : 29.6% 66.9% : 33.1% 
Jan-17 93.0% 113.5% 70.4% : 29.6% 66.0% : 34.0% 
Feb-17 92.5% 115.7% 70.4% : 29.6% 65.5% : 34.5% 
Mar-17 93.7% 118.3% 70.0% : 30.0% 64.9% : 35.1% 
Apr-17 93.5% 125.7% 70.3% : 29.7% 63.8% : 36.2% 
May17 94.4% 127.9% 70.2% : 29.8% 63.5% : 36.5% 

 
Table 6 evidences that the Trust is maintaining a good RN fill rate, however the increasing 
CSW fill to provide Enhanced Care Observation (ECO) and supplement RN gaps is decreasing 
the RN:CSW skill mix to below acute setting recommended skill mix of 65% RNs to 35% 
HCSWs. This will require close observation in the forthcoming months whilst recruiting 
numbers are challenging. 

 
Care Hours per Patient Day (CHPPD) 
 
CHPPD is calculated by adding the hours of registered nurses and the hours of healthcare 
support workers and dividing the total by every 24 hours of inpatient admissions (or 
approximating 24 patient hours by counts of patients at midnight). CHPPD is reported as a 
total and split by registered nurses and healthcare support workers to provide a complete 
picture of care and skill mix. See diagram 2. 
 
Diagram 2 – Formula for calculating CHPPD 
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Table 7 . May 2017 planned versus actual care hours per patient day per ward 

 

 Total 
RNs 

planned 
CHPPD  

Total 
RNs 

Actual 
CHPPD  

Total 
HCSW 

Planned 
CHPPD  

Total 
HCSW 
Actual 
CHPPD  

Ward 
A5,6 4.41 3.88 2.84 2.67 
C5 3.58 3.67 1.96 2.57 
C6 3.26 2.89 1.96 2.89 
C7 11.86 11.16 2.24 2.48 
D1 4.08 3.58 2.63 2.75 
D2 3.66 3.30 2.03 3.30 
D3 3.31 2.87 1.98 3.00 
D4 4.02 3.67 1.92 2.24 
D5 4.04 3.71 1.85 1.92 
D6 3.84 3.50 2.78 2.89 
D7 3.68 2.79 1.88 1.87 
D8 3.98 4.20 1.73 2.78 
E1 5.37 4.36 2.17 2.54 
E2 3.69 3.34 2.04 2.00 
E3 3.67 3.16 1.83 1.66 
E5 (ITU) 25.58 24.93 1.19 1.19 
E6 19.59 18.68 9.14 14.03 
E8 3.33 2.84 2.00 2.56 
F1 3.74 4.21 3.79 4.66 
F2 3.85 3.22 2.46 3.88 
F3 4.00 3.35 2.56 4.13 
F4 5.41 5.38 2.16 3.71 
F5,6,7 4.67 4.26 1.74 1.85 
G1 3.76 3.44 2.75 3.90 
G2 4.00 3.36 2.56 3.56 
G3 3.87 3.13 2.48 3.45 
G4 4.09 2.92 2.87 4.19 
G5 (Private ward) 4.56 4.56 1.89 2.06 
G6 6.17 5.28 1.71 2.09 
G7 6.25 5.26 2.85 2.82 
G9 6.19 6.12 2.76 2.12 
Maternity Services 6.12 5.88 2.42 2.40 
AMU 6.58 6.55 2.90 2.97 
NICU 10.73 10.73 2.38 2.38 
Shipwreck 8.21 6.82 1.46 1.17 
Starfish 8.84 8.94 1.87 1.54 
Surgical High Care 8.00 7.47 1.39 1.23 

 
 

Table 7 shows the planned and actual care hours available to each patient on the relevant 
ward per 24 hour period. The Lord Carter worked showed that PHT sit in the lower quartile 
range for care hours. It should be noted that as in the above table 6 the workforce is regularly 
being supported by additional care support workers when there is a deficit in registered 
nurses, creating a lower than ideal skill mix for acute wards. 
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9 Safe Staffing – Flexible Escalation Areas 

 
In addition to the budgeted bed base, nurse staffing is required for several escalation areas. 
Some areas are open continuously, with others opened intermittently. These areas do not 
have an establishment and rely solely on bank and agency staff. E4 does have a budgeted 
establishment but only 3 wte in post. This ward relies on a temporary workforce and 
movement of staff from other CSC’s, which does impact on turnover 
 
Table 8. Staffing requirements for flexible escalation wards (RN+CSW) 
 

 
Area 

wte 
required 
RN 

wte 
required 
CSW 

Total 
wte 

Max Bed 
numbers 

N:B 
ratio 

Skill mix 
RN:CSW 

Comments 

AMU Pink 5.0 5.0 10.0 5 2.0 50:50 Supported by AMU co-
ordinator 

E4 15.0 17.5 32.5 18 1.8 46:54 Managed within 
MOPRS CSC 

Cardiac Day Unit 12.85 6.42 19.27 12 1.6 67:33  
Renal Day Unit 6.42 6.42 12.84 7 1.83 50:50  
Recovery 6.42 6.42 12.84 7 1.83 50:50  
Endoscopy on G5 5.0 0.0 5.0 2 2.5 100:0  
Discharge Lounge 6.42 6.42 12.84 6 2.14 50:50  
Additional ED 20.0 0.0 20.0 n/a n/a n/a Additional nurses to 

achieve 1:4 ratio 
Total additional wte 77.11 41.76 118.87 57    
 

 
Table 8 shows the staffing requirements for additional capacity. Due to the poor economy of 
scale in these areas the nurse to bed ratio is very high compared to the budgeted wards. The 
cost to employ this workforce substantively per annum would be in the region of 3.5 million. 
The current cost using temporary staff exceeds this as we often utilise higher cost agency staff 
due to the ‘last minute’ requirements. An approximate cost when taking the mid-range agency 
charge rate would be in excess of 5 million per annum. 
 
As the extra bed capacity starts to close in September 2017 the Trust has a very clear plan to 
right size the nursing establishment. A targeted approach in place to reducing reliance on 
agency staffing and deliver the agency cap set by NHS Improvement. 
 
The Mental Health nurse staffing advised by the CQC is in place currently provided by agency 
staffing. The Trust is working with commissioners and mental health provider’s partner’s to 
explore a long term solution which would enable continuity of staffing.  
 

 
 
10 Maternity Staffing Review – Birth Rate Plus 
 

The Royal College of Midwives (RCM) and the Royal College of Obstetricians and 
Gynaecologists (RCOG) recommend the use of Birthrate  Plus® (BRP) which was endorsed by 
the RCM Council in 1999 and in the Unit Commission Report: First Class Delivery (1997). 
There is no other research-based methodology for workforce planning in maternity services 
and traditional methods are of little value in today’s health service. 
 
Birthrate Plus® is the most widely used system for classifying women and babies according to 
their needs, using clinical outcome data to calculate the number of midwives required to 
provide antenatal, intrapartum and postnatal care. Together with the case mix, the number of 
midwife hours per woman category based on the well-established standard of one midwife to 
one woman throughout labour, plus extra midwife time needed for complicated categories III, 
IV & V, calculates the clinical staffing for the annual number of women delivered. 
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Analysis of the casemix for women using Portsmouth Hospitals NHS Trust Maternity Services 
indicates that approximately only 33% of the births are in the lower categories (I and II), with 
67% in the moderate to high categories. This case mix is also an indicator of the antenatal and 
postnatal requirements of the women and is used to calculate staffing. 
 
The NURTURE model has led to maternity services agreeing to use a different skill mix model 
compared to other units locally, the majority of whom use the 90/10% split. With the 
development of the band 3 role supporting normal postnatal care the service is able to work to 
an 85/15% split. 
 
A Business Case to increase staffing was agreed by EMT. The increase in staffing was 
phased into the maternity budget from July 2016 until December 2016. 
There has also been turnover of midwifery staff which has delayed the service achieving full 
recruitment. See Table 1 with current vacancy position. The band 3 recruitment has also been 
phased due to the training needs required to ensure competencies are achieved. The work 
force control panel restricted the recruitment to the outstanding posts to internal only, which 
has impacted on the ability to recruit fully as there are limited internal staff with the skills 
required for the role. The service is proactively training and developing internal staff to be able 
to fulfil these posts. The service is interviewing for Band 5 and will be looking to recruit to Band 
6 in the near future. 
The increased vacancy factor for midwives is due to the high number of midwives who are 
returning from maternity leave and reducing hours, as well as some staff going on to health 
visitor training. 
 
Table 1 – Current vacancy position in maternity 
 
 Establishment with 

BR+ uplift 
In Post Vacancies at 

May 2017 
Midwives 203.61 185.96 12.65 
Maternity Support 
Workers Band 3 

33.78 30.94 2.84 

    
 
 
 

 
11 Summary 

 
This report provides an overview to Trust board of the requirements for the March 2017 
National Quality Board (NQB) paper – Supporting NHS Providers to deliver the right staff, with 
the right skills, in the right place at the right time.  It also provides assurance to Trust Board 
that the Director of Nursing has undertaken a comprehensive Safer Staffing Review as 
required bi-annually and the table shows that safe staffing levels are being maintained across 
all wards following the 2016 re-balance of resources. 
 
The report also provides detailed information on the actual fill rates month by month of staffing 
numbers at ward level and details any ‘red flag’ staffing incidents that occur as a result of 
staffing. 
 
The Trust is in a positive position in terms of recruitment to RN vacancies when compared to 
the local and national RN shortages that are well publicised. There is a comprehensive 
process for managing vacancies and shortages that occur on a daily position with a senior 
nurse reviewing this throughout the twenty four hour period. This oversight helps to reduce the 
need for bank and agency staff being utilised in the Trust and this helps to provide continuity of 
care for patients, although we must not be complacent and need to continually monitor nurse 
staffing. It supports the requirement for ongoing commitment from the board with regard to 
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supporting continuous RN recruitment both in the UK, EU and Internationally. It should be 
noted that to prevent a further reduction in the actual versus planned skill mix, this is essential. 
 
Quality metrics demonstrate a safe position for patient care within the organisation as a result 
of staff deployment, qualifications, skills and competencies. There is a need to continually 
review this quality position monthly to ensure all patients receives a high standard of care and 
this information is provided in the monthly quality section of the IPR. 
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Appendix 1: full staffing review – March 2017 
 
 

 
 
 

Safer Nurse Care Ward based Staffing Review - V2 Draft CHPPD
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E2 30 1.27 1.23 1.35 1.4 1.2 1.45 1.52 1.49 90% 24.94 13.27 38.21 1.27 65:35 22% 3% 75% 0% 1%

75% of patients are stable requiring 2 nurses for 
all activities of living. Only 2% acutely unwell. 
Does not look like the patient group expected on 
an acute surgical ward

HoN feedback that increased 
number of 1B patients due to 
high number of medical 
outliers.

SNCT lead to follow up and 
provide further education and 
training on the ward 3.59 3.02 1.99 2.06 5.58 5.08 59% 41% 84.12% 103.52%

E3 34 1.1 1.18 1.16 1.34 1.16 1.34 1.43 1.39 90% 27.25 13.27 40.52 1.19 67:33 34% 9% 57% 0% 0% As Above E2

HoN feedback that increased 
number of 1B patients due to 
high number of medical 
outliers.

SNCT lead to follow up and 
provide further education and 
training on the ward 3.58 3.19 1.79 1.75 5.37 4.94 65% 35% 89.11% 97.77%

SAU 28 1.1 1.39 1.3 1.4 1.23 1.46 1.28 1.37 90% 27.06 10.49 37.55 1.34 72:28 42% 45% 12% 0% 1% Expected patient group in an SAU All agreed No action 4.89 4.12 1.98 1.88 6.87 6.00 69% 31% 84.25% 94.95%

D7 36 1.38 1.37 1.41 1.49 1.49 1.27 1.45 1.36 90% 29.82 14.16 43.98 1.22 68:32 20% 17% 61% 0% 2% As E2 & E3

HoN feedback that increased 
number of 1B patients due to 
high number of medical 
outliers.

SNCT lead to follow up and 
provide further education and 
training on the ward 3.72 3.01 1.86 2.02 5.58 5.03 60% 40% 80.91% 108.60%

SHCU 10 1.8 1.6 1.55 1.54 1.46 1.76 1.57 1.67 60% 17.79 2.74 20.53 2.05 87:13 1% 25% 63% 11% 0%
Only 11% level 2 and 25% level 1a. Not typical 
patient group in a high care facility. 

Discussions regarding the area 
being a High Care arae not a 
High Dependency Area. 
Economy of scale does not 
support a reduction in No action 7.92 7.49 1.38 1.22 9.30 8.71 86% 14% 94.57% 88.41%

F5/6/7 40 1.77 1.62 1.66 1.69 1.61 1.64 1.63 1.63 90% 43.3 15.86 59.16 1.48 73:27 4.76 4.32 1.78 1.89 6.54 6.21 70% 30% 90.76% 106.18%
F5 24% 16% 51% 9% 0%

F6 2% 19% 28% 50% 0%

F7 18% 20% 56% 5% 0%

C5 36 1.29 1.36 1.34 1.33 1.38 1.27 1.47 1.37 90% 29.27 15.52 44.79 1.24 65:35 26% 9% 64% 0% 0%

Increasing number of 1B's. and lower 1A's. Need to 
map in the ECO use to make a clearer review 
against establishment

Increased HCSW CHPPD above 
establishment used to provide 
care for ECO patients, resulting 
in actual skill mix shift to 56:44 Monitor 3.60 3.24 1.96 2.59 5.56 5.83 56% 44% 90.00% 132.14%

C6 36 1.24 1.27 1.15 1.31 Qnon sub 1.07Q 1.40 1.28 90% 26.31 15.52 41.83 1.16 63:37 17% 49% 33% 0% 0%
Monitor as this is the first reliable data since 
2014. Hgh use of ECO's on top of establishment

Increased HCSW CHPPD above 
establishment used to provide 
care for ECO patients, resulting 
in actual skill mix shift to 51:49 3.26 2.87 1.96 2.72 5.22 5.59 51% 49% 88.04% 138.78%

C7 23 1.11 1.14 1.15 1.02 1.06 1.11 1.30 1.23 90% 28.35 5.17 33.52 1.46 85:15 26% 49% 12% 13% 0% SNCT data reflects the patient group of the ward All agreed No action 11.36 10.67 2.14 2.03 13.50 12.70 84% 16% 93.93% 94.86%

E6/7 40 2.17 1.8 1.48 1.4 1.28 1.26 1.42 1.34 90% 39.27 18.11 57.38 1.43 68:32 19.59 17.95 9.14 8.82 28.73 26.77 67% 33% 91.63% 96.50%

E6 3% 15% 22% 59% 0%

E7 29% 24% 46% 0% 0%

E8 36 1.27 1.35 1.36 1.23 1.26 1.26 1.52 1.39 90% 26.31 15.52 41.83 1.16 64:36 16% 19% 64% 0% 0%
Significant jump in score - monitor and re-asses. 
High use of ECO's above establishment

Increased HCSW CHPPD above 
establishment used to provide 
care for ECO patients, resulting 
in actual skill mix shift to 51:49 Monitor 3.27 2.83 1.96 2.39 5.23 5.22 54% 46% 86.54% 121.94%

D2 30 1.26 1.5 Q 1.47 1.5Q 1.32 1.32 90% 24.1 12.94 37.04 1.23 65:35 5% 45% 48% 0% 1%
First review following change in ward to short stay - 
monitor

Additional use of CSW's has 
resulted in a non-acute skill 
mix. Monitor 3.58 3.29 1.99 3.00 5.57 6.29 52% 48% 91.90% 150.75%

D3 34 1.38 1.26 1.4 1.48 1.44 90% 26.68 15.52 42.2 1.24 63:37 33% 2% 64% 0% 0% Monitor - high use of ECO's above establishment

First ward within CSC to reduce 
RN cover, safe due to patient 
mix. Resulting skill mix reflects 
a nurse led area. Monitor 3.34 2.90 2.00 2.81 5.34 5.71 51% 49% 86.83% 140.50%

F1 12 1.86 1.72 1.71 1.52 1.69 1.72 1.71 1.72 60% 12.05 10.05 22.1 1.84 55:45 0% 2% 98% 0% 0% Stable picture that matches patient group Agreed No action 3.73 4.63 3.78 4.07 7.51 8.70 53% 47% 124.13% 107.67%
F2 30 1.51 1.55 1.60 1.58 90% 27.13 16.68 43.81 1.46 62:38 14% 24% 61% 0% 0% Stable picture that matches patient group Agreed No action 3.76 3.27 2.41 3.64 6.17 6.91 47% 53% 86.97% 151.04%

F3 25 1.44 1.63 1.66 1.49 1.63 1.42 1.71 1.57 90% 20.07 15.07 35.14 1.41 57:43 0% 2% 98% 0% 0%
Significant change in patient group to all level 1B - 
review

Patient mix is all stroke rehab 
xplaining level 1B patients, 
actual skill mix has dropped to 
47:53 Monitor 3.98 3.33 2.55 3.82 6.53 7.15 47% 53% 83.67% 149.80%

F4

34 1.58 1.34 1.34 1.57 1.85 1.69 1.60 1.65 90% 40.08 15.72 55.8 1.64 72:28 4% 8% 72% 16% 0% Stable picture that matches patient group

Further review with new ward 
manager of level B patients 
rather than the expected 1A's 
and 2's. Monitor 5.41 5.20 2.16 2.54 7.57 7.74 67% 33% 96.12% 117.59%

G2 29 1.69 1.48 1.56 1.31 1.55 1.43 1.55 1.49 90% 27.13 16.68 43.81 1.51 62:38 20% 4% 74% 1% 0% Stable picture that matches patient group Agreed No action 3.99 3.53 2.55 3.25 6.54 6.78 52% 48% 88.47% 127.45%
G3 30 1.62 1.65 1.69 1.59 1.45 1.49 1.55 1.52 90% 27.13 16.68 43.81 1.46 62:38 Await results Agreed No action 3.86 3.18 2.47 3.29 6.33 6.47 49% 51% 82.38% 133.20%

G1 22 1.52 1.42 1.42 1.69 1.56 90% 20.35 13.61 33.96 1.54 60:40 0% 6% 92% 1% 0% Need to review due to level 2 patients
Review undertaken, no level 2 
patients on the ward No action 3.67 3.30 2.68 3.46 6.35 6.76 49% 51% 89.92% 129.10%

G4 21 1.53 1.49 1.31 1.47 1.33 1.28 1.66 1.47 90% 14.56 17.21 31.77 1.51 49:51 1% 13% 86% 0% 0% Potential change in ward specialty - monitor Agreed No action 3.16 2.86 3.49 4.03 6.65 6.89 42% 58% 90.51% 115.47%

D8 27 1.32 1.29 1.18 1.23 1.28 1.45 1.37 90% 24.77 10.53 35.3 1.31 70:30 1% 47% 49% 0% 0%

Not sure which patients are discharged as 49% 
would need to go to nursing home and 47% acutely 
unwell, expected higher number of level 2 
patients

High number of outliers. 
Further assessments to 
include ambulatory patients

Further piece of work in 
relation to ambulatory and 
patients queing in the dept to 
be captured. 4.13 3.76 1.80 2.08 5.93 5.84 64% 36% 91.04% 115.56%

G6 14 1.87 1.44 1.79 1.87 1.87 1.74 1.81 60% 20.34 5.18 25.52 1.82 80:20 0% 1% 27% 71% 0% Stable picture that matches patient group
Rebalanced 16/17 following 
ward changes No action 6.28 5.67 1.74 2.07 8.02 7.74 73% 27% 90.29% 118.97%

G7 22 1.91 1.69 1.88 1.82 1.97 1.70 1.84 90% 31.88 14.07 45.95 2.09 69:31 0% 12% 50% 38% 2% Stable picture that matches patient group
Rebalanced 16/17 following 
ward changes No action 6.41 5.15 2.92 3.07 9.33 8.22 63% 37% 80.34% 105.14%

G9 14 1.94 1.57 1.56 1.73 1.74 1.68 1.71 60% 20.15 8.55 28.7 2.05 70:30 0% 8% 39% 50% 2% Stable picture that matches patient group
Rebalanced 16/17 following 
ward changes No action 6.20 6.05 2.76 1.99 8.96 8.04 75% 25% 97.58% 72.10%

A5/6 22 1.52 1.68 1.58 1.27 1.43 90% 21.54 15.41 36.95 1.68 58:42 41% 9% 57% 0% 1% High number of outliers.

Further discussion re: 
maintaining agreed staffing 
levels at the weekend.

Further piece of work in 
relation to ambulatory and 
patients queing in the dept to 
be captured. 4.51 3.82 2.79 2.70 7.30 6.52 59% 41% 84.70% 96.77%

D1 28 1.52 1.55 1.51 1.4 1.49 1.43 1.42 1.43 90% 25.37 16.2 41.57 1.48 61:39 34% 5% 61% 0% 0% Stable picture that matches patient group Agreed No action 4.14 3.64 2.66 2.76 6.80 6.40 57% 43% 87.92% 103.76%

D6 36 1.53 1.45 1.52 1.64 1.58 90% 31.03 21.71 52.74 1.47 59:41 7% 2% 91% 0% 0%  Level 1B patients higher than expected - monitor

Further education and training 
regarding the SNCT and 
challenge by matron on a daily 
basis No action 3.98 3.60 2.88 3.00 6.86 6.60 55% 45% 90.45% 104.17%

D4 26 1.16 1.26 1.36 1.21 1.27 1.26 1.34 1.30 90% 23.75 10.65 34.4 1.32 69:31 42% 8% 47% 0% 2%
Stable picture that matches patient group. Results 
support the reduction in establishment in 206/17 Agreed No action 3.88 3.53 1.85 2.17 5.73 5.70 62% 38% 90.98% 117.30%

D5 36 1.31 1.09 1.11 1.01 1.04 1.08 1.12 1.10 90% 29.76 13.8 43.56 1.21 68:32 68% 18% 12% 0% 1% Stable picture that matches patient group Agreed No action 4.04 3.69 1.85 1.90 5.89 5.59 66% 34% 91.34% 102.70%

AMU 58 1.56 1.62 1.56 1.59 77.63 25.87 103.5 1.78 75:25 6.45 6.15 2.84 2.65 9.29 8.80 70% 30% 95.35% 93.31%

No Action

Expected levels of acuity and dependency for ward 
type. Results support the reduction in 
establishment in 16/17

All agreed No action

Expected levels of acuity and dependency for ward 
type

All agreed 
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TRUST BOARD PUBLIC – JULY 2017     Agenda Item Number: 124/17 

        Enclosure Number: (10) 
Subject: Urgent Care Transformation Programme Performance 

Prepared by: 
Sponsored & Presented by: 

Maria Purse, Urgent Care Transformation Programme Manager 

Rob Haigh, Emergency Director of Emergency Care 

Purpose of paper Monthly  Urgent Care Transformation Programme progress and 
performance report  

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 

Average ED performance during May was 75% 

Only 9, 12 hour DTA breaches have occurred June to date  

83% of patients triaged within 15 mins and 53% seen by appropriate 
clinician within 60 mins. 

Average performance against daily discharge target was unchanged 
at 80% General Medicine & < 45% MOPRS 

During May, 20% of discharges were before 1200 

The average daily number of MFFD patients remained  >250, 
leading to 3,834 average occupied bed days 

Relentless focus on Simple Discharges continues with the 
embedding of standardised SAFER Board Rounds and 
implementation of Red2Green  

 

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

 For information 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

Monitored and actions agreed through the weekly UCTP Committee 
chaired by the CEO and the Monthly UCTP Board chaired by the 
Executive Director for Emergency Care 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Assessed  within original Project Initiation Document 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Considered within each work stream 

 

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

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference  268



Risk Description  

CQC Reference  

 

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

UCTP Board – Monthly  

UCTP Committee – weekly 

A&E Delivery Board – Monthly & A&E Delivery Board Ops Group - monthly 
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Maria Purse 
Urgent Care Transformation Programme Manager 
 
Report to Urgent Care Transformation  Board – 22nd June 2017 
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Portsmouth Hospitals NHS Trust 

Headline Summary 

Weekly Total A&E Performance 

28th May  73.9% 

4th June 81.7% 

11th June  78.6% 

18th June 83.3% 

Average ED performance during May was 75%, 4% decrease when compared 
to April   
 
7 x 12 hour DTA breaches during June to date. Each DTA breach RCA 
includes impact of delay on clinical outcomes for these patients .  
 
83% of patients triaged within 15 mins during May (86% during April) and 53% 
seen by appropriate clinician within 60 mins. 
 
Average performance against daily discharge target was unchanged at  80% 
General Medicine & < 45% MOPRS.  This generated continuing long  waits for 
medical specialty beds 
 
During May, discharges before 1200 decreased slightly (-1%) to 20% 
 
The average occupied bed days, for MFFD patients, during May  reduced to 
3,834 (4,386 April)  
 
The average daily number of MFFD patients remained  >250, and  the highest 
number of delays continue to be for social care allocation or assessment care 
home placement (Pathway 3) & commencement packages of care (Pathway 
1)  
 
Relentless focus on Simple Discharges continues with the embedding of 
standardised SAFER Board Rounds and implementation of Red2Green on the 
Renal Wards and during June medical wards, followed by MOPRS and MSK. 
 
During May there was an increase in IDS discharge rates for Pathway 2 and 3 
at  55 – 60% of target on the majority of days, (however this remains below 
agreed trajectory).  
 
ACS led Plans to reduce MFFD backlog at an advanced stage of 
implementation, with a 3 month trajectory agreed 

29-Jun-17 
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Portsmouth Hospitals NHS Trust 

Performance against Urgent Care Transformation Programme KPIs 

29-Jun-17 

ED performance achieved 75%, which is a -4% decrease when compared to April when the performance was 79% . 
There were 38 x 12 hr breaches in May which is a reduction of 20 from the previous months position.  
Percentage of patients triaged in 15 mins during May was 83%, which is down from 86% during April. 
Percentage of patients seen by appropriate clinician in 60 mins during May was also down and achieved 53%. 
During May, discharges before 1200 has decreased slightly (-1%) from the previous month to 20%. 
The average occupied beds days, for MFFD patients, during May has reduced to 3,834 from 4,386 when compared to April’s reported 
position.  

Primary Indicators Target Target Date Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 May-17

A&E 4 hr wait standard u 89% Mar-17 82% 80% 82% 80% 76% 75% 73% 74% 75% 78% 79% 75%

Patient triaged in 15 mins - All Patients 95% Dec-16 68% 67% 68% 71% 73% 75% 76% 76% 84% 83% 86% 83%

Patient triaged in 15 mins - Ambulance Arrivals Only 95% Dec-16 97% 96% 95% 89% 83% 85% 85% 85% 95% 96% 95% 91%

Patient seen by Doctor in 60 mins 95% Dec-16 50% 47% 52% 55% 52% 57% 56% 60% 60% 59% 62% 53%

Ambulance Handovers delays >=30 mins 0 0

171 delays (5% of 

total ambulance 

arrivals in month)

278 delays (8% of 

total ambulance 

arrivals in month)

259 delays (7% of 

total ambulance 

arrivals in month)

222 delays (10% of 

total ambulance 

arrivals in month)

724 delays (20% of 

total ambulance 

arrivals in month)

679 delays (19% of 

total ambulance 

arrivals in month)

883 delays (24% of 

total ambulance 

arrivals in month)

927 delays (27% of 

total ambulance 

arrivals in month)

640 delays (22% of 

total ambulance 

arrivals in month)

671 delays (21% of 

total ambulance 

arrivals in month)

338 delays (10% of 

total ambulance 

arrivals in month)

473 delays (14% of 

total ambulance 

arrivals in month)

12 hour breaches 0% Apr-16 0 0 0 0 1 0 0 44 88 95 58 38

Secondary Indicators Target Target Date Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 May-17

SAFER – 95% of Patients with an EDD 100% Feb-17 87% 89% 88% 88% 89% 89% 89% 91% 93% 92% 92% 92%

SAFER -  33% Daily discharges by midday 33% Feb-17 20% 20% 19% 18% 20% 21% 22% 22% 20% 20% 21% 20%

SAFER – TTOs pre 1500 hrs N/A N/A 51% 44% 53% 52% 49% 51% 13% 14% 13% 13% 14% 14%

Serious Untoward Incidents N/A N/A 8 9 3 13 12 9 16 40 94 116 56

Mortality Non Elective HSMR 94.01 - 103.39 N/A 98.62 100.79 108.59 109.83 109.43 108.18 109.77 110.71 109.82 109.92 109.85

Bed Occupancy 90.00% N/A 96.76% 95.46% 94.62% 96.42% 94.87% 95.45% 94.56% 96.70% 96.80% 95.06% 94.06% 94.87%

Bed Occupancy AMU 85.00% N/A 100.00% 99.78% 97.50% 98.28% 89.49% 103.00% 106.00% 107.00% 107.00% 104.00% 102.30% 102.06%

A&E Conversion rate N/A N/A 33% 30% 32% 33% 33% 35% 33% 33% 31% 31% 31% 31%

Stranded Patients >7 days (last day of month) N/A N/A 577 580 566 570 577 580 583 628 615 602 575 608

Achievement against discharge targets 100.00% Apr-16 97.00% 100.70% 99.50% 102.19% 101.73% 104.00% 99.60% 91.53% 93.66% 99.28% 96.80% 83.75%

Medically Fit For Discharge (last day of month) 239 221 233 279 249 234 237 251 256 239 246 239

Medically Fit For Discharge Occupied Bed Days 2505 1930 3561 3185 3915 2922 2713 3271 3715 3806 4386 3834

Delayed Transfer of Care - Reported Patients 64 53 62 51 80 49 54 62 68 56 74 na

Delayed Transfer of Care - Reportable Bed Days 1569 1742 1888 1530 2680 1828 1673 1614 1661 2062 1866 na

uTotal Trust Performance
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KPI 1 KPI 2 

KPI 95% of Type 1 Ambulance Arrivals triaged within 15 minutes  95% of Type 1 Ambulance Arrivals  seen by appropriate clinician 
within 60 minutes  

Baseline 83% 59% 

Month MAY 17 MTD 17 MAY 17 MTD 17 

Plan 95% 95% 95% 95% 

Actual 91.4% 92.3% 47.4% 52.5% 

Milestones achieved and impact in last month: 
• Develop and Implement the UCC model of care including the pathway, staffing location and OOH provision                         
• Agree and implement the ED staffing model 
• Redesign and implement Emergency Decision Unit to incorporate MH recommendations 
• Long term ED Strategy including model of care and new department 
• Finalise Single Point of Access Plans and introduce 24 hr working 
• Minimise 'avoidable' breaches including non-admitted, minors and 12 hr breaches 

RAG Status of Milestones       

Milestones Missed: 
None  
 
 

Mitigating Actions taken or planned to take: 
Continued review of Minors process to avoid 
avoidable breaches.  
ED business case on-going and currently being 
reviewed and submitted for further approval. 
Posts already approved (i.e. Consultants) are in 
process of recruitment.  
UCC bid approved and a project plan in process of 
being developed.  

Support required, if any: 
HR support in attracting potential candidates to fill 
vacancies as per business case.  
Carillion support to implement UCC model.  
 
 

UCTP Exception Report             Workstream: Emergency Department  Lead: Simon Hunter      Month: May 17 

Workstream Status  Green: Milestone is on track; Yellow: Milestone not on track, plans to pull back, no slippage in forecast expected; Amber: 
Milestone not on track, plans in place to pull back, slippage in forecast expected; Red: Milestone not on track, forecast needs to 
be updated 
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UCTP Exception Report       Workstream: Short Stay Unit                                Lead: Mark Roland       Month: May 17 

Workstream  Status  Green: Milestone is on track; Yellow: Milestone not on track, plans to pull back, no slippage in forecast expected; Amber: Milestone not on 
track, plans in place to pull back, slippage in forecast expected; Red: Milestone not on track, forecast needs to be updated 

 

KPI 1 KPI 2 KPI 3 

KPI Medical Discharge LoS < 3 days Average Daily Discharges from SSU/D2 Medicine CSC Bed Occupancy 

Baseline 62.4% 4 124.4% 

Month MAY 17 MTD 17 MAY 17 MTD 17 MAY 17 MTD 17 

Plan 65% 65% 10 10 95% 95% 

Actual 58.9% 60.7% 7.5 7.5 126% 127% 

Milestones achieved and impact in last month: 
 
• Work paused on SSU configuration in May due to ongoing discussions with Exec Director for Emergency Care and MOPRs teams about where frailty patients would 

be best served and how the medical model is to be implemented 
• Agreed at meeting 21/6/17 that a dedicated frailty unit should be established by September 2017, which will enable frailty patients to move from AMU, enabling 

AMU  and SSU to work to a < 12 hour and < 72 hour length of stay target respectively 

RAG status for Milestones      

Milestones missed and impact in last month: 
 
• Achievement of daily discharge target impacted on 

by lack of dedicated community support for D2 and 
community recourse capacity extending LoS 

 
• Bed occupancy continues to be an issue for the 

organisation and the numbers of outliers has 
increased through the move of post op vascular 
patients from UHS back to medicine not surgery 

Mitigating Actions taken or planned to take: 
 
• Agreement that more of current bed capacity to 

be allocated to medicine and MOPRs  (D7 & A6) 
for 3 months, which will reduce outlying and 
should allow AMU and D2 to function to a higher 
level of efficiency 

Support required if any: 
 
• SMT to implement  
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KPI 1 KPI 2 KPI 3 KPI 4 KPI 5 

KPI AMU Bed Occupancy (%) % discharged / 
transferred from AMU <= 
24 hours 

% of patients on AMU > 
24 hrs LoS 

Number of  attendances 
in AEC – (of which x are 
new attendances) 

33.3% of Medical Take 
being seen through AEC 
 

Baseline 105% 68% 32.4% 11308 (8402)  22% 

Month MAY 17 MTD 17 MAY 17 MTD 17 MAY 17 MTD 17 MAY 17 MTD 17 MAY 17 MTD 17 

Plan 83% 83% 100% 100% 0% 0% 1018 (756)  1018 (756)  33% 33% 

Actual 102% 100% 65% 65% 35% 35% 880 (676) 430 (328) 23% 24% 

Milestones:  achieved and impact in last month: 
 

• All 30 day actions of the AMU Improvement Plan now complete with the exception of 4.3 (re-location of TIA services from AMU footprint).  
• 18 Key performance indicators drafted for reporting to CCG – Awaiting final ratification from Trust Executives. 
• Improvement plan now focussed towards longer –term management of the department , identifying  priorities for the forthcoming month. 
• Continued reporting of CQC specific metrics. 
 
 

 

RAG Status of Milestones      

Milestones Missed: Impact in last month 
 
Re-location of TIA services from AMU footprint.  
 
Ratification of communication strategy  

Mitigating Actions taken or planned to take: 
 
 
 

UCTP Exception Report              Workstream: AMU Inc. AEC  Lead: Alison Bartens          Month: May 17 

Workstream Status  Green: Milestone is on track; Yellow: Milestone not on track, plans to pull back, no slippage in forecast expected; Amber: 
Milestone not on track, plans in place to pull back, slippage in forecast expected; Red: Milestone not on track, forecast needs to be 
updated 
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UCTP Exception Report   Workstream: Ward Discharges Inc. SAFER & Stranded Patients  Lead: Maria Purse  Month: May 17 

Workstream  Status  Green: Milestone is on track; Yellow: Milestone not on track, plans to pull back, no slippage in forecast expected; Amber: Milestone not on 
track, plans in place to pull back, slippage in forecast expected; Red: Milestone not on track, forecast needs to be updated 

 

KPI 1 KPI 2 KPI 3 KPI 4 

KPI 33% Daily Discharges by 
Midday 

Number of Stranded Patients 100% Weekday Discharge Target 
Delivery 

100% Weekend Discharge Target 
Delivery 

Baseline 20% 636 93% 98% 

Month MAY 17 MTD 17 MAY 17 MTD 17 MAY 17 MTD 17 MAY 17 MTD 17 

Plan 33% 33% 526 526 100% 100% 100% 100% 

Actual 20% 18% 597 598 58.9% 60.3% 65.1% 70.6% 

Milestones achieved and impact in last month: 
• Comply with CUR CQUIN agreement – on track with CQUIN trajectory  
• Agree and implement refreshed form and function of the Discharge Planning Team – Business Case completed and signed off by Deputy Dir of Finance. 

For submission to BCRG 
• Mandatory training for all appropriate professional regarding Discharge Planning and IDS – training on going – limited attendance from 

CSC/Departments, new training/education plan to be drawn up by July 
• SAFER- Compliance, Board Rounds, Stranded Patients, EDD's, Checklist/SOP, Utilisation of the Discharge Lounge, Early Flow – variable compliance 

with SAFER continues across wards. Poor early use of the Discharge Lounge and  early pull from assessment areas 
• Roll out the implement of  Red 2Green- Board Rounds are happening consistently but have variation due to personalities and varied attendance, EDD 

definition circulated via email and safety screens also discussed at Team Brief, included in Bedview functionality upgrade 21st June. Renal completed 
their 2 week pilot of Red2Green, reflective meeting 12th June and CSC team are now working towards unblocking some of the delays they experienced. 
Medicine commenced Red2Green on C5, D2 and E8- 4 week pilot with a review half way through 22nd June 

• Agreement and implementation on the electronic visual boards  - Business Case completed and signed off by Deputy Dir of Finance – for submission to 
BCRG 

RAG Status for Milestones 

Milestones missed and impact in last month: 
Achievement of SAFER targets 

Mitigating Actions taken or planned to take: 
CSCs led action required 
 

Support required if any: 
CSC management team attending a Board Round every day until 
confident Red2Green is embedded. Increased achievement of 
daily discharges, use of Discharge Lounge and for all staff to 
follow agreed IDS processes 277
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UCTP Exception Report         Workstream: Acute Frailty Pathway           Lead: Zoe Hemsley          Month: May 17 

Workstream Status  Green: Milestone is on track; Yellow: Milestone not on track, plans to pull back, no slippage in forecast expected; Amber: Milestone not 
on track, plans in place to pull back, slippage in forecast expected; Red: Milestone not on track, forecast needs to be updated 

 

FIT KPI 1 KPI 2 KPI 3 

KPI Fit Reduction in conversion Rate from 
A & E 

Discharges <= 72 hrs (>= 75 yrs old) % Early Indication of Frailty 

Baseline 66% 43% 60% 

Month MAY17 MTD 17 MAY 17 MTD 17 MAY17 MTD 17 

Plan 67% 67% 40% 40% 90% 90% 

Actual 65% 64% 41% 38% 59% 60% 

Milestones: achieved and impact in last month: 
 
Link with primary, community, South Coast Central Ambulance Service (SCAS) Services for A&G and/or referral for UC or EL care via Community SPA 
 
This month has seen a consistent number of Avoided Admissions and Supported Discharges by the FIT team.  
 
There are ongoing discussions between MOPRS and Southern Health to ensure that there is an understanding of the SPA plan and to support with the 
implementation of this. There is a need to have a robust relationship between PHT and SHFT Consultants for RAC and admission avoidance within Hampshire.  
 
 
 
 

 
 

RAG Status of Milestones 

Milestones missed and impact in last month: 
• Operational: Interface with other changes within PHT around Urgent Care 
• Workforce: Recruitment and retention of skilled individuals who can positively 

contribute to the team. In particular therapy staffing.  
• Availability of D2A capacity in community to support avoided admissions and discharges 
• Trust requirement for cost savings across all CSCs. 

 
 

Mitigating Actions taken or planned 
to take: 
 
Ensuring the measurement 
requirements /developments are 
fulfilled including progressing frailty 
cohort metrics now that they are 
being identified in ED 
 

Support required if any: 
 
Milestones to be reviewed within the 
Project Overview Document 
following amended gantt chart  
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UCTP Exception Report         Workstream: Acute Frailty Pathway           Lead: Zoe Hemsley          Month: May 17 

Workstream Status  Green: Milestone is on track; Yellow: Milestone not on track, plans to pull back, no slippage in forecast expected; Amber: Milestone not 
on track, plans in place to pull back, slippage in forecast expected; Red: Milestone not on track, forecast needs to be updated 

 

LoS KPI 1 KPI 2 KPI 3 KPI 4 

KPI Reducing LOS (all specialities 
within CSC) 

Reducing total occupied bed days 
(Outside bed base) 

Reducing Outliers  (inc. E4) MFFD MOP numbers (avg per month) 

Baseline 19.5 1888 60 120 

Month MAY 17 MTD 17 MAY 17 MTD 17 MAY 17 MTD 17 MAY 17 MTD 17 

Plan 18.5 18.5 1700 1650 60 60 120 105 

Actual 23.5 19.5 1961 1701 63 57 118 133 

Milestones: achieved and impact in last month: 
• Milestones: achieved and impact in last month: 

 
• LoS Improvement Plan has been  signed off and implementation commenced. The planned reduction in LOS of 2 days will equate to a reduction of outliers 

followed by a reduction of 26 MOPRS beds once realized   
 

• MOPRS Chief of Service and  Head of Nursing have undertaken an audit of patient journey boards and a pilot study of the Red2Green principles. Further work will 
be undertaken in these areas with the support  of additional project management time  

 
 

 

RAG Status of Milestones 

Milestones missed and impact in last month: 
• Operational: Interface with other changes within PHT around Urgent 

Care 
• Workforce: Recruitment and retention of skilled individuals who can 

positively contribute to the team 
• Availability of D2A capacity in community to support avoided 

admissions and discharges 
• Trust requirement for cost savings across all CSCs. 

 

Mitigating Actions taken or planned to take: 
 
Ensuring the measurement requirements 
/developments are fulfilled including 
progressing frailty cohort metrics now that 
they are being identified in ED 
 
 

Support required if any: 
 
Milestones to be reviewed within the Project 
Overview Document following amended 
Gantt chart  
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Whole Trust Performance against SAFER (8-week comparison) 
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IDS Led Discharges – monthly summary 
  

Weekly IDS Led Performance
Target 231

Week Ending Discharges % Achieved

Sun 18 Jun 133 58%

Sun 11 Jun 139 60%

Sun 04 Jun 130 56%

Sun 28 May 148 64%

Sun 21 May 146 63%

Sun 14 May 149 65%

Sun 07 May 129 56%

Weekly IDS Led Discharges

Sun 18 Jun Sun 11 Jun Sun 04 Jun Sun 28 May Sun 21 May Sun 14 May Sun 07 May

Agreed Target 231 231 231 231 231 231 231

Discharges Achieved 133 139 130 148 146 149 129

% Achieved 58% 60% 56% 64% 63% 65% 56%

Weekly IDS Led Discharges by Pathway

Sun 18 Jun Sun 11 Jun Sun 04 Jun Sun 28 May Sun 21 May Sun 14 May Sun 07 May

IDS - Home with support (including D2A Pathway 1) 78 78 78 78 90 88 77

IDS - Community bed - rehab/re-ablement (D2A Pathway 2) 27 25 19 23 20 25 18

IDS - Community bed – likely long term care needs 

(including D2A Pathway 3) 17 18 23 29 29 20 21

IDS – Non weight bearing (NWB) – Home

IDS – Non weight bearing (NWB) – community bed

IDS - Fast Track end of life pathway 10 16 9 16 6 16 11

IDS - Homeless 1 2 1 2 1 2

Ward - Restart of package of care 4 2 1 4 4 5 1

Ward - Return to care home 6 9 2 13 7 5 6

Ward - Community IV Service

Ward - District Nurse 1

Ward - Routine discharge (no care requirements) 38 45 36 39 35 28 19

Home with Community stroke rehab service (CSRS)

0

50

100

150

200

250

Weekly IDS Led Discharges Achieved Against Target
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Measuring Culture, Leadership and Staff Engagement
Monthly Dashboard
Emergency CSC Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 Trend Line
A Day in the Life (responses) 6 6 33 11

Sickness % 3.3% 3.5% 3.6% 3.7% 3.7% 3.8% 3.8% 3.9% 3.9% 4.0% 4.1% 4.1%
Turnover % 7.9% 9.3% 9.2% 9.8% 8.6% 8.8% 8.8% 9.3% 10.3% 10.9% 11.5% 11.7% 12.6%
Appraisal % 75.4% 74.9% 70.9% 67.0% 66.9% 66.1% 71.2% 72.6% 71.2% 67.8% 68.4% 74.1% 71.9%

AMU Directorate Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 Trend Line
A Day in the Life (responses) 3 3 2 4
Sickness % 3.8% 4.0% 4.2% 4.2% 4.2% 4.3% 4.4% 4.5% 4.5% 4.8% 5.2% 5.3%
Turnover % 5.6% 5.9% 5.4% 5.1% 3.3% 4.7% 6.7% 8.2% 8.7% 9.3% 10.6% 10.6% 12.6%
Appraisal % 79.9% 81.8% 76.7% 75.9% 74.6% 72.9% 73.4% 72.9% 70.7% 66.9% 68.2% 76.6% 70.8%

Medicine CSC Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 Trend Line
Sickness % 3.2% 3.3% 3.4% 3.4% 3.4% 3.4% 3.3% 3.3% 3.4% 3.5% 3.4% 3.3%
Turnover % 10.0% 9.9% 9.6% 10.5% 10.0% 9.8% 10.3% 10.5% 12.2% 12.6% 12.4% 13.4% 12.9%
Appraisal % 64.8% 63.5% 60.4% 59.3% 63.5% 67.5% 72.0% 69.7% 73.1% 72.3% 73.1% 75.8% 72.7%

MOPRS CSC Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 Trend Line
Sickness % 4.9% 4.8% 4.9% 5.0% 5.3% 5.5% 5.6% 5.7% 5.8% 5.7% 5.8% 5.8%
Turnover % 9.5% 9.4% 8.5% 9.9% 10.2% 10.1% 10.4% 10.6% 11.5% 11.0% 11.1% 12.8% 13.4%
Appraisal % 72.1% 66.1% 67.9% 69.4% 72.8% 72.8% 77.0% 77.1% 79.0% 78.7% 78.9% 83.1% 77.6%

National Staff Survey 2016:
Actions in response to priority areas include:  Improving flow in department, Resilience training for staff (Aquilis) on 3rd cohort group now, TRIM trained staff to 
support staff witnessing violence or events, Regular newsletters about process changes but also feedback on DATIX, lessons learnt, Changes to EDU to reduce 
risk to staff from aggressive and difficult patients: MH significant issue here, All senior team members reminded of responsibility re appraisals and IPRs but 
individuals also reminded of responsibility

Narrative: 
We have seen an increase in sickness absence rates in AMU, and a decrease in Medicine CSC. All areas remain above the sickness absence target of 3%. 
There was an increase in turnover rates for Emergency CSC, AMU and MOPRS CSC. There was a decrease in appraisal compliance across all areas, and these 
continue to be below the appraisal target of 85%.  
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 29-Jun-17 

CQC Monthly Monitoring - Queen Alexandra Hospital
Main Dashboard

Reporting Period: Month of May 2017

No. Metric

0 Type 1 (QAH A&E) Departures 8673 2138  - 2206

1a
% ambulance arrivals assessed within 

15 mins
91% 88%  - 93%

1b
% ambulance arrivals assessed within 

30 mins
99% 98%  - 99%

1c
% ambulance arrivals assessed within 

60 mins
100% 100%  - 100%

2a
% of ambulance patients treated 

within 60 mins
47% 43%  - 52%

2b
% of ambulance patients treated >2 

hours
33% 27%  - 37%

2c
% of ambulance patients treated >3 

hours
20% 16%  - 25%

3

% of patients (Type 1) meeting the 

national emergency access 4 hour 

target

67% 63%  - 71%

4a
% of patients waiting to be admitted 4-

6 hours
12% 8%  - 13%

4b
% of patients waiting to be admitted 6-

12 hours
28% 20%  - 33%

4c
% of patients waiting to be admitted 

12-24 hours
1% 0%  - 4%

4d
% of patients waiting to be admitted 

>24 hours
0% 0%  - 0%

5

Number of 12 hour trolley breaches 

based on a decision to admit within 

four hours of admission

38 2  - 26

6a

Number of ambulance delays 30-60 

mins                                                                               

(validated data)

0 0  - 0

Week 5

N/A

0%

3

0

Week 4

22/05/2017

2149

91%

98%

100%

50%

31%

20%

Week 2

08/05/2017

Week 3

15/05/2017

2138

91%

99%

100%

52%

27%

16%

71%

8%

20%

1%

0%

7

0

01/05/2017

Week1 Monthly 
Total/ 

Average

Monthly 
Minimum - 
Maximum

30%

0%

0%

2

0

37%

25%

63%

13%

37%

21%

69%

12%

33%

2180

93%

99%

100%

43%

2206

88%

99%

100%

44%

4%

0%

26

0

65%

13%

31%

0%
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 29-Jun-17 

CQC Monthly Monitoring - Queen Alexandra Hospital
Main Dashboard

Reporting Period: Month of May 2017

No. Metric Week 5

N/A

Week 4

22/05/2017

Week 2

08/05/2017

Week 3

15/05/201701/05/2017

Week1 Monthly 
Total/ 

Average

Monthly 
Minimum - 
Maximum

6b
Number of ambulance delays >60 mins                                                                              

(validated data)
0 0  - 0

8
Number of patients to ambulatory 

emergency care pathway
153 30  - 45

9
Number of patients to the Urgent Care 

Centre
674 148  - 189

10 Number of medical outliers 1148 1117  - 1171

11
Number of escalation beds in use 

(Average per day)
59 56  - 0

12a

Number of patient bed moves for non-

clinical reasons.  Patient moving >2 

times

2 0  - 1

12b

Number of vulnerable patient bed 

moves for non-clinical reasons.  

Patient moving >2 times

0 0  - 0

12c

Number of patient bed moves for non-

clinical reasons.  Patient moving >3 

times

0 0  - 0

12d

Number of vulnerable patient bed 

moves for non-clinical reasons.  

Patient moving >3 times

0 0  - 0

13a
Number of patient bed moves over 

night
1562 372  - 409

13b

Number of vulnerable patient bed 

moves over night
(all patients are risk assessed by the 

relevant Matron to maintain patient safety)

225 0  - 87

14a
Number of medical patients whose 

length of stay is between 1-2 days
109 102  - 114

0

0

0

37

0

372

0

113

0

374

61

41

148

1170

1

106

0

0

0

0

0

0

0

0

409

87

114102

0

0

0

407

77

0

30

189

1117

1

45

180

67 56 56 58

1171

0

157

1132
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Portsmouth Hospitals NHS Trust 29-Jun-17 

CQC Monthly Monitoring - Queen Alexandra Hospital
Main Dashboard

Reporting Period: Month of May 2017

No. Metric Week 5

N/A

Week 4

22/05/2017

Week 2

08/05/2017

Week 3

15/05/201701/05/2017

Week1 Monthly 
Total/ 

Average

Monthly 
Minimum - 
Maximum

14b

Number of patients delayed 

discharged who are medically fit.  

Delays within 24 hours

9 7  - 11

14d

Number of patients delayed 

discharged who are medically fit.  

Delays within 1-2 days

50 48  - 52

14f

Number of patients delayed 

discharged who are medically fit.  

Delays within 3-7 days

70 63  - 74

14h

Number of patients delayed 

discharged who are medically fit.  

Delays within >7 days

145 138  - 154

15a Number of incidents ED - near miss 0 0  - 0

15b Number of incidents ED - low 88 14  - 33

15c Number of incidents ED - moderate 37 1  - 26

15d Number of incidents ED - severe harm 0 0  - 0

15e Number of incidents MAU - near miss 0 0  - 0

15f Number of incidents MAU - low 93 14  - 27

15g Number of incidents MAU - moderate 8 1  - 4

15h
Number of incidents MAU - severe 

harm
1 0  - 10

1

0

0

4

27

140

0

33

7

48

68

27

1

1

0

14

26

0

0

9

52

1

0

19

9

0

73

138

0

25

11

48

74

148

0

14

2

0

0

22

1

0

0

7

51

63

154
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TRUST BOARD PUBLIC - JULY 2017      Agenda Item Number: 125/17 
           Enclosure Number: (11) 

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 F1– Income Control score has increased from 16 to 20 

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. 287



 
Portsmouth Hospitals NHS Trust Board Assurance Framework 

Trust Risk Profile - MAY 2017 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

LIKELIHOOD 
(frequency) 

CONSEQUENCE (impact/severity) 

Insignificant  
(1) 

Minor  
(2) 

Moderate 
(3) 

Major  
(4) 

Extreme  
(5) 

Rare 
(1)   

  
 
 
 
 
 
 

 

Unlikely 
(2)  

    

Possible 
(3)  

PE3 - Engagement P1 – Staff engagement 
P3 – Race equality standard 

PS1 - Reduction in mortality rate 
PS2 - Increased harm free days  
P2 – Bullying & harassment 
S3 – Cancer targets 
S4 – 6 week wait for diagnostics 

 

Likely 
(4)  

  P4 – Managers and leaders skills 
P5 – Workforce sustainability 
PE4 –Compliance with CQC 
Regulations  
 
S2 – RTT Target 
S5 – Reduction in Delayed Transfers 
of Care 
S6 – Achieving SAFER target 
 

S1 – A&E 4 hour target  
F3 – Cash management 
F1 – Income control 

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 JK 

CEMSG 
 

There is no reduction in mortality rates as recorded by 
Hospital Standardised Mortality Ratio (HSMR) and 
Summary Hospital-Level Mortality Indicator (SHMI) for 
2016/17. Resulting in significantly more deaths than 
expected. 

S 12 12 12 12 12 12 12 12     May 
17 

Sept  
17 

Safety 

PS2 JK PSSG / 
G&Q 

Trust does not achieve increased Safety Thermometer 
of harm free days, impacting on the ability to deliver a 
reduction in avoidable harm. 
 

S/E 12 12 12 12 12 12 12 12     May 
17 

Sept  
17 

Patient 
Experience PE1 RH UCTC 

To  ensure that  patient experience is not  compromised 
through limited environmental and clinical  speciality  
capacity (inc ambulance holds and patient moves) 

All 20 20 20 20 20 20 20 20     Jun 
17 

Sept  
17 

Patient 
Experience PE2 RH 

UCTC To achieve the quality  and safety  metrics as  outlined  
in the urgent  care  improvement plan    All 20 20 20 15 15 15 15 15     Jun 

17 
Sept  
17 

Patient 
Experience PE3 NR 

PESG Achieve positive patient experience through full  
engagement  with  families, carers and patients All    6 6 6 6 6     May 

17 Oct 17 

Patient 
Experience PE4 NR 

G&Q Maintenance  of   compliance with CQC  regulations All 12 12 12 12 12 16 16 16     May 
17 

Sept  
17 

People 
P1 RK OB 

If members of staff are not engaged then patient 
satisfaction, patient mortality and infection rates have 
worse outcomes. 

S/WL 9 9 9 9 9 9 9 9     Sept 
17 

May 
18 

People 

P2 RK OB 

If the Trust does not reduce the rates of bullying and 
harassment as measured by the National Staff Survey, 
this could result in poor patient care, staff anxiety and 
disengagement. 

WL 12 12 12 12 12 9 9 9     Sept 
17 

May  
18 

People 

P3 RK OB 

The Trust does not reflect its local population as 
measured by the Race Equality Standard with staff 
treated as required, leading to compromised patient care 
and poor treatment of BME staff. 

WL 9 9 9 9 9 9 9 9     Sept 
17 

May 
18 

People 

P4 RK OB 

Managers and leaders of the Trust do not have the skills 
to create a supportive work environment to deliver an 
improvement in the CQC Rating for leadership and 
culture. This could impact on the standard of patient 
care, experience and patient outcomes. 

E/ 
WL 12 12 16 16 16 16 16 16     Sept 

17 
May 
18 

People 
P5 RK OB 

Insufficient staffing has a direct impact on the quality of 
patient care. 

S/E/
R 16 16 16 16 16 16 16 16     Sept 

17 
Apr 
18 

Delivery of 
Required 
Standards 

S1 RH EMT/ 
TB 

Required A&E maximum waiting time of 4 hours from 
arrival to admission/transfer/discharge is not delivered. S/E 20 20 20 20 20 20 20 20     May 

17 
Apr  
17 

Delivery of 
Required 
Constitutional 
Standards 

S2 MD EMT/ 
TB 

Maximum waiting time of 18 weeks from point of referral 
to treatment (RTT).  Resulting in longer than necessary 
waiting times for patients. 
 

S/E/
R 12 12 16 16 16 16 16 16     June 

17 

 
June 
17 289



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Delivery of 
Required 
Constitutional 
Standards 

S3 MD EMT/ 
TB 

Cancer – maximum 62 day wait for first definitive 
treatment from urgent GP referral for suspected cancer.  
Resulting in longer than necessary waiting times for 
patients. 
 

S/E/
R 12 12 12 12 12 12 12 12     June 

17 

 
June 
17 

Delivery of 
Required 
Constitutional 
Standards 

S4 MD EMT/ 
TB 

Trust does not achieve maximum 6 week wait for 
diagnostic standard. Resulting in longer than necessary 
RTT and Cancer wait times. 
 

S/E/
R 12 12 16 16 12 12 12 12     June 

17 

 
June 
17 

Delivery of 
Required 
Standards 

S5 RH EMT / 
TB 

Reduction in Delayed Transfers of Care. 
 S/E/

C/R 16 16 16 16 16 16 16 16     May 
17 Apr 17 

Delivery of 
Required 
Standards S6 RH EMT / 

TB 

Failure to achieve SAFER target for the % of patients 
discharged by midday seven days a week, impacts on 
flow, ED wait for beds, correct placement of specialty 
patients and deconditioning of patients, particularly frail 
elderly. 

SE/
C/R/
W 

12 12 16 16 16 16 16 16     May 
17 Apr 17 

Financial Health 
F1 - Income CA SMT/ 

FIC 
Income control total is not achieved. 
 S/WL 16 16 16 16 16 16 16 20     

20 
July 
17 

30  
July  
17 

Financial Health F1 -  
Expenditure 

CA SMT/ 
FIC Expenditure control total is not achieved. S/WL 20 20 20 20 20 20 20 20     Apr 

17 
Mar 
17 

Financial Health 
F2 CA SMT/ 

FIC 

Failure to deliver the Cost Improvement Programme 
benefits. 
 

S/WL 20 20 20 20 20 20 20 20     2 
Wkly 

Mar  
17 

Financial Health 
F3 CA 

SMT/ 
FIC 

Trust does not manage cash within agreed limits. 
S/WL 20 20 20 20 20 20 20 20     Apr 

17 
Mar  
17 

Financial Health 
F4 CA SMT/ 

FIC 

Management of capital resources within limits in line with 
business plan objectives. 
 

S/WL 20 20 20 20 20 20 20 20     Qtr Aug 
17 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PS1 There is no 
reduction in 
mortality rates 
as recorded by 
Hospital 
Standardised 
Mortality Ratio 
(HSMR) and 
Summary 
Hospital-Level 
Mortality 
Indicator 
(SHMI) for 
2016/17, 
reflects 
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. 

· Mortality Review 
Panel 

· SHMI indicator 
within official control 
limits 

· MRP has not 
identified significant 
avoidable deaths. 

12 
4x3 

12 
4x3 

16 
4x4 

1. Sustained increase in  
HSMR 

1. HMI indicator 
above national 
average 

1) Medical Director 
2) Medical Director 
3) Clinical 

effectiveness and 
mortality steering 
group 

May  
2017 

Sept 
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  
MOPRS.  Roll out continues with 
AMU in June and Gastro will join 
in July.  Currently reviewing 
approximately 30% of inpatient 
deaths.  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 

Completed 

Review of anomalous entry data Dr Foster & CEMSG June 2017   

Further mortality review using standard review process Caroline Mitchell September 2017   

Joint PHT/Commissioners forum to be established for sharing learning Medical Director December 2017   

Review of Clinical Effectiveness & Mortality Review Process Medical Director December 2017   
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PS2 Trust does not 
achieve 
increased 
Safety 
Thermometer 
of harm free 
days 
· Sepsis 
· Acute 

Kidney 
Injury (AKI) 

· Falls 
· Medication 

Errors 
· Pressure 

damage 
· Infection 

control 
targets 

Impacting on 
the ability to 
deliver a 
reduction in 
avoidable 
harm. 
 
 

· Sepsis pathway 
· AKI Nurse 

Specialist 
· Lead Nurse for 

Falls 
· TVN team 
· Infection control 

team 
· Patient Safety 

Steering Group 
established to 
oversee 
changes/improve
ments in safety 
culture 
throughout the 
organisation 
 

· SafetyThermometer 
· Monthly reports to 

Trust Board/CQRM 
· Quarterly Reports to 

G&Q 
· Infection control 

committee 
· Improving reporting 

culture 
 

 
 
 
 
 
 
 
 
 
 
 

12 
4x3 

12 
4x3 

12 
4x2 

Sepsis 
1. Not compliant with 

administration of 
antibiotic within 1 
hour of first triage. 
 

  

1.   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. 

2.   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 

Sept 
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   

Sepsis – New Sepsis screen tool delivered and being launched Medical Director July 2017   

Medication – Acquisition of an –e-prescribing solution high clinical priority Medical Director July 2017   
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PE1 To  ensure that  
patient 
experience is 
not  
compromised 
through limited 
environmental 
and clinical  
speciality  
capacity (inc 
ambulance 
holds and 
patient moves) 

· CQC and ECIP 
agreement 
required for any 
deviation to the 
agreed plan, 
which is based 
on the national 
NHS A&E 
delivery plan 
best practice 

· UCTP clinically 
lead, with 
transformational 
changes 
planned across 
urgent care 
pathway 

· Frailty Interface 
Team in place to 
prevent 
unnecessary 
admissions and 
increase 
supported 
discharges  

· Short stay 
medical pathway 
to reduce length 
of stay and need 
for 
readmissions. 

· Agreed 
escalation policy 
between PHT 
and SCAS to 
prevent patients 
being held for 
more than 15 
minutes and 
limits waiting 
ambulances to a 
maximum of 4. 

· Agreed 
operational and 
escalation 

· CEO UCTP 
meeting weekly 
Monthly  UCTP 
Board 

· CQQ report noting 
improvements in 
AMU and ED obs 
ward 

· Urgent Care quality 
metrics 

· A&E Delivery 
Board 

· NHSI monthly 
scrutiny and 
assurance 
meetings (IDM) 

· CSC Performance 
reviews 

· F.I.T positive 
response data for 
ED 

· National In-patient 
survey 

· Healthwatch visit – 
positive feedback 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

20 
5x4 

20 
5x4 

10 
5x2 

1. Potential for 
attendance and 
admission demand to 
increase above 
agreed activity plan 

2. Lack of capacity in 
the community and 
domiciliary sectors for 
onward placement of 
patients in settings 
most appropriate to 
their clinical need 
 
  

3. Evidence of 
sufficient non 
acute capacity and 
understanding to 
deliver D2A  

4. Number of 
patients outlied 
and increased use 
of (unfunded) 
escalation 
capacity 

5. Delays in 
ambulance 
handover times 

6. Adequate clinical 
decision maker 
capacity at front 
door – specifically 
senior ED 
clinicians 
overnight, 
consultant 
physician capacity 
OOHS, AMU 
nursing and junior 
medical staff 

 
 

1) Executive 
Director of 
Urgent Care 

2) EMT/Trust 
Board 

June 2017 September 
2017 

All 
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policies in place 
to safely 
manage GP 
referrals at all 
times 

· Discharge to 
assess and 
integrated 
discharge 
Transformation 
Lead appointed. 

· PHT and 
System project 
management in 
place. 

· CSC 
performance 
reviews. 

 
 
 
 
 
 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Delivery of the Urgent Care Improvement Plan will address 1-6 Executive Director of 
Urgent Care 

Sept 17   

2. Active recruitment and internal (medical) workforce reconfiguration to minimise impact of junior doctor vacancies within AMU, and 
therefore effects on patient flow 

Executive Director of 
Urgent Care and Chief of 
Acute Medicine 

June 17 1. Active recruitment driver 
already implemented but JD 
recruitment remains challenging.  
2. Rota re-configuration will 
reduce onerousness of AMU 
(JD) rota from August 2017 
onwards 

 

3. Whole system work programmes (led by A&E Delivery Board group) to reduce MFFD back log through new workforce recruitment 
(community Trusts) and nursing home capacity HCC/PCC) 

A&E Delivery Board, IDS 
and Solent C.O.O 

Sept 17 Recruitment HCSW’s to release 
domiciliary care capacity for 
MFFD patients in PHT.  Solent 
Community Trust now 65% 
complete.  Recruitment to 
Southern FT ERS now 50% 
complete.  Occupied bed days 
for MFFD ¯ by 25% since April 
2017 

 

4. Developing a new model of care for the Emergency Medical Take Executive Director of 
Urgent Care and Chiefs of 
Acute Medicine and 
MOPRS 

May – June 2017 On call working arrangements 
for Consultant physicians will 
align senior decision maker 
capacity with profile of 
emergency medical/elderly care 
admissions.  New job plans, 
enabling many more of today’s 
admissions to be reviewed in 
real time, commencing 
September 2017 
 

 

5. Daily AMU staffing status and operational report to CEO, COO and Executive Director of Emergency Care.  Exceptions reported on 
standardised template, fortnightly to CQC. 

AMU HON / Matron  March 2017 onwards Status report has been 
embedded in AMU process.  
Consistent reporting.  Daily AMU 
safety huddles in place for 3 
weeks. 
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RISK 

DESCRIPTION 

 
KEY CONTROLS 
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) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PE2 To achieve 
the quality  
and safety  
metrics as  
outlined  in 
the urgent  
care  
improvement 
plan    

· CQC and ECIP 
agreement 
required for any 
deviation to the 
agreed plan, 
which is based 
on the national 
NHS A&E 
delivery plan best 
practice 

· NHSI IDM 
meeting 

· UCTP clinically 
lead with key 
transformational 
changes planned 
across urgent 
care pathway 

· Frailty Interface 
Team in place to 
prevent 
unnecessary 
admissions and 
increase 
supported 
discharges  

· Short stay 
medical plan to 
reduce length of 
stay and need for 
readmissions. 

· Agreed 
escalation policy 
between PHT 
and SCAS to 
prevent patients 
being held for 
more than 15 
minutes and 
limits waiting 
ambulances to a 
maximum of 4. 

· Discharge to 
assess and 
integrated 
discharge 

· Improvement in 
weekly CQC 
metrics 

· Minimal 
complaints 

· FFT positive 
responses and 
recommendatio
n data 

20 15 12 

1       In consistent 
application of 
escalation policy 
leading to 
ambulance holding 
and inappropriate 
patient placement  

2      Potential for 
attendance and 
admission demand 
to increase above 
agreed activity plan 

3       Gaps in workforce, 
specifically at Junior 
Doctor and Senior 
level and in ED at 
nights and week-
ends 

4      Lack of capacity in 
the community to 
promote onward 
placement of 
patients in settings 
appropriate to their 
clinical need 
 
 

5 Sufficient 
community bed 
and domiciliary 
care capacity 
exists to deliver 
D2A pathways  

6 Failure to deliver 
on A&E 
performance 
standards 

7 Number of 
patients outlied 
from specialty 

8 Increasing 
number of 
ambulance 
holding 

 
 

1 Executive 
Director of 
Urgent Care 

2 EMT/Trust 
Board 

June 2017 September 
2017 

All 

295



Transformation 
Lead appointed. 

· PHT and System 
project 
management in 
place. 

· CSC 
performance 
reviews. 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-9 Delivery of the Urgent Care Improvement Plan  Executive Director of 
Urgent Care 

Sept 17   

Revision of escalation thresholds  to ensure standardisation of escalation policy Chief Operating Officer May 17 Escalation threshold have been 
revised and final draft version of 
escalation policy has been 
circulated 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 296



 
Ref 

 
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 

PE3 Failure to 
achieve 
positive 
patient 
experience 
through full  
engagement  
with  Families 
carers and 
patients 

· Patient 
Engagement
Strategy 

· Carers 
Strategy 
(partners with 
local and 
county 
councils) 

· Patient, 
family and 
carer 
collaborative 

· Membership 
of community 
engagement 
committees 

· Compliance 
with 
Engagement 
Strategy 
delivery plan 

· Compliance 
with hospital 
requirements of 
Carers Strategy 

· Active 
involvement of 
PFCC 
members in 
quality 
monitoring 
processes 

· Minutes of 
community 
groups 
demonstrating 
partnership 
working 

· Output of 
workshops 
undertaken in 
partnership 
with patients, 
families, carers 
and other 
community 
stakeholders 

· FFT positive 
satisfaction 
score and 
response rate 

6 6 6 

1. Active participation of 
people from some 
minority groups e.g. 
BME, LGBGT 
communities 

 1) Director of 
Nursing 

2) Head of Patient 
Experience 

3) Patient 
Experience 
Steering Group 

May 2017 Oct 17 All 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Work with community groups to explore how the Trust can provide better opportunities for people from these groups to engage and 
provide feedback 

Head of Patient 
Experience 

Oct 17   
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PE4 Maintenance  
of   
compliance 
with CQC  
regulations 

· Quality Care 
Reviews 

· Ward 
Accreditation 
Programme 

· Monthly and 
quarterly 
reporting of 
key quality 
metrics 

· Peer review 
· CQRM 
· G&Q 

Committee 
and quarterly 
CSC reports 

· Oversight of 
organisationa
l risks 
through Datix 

· Whistleblowin
g Policy 

· Latest CQC 
report 
demonstrating 
improvements 
in ED and 
removal of the 
enforcement 
notice 

· Ward 
accreditation 

· CCG clinical 
visits 

· Quarterly CSC 
governance 
reports 

12 16 6 

1 Variation across CSCs 
2 Follow through on 

audit/monitoring 
process that 
identifies areas of 
non- compliance 

3 Executive Performance 
reviews 

4 Latest CQC 
report and 
associated 
enforcement and 
requirement 
notices 

1) Director of 
Nursing 

2) Head of 
Governance 
and Quality 

3) G&Q 
Committee 

May 2017 Sept 2017 All 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1&4   Delivery of the CQC action plan once agreed Head of Governance and 
Quality 

December 2017   

2      Progress to be monitored through the Executive Performance Reviews Director of Nursing April 2017 Progress monitored through 
performance reviews 
 

April 2017 

3      Performance reviews to be re-instated Director of Human 
Resources 

April 2017 Performance Reviews 
commenced April 2017 

April 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 

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 

 

 
 299



 
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 

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 300



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 Completed 

1-7   Key actions identified at CSC level as part of staff survey response CSC Management teams May 2017 Actions identified and monitored Completed 

 
 
 302



 
Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

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  303



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 

Completed 

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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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 

September 
2017 

April 
2018 

 
Safe, Effective, 
Responsive, 
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changed for 
many years, but 
increasingly we 
need staff to 
work 24/7 on an 
on-going basis  
 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Eliminate premium work and repatriate outsourced work to improve productivity to ensure maximum optimisation of the workforce to 
realise increased income opportunities and minimise the need for further investment. 

CSC December 2016 Reduction in premium payments Completed for 
H&N,W&C 

1-8      Recruit to hard to fill posts to reduce need for temporary spend.  55 fte hard to recruit posts have been identified and specific HR 
resource allocated to support new recruitment initiatives. 

NS January 2017 Number of fte recruited Completed 

5-7      Recruit to fill  vacancies, abolition of WSC and a  deft recruitment process including: NHS jobs website, NHS Jobs 2, Linked-in, 
Careers Fairs, local Universities, Job Centre Plus and introduced a Sector Based Working Academy.  We have actively recruited 
overseas nursing, including Philippines, and medical staff to address vacancies and lack of supply of staff in the national labour 
market. 

NS Continuous Increase in substantive fte  

2, 4      CSC’s redesigning rotas and considering models with different roles to fill junior doctor vacancies on a permanent basis.  Model 
dependent on each CSC.  

CSC Continuous Reduction in Trust junior doctor 
positions on the establishment 

 

5 Establish new ways of working and new roles to maximise skills to ensure the workforce is equipped with the required skills to deliver 
patient care in the most efficient and effective manner.  This is being implemented but tends to be slow due to the need to ensure 
appropriate new staff are in place with the appropriate skills and training e.g. Clinicians Associates, Associate Practitioners, Advanced 
Clinical Practitioners in Histopathology, Critical Care Practitioners who are designed to replace junior doctors, First Assist etc. 

BH On-going We are now working with the 
Universities of Surrey, 
Portsmouth and Southampton to 
look at the feasibility of the 
Physicians Associate role.  Also 
with the advent of the new 
apprenticeship system t there 
are opportunities to create new 
roles and develop staff and new 
recruits into registered positions 
in ways that we have not been 
able to do to date.  This action is 
an ongoing process and we will 
be working with CSCs to support 
workforce development. 

 

1-7      Working with CSCs to develop thorough workforce plans LW April 2017 Workforce plan submitted to 
NHS Improvement 

Completed 

6, 7      With the advent of the removal of commissioned numbers for adult nurse students from Sept 2017 we will work closely with 
Universities of Southampton and Portsmouth to provide placements for students.  This will support Universities to plan cohort sizes for 
the future and zone student placements.   We will monitor planned cohort sizes as this will impact on Trust income via the nonmedical 
tariff as well as impact on the future workforce numbers.  Shortfalls will be identified and communicated to the Lead Nurse for 
Workforce to inform workforce change and recruitment decisions. 

DK On-going The University of Portsmouth 
have commenced adult nurse 
education and will recruit 2 
cohorts per year this will help 
mitigate against reduced student 
numbers from University of 
Southampton. 

 

1-4      All NHS Improvement mandates have or are being implemented by the Trust which should reduce the cost of temporary staffing. RK July 2017 Reduction in breaches over 
capped rate and temporary 
agency spend 

 

2         Increase recruitment to clinical fellowships as part of acute alliance with UHS and IOW 
 

NS Aug 2017 Number of clinical fellows 
appointed 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S1 Failure to 
instigate all 
elements of 
the Urgent 
Care 
Transformatio
n Plan and 
achieve 
required 
performance 
in A & E. 
Ø 77.7% March 

17 

· CQC and ECIP 
agreement 
required for any 
deviation to the 
agreed plan, 
which is based 
on the national 
NHS A&E 
delivery plan 
best practice 

· UCTP clinically 
lead with key 
transformational 
changes in 
progress across 
urgent care 
pathway 

· Frailty Interface 
Team preventing 
avoidable 
admissions of 
elderly patients 
and increasing 
supported 
discharge 

· Short stay 
medical ward in 
place and SOP 
being augmented 
to incorporate 
24-72 hrs frailty 
pathway 

· Agreed cohort 
(escalation) 
policy between 
PHT and SCAS 
to prevent 
patients being 
held for more 
than 15 minutes 
and limit waiting 
ambulances to a 
maximum of 4. 

· Discharge to 
assess and 

· UCTP meeting 
weekly 

· Fortnightly  UCTP 
Board 

· CQQ action plan 
report monthly. 

· Monthly A&E 
Operational Group 
and A&E Delivery 
Board meeting and 
reporting. 

· NHS Improvement 
reports monthly 

· CSC Performance 
reviews 

· GGC Quality 
Improvement 
Steering Board  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

20 
5x4 

20 
5x4 

10 
5x2 

1. Urgent Care 
Transformation 
Programme 
benefits delayed 
because of 
increased 
unscheduled care 
inpatient burden 
specifically high 
numbers of MFFD 
patients  

2. Inconsistent 
delivery of required 
numbers of simple 
discharges, causing 
high levels of bed 
occupancy 

3. Admission demand 
increased above 
agreed activity plan 
for 16/17. 

4. Gaps in ED Medical 
workforce, 
specifically at nights 
and week-ends and 
in overall AMU 
junior staff 
workforce 

5. D2A capacity in the 
community currently 
insufficient to meet 
discharge demands 
of PHT causing 
significant increase 
in MOPRS length of 
stay; in turn, 
resulting in high 
number of frail 
elderly patients in 
AMU impacting on 
ED flow in the rest 
of the hospital.  
  

7. Evidence of 
insufficient 
community and 
domiciliary 
capacity exists to 
deliver D2A  

 
 

1) Executive 
Director of 
Urgent Care 
 

2) Deputy Chief 
Operating 
Officer 

 
3) Urgent Care 

Transformation 
Board, EMT 
and Trust 
Board 

May 
2017 

March 
2017 

S1, S2, S3, S4, 
S5 
E1, E2, E3, E4, 
E5, E6 
R1, R3 
W5 
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integrated 
discharge 
service 
introduced 
September 2016. 

· PHT and System 
project 
management in 
place. 

· CSC 
performance 
reviews. 
 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom 
 

By When KPI - Progress Date 
Completed 

1. Programme management methodology and rapid improvement cycles through establishment of Urgent Care Transformation  Team, 
supported by ECIP and led by the Executive Director of Emergency Care 

Exec Director 
Emergency Care 

Aug 2016 UCIP roll out and delivery of 
KPIs 

March 2017 

2. Implementation of FIT to reduce frail/elderly admissions 
Executive led, weekly focus on acute LOS in MOPRS CSC - commenced on 13/06/17 

MOPRS CSC May 2016 3 less admissions per day from 
agreed baseline of 2015/16 – 
achieved 
Priority schemes to ¯ LOS being 
developed 
 

October 2016 
 
 

30/06/17 

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 MFFD occupied bed days to be reduced <1,000 and numbers to <100 

Solent, Southern, HCC, 
PCC and PHT – led by 
Solent COO  

October 2016 D2A dashboard currently 
demonstrates 60-70% 
performance against agreed 
trajectory 
Working with whole system to 
reduce MFFD ongoing.  Aim to 
complete programme of backlog 
by Sept 2017 

July 2017 
 
 
 
 
 
Sept 2017 

5. Review of community capacity and its efficient use (see also 55) A&E delivery board/ ECIP March 2017 D2A KPIs remain inconclusive July 2017 
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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 

· Intensive 
support/special 
measures 
approach to key 
specialities 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 

6. Potential adverse 
impact on key medical 
specialities capacity 
due to reallocation of 
workforce to support 
implementation of 
medical model 

7. Gastroenterology 
backlog and position is 
of large volumes, 
robust clinical 
validation has not 
been fully operational 

 
  

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 

June 2017 June 
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 On-going RTT wait trajectories achieved to  
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lead 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 

 

6.  Business Case to support resource to mitigate impact of medical model on delivery of RTT Exec Director of Urgent 
Care 

July 2017 Business case approved and 
appropriate workforce in place to 
mitigate risks of medical model.  
No deterioration of RTT 
associated with medical model 

 

7.  Increased business manager support to gastro service to focus on recovery, including access manager secondment and validation hit squad 
input. 

General Manager, 
Medicine CSC 

July 2017 RTT trajectory achieved and 
sustained throughout 2017/18.  
OWL PTL assessed fully for risk 
of clinical harm. 

 

7.  Support and guidance from NHSi crtical friend review to determine effectiveness of clinical harm review and alternative actions to manage 
gastro service 

Head of Performance and 
Scheduled care 

July 2017 Clinical harm review meets 
requirements of NHSi, Trust 
Board and CCG and appropriate 
actions taken.  RTT trajectory 
achieved and sustained. 
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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 

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 
2.  RCA process – not 
always followed 
correctly  
3.  Reporting delays 
have increased  

1) Deputy Chief 
Operating Officer 

2) Head of 
Performance/Sc
heduled Care 
Lead 

3) EMT/Trust Board 

June 2017 June 
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 

Standards 
achieved for 
March. However 
sustainability of 
position not yet 
secured. 

4. Demand management with CCGs and effective use of urgent 2WW proforma management with GPs Deputy COO and CCG On-going Diagnostic and cancer wait As above 
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lead via relevant CSCs 
and GP practices 

trajectories achieved to 
timescale and sustained 

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 

Commenced 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 

8. Proposal for radiology strategy to be presented to board and agreed.  To support delivery of diagnostic standard and reporting time 
standards 

Medical Director and CSS 
CSC 

Ongoing Recruitment to requirements of 
service. 
Capital programme investment 
into replacement and additional 
CT and MRI equipment 
Delivery of timely reporting of CT 
and MRI < 14 days. 
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3. Responsible 
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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 

June 2017 June 
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 

 313



 
  

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. 

May 2017 

1 and 5  Proposal for radiology strategy to be presented to board and agreed.  To support delivery of diagnostic standard and reporting time 
standards 

Medical Director and CSS 
CSC 

Ongoing Recruitment to requirements of 
service. 
Capital programme investment 
into replacement and additional 
CT and MRI equipment 
Delivery of timely reporting of CT 
and MRI < 14 days. 

 

314



 
Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
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LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S5 Reduction in 
Delayed 
Transfers of 
Care (DToC) 

Weekly review of 
Stranded Patients 
Ward Discharges 
inc. SAFER 
Workstream within 
Urgent Care 
Transformation 
Programme 
(UCTP) 
 
Ability within 
Bedview to ‘code’ 
delayed patients 
daily to agreed 
(national) 
definitions 
 
Senior PHT rep 
attends weekly 
DToC sitrep 
meeting 
 
Integrated 
Discharge Service 
(IDS) implemented 
from 26th Sept 
2016 onwards 
 
New Integrated 
Discharge Lead 
appointed 
February 2017 
 
Agreement across 
Health and Social 
Care Partners and 
CCG to fund and 
implement 
Discharge to 
Assess (D2A) 
model 

DToC sitrep 
completed and 
submitted weekly 
 
CEO UCTP meeting 
weekly 
 
UCTP Board meets 
fortnightly 
 
A&E Delivery Board 
reports monthly and 
A&E Delivery Board 
Ops Group reports 
fortnightly 
 
Integration of health 
and social care IDS 
teams following co-
location 

 

16 
4x4 

16 
4x4 

8 
4x2 

D2A capacity in the 
community insufficient to 
meet daily discharge 
demands from PHT. 
Specifically P1/P3 D2A 
capacity 
 
Workforce gaps leading 
to reduced Social Care 
assessment capacity and 
sufficient domiciliary care 
capacity to meet P1 
demands 
 
Insufficient Care Home 
capacity to meet timely 
demands of PHT acute 
discharges (P3), notably 
for patients with advance 
cognitive impairment  
 
CHC processes not fully 
aligned to D2A model 
 
 

Evidence that 
sufficient community 
capacity exists to 
deliver full D2A 
benefits with pace – 
notably for P1, P3 
 
 
 
 

Executive Director of 
Urgent Care 
 
Deputy Chief 
Operating Officer 
 
EMT/Trust Board 

May 2017 April 2017 S3, E1, E4, C2, 
R1 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

D2A business case, KPIs and funding mechanism that incentivises discharges at pace and scale Agreed by A&E 
Delivery Board  
Implementation across 
Solent, Southern, 

Nov 2016 DTOc reduces from 6.2% to 2% 
and MFFD occupied bed days 
from 3,700 to <1,000 

July 2017 
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HCC, PCC and PHT – 
led by Integrated 
Discharge 
Transformation Lead, 
A&E Delivery Board & 
ECIP 

Review of the overall productivity/efficiency and admission criteria for community beds A&E Delivery Board/ 
ECIP 

March 2017 D2A KPIs achieved August 2017 

 Business case for implementation of FIT to reduce unnecessary frail, elderly admissions to QAH MOPRS CSC May 2016 3 less admissions per day from 
agreed baseline of 2015/16 - 
achieved 

October 2016 

Review of CHC processes, supported by NHSE drive to reduce CHC delays  A&E Delivery Board/ 
ECIP 

Dec 2016 DTOc reduces from 6.2% to 2% 
and MFFD occupied bed days 
from 3,700 to <1,000 

April 2017 

ECIP led review of community capacity and its most efficient use  
Now completed; Report currently being drafted 

A&E Delivery Board/ 
ECIP 

May 2017 D2A KPIs achieved July 2017 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 
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L 
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R
A
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) 

PR
ED
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D
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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 

S6 Failure to 
deliver SAFER 
target for 
simple 
discharges 
causing 
suboptimal 
flow, prolonged 
waits within the 
ED and in 
ability to place 
the right 
specialty 
patient in the 
right beds. 
 
Increased risk 
of ambulance 
holding at front 
of ED.  
 
Physiological 
deconditioning 
especially in 
frail elderly 
patients from 
above. 
 
Increased risk. 

Ward Discharges 
inc. SAFER and 
Stranded Patients 
Workstream 
within Urgent 
Care 
Transformation 
Programme 
(UCTP) 
 
PHT SAFER 
programme 
robustly 
supported by 
ECIP 
 
Dedicated UCTP 
Project Manager 
supporting CSC 
teams 
 
Consultant 
SAFER 
Champion 
identified for each 
CSC 
 
Daily SAFER 
Dashboard 
populated by 
PAS 
 
IDS ward link 
attending daily 
Board Round 
 
Programme of 
Communication 
to support 
SAFER roll out 
 
Exec and 
Associate 
Medical Director 
commitment to 
monitor 
compliance 

CEO UCTP meeting 
assurance board 
reports weekly 
 
Weekly SMT 
 
Fortnightly UCTP 
Board 
 
A&E Delivery Ops 
Group reports 
fortnightly 
 
CSC Performance 
reviews 
 
Monthly SAFER 
Champions Meeting 
Chaired by Medical 
Director 
 
Standing Agenda 
item at weekly Heads 
of Nursing Meeting 
Chaired by Director 
of Nursing 
 

12 
4x3 

16 
4x4 

6 
2x3 

Necessary reactive 
actions of Site Ops Team 
outlying early ward 
discharges overnight 
 
Lack of bedded and side 
room capacity within 
Discharge Lounge 
 
Variation in effectiveness 
of daily Board Round 
 
Only 1 UCTP Project 
Manager supporting 4 
ward Teams 
 
Non electronic Patient 
Status Boards supporting 
daily board rounds 
 
 
 
 
 
  

SAFER Dashboard 
collated daily providing 
performance at Trust, 
CSC, Ward and 
Specialty Level 
 
Fortnightly Ward 
Discharges inc. 
SAFER and Stranded 
Patients exception 
report submitted to the 
Urgent Care 
Transformation 
Programme Manager  

Executive Director of 
Urgent Care 
 
Deputy Chief 
Operating Officer 
 
EMT/Trust Board 
 

May 2017 April 2017 S3, E1, E4, C2, 
R2, W3 
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Support of Site 
Operations and 
Discharge 
Lounge teams to 
implement 
actions enabling 
wards to achieve 
agreed targets 
 
Agreed 
standardised 
approach to 
cohorting within 
ED footprint, to 
minimise risk of 
prolonged 
ambulance holds 
 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Review of function and form of Site Ops Team including refreshed SOP being undertaken by new COO Site Ops GM Nov 2016 No patent due for early 
discharge outlied overnight 

Jan 2016 

2. Addition care spaces created within Discharge Lounge foot print  Site Ops GM Nov 2016 33% of discharges achieved by 
1200 

March 2017 

3. Business Case for electronic white boards to be included in Business Planning for 2017/18 UCTP Manager Jan 2017 Installation of electronic white 
boards in all key ward areas 

August 2017 

4. Education, engagement and performance of daily Board Rounds continue. Refreshed programme of SAFER accountability and 
auditing of feedback/performance.  Engagement and training workshop (for clinical and operational leaders) scheduled end of June 
2017 

CSC SMTs/Medical 
Director/Dir of Nursing 
and UCTP Team 

Jan 2017 To date 65 senior nursing, 
medical and therapy staff plus 
35 junior doctors have attended 
“PHT – a compelling story” 
workshops 
During “Perfect Week” 28% 
discharges achieved by 12:00 

March 2017 
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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 

F1 CSF – Delivery of 
pre-
Sustainability 
and 
Transformation 
Fund year end 
deficit of £3.74m 
 
Risk Description: 
 
 
1.Failure to 
achieve cash plan 
requirements, 
creating shortfall 
in resource 
available to meet 
all Trust 
obligations and to 
support the capital 
programme. 
 
2. Trust is placed 
in Financial 
Special Measures 
or other external 
intervention. 
Delivery of the 
activity. 
 
3. Trust does not 
receive STF 
funding, 
increasing 
indebtedness. 
 
4. Trust is unable 
to invest in the 
development of 
services or 
implement its 
strategy for the 
future. 
 
 

· Standing 
Financial 
Instructions 
(SFI) 

· Annual 
Planning 
arrangements 
and approval 
process 

· Monthly 
reporting and 
performance 
review 
processes 

· External 
oversight and 
reporting 
arrangements 
(regulatory and 
STP) 

· Finance and 
Performance 
Committee 

· Formal forecast 
review process 
through the 
Trust Board 
 
 

 
 
 
 
 
 

· Actual delivery 
of monthly and 
quarterly I&E, 
activity and 
performance 
plans 

· Forecast in line 
with pre and 
post STF 
control totals 

· Agreement of 
financial 
reporting 
components 
with key 
partners 

· Achievement 
of critical 
components of 
workforce plan 
(eg. 
Compliance 
with agency 
cap and NHSI 
prescribed 
rates) 

· Delivery of the 
conditions set 
out in the plan 
as articulated 
within the 
Financial 
Recovery Plan 
(eg. MOPRS 
LOS and Extra 
Capacity 
Closure, 
Premium rate 
payment and 
outsourcing 
reductions). 
 
 

16 
4x4 

20 
4x5 

16 
4x4 

1. Compliance with SFIs 
as evidenced through 
Audit Committee SFI 
report. 
 
2. Connection of planning 
process to Trust strategy 
and long term planning 
arrangements. 
 
3. Delivery arrangements 
in line with requirements 
of the plan. 
 
4. Resilience and 
consistency of Monthly 
reporting arrangements. 
 
5. Challenges to 
effectiveness of 
performance review 
arrangements within 
existing management 
structures. 
 
 
 

1. Failure to achieve critical 
components of the plan 
even within bottom line 
achievement (eg. 
Continuing workforce 
overspends, CIP 
shortfalls). 
 

2. Difficulty in finalising 
income and activity 
position against contracts 
and plan. 

 
3. Lack of completion and 

consistent ownership of 
processes around 
Financial Recovery and 
CIP programme. 

 
4. Forecast year end 

position without further 
mitigation would not 
achieve the control total. 

 

1) Director of 
Finance 

2) Operational 
Director and 
Deputy 
Directors of 
Finance 

3) SMT and 
Finance and 
Performance 
Committee 

20 July 
2017 

30 July 
2017 

 
Safe, Well-led 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 
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1-12.    Complete detailed activity and performance recovery plans linking capacity, demand and delivery arrangements fully costed for sign 
off at SMT/Finance Committee. 

 
NEEDS TO BE ON-GOING WHAT NEEDS TO BE DONE _ ACTIONS COMPLETED SINCE THE LAST REVIEW AND WHAT STILL 

NEEDS TO BE COMPLETED. 

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 
 
Updated – Capacity plans 
finalised for 2017/18.  
Theatre capacity funded @ 
231 sessions. 
 

 

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 
 
Month 2 reporting finalised 
internally. 
 

 

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 
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fully operational no later than 
1 July 2017.  
 
Executive responsibility for 
this item has now switched to 
the Director of Finance and 
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. 
 
CQUIN discussions for 
2017/18 ongoing againsr AIC 
and national targets 
 

 

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 
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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 
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. 
 
Establishment of the risk 
pool within the context of the 
Aligned Incentives Contract 
to help to mitigate 
contractual and performance 
risk going forward. 
 

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 

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 

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 

· Monthly 
Performance 
Reviews 

 

· CSC 
performance in 
line with 
delegated 
budgets. 

· Monthly, YTD 
and forecast 
expenditure 
within planned 
limits (subject to 
recognised 
activity 
variances). 

· SFI breach 
reports to Audit 
Committee and 
audit programme. 

· UCIP financial 
benefits report 
through DU 

 
 
 
 
 
 
 
 
 

 
 
 

 
 

 
 

 
 
 
 

12 
4x3 

20 
4x5 

16 
4x4 

1. Clarity and application 
of accountability 
arrangements and 
revised scheme of 
delegation. 

2. Compliance and 
adherence with 
SFIs/SOs in decision 
making. 

3. Poor performance in 
relation to the timely 
development and 
quality of business 
cases supporting 
investment. 

4. Shortcomings in the 
feedback processes 
and management of 
delivery of benefits set 
out in investment 
proposals. 

5. System wide failure to 
deliver agreed targets 
associated with the 
effective management 
of the unscheduled 
care system 

 
 

6. Poor track record 
of CSC 
performance 
against delegated 
budgets. 

7. Adverse CSC 
financial 
forecastings/fluctu
ating forecasts. 

8. Confirmation of 
skills, capability 
and capacity 
alignment of 
scheme of 
delegation with 
Trust objectives. 

9. Failure to deliver 
the articulated 
financial benefits 
of investment in 
the UCIP business 
case 

 

1) Director of 
Finance. 

2) Kevin Nederpel. 
3) SMT and 

Finance 
Committee 

Apr 
2017 

March 2017 
 

 
Safe, Well-led 
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ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-9    Review objectives vs. scheme of delegation and re-clarify as necessary.  Set out revised accountability and performance 
arrangements. 

tbc End December Update: 23/03/17 
Incomplete 
Scheme of delegation review not 
started. 
Revised performance 
management arrangements are 
currently being implemented and 
will need to reflect the objectives 
and accountabilities required to 
deliver the 17/18 Annual Plan. 
 
This work will be presented to 
the Finance Committee on 27 
April 2017. 
 
Proposals to progress the 
governance component of the 
recovery plan are due to be 
presented to the CEO and the 
Executive Team will consider the 
second phase of the recovery 
programme ahead of the 
conclusion of the first phase at 
the beginning of April. 
 
This item now specifically 
incorporated into the Recovery 
Plan through the Control 
Environment workstream and 
incorporating recommendations 
from the Organisational Grip 
exercise concluded at the end of 
16/17. 
 

 

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. 
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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 
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 
 
New investment proposal 
template introduced.  Further 
work required on BCRG, capital 
priorities tobe compled end of 
June 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. 
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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 
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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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 and 
Trust Recovery 
Plan 
 
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 
 
Weekly Delivery Unit 
meetings in place 
and operational to 
oversee progress 
and provide 
escalation as 
appropriate.  

 

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 Safe, Well-led 
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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. 
 
Recruitment underway.  
Programme manager x 2 
 

 

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. 
 
Budgets signed off by CSCS. 
 

 

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 
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identified risks are discussed in 
the Delivery Unit meeting & 
escalated to Dir.of Nursing 
/Medical Director as required. 
 
DU process ensuring sign off 
established. 
 

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 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F3 CSF – 
Management 
of Cash within 
agreed limits 

 
1.Failure to 
deliver the 
Trust I&E target 
for 2017/18 
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 

· Proactive debt 
management to 
improve cash 
flow 

· Cash 
Committee 

 

· Minimum cash 
balance of £1.m 
is maintained at 
all times (subject 
o. agreed 
exceptional 
circumstances) 

· £4.1m carried 
forward from 
2016/17 held to 
meet capital 
slippage 

· No more than 5% 
of debtors over 
90 days (by 
value) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

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 cash flow 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 

7. Finalising the 
establishment of 
the Cash 
Committee and 
establishing a 
robust regular 
reporting timetable 
for the Committee 

 

1) Director of 
Finance. 

2) Lee Williams. 
3) Finance and 

Investment 
Committee 

Apr 
2017 

March 
 2017 

 
Safe, Well-led 
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ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

2        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 July Cash Flow reflecting I&E 
position being developed with 
Operational Director of Finance. 

 

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 The Trust submitted a paper 
to NHSI on 16/06/17 on it’s 
capital and cumulative cash 
positions. 
 

 

1-6    Establish revised and robust capital management, planning and oversight arrangements to support the management of cash Gary Bryant End July Draft Terms of Reference for a 
Capital Investment Group 
have been drawn up. 
 

 

7       Finalising the establishment of the Cash Committee and establishing a regular reporting timetable for the Committee Lee Williams End July 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY 
CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F4 Management of 
Capital 
Resources 
within limits and 
in line with 
business 
objectives 

 
1. Insufficient 
capital available 
for priority items 
due to the change 
in the calculation 
of the capital 
resource limit. 
 
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 2017/18. 

· Quarterly 
capital 
programme 
updates to 
SMT and 
Finance and 
Investment 
Committee. 

· Exceptional 
reporting as 
required. 

· Finance 
Board report 
and Monthly 
forecasting 
report 

· Capital 
Priorities 
Group 
established 
to oversee 
capital 
programme 

· Capital plan 
managed and 
delivered in line 
with the profile 
and priorities as 
set out in the 
agreed capital 
programme for 
2017/18 

· Capital Resource 
Limit met at the 
Year End 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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. No approved capital 
programme  

 
 

4. 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. 
  

5. Agreed capital 
programme relates 
only to balances 
carried forward 
into 17/18 (£4.1m).  
Prioritisation of the 
remainder of 
capital resources 
to be concluded 
alongside final 
position in relation 
to available capita 
resource allocation 
with regulators. 
Capital bids 
exceed currently 
available resource. 

1) Director of 
Finance. 

2) Andy Burrows. 
3) SMT and 

Finance and 
Investment 
Committee, 
Capital Priorities 
Group. 

Quarterly 
(Sep) 

August 
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 cash flow 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 cash-
flow report and cash section of 
this document.  
 

CLOSE – 
Moved to 
Cash section. 

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. 

Gary Bryant End July 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. 
 
Update 28/06/17 
Capital Priorities Group TOR 
signed off by SMT. First meeting 
expected to be established by 
end July 
 
 
Discussions with NHSI ongoing.  

 

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 
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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 
consideration of this issue will be 
documented with the plan 
presented to the Finance 
Committee and the Board for 
approval. 
 
Update 28/06/17 
Trust now exploring other 
financing options for capital, 
including MES contracts, buy 
and lease back etc. Initial work 
started to explore financing 
options for e-Hospitals. 
 

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. 
 
Updated 28/06/17 
Capital Priorities Group to 
recommend to  the Trust Board 
with a 5 year capital programme. 
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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       
JK John Knighton       
NR Nicola Ryley       
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EXAMPLE 
 

 
TRUST BOARD PUBLIC - JULY 2017      Agenda Item Number:  

           Enclosure Number:  
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 

·  

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. 338



 
Portsmouth Hospitals NHS Trust Board Assurance Framework 

Trust Risk Profile – 2017 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

LIKELIHOOD 
(frequency) 

CONSEQUENCE (impact/severity) 

Insignificant  
(1) 

Minor  
(2) 

Moderate 
(3) 

Major  
(4) 

Extreme  
(5) 

Rare 
(1)   

  
 
 
 
 
 
 

 

Unlikely 
(2)  

    

Possible 
(3)  

PE3 - Engagement P1 – Staff engagement 
P3 – Race equality standard 

PS1 - Reduction in mortality rate 
PS2 - Increased harm free days  
P2 – Bullying & harassment 
S3 – Cancer targets 
S4 – 6 week wait for diagnostics 

 

Likely 
(4)  

  P4 – Managers and leaders skills 
P5 – Workforce sustainability 
PE4 –Compliance with CQC 
Regulations  
F1I - Income control 
S2 – RTT Target 
S5 – Reduction in Delayed Transfers 
of Care 
S6 – Achieving SAFER target 
 

S1 – A&E 4 hour target  
F3 – Cash management 

Highly Likely 
(5)   

PE2 – Quality and safety metrics PE1 – Limited capacity 
F1E – Expenditure control 
F2 – Achievement of CIP 
F4 – Capital resource management 
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Board Assurance Framework – Provide Excellent Services for Patients 
 
Objective: 
 
 

P1 -  
At least maintain but aim to improve overall staff engagement score 
as measured by the national staff survey to be the top 20% 
benchmark of all acute trusts (currently above average) 

Board Lead: 
 
 
 

Rebecca Kopecek Date of review: June 2017 

Date of next review: Sept 2017 

Risk 
ID: 

P1 Risk:  
If members of staff are not engaged or engagement declines then 
patient satisfaction, patient mortality and infection rates have 
worse outcomes 

 

CQC Domain: 
 
 
 

Well-led 
Safe 

CQC Outcomes:  

Risk Rating: 
(Likelihood x Impact) 

3x3 = 9 

CHART 

Relevant Key Performance Indicators: 

Initial Risk Score: 
 

3x3 = 9 

Previous Risk Score: 
 

3x3 = 9 Indicator March April May 16/17 
Target 

16/17 
Forecast 

Current Risk Score: 
 

3x3 = 9  1 1 1 2  

Tolerable Risk: 
 

3 x 2 = 6  0 0 0 0  

Direction of travel: 
 

       

Rationale for current score: 
 
1. Overall staff engagement levels as measured by the 2016 national staff survey and subsequent friends and family test for staff (quarterly) indicates engagement levels have maintained at 2015 
levels (above average).  Slight decline in 2016 by staff group other than professional and technical and variation across Clinical Service Centres.  
 
2. Senior leadership instability impacting on levels of engagement  
 
3. Concerns raised following recent CQC inspection regarding how well we listen to and act on staff feedback 
 
 
 
Controls: (What are we currently doing about the risk?) 
 

Assurances: (How do we know if the things we are doing are having an impact?) 

• Listening into Action programme adopted and bedding in with clear impact examples. 
• 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. 

· Strengthened development programmes and access to training 
 

· Significantly Improved performance in 2015 and maintained in 2016 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 
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Gaps in controls and assurances: (What additional controls and assurances should we seek?) Mitigating actions: (What more should we do?) 
 

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 
 
 
 

Action: Lead: Deadline: 

1. Engagement events to 
take place to improve 
staff involvement in the 
Urgent Care agenda 

2. Equip staff with the 
necessary skills to 
adopt LiA and the 
change model ‘PDSA’ 

3. Ensure key actions are 
identified and acted 
upon arising from the 
Quarterly staff pulse 
survey 

4. Trust wide actions to 
respond to the 2016 
National Staff Survey 
result 

5. Continuous 
Improvement Steering 
Group established to set 
out a strategy for quality 
improvement 

6. Clear improvement 
methodology agreed 

 

1. UCIP Programmes lead 
2. Organisational 
Development 
3. CSC and corporate 
functions 
4. CSC and corporate 
functions 
5. Director of Workforce 
6. Director of Workforce 

1. July 2016 and on-going 
2. July 2017 
3. Every quarter 
4. March 2017 
5. March 2017 
6. July 2017 

   

Current performance: (With these actions taken, how serious is the problem?) Additional Comments: 
 

 
Overall staff engagement levels remain stable however there are pockets of significant variation to 
this which is impacting on the organisations ability to deliver the change agenda.  The immense 
operational pressure is starting to highlight where staff are feeling stressed and extremely tired 
however resilient they are.  Staff report not seeing any significant improvement to the system 
challenges we face despite comprehensive plans, discussions and actions being taken.  A 
continuation could lead to a decline in clinical outcomes/measures and the patient experience 
(mortality, complaints, infections, SIRIs) 
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Objective: 
 
 

P2 –  
Ensure no staff member experiences bullying, harassment or abuse. 
According to the 2016 national staff survey 24% report experience it 
from other staff and 29% from patients, relatives or the public 

Board Lead: 
 
 
 

Rebecca Kopecek Date of review: June 2017 

Date of next review: Sept 2017 

Risk 
ID: 

P2 Risk:  
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 

 

CQC Domain: 
 
 
 

Well-led CQC Outcomes:  

Risk Rating: 
(Likelihood x Impact) 

 

CHART 

Relevant Key Performance Indicators: 

Initial Risk Score: 
 

4 x 3 = 12 

Previous Risk Score: 
 

3 x 3 = 9 Indicator March April May 16/17 
Target 

16/17 
Forecast 

Current Risk Score: 
 

3 x 3 = 9  1 1 1 2  

Tolerable Risk: 
 

3 x 2 = 6  0 0 0 0  

Direction of travel: 
 

       

Rationale for current score: 
 
1. No positive improvement in staff reporting experiencing bullying harassment or abuse as measured by the national staff survey 
 
2. A worsened position of staff reporting experiencing this from patients, relative or the public 
 
3. High operational demand, increased levels of outliers/unfunded capacity and increasing number of mental health patients are negatively impacting on this  
 
 
 
 
 
 
Controls: (What are we currently doing about the risk?) 
 

Assurances: (How do we know if the things we are doing are having an impact?) 

1.Staff survey action plan in place at organisational and CSC level 
2.B&H campaign launched in July 2016 to promote positive behaviour ‘Respect Me’ 
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.Working closely with speak up guardian 

· Compared to all acute Trusts, Portsmouth is not an outlier 
· Trust Board supporting the B&H campaign through positive role modelling of behaviours 
· Significantly low levels of reporting actual experience of B&H through the dedicated 

helpline and formal route 
· 2016 staff survey results saw a 2% reduction in staff reporting experiencing this from 

other staff 
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Gaps in controls and assurances: (What additional controls and assurances should we seek?) Mitigating actions: (What more should we do?) 
 

· Local survey identified the highest levels of perceived bullying, harassment or abuse 
came from consultants. 

· The data suggest higher levels of reporting from BME and disabled staff 
· Staff raise concerns regarding the variation across the organisation in dealing with 

inappropriate behaviour 
· Staff report that there is variation from leaders leading by example and making expectations 

explicit. 
· There is not always swift or appropriate action taken to address any inappropriate behaviour. 
· Staff are not reporting all incidents of bullying and harassment 
 
 
 

Action: Lead: Deadline: 

1. Launch positive action 
against B&H campaign  

2. Set clear expectations 
for behaviours 

3. Ensure all staff are able 
to access support and 
know about to report 
inappropriate 
behaviours 

4. Further develop staff 
training to ensure 
behaviours and 
expectations are explicit 
throughout 

5. Performance 
management training to 
include appropriate 
challenge and 
management versus 
B&H – how to effectively 
manage ambiguity 

6. Work with specific 
services who have been 
identified as having 
higher levels of reported 
B&H as measured by 
the NSS 

1. Staff side chair 
2. Staff side chair/Director of 
workforce 
3. Staff side Chair/Head of 
OD 
4. Head of OD/Director 
Education 
5. Head of OD 
6. Staff side chair 

1. July 2016 
2. July 2016 
3. Sept 2016 
4. Immediately and on-going 
5. Sept 2016 
6. March 2017 
 

   

Current performance: (With these actions taken, how serious is the problem?) Additional Comments: 
 

 
Despite these actions only 53% of staff report that bullying and harassment is dealt with swiftly 
and appropriately (as measured by the quarterly staff pulses survey) 
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Objective: 
 
 

P3 –  
Ensure our organisation reflects its local population and complies with 
the equality and diversity requirements set out in statute 

Board Lead: 
 
 
 

Rebecca Kopecek Date of review: June 2017 

Date of next review: Sept 2017 

Risk 
ID: 

P3 Risk:  
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 

 

CQC Domain: 
 
 
 

Well-led CQC Outcomes:  

Risk Rating: 
(Likelihood x Impact) 

 

CHART 

Relevant Key Performance Indicators: 

Initial Risk Score: 
 

3 x3 = 9 

Previous Risk Score: 
 

3 x 3 = 9 Indicator March April May 16/17 
Target 

16/17 
Forecast 

Current Risk Score: 
 

3 x 3 = 9  1 1 1 2  

Tolerable Risk: 
 

3 x 2 = 6  0 0 0 0  

Direction of travel: 
 

       

Rationale for current score: 
 
1. BME staff report higher levels of bullying harassment or abuse by patients, relatives or the public (National staff survey) 
 
2. More BME staff report experiencing discrimination  
 
3. BME staff feel there is less opportunity for them to progress their career 
 
4. Reporting levels of discrimination are low compared to the survey data 
 
5. BME staff are not represented at senior levels within the organisation 
 
 
Controls: (What are we currently doing about the risk?) 
 

Assurances: (How do we know if the things we are doing are having an impact?) 

1. Annual National Staff Survey results containing WRES metrics 
2. Trust Diversity scorecard published 
3. Positive promotion of development and training to support career development 
4. Link to the ‘Respect Me’ campaign and  speak up guardian 

 

· 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 Silver in 2016 now working towards Gold. 

· 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. 
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Gaps in controls and assurances: (What additional controls and assurances should we seek?) Mitigating actions: (What more should we do?) 
 

· 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) 

· No more BME than white staff in 2016 reported that they felt they had experienced 
HBorA from staff (4% improvement from 2015) 

· 13% fewer BME than white staff in 2016 reported that there are equal opportunities for 
progression or promotion (2% improvement from 2015) 

· 7% more BME than white staff in 2016 reported that they had personally experienced 
discrimination (1% worse than 2015) 

· Full engagement at all levels with leaders leading by example to comply with the 
standards. 

· Swift and appropriate action taken to address any inappropriate behaviour or breach of 
policy and procedure. 

· Staff are not reporting all incidents of discrimination 
 
 
 

Action: Lead: Deadline: 

1. Staff awareness 
sessions to be 
cascaded via EIG 
members 

2. All services to reach 
silver standard 
accreditation 

3. Ensure E&D website is 
up to date containing 
relevant and current 
information and support 
to staff and the public 

4. Key actions identified at 
CSC level as part of 
staff survey response 

 

1. Equality Lead/Head of OD 
2. EIG membership group 
3. Equality Lead/Head of OD 
4. CSC management teams 

1. On-going 
2. 31st November 2016 
3. 31st January 2017 
4. May 2017 

   

Current performance: (With these actions taken, how serious is the problem?) Additional Comments: 
 

 
Although some positive improvements in the national staff survey WRES data when comparing 
2015 to 2016, there are still too many BME staff reporting a negative experience when compared 
to white staff. 
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Objective: 
 
 

P4 –  
Increase management and leadership capacity and capability in order 
to secure an improved rating for  well-led  from the CQC 

Board Lead: 
 
 
 

Rebecca Kopecek Date of review: June 2017 

Date of next review: Sept 2017 

Risk 
ID: 

P4 Risk:  
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 Domain: 
 
 
 

Effective 
Well-led 

CQC Outcomes:  

Risk Rating: 
(Likelihood x Impact) 

 

CHART 

Relevant Key Performance Indicators: 

Initial Risk Score: 
 

4 x 3 = 12 

Previous Risk Score: 
 

4 x 4 = 16 Indicator March April May 16/17 
Target 

16/17 
Forecast 

Current Risk Score: 
 

4 x 4 = 16  1 1 1 2  

Tolerable Risk: 
 

4 x 2 = 8  0 0 0 0  

Direction of travel: 
 

       

Rationale for current score: 
 
1. Increased external scrutiny and challenge in relation to leadership capability following recent CQC inspections 
 
2. Failure to deliver the change agenda (specifically urgent care) 
 
3. 
 
4. 
 
5. 
 
 
Controls: (What are we currently doing about the risk?) 
 

Assurances: (How do we know if the things we are doing are having an impact?) 

· 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  
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Gaps in controls and assurances: (What additional controls and assurances should we seek?) Mitigating actions: (What more should we do?) 
 

· No clearly defined organisational strategy with underpinning key performance objectives. 
· Training needs analysis not comprehensive. 
· Personal development plans are not always identified. 
· Training and development requested does not always relate to the organisational or service 

priorities. 
· Governance arrangements at senior leadership level varies. 
· Bespoke development programmes commissioned for managers and leaders do not have the 

level of engagement necessary to raise capability. 
· Operational pressures take priority and dictate levels of engagement resulting in insufficient 

attendance/take up of development opportunities 
· Reluctance to follow and apply policy and procedure consistently (e.g. appraisal compliance). 
· Lack of discipline to follow rules and regulations and tendency to find ‘work arounds’ (e.g. 

agency caps). 
· Clarity of role and responsibilities within some departments are unclear leading to duplication 

of effort and inefficiencies in performance. 
· Variation in individuals being held to account for delivery against clearly defined objectives 
 
 
 

Action: Lead: Deadline: 

1. Define Organisational 
Strategy with 
underpinning objectives  

2. Cascade Organisational 
Priorities and objectives 
to all staff 

3. Complete appraisals 
ensuring roles and 
responsibilities are 
clear and objectives are 
set for the year ahead 

4. Undertake appraisal 
audit reporting on 
findings with  
recommendations  

5. Personal and collective 
skills development 
defined from appraisals 
and appropriate training 
put in place 

6. Management 
competency programme 
to be introduced as 
mandatory linked to 
appraisal 

7. CSC collective 
performance review 
process reviewed and 
aligned to deliver 
organisational priorities 

8. 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 

1. Chief Executive 
2. Head of OD 
3. All line managers 
4. Head of OD 
5. Head of OD 
6. Head of OD 
7. Executive Management 
Team 
8. Director of Workforce 

1. 30th June 2017 
2. 31st August 2017 
3. 30th October 2016 
4. 31st Oct 2016 (Urgent 
Care) 31st Dec 2016 (sample 
of other areas) 
5. 31st December 2016 
6. 31st March 2017 
7. 31st May 2017 
8. November 2017 

   

Current performance: (With these actions taken, how serious is the problem?) Additional Comments: 
 

No Director of Strategy in post therefore organisational strategy being drafted but at a slower pace  
In date appraisals with clear objectives are still not at expected compliance rate despite new 
documentation and training roll out   
Deteriorating compliance against the well-led framework following recent CQC inspections 
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Objective: 
 
 

P5 - Ensure sufficient staff to deliver quality care Board Lead: 
 
 
 

Rebecca Kopecek Date of review:  

Date of next review: September 2017 

Risk 
ID: 

P5 Risk:  
Insufficient staffing has a direct impact on the quality of patient 
care 

 

CQC Domain: 
 
 
 

Well-led CQC Outcomes:  

Risk Rating: 
(Likelihood x Impact) 

 

CHART 

Relevant Key Performance Indicators: 
Increase in substantive recruitment 
Number of fte Recruited 
Reduction in premium payments 
Reduction in Trust Junior Doctor positions on the establishment 
Increase in staff recruited to new roles 
Workforce plan submitted to NHS Improvement 
Set up of adult nurse education with University of Portsmouth 
Reduction in breaches of agency price cap and agency spend 
Number of clinical fellows recruited to increase from last year 

Initial Risk Score: 
 

4 x 5 = 20 

Previous Risk Score: 
 

4 x 4 = 16 Indicator March April May 16/17 
Target 

16/17 
Forecast 

Current Risk Score: 
 

4 x 4 = 16  1 1 1 2  

Tolerable Risk: 
 

3 x 3 = 9  0 0 0 0  

Direction of travel: 
 

       

Rationale for current score: 
 

· 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 

 
Controls: (What are we currently doing about the risk?) 
 

Assurances: (How do we know if the things we are doing are having an impact?) 

1. Corporate CIP plan developed to reduce temporary staffing levels. Managed via the 
Delivery Unit and Performance Reviews 

2. Speciality specific attraction strategies  developed for CSCs in difficult to recruit areas 
3. Executive sign off required for temporary spend 
4. Expansion of on-going recruitment of nursing staff from overseas 
5. Development of new roles to fill gaps 
6. Fortnightly workforce controls meetings with each CSC 
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Gaps in controls and assurances: (What additional controls and assurances should we seek?) Mitigating actions: (What more should we do?) 
 

· 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. 

· 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. 

· 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. 

· 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. 

· High levels of substantive vacancies in some CSCs – Clinical Support, MOPRs and 
CHAT. 

· Qualified N&M vacancies is currently 8.4% as of December 2016. 
· Supply of newly qualified nursing workforce is insufficient for PHT required demand 

 
 
 

Action: Lead: Deadline: 

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. 

2. 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. 

3. 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. 

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. 

5. Establish new ways of 
working and new roles 
to maximise skills to 
ensure the workforce is 

1. CSC 
2. Natalie Sanderson 
3. Natalie Sanderson 
4. CSC 
5. Debbie Knight 
6. Leah Willett 
7. Debbie Knight 
8. Rebecca Kopecek 
9. Natalie Sanderson 

1. Completed for H&N,W&C 
2. Completed 
3.   
4.  
5. On-going 
6. April 2017 
7. On-going 
8. July 2017 
9. August 2017 
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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. 

6. Working with CSCs to 
develop thorough 
workforce plans 

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. 

8. All NHS Improvement 
mandates have or are 350



being implemented by 
the Trust which should 
reduce the cost of 
temporary staffing. 

9. Increase recruitment to 
clinical fellowships as 
part of acute alliance 
with UHS and IOW 

 
   

Current performance: (With these actions taken, how serious is the problem?) Additional Comments: 
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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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Board Assurance Framework – June 2017 

PS1 PS2 

PE1 PE2 PE3 PE4 

P1 P2 P4 

S1 S2 S3 S4 

 
Safety 

 

          
Patient 

Experience 
 

          
People 

 

                
Delivery of 

Required 
Standards 

 

P3 

S5 S6 

Arrows indicate: 
 
Metrics improving   
 
 

Metrics stable 
 
 
Metrics worsening 
 
 
Achieving target/project on track   
 
 

Not achieving target/project on track 
 
 

Not achieving target/not on track 
 

F1 F2 F3 F4 

             
Financial 

Health 
 

P5 
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P1 

People 

Owner: Rebecca Kopecek 

What are we trying to achieve? 
 
At least maintain but aim to improve 
overall staff engagement score as 
measured by the national staff 
survey to be the top 20% 
benchmark of all acute trusts 
(currently above average) 

What is it important to know? 
• Overall 2016 national survey staff 

engagement levels and subsequent friends 
and family test for staff (quarterly) indicates 
engagement levels have maintained at 2015 
levels (above average).  Slight decline in 2016 
by staff group other than professional and 
technical and variation across CSCs.  

• Senior leadership instability impacting on 
levels of engagement  

• Concerns raised by CQC as to whether we 
listen to and act on staff feedback 

 What’s gone well? 
• Significantly Improved performance in 

2015 and maintained in 2016 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 

 

What are the current challenges? 
• Lack of engagement from clinical staff in delivering the 

change agenda specifically concerning urgent care. 
• Unbalanced focus on operational delivery verse 

strategic planning 
• Trust is positioned as above average for overall staff 

engagement when compared to other Trusts within the 
full 2016 staff opinion survey (no change from 2015) 

• No clear approach to developing a culture of 
continuous improvement 

• Only half the workforce feel involved in and able to 
make improvements happen in their area of work 

 

What are we doing about them? 
1. Engagement events to take place to improve 

staff involvement in the Urgent Care agenda 
2. Equip staff with the necessary skills to adopt 

LiA and the change model ‘PDSA’ 
3. Ensure key actions are identified and acted 

upon arising from the Quarterly staff pulse 
survey 

4. Trust wide actions to respond to the 2016 
National Staff Survey result 

5. Continuous Improvement Steering Group 
established to set out a strategy for quality 
improvement 

6. Clear improvement methodology agreed 
 

What are the Organisational Risks? 
 
If members of staff are not engaged or 
engagement declines then patient 
satisfaction, patient mortality and 
infection rates have worse outcomes 

How are we managing them? 
• Listening into Action programme adopted 

and bedding in with clear impact 
examples. 

• 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. 
• Strengthened development programmes 

and access to training 

Target, 95% 

75% 

85% 

80% 

90% 

100% 

95% 

A&E - % Patients seen within 4 hours 

Apr-14    Sep-14    Feb-15     Jul-15     Dec-15   May-16    Oct-16    Mar-17 
source: A&E Monthly Return 
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Status is AMBER and STABLE 

Board Assurance Risk Score 

Target  M1 M2 M3 M4 

  9 9 9 9 

M5 M6 M7 M8 M9 

          

M10 M11 M12 
P1 
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P2 

People 

Owner: Rebecca Kopecek 

What are we trying to achieve? 
Ensure no staff member 
experiences bullying, harassment or 
abuse (B&H). According to the 2016 
national staff survey 24% report 
experience it from other staff and 
29% from patients, relatives or the 
public 

What is it important to know? 
• No positive improvement in staff reporting 

experiencing bullying harassment or abuse 
as measured by the national staff survey 

• A worsened position of staff reporting 
experiencing this from patients, relative or 
the public 

•  High operational demand, increased levels 
of outliers/unfunded capacity and 
increasing number of mental health patients 
are negatively impacting on this  

What’s gone well? 
• Compared to all acute Trusts, 

Portsmouth is not an outlier 
• Trust Board supporting the B&H 

campaign through positive role 
modelling of behaviours 

• Significantly low levels of reporting 
actual experience of B&H through the 
dedicated helpline and formal route 

• 2016 staff survey results saw a 2% 
reduction in staff reporting 
experiencing this from other staff 

 

What are the current challenges? 
• Local survey identified highest levels of perceived 

bullying, harassment or abuse came from 
consultants. 

• Data suggests higher levels of reporting from 
BME and disabled staff 

• Staff concerns regarding variation across  
organisation in dealing with inappropriate 
behaviour 

• Staff report variation with leaders making 
expectations explicit. 

• Not always swift or appropriate action taken to 
address inappropriate behaviour. 

• Staff not reporting all incidents B&H 
 
 

What are we doing about them? 
1. Launch positive action campaign  
2. Set clear expectations for behaviours 
3. Ensure all staff are able to access support 

and know how to report inappropriate 
behaviours 

4. Further develop staff training to ensure 
behaviours and expectations are explicit 
throughout 

5. Performance management training to 
include appropriate challenge and 
management versus B&H – how to 
effectively manage ambiguity 

6. Work with specific services who have been 
identified as having higher levels of 
reported B&H as measured by the NSS 

 
What are the Organisational Risks? 
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 

How are we managing them? 
• Staff survey action plan in place at 

organisational and CSC level 
• B&H campaign launched in July 2016 to 

promote positive behaviour ‘Respect Me’ 
• Support line set up and manned by staff 

side 
• Local survey undertaken to better 

understand what sits behind the data to 
drive positive action 

• Working closely with speak up guardian 
 

Q
ua

lit
y 

Im
pr

ov
em

en
t 

Pe
op

le
 

Status is AMBER and STABLE 

Board Assurance Risk Score 

Target  M1 M2 M3 M4 

  12 12 9 9 

M5 M6 M7 M8 M9 

          

M10 M11 M12 
P2 
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People 

Owner: Rebecca Kopecek 

What are we trying to achieve? 
Ensure our organisation reflects its 
local population and complies with 
the equality and diversity 
requirements set out in statute 

What is it important to know? 
• BME staff report higher levels of bullying 

harassment or abuse by patients, relatives or 
the public (National staff survey) 

• More BME staff report experiencing 
discrimination  

• BME staff feel there is less opportunity for 
them to progress their career 

• Reporting levels of discrimination are low 
compared to the survey data 

•  BME staff are not represented at senior 
levels within the organisation 

 
What’s gone well? 
• 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 Silver in 2016 now 
working towards Gold. 

• 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. 

 

What are the current challenges? 
• More BME staff  that white report experiencing 

bullying harassment or abuse and discrimination 
in the workplace (as reported in the 2016 national 
staff survey) 

• Swift and appropriate action taken to address any 
inappropriate behaviour or breach of policy and 
procedure. 

• Staff are not reporting all incidents of 
discrimination 

 

What are we doing about them? 
1. Staff awareness sessions to be 

cascaded via EIG members 
2. All services to reach silver 

standard accreditation 
3. Ensure E&D website is up to 

date containing relevant and 
current information and support 
to staff and the public 

4. Key actions identified at CSC 
level as part of staff survey 
response 

 What are the Organisational Risks? 
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 

How are we managing them? 
• Annual National Staff Survey results 

containing WRES metrics 
• Trust Diversity scorecard published 
• Positive promotion of development and 

training to support career development 
• Link to the ‘Respect Me’ campaign and  

speak up guardian 
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Status is AMBER and STABLE 

Board Assurance Risk Score 

Target  M1 M2 M3 M4 

  9 9 9 9 

M5 M6 M7 M8 M9 

          

M10 M11 M12 
P3 
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P4 

People 

Owner: Rebecca Kopecek 

What are we trying to achieve? 
Increase management and 
leadership capacity and capability in 
order to secure an improved rating 
for  well-led  from the CQC 

What is it important to know? 
• Increased external scrutiny and 

challenge in relation to leadership 
capability following recent CQC 
inspections 

• Failure to deliver the change agenda 
(specifically urgent care) 

 

What’s gone well? 
• 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  
 

What are the current challenges? 
• No clearly defined organisational strategy with 

underpinning key performance objectives. 
• Training needs not consistently identified or align to 

org. priorities 
• Governance arrangements at senior leadership level 

varies. 
• Lack of engagement to attend development 
• Operational pressures take priority  
• Reluctance to follow and apply policy and procedure 

consistently (e.g. appraisal compliance). 
• Lack of discipline to follow rules and regulations and 

tendency to find ‘work arounds’ (e.g. agency caps). 
• Clarity of role and responsibilities within some 

departments are unclear leading to duplication of 
effort and inefficiencies in performance. 

• Variation in individuals being held to account for 
delivery against clearly defined objectives 

 

What are we doing about them? 
1. Define Organisational Strategy  and 

objectives  
2. Cascade to all staff 
3. Complete appraisals ensuring roles and 

responsibilities are clear and objectives are 
set for the year ahead 

4. Undertake appraisal audit reporting on 
findings with  recommendations  

5. Personal and collective skills development 
defined and appropriate training put in place 

6. Management competency programme to be 
introduced as mandatory linked to appraisal 

7. CSC collective performance review process 
reviewed and aligned to deliver organisational 
priorities 

8. 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 
 

What are the Organisational Risks? 
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 

How are we manaing them? 
• 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 

Status is RED and STABLE 
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Board Assurance Risk Score 

Target  M1 M2 M3 M4 

  16 16 16 16 

M5 M6 M7 M8 M9 

          

M10 M11 M12 
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People 

Owner: Rebecca Kopecek 

What are we trying to achieve? 
 
Ensure sufficient staff available to 
deliver quality patient care 

What is it important to know? 

What’s gone well? 
Substantive fte has increased 
55fte hard to recruit positions identified and recruited 
Number of junior doctors on the establishment have 
been reduced 
University of Portsmouth established adult nurse 
education 
Increased recruitment of clinical fellowships compared 
to last year 

What are the current challenges? 
 
Temporary usage increased 
Breaches of NHS Improvement 
mandates continue to increase  
 

What are we doing about them? 
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 
 
 
 

What are the Organisational Risks? 
Temporary workforce spend is high and is not sustainable.   
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. 
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. 
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. 
High levels of substantive vacancies in some CSCs – Clinical Support, 
MOPRs and CHAT. 
Qualified N&M vacancies is currently 8.4% as of December 2016. 
Supply of newly qualified nursing workforce is insufficient for PHT 
required demand. 
 
 
 
 
 

How are we managing them? 
Reduction in premium payments 
Number of fte recruited 
Increase in substantive fte 
We are now working with the Universities of Surrey, 
Portsmouth and Southampton to look at the feasibility 
of the Physicians Associate role.  Also with the advent 
of the new apprenticeship system t there are 
opportunities to create new roles and develop staff and 
new recruits into registered positions in ways that we 
have not been able to do to date.  This action is an 
ongoing process and we will be working with CSCs to 
support workforce development. 
The University of Portsmouth have commenced adult 
nurse education and will recruit 2 cohorts per year this 
will help mitigate against reduced student numbers 
from University of Southampton. 
Reduction in breaches over capped rate and temporary 
agency spend 
Increase in the number of clinical fellows appointed 
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I am able to make improvements in my area of work 

Target, 

source: Staff Survey 
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Status is RED and STABLE 

Board Assurance Risk Score 

Target  M1 M2 M3 M4 

  16 16 16 16 

M5 M6 M7 M8 M9 

          

M10 M11 M12 
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PORTSMOUTH HOSPITALS NHS TRUST 
RISK PROFILE 

 

 
 

LIKELIHOOD 
(frequency) 

CONSEQUENCE (impact/severity) 

Insignificant  
(1) 

Minor  
(2) 

Moderate 
(3) 

Major  
(4) 

Extreme  
(5) 

Rare 
(1)   

  
 
 
 
 
 
 

 

Unlikely 
(2)  

    

Possible 
(3)  

PE3 - Engagement P1 – Staff engagement 
P3 – Race equality standard 

PS1 - Reduction in mortality rate 
PS2 - Increased harm free days  
P2 – Bullying & harassment 
S3 – Cancer targets 
S4 – 6 week wait for diagnostics 

 

Likely 
(4)  

  P4 – Managers and leaders skills 
P5 – Workforce sustainability 
PE4 –Compliance with CQC 
Regulations  
F1I - Income control 
S2 – RTT Target 
S5 – Reduction in Delayed Transfers 
of Care 
S6 – Achieving SAFER target 
 

S1 – A&E 4 hour target  
F3 – Cash management 

Highly Likely 
(5)   

PE2 – Quality and safety 
metrics 

PE1 – Limited capacity 
F1E – Expenditure control 
F2 – Achievement of CIP 
F4 – Capital resource management 
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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. 
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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? 

Care Quality Commission –  
Key Lines of Enquiry 
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TRUST BOARD PUBLIC – JULY 2017     Agenda Item Number: 126/17 
        Enclosure Number: (12) 

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 May 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  11th May 2017 
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PORTSMOUTH HOSPITALS NHS TRUST GENERAL CHARITABLE FUND 
REPORT TO TRUST BOARD – JULY 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 £1,306,000 as at 31st May 2017.  

 
2. Charitable Income 

During the month, the charity received donations, legacy and fundraising 
income of £70,000, including the following items of note:  

· A donation of £4,400 was received for the Walter Duncan Paediatric 
Prosthetic fund 

· A grant of £13,000 was given to Neonatal ICU Charitable fund by Ickle 
Pickles Charity 

 
3. Charitable Expenditure 

During the month, expenditure of £67,000 was processed, including the 
following items of note: 

· Neonatal ICU Charitable fund purchased 4 ventilators and 4 
humidifiers for £38,000 to reduce the risk of developing chronic lung 
disease 

 
4. The Rocky Appeal 

Net funds of £1,208,000 have been raised for the Robot appeal. The appeal 
has funded the four years of the robot lease and associated equipment.  
 

5. Investments 
The only investment held is with CCLA £122,000. 
 

6. Fundraising 
· Children’s Bubbles Fund donation wall: 
- A new donation recognition wall has been created in the Paediatrics 

Unit, with over £61,000 of donations on it.  This wall recognises the 
top 50 donations from financial year to year (April to March).  We held 
the first recognition event in May and hosted over 90 donors and their 
families/ work colleagues.  The wall has been sponsored and provided 
by Greenhouse Graphics and the event was sponsored by 
Sainsbury’s Commercial Road 

- To date the WardWalk has raised £10,000 but monies are still coming 
in.  We had 200 participants (50 more than 2016) and next years date 
is in the diary; Sunday 20th May 2018 at Staunton County Park 

 
· Neuro Physiotherapy bikes unveiled: 

Harriet Herbert, Hayley King, staff and patients from QA’s Stroke Unit 
undertook an Olympic-themed cycling challenge to raise funds for one 
special rehab bike to help with patient recovery.  They held an event-
Ride to Rio, which involved cycling the distance form the UK to Rio.  
This appeal was so successful that they raised over £8,500, and were 
able to buy not one, but two bikes, and an additional arm 
supporting machine. 
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7. Other News 
March saw 9 press releases being publish for the charity, in the following 
publications:  

· 6 in The Portsmouth News – 37,257 print readers 
· 1 in Express FM – reaches 40,000 each week (Portsmouth based 

radio station) 
· 1 in About My Area – 15 – 35,000 online readers 
· 1 in visitportsmouth.co.uk (no target figures available) 
 

8. Social Media 
Social media support is currently standing at:  

· Facebook followers: 1,191  
· Twitter followers: 1,065 
· LinkedIn: 67 

 
9. Coming up events  

Rheumatology Kingsfest, Emsworth - 8th July 
Bubbles Summer Fayre, QA - 16th July 
Corporate Breakfast Networking, QA - 21st July 
Spinnaker Tower Abseil, Gunwharf Quays - 26th August 
Golf Day, Ageas Bowls, Southampton – 7th September 
Great South Run - 22nd October 

 
 
Sabeena Shetty 
Accountancy Technician 
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TRUST BOARD PUBLIC – JULY 2017     Agenda Item Number: 128/17 
        Enclosure Number: (13) 

Subject: Solent Acute Alliance (SAA) Update 

Prepared by: 
Sponsored & Presented by: 

Tristan Chapman, Programme Director (SAA) 

Peter Mellor, Director of Corporate Affairs 

Purpose of paper  For noting 

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 

 Progress in regard to: 

· IOW ASR Clinical Service Review 
· Back Office Project 
· Pharmacy Project 
· Wave 2 Capital Bid 
· Spinal/Orthopaedics 
· Renal 
· RTT 
· Pathology 

 

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 

Solent Acute Alliance Steering Group 28.06.17 
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Solent Acute Alliance Steering Board Meeting Minutes 

9 June 2017 – 10.00-12.00 

Executive Boardroom, Education Centre, E Level, Queen Alexandra Hospital 

Chair – Peter Hollins 

Attendance: 

Fiona Dalton – CEO, UHS  

John Richards – CCG CEO, Southampton City CCG 

Derek Sandeman – Medical Director, UHS  

John Knighton – Deputy Medical Director, PHT  

Jon Burwell – Director of Strategy, IoW  

Steve Parker, - ASR Clinical Lead, IoW 

David French - Chief Financial Officer, UHS 

Richard Samuel – Chief Officer, STP 

Tristan Chapman, - Programme Director, SAA 

Peter Hollins-Chair, UHS 

Jane Hayward-Director of Strategy, UHS (Via Phone) 

Simon Jupp- Director of Strategy, PHT & LDS 

Sheila Roberts-Deputy for Tim Powell 

Alison Day-Maternity and Childrens 

Angela Murphy-Maternity (?) 

Maggie Oldham- CEO, IOW (via Phone) 

Eve Richardson-Chair, IOW 

 

Dial in details:  Tel:  0800 032 8069    Participant Code:  87300450# 
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Minutes 

 Item 

 

Notes 

1. Welcome, introductions 

and apologies 

 

Apologies: 
Sarah Turner – Programme Lead, SAA 
Sir Ian Carruthers-Chair, PHT 
Tim Powell-CEO, PHT 
 

2. Review of minutes and 
actions 05.05.17 
 

· Notes 
No comments on the minutes 
· Action and Risk Log: Updates 
Action 10 (IT Strategy)- Decision has not been made yet by PHT. Queried timetable, 
noted magnitude of decision and suggests preferable timeframe of Sept 17, but will 
require new CEO input. Date of in post not known. 
 
Action 14 (Right Care Data)- Inclusion of right care data into theatres capacity, no 
formal report yet due to capital bid submission work, but will be picked up as part of 
orthopaedic work 
 
Action 30 (Specialised commissioning)-Richard S to send round commissioning 
information regarding specialised commissioning. (amount of specialised spend 
allocated to each CCG footprint). STP meeting with CCG to agree specialised funding 
into the STP-how much providers can expect to receive.  
 
ACTION: DF to pick up whether data required from PHT has been submitted for 
processing 

3. IOW ASR Clinical service 
reviews:  (Jon Burwell) 
 

· Blueprint – 1st draft (to be tabled) 
 
Context: 
-Original outline mModel agreed in Oct by MD’s .the Alliance. 
- However considerable detailed work had now been done on the Island about a future 
model.  
-Meets sustainability question in clinical quality, but not in affordability 
-Requirement to take stock and finalise the model, and challenge from a clinical 
perspective and assess whether it was clinically and financially sustainable. 
 
UpdateNext steps: 
-Complete modelling, with management consultancy support to ensure the model is fit 
for purpose.  
-Clinical reference group on the 29th of June to decide on the next steps and the 
direction of travel with reflection on priorities 
-Recognition of competing priorities of the island, noted flux in leadership and special 
measures 
-Need to ensure resource to support this work 
-Focus on quick wins 
-Complete ASR and articulate ask from mainland providers 
 
Discussion overview: 

Comment [CM1]: I don’t know what 
data, I presume PHT right care data? 
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-There is recognition that the current model is not fit for purpose at this stage due to 
unaffordability 
-SAA is willing to provide support but at this stage it is not clear what the requirement is 
-7 quick wins identified through conversation with clinical teams for review 
-The systems leadership board is linking with primary care and local authority, 
recognising there is a lot to do to align IOW programmes with my life a full life. 
Focussed on aligning this with STP. Important its not just the acute trust that can 
provide solutions. Must link with primary care and other services, critical to island and 
aging population.  
-Feeling that there is currently limited SAA input into this work, and discussed 
importance of ensuring that discussions were wider than just the Island, and including 
UHS & PHT (Notably MD’s) 
- On the 21/6 STP want a conversation regarding taking this forward with CEO & clinical 
leadership perspective- lots of work to be done over next few weeks to ensure 
maintaining clinical ownership but also push to boundaries to innovate, staying true to 
principles whilst ensuring affordability.  Currently do not hear that. Looking for process 
of how to reach these conclusions 
-IOW to focus on completing data analysis & modelling  
 
ACTION: JB Consider how to engage partners and external bodies in critiquing the 
model, and provide challenge or innovative solutions perhaps not currently thought 
of. 
 
 
ACTION: JB For the 10th of July Provide a project plan with clear milestones. This is to 
include: 
-Defined timetable with end point, for solution which is both clinically sustainable 
and affordable.  
-Clear direction on how the following partners can provide assistance or resource-
SAA, UHS (re offers made 3 weeks ago), and the STP 
-Set a timeframe for data analysis/modelling 
 
 

4. Support service projects:   
· Back Office 

(Simon Jupp) 

Reports: 
· Pharmacy  (Jane Hayward) 

 
Asking for support to procure appropriate PM experience to support P&D Project, 
based on testimonials from Yorkshire.  
 
Decisions required: 1 for alliance, 1 for PHT board 
 

1) Alliance- would working together as public sector bodies be beneficial, or look 
commercially 

2) PHT board would be running this service, accept risk of warehousing business 
and cash implications increasing stock and leading costs 

 
-The current question is ‘what are the potential savings?’, we have looked at rough 
numbers in the past, and have a rough figure from Yorkshire. The purpose of this piece 
of work is tohe investigate in a more robust way the savings that can be realised 
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through this project. Need to confirm they are making sufficient margin to offset risk.  
-Noted that the willingness of the pharmaceutical industry must be taken into account 
-Portsmouth are ready and willing, so ready to progress. Can put this in writing if 
required 
- Confirmed that HHFT & Dorset interest in this project  would be as customers, not the 
alliance as part of the development 
 
ACTION: Approval to invest. CM to formalise this process 
 
· Back Office Report 
 
-Understanding that benchmarking data is not always reflective of the true facts, and 
need to look at numbers in totality and not in isolation. IOW data is not correct 
because, for instance, it includes representative due to inclusion of 111 services data  
-The STP is doing a parallel piece of work regarding the configuration of back office 
services and we should be considering the levels at which these should be done, 
whether it is within the organisation, LDS or STP.  
- The challenge is to assess in which back office services working at greater scale would 
enhance efficiency. Without specific costs, are there further things we can do to 
improve? Working at scale is believed to enhance offer efficiency  
-Regarding the table which describes at which level certain activities should be 
completed: The provenance proposed level at which services should be providedof the 
decisions (LDS, STP, Organisation) is merely a proposal group opinion at the moment, 
requiring more debate and robust data to support assumptions.   
-Need to consider making horizontal alliances across services including mental health 
-Suggestion that we should not spend too much more a lot of time trying to validate 
data, but instead should focus on be looking at economies across the alliance 
- Simon Jupp shared noted that on pg3 of the paper there was a column missing 
-Each organisation is currently planning on saving reducing spend on back office 
functions to  6% in line with NHSI requirements. This would equate to , the alliance 
should save £10-15million savings across the alliance. within this framework 
- Where do we think the natural synergies are between providers, commissioners, 
healthcare economy? We need to be more focussed with finding cost savings, and 
obsess less on benchmarking.  
 
ACTION: SJ to circulate amended version of the paper with the correct table, including 
CCG costs 
 
ACTION: By the next meeting should hear what the plans are to deliver: 
-Individual organisational plans to get to 6% back office costs, 
-SAA opportunities for collaboration with agreed target saving identified.  

5. Mainland Partner 
Projects:  (Derek 
Sandeman/ Tristan 
Chapman) 

 
· Wave 2 Capital Bids update 

 
-None rejected to date. Have identified some bids are weaker than desired at this stage 
-STP will take ownership on prioritising capital bids-take local ownership instead of 
reliance on national process. EDG will make a decision on this process 
-Essential to add detail to these bids, as our credibility is at risk  
-Update bids if possible to add detail and clarity around anomalies 
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-Identify and develop future capital bids in anticipation of future funding round 
 

· Spinal/ Orthopaedics 
 
-UHS working towards October start for colleagues in PHT.  
-PHT to own this service until UHS commence in October 
ACTION: PHT to consider the following- 
Risks need to be clarified eg. What is happening to referrals at the moment, are they 
being triaged, is this being done through a clinical led MDT or is this being led through 
UHS, how is this being picked up, are referrals still going to PHT and are we satisfied 
on the governance issue re a waiting list for a service that doesn’t exist anymore.  
Seek assurance that the recruitment process for the new service is underway.  
 
ACTION-UHS to give a view on out of hours emergency arrangements for Spinal 
services. CCG must give view on the model as a whole before it is completed. 
 
ACTION: JR, as commissioner will chase Portsmouth on unanswered questions on 
interim arrangements 
 
ACTION: TC to share meeting note between commissioner and provider 
 

· Renal  
A clinical and service model had been developed by the teams.  A financial model was 
now needed.   
 
ACTION: Aim to complete the financial model within June. 
  

· RTT 
- The meeting noted the progress that had been made 
-Understanding that our populations are not particularly willing to travel 
-Discussions need to be formalised 
 
ACTION: RTT-Report back to board in two months’ time on progress including a 
proposal for measuring patient numbers transferred and impact on RTT   
 

· Pathology 
 
-LTS do not believe there is significant opportunity from current benchamarking data. 
All three organisations now have a lead to help ensure that  benchmarking data is 
consistent next year 
-Potential opportunities in andrology and immunology  
-A paper is being written, LTS are coming back with a suggested timeframe for this, 
unlikely to be in time for the next meeting of this group.  
-Recognition that a decision needed to be made without further delay on whether to 
invest resource in developing joint activity 
 
ACTION: Opportunity paper required for two months’ time (September meeting) 
clearing indicating the approximate financial benefits of joint activity and the 
investment involved in delivering such benefits.  

6. Prioritisation: 
 

· Future proposed  projects and next steps 
-PHT suggested 
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1. Plastics 
2. Radiology 

-UHS suggested 
1. Orthopaedics 
2. Max. Fax. 

 
-MD’s are hesitant about further projects in light of the amount of work being 
undertaken at the moment. This must be shown as relevant and worthwhile and revisit 
structure of current programmes.  
-From an STP wide perspective the role of the alliance is about more than opportunities 
for collaboration between the three trusts, reduce costs in the system without 
detriment to patient care in order to support sustainability and transformation of 
services.  
-Number of broader areas: 
1)Building on discussions around delayering, removing interventions that don’t add 
value to the patient journey; gatekeeping (delaying people getting access to treatment, 
or perpetuating pathways with have in fact naturally concluded).  
2) Unwarranted variation, must deliver the fiver year forward view document. What 
are we doing to take a broader system view of the opportunities from right care and 
other benchmarking methodologies to drive clinical efficiencies 
3) Where are the opportunities for improving quality and reducing cost as a result of 
centralising more services in the acute portfolio?  
 
-Criteria in prioritisation may lead us to focus on a different cut of services, instead of 
looking just at clinical sustainability. For individual providers these may be perfectly 
sustainable, but would we get better value as a system by configuring in a different 
way.  
-Do we feel we are missing an opportunity to link with north and mid hampshire? They 
are disconnected from discussions in the Solent geography. Do we redefine the STP 
footprint? 
-Prioritisation criteria are required to prioritise due to limited resource. Can only 
manage limited service reviews.  
-Run a prioritisation process in conversation with LDS on both sides  
 
-Musculoskeletal is the area with most privatised work, and exceeds capacity.  Must 
look at coproduction of MSK and orthopaedics. Secondary care leadership needed to 
deliver this.  
 
ACTION: RS to identify define project management needed resource that could be 
provided to the SAA PMO in order to deliver work on orthopaedics managed within 
SAA PMO to enable an appropriate decision to be made. 
ACTION: Add to MOU correct governance around making decisions 
 

7. Programme 
Management: 
 

· Memorandum of Understanding 
 

ACTION: All attendees go away and review, to sign off at the next meeting. People 
come back 10 days before next meeting with any issues.  

8. AOB  
· P2P pricing standardisation/agreement (Tristan Chapman) 
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Agreed to discuss P2P pricing outside of the room (PHT) as felt that SAA Board not an 
appropriate forum for this issue. 
 
· Children & Paediatrics bed review 
-Looking at doing bed review, wanting to ensure no overlap with the clinical services 
review ongoing in the SAA. 
-Once connected with north & mid hampshire and IOW reviews revisit this issue, before 
adding confusion to SAA.  
 
-Discussion around additional attendees 
 
ACTION: ST add to MOU that all requests for additional attendance go through the 
chair 

Date of next meeting (time 
and venue to be confirmed): 

· 10 July 2017 
 

-Noted that short notice arrangement of times and locations is challenging, especially 
from the IOW. 
-Also noted that as this is an alliance meetings should be arranged to include periodic 
meetings on the IOW  
 
ACTION: Chloe Young to arrange meeting for 10th July, for 2 hours and confirm 
meeting location and room.  
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TRUST BOARD PUBLIC – JULY 2017      Agenda Item Number: 129/17 
         Enclosure Number: (14) 

Subject: Company Secretary Papers to Note 

Prepared by / Sponsored by /  
Presented by: 

Peter Mellor, Director of Corporate Affairs & Business 
Development 

Purpose of paper 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 

To receive and note the minutes from the following Committees: 
 
Governance and Quality Committee 

- 11 May 2017 
 
Best Hospital, People and Care Meeting Minutes 

- 28th April 2017 
 
Planning and Performance TAG Meeting 

- 18th April 2017  
 
Risk Assurance Committee 

- 16 March 2017 
 

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

The Board is asked to note the minutes. 

Next steps / future actions: 

Clearly identify what will follow the 
Trust Board’s discussion 

The minutes will continue to be submitted to Trust Board on a 
monthly basis. 

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 
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Committees/Meetings at which paper has been discussed/ approved: Date 
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GOVERNANCE AND QUALITY COMMITTEE 
Thursday 11 May 2017 – 09.00 – 11.30 

E Level Boardroom, Education Centre QAH 

Present Mark Nellthorp (MN) 
Chair  
Non-Executive Director 

Simon Holmes (SH) - part 
Medical Director 

Peter Mellor (PM) 
Director of Corporate Affairs 

Michelle Dixon (MD) 
Deputy Chief Operating 
Officer 

Fiona McNeight (FMcN) 
Associate Director of 
Quality and Governance 

Tracey Stenning (TS) 
Head of Governance and 
Quality 

Linda Field (LF) 
Head of Nursing 
Representative 

Claire Goodall (CG) 
DMGS representative 

Sarah Balchin (SB) 
Head of Patient Experience 

Representative: Lynn Hansell (LH) 
Business Manager 
Learning and 
Development 

Gill Gould (GG) 
Head of Nursing 
Corporate Functions 

In attendance Lucy Wiltshire (LW) 
Head of Organisational 
Development 

Nichola Martin (NM) 
Head of Nursing – Medicine 
CSC 

Mark Roland (MR) 
Chief of Service – Medicine 
CSC 

Paul Bostock (PB) 
General Manager – 
Medicine CSC 

Lesley Coles (LC) 
Head of Nursing – Women 
and Children 

Sharon Hackett (SHa) 
Senior Midwifery Manager 

Jan Newman (JN) 
Governance and 
Safeguarding Coordinator 
(minutes) 

Apologies Caroline Mitchell (CM) 
Associate Director  
of Infection Prevention and 
Patient Safety 

Paul Sadler (PS) 
Director of Education –  

Consultant In Critical Care 

Steven Dudfield (SD) 
General Manager 
Representative 

Debra Elliott (DE) 
Deputy Director of Nursing 

Robin Marsh (RM) 
Trust Governor 

376



Item Resp 

Welcome and Apologies 

MN welcomed those present and apologies were noted.  . 

1 (i) Minutes of the last Governance and Quality Committee

The minutes of the last meeting were agreed as correct subject to the following
amendments:
Page 2: First paragraph:
From: 5 A replacement Non-Executive Director is due to be in post5 5
To: 5  New Non-Executive Directors are due to be in post5 ..

2 (i) Matters Arising

Updates were received to the Matters Arising Schedule as follows:-

December: 08.12.2016: Mental Health Service 

New action relating to current lack of responsible clinician and inpatient cover.  SH to 
provide a briefing regarding mitigating actions to MN. FMcN to inform SH. 

March: FMcN provided an update as follows: 
• The new Consultant Psychiatrist will be covering all patients under section across

the organisation and provide advice with general enquiries from the inpatient areas.
• Mental Health website updated with all contact details.
• E-mail received from Southern Health NHS Foundation Trust regarding been

served a contract performance notice for the non-delivery of the service
specification around extending nursing support to inpatients. The Consultant
Psychiatrist has a clear vision in terms of how to take the service forward and is
engaged in conversations around funding and contracts.

• MN requested that the Consultant Psychiatrist attend this meeting in May to update
the group and advise of any particular concerns.

April: SH reported that the Trust is now in provision of a much broader mental health 
service although funding negotiations are still on going.  MN requested that the agenda 
item remains open and for confirmation that the Consultant Psychiatrist will be in 
attendance at the May meeting. 

May: FMcN reported that the mental health service corporate risk has now been 
reduced to 12.  This is due to the work that has been undertaken to ensure compliance 
with the legal requirements around the management of patients with mental health 
needs.  However, it is recognised that management and operational functions, 
particularly staff education, need to be addressed.  PM commented that the Trust CEO 
will be liaising with the new Director of Nursing regarding the sourcing of Mental Health 
Specialists to assist with the management of mental health patients on AMU and ED. 
Ongoing 

January: 12.01.2017: Policies/Terms of Reference for ratification 

Complaints Concerns Comments and Compliments Management Policy:   
Policy to be presented at PESG prior to submitting again to Governance and Quality 
Committee for ratification 

March: Postponed to April PESG to enable the new Datix module on 01 March 2017 to 
be incorporated   

May: Included on today’s agenda for final ratification.  Discussions ensued over the 
absence of organisational learning within the policy.  SB to liaise with Head of 
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Complaints to update and resubmit for ratification at the next Committee meeting. 
Ongoing 
February: 09.02.2017: Quality Performance Report and Pressure Ulcer Log 

Decline in dementia Screening: 
Written report to be submitted for the next meeting addressing how the current situation 
can be resolved.  LF to liaise with CS. 

March: LF discussed with CS and SH as to whether a paper was to be submitted to the 
Board.  LF advised that the numbers of patients that have significantly increased from 
October to January are now reducing and she has asked the performance team to re-
run the data.  In January there were 659 patients that needed screening which has 
increased from 470 in October, thereby a 50% increase in the number of patients, but 
this reduced to 570 in February.  The issue is predominantly related to AMU. 
MN asked whether it is true that numbers increased or whether the figures are incorrect. 
LF advised that she has asked the question of the performance team and is awaiting a 
response, but advised that she can prepare a summary statement for the next meeting. 
LF asked whether the statement should go to the Board before submission at this 
meeting.  JK confirmed that there are serious issues in AMU and there is a huge priority 
to address this as part of those issues.  LF provided assurance around the care of the 
patients with dementia on the AMU which has the presence of a Geriatrician and an 
Older People Nurse Specialist. 

There is evidence that those patients seen at the front door need to have a formal 
assessment with dementia put alongside the care.  MN said that in terms of governance 
and quality they require assessment and a paper needs to be produced to outline what 
is being done to rectify this and how it can be assured that the assessment target is hit. 

April: LF distributed the report ‘Quality Contract Dementia Reporting – review of 
Performance 2016-17’ to the Committee.  MN requested that the Committee review the 
report and provide feedback at the May meeting.   

May: The Committee had no comments.  Action Complete 

February: 09.02.2017: Medicine 

Best People Innovator Award:  Nichola Martin to forward details of the award to MN for 
information. 
March: Unsure whether this has been received – requires re-circulation.   
April: No update.  
May: Information received and forwarded 25 April 2017. Action Complete  

February: 09.02.2017: PHT Policy Status Report 
All policies reviewed at EMT.  Agreement for all out of date policies to be assigned to an 
Executive.  Peter Mellor dealing.   

Discharge Policy 
March: To be undertaken by COO.   
April: No update on progress. TS to follow up. 

May: Presented to SMT but further work required.  For resubmission to SMT by end of 
the month.  LF commented on the lack of consultation with Heads of Nursing and Ward 
Managers.  TS to feedback to Urgent Care Transformation Programme Manager. 

The Committee expressed concerns over the consultation process for both Discharge 
and Escalation Policies.   

Copies of Discharge and Escalation policies to be forwarded to Committee members for 
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information.    Ongoing. 

Escalation Policy 
May: The Policy was updated but having been reviewed by the Chief Operating Officer, 
certain elements have had to be re-written. The policy is near completion with an 
expectation that it will be with SMT for ratification in May.  Ongoing. 

February: 09.02.2017: PHT Policy Status Report 

Management Policies:  Consideration to be given to group into categories. 

March: FMcN and TS meeting to discuss.  TS advised it was difficult to know whether a 
policy was clinical, management or HR for categorisation purposes.  

May: FMcN reported that a decision has been made to reduce and merge the number 
of categories and to simplify the names of policies to assist with location.  As the work is 
ongoing an update is to be provided in September.  Carry over to September 

LW requested that FMcN email details of the proposed changes for inclusion in staff-led 
discussions.     

February: 09.02.2017: MDMC Report 

Non-submission of report:  CS to follow up with Medical Director. 

March: Medical Director contacted.  TS to provide an update at the next meeting and 
identify a lead following CS’s departure from the Trust.   

April: Not discussed.   
May: Not discussed.  Post meeting update requested. 

March: 09.03.2017: End of Life Pathway 
MN requested a paper outlining practical things that can be done to enhance patient 
care.  It also needed to pick up on ideas about palliative care staff at the front door. 

April: LF reported that a palliative care audit is currently ongoing.  LF to advise JN of the 
timescale for completion and presentation.   

May: Audit still ongoing and expected to be completed by July.  Carry over to July. 

March: 09.03.2017: Overcrowding in Ophthalmology 
RD to check whether clinicians are compliant with fire safety. 

April: No update. 

May: Data of compliance supplied.  A discussion ensued over whether a risk 
assessment has been carried out within the department and where the reconfiguration 
of the area appears in the Estates plan.  MN asked if there were any alternative interim 
proposals and who would be best placed to review.  It was agreed for an update, to 
include interim proposals to tackle the issues and reduce the risk, to be provided by 
Head and Neck CSC when they next report in June.   
PM agreed to follow up on whether a fire risk assessment had been completed for the 
area.  Ongoing   

April: 13.04.2017: Reports: Renal and Transplantation 
LF noted the dementia screening compliance data noted on page 21 was incorrect.  JG 
to update.  Action complete. 

DE requested the attendance log for the Department Governance meetings is amended 
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to reflect that the General Manager has been in post since September 2016 hence the 
lack of a General Manager representative before then.  Action complete. 

April: 13.04.2017: Reports: CHAT 
FMcN noted an error on page 12 regarding operational challenges discussed at 
performance reviews.  CC to amend. 

May: No update.  Carry over. 

April: 13.04.2017: Reports: SIRG 
CG asked whether a military representative is required at each SIRG meeting or just as 
required.  FMcN to follow up with Head of Risk Management. 

May: FMcN confirmed that there were no concerns in a representative from DMGS 
attending as feedback would be provided as appropriate.  Following further discussion, 
it was agreed that a DMGS representative would attend each meeting should they be 
required.  Action complete  

April: 13.04.2017: Reports: CIP QIA 
PM offered to discuss with the Director of Finance any quality implications relating to 
CIP.  An update to be provided next month. 

May: PM confirmed that discussions should be held with both the Medical Director and 
Director of Nursing and an update will be given next month.  Ongoing. 

April: 13.04.2017: Risk Register 
CQC visit and risks highlighted around AMU staffing.  FMcN and TS to review and 
update the CQC risk. 

May: FMcN reported that the risk has been updated but will check whether AMU staffing 
has been included.  Ongoing. 

April: 13.04.2017: Minutes to note: CEMSG 
FMcN asked of the lack of nursing representation with DE offering to follow up with Liz 
Hall, Head of Nursing for CHAT. 

May: Confirmation received that Liz Hall still HoN representative.  Recent non-
attendance unavoidable and replacements not available.  It was confirmed that a HoN 
representative will be in attendance at each meeting going forward.  Action complete 

April: 13.04.2017: Any other business 
Quarterly Operations Centre quality report to be requested and presented to the 
Committee from June.  To be included on the Committee agenda. 

May: Report requested for June meeting from Maria Purse, Urgent Care Transformation 
Programme Manager.  Carry over to June 

2 CQC Quality Improvement Plan 
TS presented the above and the following key points were noted: 

• In light of the recent CQC visits, Conditions imposed upon the Trust along with
Requirement Notices and additional actions required; the Executive Management
Team have taken time to reflect on the immediate priorities to introduce stability into
the organisation and to set the right foundations to enable our staff to deliver good
quality care to patients.

• Following the CQC inspections in February 2017, the action plan submitted to the
CQC has been updated and refined.  The action plan focusses on some short term

380



Item Resp 

measures required to be taken to provide assurance that actions have been taken; 
and details an approach being used to ensure dissemination across the organisation 
to reduce variations in care.  

• The Trust has continued to report to the CQC in line with the requirements of the
Enforcement Notice and provided a comprehensive letter to the CQC detailing the
actions taken in the month since the inspections.

• The AMU Senior Management Team have devised a 30-day plan to rapidly address
the issues raised following the inspections

TS reported that the action plan has been revised to enable ease of reading and 
update.  The Committee agreed that the format was easier to read and understand. 
There were no further comments received. 

3 Governance and Quality Reports 

(i) Quality Performance Report and Pressure Ulcer Log
TS presented the March Trust Quality Performance Report and the following key points
were noted:

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

Falls incidents (resulting in severe harm): 
The current year-to-date position is 42 confirmed falls incidents, 34 resulting in severe 
harm (reported as SIRIs) and 8 resulting in moderate harm.  The current position is 
favourable when compared with the financial year 2015/2016 where a total of 49 falls 
were reported (34 reported as SIRIs and 15 as moderate harm). 

Medication incidents (resulting in severe harm): 
The current year-to-date position is 11 confirmed medication incidents, (2 resulting in 
severe and 9 resulting in moderate harm).  The current position is favourable when 
compared with the financial year 2015/2016 where a total of 22 medication incidents 
were reported (1 severe harm and 21 moderate harm).   

MRSA: 
Year-end position zero avoidable and 1 unavoidable MRSA bacteraemia. 
C Difficile: 
Year-end position is 33 cases against an annual target of 40 cases. 

SIRIs: 
Increase in overall year-end number of SIRIs attributable to the increase in breaches of 
the Decision to Admit (DTA) target.  1 Never Event reported in March involving a wrong 
site surgical procedure.  No harm was caused to the patient and an investigation is 
currently underway.  The Trust had a total of 5 Never Events during the financial year 
2016/2017, no long term harm was caused to the patients in any of these incidences. 

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

Regulation 28: 
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1 regulation report in March regarding concerns raised at inquest that endoscopy 
reports are posted to GP practices rather than being emailed on the day of discharge. 
Discussions underway to consider whether the Coroner’s proposal is practical. The 
response is due to be served by 24th May 2017. 

Effective 
Antimicrobial Resistance and Stewardship CQUIN: 
As predicted, non-achievement of  the 1% reduction in total antibiotic usage (12% 
increase on 2013/14 and 3% on 2015/16) due to alternative antibiotics being used to 
achieve the reduction target for parts ii and iii.  (ii and iii) The Trust is achieving the 1% 
reduction target for both Tazocin (11% reduction) and carbapenem (27%) usage 
against the 2013/14 baseline.  The Trust has exceeded the requirements for the empiric 
review of antibiotic prescriptions within 72 hours. 

AKI: 
The Trust achieved an overall quarter 4 compliance of 91% against a target of 90%. 
Achieved a 21.8% decrease in the number of patients acquiring a Stage 3 AKI 48 hours 
or more after admission to hospital.  Data demonstrates an 8.9% increase in the 
numbers of patients coming in the QAH with an existing stage 3 AKI. 

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

Caring 
Dementia Screening:  
Continued non-compliance with Dementia Screening.  The issues with medical staffing 
in AMU impact on the overall Trust compliance. 

Responsive 
Patient moves (non-clinical) between 0001:0700: 
Overall increase in the number of reported non-clinical moves; however, a decrease in 
moves between 0001 – 0700 is reflective of the relentless focus continuing on the 
implementation of the Urgent Care Transformation Programme, specifically discharging 
patients earlier in the day reducing the number of non-clinical moves experienced by 
patients overnight.  Risk assessments were undertaken on all patients moved and 
patients not moved if deemed unsuitable.  The Trust continues to have over 50 
escalation beds open to accommodate the 250+ patients fit to leave an acute hospital, 
although the number open is on a downward trend which historically has led to less 
moves. 

Well-led 
FFT ED response rate: 
ED response rate remained at 14.4% in March.  This remains below the 15% target but 
is above the national average of 12.7% in February.  Reported satisfaction rate has 
decreased slightly to 94.1%; however, this continues to exceed the national benchmark 
of 87% in February.  The number of patients who would not recommend ED has 
decreased to 1.4%; however, this remains significantly better than the national average 
of 7% in February.  The In-patient response rate has slightly decreased from 30.6% in 
February to 30.4% but remains above the national average of 24.3% in February. The 
reported satisfaction rate has decreased slightly to 96.3% in March from 97%. This is 
above the national average of 96% in February.  The number of patients who would not 
recommend in-patient areas also slightly increased to 0.8% from 0.5%. This is below 
the national average of 2% in February. 

PM asked of the learning from serious incidents and how this is disseminated.  FMcN 
confirmed that SIRG now focus on the learning from serious incidents and that learning 
is fed back through various methods includingTrust team brief, spotlight on SIRIs 
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newsletter etc.  CG confirmed that learning and feedback is also picked up by DMGS 
and fedback to Military staff.   

TS reported that despite the pressures the Trust is facing, compliance with all key 
metrics has been consistent.  MN acknowledged,saying that feedback had been 
provided to Trust Board that despite the pressures within the organisation, the Trust is 
performing extremely well in the quality of care provided to patients, which is what we 
want for our patients.  It was important not to lose sight of this 

(ii) PHT Quarterly Quality Report
TS presented the above report and the following key points were noted:
The quality report covers contractual, Quality Account, national and local quality priority
requirements in relation to Patient Safety, Clinical Effectiveness and Compliance for
quarter 4 and year-end 2016/2017.  Final status confirmed as:

Patient Safety exceptions 
• Dementia – screening assessment an onward referral – not achieved
• Pressure ulcer incidents – Reporting only
• Falls incidents (Contract) – Achieved
• Medication incidents (Contract) – Achieved
• Medicines reconciliation (Contract) – Achieved
• VTE risk assessment (national requirement) – not achieved
• Serious Incidents Requiring Investigation – Reporting only
• HCAI – Achieved
• Mental Health – Reporting only

Clinical Effectiveness 
• SHMI and HSMR (Contract and Quality Account) – Not achieved
• Mortality review – Reporting only
• Sentinel Stroke National Audit Progamme (SSNAP) – Reporting only
• Sepsis (CQUIN and Quality Account) – Partially achieved
• Anti-microbial resistance and stewardship (CQUIN) – Partially achieved
• Acute Kidney Injury (Contract and Quality Account) – Achieved

Governance Compliance exceptions 
• Care Quality Commission
• The CQC undertook unannounced inspections on the 16th and 17th February,

returning again on the 28th February 2017.  As a result of these inspections, on
the 3rd March, the CQC imposed four conditions on the Trust.

• The subsequent inspections and issues raised by the CQC have led to the
review of the action plan originally submitted to the CQC.  This plan has been
further enhanced and will be monitored monthly.

• Information Governance
• The Trust’s IG Toolkit assurance was submitted on the 31st March 2017.  All 45

standards were assessed at Level 2 giving the Trust a ‘satisfactory’ rating
overall and a compliance percentage of 68%.  The compliance rating is down
from last year (75%) due to the downgrading of several standards to Level 2
where the evidence supplied was not deemed to support a level 3.

SB offered to speak to TS outside of the meeting with a view to compiling a 2-sided 
document for sharing with community groups.  

PM asked of the issues with dementia screening compliance.  LF confirmed that 
departments are actually screening more patients but due to the increase in capacity 
this is not reflected within the compliance data.    

SB/TS 
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(iii) Quality Account - Final
TS presented the above report and the following key points were noted:

• Following on from the draft Quality Account presented to the Committee in April,
this second, and final, draft of the Account has been updated to include
comments received from the Committee and quarter 4 data.

• This Account has been distributed to the Trust Board for their comment.  The
statement on quality from the Chief Executive will be completed once the Chief
Executive has reviewed the Account.

• To note, section 2 and the National Quality Priorities element of Section 3 are
mandated statements which are required to be included.

• Discussions are underway regarding the Limited Assurance Report.  Once
completed this will be included.

• In order to meet the Regulations the Account was forwarded to Commissioners
and stakeholders on the 25th April 2017 with a deadline for return of comments
of 15th May.  Once received their feedback will be incorporated into the final
Account.

• The final Account will be presented for final sign-off at the Trust Board in June.
At this point the Statement of Directors’ responsibilities will be signed and
included.

• The Account will be published on the 30th June 2017

SB noted that the national benchmark noted against the ED FFT data is not current.  TS 
acknowledged and will amend. 

SH stated that the amount of effort, time and detail that goes into the preparation of this 
report is phenomenal and asked how the Trust report compares with other 
organisations.  TS confirmed that a majority of the content is mandatory and other 
organisations reports are of a similar size.  SH then commented on the need to ensure 
this document is referred to and used as a blueprint for the Trust and that the Account 
should be linked to the recruitment page for all potential candidates to view.  The 
Committee agreed.  A discussion ensued over the sharing and publication of the report 
with TS agreeing to email a copy to CG for inclusion within the DMGS report.  

The Committee ratified the report as the final version. 

(iv) Medicine
NM presented the above report and the following key points were noted:

Safe 
• Two inpatient wards commenced on internal intensive support.
• Pressure Ulcer prevention - 1 reported avoidable pressure ulcer
• 2 falls with Harm
• VTE – action plan in progress regarding outstanding investigations.
• Infection prevention – improvement in NPSA results, one investigation in

progress related to C diff

Effective 
• Impact to inpatient and day case procedures for escalation opened overnight.
• Instigation of a medical take supported by a POD shift and G(I)M post take ward

rounds- discussion in progress
• Transition of vascular service to UHS – clinical management of vascular

patients.

Caring 
• Overall 95-96% patient would recommend medicine CSC per FFT results –

actions plan continue on D2/D3. Improvement noted in both areas

TS 

TS 

TS 
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Responsive 
• Twice daily Ops meetings in progress to support patient flow, transparency  and

escalation.
• (1B49) in place to support discharge/ transfer of patients from inpatient wards

before 0900
• Embedding Safer across CSC – continued focus.
• Review of themes from complaints completed for 16/17, themes included in

quality rolling programme.
• Revised governance plan to improve processes presented to governance forum

Well-led 
• Compliant with essential skills.
• GM commenced in post.
• GM leading on staff survey review,
• Silver ward accreditation awarded to all wards

NM reported on a couple of errors within the report including the reported number of 
avoidable pressure ulcers on page 9 that should read 7 and not 11.   

SB acknowledged the improvements the CSC has made in FFT compliance rates but 
noted the number of ‘not recommends’ (10%) in responses from D3.  NM confirmed that 
one of these responses related to the patient experience at night and improvements 
have now been made to address this. 

FMcN asked of the backlog of incidents and whether the CSC were confident they 
would catch-up.  NM confirmed that the total has now reduced and there are plans to 
include within the monthly CSC governance meetings going forward. 

CG expressed concerns over the essential skills compliance particularly the Adult Basic 
Life Support competency that indicates 70% of staff are up to date.  NM stated that the 
CSC is continually trying to address via enhanced training sessions.  A discussion 
ensued over early booking available on ESR and the number of DNAs for some of the 
classes.  LH confirmed that extra places are recorded for each class to take into 
account any DNAs but they are consistently under attended.  CG reported that DMGS 
staff are available to relieve ward staff to enable them to attend essential skill training. 
MN acknowledged that this could be a possible solution and for the CSC to look at 
going forward, NM acknowledged this 

MR highlighted the number of outliers and reported that the CSC were currently running 
at 110% capacity.  MN asked whether the twice-daily ops meetings were having an 
impact on managing flow throughout the CSC.  PB acknowledged that these meetings 
were very effective. 

FMcN offered to produce an outlier report using data from SLE and the Ops Centre for 
the Committee’s information.  It was noted that current pressures meant that a report 
may not be available for the next meeting; however, a status update would be provided 
if a full report was not available.  The Committee agreed. 

MN thanked the representatives of the CSC for taking the time to attend the meeting. 

(v) Women and Children
LC presented the above report and the following key points were noted:

Safe 
• Supervision of Midwifery has been removed from statute and will cease to exist

from 1st April 2017. AQUIP model has been created to provide a supportive role for

FMcN 

385



Item Resp 

midwives in the form of the Professional Midwifery Advocate role. 
• Needle stick injuries in Maternity – 3 needle stick injury in Quarter 4 – All actions

taken following the identification of the event followed Trust processes.
• VTE’s assessments for Gynae – In decline since Dec 16.  Target consistently met

at the end of January/early Feb 17 but by end of Feb and into March has not been
achieving the 95% consistently.

• VTE’s assessments reported in Maternity Services for this quarter - no issues
identified all cases were graded green

Effective 
• Saving babies lives care bundle –. Quarter 4 16-17 has been submitted to NHS

England. Action plan has been created as part of the submission
• Maternity continue to have daily reviews of trigger events Additions agreed at

March Maternity Clinical Effectiveness, Quality and Safety Committee – Antenatal
and postnatal screening events. The trigger list is currently being reviewed as part
of SHIP (Southampton, Hampshire, Isle of Wight and Portsmouth)  Local Maternity
System (LMS) to ensure consistency across the member organisations

Caring 
• Complaints are 22 in Q4 – Overall theme is 1) Unhappy with Clinical treatment and

care. 2) Women not understanding care delivery in Maternity Services.
• FFT – Likely to recommend all above 96% (Excludes Maternity Services) and 2%

not recommend.
• Maternity FFT – (Jan, Feb and March) 98.3%; 97% and 99.6% likely to

recommend service

Responsive 
• Cancelled Operations for Gynaecology on the day = 64
• Maternity have submitted quarterly report to commissioners regarding saving

babies lives
• MBRRACE perinatal mortality and morbidity action plan – ongoing review
• MBRRACE – Maternal Morbidity and mortality action plan created – the action plan

has been circulated to other specialities to provide evidence of compliance or
creation of action plan to meet compliance

Well-led 
• Nurturing Better Births POD structure has been commenced; with action reports are

being submitted to the Maternity Clinical Effectiveness, Quality and Safety
Committee for monitoring progress and holding PODS to account

• Band 7 Review completed and in place. Three month professional support line at
night to be put in place in April following the removal of supervision of midwifery 24
hour on call rota

• A-EQUIP model to be published in April 2017.  To be reviewed following publication
and impact assessment constructed.

• The band 7 team are providing an on call out of hours professional advice line to
support the transition from SOM to PMA and will be reviewed after 3months

• Evidence of learning embedded in body of report showing a reflective CSC team
that

• Learns from their mistakes.

LC reported that MUST scoring remains a priority within the department with 
improvements noted since the introduction of an action plan.  A robust system is also in 
place to address the number of reported incidents.  With the unscheduled care pathway 
issues and outliers located within the department, it was noted thatelective operations 
were required to be cancelled. 

SHa updated the Committee on the changes resulting from the removal of the Midwifery 
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Supervision process on 01 April 2017.  A Professional Midwifery Advocate (PMA) role 
has been introduced and this has been confirmed as a full-time band 7 post and 
approved by WSC.  This has received positive engagement in maternity with several 
colleagues expressing an interest in the post.  There is currently no education process 
in place for PMA; however, the CSC is planning on having a process in place by 
September.  SB highlighted the availability of a small team of experienced facilitators 
and trainers known as NAVIGATE and offered to forward details to both SHa and CG 
following the meeting. 

The Committee thanked LC and SHa for the comprehensive report.  FMcN also 
congratulated the department on the results of the nursing documentation audit that has 
shown 100% compliance for the last 3 months. 

(vi) MOPRS
LF presented the above report and the following key points were noted:
Safe
• During this quarter there has been 1 avoidable pressure ulcer and 4 moderate falls.

This is a slightly improved picture – however 3 of the falls incidents are in the
process of being investigated and relate to one ward who will require intensive
support.

• The CSC has had a continued improvement with falls management 2016-2017 with
a continued reduction in injurious falls from 2015-2016.

• Medical and nurse staffing remains a concern with a 20% RN vacancy- however
recruitment of HCA’s has been undertaken to support the vacancy.

Effective 
• Improved Stroke performance to SNNAP level B - however recent Consultant level

resignations will leave the service vulnerable later this year. Discussions ongoing
with Exec team.

• Involved in Mortality Review Panel to improve coding and completion of accurate
death certificates. Good feedback from panel regarding use of APOC with
associated documentation of family discussions

Caring 
• Continued to receive good patient feedback and low complaints. However some

good learning and change of practice as a result of family experience following
bereavement

Responsive 
• Concerns remain in relation to increasing length of stay for MOPRS patients, high

numbers of medically fit patients and high volume of patients across the hospital
including AMU.

• Specific concerns in relation to onward care for dementia patients and the lack of
responsiveness to the Fast Track system for patients and their preferred place to
die.

• Dementia performance not compliant for Q4

Well-led 
• Sickness remains higher than Trust average- however the lowest it has been for

12months.
• Stroke and MOP risk register now combined - robust reflection of CSC risks.
• Work to do in relation to staff survey and plans for CQC visit- several of the CQC

actions sit with the Head of Nursing.
• Following the secondment of a MOPRS Matron – successful secondee will be a

physiotherapist. This is the first time in PHT there will a Therapy Matron- will bring a
different viewpoint to the CSC. Start date to be confirmed

LF noted that an improvement in quality performance had been seen in quarter 4.  It 

SB 
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was also noted that the Mortality Review Panels had seen a change in Junior Doctor 
practice as a result. 

LF reported that the recent resignation of 2 stroke consultants has resulted in a 
shortage on the unit.  This has; therefore, been noted as a risk on the CSC risk register. 
RK commented that there is currently a national shortage of stroke consultants. 

To date there are 265 medically fit for discharge patients within the department with 19 
dementia patients from one ward awaiting placement.  With the number of delayed 
discharges the average length of stay has increased by one day.  Stranded patient 
meetings have; however, recommenced with the aim to improve the position. 

The Committee agreed that the recent appointment of a MOPRS Matron who is also a 
physiotherapist will be an exciting addition to the CSC. 

(vii) Patient Experience Annual Report
SB presented the above report and the following key points were noted:

Working in partnership with patients, families, carers and members of the local 
community, the team identified three key areas for improvement for 2016/17: 

√ Improving the experience of people with specialist mental health needs.
The “ageless” Mental Health Liaison Service has been established. This built on the
OPMH Liaison Team, and now ensures that all people aged 18 years and over have
access to a specialist team whilst they are in our care.

√ Supporting Family Carers
The development of new ways of supporting family carers, when the person they care
for is in hospital or attends an out-patient department. These include awareness
training for staff to help in the early identification of carers, guidelines for staff about
how to effectively support a carer who is staying in hospital with the person they care
for and a “Carers Café” each month.

√ Improving the experience of patients, family members and carers at the end of life
The introduction of new ways of collecting information to develop a better
understanding of family members experience in the last few days and hours of the life
of their relative.  228 relatives were offered the opportunity to complete a postal survey,
74 responded. 88% said that they felt their relative was treated with dignity and
respect, but 20% said that they did not feel adequately supported. The End of Life
Steering Group is leading improvements in practice to address this.

The department have also: 
Reported a patient satisfaction score higher than the national average in 11/12 months 
for in-patients and every month for the Emergency Department using the Friends and 
Family Test 
Remained consistently below the national average for negative responses, at 0.76% 
average in comparison to 2% for in-patients, and 1.8% in comparison to 7.5% for 
Emergency Department patients.  

SB noted that during the year we had completed everything we said we would and more 
and improved the opportunity for people to tell us how we are doing.  SB confirmed that 
for 2016/17 75,000 people have told the Trust how we are doing in relation to patient 
experience via workshops, on-line surveys,community sessions etc.  This is 10,000 
more people than last year.  Noting that there had been a significant increase in working 
with groups who are more difficult to reach. 
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FMcN reported on meetings that are due to be held around duty of candour in relation 
to incident reporting and investigations.  SB requested that patient experience are 
involved with the meetings due to the links with families and complaints. 

SB informed the Committee that the Trust has made the final shortlist for the National 
Patient Engagement Champions Award.  The ceremony is due to be held on Tuesday 
16 May in London and SB will be attending the awards with a patient.  Charitable Funds 
were thanked for funding the cost of travel. 

(viii) PHT Policy Status Report
TS presented the above report and the following key points were noted:

• Work continues to improve the position of in-date policies with the Director of
Corporate Affairs following up at an executive level.

• The number of Trust policies that are in date has gradually increased since the first
report to the Governance and Quality Committee with 89% now in date against 71%
in January 2016.

• Reminders continue to be sent from the Trust’s internal website at 90, 60 and 30
days plus follow-up emails from the policy coordinator.  Problems encountered in
receiving responses continue to be escalated to the Head of Governance and
Quality.

Policy status at 04 May 2017 
• 262 policies on the Trust website, of which:

- 232 are within review date i.e. 89%
- 30 require review i.e. 11%

∗ 3 overdue 24+ months:  review due: 1x 2012, 2x 2014
∗ 4 overdue 12-24 months.
∗ 8 overdue 6-12 months.
∗ 15 overdue 0-6 months.

TS acknowledged the amount of work that has recently been undertaken regarding 
publication of out of date policies.  FMcN asked of the Patient Transfer Policy and what 
plans are in place for ratification.  LF confirmed that this is due to be presented at 
NMAC in June and will feed back to Committee next month. 

(ix) Safeguarding Committee
Report deferred to June.

LF 

4 Assurance Framework 

PM presented the assurance framework to the Committee and the following risk the 
Committee is responsible for: 

Safety: 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. 

PM reported that a paper was submitted to Trust Board highlighting the current rating of 
12. The links between medically fit for discharge patients and mortality were noted.

FMcN questioned the current rating of 16 for risk PE4 Compliance with CQC regulations 
as noted on the cover sheet and whether the rating was appropriate.  PM confirmed that 
discussions will be undertaken to address this within the next couple of weeks. 

FMcN asked where the risks associated with patient experience are being reported to. 
PM offered to investigate and feedback.  PM 
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PM confirmed that a new Trust Strategy is being developed and this will be used to 
populate a new Board Assurance Framework to ensure it is fit for purpose. 

5 Risk Register 

FMcN presented the Risk Register to the Committee and the risks the Committee are 
responsible for as follows: 

9-16/17 Failure to achieve internal and external set quality/patient safety
improvements
No change to current rating of 12 (moderate): year-end non-compliance with 5 Never
Events, HSMR, dementia screening and non-clinical patient moves after 2100. Risk
rating unchanged due to on-going risks for these metrics.

10-16/17 Unintended consequences to delivery and quality of care due to cost
improvement programme
Current rating of 12: Nil to note.  FMcN to confirm that this risk will continue to be owned
by the Medical Director and the Director of Nursing once in post.

48-16/17 Lack of urgent access to specialist mental health clinical assessment
and advice.

Current rating reduced from 20 to 12: Consultant Psychiatrist now in post which has
mitigated the Responsible Clinician risk for adult in-patients and lack of specialist
advice. The Consultant Psychiatrist now has oversight of all patients placed under
section. The on-site Mental Health Act administrator commences mid-May which will
facilitate timely management of section papers.

FMcN confirmed that this rating will now be redefined following the recent changes and 
additions to the Trust Mental Health Service and will be more explicit around 
management of patients and risk assessments. 

QT3 Lack of capacity to manage the increase of adult safeguarding agenda and 
associated workload. 

FMcN confirmed this has now been updated; however, remains a significant risk to the 
Trust.  A business case has been submitted for a band 2 administrator and the outcome 
is awaited.   

FMcN 

FMcN 

6 Minutes to note: by exception only 

(i) Patient Safety Steering Group

April meeting cancelled.

(ii) Patient Experience Steering Group

SB presented the above and noted the following:

Friends and Family Test: 
Satisfaction score in ED remains significantly higher than national average and 
response rate but responses lower than contractual requirement.  
Satisfaction score and response rate for in-patient areas remain higher than national 
average. 
Patient Experience Quality Improvement priorities 2017/18 agreed: 

• Mental health
• End of Life care
• Family carers – working better together with social care
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• Improving opportunities for feedback.
Family carers: 
National webinar used to share local learning 

There were no further comments received. 

(iii) Clinical Effectiveness and Mortality Steering Group

To note.
7 Policies – to note ratification 

(i) Complaints Concerns Comments and Compliments Management Policy
TS reported on the above policy which was originally reviewed at January’s
Governance and Quality Committee meeting where it was agreed to forward to PESG
for ratification.  Minor changes were made to the policy and it was ratified at the last
PESG meeting.

A discussion ensued over the appropriate committee for formal ratification and it was 
agreed that this policy should be ratified by the Governance and Quality Committee. 
FMcN commented on the lack of organisational learning reflected within the policy.  SB 
offered to feed back to the Head of Complaints for update.  The policy will then be 
submitted for ratification at the June meeting (see matters arising above). 

MN commented on the need for consistency regarding committees responsible for 
ratification of policies.  It was agreed for pivotal policies to be ratified by the Governance 
and Quality Committee 

SB 

8 Confirm key messages from Committee 
MN confirmed the following key messages from the meeting: 

• Publicising and operationalising of Trust Quality Account to ensure it is referred
to.

• Vulnerable adults, including Mental Health and Safeguarding.
• Organisational learning from complaints and SIRIs and the need to ensure there

are no gaps.
• Discharge and patient flow pressure and the impact on outliers, patient risk and

capacity, making delivery of patient care difficult.
• Must not lose sight that quality metrics remain positive despite current

pressures.

9 Items for discussion at the next meeting 
It was agreed for a report on outliers to be included on June’s agenda. 

10 Any other business  
There was no other business discussed. 

Date of next meeting: 

Thursday 08 June 2017 
  09.00 – 11.30 

E Level Boardroom, Education Centre QAH 
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COUNCIL OF GOVERNORS’ TRUST ADVISORY GROUP 

 
BEST HOSPITAL, PEOPLE AND CARE  

 
Friday 28 April 2017 

 
 14.00 – 16.00  

 
Room 9, Education Centre, E Level, QAH 

 
MINUTES 

 
Present:   Sarah Edmonds (Chair) Richard Mackay 
  Roland Howes    Lez Ward 
  Jocelyn Booth                          
 
In attendance:   Dawn Humphrey (Minutes) 

  Peter Mellor, Director of Corporate Affairs 
          Alison Fitzsimmons, GM Clinical Support CSC and Head of Professions 
 

1 Apologies 
 
 

 
Apologies were received from Mary Sheppard, Robin Marsh and Robin Lander Brinkley.   

  
2 Minutes of the last meeting 
  

The minutes of the last meeting on 27 February were agreed as a true and accurate record. 
 

3 Action Grid / Matters Arising 
  

Day Surgery Project - Sarah Edmonds was keen to know the outcome of the Business Case 
for the Day Surgery Project. The Director of Corporate Affairs confirmed that Anne-Marie 
Millard and Mandy Mugridge would provide an update to this meeting in September.  
 
Patient Transport - This would be an agenda item for the next meeting in June. Maria Purse, 
Urgent Care Transformation Programme Manager would attend, along with a representative 
from SCAS. 

 
Stroke/MOPRS Peer Review Recommendations -Sarah Edmonds asked that the group be 
sent a copy of the report recommendations and for them to email any questions they might 
have, which  would be passed on to Sarah Eggleton, General Manager for MOPRS, ahead of 
the meeting in June. 
Action: Dawn Humphrey 
 
Phlebotomy Service - Richard Mackay had initially discussed this with Julia Barton, who had 
passed to a CCG colleague, but had yet to receive a response from them. Richard Mackay 
would chase again, but if unsuccessful, would ask the Director of Corporate Affairs to follow 
up. He felt that the current provision of this service at GP surgeries and where blood testing 
was available was chaotic and therefore unacceptable. 
  
Outpatient Clinics - The Director of Corporate Affairs understood that the Dermatology 
department was now following the Trust wide process for the management of outpatient 
clinics. However the two outliers who were not, continued to provide a good quality service so 
we should not be concerned. 
 
All remaining actions completed and therefore removed from the grid. 
 

4 SAFER 
 Alison Fitzsimmons joined the meeting to deliver the attached presentation: 
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SAFER Board Round 
Workshop V2.ppt  

Alison explained that there had been a change to her role which meant that the focus of her 
work now centred more around SAFER. 
 
Alison explained that the purpose of a Board Round was to carry out a daily review of every 
patient on the ward by a senior clinician and nursing staff; this was done prior to a Ward 
Round, when a clinician went to each patient on the ward. This was an area that she was 
looking to improve. 
 
Sarah Edmonds asked what lessons had been learnt from the Perfect Week (18-24 April). 
Alison replied: 
 
There was a commitment to ensure that all ‘fast track’ patients were progressed as soon as 
possible. 
 

More work was being done around Red2Green Days. 
 
We would learn from ‘good examples’ of Board Rounds to help achieve discharges.’ 
 
Alison would be meeting with Maria Purse and Rob Haigh on 2 May to review the metrics. 
They would agree with each of the CSCs what would improve flow in their particular CSC, how 
they could help to achieve that and to discuss next steps, which would be tailored to individual 
CSCs. Some of the current metrics which had been set 10 years ago, including TTOs, were 
not now relevant. The metrics that she considered to be the most important were - patients 
discharged before 09.00 and patients discharged before mid-day. 

Alison Fitzsimmons shared a copy of the publication entitled ‘Last 1000 Days’ from red2green 
(Professor Brian Dolan, Director of Health Service Improvement, Canterbury District Health 
Board, NZ) see link: https://improvement.nhs.uk/resources/value-patient-time-last-1000-days/ 

Sarah Edmonds asked the group to email Dawn Humphrey with any further questions that they 
might have, which she would forward to Alison Fitzsimmons. 
Action: All 

 
Alison Fitzsimmons would come back to this meeting in 6 months to share the improvements 
that had been made and the Work Plan. 
Action: Dawn Humphrey 

  
5 Agenda for Next Meeting 
  

The agenda for the next meeting had already been agreed under the Action Grid/Matters 
Arising. 
 
Sarah Edmonds explained that as a consequence of her various commitments, she was 
occasionally unable to attend this meeting and whilst she was more than happy to continue, 
she was aware that this occasional absence may make some people feel that the position of 
Chair would be better suited to someone who would be consistently available, and was 
therefore happy for someone else to put themselves forward. It was agreed that Governors 
would be emailed and invited to offer expressions of interest.  
Action: Dawn Humphrey 
 

6 Committee Feedback 
  

Patient Experience Meeting 
Jocelyn Booth had attended a very positive Patient Experience Meeting; she had learned that 
this Trust achieved a much higher response to the Friends & Family test than many other 
hospitals and significant areas of improvement had been noted in the Emergency Department, 
which would be reflected in the Integrated Performance Report. 
 
A representative from Portsmouth City Council had attended the meeting to highlight a new 
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mental health research project initiative, ‘Beat the Blues’ which was intended for the public and 
also to support staff. 
 
Sarah Balchin was organising a Patient Experience Conference in October entitled ‘Patient 
Power’ at Queen Alexandra Hospital; other Trusts would be invited. She and her team had 
been asked to offer training to staff in other hospitals because our own Patient Experience 
Team was considered to be so good.  
 
Quality Impact Group 
Jocelyn Booth reported that many of the CSCs were now achieving ‘‘Gold Standards’. 
 
Finance Committee 
Richard Mackay reported that the target of £16.1m deficit had had not been met and that the 
Trust had ended the year £17.8m in deficit; largely because we had not achieved the income 
that had been planned for.  
 
The Governors had been very impressed by the Director of Finance, who had presented the 
Financial Plan for 2017/18 to the Planning and Performance TAG meeting on 20 April, clearly 
illustrating what needed to happen to achieve this year’s target.  
 
The current number of MFFD patients was 250 and there was a need to focus on our internal 
discharge processes. MOPRS patients’ length of stay at Queen Alexandra Hospital was higher 
than the national average. Richard Mackay referred to the data which had been promised by 
Suzanne Hogg at the Full Council of Governors meeting in March and reminded that it had still 
yet to be provided to the Governors. In terms of cancer and RTT targets, the hospital was 
doing relatively well. 
 
There followed a brief discussion around the forthcoming CQC visit to the hospital on 10/11 
May, when the Director of Corporate Affairs explained that they would be focussing largely on 
the ‘Well Led’ agenda. 
 
Medical Devices Committee 
Lez Ward referred to the large number of items of medical equipment which had exceeded 
their life expectancy and could no longer be maintained because they were out of date and 
therefore difficult to obtain parts. The Director of Corporate Affairs pointed out that we would 
be no different from many other trusts.  Our limited capital programme would mean that the 
replacement of equipment would need to be based on risk. In future he felt sure that we would 
see a move towards leasing such equipment. Lez Ward highlighted that there had been a poor 
attendance at this meeting which was being addressed. 
 

7 Any Other Business 
  

Jocelyn Booth remarked that she had visited the ‘Human Library’ in the atrium, arranged by 
Sarah Balchin. This event had been successful and they would be invited to return at a future 
date. 
 

 Date of Next meeting 
  

Tuesday 13 June 2017, 11.00 – 13.00, Orthopaedic Meeting Room, F Level, QAH 
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COUNCIL OF GOVERNORS TRUST ADVISORY GROUP 
 

PLANNING AND PERFORMANCE 
 

Tuesday 18 April 2017 
 

09.30 – 11.30 
 

 Boardroom, Education Centre, QAH 
 

MINUTES 
Present:  
  
 
 
 
 
In attendance:         Dawn Humphrey (Minutes) 
                                  Peter Mellor, Director of Corporate Affairs 
                                  Chris Adcock, Director of Finance 
                                   

ITEM MINUTE 
  
1 Apologies 

 
Apologies were received from Adel Resouly and Gwen Blackett. 
 
Peter Mellor informed the group that, regrettably, Gwen Blackett had tendered her resignation 
from the Council of Governors.  She would be very much missed. She had asked that her best 
wishes be passed onto the group. 

  
2 Previous Minutes  

 
The minutes of the previous meeting on 20 February were agreed as a true and accurate record.   

  
3 Action Grid / Matters Arising 

 
Workforce Presentation 
Ken Thompson had sought detail around the effectiveness of the new tools that had been 
introduced regarding Bullying and Harassment; he would email Lucy Rutter directly. 
 
Follow up answers on the November 2016 IPR 
Q11 page 33 
Richard Mackay had contacted Maria Purse to discuss the planning of social care needs for 
patients being discharged. She clarified that arrangements for each patient should have been 
agreed in anticipation of their discharge, but that this was not always the case. 
 
Q12 page 33 
Richard Mackay hoped that the answer to this question would be within the detail that was to be 
provided to the Governors by Suzanne Hogg; following her presentation at the Full Council of 
Governors meeting on 27 March. Therefore, this action should be carried forward to the next 
meeting.  
 
All remaining actions had been completed and therefore removed from the grid.  

  
4 Understanding the Financial Plan for 2017/18 

 
The Director of Finance was in attendance to deliver the attached: 
 

Richard Mackay (Chair) Ken Thompson 
Robin Lander-Brinkley Robin Marsh 
Jocelyn Booth Lez Ward 
Frances Bates Roland Howes 
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Annual Plan update 
10th April.pptx

AIC contract slides 5 
April 2017.ppt  

 
Roland Howes asked that if all of the systems that had signed up to the plan did not deliver, then 
would sanctions be applied. The Director of Finance replied that they would. 
 
Robin Marsh asked if accurate and detailed clinical coding was still an issue; he replied that it 
was. 
 
Robin Marsh asked if this Trust would join with other hospitals as a collaborative on procurement. 
The Director of Finance confirmed that they had already done so and that collaborative 
procurement was essential to the plan. The new contract allowed us to bring together all the 
resources across the system and work as one team. 
 
Frances Bates was concerned that Social Services would be in a similar financial situation to 
ourselves and that the plan would be unable to work. The Director of Corporate Affairs replied 
that the local healthcare system needed to think of different initiatives and innovations, one of 
which would be trying to intervene before a patient came into the hospital. All of the systems 
were working together to try to prevent unnecessary admissions to hospital and for those who 
were admitted, to try and expedite their discharge. Resources would be moved around to where 
they were most needed. The Director of Finance stressed how important it was that we use the 
extra funding coming from the Chancellor’s Spring statement for social care to break the current 
cycle. 
 
As part of his aim to re-establish the basics, the Director of Finance had asked his immediate 
deputy to take over the role of Head of Integrated Planning and focus on helping him to manage 
the relationship with Commissioners. His main job would be to achieve a properly triangulated 
and continuous plan. 
 
Richard Mackay asked if the Director of Finance had the full support of the CSC Management 
teams and whether they had the financial capability to explain to their staff what exactly was 
required, and expected, of them. The Director of Finance recognised that this was an issue, but 
that the money that had been spent last financial year in the delivery unit on consultancy support 
would be used to rebuild the planning capacity within the organisation. He would integrate CIP 
programmes internally and across the system; ensuring that it was embedded so that each CSC 
had the capacity to continually update and refresh their plans and to produce better business 
cases. The immediate need was to make sure that the basics were in place.  
 
Ken Thompson asked if the risks would be integrated into the plan. The Director of Finance 
confirmed that he considered it essential for any meaningful business plan to have identified 
likely problems and risks and effective mitigation. This would be reflected in his section of the 
Board Assurance Report. 
 
Robin Lander Brinkley asked if our local Commissioners were fully engaged. The Director of 
Finance confirmed that Portsmouth, South East Hants and Fareham & Gosport CCGS were fully 
engaged and that they represented 75% of our income in the plan.  
 
The Director of Finance confirmed that the local CCG Finance Directors (Michelle Spandley and 
Andy Wood) had been invited to attend a recent Portsmouth Hospitals NHS Trust Board meeting 
to talk through the new contracting arrangements for the financial year, 2017/18.  They, and their 
organisations, were both fully supportive of the new initiative. The Director of Finance would be 
providing a number of workshops across all of our CSCs to both explain and promote the 
opportunities and benefits of the new contracting arrangements. 
 
Robin Lander Brinkley felt inspired by the presentation given by the Director of Finance. 
However, he asked if one year was long enough to properly assess the success of the new 
arrangements. The Director of Finance felt that simple indicators, such as the same volume of 
activity continuing to flood through the door, would help to demonstrate whether the new 
arrangements were proving to be effective. 
Robin Lander Brinkley asked if there were critics of the system within the NHS community 
nationwide or if it was well regarded.  
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The Director of Finance explained that his close colleagues were fully committed and that other 
healthcare systems would be looking on with interest. 
 
The Director of Finance felt that it would be useful for the Governors to understand the new 
contractual arrangements once they had been finally agreed. The Director of Corporate Affairs 
felt that if this was in place by 27 April, the joint Trust Board and Council of Governors meeting 
would be an ideal opportunity for further discussion.  
 
Robin Marsh asked if the slides presented by the Director of Finance could be emailed to this 
group. 
Action: Dawn Humphrey 

  
5 Follow Up Answers on the IPR 

 
Richard Mackay reminded the Governors of the need to send him any questions as per the set 
timeline, to ensure that there was sufficient time for answers to be provided and brought back to 
the TAG meeting. 
 
Ken Thompson referred to a question he had concerning bed blocking, which he would email to 
Peter Mellor directly. 
 
Roland Howes referred to the questions raised by Governors and asked if they had been raised 
by the Non-Executive Directors as well. The Director of Corporate Affairs explained that whilst 
they might not always ask the same questions as the Governors they did ask numerous 
questions during the meetings of the Trust Board. He suggested that Roland might find it helpful 
to attend a Trust Board meeting and recommended that he read through some of the Minutes 
from the meetings to see for himself the level of questioning. Richard Mackay added that he 
thought it much easier to judge the level of NED understanding when he had attended 
committees chaired by one of the Non-Executive Directors. 

  
6 Agenda Items for the next meeting 

 
Peter Mellor announced that the CQC would be coming into the hospital on 10 and 11 May to 
consider and assess the ‘Well Led’ agenda. 
 
All agreed that they would like the Director of HR or Head of Organisational Development to give 
a ‘Well Led Organisation’ presentation, looking at leadership and management strategy and also 
to share any findings of the CQC visit on 10/11 May. 
Action: Dawn Humphrey 
 
There was a discussion around the Group’s Annual Work Plan.  It was agreed that the Director of 
Finance should be asked to return in September to provide an update on how we were 
progressing with the financial plan for 2017/18. Robin Lander Brinkley suggested that it might 
offer the Governors some comfort to be aware of the Financial Reserve Pool for Winter, and how 
we had closed Quarters 1 and 2.  It was suggested that the Director of Finance be accompanied 
by a representative from the CCGs, although it was thought that it might be more appropriate to 
ask them to attend a Full Council of Governors meeting. 
Action: Dawn Humphrey 

  
7 Items of concern requiring feedback to full Council of Governors 

 
Robin Lander Brinkley asked the Director of Corporate Affairs to feedback to the Trust Board the 
Governors support of the Director of Finance and also their recognition of the challenge that he 
faced in making the Financial Plan understood to all management and staff within the 
organisation. He asked what support the Director of Finance was being given and hoped that the 
Communications Team would be able to assist with ideas to ensure that the message was 
adequately cascaded within the organisation. 
Action: Director of Corporate Affairs 
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8 Any Other Business 
 
The Director of Corporate Affairs reminded the Group of the forthcoming Public Meetings in May. 
He explained that there had been a change of time to the Waterlooville meeting on 24 May. 
Although planned as a joint meeting some months ago, the Chair of the U3A had decided to hold 
his AGM at the same time and said that he would prefer not to have members of the public 
present. 
 
Presentations at these meetings would be made by Rob Haigh, Executive Director, Urgent Care 
and Elizabeth Kerwood, Governor representing the CCG’s, would be present to assist with any 
questions. 
 
There being no further business, the meeting closed at 11.20. 

  
 Date of Next Meeting 
  

Tuesday 6 June at 10.30, Room 2, Education Centre, E Level, QAH 
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RISK ASSURANCE COMMITTEE 
Thursday 16 March 2017, 15:00-17:00 

Boardroom, Education Centre, E Level, QAH 

Present: Liz Conway (LC) Non-Executive Director - Chair 
John Smith (JS) Non-Executive Director 
Cathy Stone (CS) Director of Nursing 
Peter Mellor (PM) Director of Corporate Affairs 
John Knighton (JK) Deputy Medical Director 
Fiona McNeight (FMcN) Associate Director Quality and Governance 
Annie Green (AG) Head of Risk Management 
Chris Tite (CT) Head of IT 
Lesley Coles (LCo) Head of Nursing Women and Children 
Susie Lowe (SL) Corporate HR Manager 
Leann Hetherington (LH) General Manager – Head & Neck CSC 
Claire Goodall (CGo) Military Nurse 

In attendance: Zoe Hemsley (ZH) Consultant Geriatrician 
Jenny Kynes (JKy) Head of Nursing – MSK CSC 
Tracey Stenning (TS) Head of Governance and Quality 
Roland Howes (RH) Trust Governor 
James Roser (JR) Risk Administrator (Minutes) 

Apologies: Simon Ward (SW) Associate Medical Director – Consultant Radiologist 
John A’Court (JA)  Head of Estates and Facilities 

Minute Ref Item Title Action 

1 Welcome and Apologies 

1.1 LC welcomed those present and apologies were noted. 

2.1 (a) Minutes of the Risk Assurance Committee held on 16 February 2017 

2.1.1 The minutes of the last meeting were agreed as correct. 

2.2 (b) Matters arising 

2.2.1 November: 17.11.2016: Surgery and Cancer CSC Risk Register 
Lack of appropriate quiet room for patients and relatives on E level surgical floor: PM 
to follow up with Estates 

March: LC read an update that JA provided prior to the meeting. It noted that there 
was agreement from Stoma Care and Diabetes to share the Medical Photography 
footprint on C Level but difficulty in locating an area for Medical Photography. It was 
noted that a move to Rodney Road was unlikely and to identify a location on the QAH 
site but not within the main building.  

A discussion was held regarding the time taken to identify a suitable location and 
departmental agreement. It was agreed that further discussion with the Trust 
Redevelopment Team was required and that PM would return with an update at the 
RAC meeting in May. Ongoing 
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2.2.2 

2.2.3 

2.2.4 

2.2.5 

2.2.6 

2.2.7 

2.2.8 

2.2.9 

November: 17.11.2016: Emergency Medicine CSC Risk Register 
The lack of functional emergency help (Crash) alarms in Majors Wait: 
RB to investigate what action is being taken around this. If none, then to be escalated 
to CS and PM. 

March: PM provided further information in light of the comments noted by CS at the 
last RAC meeting which prompted the action to be marked as complete. PM confirmed 
that the alarm system was incorrectly patched within Majors and Minors which resulted 
in the sounding of the alarm in Majors when activated in Minors. PM also confirmed 
that this was part of the Carillion Lifecycle Works and would provide a further update 
at the next RAC meeting in April. Ongoing. 

December 15.12.2016: Plain Film Reporting 
PM to return to the next RAC meeting with the decision and recommendation from the 
Trust Board. Action complete. 

January 19.01.2017: Trust Risk Register (Drain blockages) 
It was agreed by the committee to review the risk at the next meeting with the view of 
downgrading to a risk rating of 16. Action complete. 

January 19.01.2017: Trust Risk Register 
Datix 34 (Operating at full capacity levels for sustained periods) (20) – the committee 
agreed that the current risk rating of high was appropriate but the target risk rating 
should be amended from moderate to high. Action complete. 

January 19.01.2017: Trust Risk Register 
Datix 38 (Lack of internal capacity within Ophthalmology department) (20) – CS 
agreed that the current risk rating of high was appropriate but the target risk rating 
should be amended from moderate to high. Action complete. 

January 19.01.2017: Historic BAF Risks 
1-1415 (Inability to maintain on-going compliance with all CQC standards and
implement the Quality Improvement Plan) - the committee agreed that the risk would
be assigned to the current BAF. It was also agreed that CS would liaise with PM with
regards to the inclusion of the risk on the BAF.

March: Following a question by AG, PM confirmed that this had not been discussed 
and it was agreed that PM would include the risk on the BAF. It was agreed that it was 
an organisational risk. Ongoing. 

January 19.01.2017: Historic BAF Risks 
9-1516 (Failure to successfully implement the Trust’s IT Strategy eHospital
Programme to deliver an enterprise clinical  system that better supports delivery of
high quality, more efficient and cost-efficient patient centred care) – the committee
agreed that the risk would be assigned to the current BAF. It was also agreed that CS
would liaise with PM with regards to the inclusion of the risk on the BAF.

March: Following a question by AG, PM confirmed that this had not been discussed 
and it was agreed that PM would include the risk on the BAF. It was agreed that it was 
an organisational risk. Ongoing. 

16.02.2017: 3.2.1 – Trust Risk Register 
Risk ID 56 (Relocation of DOSA to reception area D5/D6): LC requested an update 
from the MSK CSC as the last review was completed in November 2016. 

March: No change in Risk, DOSA still in the corridor and utilising Physio Gym. Plans 
to move to TAS are still in progress but not likely to be complete until after June 2017. 
Progress note updated on Risk Register. Action complete. 

PM 

PM 
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2.2.10 

2.2.11 

2.2.12 

2.2.13 

2.2.14 

2.2.15 

2.2.16 

2.2.17 

16.02.2017: 3.2.2 – Trust Risk Register 
Risk ID 60 (Non-achievement of expected CIP): LC requested an update from the 
MSK CSC. 

March: Current: Amber 12 (4 x 3) Achieving majority of CIP £100,000 short of 6%. 
Progress note and rating updated on Risk Register. Action complete. 

16.02.2017: 3.2.3 –Trust Risk Register 
LC requested the attendance of the MSK CSC at the next committee meeting. Action 
complete. 

16.02.2017: 3.2.5 – Trust Risk Register 
Risk ID 196 (Poor quality image in Laparoscopic stack theatre D2): LC requested an 
update from the Surgical & Cancer CSC to review the rating. 

March: It was agreed that JK would provide an update at the next meeting following 
discussion with the relevant team within the CHAT CSC. Ongoing. 

16.02.2017: 3.2.6 – Trust Risk Register 
Risk ID 217 (Backlog in bone marrow biopsy reporting): LC requested an update from 
the Surgical & Cancer CSC to review the rating. 

March: Risk still rated at 20. Two consultants have retired suddenly, and therefore the 
capacity is not available to clear backlog. Consultant adverts are out at present. Action 
complete. 

16.02.2017: 3.2.8 – Trust Risk Register 
Risk ID 257 (Foot clinic requires work to make it fit for purpose): LC requested an 
update and review of the risk from the Medicine CSC. 

March: No update provided by the Medicine CSC. It was agreed that LC would raise 
the issue of non-compliance of Medicine CSC with the Executive Team. Ongoing. 

16.02.2017: 3.2.9 – Trust Risk Register 
Risk ID 281 (Lack of availability of BNP measurements for inpatients): LC requested 
an update from the Medicine CSC to explain the term BNP. 

March: JKy advised the committee that BNP stood for B-type natriuretic peptide. 
Action complete. 

16.02.2017: 3.2.11 – Trust Risk Register 
Risk ID 321 (Delayed x-ray results): CS requested an update from the Emergency 
Medicine CSC to provide clarification of the risk. 

March: Delays in ED x-rays, (limb, chest and abdominal) being reported by the 
Radiologists. Separation of axial and appendicular reporting has improved 
appendicular reporting. Main issue is missed malignancies on chest x-rays. Action 
complete. 

16.02.2017: 3.2.13 – Trust Risk Register 
Risk ID 394 (The contract with KCI for Topical Negative Pressure has expired): CS 
advised the committee that she would discuss and review the risk further with Alison 
Fitzsimons. 

March: From 01/03/17 PHT, including the QA at Home service, has signed a FOC 6 
months rental agreement with Smith and Nephew. This will cover the service for the 
interim period whilst a business case is being approved. All consumables and 
accessories will be purchased through the NHS Supply Chain Framework Agreement 
for the Supply of Negative Pressure Wound Therapy. All maintenance, servicing and 
service repair replacements are free of charge under the two year device warranty. 

JK 

LC 
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2.2.18 

2.2.19 

2.2.20 

2.2.21 

2.2.22 

Review date September 2017. Action complete. 

16.02.2017: 4.3.3 – IT – Corporate Risk Register 
IT-14: Network Resilience Vulnerabilities in Retained Estate at QAH: It was agree that 
JA would discuss with CT to establish further details about the risk. 

March: Meeting arranged for 17/03/2017 to discuss. Ongoing. 

16.02.2017: 4.3.5 – IT – Corporate Risk Register 
IT-18: Disaster Recovery Limitations for Systems on Physical Services: It was agreed 
that CT would be asked to provide an update at the next committee meeting. 

March: CT informed the committee that systems on a stand alone server were in a 
vulnerable state. The ageing hardware and reduced capital spending available 
increased the risk. CT advised that hardware was being updated with regards to PAS 
and Pathology applications. The risk was updated every two months. Action complete. 

16.02.2017: 4.4.4 – HR – Corporate Risk Register 
Essential Skills Training – Conflict Resolution: It was suggested by CS that the 
Learning & Development Department discus with other local Acute Trusts and 
providers with regards to how they undertake essential skills training in line with the 
NHS Protect standard. 

March: Benchmarking with other Trusts being undertaken by L&D Department. 
Ongoing. 

16.02.2017: 5.2.4 – Board Assurance Framework 
Inclusion of Clinical Strategy on the BAF: It was agreed that a discussion would be 
held at EMT to discuss the topic. 

March: It was noted that the Clinical Strategy was being reviewed but was current and 
in date. Further discussion highlighted that there was a risk regarding the Trust 
Strategy. It was agreed that it would be added to the Risk Register with PM being 
assigned as the Responsible Lead. Ongoing. 

16.02.2017: 5.3.3 – Key Messages from the Committee 
Datix demonstration to Executive Team: It was agreed that KD would facilitate a 
session during an Executive Workshop which would be arranged by PM. 

March: PM advised the committee that there were known constraints with uploading 
the BAF onto Datix. CS confirmed that Frimley Health NHS Foundation Trust uses 
Datix for their BAF and suggested liaising with the Trust. Ongoing. 

PM 

3 (a) Trust Risk Register 

3.1 

3.2 

AG informed the committee that ZH was in attendance to present and discuss a 
recently added risk to the MOPRS Specialty Risk Register: 

 Risk ID 405 (Inadequate Hospital Palliative Care Consultant): ZH began by
stating national guidance of 1 consultant per 200-300 beds which would equate
to 3 or 4 consultants for the size of the Trust. ZH advised the committee that
there was 1 consultant at the Trust working 0.6 WTE with 1 staff grade on
secondment from the Rowans Hospice working 0.4 WTE, equating to 1 WTE.
ZH informed the committee that the secondment would end at the end of June
2017 and would therefore revert to 0.6 WTE across the Trust.
ZH also advised the committee that there was no 7 day nursing service due to
sickness absence and capability issues that cannot tolerate the sickness
absence.
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3.3 

3.4 

3.5 

3.6 

3.7 

3.8 

3.9 

3.10 

3.11 

3.12 

3.13 

To mitigate the risk, a draft business case to expand the consultant workforce 
had been created and there was creative thinking within the MOPRS CSC as 
to alleviate the issue. It was also discussed that local intelligence identified 
locum availability. ZH & JK discussed engagement with the CCG regarding 
Palliative Care at home to minimise the capacity issue within the Trust. 

It was agreed that the risk would be designated a ‘Trust’ risk, ZH would remain 
as the Responsible Lead for the risk and updated and reviewed accordingly. 

AG presented the Trust Risk Register via Datix showing the risks rated at 20 and 
above. The committee reviewed each risk in turn with discussions and further actions 
noted on the following risks: 

 Risk ID 28 (Identification of clinicians/doctors taking responsibility for blood
tests filing and viewing results): It was noted that the Responsible Lead should
be amended to Simon Holmes, rather than CS. JK advised the committee that
the risk had been discussed at forums with regards to IT involvement and a
support solution with alerts. JK and CT advised that there was no progress
within ICE but that work was underway by David Murday. It was agreed that JK
would request an update from David Murday.

 Risk ID 10 (Risk of patient injury following inpatient and outpatient falls in PHT
care settings): It was agreed that the current risk rating should be reduced to
12 from 16. CS advised that Debra Elliott would liaise with Sharon Pipe to
amend the risk entry.

 Risk ID 24 (The Trust is unable to achieve its target financial position for the
year 2016/17): It was noted that the risk was rated at 16 and FMcN questioned
whether this should be higher. PM stated that the Board were confident that
the Trust would achieve the revised budget deficit of £16.1m. It was also noted
that there were Workforce, Cash and Non-Pay Control Panels reviewing and
actively working towards meeting the budget.

 Risk ID 34 (Operating at full capacity levels for sustained periods): It was noted
that the assigned Responsible Lead, Jay Agostinelli, had left the Trust. It was
agreed that the Responsible Lead should be changed to Sheila Roberts in
order to delegate as necessary.

 Risk ID 234 (Lack of urgent access to specialist mental health clinical
assessment and advice): FMcN advised the committee that the risk would be
reduced at the next review. It was noted that significant progress had been
made since the commencement of Tade Thompson, Consultant Psychiatrist.
FMcN also advised that some specifications of the contract were still being
sorted.

 Risk ID 301 (Members of Staff Engaged) and Risk ID 303 (Poor Treatment of
BME Staff): CS stated that the risks had been taken from the national staff
survey results and were non-specific to the Trust. A discussion ensued
questioning whether the risks were directly attributable to the Trust. It was
agreed that SL would liaise with the Head of Organisational Development so
that the risks could be reviewed.

 Risk ID 21 (Mental Capacity Act (MCA) and deprivation of liberty safeguards):
FMcN advised the committee that the risk would be increased due to the
issues surrounding resourcing in Safeguarding and the capacity of delivery
within the team. FMcN noted that she would review and update the risk.

 Risk ID 23 (Completion of face-to-face essential skills training falls below 85%
which is the acceptable level to the Trust Board): FMcN noted that at a Trust
level it is compliant but some areas within the Trust are non-compliant. JK

AG 

JK 

DE 

AG 

SL 
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3.14 

3.15 

3.16 

questioned the essential nature and priority of the training and whether the 
allotted time for the training could be streamlined. It was agreed that SL would 
liaise with the Learning & Development Department to review and decide on 
the priority areas of the training. 

 Risk ID 461 (Sewage Leaks): It was noted that events of this nature were now
infrequent due to the measures taken to mitigate the risk. The committee
agreed that the risk should remain at a rating of 12 and tolerated. PM noted
that further mitigation was the continual staff education.

 Risk ID 462 (Safeguarding Level 3 Training – Trust not compliant (85%)): LCo
informed the committee that training was being provided by external training
providers in order to deliver more engaging and appropriate course material. It
was noted that Level 3 was a very important aspect.

Following the review of the risks via Datix, it was agreed that FMcN would present a 
Trust Level Risk Register in a new one page summary format at the next meeting. It 
was noted that a link to Datix would remain available during the meeting in order to 
obtain further information if necessary.  

SL 

FMcN 

4 CSC Risk Registers 

4.1 (a) Emergency Medicine CSC Risk Register 

4.1.1 It was agreed prior to the meeting that Emergency Medicine CSC Risk Register would 
be deferred to the next meeting of RAC. This was due to unavailability of 
representation from the Emergency Medicine CSC. 

JR 

5 Standing agenda items 

5.1 (a) CQC Update 

5.1.1 

5.1.2 

5.1.3 

5.1.4 

5.1.5 

5.1.6 

TS presented the Care Quality Commission Update Report and took the report as 
read by the committee. 

TS gave an update on the Enforcement Notice the Trust received following the CQC 
inspection in February 2016. It was noted that the CQC found significant 
improvements in patient safety during an unannounced inspection on the 29th and 30th 
September 2016 and had proposed to remove the enforcement notice conditions. TS 
also noted that the Trust met the requirements to submit data to NHS Improvement 
and the Clinical Commissioning Group weekly and the CQC on a monthly basis. 

TS advised the committee that an action plan had been developed to address the 
issues raised in the unannounced inspections of 29th and 30th September 2016 and 
noted that reports were provided to Trust Board on a monthly basis. It was noted that 
the CQC report was published on 1st February 2017 and a detailed action plan was 
submitted to the CQC. 

TS updated the committee on a further unannounced inspection by the CQC on 16th, 
17th and 28th February 2017. It was noted that on 3rd March, and as a result of the 
inspections, the CQC imposed four conditions on the Trust: 

TS advised the committee that the current risk rating regarding the compliance with 
CQC regulations was rated at 12, with a residual risk rating of 6. TS informed the 
committee that the risk rating would be reviewed in light of the CQC enforcement 
notice. 

It was also noted that the Care Quality Reviews had continued during the reporting 
period and TS highlighted that the report provided further information on the outcome 
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5.1.7 

of the reviews. LCo informed the committee that external reviewers were due to begin 
taking part in the reviews, including staff members from Solent NHS Trust and nursing 
students from Bournemouth University. 

LH raised a point regarding GP expected admissions and demonstrating compliance. 
It was agreed that Debra Elliott, on behalf of CS, would request a risk assessment on 
all areas for GP expected admissions. 

DE 

5.2 (b) Internal Audit 

5.2.1 There were no updates for this month. 

5.3 (c) Board Assurance Framework 

5.3.1 There were no updates for this month. 

5.4 (d) Key messages from the Committee 

5.4.1 

5.4.2 

It was agreed that LC would raise the following with the Trust Board: 

 The review of the Essential Skills and Mandatory training.
 The importance and status of the RAC meetings within the CSCs and the need

for attendance.
 The need to respond to actions following the meeting.

It was agreed that LCo would raise the following with the Heads of Nursing: 

 The need to update and continually review risks on Datix.
 Attendance of the CSCs at the RAC meetings.

6 Any Other Business 

6.1 

6.2 

LC informed the committee that she would be leaving the Trust at the end of April 
2017. It was noted that a review of the committee’s Terms of Reference may be 
required with regards to the attendance of the Non Executive Directors. PM advised 
and confirmed that the position had been advertised. 

There was no other business raised by the committee. 

Date of next meeting: 
18 May 2017 
15:00-17:00 
Theatre Seminar Room, Main Theatres, E Level, QAH 
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Committee attendance record: 

Attendees 19 
Jan 

16 
Feb 

16 
Mar 

Non-Executive Director (Chair)   

Non-Executive Director A A 

Director of Corporate Affairs   

Director of Nursing   

Deputy Director of Finance/Head of 
Financial Accounting A  X 

Deputy Director of Human 
Resources ® ® ® 

Associate Director of Governance 
and Quality   

Head of Risk Management   

Member of Council of Governors A  

Chief of Service Representative A X 

Head of Nursing Representative   

General Manager Representative X  

Head of IT   

General Manager Estates   A 
DMGS Representative   

A Apologies ® Representative  Attended X No Attendance 
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Trust Board – Rolling Annual Work Plan 2017 
 

 

Trust Board 
Date Item Item 

February 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 

 
§ Quality Report (SUI’s) 
§ Papers for noting 
§ Contract Negotiations 
§ Example of Incident 
§ Q3 forecast review 
§ Quarterly Legal Services Report 
§ Summary of Governors Business 
§ Urgent Care Transformation 

Programme 
 

March 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Contract Negotiations 
§ Equality & Diversity Annual Report 
§ Quarterly Complaints Report 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 
§ Quarterly Research and Innovation Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Urgent Care Transformation 

Programme 

April 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ National Staff Survey 
§ Annual Education, Learning & Development 

Report 
§ Audit Committee Report 
§ Audit Committee Forward Planner 
§ CQC Improvement Notice and Urgent Care 
§ Quarterly Research & Innovation Report 
§ Research & Development Strategy 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Draft Quality Account 
§ Quarterly Legal Services Report 
§ Summary of Governors Business 
§ Urgent Care Transformation 

Programme 

May 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 
§ Junior Doctor Contracts and Trust Guardian 

Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Urgent Care Transformation 

Programme 

June 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update 
§ Annual Paediatric Safeguarding Report  
§ Quarterly Complaint Report 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 
§ Final Quality Accounts 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Summary of Governor Business 
§ Urgent Care Transformation 

Programme 
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July 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ CQC Improvement Notice and Urgent Care 
§ Quarterly Research and Innovation Report 
§ Safer Staffing Report Nursing & Midwifery 
§ Board Assurance Framework (BAF) 
§ Annual Governance Statement 
§ Annual Accounts 
§ Annual Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Quarterly Legal Services Report 
§ Urgent Care Transformation 

Programme 

September 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Audit Committee Report 
§ Annual Complaints Report 
§ DIPC Annual Report 
§ Revalidation 
§ Annual Adult Safeguarding Report 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 
§ Junior Doctor Contracts and Trust Guardian 

Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Q1 forecast review 
§ Summary of Governor Business 
§ Urgent Care Transformation 

Programme 
 

October 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Winter Plan 
§ Information Risk SIRO Annual Report 
§ Annual Staff Health and Well-being Report 
§ Quarterly Complaint Report 
§ CQC Improvement Notice and Urgent Care  
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Quarterly Legal Services Report 
§ Urgent Care Transformation 

Programme 

November 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Safer Staffing Report Nursing & Midwifery 
§ CQC Improvement Notice and Urgent Care 
§ Quarterly Research and Innovation Report 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Q2 forecast review 
§ Summary of Governor Business 
§ Urgent Care Transformation 

Programme 

December 

§ Patient Story  
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Charitable Funds Report and Accounts 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 
§ Junior Doctor Contracts and Trust Guardian 

Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Urgent Care Transformation 

Programme 
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07-Jul-16

01-Sep-16

06-O
ct-16

03-N
ov-16

01-D
ec-16

02-Feb-17

02-M
ar-17

06-A
pr-17

04-M
ay-17

01-Jun-17

Directors

Tim Powell ü ü ü ü ü ü ü X ü ü
Peter Mellor X ü ü ü ü ü ü ü ü ü
Simon Holmes ü ü ü ü ü ü ü ü ü ü
Simon Jupp ü ü ü ü ü
Cathy Stone ü ü X ü ü ü ü
Ed Donald ü ü ü X ü ü ü ü ü ü
Chris Adcock ü ü ü ü ü ü ü ü ü ü
Rebecca Kopecek ü ü ü ü ü ü ü ü ü X
Rob Haigh X ü ü ü ü X ü ü ü
Sheila Roberts ü ü ü ü
Nicola Ryley ü

Non-Executive Directors

Sir Ian Carruthers ü ü ü ü ü X ü ü ü ü
Elizabeth Conway ü ü ü ü ü X ü ü
Mark Nellthorp ü ü ü ü ü ü ü ü ü ü
Steve Erskine ü ü ü ü ü ü ü
Dr John Smith X X X ü ü X X
Michael Attenborough-Cox ü ü ü X X ü ü X ü ü
Melloney Poole ü X
David Parfitt ü
Christine Slaymaker ü

ü

X

t

Attended

Apologies given

Absent on Trust Business

TRUST BOARD ATTENDANCE RECORD
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