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Trust Board Meeting in Public 

Held on Thursday 1 December 2016 at 10:00am 
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Queen Alexandra Hospital 

MINUTES 

Present: Sir Ian Carruthers Chairman 
Steve Erskine      Non-Executive Director 
Mark Nellthorp  Non-Executive Director 
Liz Conway  Non-Executive Director 
John Smith  Non-Executive Director 

Tim Powell  Interim Chief Executive 
Simon Holmes  Medical Director 
Chris Adcock  Director of Finance 
Rebecca Kopecek Interim Director of Workforce 
Simon Jupp  Director of Strategy 
Rob Haigh         Director for Emergency Care 
Ed Donald Chief Operating Officer 

In Attendance: Peter Mellor  Director of Corporate Affairs 
Teresa Cunningham PA to Trust Board (minutes) 
Lucy Wiltshire  Head of Organisational Development 
Lesley Bishop  Clinical Director Respiratory 
Nigel Cowan  Clinical Director Radiology 
Sophie Phillips Clinical Director Orthopaedics 
Greta Westwood Deputy Director of Research and Innovation 

Item 
No 

Minute 

178/16 Apologies: 

Mike Attenborough-Cox, Non-Executive Director 

Declaration of Interests: 
There were no declarations of interest. 

179/16 Staff Story 

Lucy Wiltshire, Head of Organisational Development, Lesley Bishop, Clinical Director 
Respiratory, Nigel Cowan, Clinical Director Radiology and Sophie Phillips, Clinical Director 
Orthopaedics, were in attendance for this item and delivered the following presentation: 

179.16 Staff Story 
Trust Board 1 Decemb

The Medical Director commented that the decision taken a few years ago to establish the 
role of Clinical Director on a permanent basis had proved to be a great success and fully 
supported the Health Secretary’s agenda for a clinically led health service and his intention 
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to fast track medical management programmes. 

Steve Erskine asked what might be added to the programme to further improve it. Lesley 
Bishop felt strongly that it was a rolling programme and reactive to where the Trust is at the 
time and that they would not get the best from it if it was too structured. Steve Erskine asked 
for further Clinical Director feedback as the programme moves forward.  

John Smith wanted to know what had been learnt around professional relationships with 
colleagues, especially managers, and had it altered the way in which they interact with them 
and, could they manage the budget responsibility that comes with being a Clinical Director. 
Sophie Phillips confirmed that the course provides an opportunity to discuss different 
financial issues and that through sessions provided by the local Commissioners, and others, 
she now had a greater understanding of how money moves through the Trust and through 
different departments and is able to share this knowledge with colleagues. 

Liz Conway enquired whether a regular source of complaint – ‘patient communication’ - was 
addressed during the programme. Lucy Wiltshire confirmed that good communication is a 
key component of good patient experience and that it is addressed during the course. 
Different ways to effectively communicate across the Trust were discussed. 

The Chairman noted that these programmes deal with ‘general development’ and asked if 
the substantive issues of urgent care and finance are incorporated into the programme.  He 
also asked about on-going support after the programme had concluded.  Lucy Wiltshire 
replied that the programme is structured to ensure that CSC’s are able to effectively deliver 
their services and manage people to be able to deliver the strategic priorities of the 
organisation. There are sessions focussed on both local challenges and strategic priorities. 
There is a need to have the right people in the meetings to address major concerns. The 
more people that attend, the more effective the programme can be.  

Nigel Cowan confirmed that urgent care is discussed and that Clinical Directors have the 
opportunity to rethink how they might work more efficiently within their departments.  The 
difficulty is being able to implement change. Lesley Bishop added that the sessions are 
extremely valuable for discussing urgent care as it brings the issue to the forefront. However 
she did not consider the sessions as the correct forum for problem solving. She also 
considered there to be good support from Business Service Managers and CSC 
management. 

John Smith commented that the presentation clearly demonstrated that Clinical Directors 
feel involved and valued and asked what lessons might have been learnt that could be 
transferred to other members of staff to improve morale. He had been approached by 
different members of staff who had suggested that staff morale was low. Nigel Cowan did 
not recognise staff morale as being low. Sophie Phillips agreed that Clinical Directors need 
to spread their high morale through their teams. 

The Chief Executive enquired as to whether the team were collaboratively working with 
system wide leaders. Nigel Cowan indicated that communication needs to be improved but 
that there were some elements of shared working. This is slowly improving but service 
developments are often geographically limited. Sophie Phillips was meeting with her 
Hampshire and Isle of Wight counterpart later that day and has well established links with 
Southampton. 

180/16 Minutes of the Last Meeting – 6 October 2016 

The minutes were agreed as a true and accurate record. 

181/16 Matters Arising/Summary of Agreed Actions 

All complete. 

182/16 Notification of Any Other Business 
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None. 
 

183/16 Chairman’s Opening Remarks 
 
The Chairman reflected that he had been disappointed that there had been no 
announcement of any extra resource allocated to either the NHS or to Social Services within 
the recent Chancellor’s Autumn statement.  
 
The two immediate main areas of concern for Portsmouth Hospitals NHS Trust remain 
unscheduled care and financial sustainability, which mirrors the National position.  Whilst he 
fully recognised the effort to resolve the issues, he said that it was essential that we do so. 
 
Sustainability and Transformation Board 
It was agreed to circulate the recently published Sustainability & Transformation Plan for 
Hampshire and the Isle of Wight. 
Action: Director of Strategy 
 
The next step is to turn this into a local delivery plan. There needs to be more collaborative 
system working within South East Hampshire on local delivery plans. There is an imperative 
to resolve any outstanding issues by 23rd December, when the final Plan is expected to be 
submitted. 
 
Local Matters 
He was delighted that Tim Powell would be continuing in his role as Chief Executive. 
 
The Chairman thanked all members of staff for their on-going efforts and their commitment 
to the Trust. 
 

184/16 Chief Executive’s Report 
 
The Chief Executive drew attention to key areas of his report: 

• NHS Improvement have published the final set of documents that make up the full 
consultation for the 2017/18 and 2018/19 national tariff, which closes on 6 
December 2016 

• NHS Improvement support the objectives outlined in the Five Year Forward View 
and the proposed 2017/19 local pricing requirements for mental health 

• A National ‘think-tank’ has highlighted the critical state of social care and it’s need for 
more funding in the Autumn Statement 

• The Health Committee acknowledges the fundamental mismatch between the 
demand for emergency services and the resources available 

• NHS Improvement publishes shadow segmentation for trusts to help maintain the 
Care Quality Commission ratings of ‘Good’ or ‘Outstanding’ 

 
Local News: 

• The Chief Executive shared the successes of Portsmouth Hospital NHS Trust at this 
year’s Shine Awards. These Awards celebrate excellence in education and training 
within the NHS and the number of highly commended and commended nominations 
is great recognition of the continuing work to improve services through workforce 
development, education and training.    

 
Outstanding Learner of the Year: 

 
Dr Lucy Everitt, ST5 Paediatrics, Highly Commended Finalist 
Dr Zoe Burton, Specialist Registrar Anaesthesia, Commended Finalist 

 
Apprentice of the Year: 

 
Lois Davis, CT/MRI Radiography Department Assistant, Highly Commended Finalist 

 
Chair’s Award: 
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Barry Hodgson, Head of Education for Scientists and Allied Health Professionals 
Highly Commended Finalist 

 
The Chief Executive fully recognised that our congested unscheduled care pathway was 
having a detrimental effect on ambulance handover times and that we needed to resolve 
these delays.  South Coast Ambulance Service remained committed to working with us to 
resolve this issue. 
 
The Chief Executive reminded that there was to be a Christmas Jumper Day on the 16th 
December for staff to raise funds for Portsmouth Hospitals Charities. 
 
Steve Erskine announced that he and two of his Non-Executive colleagues were meeting 
with three of their counterparts from South Central Ambulance Service on 8th December. 
The Chief Executive will ensure that the Non-Executive Directors are fully briefed on matters 
relevant to their meeting. 
 

185/16 Integrated Performance Report  
 
Quality 
 
The Deputy Director of Nursing drew attention to the following areas, with supporting 
comment from the Medical Director: 
 

• Pressure Ulcers – there had been a positive improvement. 1 avoidable grade 3 and 
0 grade 4 pressure ulcers had occurred in October, compared to 3 grade 3 pressure 
ulcers reported in September 

• Falls – There had been a total of 5 confirmed severe harm falls in October (all 
reported as SIRIs), which is comparable to September. The current year-to-date 
position is 21 confirmed falls incidents with 18 resulting in severe harm (reported as 
SIRIs) and 3 in moderate harm. This equates to 0.2 falls incidents per 1,000 
occupied bed days 

• Patient Moves – The number of non-clinical moves after midnight had increased to 
135 (average 4.3 per day). The number between 21:00 and midnight had also 
increased to 176 (average of 5.6 per day). This increase in patient moves coincides 
with the increase in the utilisation of escalation areas, an increase in outliers, 
coupled with discharges not meeting demand expectations 

• Infection Control: 
o There had been 1 case of MRSA bacteraemia attributed to the Trust in 

October. There had been 1 baby in Neonatal colonised with the infection 
which was thought to have been transmitted from someone coming into the 
unit. The baby is fine. This is the first case for a considerable time 

o The Trust reported 1 patient with C.Difficile attributed to the Trust in October, 
against a monthly objective of 3 

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

• HSMR – There has been a slight increase on the rate previously reported for the 12 
months to June 2016. The Trust HSMR confidence interval is 104.42-114.62, the 
national average is 100; therefore, given the lower confidence interval is above 100, 
the Trust is considered to have more deaths than the national average. 

• Friends and Family – The Trust has seen a decrease in the response rate for the 
Emergency Department from 21.2% in September to 14.5% in October; however, 
this remains above the national average of 13% in September 

• The Parliamentary Health Service Ombudsman report has been published. 
Portsmouth Hospitals NHS Trust is reflected in a positive light; complaints reported 
and those carried forward are significantly lower than the rest of the country 

 
Steve Erskine expressed his concern at the increase in patient moves after midnight. The 
Director of Nursing replied that this problem is exacerbated by the low number of early 
discharges.  The Trust is working closely with ECIP to improve the current situation. She 
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anticipated an improved position for November. 
 
Operations 
 
The Chief Operating Officer drew attention to the following areas of his report: 

• Delayed Transfer of Care - changes to the reporting of this standard has led to a 
delay in the performance against the standard being available, it is expected that the 
national reporting deadline will be achieved. The average number of medically fit for 
discharge patients in Trust beds was 259, with a maximum of 290 compared to 214 
last month and 141 in October last year 

• RTT – the Trust achieved 88.87% against the 92% standard for October, and had 
not meet the improved trajectory of 92% at aggregate level with speciality fails due to 
continued capacity issues 

• Diagnostic Waits - the maximum 6 week waiting time standard for diagnostics was 
achieved, performance was 99.13% against the improvement trajectory of 99.1% 
(national standard 99%)  

• Cancer - 7 of the 8 national standards were achieved. 31 day subsequent surgery 
and 62 day first definitive treatment are currently not being achieved, although the 
validation and capture of all treatments is expected to improve performance and 
there is potential to recover both standards. Provisionally there were 4 patients who 
had waited more than 104 days for treatment, 1 would not be attributable if breach 
sharing guidance is applied.  

• A&E – Performance was 75.9% against the National 95% standard and the local 
improvement trajectory of 85%.  Total attendances in October had averaged 393 per 
day compared to 392 per day in October last year despite the direct admission of GP 
heralded patients. There had been 1 breach of the 12 hour trolley wait standard. A 
route cause analysis has been carried out and learning has been identified 

 
Steve Erskine asked when the Trust could expect to see an improvement with respect to 
RTT. The Chief Operating Officer confirmed that the agreed plan had been implemented 
and that we should now start seeing positive results. The Chief Executive was confident that 
the shared plan would bring about improvement and help achieve our target in April 2017. 
The recovery plan will be shared at the Finance and Performance meeting on 22nd 
December. The Chief Operating Officer was confident that from 1st March the RTT standard 
would be achieved. 
 
Finance 
 
The Director of Finance drew attention to the following areas of his report: 

• Financial performance in month 7 was significantly below the level required in the 
Trust’s financial plan 

• A very difficult month had been anticipated – pay and non-pay expenditure was 
materially as forecast, with very material overspending on pay continuing the trend of 
recent months 

• The most significant factors in the adverse performance were: 
o Under delivery of income against plan (£2m) 
o Further under delivery of income against forecast (£1.3m) – mainly 

attributable to the effects of unscheduled care pressures and lower than 
anticipated activity in some areas 

o Loss of STF funding (£1.2m) 
• Month 7 financial performance, being £1.3m worse than forecast, places further 

pressure on our already considerable challenge to achieve the year end control total. 
Those pressures have continued during November. The Trusts income forecast is 
now under very substantial pressure 

• Our success at mitigating and managing unscheduled care pressures will be crucial 
to our success in relation to this and the Board will discuss this in detail, later today 

• In relation to cash, a number of agreements have been reached to mitigate the 
immediate issues, but a longer term solution is still required before the end of the 
financial year and we continue to pursue this with NHSi 
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Points to note: 
• The Board report now reflects the finance use of resource metrics which are set out 

in the NHSi Single Operating framework, which come into effect as the basis on 
which provider sector performance will be assessed. Our position in respect of this 
reflects the issues I have emphasised today and within the report, particularly in 
relation to cash, with an overall score of 3, with 1 being the best and 4 the worst 

• The Finance Director will prepare a more detailed paper on the detail of the metrics 
for the Finance Committee 

• Reported CIPs continue to be ahead of plan year to date, although based on the 
current forecast, this position will start to reverse in terms of variance to plan over the 
remainder of the year. We are targeting this through our internal financial recovery 
plan measures 

The Trust’s adverse position against the agency control total is reported on the summary 
schedule; addressing this will be a key factor in our response to the significant challenges 
being faced for the remainder of the year 

 
Workforce 
 
The Interim Director of Workforce drew attention to the following areas of her report: 

• The temporary workforce capacity decreased to 358 FTE in October, this is an in- 
month decrease of 67 FTE and comprises 5.2% of the total workforce capacity. This 
is a 1.1% decrease compared to September 2016. 

• Pay is over target. 
• Substantive workforce increased by 120 FTE in October 
• Appraisal compliance has increased and currently stands at 81.4% in October, 

however this is below the 85% target. The appraisal compliance has been below 
target since the beginning of the financial year. Efforts for further improvement will 
continue. 

• Total essential skills compliance increased in October from 87.8% to 88.4% and 
continues to be above the 85% target. 

• Flu uptake has improved, with 51.3% of our front line workers vaccinated at 15 
November 2016. Workplace vaccinators were awarded Employee of the Month by 
the Medical Director and Director of Corporate Affairs. The Trust will soon be able to 
produce a report of those who have declined the vaccine. 

• On 19th October Portsmouth Hospitals NHS Trust had participated in the national 
FAB Change Day by holding an open day for all staff to celebrate and share 
continuous improvement at PHT.  

 
John Smith referred to reports from the GMC that had detailed dissatisfaction from trainees 
regarding training opportunities and asked how Portsmouth Hospitals NHS Trust featured in 
that survey. The Director of Workforce confirmed that she does receive the reports from the 
GMC and intends to start including them in future Trust Board papers. The Medical Director 
confirmed that there were fewer concerns raised than had been in previous reports. 
 
The Director of Corporate Affairs thanked the Hampshire Fire Service for carrying out their 
recent live practical exercise. The Chairman asked how the Trust could further improve face 
to face training, recognising that a difficulty is in releasing staff from their daily duties. The 
Director of Workforce announced that trainers were willing to come to ward areas and other 
departments to carryout face to face training should it be required. 
 
Liz Conway commented that Portsmouth Hospitals NHS Trust appeared to be below 
average in the number of Nurses eligible for retirement at age 55. The 25 to 34 age band in 
Nursing & Midwifery is as a consequence of the age profile of our EU nurse recruits. As 
nurses are eligible for retirement at age 55, 13.1% of our nurses could retire. 
 
The Chairman reminded of the need to continue to drive down temporary working costs and 
of the need to carry out an exhaustive analysis to see what was causing this and where it 
would be safe to start cutting back.  
 
He thanked all of those staff who contribute to the creation of the Integrated Performance 
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Report. 
 

186/16 CQC Enforcement Notice and Urgent Care Quality Improvement Plan (CQC) 
 
The Director for Emergency Care presented this report, which comprised of 2 parts: 

• Part A – compliance with the CQC improvement notice 
• Part B – compliance with the Urgent Care Improvement Plan 

 
• The CQC had found significant improvements in patient safety during their inspection 

in September and have proposed the removal of the conditions imposed on the Trust 
through the Enforcement Notice 

• Following their latest inspection, a Requirement Notice was issued.  As a result, the 
action plan contained within this report has been produced.  This plan has been 
submitted to, and agreed by, the CQC, NHS Improvement and the Clinical 
Commissioning Group 

• This action plan replaces the previous ‘Urgent Care Quality Improvement Plan’ with 
any outstanding actions being incorporated into this plan 

• Progress against this plan will be presented to the Trust Board, Governance and 
Quality Committee and Commissioners on a monthly basis 

• A route cause analysis has been carried out regarding the ambulance handover 
delays on 24th October. No shortfalls of care have been identified and there was 
good collaborative working between ourselves and South Coast Ambulance Service 

 
The Director of Nursing agreed that there was a clear plan in place. The CQC and NHSI 
have questioned whether the right assurance is being given to the Board. The Director of 
Nursing confirmed that the methods of assurance had changed and that there will be 
fortnightly peer reviews and external scrutiny.  
 
The Chairman asked whether all of the requirements of the Requirement Notice had been 
achieved. The Director of Nursing confirmed that 95% had. The Director of Nursing will 
update the Urgent Care Improvement Committee on the 30th December. 
Action: Director of Nursing 
 

187/16 Quarterly Innovation and Research Report 

 This item was taken out of turn. 
 
Greta Westwood, Deputy Director of Research and Innovation, was in attendance to present 
her report and drew attention to the following key points: 
 
• Patient recruitment into research studies continues to improve;  we are currently ranked 

2nd nationally for large acute trusts (n=44) 
• To date, we have recruited 2,473 patients into research studies (76% of our annual 

target) 
• Portsmouth Hospitals NHS Trust is ranked in the top 3 nationally for recruitment in the 

following specialities:  
o Haematology  
o Surgery  
o Respiratory disorders 
o Gastroenterology  
o Hepatology  
o Stroke 

• We are ranked in the top 10 nationally for recruitment in the additional following 
specialities:  

o Cancer 
o Ophthalmology 
o Cardiovascular disease 
o Diabetes 
o MSK 
o Reproductive health & childbirth 
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o Children, neurological disorders 
o Dementia, critical care   
o Dermatology 

 
• 67% of all commercial studies have delivered to time and target 
• A finance report shows a balanced R&I income & expenditure position 
• Feedback from patients involved in our research studies is positive; 92% of patients 

stated they would recommend our service. The average “I Want Great Care” score was 
4.67 (max 5) 

• Portsmouth Hospitals NHS Trust continues to deliver high impact research; a case study 
highlights how research can offer new, life changing treatments to patients 

• As part of the drive to innovate and encourage staff led change within the trust, 470 staff 
members are now registered on Ideasport and 117 ideas have been recorded to date; 
examples are highlighted 

 
188/16 Board Assurance Framework 

 
The Director of Corporate Affairs described how he and the Chief Executive had agreed the 
expectations of the Board Assurance Framework.  It needs to clearly identify the risks, what 
the consequences might be, the critical success factors to mitigate the risk, actions to be 
taken and what might get in the way. They agreed that the current template is a little 
restrictive and will look at changing it. 
 
The Director of Corporate Affairs asked the Board to reflect on the risks to ensure that they 
are accurate and the current risks that threaten the organisation’s priorities and to assure 
themselves that the proposed actions will mitigate the risk. 
 
Liz Conway thought that some target dates might not be achievable. 
 
The Finance Director thought some of the scoring and RAG rating to be a little misleading 
and not an accurate reflection. The Chief Executive agreed that not all of the risks are 
clearly articulated and need to be revised. 
 
The Chairman asked how the Trust is managing the risks and are they actively being 
managed? The Director of Corporate Affairs explained there is an identified responsible 
executive lead and Committee to look at the management of the identified risks. The Chief 
Executive agreed that whilst there are plans in place to mitigate all of the risks, he and the 
Director of Corporate Affairs would require more robust actions to be identified. 
 
The Chairman enquired as to whether the Framework was a register of risks or merely a 
tool? The Director of Corporate Affairs explained this was a register that committees could 
use as a tool to hold executives to account.  
 

189/16 Charitable Funds Report and Accounts 

 The Director of Corporate Affairs presented this report. The Board is required to formally 
receive and approve the Charitable Funds Annual Report and Accounts 2015/16. 
 
The Director of Corporate Affairs updated the Board on the follow points: 

• External Audit had issued their audit report to the Audit Committee 
• The Audit Committee had received the annual report and accounts and approved 

them for submission to Board for formal approval 
 
The Accounts were approved. The Accounts need to be signed by both the Chairman and 
Chief Executive. 
Action: Chairman and Chief Executive 
 
The Director of Corporate Affairs acknowledged the fantastic support from all of our 
volunteers throughout the year.  He reminded that there was an annual function to which 
they were invited in order to recognise their contribution and to give thanks to them. 
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The Director of Strategy enquired as to what the next Rocky Appeal will be. 
 
Mark Nellthorp responded to say there will not be another Rocky Appeal in its current form, 
this is the last one. It was suggested that the next focus be for raising money to buy much 
needed equipment, however Mark Nellthorp informed the Board that the Trust is not able to 
use charitable funds to fill funding gaps, but only to purchase ‘extras’ for the Trust. A new 
item to raise funds for will be identified and he will update the Board accordingly. 
 
The Chairman thanked the Director of Corporate Affairs and Mark Nellthorp for their work 
with Charitable Funds. 
 

190/16 Charitable Funds Update 
 
The Director of Corporate Affairs presented this report. He is encouraging the Charitable 
Funds department to build relationships with local businesses. 
 

191/16 Non-Executive Directors’ Report 
 
Nothing further to add. 
 

192/16 Annual Work plan 
 
The annual work plan was noted.   
 

193/16 Record of Attendance 
 
The record of attendance was noted. 
 
The PA to the Trust Board was asked to amend the record of attendance to show Dr John 
Smith in attendance at the November board meeting. 
Action: PA to Trust Board 
 

194/16 Opportunity for the Public to ask questions relating to today’s Board meeting 
 
Mr John Kennedy was disturbed to see that the number of patients being moved after 
midnight had increased as he thought that this would cause a great deal of distress to those 
patients, especially those with Dementia. The Director of Nursing replied that the intention 
was to have no moves after midnight, but if any were needed then it would be those patients 
who would be least affected. 
 
Mr Roland Howes commented that it was good to see appraisal and essential skill rates 
improving. 
 
Mr Roland Howes asked whether absence recording is limited to sickness absences or if it 
incorporates other reasons for absence; he was concerned that people who ‘just don’t turn 
up’ might not be recorded. The Director or Workforce replied that for the purposes of this 
report it was only sick absences that had been captured. Other absences are managed 
locally. The number of staff who simply ‘don’t turn up’ for work is extremely small and is not 
measured. Unexplained absences are often converted in other ways, i.e. annual leave, 
special leave etc. 
 
The Director of Nursing explained that for nurses, their working hours are reconciled on a 
monthly basis to enable each ward to ensure that all of their staff fulfil their contracted hours. 
 
The Chairman thanked the public for their attendance. 
 

195/16 Any Other Business 
 
The Chairman announced that this was the last Trust Board meeting for Simon Holmes, the 
Medical Director. The Chairman expressed his immense gratitude to Simon for his 
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contribution over the last 7 years as Medical Director. The Board joined in congratulating 
Simon and thanked him for his efforts and commitment. 
 
The meeting closed at 12:24pm. 
 

196/16 Date of Next  Meeting:   
  
Thursday 2 February 
Venue: Lecture Theatre, Queen Alexandra Hospital 
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 ROLLING ACTION POINTS FROM: Trust Board Meeting in Public     Thursday 1 December 2016 
 

2016 
Minute  Agenda Topic Summary of Action required Responsibility for Action 

is with Due Date  

183/16 Chairman’s Opening 
Remarks The published STP to be circulated to the Board Director of Strategy January 

186/16 
CQC Improvement 
Notice and Urgent 
Care Improvement 
Plan (CQC) 

The Chairman enquired at to weather all requirements 
of the requirement notice had been achieved. The 
Director of Nursing confirmed that 95% had been. The 
Director of Nursing to update the Urgent Care 
Improvement Committee on the 30th December 
 

Director of Nursing December 

188/16 Board Assurance 
Framework 

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

All January 

189/16 Charitable Funds 
Report and Accounts 

There is a requirement for the Chairman and Chief 
Executive to sign the Charitable Funds Accounts 

Chairman and Chief 
Executive January 

193/16 Record of Attendance 
The PA to Trust Board to amend the record of 
attendance to show Dr John Smith in attendance at the 
November board meeting 
 

PA to Trust Board January 
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TRUST BOARD PUBLIC – FEBRUARY 2017    Agenda Item Number: 7/17 
        Enclosure Number: (1) 

Subject: Report from the Chief Executive 

Prepared by: 
Sponsored & Presented by: 

Tim Powell, Interim Chief Executive 

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

Key points for Trust Board 
members 
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 – 2 February 2017 
 

1. Barcodes are being used to trace NHS patients and their treatments, manage medical 
supplies and monitor the effectiveness of equipment 
 
The barcode technology used in major industries such as aerospace and retail is being 
introduced to the NHS in England to improve patient safety.  Barcodes are being placed on 
breast implants, replacement hips, medication and surgical tools. 

 
The £12 million Department of Health ‘Scan4Safety’ project is already helping staff to 
quickly and easily track each patient through their hospital journey.  From the unique 
barcodes on wristbands patients receive when they enter hospital, to the barcodes used to 
record their medication and the equipment used in their treatment, each code can be 
scanned to show which member of staff administered each treatment, at what time and 
where. 

 
By using barcodes, anything that might develop a fault years later, for example a screw 
used in a knee operation or breast implant, can be traced.  The details, such as when it was 
used and the surgeon who carried out the procedure, can be found quickly and easily.  This 
technology will also help to eliminate avoidable harm in hospitals, including errors such as 
patients being administered the wrong drugs and surgery being performed on the wrong 
part of the body.  Early results from 6 pilot projects show Scan4Safety has the potential to 
save lives and save up to £1 billion for the NHS over 7 years. 
 

2. Plans to prevent hospital infections include more money for hospitals who reduce 
infection rates and publishing E. coli rates by local area 

  
Health Secretary Jeremy Hunt has launched new plans to reduce infections in the NHS.  
He announced Government plans to halve the number of gram-negative bloodstream 
infections by 2020 at an infection control summit. 

 
E. coli infections, which represent 65% of what are called gram-negative infections, killed 
more than 5,500 NHS patients last year and are set to cost the NHS £2.3 billion by 2018.  
There is also large variation in hospital infection rates, with the worst performers having 
more than 5 times the number of cases than the best performing hospitals. 

 
Infection rates can be cut with better hygiene and improved patient care in hospitals, 
surgeries and care homes, such as ensuring staff, patients and visitors regularly wash their 
hands.  People using insertion devices such as catheters, which are often used following 
surgery, can develop infections like E. coli if they are not inserted properly, left in too long 
or if patients are not properly hydrated and going to the toilet regularly. 

 
These new plans build on the progress made in infection control since 2010; the number of 
MRSA cases has been reduced by 57% and C. Difficile by 45%. 

 
3. Care Quality Commission Report:  Vital to work with Trusts to improve 

inconsistencies in investigating patient deaths 
 
The Care Quality Commission has released its report following a national review about the 
quality of investigation processes led by NHS Trusts into patient deaths.  The quality 
regulator has raised significant concerns about the processes undertaken by many Trusts 
and the failure to prioritise learning from deaths so that action can be taken to improve care 
for future patients and their families. 

 
The CQC’s review was carried out at the request of the Secretary of State for Health 
following the findings of the NHS England commissioned report into the deaths of people 
with a learning disability or mental health problem who were being cared for by Southern 
Health NHS Foundation Trust. 
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The CQC has identified some areas of good practice by Trusts that can serve as examples 
for others to follow and has also recognised the commitment of NHS staff to making change 
happen.  The Department of Health and national bodies will work with the CQC to develop 
their recommendations into clear improvement in care and to ensure families feel they have 
always been treated with kindness and candour. 
 

4. NHS Improvement Patient Experience Headlines Tool Launched  
 

A new tool has been developed by NHS Improvement, in partnership with Trusts, to enable 
staff to access key sources of published patient experience measures all in one place – 
friends and family, ambulance survey, A&E survey, community mental health survey, 
maternity survey, PLACE, CQC inspection ratings and more.  Users can get a sense of how 
an organisation is doing compared to others with similar characteristics.  Users can also 
move the data around and generate simple graphs. 
 

5. NHS Improvement 2017/19 National Tariff Published  
 

In partnership with NHS England, NHS Improvement has published the 2017/19 national 
tariff which aims to help Trusts to deliver sustainable, high quality care.  The new tariff 
contains a range of features designed to offer stability and a positive environment for 
realising the goals of the Five Year Forward View.  
 

6. NHS Confederation Appoints new Chief Executive 
 

The former head of the General Medical Council, Niall Dickson, has been appointed the 
new Chief Executive of the NHS Confederation, the organisation has announced.  A long-
serving senior figure in the health and social care sector, Niall has just completed seven 
years at the helm of the GMC, having previously been Chief Executive of health think tank 
The King’s Fund.  Niall will take up the role on 1 February, taking over from the 
Confederation’s interim Chief Executive, Stephen Dalton. 

 
7. Local News 

 
A copy of December and January’s team brief is attached for your information. 
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Team Brief – December 2016 
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Patient Safety Report 

Discharge 
• Importance of discharging at least 1 patient before 9.00am to be ready for 

the next patient.  Medicine CSC doing a lot of work on this 
• New Management of Expectation policy – A new 6 stage process to manage 

patient and family expectations around hospital discharge options and 
manage discharge delays relating to ‘choice/refusal’ issues.  Wards 
implement stages 1-3 

 
Learning from incidents/complaints/claims/mortality reviews 
• Patient moves and the importance of handover – point at which critical 

information can be ‘lost’ which can impact on care delivery 
• Any documentation that is created for the purposes of any kind of internal 

investigation, including anything put on Datix is disclosable and, whilst staff 
have a legal duty to ensure that they are open and honest, they also need to 
ensure that what they say is accurate and objective 

 
Datix update 
• Complaints module going live within CSCs 
• CSC risk registers being uploaded to the risk register module 

Mr Simon Holmes 
Medical Director 

Cathy Stone 
Director of Nursing 

How you can help 
• Ensure documentation is accurate and objective 
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Quality Care Review 

Quality Care Review – getting PHT to outstanding together 
• 24 Staff form all over the Trust supported the Quality Care Review for 

November 
• MOPRS CSC was reviewed. The following wards were visited;  G1, G3, F4, 

F1, overall the CSC was rated as good with some elements requiring 
improvement 

 
Areas of good practice noted 
• Excellent care planning and MDT working (F1) 
• Caring and passionate staff (G3) 
• Patients reported good care (all wards) 
 
Learning points 
• Short staffing and skill mix issues reported on G1, F1 and G3 
• Medical notes not consistently stored safely in all areas 
• Documentation and care planning requires more focus 
 

Next Quality Care Review – 11 January 2017 – 09.30-11.30hrs  

Mr Simon Holmes 
Medical Director 

Cathy Stone 
Director of Nursing 

How you can help 
• Please join a review and help PHT get to outstanding – Contact CareQuality.Review@porthosp.nhs.uk 
• Please think about the safety of Medicines and Equipment Checks  
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Chief Operating Officer’s Report 

Ed Donald 
Chief Operating Officer 

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

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

Ward Discharges Inc. SAFER 
• Trolley Dash Training Programme communicating recent process changes  
• December:  Focusing on which patients require referral to the IDS; how the IDS will support post 

referral; use of ICE and Bedview; details of Pathways 1, 2 and 3; as well as time to answer your specific 
questions on discharge planning 

• January:  Discharge standards, SAFER and Board Rounds 
• Training is for ALL staff groups, ask your Line/Ward Manager for more details or contact Tim 

Chittleburgh, Head of Discharge Services & Partnerships on bleep 1052 
 
MFFD/Stranded Patients 
• The successful work of the ward and IDS teams has reduced the number of patients delayed over 14 

days since declared MFFD supported by the spot purchasing of additional Care Home beds.  The focus 
of all involved in discharge planning now needs to be on those patients waiting between 7-14 days 

Ave rage number of MFFD patients  each month 
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Finance Director’s Report 

Chris Adcock 
Finance Director 

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

Year to date Financial position (£9.2m deficit at Month 7) 
 
• Successful delivery of financial control total for the first two quarters of the financial year, however: 

‒ CIP performance underpinned by one off savings YTD at Month 7 of £1m in addition to operational 
budget overspends.  As a result, the financial run rate in Q3 is not where it needs to be 

‒ Income for October (and now November) was considerably below plan 
‒ Pay expenditure is still considerably higher than plan (£3.9m overspend YTD) 

 
• The Month 7 YTD position is £5.4m adverse variance to plan 

‒ £2.1m relates to non-achievement of Sustainability and Transformation Funding though this may still 
be recoverable depending on performance and delivery for the rest of the financial year 

Year End forecast (Plan was to achieve a £1.2m surplus) 
 
• The Trust needs to implement and deliver the financial recovery plan between now 

and the end of March 2017.  There is considerable risk incorporated in the financial 
position and we need to proactively manage this 

• As part of this CSCs are being asked to pursue plans to deliver their current best 
case forecasts, which will assist in improving the position by circa. £3m 

• A series of other plans have been proposed to deliver the balance required and all are 
set out in the Trust’s internal recovery plan 
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Director of Workforce and OD Report 

• The recruitment intranet page has been updated.  You can find step by step guidance, along with recruitment 
forms etc.  If you have any comments regarding the webpage please contact Ruth Dolby 

• Medical HR are supporting the implementation of the 2016 junior doctor contract for training grade doctors which 
focuses on education and safe working.  Obstetrics and Gynaecology SpRs transitioned to this contract in 
October 2016 and the Foundation Year One trainee doctors from 7 December.  There is a phased transition for all 
trainee doctors until October 2017.  For more information contract Clare Drake/Caroline Man 

• PHT will be a BETA site for the new ESR Interface in January 2017.  Please encourage all staff to access the new 
screens and provide feedback when requested.  We will be providing support via drop in sessions etc. which will 
be publicised soon 

• Congratulations to Amy Mirner and Carl Davies who have both successfully completed a Postgraduate Award in 
Medical Education with Keele University 

• Congratulations to Vern Belen, one of our Filipino nurses, who recently passed the NMC Competence exam and 
has now received her registration from the NMC 

• Laura Wood and Beverley Stockwell were invited to present a poster on the BEACH™ Course at the Patient 
Safety First Conference at the Excel, London in November.  It was a great success and there was a lot of interest 
in the course.  Well done to both of them for representing PHT and the great work done in L&D 

Rebecca Kopecek 
Interim Director of 
Workforce and OD 

How you can help 
• Reminder for Staff to protect themselves their colleagues family and our patients by getting the flu jab. 

• Prevention of Bullying and Harassment – the B&H advisor is supporting 35 staff who have to 
date accessed the ‘Respect Me’ campaign.  Further support is being rolled out to a number of 
departments who have accessed the advisor to work with them directly.  Leaflets promoting the 
‘Respect Me’ campaign were distributed to all staff via payslips last month which provides further 
information on how to access support or find out more information. 

• Job Planning for medical staff – following the recent Department of Health guidance, an annual 
job planning process was launched in September which focuses on working with Clinical 
Directors to develop activity based job plans in line with a new timetable and 
framework.  Further information and support can be accessed via 
Rachel.weeks@porthosp.nhs.uk 
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Director of Strategy 

2-Year Operating Plan 2017/18 – 2018/19 
 
• First full draft submitted 24 November in line with national timetable 
• Final version due 23 December 
• PHT operating plan fully aligned with the HIOW STP and local commissioning 

plans 
• Now working on a system-wide delivery plan with local partner organisations to 

ensure integrated delivery 
 
IT 
 
• Reinforcement of previous messages around cyber security and inappropriate 

use of the Internet 
• Pleased to announce the David Murday, AMU Consultant, has been appointed as 

the Trusts first Chief Clinical Informati0on Officer (CCIO) 

How you can help 
• You can help the Trust reduce the environmental footprint and reduce our energy bill – lights PCs, radios, phone chargers left 

on use energy.  If it doesn’t need to be left on, switch it off!!  
Simon Jupp 

Director of Strategy 
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Staff-Led Change 
 Putting staff at the centre of change… 

Reward 
& 

Recognition 
YOU’VE HAD YOUR SAY!  

NHS Staff Survey 2016  

Thank you to the 4191 staff who completed and returned their 
questionnaire 

The response rate was 58% (to be verified) 
 

Those who have been randomly selected to win an iPad or Kindle 
Paperwhite tablet will have them delivered to their workplace before 
Christmas. 
 
We will share and celebrate our improvements and successes. 
 
We will receive our full report from the CQC in February 2016 and will 
know how we compare against last year and against all other acute 
trusts nationally.   
 
From this data a trust wide, overarching plan will be developed and 
initiated to address key areas for improvement as well as Clinical 
Service Centres developing and initiating plans to address areas for 
improvement that may be specific to their CSC. 

How you can help  
• Share the Reward and Recognition information with teams and colleagues 

Reward and recognition comes in many forms, not just pay.  Total 
Reward is everything we perceive (believe, feel) to be of value resulting 
from our employment relationship, it encompasses all aspects of work that 
are valued by us all.  This could be tangible things such as pay and 
pension or intangible things such as how safe we feel at work or the 
quality of leadership and development.  Access the Reward and 
Recognition web pages for information and links on: 
 

• Core rewards for PHT staff 
• Optional rewards 
• Intangible rewards 
• The Total Reward Statement 
• Departmental recognition 
• Team events 
• Feedback from and to staff 

 
Accessing and using our total reward and recognition package helps us 
all to: 

• Take pride in our work and in our job responsibilities 
• Feel appreciated for our contributions 
• “Go the extra mile” 
• Heighten level of commitment to the organization 
• Improve relationships between co-workers 
• Be more open to constructive feedback 
• Strive to meet and/or exceed performance expectations 
• Support and promote a positive atmosphere in which praise prevails 
• Get more enjoyment out of the work we do 
 

Email O.D@porthosp.nhs.uk if you require any further information 
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Employee of the Month 

The Employee of the Month was Janice Bull, Orthopaedic 
Secretary. 
  
Janice was nominated by Ms A, a patient who wrote to the 
Chief Executive to bring Janice to his attention.  Ms A wrote 
that Janice deserves recognition for the help and empathy 
that she gives to the patients.  Janice listens to the patients’ 
needs and tries her upmost to help and accommodate them 
whilst always being polite and friendly,  as Ms A states 
“nothing is ever to much for her”. Janice demonstrates the  
Trusts values of respect and dignity, quality of care, and 
efficiency and Ms A would like to thank her on behalf of 
herself and other patients that she has helped.   
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Research & Innovation Report 

How you can help 
• Sign up for the R&I conference and submit an abstract 

• Halfway through the year PHT has recruited 70% of the 
FY16/17 goal and currently stands second nationally in the 
league for acute Trusts 

• A Trust initiative which has significantly “slashed’ emergency 
department visits for patients with airways diseases wins 
prestigious HSJ award 

• As part of alcohol awareness week local media highlighted 
PHT research showing more support is needed to increase 
awareness in veterans about alcohol misuse 

• Recruitment for the PHT-led Respect-Meso trial is now 
complete with 174 patients and 145 carers recruited into the 
trial. 

• PHT are top UK recruiting sites for the Artemis Trial and 
SoMOSA Trial 

• Research & Innovation conference on Wednesday 10 May 
2017: Early Bird Tickets now available and call for abstracts 
open 

Prof Anoop 
Chauhan 
Director of 
Research & 
Innovation 

Dr Greta    
Westwood 
Deputy 
Director of 
Research & 
Innovation 

And from IdeasPort this month 
A walk in repair clinic for inpatients with NHS 
hearing aids needing audiology repair services 
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Communications 

As well as ongoing media enquiries 
and projects, the Communications 
team have supported various Trust-
wide campaigns over the last month.  
These include: 
 
• MOPRS recruitment day – using 

#hellomynameis to promote the 
event 

• Facebook ambassadors – 
encourage your teams to nominate 
a colleague 

• Learning & development – The 
Open University and University of 
Portsmouth prospectuses 

• Christmas 2016 – choirs, gift-
giving, media and photo 
opportunities 

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

PortsmouthHospitalsCharity 

@PorthospCharity 

4 March 2015, Hollie age 2, was rushed to CAU with breathing difficulties 
following chicken pox. 
 
Hollie’s Mum said “The next day on Hollies 2nd birthday it was confirmed by 
CAU that Hollie had Strep A, both lungs had collapsed and fluid was drowning 
her organs.  The team struggled to stabilise her, when Hollie went into 
respiratory arrest.  A Surgeon on CAU opened her up at her bedside and placed 
a drain straight into her lung.  Hollie was then put onto a life support machine. 
 
CAU saved her life! They weren't waiting, they weren't hesitating, they were 
saving!  We are eternally grateful to CAU and to the Paediatrics ICU.  I owe 
them the world for letting me see my baby girl laugh, play, grow and to kiss her 
goodnight.  These people are guardian angels and they made a miracle come 
true in my life”. 
 
Events coming up: 
 
23 March Crabtree & Evelyn Pamper and Shopping Evening 
 
9 April Brighton Marathon  places available 
 
23 April Southampton marathon / ½ marathon / 10K  places available 
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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 2nd Friday 
of each month 

By the 3rd Friday 
of each month 

As they happen 
 

By the 1st Friday 
of the following 

month 

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

 
 
 

Link to Team Brief and dates 
on the Intranet  
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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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Team Brief – January 2017 
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Patient Safety Report 

• Daily mortality review piloted successfully in respiratory, further roll out to 
MOPRS commencing February 

• 1b49 discharges very successful in the last month to help with early flow – 
particular acknowledgement to Medicine CSC who started and led this 
initiative 

• Significant and increasing number of Safety Learning Event forms that need 
addressing by CSCs – weekly CSC update of outstanding forms 
commenced 

• Volunteering – the future – a strategy for 2016 – 2020 
 Working in partnership with our volunteers and staff, we have written a 

strategy which aims to make PHT the volunteering opportunity of choice 
 We shall have a more inclusive and diverse volunteer community with 

equity with our paid staff, by the provision of training, support, 
involvement and recognition of the contribution they make 

• A new Volunteers Council will oversee the implementation of our ambitious 
plans to further develop volunteers to support us to provide a positive 
experience of care 

Cathy Stone 
Director of Nursing 

How you can help 
• Ensure safety learning event forms are completed in a timely manner 
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Quality Care Review 

Quality Care Review – Getting PHT to Outstanding Together 
• 17 Staff from all over the Trust supported the Quality Care Review for 

December 
• Surgery and Cancer and Head and Neck CSC’s were reviewed and the 

following wards were visited: D7, E2, E3 and D8.  Overall they were rated as 
requiring improvement with good elements noted 

 
Areas of good practice noted 
• Compassion, professionalism and patience reported (E3) 
• Good privacy and dignity (E2) 
• This is me booklet in use (D8) 
• Good Food reported from patients (D7) 
 
Learning points 
• Medicines security to be improved on all wards  
• Noise at night (E2) 
• Call bells ringing for a long time 
 
Next Quality Care Review – 20 February 14.00-16.30 hrs   

Cathy Stone 
Director of Nursing 

How you can help 
• Please join a review and help PHT get to outstanding – Contact Qualitycare.Review@porthosp.nhs.uk 
• Please think about the safety of Medicines and Equipment Checks  
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Chief Operating Officer’s Report 

Ed Donald 
Chief Operating Officer 

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

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

Ward Discharges Including SAFER & Stranded Patients – successful 
work by ward and IDS teams has reduced the number of patients delayed 
over 14 days freeing up significantly beds occupied by patients who no 
longer need to be in hospital 
 
One Before 0900 (1b49) – patients being discharged daily before 1200 
has increased month on month since September.  We still need to do more 
but well done and thank you to all staff who have been involved in 
ensuring at least 1 patient on each ward is discharged before 0900 freeing 
up beds earlier for those who require admission 
 
Remember to use the Discharge Lounge to care for patients who are 
waiting to go home, call  ext. 3900 to discuss your patients care needs if 
you are unsure if they are suitable for transfer to the Discharge Lounge, 
the team will be happy to help if they are able 
 
How to access ICE to compete IDS Referrals:  
  
Complete the (30 min) online ICE Training ‘I am in the Moodle’ ICE 
Training http://www.i-am-in-the-moodle.co.uk.  Once completed contact the 
IT Helpdesk 7701 2333 option 3 (IT Training) to confirm you have passed 
and access will then be requested – Nurse Wristband.  Alternatively you 
can book onto an IT Workshop for one hour to complete, by contacting the 
IT Helpdesk as above.  (Workshops run Tuesday to Thursday 9am to 4pm) 
 
Remember if you are disturbed when completing an IDS referral use 
idesktop to log off saving your partially completed referral on ICE for a 
longer period of time 
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Finance Director’s Report 

Chris Adcock 
Finance Director 

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

Year to date financial position to the end of November (Month 8) 
 
To recap: 
• Successful delivery of the financial control total for Q1 and Q2 
• But, expenditure run rate was higher than it needed to be 
• Non-recurrent / one off items were required to deliver this position 
• We entered Q3 spending more than our budget 
• Q3 and Q4 required further improvements above Q1 and Q2 levels 
 
Month 8 position: 
• An under-achievement of CIP targets YTD at Month 8 of £1m in addition to operational budget 

overspends.  As a result, the financial run rate in Q3 has not been where it needed to be 
• Clinical Income at month 8 was below plan (£2.0m adverse to plan YTD) 
• Pay expenditure is still considerably higher than plan (£5.2m adverse to plan YTD) 
• The Month 8 YTD position overall was an £8.6m adverse variance to plan 
• £2.7m of this variance relates to non-achievement of Sustainability and Transformation Funding 

though this in part may still recoverable 
 
Year end forecast v’s plan to achieve a £1.2m surplus 
• The Trust is now reporting slippage against this position 
• Recovery plans will need to be submitted to NHS Improvement 
• As part of this requirement all parts of the Trust must deliver or improve on their forecasts 
• All other items from the recovery plan presented previously are being progressed 
• Everyone has a contribution to make and can help best manage all of our resources 
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Director of Workforce and OD Report 

• Organisational Development Open Day:  23 February, 10.00am to 3.00pm.  Staff are invited to drop in and hear from inspirational speakers 
and browse the stands, subjects include: clinical leadership, talent development, continuous Improvement, personal development, coaching 
and mentoring and performance appraisal amongst others 

• Appraisal Audit 2016 – took place during October and November with a sample of 110 appraisal records audited.  Key points and 
recommendations were made and include: one fifth of objectives were SMART; less than one tenth of managers had received appraisal 
training; staff feedback on their appraisal quality was positive; ensure the most up to date appraisal form is used and all appraisers to read 
and implement the ‘Guide to setting SMART objectives’, the full report is available here and the SMART objectives guide is here. 

• The Continuous Improvement Steering Group are seeking to understand what improvement capability currently exists within the organisation 
as we push forward with developing the culture to be one of Continuous Improvement.  If you have undertaken Quality Improvement 
projects, Improvement training or have experience such as LEAN, PDSA, Six Sigma, please contact Organisational Development to advise 
of your skills and experience, and you will be invited to meet with the team 

• We are part of the national programme of Fast Followers who will be supporting staff to undertake the new role of Nursing Associate.  We 
have 7 Health Care Support workers who will be commencing the programme which includes a Foundation Degree and time to learn in 
clinical placements.  This is a joint initiative with other local NHS providers and an exciting opportunity to be involved for a new national role 

• Many congratulations to Pedro Miguel Braga da Silva Sardo and Caroline Fernandes de Sousa who have recently passed their IELTS exam.  
Pedro and Carolina both joined this Trust in September 2016 from Portugal and are currently working within Surgery 

• Congratulations to Ester Montebon, April Sta. Cruz, Judee Rallos, Veronica Belen, Syndy Manila, Edwin Masias and Ian Dela Cerna, nurses 
recently recruited from the Philippines, who have passed their Test of Competence Part 2 – the practical examination called an OSCE 
(Objective Structured Clinical Examination).  This is absolutely marvellous news for them, and us, as they can now practice as registered 
nurses.  We are expecting 7 more new recruits from the Philippines to join the Trust in January. 

• Process for authorisation and booking temporary staff has changed, training has been provided but details can be found on the new and 
improved temporary staff intranet page  

Rebecca Kopecek 
Interim Director of 
Workforce and OD 

How you can help 
• Reminder for Staff to protect themselves their colleagues family and our patients by getting the flu jab. 
• Read the full Appraisal Audit and implement actions within our area. 
• Let us know about your Improvement Skills and Experience 
• Release, Encourage your Staff to attend the OD Open Day on 23rd February 

• Trust Careers Open day is to be held on Saturday 15 July, this is for the Trust to show case and promote the roles and 
opportunities within the Hospital to school, college and University students, to inspire and give them guidance for 
careers within the Trust and the NHS.  If anyone would like to be involved please contact Julie Gissing or Lynn Hansell 

• Medicine for Older People, Stroke and Rehabilitation held a successful recruitment open day in December for Staff 
Nurses and Healthcare Support Workers. Over 40 people attended and 29 people were interviewed on the day - 27 of 
these were made offers of employment. MOPRS will be hosting a second recruitment event end of January 
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Staff-Led Change 
 National Staff Survey prize winners… 

Congratulations to the winners of the staff survey iPads and 
Kindles which were sponsored by the JCNC and personally 

delivered by Tim Powell, CEO, Rebecca Kopecek, Interim Director 
of HR with Steve Thomas, Karen Parker and Claire Winterford 

from the JCNC (who funded the prizes).  
As a reminder we achieved a 58% response rate in the National NHS 
Staff Survey, the winners were randomly selected by Quality Health  

(independent survey provider) with the survey results being published 
by the Care Quality Commission in February 2017. 

Alicja A'Court Speciality Doctor iPad 
Jeanette Corless Procurement Administrator Kindle Paperwhite 
Jess Clarke Operational HR Administrator Kindle Paperwhite 
Joe Shoebridge Research Facilitator Kindle Paperwhite 
John Macintosh Technologist Kindle Paperwhite 
Kirsty Williams Finance Business Partner Kindle Paperwhite 
Linda Ringshall HCSW  iPad 
Nicola Marshall Midwife IPad 
Rhona Douglas Ward Clerk iPad 
Sandra Boddy Biomedical Scientist iPad 
Sarah Jane Edney Patient Services Assistant iPad 
Simon Prior ICT Enterprise Architect Kindle Paperwhite 

The difference between a manager who is firm but fair and a 
manager who is bullying and harassing staff is often ambiguous.  

The department for work and pensions equality team have 
developed a framework to make clear distinctions between the two 

management styles: 
Firm but fair manager Bullying or harassing manager 

Consistent and fair Aggressive  inconsistent and unfair 

Reasonable and flexible Unreasonable and inflexible 

Willing to consult with colleagues 
and staff before drawing up 
proposals 

Believes that they are always right, has 
fixed opinions, believes they know best 
and not prepared to value other peoples 
opinions 

Insists upon high standards of service 
in quality and behaviour in the team 

Insists upon high standards of service and 
behaviour but blames others if things go 
wrong 

Will discuss in private any perceived 
deterioration before forming views 
or taking action and does not 
apportion blame on others when 
things go wrong 

Loses temper, regularly degrades people in 
front of others, threatens official warnings 
without listening to any explanation 

Asks for peoples views, listens and 
assimilates feedback 

Tells people what is happening, does not 
listen 

Respect Me confidential support line    Manned by impartial Staff Side 
representatives, this helpline offers guidance and support.  
Respect.me@porthosp.nhs.uk or leave a message on 02392 286000 ext. 4321 
The Toolkit, guides and posters can be found here Click here to see all winners photos 
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Employee of the Month 

The Employees of the Month were John Jenkins and Mark Keyte, Plaster Technicians, 
nominated by Dr Stephen Glennie who commends them for going the extra mile in 
assisting him in the Emergency Department with a young man with a foot fracture. 

He says ‘John and Mark went out of their way to 
apply a lightweight plaster cast to the patient in 
the Emergency Department cubicle, which 
meant he didn’t have to transfer  to another 
department and could get home sooner.  Dr 
Glennie said  “It was the best thing for the young 
lad and prevented extra visits to the hospital, 
and potential for him to hurt himself further.  It 
was very late in the working day and your team 
made no complaint or fuss but were able to 
facilitate above and beyond their duties’. 
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Research & Innovation Report 

How you can help 
• Book your place at the R&I Conference on 10 May 2017 – tickets now available 

Prof Anoop 
Chauhan 

Director of Research 

Dr Greta Westwood 
Deputy Director of 

Research 

Our Partnership with UoP goes from strength to 
strength, including: 
• New research grants:  Matt Chandy for Time2tap 
• Publications:  NICEVIS 
• Innovations:  Videos and animations on Deep 

Vein Thrombosis being made by Mr Simon Toh 
with staff and students from Creative Industries 

• New opportunities:  Joint funded Clinical 
Doctoral Research Fellow will be advertised 
soon 

PHT continues to nurture a research culture in which researchers thrive, grant income 
grows and patient outcomes improve.  For example: 
• Innovation surgeries – how can clinicians and SMEs work together to meet clinical 

needs 
• Specialist Nurse LiA session – lots of engagement with research, how do we get 

even more? 
• ‘Leaders in Research’ – informal session on how PHT can help its PIs and CIs to 

grow 
• Research Design Service are running a session for anyone interested in applying for 

NIHR funding on 1 February, 12.00-14.00 in QuAD – please book a place 
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Research & Innovation Report 

How you can help 
• Book your place at the R&I Conference on 10 May 2017 – tickets now available 

Prof Anoop 
Chauhan 

Director of Research 

Dr Greta Westwood 
Deputy Director of 

Research 

Research impact:  
• New publications, for example Br. J Radiology,  Allergy 
• Influence on policy:  Respiratory Futures live panel 
• More income for the Trust: Anoop Chauhan recently awarded 2 SBRI grants worth 

over £100k each 
 
Positive patient stories: 
John Bentley attended a MISSION ABC clinic having suffered from breathlessness for 
the last year.  As an ex-smoker he was worried but within an hour had undergone 
spirometry tests, seen a doctor who listened to his heart and lungs and had been given 
the all-clear. 
He said ‘It is nice to be checked out and it has really put my mind at ease, I think there 
should be more clinics like this for a variety of different conditions’. 
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Communications 

As well as ongoing media enquiries 
and projects, the Communications 
team have supported various Trust-
wide campaigns over the last month. 
These include: 
 
• Present-drop for our elderly 

patients  
 121k people reached 
 1.4k shares 
 Over 1,000 gifts donated! 

 
• Facebook ambassadors – 

encourage your teams to 
nominate a colleague 

 
• “New year, new me” recruitment 

campaign 
 
• Choose well – share public 

messages to help support ED 

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

• Increase in newly qualified nurses/preceptors 

• Restructuring of the Army Medical Services 

• LMA Magory - New Year’s Honours List 

• Development of specialist nurses 

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 

PortsmouthHospitalsCharity 

@PorthospCharity 

Christmas Jumper Day  
23 wards / departments took part raising 
£1,082 
 
Grateful family raise £3,391 for ICU  
Darren said ‘I am fundraising for the Intensive 
Care Unit as my partner passed away in 
September 2015.  She was there for three 
weeks and we are hugely grateful for the care 
and support she was shown during her stay’. 

Events coming up: 
4 February – Casino Night in aid of Renal at Four Marks 
Village Hall, tickets are £30 each or 2 for £50 and include a 
glass of champagne on arrival, email 
cherylharmes@yahoo.co.uk for tickets 
23 March – Crabtree & Evelyn Pamper and Shopping 
Evening 
9 April – Brighton Marathon 2 places left 
23 April – Southampton marathon / ½ marathon / 10K 
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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 – FEBRUARY 2017     Agenda Item Number: 08/17 
        Enclosure Number: (2) 

Subject: Integrated Performance Report (s) – December 2016 

Prepared by  
 
 
 
Sponsored & Presented by: 

Jane Lowe Head of Performance 

Tracey Stenning Head of Governance 

Leah Wilson Workforce Planning and Intelligence Manager 

Steve Smith Head of Financial Management 

Ed Donald Chief Operating Officer 

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

The reports identify risks and improvement in relation to: 

· National & Constitutional Standards 

· Regulatory requirements 

· Contract Requirements and 

· Trust priorities  

Key points for Trust Board 
members 
 

Please refer to the Integrated Performance Reports: 

· Performance Outcomes 

· KPI and dashboards and 

· Executive Summary 

Options and decisions 
required 

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

Next steps / future actions: 

 

On-going measurement of all standards 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 

 

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

Strategic Aim Strategic Aims 1,3,4 and 5 

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

Risk Description N/A 

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

Integrated Performance Report – December 2016 
Executive Summary  
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Integrated Performance Outcomes – December 2016 
• A deterioration in a number of quality metrics has been seen in December.  An upgrade to VitalPac has affected compliance with VTE 

screening, which for the first time has seen performance drop to below the required 95% target.  There has also been a significant 
reduction in compliance with dementia screening; with non-compliance with the required 90% target for quarter 3.  Improvements to 
the numbers of medically fit for discharge patients has seen a decrease in the number of times patients have been moved overnight, 
and it is encouraging that both the Friends and Family response and satisfaction remain above the national average.  

• Type 1 attendances (mean)  were 293/day during December (compared to 292 in December 2015). Overall A&E performance 73.02% 
against the 85% improvement trajectory. Type 1 conversion rate was 33%; 4,623 non-elective patients were treated in December, 6% 
(257) more than in December last year. The average number of MFFD patients occupying acute beds was reduced to 232/day; 
average occupancy was 95.2% (peaking at 97.8% with a low of 89.1% Christmas Eve) and there were an average of 51 escalation 
beds open (maximum 72). This high emergency demand led to significant operational challenges during December. 

•   The key areas of focus remain on discharge processes - for every ward to be ready to receive a first admission by 09:00, delivering 
10 discharges by 10:00 and 33% of discharges by 12:00. Managing the frail and elderly patients at PHT remains a major priority for the 
trust and whole system. The  FIT consistently prevent 4 admissions per day and the IDS is focusing on discharge to assess and 
clearing the MFFD backlog through a spot purchase plan.  

• Year to date the Trust has seen 4,153 (3%) more new outpatients than in the same period last year and treated 3,865 (6%) more 
elective patients.. Despite this increase in activity, due to increased demand and combined with the continued impact  of unscheduled 
care pressures the Trust did not achieve the RTT standard. The RTT recovery trajectory has been fully reviewed, strengthened and 
agreed with partners,  with additional actions to maximise the opportunity to achieve rapid improvement, including additional outpatient 
sessions, use of external capacity, and manage demand. There has been an increase in the number of patients waiting more than 35 
weeks for treatment, this was due to unscheduled care demand outlined above leading to 55 on the day cancellations, majority were 
due to bed availability.  There was 1 breach of the  28 day guarantee and performance against the diagnostic 6 wk standard was  
98.87%. 

• The Trust is currently achieving of 7 of the 8 national cancer standards, 62 day first definitive treatment, is currently not being achieved, 
though  expected to improve once validation and capture of all treatments is completed. Provisionally 7 patients were treated outside 
the 104 day maximum wait standard, equating to 6.5 breaches. 

• Despite the continued unscheduled care pressures the Trust achieved 10 of the 13 key stroke measures, this included 81.2% of stroke 
patients spending more than 90% of their hospital stay on a stroke unit and 87.5% of eligible patients receiving thrombolysis within an 
hour of arrival. 

• December recorded an actual deficit of £14.0m, this is £11.6m adverse to plan year to date. The December income position has been 
reported at planned levels for most points of delivery where activity information was not readily available. Cost Improvement Savings 
(gross of investments) of £17.6m have been recorded for the year to date against a plan level of £19.9m. The Trust has spent £7.4m of 
capital against a programme plan year to date of £9.6m. The Trust had a cash balance of £1.0m at the end of December which was 
within the minimum level of cash holding expected of £1.0m. Currently the Trust has drawn down £40.3m of its working capital facility. 
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Quality of Care Key Exceptions 
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Exceptions in performance to note 

Indicator Oct. Nov. Dec. Comment 

S
af

e 

Falls 5 2 6 

• 6 confirmed severe harm falls in December (3 of which occurred in November and reported as SIRIs in December, 3 
occurred in December).  

• Current year-to-date position is 31 confirmed falls incidents, 26 resulting in severe harm (reported as SIRIs) and 5 
resulting in moderate harm.  1 confirmed moderate harm incident under review as patient was not an in-patient at the 
time of the fall. 

VTE 
screening 95.8% 95.7% 90.92% 

• Significant reduction in risk assessment. Due, in main, to issues relating to an upgrade to VitalPAC. In order to comply 
with NICE guidance, the upgrade also introduced the requirement to carry out assessments on admission and again 
after 24 hours. This has caused some confusion as to when the assessments need to be carried out.  This has been 
escalated to the Senior Management Teams to ensure compliance is improved. 

SIRIs 12 9 16 
• Increase in SIRIs.  No significant increase in any specific category to explain the increase. 
• 2 Never Events reported in December; 1 retained foreign object and 1 wrong site procedure, neither patient suffered 

moderate or severe harm as a result.  

Regulation 28 - 

• The Trust has responded to the Regulation 28 referred to in the previous report. 
• At an inquest held in December the Coroner indicated that a regulation 28 report may be issued requiring the Trust and 

Portsmouth City Council to improve communication between them about discharge decisions, the report has not yet 
been received. 

E
ffe

ct
iv

e 

HSMR 
109.43 
(Aug. ’15 

– July ’16) 

108.18 
(Sept.’15 – 
Aug. ’16) 

109.77 
(Oct.’15 –
Sept. ’16) 

• Trust HSMR for the 12 months to September 2016 is 109.77;  an increase on the rate previously reported for the 12 
months to August 2016.  This sits within a confidence interval of 104.74 – 114.98.  

C
ar

in
g Dementia 

screening 93.2% 77.9% 63.4% 

• Significant reduction in compliance with dementia screening. 
• Quarter 3 compliance rate of 78% against a target of 90%; therefore, quarter 3 has not been achieved. This is the first 

time the target has not been achieved in over 2 years. 
• A review has commenced to understand the reasons for the decline in compliance; in particular the significant reduction 

in compliance in AMU. Performance data has been sent to the Chiefs of Service to instigate actions to recover the 
position.  

R
es

po
ns

iv
e 

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

135 
(4.3) 

132 
(4.4) 

79 
(2.5) 

• Decrease in the number of reported non-clinical moves between 2100 and midnight (144, average of 4.6 per day 
compared to 168; average of 5.6 per day in November) and between 0001 and 0700 (79, average of 2.5 per day 
compared to 132, average 4.4 per day in November). 

• The reduction in the number of moves aligns with a noticeable reduction in medically fit for discharge in the run up to 
Christmas and the recruitment of extra staff at the end of November to assist with patient flow.  

W
el

l-l
ed

 

Friends and 
Family test - • Increase in response rates for the Emergency Department, In-patient departments and Maternity. 

• Sustained reported satisfaction rates; above the national averages, with 100% being reported in Maternity. 
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Quality of Care Overview – December 2016 
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Quality of Care Overview – December 2016 
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Performance Against TDA Accountability Framework December 
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Portsmouth Hospitals NHS Trust  

NHS Constitution performance key Standards - December 
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Referral to Treatment (RTT) Incomplete standard 
• This is all patients waiting for treatment (total waiting list)  The Trust achieved 

88.2% against the 92% standard for December, and did not achieve the revised 
improvement trajectory of 90.1% at aggregate level with speciality fails due to 
continued capacity issues. 

• There was 1 breach of the 0 tolerance 52 wk. maximum wait standard. 
Diagnostic waits 
• The maximum 6 week waiting time standard for diagnostics was not achieved,  

performance was 98.87% against the improvement trajectory of  99.1% 
(national standard 99%)  

A&E service quality standards  
• Performance was 73.01% against the 95% standard and improvement 

trajectory of 85%  Total attendances in December averaged 367 per day 1 
more per day than in December last year despite the direct admission of GP 
heralded patients. 

• There were 0 breaches of the 12 hr trolley wait standard 
Cancer standards - Provisional 
• 7 of the 8 national standards were achieved, only the  62 day first definitive 

treatment standard is currently not being achieved, validation and capture of all 
treatments is expected to improve performance.  

• Provisionally there were 7 patients who waited more than 104 days for 
treatment. 

Cancelled operations  
• There was 1 breach of the 0 tolerance 28 day guarantee. 
• 1 urgent operation was cancelled but none of these for a second time. 
Delayed Transfers of Care 
• 4.9% of patients were officially delayed in their transfer of care compared to 

2.6% in December last year, the majority of patients are waiting for social care 
assessment.  

• Average number of medically fit for discharge patients in Trust beds was 221 
compared to 163 in December last year but an improvement from 232 last 
month. 
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Finance: Overview 
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Finance: Overview 
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16/17 Contracts Executive Summary – key exceptions to note 
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16/17 Contracts - Contract information is dependent on validation processes so this report is regarding Month 8 
CCG. 
• Progress against contract is illustrated on previous slide. 
• As expected, the CSU have increased scrutiny to the data to try to find more reasons not to pay for activity in 2016/17 as part of their 

financial turnaround efforts. A joint meeting is planned to resolve issues in 2016/17 without leaving legacy issues in 2017/18. 
 

Local CQUIN agreement 
• Following failure on the part of the Commissioners to follow the mandatory process for assessment of CQUIN for Q2, and suggestion 

to follow an undetermined process for further agreement, the Trust has issued a formal dispute notice under General Condition 14 of 
the contract. Although a locally-agreed process may result in successful agreement of payment due, formal notice will ensure timely 
and controlled agreement within a defined timeline without loss of any escalation and dispute mechanisms agreed as available to the 
Trust within the contract. Due to the Holiday period, the period of escalated dispute has been suspended until 9th January, and will be 
led by Kevin Nederpel for the first 10 days before potential Executive resolution afterwards if not resolved. Provisional agreement to 
close the dispute is awaiting final agreement by the CCG on data provided at Q2 to the CCG in inappropriate referrals and by FDs on 
the authenticity of the Paediatric CQUIN Investment delay reasons.. 

 
NHS England contracts 
• A Contract Performance Notice for delays in Pathology response times in Cervical Screening has been closed due to completion of 

the Remedial Action Plan. 
 
17/18 contracts 
• 17/18 contacts with CCGs and with NHSE are agreed and expected to be signed at time of publication of this IPR, with detailed work 

programmes agreed to finalise any outstanding details. 
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Workforce Executive Summary – key exceptions to note 
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Performance Theme 
 
• The total workforce capacity decreased by 46 FTE to 6910 FTE in December and  is 117 FTE over the new funded establishment. 

 
• The temporary workforce capacity decreased to 433 FTE in December and comprises 6.3% of the total workforce capacity. This is a 

0.8% decrease compared to November 16. 
 

• The number of shifts that have breached the capped rates or are off-framework have increased by 475 shifts to 2100 shifts for 
December 16. 

 
• The evidence collected for December indicates that overall staffing levels have decreased from 101.4% to 97.9% compared to planned 

levels. 
 

• The CHPPD metric has been recorded up to M9. The evidence collected for December indicates that overall CHPPD is 5.1 for RNs 
and 2.5 for HCSWs for PHT. This was similarly reported in previous months. 

 
• Appraisal compliance has increased and currently records at  83.3% in December, below the 85% target. The appraisal compliance 

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

• Total essential skills compliance increased in December from 89.3% to 89.4% and continues to record above the 85% target. 
 
• Fire Safety (face to face training) increased to 70.1% in December. 

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

 
• Sickness Absence Rate (12 month rolling average) maintained at 3.8% in November and remains above the target. In-month sickness 

absence increased to 4.1% in November and is above the target. 
 

• One safeguarding referral was received or reported in December. No whistleblowing and Professional Registration referrals were 
received and reported in December. 
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Portsmouth Hospitals NHS Trust 

Integrated Performance Outcomes – December 2016 
• A deterioration in a number of quality metrics has been seen in December.  An upgrade to VitalPac has affected compliance with VTE 

screening, which for the first time has seen performance drop to below the required 95% target.  There has also been a significant 
reduction in compliance with dementia screening; with non-compliance with the required 90% target for quarter 3.  Improvements to 
the numbers of medically fit for discharge patients has seen a decrease in the number of times patients have been moved overnight, 
and it is encouraging that both the Friends and Family response and satisfaction remain above the national average.  

• Type 1 attendances (mean)  were 293/day during December (compared to 292 in December 2015). Overall A&E performance 73.02% 
against the 85% improvement trajectory. Type 1 conversion rate was 33%; 4,623 non-elective patients were treated in December, 6% 
(257) more than in December last year. The average number of MFFD patients occupying acute beds was reduced to 232/day; 
average occupancy was 95.2% (peaking at 97.8% with a low of 89.1% Christmas Eve) and there were an average of 51 escalation 
beds open (maximum 72). This high emergency demand led to significant operational challenges during December. 

•   The key areas of focus remain on discharge processes - for every ward to be ready to receive a first admission by 09:00, delivering 
10 discharges by 10:00 and 33% of discharges by 12:00. Managing the frail and elderly patients at PHT remains a major priority for the 
trust and whole system. The  FIT consistently prevent 4 admissions per day and the IDS is focusing on discharge to assess and 
clearing the MFFD backlog through a spot purchase plan.  

• Year to date the Trust has seen 4,153 (3%) more new outpatients than in the same period last year and treated 3,865 (6%) more 
elective patients.. Despite this increase in activity, due to increased demand and combined with the continued impact  of unscheduled 
care pressures the Trust did not achieve the RTT standard. The RTT recovery trajectory has been fully reviewed, strengthened and 
agreed with partners,  with additional actions to maximise the opportunity to achieve rapid improvement, including additional outpatient 
sessions, use of external capacity, and manage demand. There has been an increase in the number of patients waiting more than 35 
weeks for treatment, this was due to unscheduled care demand outlined above leading to 55 on the day cancellations, majority were 
due to bed availability.  There was 1 breach of the  28 day guarantee and performance against the diagnostic 6 wk standard was  
98.87%. 

• The Trust is currently achieving of 7 of the 8 national cancer standards, 62 day first definitive treatment, is currently not being achieved, 
though  expected to improve once validation and capture of all treatments is completed. Provisionally 7 patients were treated outside 
the 104 day maximum wait standard, equating to 6.5 breaches. 

• Despite the continued unscheduled care pressures the Trust achieved 10 of the 13 key stroke measures, this included 81.2% of stroke 
patients spending more than 90% of their hospital stay on a stroke unit and 87.5% of eligible patients receiving thrombolysis within an 
hour of arrival. 

• December recorded an actual deficit of £14.0m, this is £11.6m adverse to plan year to date. The December income position has been 
reported at planned levels for most points of delivery where activity information was not readily available. Cost Improvement Savings 
(gross of investments) of £17.6m have been recorded for the year to date against a plan level of £19.9m. The Trust has spent £7.4m of 
capital against a programme plan year to date of £9.6m. The Trust had a cash balance of £1.0m at the end of December which was 
within the minimum level of cash holding expected of £1.0m. Currently the Trust has drawn down £40.3m of its working capital facility. 
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Exceptions in performance to note 

Indicator Oct. Nov. Dec. Comment 

S
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Falls 5 2 6 

• 6 confirmed severe harm falls in December (3 of which occurred in November and reported as SIRIs in December, 3 
occurred in December).  

• Current year-to-date position is 31 confirmed falls incidents, 26 resulting in severe harm (reported as SIRIs) and 5 
resulting in moderate harm.  1 confirmed moderate harm incident under review as patient was not an in-patient at the 
time of the fall. 

VTE 
screening 95.8% 95.7% 90.92% 

• Significant reduction in risk assessment. Due, in main, to issues relating to an upgrade to VitalPAC. In order to comply 
with NICE guidance, the upgrade also introduced the requirement to carry out assessments on admission and again 
after 24 hours. This has caused some confusion as to when the assessments need to be carried out.  This has been 
escalated to the Senior Management Teams to ensure compliance is improved. 

SIRIs 12 9 16 
• Increase in SIRIs.  No significant increase in any specific category to explain the increase. 
• 2 Never Events reported in December; 1 retained foreign object and 1 wrong site procedure, neither patient suffered 

moderate or severe harm as a result.  

Regulation 28 - 

• The Trust has responded to the Regulation 28 referred to in the previous report. 
• At an inquest held in December the Coroner indicated that a regulation 28 report may be issued requiring the Trust and 

Portsmouth City Council to improve communication between them about discharge decisions, the report has not yet 
been received. 
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HSMR 
109.43 
(Aug. ’15 

– July ’16) 

108.18 
(Sept.’15 – 
Aug. ’16) 

109.77 
(Oct.’15 –
Sept. ’16) 

• Trust HSMR for the 12 months to September 2016 is 109.77;  an increase on the rate previously reported for the 12 
months to August 2016.  This sits within a confidence interval of 104.74 – 114.98.  

C
ar

in
g Dementia 

screening 93.2% 77.9% 63.4% 

• Significant reduction in compliance with dementia screening. 
• Quarter 3 compliance rate of 78% against a target of 90%; therefore, quarter 3 has not been achieved. This is the first 

time the target has not been achieved in over 2 years. 
• A review has commenced to understand the reasons for the decline in compliance; in particular the significant reduction 

in compliance in AMU. Performance data has been sent to the Chiefs of Service to instigate actions to recover the 
position.  
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Patient 
moves (non-
clinical) 
between 
0001:0700 
(average per 
day) 

135 
(4.3) 

132 
(4.4) 

79 
(2.5) 

• Decrease in the number of reported non-clinical moves between 2100 and midnight (144, average of 4.6 per day 
compared to 168; average of 5.6 per day in November) and between 0001 and 0700 (79, average of 2.5 per day 
compared to 132, average 4.4 per day in November). 

• The reduction in the number of moves aligns with a noticeable reduction in medically fit for discharge in the run up to 
Christmas and the recruitment of extra staff at the end of November to assist with patient flow.  
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Friends and 
Family test - • Increase in response rates for the Emergency Department, In-patient departments and Maternity. 

• Sustained reported satisfaction rates; above the national averages, with 100% being reported in Maternity. 
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December position  
Avoidable hospital acquired grade 3 and 4 pressure ulcers 
• The Trust confirmed 2 avoidable grade 3 and 0 (zero) grade 4 pressure ulcers in December.  Both 

occurred within the MOPRS CSC.  This compares to 2 grade 3 pressure ulcer reported in November. 
• The current year-to-date position is 15 avoidable grade 3 and 0 (zero) grade 4 pressure ulcers. 

This represents an increase to the December 2015 position of 12 avoidable grade 3 and 0 (zero) grade 4 
pressure ulcers having been reported and is equivalent to the 2015/16 outturn of 15 grade 3. 
 

Unavoidable hospital acquired pressure ulcers 
• The Trust confirmed 7 unavoidable grade 3 pressure ulcers in December; 1 of which was due to a 

medical device (plaster cast). This is an increase to the 3 unavoidable grade 3 pressure ulcers reported 
in November. 

 

Grade 1 and 2 pressure ulcers 
• The Trust confirmed 11 grade 1 and 5 grade 2 pressure ulcers in December giving a total of 16; two of 

these related to a medical device.  This compares to 7 grade 1 and 5 grade 2 pressure ulcers reported in 
November. The number of grade 1 pressure ulcers has increased however, these can be resolved 
promptly with appropriate intervention and deterioration is not reflected in the Grade 3 and 4 numbers. 

 

Actions and progress to date 
• The Tissue Viability Team Nurses (TVN) are working with a team of senior nurses within the Trust and 

procurement to rationalise the use of continence products to improve patient care and cost 
effectiveness.  

• Following a review of the Hampshire Wide Formulary the dressings available to staff have been 
updated. 

• Following review by the TVN team of all present on admission pressure damage, 91 of the 175 reported 
incidents were deemed to be pressure damage. 

 

Present on admission 
• A total of 175 ‘present on admission’ pressure ulcers were reported in December compared to 145  in 

November. 
 

Per 1,000 occupied bed days (OBD) 
• Data is reported based on confirmed avoidable hospital grade 3 or 4 pressure ulcers reported. 
• The Trust has reported 0.1 grade 3 or 4 avoidable pressure ulcers per 1,000 bed days in December; 

comparable to November. 

66



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 25/01/2017 

Sa
fe

 –
 P

re
ss

ur
e 

U
lc

er
s 

Pressure ulcers – Skin bundle compliance (reporting only) 
December position  
 
• Compliance is set against the overall 

audit submission rates, which for 
December stands at 95%; a decrease 
of the November figure of 96%. 
 

• Compliance with the SKIN bundle for 
December has increased to 97%, 
compared to 94% reported in 
November.  
 

• Compliance with Braden for December 
remains at 94%; no change from 
November. 

 

Actions and progress to date.   
 

• The low compliance within the 
Medicine and Emergency Medicine 
CSCs is noted.  This will be picked up 
through the Executive Performance 
Reviews. 
 

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

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

 

CSC Audit compliance 

CSC Submission Braden Skin Bundle 

CHOC 100% ↔ 95% ↓ 100% ↑ 

Emergency Medicine 75%↔ 100%↑ 100%↑ 

Head and Neck 100% ↔ 85%↓  100%↑ 

Renal 83%  ↓ 93%↑  100%↔  

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

Surgery 100%  ↑ 99% ↑ 100% ↑ 

MOPRS 92%↑ 93% ↑ 92%↑ 

MSK 94% ↔ 91%↓ 97% ↔ 

Medicine 100%  ↔ 86% ↓ 77% ↓ 

G5 (private patient unit) 100% ↔ 95% ↔ 100% ↔ 

CHAT 100% ↔ 100% ↔ 100% ↔ 

Trust total 95% ↓ 94%↔ 97% ↑ 

 Braden and SKIN Bundle compliance 

Month Braden SKIN Bundle Submission rate 

December 94% 97% 95% 

November 94% 94% 96% 

October 94% 96% 94% 
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December position  
Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic harm. 
 

• The Trust reported a total of 209 falls incidents in December; of which: 
- 4 were reported as severe harm (1x Emergency Medicine, 1x Head and 

Neck and 1x MOPRS, all of which have been reported as SIRI’s and 1x 
Medicine which is currently under investigation). 

- 2 reported as moderate harm (1x Emergency Medicine and 1x MOPRS). 
- 50 reported as low harm and 153 as no harm. 

• There have been a total of 6 confirmed severe harm falls in December (3 of 
which occurred in November and reported as SIRIs in December, 3 occurred in 
December).  

• The current year-to-date position is 31 confirmed falls incidents, 26 
resulting in severe harm (reported as SIRIs) and 5 resulting in moderate 
harm.   

• 1 confirmed moderate harm incident relates to a fall whilst a patient was 
receiving outpatient treatment. It is anticipated that this will be removed from the 
total falls incidents as the patient was an in-patient at University Southampton 
Hospital not the Trust. 

 
Actions and progress to date 
• The falls training program continues with additional "Trolley dash style“ training 

provided to the Surgery and Cancer CSC during November and further training 
planned for AMU in December.  

• The falls competency document for Nursing staff 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. 
• Data is now reported based on all confirmed incidents of moderate, severe or 

catastrophic harm. 
• The Trust has reported 0.2 falls incidents per 1,000 bed days in December, 

compared to 0.1 in November. 

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

CSC Level of harm 
None Low Moderate Severe 

CHAT  3 1 0 0 
Emergency Medicine 12 6 1 1* 
Head & Neck 0 1 0 1* 
Medicine 43 17 0 1 
MOPRS 48 11 1 1* 
MSK 21 1 0 0 
Renal 7 1 0 0 
Surgery & Cancer 18 10 0 0 
Women & Children 1 2 0 0 

Total 153 50 2 4 
* Reported as SIRIs 
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December position  
Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic 

harm.  
 

• The Trust reported a total of 188 medication incidents in December, of which: 
- 2 were reported as resulting in moderate harm (1x Medicine and 1x 

Emergency Medicine, both of which are currently under investigation).  
- 20 reported as low harm and 166 as no harm.  

• The current year-to-date position is 8 confirmed medication incidents, 1 
resulting in severe and 7 resulting in moderate harm.   
To note: Since the last report, one moderate harm incident in Medicine from 
May has been confirmed and added to the total.  The delay has been due to 
the Trust having to work with another NHS Trust. 

• There are currently 5 moderate harm incidents which have yet to be confirmed. 
 

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

feedback and learning. 
• There is continued focus on insulin safety; the administration policy is to be 

promoted and safety syringes introduced in line with a recent NHS 
Improvement Patient Safety Alert.  

• Feedback is being given to individual prescribers regarding handwriting clarity 
and prescribing errors.  

• Each clinical area is in the process of completing an NHS Protect Medication 
Security Audit; results are to be reviewed at the Medication Safety Committee.   

 

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

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

catastrophic harm. 
• The Trust has reported 0.0 medication incidents per 1,000 bed days since 
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Medication (Contract & Quality Account) 
Medication incidents – December 2016 

CSC Level of harm 
None Low Moderate Severe 

CHAT 9 0 0 0 
Clinical Support 11 3 0 0 
Corporate Services 1 0 0 0 
Emergency Medicine 19 4 1 0 
Head & Neck 2 2 0 0 
Medicine 44 4 1 0 
MOPRS 20 1 0 0 
MSK  7 0 0 0 
Renal 11 1 0 0 
Surgery & Cancer 28 4 0 0 
Women and Children 14 1 0 0 

Total 166 20 2 0 
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December position  
Target: Submit data to the National Patient Safety Thermometer 
 

• The Trust achieved 100% data collection for December.  
• 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 December, the Trust recorded in-patient harm free care of 97.9% which 

is a slight decrease to the 98.4% recorded in November. 
• The total harm free care, which includes pre-hospital admission harm 

events, has increased from 95.8% in November to 96.2% in December. 
This is above the national average of 94.3% (HSCIC  December  2015 – 
December 2016. Official statistics published   13th  January 2017).  

 
 

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

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

Patient Safety Thermometer (Contract) 

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

Harm free care 

Month 
Total Harm Free Care 

(data collection from number of 
patients) 

Trust 
Harm Free Care 

December 2016 96.2% 
(1,095) 

97.9% 

November 2016 95.8% 
(1,108) 

98.4% 

October 2016 95.6% 
(1,105) 

98.8% 

Types of harm 

Types of harm Oct 2016 Nov 2016 Dec 2016 
Pressure ulcers 
(new and old) 

27 28 26 

Falls 3 6 4 
Catheter and UTI 20 8 7 
VTE (new) 2 6 5 
Total patients 1,105 1,108 1,095 
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Healthcare Acquired Infection (National) 
December position  
 

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

• The Trust reported 0 (zero) patients with MRSA bacteraemia attributed to the Trust in December. 
• The Trust’s year to date position is 1 unavoidable and 0 (zero) avoidable cases, against an objective of 0 (zero) avoidable 

cases. 
 

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

• The Trust reported 2 patients with C.Difficile attributed to the Trust in December against a monthly objective of 4. Both of the cases 
occurred within Medicine CSC. 

• The Trust’s year-to-date position is 24 cases against an objective of 30 (annual target of 40 cases). 
 
 

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

• There were 0 (zero) patients reported with MSSA bacteraemia attributed to the Trust in December. 
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Venous Thrombo-embolism Screening (National) 
  December position  
 

VTE Screening 
Target: 95% per month 
• The VTE risk assessment figure for December is 90.92% (subject to validation); compared 

to the November figure of 95.7%. This is the first month that the Trust has not achieved the 
required 95% target since April 2014. 

• 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 December is 93.9% (subject to validation); 

compared to the November figure of 97.2%.  
 

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

• 77 VTE events were reported in December compared to 93 in November.  
 

- Of these 18 were hospital associated events (HAT), comparable to November and 59 
were community associated events (CAT) compared with 75 in November. 

 

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

Actions and progress to date 
• The significant reduction in risk assessment is due, in main, to issues relating to the recent 

VitalPAC upgrade.  The upgrade resulted in account access issues and a bug when saving 
assessments. In order to comply with NICE guidance, the upgrade also introduced the 
requirement to carry out assessments on admission and again after 24 hours. This has 
caused some confusion as to when the assessments need to be carried out.  

• This has been escalated to the Senior Management Teams to ensure compliance is 
improved. 
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Serious Incidents Requiring Investigation 
 (SIRIs)  (Contract and National) 
December position 
 

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

• 16 SIRIs were reported in December, compared to 9 in November, 
there is no significant increase in any specific category to explain 
the increase.  

 

SIRIs over 60 day deadline 
Target: Monitoring and reporting 
 

• There were 2 open SIRIs at the end of December which exceeded 
the target date of 60 working days for submission to the 
Commissioners. Both have been discussed and extensions have 
been approved. 

• 2 SIRIs submitted in November breached the 60 working day 
target date by 21 and 28 working days. In both cases the 
Commissioners were aware and approved extensions. 

 

Never Events  
Target: 0 (zero) 
 

• 2 Never Events were reported in December; 1 retained foreign 
object and 1 wrong site procedure, neither patient suffered 
moderate or severe harm as a result. Both events are currently 
under investigation. 

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

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

SIRI CSC 
Retained foreign object (Never Event) (x1) CHAT 
Formal Ambulance Divert (x1) Corporate 
IT Failure to send electronic discharge summaries from ED (x1) Corporate 
In-patient fall resulting in fracture requiring surgical repair (x1) Emergency 
In-patient fall resulting in fracture requiring surgical repair (x1) Head & Neck 
In-patient fall resulting in fracture requiring surgical repair (x1) Medicine 
Hospital acquired Grade 3 pressure damage (x2) MOPRS 
In-patient fall resulting in fracture requiring surgical repair (x2) MOPRS 
Wrong site procedure (Never Event) (x1) MSK 
Suboptimal care and delayed transfer back to specialist bed (x1) Renal 

In-patient fall resulting in fracture requiring surgical repair (x1) Surgery and 
Cancer 

Delay in repatriating a child with known mental health issues (x1) Women and 
Children 

Retained vaginal pack post surgery (not never event criteria) (x1) Women and 
Children 

15 day old baby suffered cardiac arrest (x1) Women and 
Children 
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Patient safety incidents (excluding SIRIs) (Contract) 
December position 
Target: Increase in overall reporting of low and no harm incidents 
and reduce severity of harm 
• At the time of reporting 1,473 incidents were reported in 

December; the top three reported incident categories were: 
- Tissue Damage: 342 events (19.7%). 
- Clinical Event – Other: 213 events (15.3%). 
- Slips, trips and falls: 205 events (15.1%). 

• In comparison to the top three reported incident categories 
in November of tissue damage, clinical event-other, non 
clinical event-other. The reported tissue damage incidents 
include present on admission from the community. 

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

 

Actions and progress to date 
• Continue safety work streams to reduce avoidable harm. 
• The Risk Register module within the Datix system is in the 

process of being populated. The next priority is activating 
the dashboards along with associated training; this has 
now commenced and will be on-going to the end of March 
2017. 

• Safety Learning Event training sessions will be on-going 
and are booked for 2017. 

Month Reported incidents 
at time of report 

Confirmed incidents at 
time of report 

December 2016 1,473 N/A 
November 2016 1,566 423 

October 2016 1,493 805 
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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 1473 Patient 
Safety Learning Events December 14 – 
December 16’ graph represents the 
total number of all patient safety  
incidents reported by Trust staff  
(including community incidents). 

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

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

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

 

• The Trust has now responded to the Regulation 28 referred to in the previous report. The Coroner was concerned that patients were 
not always treated on specialist wards, despite repeated requests by consultants for them to be transferred, which may have had an 
impact on their care. The regulation 28 response provides details of  the “buddy” ward system, whereby patients of a certain speciality 
are cohorted only into the appropriate specialist ward or a specific buddy ward.  

 
• At an inquest held in December the Coroner indicated that a regulation 28 report may be issued requiring the Trust and Portsmouth 

City Council to improve communication between them about discharge decisions, the report has not yet been received. 
 
 
CAS Alerts over deadline 
Target: Monitoring and reporting 
 
• 5 alerts were issued in December, one of which is currently being assessed for relevance and has an action due date of February 

2017. The remaining 4  alerts were not applicable to the Trust and have been closed on the Central Alert System.  
 
• An automated system is in place sending weekly reminders of outstanding alerts to the Governance leads and e-mail reminders sent 

to Carillion. 
 
Actions and progress to date 
 

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

 
 

Sa
fe

  
Coroner’s recommendations and CAS alerts (Contract) 
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December position 
 

Sepsis 
Target: Emergency Department 

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

 
• The quarter 3 audit to meet the CQUIN requirements is currently underway.   
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Antimicrobial Resistance and Stewardship 
 

CQUIN requirements 
a) Reduction in antibiotic consumption per 1,000 admissions by the end 

of quarter 4 as follows: 
i. Reduction of 1% or more in total antibiotic consumption against 

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

baseline. 
 

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

from a representative sample across sites and wards. 
 

December position: 
a) The Trust is achieving the 1% reduction target for both Tazocin usage 

and Meropenem usage against the 2013/14 baseline. Alternative 
antibiotics have been suggested to achieve this, hence the total 
antibiotic CQUIN remains over projection as predicted. 
 

b) There was a slight shortfall in the sample size used for the December 
audit; however, 93% of prescriptions were reviewed within 72 hours.  
With an overall compliance rate of 86% (82% in October, 84% in 
November and 93% in December) the Trust achieved the quarter 3 
target. 

 

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

be disseminated along with key messages to improve compliance 
with the CQUIN. 

• Hospital Acquired Pneumonia guidelines have been updated to 
include an alternative antibiotic to Piperacillin-Tazobactam. 
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Acute Kidney Injury (Contract & Quality Account) 
December position  
 
 

Acute Kidney Injury (AKI)  
Target: 90% (on average each quarter) compliance with reporting the 4 mandated data sets on discharge summaries. 
 Reduction (from 2015/16) in hospital acquired stage 3 AKI (reviewed 6 monthly) 
 
• The Trust achieved 93% compliance with the mandated items on the discharge summary in December. 

 
• With an overall compliance rate of 92% (89% in October, 93% in November and 93% in December) the Trust achieved the quarter 3 

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

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

• From December VitalPac displays AKI alert icons for patients that trigger thereby, increasing the visibility of AKI for all clinical staff. 

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

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

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

- Stage 3 Alert:  The increase for a stage 3 alert 
must be 3 times or more higher than the 
persons baseline. Stage 3 alerts are the most 
severe AKIs. 79
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December position  

CQUIN Details Current status November 2016 
(M8 Q3) 

Specialised 1:  
Armed Forces Covenant 

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

• All actions complete 

Specialised 2:   
Clinical Utilisation Review (CUR) 

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

• No Q3 milestones due in plan, 
work continues to end of year 

Specialised 3: 
Dental Network 

• Involvement in the local dental Managed Clinical 
Network.  

• M9 work on trajectory 

Specialised 4: 
Dental Reporting Standards 

• Recording of General Dental Practice Code of referrer. • M9 work on trajectory 

Specialised 5: 
Dental Reporting Standards 

• Reporting data in line with flex and freeze. • M9 work on trajectory 

Specialised 6 :  
Intravenous Immunoglobulin (Ivig)  

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

• M9 work on trajectory 

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

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

• M9 Trust work on trajectory, but 
some work needed to bring Ext. 
Partners to full speed. 

Local (Local B): 
Reducing potential unwarranted 
clinical activity 
 

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

• ADT proposed. 

• M9 work on trajectory, seeking 
Commissioner input if any 
changes to reports etc. required. 

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

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

• Awaiting CCG response to plan 
since 15 July. Achieved tasks in 
plan meantime. Disputed Q2 80
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Mortality indicators: HSMR and SHMI (Contract and Quality Account) 
December position  
 

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

• The updated Trust HSMR for the 12 months to September 2016 is 
109.77. This represents an increase on the rate previously 
reported for the 12 months to August 2016 of 108.1.  This sits 
within a confidence interval of 104.74 – 114.98.   

 
• As previously reported, the Trust HSMR is classed as high as the 

lower confidence interval is above 100; the National average. 
 
• The weekday HSMR for emergency admissions has increased 

from the previously reported figure, and the weekend HSMR has 
shown a very slight increase, both are ‘within expected range’. The 
weekend / weekday split is based on the patient’s admission date. 

 
• The factors contributing to the increase are being investigated 

through the Clinical Effectiveness and Mortality Steering Group 
(CEMSG). Feedback from recent coding audits has shown there to 
be no inconsistencies or causes for concern within coding. 

 

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

• There has been no further update from Dr Foster; therefore, the 
Trust SHMI for January to December 2015 remains at 107.11; 
which is a slight decrease from the previous quarter’s figures of 
107.32.  Whilst this figure is above the National Average of 100, it 
is within the official control limits.  

 
• CEMSG continues to investigate some of the issues surrounding 

this with the benchmarking provider, Dr Foster. 

 

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

HSMR: Emergency weekday and weekend  
 October 2015 – September 2016 
 
Weekday HSMR: 109.88 (within expected range) 
 

Weekend HSMR: 111.55 (within expected range) 

HSMR:  October 2015 – September 2016 
 
HSMR: 109.77 (within expected  range) 

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

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

• There has been a continued non-compliance with step 1 in December,  with a 
recorded compliance of 63.4%, compared to 77.9% recorded in November.  

• With a quarter 3 compliance rate of 78%, the Trust has not achieved the target of 
90%. This is the first time the target has not been achieved in over 2 years. 

• A total of 396 patients have been assessed, from a maximum of 625 eligible patients; 
a further increase in number of patients requiring assessment since December. 

• A review has commenced to understand the reasons for the decline in compliance; in 
particular the significant reduction in compliance in AMU. Performance data has 
been sent to the Chiefs of Service to instigate actions to recover the position.  

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

• 100% of all eligible patients (70 in total) received a diagnostic assessment. 
 
Step 3: Referred for further diagnostic advice* 
Target: 90% on average over each quarter for the three steps. 
 

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

 

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

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

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

Dementia compliance 

October 
2016 

November 
2016 

December 
2016 

Step 1 93.2% 77.9% 63.4% 

Step 2 100% 100% 100% 

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

December position  
 

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

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

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

Facilities single sex accommodation breaches 
Target: Monitoring and reporting 
 

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

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

CCG Feedback 
• Formal feedback has been received from the Head of Quality, Fareham and Gosport CCG  following a visit on 1st December 2016. 

The CCG were assured that all staff were very proactive in avoiding single sex breaches and that robust escalation and risk 
assessment processes were in place to determine the best additional capacity areas to open. No breaches were observed although 
it was recognised the physical environment makes it challenging to deliver single sex in escalation areas.          
 

• Further guidance relating to day case areas opened as escalation areas is being reviewed locally and will be added to the Trust 
Single Sex Accommodation Policy in January in light of feedback from Commissioners and the Care Quality Commission.  
 

• All escalation areas continue to be checked daily by Matron / Head of Nursing and Duty Matron out of hours along with spot checks 
by the Director of Nursing, Deputy Director of Nursing and the Lead Nurse for Single Sex to ensure compliance. Overall compliance 
is very good, although some concerns have been raised regarding the Discharge lounge when it was opened to inpatients as part of 
escalation capacity. Further guidance has been provided to Duty Hospital Managers, Duty Matrons and unit staff.  
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December position  
Target: Monitoring and reporting 
 

• A total of 36 complaints 
were received in 
December, a reduction 
from 57 received in 
November.  

 

• Reporting per 1,000 
contacts is one month 
arrears; data for 
November equates to 
0.70 compared to 0.85 in 
October.  

   

• To date 31 complaints 
received in November 
have been responded to 
(28 within 30 working 
days) and 9 still remain 
on target. 
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Complaints (Contract and National) 

 Month 
No. of Complaints received Variance 

year on 
year 

Variance 
month on 

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

December 47 39 38 36 ▼2 ▼21 
November 61 54 64 57 ▼7 ▼12 
October 68 58 58 69 ▲11 ▲22 

CSC Nov-16 Dec-16 
CHAT 1 0 

CSS 3 1 

EMERGY 7 5 

H&N 6 3 

MED 9 12 

MOPRS 6 1 

MSK 7 3 

RENTRA 3 0 

S&C 10 8 

W&C 5 3 

TOTAL 57 36 

November update - Complaints 
Sent within 30 working days 28 49% 

Sent after 30 working days 3 5% 
Ongoing past 30 working days 17 30% 
Ongoing still on target 9 16% 

Green (Low risk) 10 28% 
Yellow (Moderate risk) 24 67% 

Amber (High risk) 2 5% 

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

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

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

• The Trust has received 2 
new notification from the 
PHSO. 
 

Plaudits 
Target: Monitoring and reporting 
 

• The Trust received 940 
messages of appreciation 
during December. 
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Complaints (Contract and National) 

Complaints Subjects - December 2016 
ACT Aspects of clinical treatment  16 44% 

ADT Admission, discharge & transfer 7 19% 

APDELO Appt delay/cancellation Outpatient 4 11% 

CPWO  Communication  3 8% 

EOLC End of life care 2 6% 

AOS Attitude of staff 2 6% 

APDELI Appt delay/cancellation Inpatient 1 3% 

PROP Patient property 1 3% 

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 10 5 0 1 4 85
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Complaints, PALS (Contract) 
December position  
 

PALS contacts  
Target: Monitoring and reporting 
• 510 contacts were handled by PALS in December, an expected 

reduction from 571 in November as less contacts are received 
during the Christmas and New Year period.  

 

Types of contacts (concerns) 
• 162 contacts involved concerns about care and treatment; 71% of 

which were resolved within 5 working days. 
 

Types of contacts (other) 
• 391 contacts related to providing support to the Overseas Patient 

Services, Voluntary Services, Health Information and handling 
calls when telephone lines are 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 
• Problems with Outpatient appointment delays and cancellations 

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

December – Trust-wide themes Complaints PALS Total 

Communication 3 43 46 

Aspects of Clinical Treatment 16 22 38 

Appt delay/cancellation OPD 4 33 37 

Admission, discharge & transfer 7 13 20 

Attitude of staff 2 12 14 
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Patient Moves 
December position  
Target: <3 non-clinical moves after 2100 
 

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

• In December the number of reported non-clinical moves between 2100 and 
midnight was 144 compared to 168 in October. This equates to an average of 
4.6 non-clinical moves between 2100 and midnight per day. 

  

• The number of non-clinical moves after midnight decreased from 132 in 
November (average 4.4 per day) to 79 in December (average 2.5 per day).  

 

• It is to be noted that the number of patient moves are informed by the number 
of medically fit for discharge (MFFD) patients that remain in acute beds and 
the requirement to create acute bed capacity.   The improvements in the 
number of times patients have been moved in December aligns with a 
noticeable reduction in MFFD patients in the run up to Christmas and the 
recruitment of extra staff at the end of November to assist with patient flow. It 
is hoped that this improvement is sustained. 

Patient moves 

Month 

2100 - 0000 0001 - 0700 

No. Average 
per day No. Average 

per day 

December ’16 144 4.6 79 2.5 

November ‘16 168 5.6 132 4.4 

October ‘16 176 5.6 135 4.3 

September ‘16 148 4.9 58 1.9 

August ‘16 157 6.8 70 3.2 

July ‘16 227 7.3 73 2.4 

June ‘16 153 5.1 82 2.8 

May ‘16 183 5.9 123 4.0 

April ‘16 170 5.7 155 5.2 
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December position  
Target: Inpatient response rate target to be similar or above 
national average but not fall below 15%. ED response rate 
target to be 15% or statistically significant response rate  
 

• The total number of responses for both ED and In-
patients increased from 3,619 in November to 4,395 
in December.  

 

• There has been an increase in the response rate for 
the Emergency Department from 15.2% in November 
to 21% in December; remaining above the national 
average of 12.7% in November.  

 
• The In-patient response rate has increased from 

25.3% in November to 31.6% in December; remaining 
above the national average of 24.7% in November.  
 
 

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

responses following targeted work in areas that had 
previously been returning lower than expected 
surveys. 
 

• Overall, the Trust continues to receive positive 
responses;. The surveys continue to be scrutinised to 
identify themes and areas for improvements. 

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

Friends and Family Response rates 

Month 

Total response rate 
(responses / eligible patients) 

ED 
Target: 15% 

In-patient 
Target:  not fall below 15% 

Trust National 
average Trust National average 

December  ‘16 21% 
1913/9119 

- 31.6% 
2482/7845 

- 

November  ‘16 15.2% 
1442/9466 

12.7% 25.3% 
2177/8600 

24.7% 

October  ‘16 14.5% 
1427/9865 

12.8% 28% 
2386/8524 

24.1% 
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Friends and Family Test Improving positive responses in ED, 
In-patient areas and maternity(National) 
December position  
 

Improving positive responses 
 

Emergency Department: 
 

• The reported satisfaction rate has remained static at 
93.4% compared to 93.3% in November. The Trust 
continues to exceed the national benchmark of 86% in 
November.  
 

• The number of patients who would not recommend ED 
has very slightly decreased to 1.2% in December 
compared to 1.3% in November.  There has been 
continued reduction since September 2016. This 
remains significantly better than the national average of 
8% in October. 
 

In-patient areas: 
 

• The reported satisfaction rate has decreased to slightly 
to 95.6% from 96.1%. This is above the national 
average of 95% in November. 

 
• The number of patients who would not recommend in-

patient areas remained at 1% in December. This is 
below the national average of 2% in November. 

 

Maternity: 
 

• There has been an increase in the reported satisfaction 
rate to 100% compared to 99.4% in November. 
Maternity services consistently continue to compare 
favorably against the national benchmark of 96%.  

Emergency Department - Improving positive responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

December ‘16 93.4% - 1.2% - 

November ‘16 93.3% 86% 1.3% 7% 

October ‘16 95.1% 86% 1.6% 8% 

In-patient - Improving positive responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

December ‘16 95.6% - 1% - 

November ‘16 96.1% 95% 1% 2% 

October ‘16 95.5% 95% 1.2% 2% 

Maternity - Improving positive responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

December ‘16 100% 0% 

November ‘16          99.4%           0.6% 

October ‘16 98.5% 1.5% 
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December 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. This 
has seen a marked improvement in responses from 13.8% to 25.7%. 

 
 

Actions and progress to date: 
• The team were aware that a batch of responses were not submitted in the appropriate 

timeframe to be included in the November  figures. Approximately 100 responses were 
collected and posted but not received by the survey analysis provider IWantGreatCare 
(iWGC). 

• The question 1 response rate is consistently low.  As part of the Clinical Effectiveness 
‘PODs’ development within maternity services (where multidisciplinary teams meet to 
discuss all elements of maternity care), the Antenatal POD will be asked to urgently review  
actions to facilitate and encourage increased submission of the question 1 form during the 
antenatal period.  

 

Response themes: The majority of responses are positive. 
 

Positive comments:  
Midwife care has been really good from start to finish. Cant think of anything to be improved as 
staff were really helpful and friendly. Friendly and polite staff and very happy with my entire 
experience. Nice having a consistent midwife all the time during labour to understand what was 
happening. All staff including midwives support workers doctors pharmacy etc have been 
attentive reassuring and extremely professional. I would 100% recommend The facilities are 
excellent and there was a significant amount of empathy from our midwife and support staff. 
 

Negative comments:  
• Parking charges are scandalous with a normal birth costing us £48! - This is outside the 

remit of maternity services and is being discussed more widely across the Trust. 
• Discussing patients loudly outside room - This matter has been discussed with the teams at 

the safety huddles and the importance of maintaining confidentiality. 
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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. Oct 16 Nov  16  Dec 16 

1. 5.3% 2.7% 2.1% 

2. 17.5% 13.8% 25.7% 

3. 24.6% 18.6% 34.9% 

4. 13.5% 8.7% 15.5% 

Rate 15.04% 10.6% 19.3% 
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NHS Constitution performance key Standards - December 
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Referral to Treatment (RTT) Incomplete standard 
• This is all patients waiting for treatment (total waiting list)  The Trust achieved 

88.2% against the 92% standard for December, and did not achieve the revised 
improvement trajectory of 90.1% at aggregate level with speciality fails due to 
continued capacity issues. 

• There was 1 breach of the 0 tolerance 52 wk. maximum wait standard. 
Diagnostic waits 
• The maximum 6 week waiting time standard for diagnostics was not achieved,  

performance was 98.87% against the improvement trajectory of  99.1% 
(national standard 99%)  

A&E service quality standards  
• Performance was 73.01% against the 95% standard and improvement 

trajectory of 85%  Total attendances in December averaged 367 per day 1 
more per day than in December last year despite the direct admission of GP 
heralded patients. 

• There were 0 breaches of the 12 hr trolley wait standard 
Cancer standards - Provisional 
• 7 of the 8 national standards were achieved, only the  62 day first definitive 

treatment standard is currently not being achieved, validation and capture of all 
treatments is expected to improve performance.  

• Provisionally there were 7 patients who waited more than 104 days for 
treatment. 

Cancelled operations  
• There was 1 breach of the 0 tolerance 28 day guarantee. 
• 1 urgent operation was cancelled but none of these for a second time. 
Delayed Transfers of Care 
• 4.9% of patients were officially delayed in their transfer of care compared to 

2.6% in December last year, the majority of patients are waiting for social care 
assessment.  

• Average number of medically fit for discharge patients in Trust beds was 221 
compared to 163 in December last year but an improvement from 232 last 
month. 
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RTT & Cancer Forecast December & January 
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Contractual and Local Standards – December Performance 
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Ambulance delays 
• 534 patients experienced an ambulance delay of more than 30 

minutes, compared to 418 last month. 
• 349 patients experienced a delay of more than 60 minutes 

compared to 261 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 November was that 42.7% of 
stroke patients were admitted to the stroke unit within 4 hrs. 

• Performance against the 90% stay target was 81.2%. 
     Service remains at 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 93.8% 

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

78.1% against the 70% standard. 
RTT Backlog and long waiters 
• The overall waiting list size reduced by 430 and the backlog 

waiting list size increased by 174 patients. 
• The number of patients waiting over 35 weeks was 250. 
Cancer 62 day consultant upgrade (provisional) 
• The standard has been provisionally achieved for December. 
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Unscheduled Performance Against Key Indicators - December 
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December performance against the 4-hour A&E and 12 hr Trolley Wait standards. 
Performance against the 4 hr standard was 73.02% for the month, compared  to 75.3% in 
November, and against the improvement trajectory of 85%.  There were no breaches of the 12 hr 
Trolley Wait Standard during December 2016.   
 
Contributing factors 
• QA type 1 attendances 293 per day compared to 292 per day last December.  However, these 

figures mask an overall increase in emergency demand because direct admissions  of GP 
referred patients into AMU was not in place last year. The conversion rate to admission was 
33%  

• The Trust treated 4,623 emergency patients (an average of 149 per day compared to 141 per 
day last December).  Bed occupancy was 95.2% (maximum of 97.8%) despite a small reduction 
in medically fit patients waiting for packages of care / placement (average 221 per day (range 
192-256) compared to 232 last month).  Reportable delayed transfer of care  performance was 
4.9% 

 
Actions and progress to date 
• Daily ‘stranded’ patient MDT meetings reduced the volume of patients requiring further support 

for a safe discharge from hospital.  Rigour has been applied  to internal discharge planning 
processes for these patients, and additional focus and support from external partners has 
assisted, although there remains a significant backlog of patients (c. 75 who have been 
medically fit >14 days). 

• The performance of the Integrated Discharge Service (IDS) is being scrutinised at the monthly 
A&E Delivery Board and A&E Operational meetings. Improved processes are being worked on 
with specific support being provided on the elderly care wards.  

• The Frailty Intervention Team (FIT) screened an average of 84% of eligible patients in 
November, avoiding an average of 25 admissions per week, plus an average of 42 supported 
discharges per week. 

• Comprehensive Geriatric Assessment (CGA) at the front door has enhanced prompt and 
thorough discharge planning from day of admission. 

1/25/2017 

Exception Report : A&E waiting time standard performance 
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Portsmouth Hospitals NHS Trust 

Exception Report: Referral to Treatment (RTT) 
December Performance against Incomplete RTT standard  
• 88.2% achieved against the 92% standard (at aggregate level) and 

against the revised improvement trajectory of 90.1%.  
• The number of patients waiting more than 35 wks. increased to 249 

from 180 at the end of November, the number waiting >40 wks  was 
71. 

• There was 1 breach of the 52 wk. maximum wait standard. 
Contributing factors 
• Delay in agreement of recovery plans for dermatology and cardiology 

meant that the start date of the additional clinic capacity slipped into 
January. These have now been agreed and are starting from mid-
January 

• Emergency admissions during December were 300 higher than in 
December last year and in addition to this and in preparation expected 
increase in unscheduled care demand from Christmas into January 
there was a national plan to reduce routine elective surgery to ensure 
sufficient bed capacity to meet this and elective admissions reduced to 
urgent and cancer patients only. 

Actions, progress to date and risks 
• Recovery actions to support the improvement trajectories have been 

revisited and plans to increase outpatient capacity to reduce the 
backlogs in cardiology and dermatology, including diagnostic support 
for cardiology have been agreed and will commence in January. Other 
opportunities are being sought to increase day case capacity and also 
by outsourcing some procedures to the independent sector.  

•  Joint working with commissioners to look for further opportunities to 
reduce demand, manage pathways differently or further outsourcing is 
being progressed. 

• Scheduled access assurance meeting reviewed to provide extended 
focus and support to specialties failing to achieve standard in a special 
measures approach. 
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Exception Report: RTT Patients waiting > 35, 40 and 52 wks. 
December performance against key waiting time metrics 
• There was 1 breach of the 52 wk standard.  
• There were 71 patients waiting > 40 wks. (45 last month) 
• There were 249 patients waiting >35 wks. (180 last month) 
Contributing factors 
• Breach of the 52 wk standard was due to an admin error and was reported last month, 

the patient was offered immediate treatment but chose to wait until after Christmas, the 
patient will be treated at the ISTC mid-January, the procedure is minor and there has 
been no known harm from the delay in treatment. 

• Almost 300 more emergency admissions than last December reducing capacity for 
routine elective patients. 

• Planned reduction in elective workload pre and post Christmas continuing into January 
to provide additional bed capacity to meet the anticipated unscheduled care demand. 

Actions and progress to date 
• The Trust is booking patients according  to clinical priority and waiting time.   
• Joint recovery plan agreed with commissioners. 
• Trust is using limited external capacity where possible (Spire and Care UK) 
• Where possible elective capacity has been switched to day case. 
• Care by case review of urgent and cancer patients to ensure these are prioritised 

according to clinical need. 
• Plans in place to provide additional weekend and evening outpatient clinics in 

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

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

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

clinical staff but these are not yet in post. Outsourcing capacity limited. 
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Exception Report RTT Performance against revised trajectory 
December performance against revised 
improvement trajectory 
• At aggregate level the Trust achieved 88.2% 

against the improvement trajectory of 90.1%  
• Surgery achieved 85.1% against a trajectory 

of 84.5 
• Cardiology achieved 80.7% against a 

trajectory of 80.7% 
• Urology was just below trajectory of 82.0% 

with performance of 78.6%  
• Gastroenterology achieved 80.8% against a 

trajectory of 84.8% 
• Dermatology did not achieve the trajectory of 

83.6% with a performance of 76.1%, this 
was as a result in focusing on urgent cancer 
patients and delay in starting the recovery 
plan, this has now been agreed and the 
speciality are starting to book the additional 
clinics for January and plan to recover the 
shortfall before the end of February. 

On-going Risks 
• Continued cancellation of non-urgent long 

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

• Planned elective reduction over festive 
period and into January to allow capacity to 
be focused on unscheduled care in 
anticipation of ‘winter pressures’ to ensure 
emergency patients can be managed safely. 
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Exception Report: Diagnostic 6 wk. referral to test standard 
December performance against the 6 wk. diagnostic standard 
Trust performance was 98.87% against the 99% diagnostic standard and  
improvement trajectory of 99.1%.  There were 65 breaches of the 
standard.  
Contributing factors 
• Demand for diagnostics remains high. 
• Capacity restraints particularly in MSK USS has resulted in standard 

failure. 
• Recruitment to MSK and GI radiography posts have been 

unsuccessful to date. 
 
Actions and progress to date 
• Continued careful management of patients to reduce risk of month end 

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

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

• Outsourcing of appropriate radiology activity continues. 
• 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. 
 
Risks 
• Continued reliance on locum capacity to fill clinical gaps and therefore 

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

initiatives whilst national clinical shortfall leading to inability to recruit 
substantively. 

• Regular use of Endoscopy suite as an escalation area to support 
unscheduled care pressures will adversely impact on available 
capacity. 
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Portsmouth Hospitals NHS Trust 

Exception Report: Cancelled Operations 28 day Guarantee 

1/25/2017 

December Performance Cancelled Operations 28 day Guarantee  
• There was 1 urgent operation cancelled in December and the patient has 

now been treated 
• There were one breaches of the 28 day zero tolerance standard, which 

applies to patients cancelled on the day of or after admission  for non-
clinical reasons who have not been offered a binding date for surgery 
within the subsequent 28 days. The patient was routine and required an 
ITU bed which could not be planned for within 28 days due to high 
demand for ITU beds. 

• There were 55 patients cancelled on the day for non-clinical reasons in 
December. 

Contributing factors 
• The urgent cancellation was due to bed availability. 
• There was a planned reduction in routine elective admissions in the lead 

up to Christmas, continuing into January to created capacity for the 
expected increase in unscheduled care demand, therefore less patients 
were cancelled on the day. 

• The improved and robust processes have reduced the number of 
cancellations and the rigour around 28 day breaches has meant that there 
has only been two breaches of the standard this year. 

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

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

• Peaks in unscheduled care demand leading to scheduled care 
cancellations remain a risk for complex patients or where an intensive 
care bed is required as these procedures are the most difficult to 
rearrange. R
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Exception report:  Cancer Standards (provisional position) 

December provisional performance against national cancer standards and contributing factors ( national reporting 
deadline 6th February 2017performance subject to change including additional shared breaches until submission deadline) 

• The Trust is currently forecasting achievement of 7 of the 8 key national standards, with only 62 day first definitive treatment 
provisionally not being achieved. 

• There are provisionally 7 patients who were treated in excess of 104 days   – 7 – 1 Haematology (1 diagnostic delay), 3 lower GI (2 
x diagnostic delay, 1 complex) 2 urology (1 patient choice, 1 late inter trust referral) 1 upper GI (1 complex) This would equate to 6.5 
breaches of the standard 

• This is monitored on a named patient basis at the weekly assurance meeting which also includes patients breaching the internal 
stretch targets of 61 days for 31 day standard patients and 92 days for all 62 day standard patients. 
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Exception report:  Cancer Standards continued 
 

1/25/2017 

December Performance 62 day first definitive treatment against recovery 
trajectory  (standard 85% trajectory 85%) 
December provisional performance 79.8% and expected to improve once validation and 
recording of all treatments has been completed. 126.5 treatments have been recorded to date 
with 25.5 breaches of the standard. The Trust had forecast a fail of the standard for December 
and January as patients choose to defer their treatment until after Christmas.  
Actions and progress to date 
• Urology, progress continues to be made in addressing the underlying clinical capacity 

shortfall, with additional lists being undertaken resulting in additional treatment during 
December. This is being underpinned by pathway review including the long-term 
management of surveillance patients to enable capacity to be focused to best clinical effect. 
Speciality remains in special measures with very close monitoring of performance and 
delivery by the Deputy Chief Operating Officer. 

• The cancer recovery trajectory and supporting actions are being reviewed in detail now that 
some of the clinical shortfalls have been addressed, this includes detailed stock-take of 
current action, performance, backlog and additional capacity and how this is expected to 
impact on recovery and move towards sustainable delivery.  

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

On-going Risks 
• Increased demand in 2 wk wait referrals  of 10.4% during April to Dec YTD when compared 

to the same position he previous year. This is being closely monitored as if the conversion 
rate to confirmed cancers is unchanged there is a risk this will impact on ability to treat 
patients within the 62 day standard, position being closely monitored. 

• For dermatology capacity remains the key constraint, recruitment  completed with final 
position being filled during December. 

• Surgical capacity to treat urology patients within 31 days is improving but there remains a 
shortfall for some treatments, which is being closely managed according to clinical priority. 

• 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 
 

1/25/2017 

Contributing factors 
and actions taken 
 
• 6.5 reportable breaches 

of the standard, 2 in 
Urology (1 pat choice, 1 
late inter trust ref), 1 in 
Haematology (1 
diagnostic delay), 1 in 
upper GI (1 complex 
pathway) and 3 in Lower 
GI (2 diagnostic delay, 1 
complex) 

 
• Trust has reviewed and 

strengthened RCA 
process and will be 
reviewing lessons learnt 
at the scheduled care 
assurance meeting. 

 
 
• Patients reviewed on a 

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

R
es

po
ns

iv
e 

- C
an

ce
r 

25/01/2017 

104



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Exception Report: Stroke Contract Service Standards  
 November  Provisional Performance against key Sentinel 
Stroke National Audit Programme (SSNAP) using DIY 
analysis toolkit  
• The Trust has provisionally achieved 10 of the 13 key 

measures for November (see table) based on 78 admissions 
(clock starts) 

• Scan within 1hr: not achieved 48.3% (standard 48%)  
• Scan within 12hrs: 96.2% achieved (standard 95%) 
• Direct Admission to Stroke Unit: not achieved 42.7% (standard 

90%) 
• % patients who spend 90% of their stay on a Stroke Unit: 

81.2% achieved (standard 80%) 
• Patients thrombolysed within 1hr: 87.5% achieved (standard 

55%) 
• Swallow screen ≤ 4hrs: 74.0% and not achieved (target 85%) 

but improved on previous month 
• Speech and language assessment within 72hrs: 96.9% 

achieved  (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. 

Actions and progress to date 
Deadline for triannual reporting period Aug – Nov was 9/1/17; 
330+ cases submitted. 
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Finance: Overview 
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Finance: Overview 
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16/7 Contracts Executive Summary –Financial values M8  
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Previous Month

Contract Group Individual Contract Plan Actual Variance Variance

NHS FAREHAM AND GOSPORT CCG 71,809 73,065 1,256 672

NHS PORTSMOUTH CCG 75,853 77,665 1,812 1,065

NHS SOUTH EASTERN HAMPSHIRE CCG 64,479 66,180 1,701 1,082

212,141 216,910 4,769 2,819

NHS COASTAL WEST SUSSEX CCG 5,902 6,076 174 115

NHS DORSET CCG 349 225 (124) (113)

NHS GUILDFORD AND WAVERLEY CCG 140 157 16 11

NHS ISLE OF WIGHT CCG 2,653 2,972 319 310

NHS NORTH EAST HAMPSHIRE AND 

FARNHAM CCG 135 128 (7) (5)

NHS NORTH HAMPSHIRE CCG 673 715 43 30

NHS SOUTHAMPTON CCG 1,255 1,222 (33) (47)

NHS WEST HANTS CCG 6,354 6,368 13 2

NHS WILTSHIRE CCG 430 409 (21) (11)

17,891 18,272 381 291

Wessex Area Team WESSEX AREA TEAM_Specialised 56,062 58,805 2,743 2,290

56,062 58,805 2,743 2,290

AREA TEAM - MILITARY 1,546 1,715 169 143

SURREY AND SUSSEX AREA 

TEAM_DENTAL 134 187 53 40

WESSEX AREA TEAM_DENTAL 4,694 5,077 384 348

WESSEX AREA TEAM_PUBLIC HEALTH 3,440 3,192 (248) (189)

9,813 10,171 358 341

Audiology any 

qualified Provider

NHS COASTAL WEST SUSSEX 

CCG_AUDIOLOGY 183 61 (122) (103)

183 61 (122) (103)

296,090 304,219 8,129 5,638

Cancer Drug Fund/Individual Funding 

Request 4,615 4,973 359 449

TRUST PLAN 9,661 (12) (9,673) (7,159)

NON CONTRACT ACTIVITY 2,612 2,502 (110) (53)

16,888 7,463 (9,425) (6,763)

312,978 311,682 (1,296) (1,125)

INCOME WITHOUT CONTRACTS TOTAL:

TRUST PLAN TOTAL:

Subtotal:

Other Local Area Team

Subtotal:

Subtotal:

SIGNED CONTRACTS TOTAL:

Subtotal:

COMMISSIONERS Financial Value (£000's)

3 CCG's

Subtotal:

Other CCG's
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16/17 Contracts Executive Summary – key exceptions to note 
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16/17 Contracts - Contract information is dependent on validation processes so this report is regarding Month 8 
CCG. 
• Progress against contract is illustrated on previous slide. 
• As expected, the CSU have increased scrutiny to the data to try to find more reasons not to pay for activity in 2016/17 as part of their 

financial turnaround efforts. A joint meeting is planned to resolve issues in 2016/17 without leaving legacy issues in 2017/18. 
 

Local CQUIN agreement 
• Following failure on the part of the Commissioners to follow the mandatory process for assessment of CQUIN for Q2, and suggestion 

to follow an undetermined process for further agreement, the Trust has issued a formal dispute notice under General Condition 14 of 
the contract. Although a locally-agreed process may result in successful agreement of payment due, formal notice will ensure timely 
and controlled agreement within a defined timeline without loss of any escalation and dispute mechanisms agreed as available to the 
Trust within the contract. Due to the Holiday period, the period of escalated dispute has been suspended until 9th January, and will be 
led by Kevin Nederpel for the first 10 days before potential Executive resolution afterwards if not resolved. Provisional agreement to 
close the dispute is awaiting final agreement by the CCG on data provided at Q2 to the CCG in inappropriate referrals and by FDs on 
the authenticity of the Paediatric CQUIN Investment delay reasons.. 

 
NHS England contracts 
• A Contract Performance Notice for delays in Pathology response times in Cervical Screening has been closed due to completion of 

the Remedial Action Plan. 
 
17/18 contracts 
• 17/18 contacts with CCGs and with NHSE are agreed and expected to be signed at time of publication of this IPR, with detailed work 

programmes agreed to finalise any outstanding details. 

109



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 25/01/2017 

Workforce Executive Summary – key exceptions to note 
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Performance Theme 
 
• The total workforce capacity decreased by 46 FTE to 6910 FTE in December and  is 117 FTE over the new funded establishment. 

 
• The temporary workforce capacity decreased to 433 FTE in December and comprises 6.3% of the total workforce capacity. This is a 

0.8% decrease compared to November 16. 
 

• The number of shifts that have breached the capped rates or are off-framework have increased by 475 shifts to 2100 shifts for 
December 16. 

 
• The evidence collected for December indicates that overall staffing levels have decreased from 101.4% to 97.9% compared to planned 

levels. 
 

• The CHPPD metric has been recorded up to M9. The evidence collected for December indicates that overall CHPPD is 5.1 for RNs 
and 2.5 for HCSWs for PHT. This was similarly reported in previous months. 

 
• Appraisal compliance has increased and currently records at  83.3% in December, below the 85% target. The appraisal compliance 

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

• Total essential skills compliance increased in December from 89.3% to 89.4% and continues to record above the 85% target. 
 
• Fire Safety (face to face training) increased to 70.1% in December. 

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

 
• Sickness Absence Rate (12 month rolling average) maintained at 3.8% in November and remains above the target. In-month sickness 

absence increased to 4.1% in November and is above the target. 
 

• One safeguarding referral was received or reported in December. No whistleblowing and Professional Registration referrals were 
received and reported in December. 
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Exception Report: Workforce Capacity 
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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  is the finance funded establishment which 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 9 FTE to 6793 FTE for December 

16.  This has increased by 52 FTE since April 16 and increased by 258 FTE 
since April 15. 

• The total workforce capacity decreased by 46 FTE to 6910 FTE in December 
and  is 117 FTE over the new funded establishment. 

• Substantive workforce capacity increased by approximately 10 FTE in 
December to 6477 FTE 

• The temporary workforce capacity decreased to 433 FTE in December and 
comprises 6.3% of the total workforce capacity.  

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

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

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

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

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

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

Establishment Vacancies

CHAT 775 738  -37
Clinical Support 1368 1302  -67
Emergency 478 464  -13
Head & Neck 336 315  -21
Medicine 752 683  -69
MOPRS 503 469  -35
Musculo-skeletal 369 349  -20
Renal 284 279  -4
Research & Development 92 81  -11
Surgery & Cancer 575 574  -1
Women's & Children's 703 687  -16
Corporate Functions 559 536  -23
Total Trust 6793 6477  -316

Substantive Staffing FTE

Substantive

CHAT 26  765 

Clinical Support 24  1326 

Emergency 44  509 

Head & Neck 21  335 

Medicine 85  768 

MOPRS 95  564 

Musculo-skeletal 39  388 

Renal 18  297 

Research & Development 1  83 

Surgery & Cancer 44  618 

Women's & Children's 23  710 

Corporate Functions 14  549 

Total Trust 433  6910 

Temporary  Total Workforce

Workforce Capacity FTE
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Bank & Agency Capped Rate Breaches 
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Trends and Patterns 
• The number of shifts that have 

breached the capped rates or are off-
framework have increased by 475 
shifts to 2100 shifts for December 16. 

• The number of breaches have 
increased by 621 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 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16
Administration and estate 18 22 6 48 76 84 49 26 34

Both Framework & Wage Cap 1 1
Both Price Cap & Wage Cap 32 76 84 10 13 32
Framework Only 18 22 6 1
Wage Cap Only 14 38 13 2

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

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

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

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

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

Grand Total 1479 1628 1964 1815 1886 2302 2245 1625 2100
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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 December indicates that overall 

staffing levels have decreased from 101.4% to 97.9% 
compared to planned levels. 

• The planned skill mix has increased in December for 
Registered Nurses (RNs), and the actual skill mix for the Trust 
was 66.9% RNs with 33.1% Health Care Support Workers 
(HCSWs) which has decreased since November 16 

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

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

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

Registered HCSW

% %
Jan-16 94.0% 114.2% 70.6% : 29.4% 66.4% : 33.6%

Feb-16 93.5% 113.3% 70.6% : 29.4% 66.5% : 33.5%

Mar-16 92.9% 112.5% 70.6% : 29.4% 66.5% : 33.5%

Apr-16 96.7% 111.0% 70.5% : 29.5% 67.6% : 32.4%

May-16 95.1% 111.7% 70.8% : 29.2% 67.4% : 32.6%

Jun-16 97.0% 115.9% 70.8% : 29.2% 67.0% : 33.0%

Jul-16 93.4% 115.0% 70.9% : 29.1% 66.4% : 33.6%

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

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%

RN:HCSW RN:HCSW

Planned Actual

Queen Alexandra Hospital

NHS Choices
These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

Planned vs Actual Staff Hours (Day and Night)

P

230554 226141

A %

98%

P A % P A % P A %

18246 16995 93.1% 7682 8394 109.3% 25928 25389 97.9%

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

Registered Nurse Healthcare Support Worker Combined

P A % P A %

93939 86487 92.1% 42050 42629 101.4%

NHS Choices
These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

Queen Alexandra Hospital

Planned vs Actual Staff Hours (Day)

Registered Nurse Healthcare Support Worker

P A % P A %

68770 65619 95.4% 25795 31407 121.8%

NHS Choices
These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

Queen Alexandra Hospital

Registered Nurse Healthcare Support Worker

Planned vs Actual Staff Hours (Night)
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Introduction 
• To provide a single consistent way of recording and 

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

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

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

 
Trends and Patterns 
• The CHPPD metric has been recorded up to M9. 

 
• The evidence collected for December indicates that 

overall CHPPD is 5.1 for RNs and 2.5 for HCSWs 
for PHT.  This was similarly reported in previous 
months. 
 

• The total hours for December equals 7.6 hours. 
 

• The CHPPD metric will continue to be monitored 
monthly where trends and patterns will become 
apparent as we go through the financial year. 
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2.5 2.5 2.5 2.5 2.5 2.5 2.5 2.5 
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Where we want to be: targets and benchmarks 
Target: The compliance target for Appraisals is 85%  

Trends and Patterns 
• Appraisal compliance has increased and currently records at  83.3% in December, below the 85% 

target. The appraisal compliance has been below target since the beginning of the financial year. 
Root Cause analysis and insights 
• In December 16, the 85% appraisal target has been met by Clinical Support, Head & Neck, MSK, 

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

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

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

informal warnings issued to managers of non-compliant staff. 

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

Trends and Patterns 
• Total essential skills compliance increased in December from 89.3% to 89.4% and continues to 

record above the 85% target. 
• Essential skills compliance has increased in month for majority of the CSCs, with the exception of 

CHAT, MOPRS and MSK CSC. 
Root Cause analysis and insights 
• Overall Safeguarding Children compliance (All Levels) is currently at 88.9% and is above the 85% 

target. Level 2 has increased to 91.8% and is above the 85% target. Level 3 continues to be below 
target and compliance currently records at 70.5% and is a decrease compared to the previous 
month reported. 

• Fire Safety (face to face training) increased to 70.1% in December. 
• Information Governance Training has decreased to 91.3% 
Actions and progress to date 
• The L&D team are highlighting staff who are out of date with 3 or more essential skills.  Chiefs of 

Service are being provided with regular information on Medical and Dental compliance to help 
meet the requirements of the CQC Action Plan. 
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TARGET
CHAT 83.8%  90.6% 

Clinical Support 85.1%  94.1% 

Emergency 70.9%  83.6% 

Head & Neck 86.2%  87.6% 

Medicine 73.0%  86.3% 

MOPRS 79.0%  89.4% 

Musculo-skeletal 86.3%  83.8% 

Renal 81.1%  90.0% 

Research & Development 86.7%  96.0% 

Surgery & Cancer 88.9%  87.7% 

Women's & Children's 87.3%  89.7% 

Corporate Functions 91.2%  93.4% 

Total Trust 83.3%  89.4% 

Appraisals and Essential Skills Compliance
Appraisals Essential Skills

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

Trends and Patterns 
• Sickness Absence Rate (12 month rolling average) maintained at 3.8% in 

November and remains above the target. In-month sickness absence 
increased to 4.1% in November and is above the target. 

 
Root Cause analysis and insights 
• CHAT, Emergency, MOPRS, Renal, Surgery & Cancer and Women’s and 

Children’s CSCs have the highest rate of in month sickness absence.  
• Majority of the CSCs are above the in-month 3% target in November with the 

exception of Head & Neck, Research & Development and Corporate 
Functions. 
 

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 were no RIDDOR incidents reported in December 16. 

 
• The were 12 sharps injuries reported in December 16. These were reported in 

Emergency Care, Head & Neck, Medicine, MOPRS, MSK, Surgery & Cancer 
and Women’s & Children’s CSC. 

TARGET
CHAT 4.4%  4.0% 

Clinical Support 3.6%  3.2% 

Emergency 4.9%  3.9% 

Head & Neck 2.7%  3.4% 

Medicine 3.2%  3.3% 

MOPRS 6.4%  5.7% 

Musculo-skeletal 3.4%  4.7% 

Renal 5.3%  5.3% 

Research & Development 0.9%  2.0% 

Surgery & Cancer 4.9%  3.2% 

Women's & Children's 5.2%  4.8% 

Corporate Functions 2.3%  2.0% 

Total Trust 4.1%  3.8% 

Sickness Absence rate

In month Rolling 12 
month

3% 3%
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Flu  
 
• Between 2nd January 2017 and 8th January 2017, there has 

been 41 new cases of flu in the Trust, mainly in MOPRS, Renal, 
Orthopaedics and Medical Outliers. 

• GMs, Heads of Nursing and Clinical Directors have been sent a 
list of staff to ensure they are approached to have the flu 
vaccine or to complete a consent form. 

• 62.9% submitted to Department of Health based on 
vaccinations at 31st December 2016. 

• The Trust is close to meeting the first CQUIN target of 65%, at 
present recording at 63%. 

• Women’s & Children’s CSC are closest to meeting 75% target, 
at present recording at 71.4%.  

• CHAT, Corporate Functions and MOPRS have seen the biggest 
increase in vaccinations in January. 

• 6.4% of front line staff have declined the vaccine. 
• Key focus for CSCs is on the 30% of front line staff who have 

not responded. 
• Vaccines are available from Occupational Health. There has 

been a flurry of staff into Occupational Health to be vaccinated 
following the outbreaks. 

Vaccinated Total
Direct Patient Care 63.3% 4648 7345
Medical & Dental 68.1% 664 975
Registered Nurses 62.1% 1481 2383
Other Prof Qualified Staff 67.6% 558 826
Support to Clinical Staff 61.5% 1945 3161
Non-Direct Patient Care 62.9% 343 545
Total 63.3% 4991 7890

Staff group Headcount%

%
TARGET 75%
CHAT 65.1%
Clinical Support 66.1%
Emergency 57.5%
Head & Neck 56.9%
Medicine 59.3%
MOPRS 60.0%
Musculo-skeletal 60.2%
Renal 62.6%
Research & Development 52.3%
Surgery & Cancer 59.9%
Women's & Children's 71.4%
Corporate Functions 63.6%
Total Trust 63.3%

Flu Vaccination
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Staff Friends and Family Test Pulse 
Quarter 2 results 2016/17 for Wessex are now available . 
Recommendation of the trust as a place to work 
• Portsmouth placed  87th of the 232 Trusts, this  was a 

positive movement of 24 places from the previous quarter. 
At 68% this was a 2% increase from Q1,  4% above the 
England average and 2% above the Wessex average.  

Recommendation of the trust as a place to have care 
or treatment 
• Portsmouth 67th of the 232 trusts surveyed nationally, this 

was an increase of 40 places from the previous quarter.  At 
85% this was a 5% increase from the Q1 results, was 5% 
higher than the England average and 3% higher than the 
Wessex average. 

Response rate 
• Quarter 2 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 August 2016 and had an 13% 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’ – A management development 

programme to increase the capability of those who manage 
staff and reduce variation amongst management practices.  
Launching during February 2017 

• The development and implementation of a Well-Led 
Accreditation framework for CSC’s, Specialties and 
Departments spring 2017. 
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Developing Capability 
 
• The Passport to Manage programme will be commencing in February 2017. This is a mandatory management competency 

programme for all staff with line management responsibilities designed to equip them with the skills they need to effectively manage 
their services.  
 

• The programme will  initially target new managers and newly promoted managers, starting with a formal management induction, and 
followed up with period of six months to ensure compliance with the competencies as a precursor to a new ‘revalidation’ process 
which will then be reviewed annually as part of the Performance Appraisal process.  
 

• It is anticipated that approximately 130 new and newly appointed managers will go through the formal induction each year, with a 
further 750 existing managers working through the competencies and determining their individual personal development plans during 
the Performance Appraisal with their manager. Managers and aspiring managers were involved in the initial discussions and 
development using the Listening into Action methodology, with a number continuing to work with key corporate management leads to 
develop of the framework up to the launch.  
 

• This programme and the refreshed Leadership matrix now provide a comprehensive pathway of development for new, existing and 
aspiring managers to build capability to meet the requirements of the CQC Well Led domain. 
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Performance Appraisal Audit  
 
• During October and November a sample of 110 Performance Appraisal records were audited covering 41 departments and a range 

of staff groups. The responses were received for 88% of the records requested, and of these 89% had a valid Performance 
Appraisal. Some of the key points are referred to below. 
 

• Though 94% of all Performance Appraisals audited had objectives included within the document, there was a disappointing decrease 
in the quality of the objectives set, with only 21% of objectives referring to team or trust objectives and only 19% having objectives 
fulfilling the ‘SMART’ criteria. Alongside this audit, a series of guidance documents have been developed, one specifically focusing 
on SMART objectives, and this has been strengthened in the Performance Appraisal training. This will continue to be an area of 
focus for 2017, as SMART objectives underpin the whole Performance Appraisal conversation.   
 

• There continues to be some variation in the quality of scoring, and as a result of this and feedback received over recent months, 
some changes have been made to the Performance Appraisal documentation to simplify and  support a more effective conversation. 
 

• Despite over 750 managers having received training on how to conduct an effective Performance Appraisal since the initial launch of 
the values based appraisal process in 2014, only 8% of those managers audited had attended this training, reinforcing the 
requirement for the management competency framework within the aforementioned Passport to Manage. 
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Whistleblowing / Safeguarding / Professional Registration 
 
• No whistleblowing referrals were reported in December. 
• 1 safeguarding referral has been received or reported in December. 
• No Professional Registration referral was received and reported in December. 

 

Revalidation of Medical Staff 
 
• 1 doctor has undertaken revalidation as at 31st December 2016. Due to how the revalidation dates have been set by the GMC the 

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

• 1 doctor has been deferred as at 31st December 2016. 
• All medical staff are engaged in the validation process. 

 

Revalidation of Nursing & Midwifery Staff 
 
• 645 Nursing and Midwifery staff have undertaken revalidation as at 31st December 2016. 
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TRUST BOARD PUBLIC – FEBRUARY 2017                           Agenda Item Number: 9/17 
         Enclosure Number: (3) 
Subject: CQC Improvement Plan 

(December 2016 position) 

Prepared by: 
 

Tracey Stenning, Head of Governance and Quality 

Fiona McNeight, Associate Director of Quality and 
Governance  

   Sponsored by: 
Presented by: 

Cathy Stone, Director of Nursing  
Cathy Stone, 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 progress against the 
CQC 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 

• Note progress against delivery of the actions. 
• Regulation 10: 

2 November actions not closed 
- Single Sex Policy was due to be updated in 

December.  However, due to CQC feedback and 
annual leave commitments the policy is being 
reviewed and is on the agenda for the March 
Governance and Quality Committee for ratification.  
In the interim local guidance is in place in all 
escalation areas; with no breaches being reported. 

- There has been a delay to the agreement of the 
escalation policy.  The policy is in draft form and is 
with the Executive Team for approval.  A meeting 
has been arranged to discuss with final agreements 
expected by the end of February. 

• Regulation 12: 
1 November action not closed: 
- In relation to the implementation of clinical rounding 

in AMU and the completion of the documentation 
audit, further evidence is awaited prior to full closure 
of these actions. 

1 identified risk of completion of action: 
- Work is underway to mitigate the risk to achieving 

95% compliance with the Planned Preventative 
Maintenance Programme by 31st March 2017.  Risks 
relate to staff vacancies and difficulty in recruiting 
staff. 

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 

Monthly reporting until actions closed. 
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Trust Board’s discussion 

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

Considered – no impact. 

Consideration of Public and 
Patient Involvement and 
Communications Implications? 

None – private report. 
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Board Governance and Assurance 
 
The Trust Governance and Quality Committee; chaired by a Non-Executive director, ensures that there is 
continuous and measurable improvement in the quality of the services provided, and that the Trust Board 
receives assurances that the risks associated with its activities are managed appropriately. The 
Committee also monitors the implementation of the Trust’s Quality Improvement Strategy, in addition to 
the monitoring of compliance with national standards and local requirements.   
 
The Trust holds monthly performance reviews with the Executive Team and each Clinical Service Centre 
(CSC) to ensure transparency and accountability for the delivery of services. To strengthen the 
monitoring, oversight and challenge on quality, a quality pack has been developed which identifies key 
areas for increased scrutiny to inform the monthly CSC Performance Reviews with the Executive Team. 
 
The Trust continues to report monthly to the Trust Board on quality metrics as part of the Integrated 
Performance Report.  A detailed quarterly quality report is presented to the Governance and Quality 
Committee, with key exceptions escalated to the Board as required.  This is further endorsed by 
independent audits and inspections (i.e. HCAI, CCG reviews, peer and service user reviews) and the 
Clinical Quality Review Meetings with Commissioners.  
 
The CSC structure has been purposely designed so that their management teams and clinical staff can 
better influence the pathway of care for their patients. 
 
There are clear reporting lines to the Trust Board from these sub board committees and a copy of the 
minutes are included in the Board reports. This allows Trust Board members to raise any issues regarding 
the work of these committees and provides the committee chairs with an opportunity to bring any issues 
they wish to the attention of the Trust Board. 
 
In order to strengthen existing Board to Ward assurance a weekly quality review of ward based metrics is 
undertaken by the Director of Nursing and the Heads of Nursing.  The Chief Executive has further 
strengthened his oversight of this process through monthly attendance at the Quality Assurance Head of 
Nursing meetings. 
 
In response to the Requirement Notice the Board is reviewing the CSC structure to further strengthen 
accountability and consistency throughout the organisation.  Consideration is being given as to the 
support the Audit Committee can provide through its internal and external programme in order to 
provide further assurance.  A review of reporting to the Governance and Quality Committee is being 
undertaken to ensure appropriate information is monitored to gain assurance against the regulated 
activities as outlined by the CQC.   
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Quality Improvement Plan 
 
The following actions detail the improvements required to comply with the CQC Requirement Notice. 
 
Actions taken following the visit: 
 
Immediate: 

• Board briefed. 
• CCG and NHSI briefed. 
• Nurse leadership for AMU and CDU informed of outcome of the visit on the day and instigated action. 
• Resuscitation trolleys were rechecked and stocked. 
• Head of Nursing lead for single sex reviewed RDU and CDU. Privacy, dignity and safety of patients observed. 
• Response to CQC regarding DoLS query. 

 
Next day: 

• 3 x daily checks in CDU to review single sex. 
• Review of DoLS Policy. 
• Full audit of AMU resuscitation trolleys by the Trust resuscitation lead. Immediate corrective actions taken where necessary. 
• All Heads of Nursing briefed to ensure Trust-wide compliance of concerns raised from CQC verbal feedback. 
• Cardiac monitors in CDU serviced. 

 
Within 2 weeks: 

• Liaised with local DoLS offices to discuss potential change to policy and impact of this. 
• Enhanced weekly checks to daily checks in AMU with reporting directly to Director of Nursing. 
• Review of current insulin prescribing within AMU with feedback to Trust-wide working party. 
• Requirement Notice and letter sent to CCG, NHSI, Trust Board and SMT. 

 
Review of Emergency Department Patients 
It was proposed at the Risk Summit that an audit should be undertaken of patients who had waited an extended length of time within the Emergency Department, 
to ensure they suffered no harm as a result of the length of time they were held within the department. 
A multi-professional review including provider and CCG staff, undertook analysis of 50% of the patients who had an extended length of stay in the department on 
Monday 24th October 2016. 
The findings of the review identified that all appropriate care was given, there were no short falls in the care provided and there were clear examples of excellent 
care.  The review concluded that none of these patients had suffered any harm due to their extended stay within the department. 
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Regulation: Regulation 10(1) (2) (a) Dignity and respect, Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 

Executive Lead: Director of Nursing 
Timescale: 1st December 2016 

Committee oversight: Governance and Quality Committee 
 CQC requirements 
RN1 The privacy of two male patients was comprised and for a further two female patients CQC staff had to request privacy blankets. 
RN2 Patients shared sleeping accommodation with patients of the opposite sex in the Cardiac Day Unit and Renal Day Unit and did not have access to 

segregated bathroom and toilet facilities. This resulted in a mixed sex breach. 
 

Improvement action(s) Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

To maintain privacy and dignity 
for all patients at all times to 
address RN1 and RN2. 

Three times daily spot checks by 
Matrons/Heads of Nursing for CHAT 
(Recovery), Medicine (CDU), and Renal 
(RDU).    

31st October 
2016 

• Daily email confirmation to Director of 
Nursing and Deputy Director of 
Nursing. 

• Single sex compliance included in the 
three times daily staffing report; this 
includes out of hours. 

• No single sex incidents reported to 
date. 

Head of Nursing 
CHAT, Medicine 
and Renal 

Amend ‘Delivering Single Sex’ policy to 
include guidance on Day Case areas which 
are opened up as escalation areas, to 
specifically include overnight for inpatients.        

30th 
November  
2016 
9th March 
2017 

• Policy revised and out for consultation 
(31st October 2016). 

• Policy will be updated by 23rd 
December 2016 following feedback 
from the CCG visit 

December position: 
• Delay in update of the policy due to 

CQC feedback and annual leave 
commitments of key individuals.   

• Policy on agenda to be ratified at 
Governance and Quality Committee on 
the 9th March 2017 (policy due for 
renewal by 1st March 2017).  

• In the interim local guidance is in place 
in all escalation areas eg CDU, RDU, 

Head of Nursing 
CHAT ( DSSA 
Lead Nurse) 
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Improvement action(s) Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

Recovery and Discharge lounge.           
Any concerns with Single sex compliance in 
escalation areas to be discussed at 
Operational meetings.   

30th 
November  
2016 

• Included within site ops meeting tor 
• Discussed at every meeting 

Duty Hospital 
Manager 

Clear Escalation Policy to include escalation 
capacity. 

30th 
November  
2016 
28th February 
2017 

• Policy revised and requires Executive 
approval before wider circulation 

December position: 
• There has been a delay to the 

agreement of the escalation policy.  
The policy is in draft form and is with 
the Executive Team for approval.  A 
meeting has been arranged to discuss 
with final agreements expected by the 
end of February. 

General 
Manager for 
Site Operations 

Include single sex compliance checks as 
standard part of Quality Care reviews. 

30th 
November  
2016 

• Single sex compliance included in all 
reviews where appropriate. 

Head of 
Professions 
Clinical Support 

Validation of escalation areas by CCG.   1st December 
2016 

• Feedback from CCG Quality visit on 1st 
December highlighted the commitment 
by all staff to provide privacy and 
dignity to patients in all areas. It was 
acknowledged the physical areas make 
it challenging to deliver single sex 
accommodation and facilities when 
escalation areas are operational during 
the day with day case activity. No 
concerns raised.       

December update: 
• No breaches reported in escalation 

areas. 
• The use of new scrub style tunic and 

trousers has been approved for CDU 

Head of Nursing 
CHAT ( DSSA 
Lead Nurse) 
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Improvement action(s) Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

Day Case patients to ensure privacy and 
dignity and support compliance with 
single sex principles.     

• Further meeting with Chief Nurse, CCG 
on 11th January 2017 in light of CQC 
feedback about CDU and use of 
screens.      

Lack of national guidance around MSA for 
Day Case areas as escalation areas.  Issue to 
be raised at the Wessex Regional Single Sex 
DoNs workshop on the 21st October. 

21st October 
2016 

• Completed.  Trust remains part of 
regional wide working party. 

Director of 
Nursing 

Cascade and re-inforce via Team Brief 
privacy and dignity requirements to include 
Single Sex compliance 

30th 
November  
2016 

• Included in Team Brief on 18th 
November 2016. 

Director of 
Nursing 
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Regulation: Regulation 12(1) (2) (a)(b)(e)(g)(h)(I) Safe care and treatment, Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 

Executive Lead: Director of Nursing 
Timescale: 31st March 2017 

Committee oversight: Governance and Quality Committee 
 CQC requirements 
RN3 Staff did not consistently follow the trust’s policies and procedures for the safe storage and administration of medication. We observed two occasions 

in AMU where nursing staff did not check patient identifiers before administering medication or fluids. Insulin administration records for two patients, 
one in AMU and one in CDU had not been signed to record the medication had been given and staff were unaware if the medication had been 
administered. Throughout the medical service patients medication charts were not consistently signed, dated or had a record of patient’s allergies. 

RN4 Equipment used for providing care or treatment to patients was not routinely checked to ensure it was safe for use in the Cardiac Day Unit and the 
AMU. For example the cardiac monitors in CDU were out of date for servicing. Documentation on the resuscitation trollies in AMU showed regular 
checks had been completed. However, we observed equipment was missing, or had expired. 

RN5 The trust’s Infection control policies and procedures were not always adhered to in the AMU by nursing staff and health care assistants. We observed 
staff carried bed pans without wearing gloves or aprons. We observed one nurse gave medication without wearing gloves and staff made beds without 
wearing protective equipment. One resuscitation trolley was dirty. 

RN6 Patients did not routinely have robust, individualised care plans to enable staff to plan their care appropriately in accordance with Regulation 12 
(2)(b)Safe care and treatment, Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 

RN7 The planning and delivery care of was not always carried out in accordance with the Mental Capacity Act 2005 Deprivation of Liberty Safeguards, and 
staff were not aware of their responsibilities under the Act. 

 

Improvement action(s) Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

To ensure compliance and 
consistent adherence to Trust 
policies and procedures for the 
safe storage and administration 
of medicines within AMU 
 
To maintain consistency of 
compliance and consistent 
adherence to Trust policies and 
procedures for the safe storage 
and administration of medicines 

Letter to all staff updating them of CQC 
findings and restating expectations and a 
zero tolerance to non-compliance. 

31st October 
2016 

• Complete. 
• Letter sent to AMU staff from Chief of 

Service and Head of Nursing dated 28th 
October 2016. 

Chief of 
Service / 
Head of 
Nursing AMU 

Implement daily checklist for Coordinator 
role covering infection control, resus trolley 
checks, audit of 3 medication drug charts  
Continue weekly report. 

To discuss at 
planned B7 
meeting 
26/10 and 
start 
27/10/16 
Resus 

• Commenced. 
• Daily emails to Director of Nursing and 

Deputy Director of Nursing. 

Head of 
Nursing AMU 
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Improvement action(s) Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

across the Trust checklists 
started 
18/10/16 

Three times weekly formal Matron/ HoN 
round- focusing on CQC concerns. 

31st October 
2016 

• Underway.  Head of 
Nursing AMU 

Weekly (Thursday check the checker process 
regarding Resus trolleys). 

31st October 
2016 

• Underway. Head of 
Nursing AMU 

Regular Captains rounds. 31st October 
2016 

• Commenced and on-going Chief of 
Service 

Implement Clinical Rounding – planned date 
15/11/16. 

30th 
November 
2016 

• Senior staff development programme for 
AMU in conjunction with ECIP underway. 
Clinical rounding is a key part of this 
development. 

December update: 
• Further evidence awaited prior to full 

closure of this action. 

Matron  
AMU 

Monthly medicines reconciliation audit to 
include audit of standards for insulin 
administration. 

30th 
November 
2016 

• Audit conducted on 14th November.  For 
every patient that was identified on 
insulin, abbreviations (units) were looked 
for. 

• The insulin charts were scrutinised with 
the following criteria:- 
− Has the prescriber signed the 

prescription and identified themselves 
with a contact number. 

− Any doses not signed for and any 
codes recorded for non-
administration. 

• A different audit will be undertaken during 
December, investigating another aspect of 
insulin use.  

December update: 

Director of 
Medicines 
Optimisation 
and 
Pharmacy  
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Improvement action(s) Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

• December monthly audit completed 13th 
December.  Additional data collected to 
ascertain proportion of prescribed insulin 
doses missed. 

Medicines safety team to work with medical 
education to publicise and promote 
prescribers identifying themselves clearly. To 
be included in monthly pharmacy audit. 

31st 
December 
2016 

• Medication safety team have met with the 
Medical Education Lead to discuss ways in 
which this could be improved.  The lead is 
working on methods of implementation 
with the junior doctors e.g. network pop 
up. 

• Data collected as part of the insulin work 
above will give an indication of the scale of 
the issue.  

December update – action complete: 
• Network pop-up occurred in the last week 

in January. Prescribers will be encouraged 
to use prescribing stamp or block capitals 

• Audit of identifiable prescriber completed 
November 2016, results being analysed for 
action plan and further action. 

Director of 
Medicines 
Optimisation 
and 
Pharmacy 

Medicines safety to engage with Trust 
diabetes team to collaborate on audit and 
review of insulin administration charts and 
nursing education for insulin administration 

31st March 
2017 

• Work on-going regarding safer use of 
cartridges and administration methods. 

December update: 
• Meeting with diabetes team taken place in 

January 2017. Medicines Safety 
Committee on 13th February will have 
diabetes/insulin theme with attendance 
from diabetes consultant and nurse. 
Actions will result. 

Director of 
Medicines 
Optimisation 
and 
Pharmacy 

Identify risks within clinical pharmacy service 
to general medicine and develop resultant 
business plan to overcome any shortfalls. 

31st March 
2017 

• Business planning cycle in progress – 
currently at scoping stage. 

Director of 
Medicines 
Optimisation 
and 
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Improvement action(s) Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

Pharmacy 
To ensure equipment used for 
providing care or treatment to 
patients is routinely checked to 
ensure it is safe for use in the 
Cardiac Day Unit and the AMU.  
 
To ensure equipment used for 
providing care or treatment to 
patients is routinely checked to 
ensure it is safe for use across 
the Trust 

Implement daily checklist for Coordinator 
role covering infection control, resus trolley 
checks, audit of 3 medication drug charts  
Continue weekly report. 

To discuss at 
planned B7 
meeting 
26/10 and 
start 
27/10/16 
Resus 
checklists 
started 
18/10/16 

• Commenced. 
• Daily emails to Director of Nursing and 

Deputy Director of Nursing. 

Head of 
Nursing AMU 

Daily spot check in place to ensure resus 
trolley checklist completed daily 

30th 
September 
2016 

• Daily emails to Director of Nursing and 
Deputy Director of Nursing. 

Head of 
Nursing 
Medicine 

Weekly compliance assurance at Heads of 
Nursing to include resuscitation equipment 

30th 
November 
2016 

• Complete and on-going. Director of 
Nursing 

Immediate action to release as many staff as 
possible to perform expired planned 
preventative maintenance (PPM) on high 
priority equipment. 

31st October 
2016 
(commenced 
20th October 
2016) 

• Completed.  All high priority equipment 
has been validated. 

Head of 
Clinical 
Engineering 

Accurate list for the PPM for equipment 
assets to be collated.  With improvements in 
PPM compliance monthly. 

31st October 
2016 

• Completed.  An accurate list of equipment 
assets has been collated; this is currently 
being validated as it has been identified 
that the list contains items which may not 
be relevant. 

Head of 
Clinical 
Engineering 

95% compliance with PPM programme. 31st March 
2017 

• Programme underway and to be ratified at 
Medical Devices Management Committee. 

December update: 
• Work is underway to mitigate the risks to 

achieving this action; namely staff 
vacancies and difficulty in recruiting staff. 

Head of 
Clinical 
Engineering 
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Improvement action(s) Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

To ensure adherence to the 
trust’s Infection control policies 
and procedures in AMU. 
 
To ensure adherence to the 
trust’s Infection control policies 
and procedures across the 
organisation 

Implement daily checklist for Coordinator 
role covering infection control, resus trolley 
checks, audit of 3 medication drug charts  

To discuss at 
planned B7 
meeting 
26/10 and 
start 
27/10/16 
Resus 
checklists 
started 
18/10/16 

• Commenced. 
• Daily emails to Director of Nursing and 

Deputy Director of Nursing. 

Head of 
Nursing AMU 

Weekly compliance assurance at Heads of 
Nursing to include infection control metrics 

30th 
November 
2016 

• Complete and on-going. Director of 
Nursing 

To ensure patients routinely 
have robust, individualised care 
plans to enable staff to plan 
their care appropriately in 
accordance with Regulation 12 
(2)(b)Safe care and treatment, 
Health and Social Care Act 2008 
(Regulated Activities) 
Regulations 2014. 

Documentation audit completed. Action plan 
developed – led by Band 6 team. Will form 
part of Clinical Rounding 

30th 
November 
2016 

• Senior staff development programme for 
AMU in conjunction with ECIP underway.  

• New 72 hr booklet trialled on AMU, led by 
band 6 team in conjunction with education 
of expectations of completion. Spot audits 
undertaken. Aim to further roll-out across 
AMU. Initial feedback and audits 
demonstrating increased compliance.  

December update: 
• Further evidence awaited prior to full 

closure of this action. 

Head of 
Nursing AMU 

Sustain monthly Trust-wide documentation 
audit.  
Revision of the existing 5 and 10 day care 
plans in line with feedback from patients and 
staff. 

On-going 
audits 
31st March 
2017 

• Pilot undertaken in 3 areas. 
December update: 
• New 7 day unscheduled care plan 

developed (paper exercise completed) 
then trialled on 3 wards G6 (renal), E3 
(surgery) and C5 (medicine) for 2 weeks 
(from 1st Sept), then moved to piloting 
stage with revisions for a further 11 weeks. 
Next phase of piloting and revisions have 

Deputy 
Director of 
Nursing 
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Improvement action(s) Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

commence over a further 9 wards.  
• Development of a new short stay 

(72hours) care plan developed and has 
commenced testing on one room in AMU. 
With a plan to department roll out before 
Christmas.  

• Nursing documentation audit continues 
with improvement on compliance over the 
last year 74.29% November 2015 to 
94.44% November 2016.  

• Improvements have been seen in 
discharge care plans from 65% in 
November 2015 to 70% in November 
2016, manual handling assessment 85% to 
92% in November 2016 and MRSA 
screening 76% in November 2015 to 85% 
in November 2016. 

• Transfer checklist remains an area that 
needs improvement 18% in November 
2015 to 19% in November 2016. The 
nursing documentation group are working 
on improving this by trailing a different 
way of completing this (a trial of using an 
electronic method along with a trail of 
sticker method).  

• Record discussed with patient relative also 
needs improvement. Work will commence 
on location of question in new 7 day care 
plan (may need to be moved to the back). 

• Alterations not signed for are followed up 
via ward lead and matron on an individual 
basis.   

• Work on the audit questions need to 
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Improvement action(s) Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

commence as questions do not always 
take into account electronic recording 

The planning and delivery care 
of was not always carried out in 
accordance with the Mental 
Capacity Act 2005 Deprivation 
of Liberty Safeguards, and staff 
were not aware of their 
responsibilities under the Act. 

Seek formal legal advice regarding 
application of DoLS 

31st October 
2016 

• Complete. Associate 
Director of 
Quality and 
Governance 

DoLS policy revision once legal advice 
sought.  
 

30th 
November 
2016 

• Legal advice obtained 
• Policy revised and to be ratified at January 

17 Safeguarding Committee 
• Soft launch of revised policy 1st December 

and significant increase in DoLS 
applications already noted in month 

Associate 
Director of 
Quality and 
Governance 

Trust-wide communications of revised DoLS 
policy. 

31st 
December 
2016 

• Update provided in November Team Brief. 
• Email sent to all CSC Chief of Service and 

Heads of Nursing informing of policy 
change 

• Meeting with Medical Director 16.12.16 
and key stakeholders to ratify policy 
changes 

Associate 
Director of 
Quality and 
Governance 

Revisit MCA training- and continue to follow 
policy specific AMU action once policy 
revised. 

31st 
December 
2016 

• Part of AMU induction for nursing staff. 
• Meeting planned with Practice Educator to 

ensure that this reflects the revised policy 
requirements 

• Communications regarding revised DoLS 
requirements to medical staff from Chief 
of Service on 16.12.16. 

December update: 
• Change in policy requirements enacted 

and evidenced through significant increase 
in DoLS applications 

Head of 
Nursing AMU 
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TRUST BOARD PUBLIC - FEBRUARY 2017    Agenda Item Number: 11/17 
           Enclosure Number: (4) 

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 

· Risks greater than 15 on the BAF 

· Risk P4 scoring increased to 16 

· Risk S2 scoring increased to 16 

· Risk S4 scoring increased to 16 

· Risk S6 scoring increased to 16 

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 
· Improve the response rate and positive recommendation for the Friends and Family test. 
· Reduce or maintain complaints fully upheld by the Ombudsmen. 
· Reduce the number of non-clinical moves after 2100. 

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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Portsmouth Hospitals NHS Trust Board Assurance Framework 
Trust Risk Profile - November 2016 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

LIKELIHOOD 
(frequency) 

CONSEQUENCE (impact/severity) 

Insignificant  
(1) 

Minor  
(2) 

Moderate 
(3) 

Major  
(4) 

Extreme  
(5) 

Rare 
(1)   

 PE1 – Friends & Family results 
 
 
 
 
 
 

 

Unlikely 
(2)  

    

Possible 
(3)  

 P1 – Staff engagement 
P3 – Race equality standard 

PS1 - Reduction in mortality rate 
PS2 - Increased harm free days  
PE2 - Patient Experience 
P2 – Bullying & harassment 
S3 – Cancer targets 
 

 

Likely 
(4)  

 S6 – Achieving SAFER target P4 – Managers and leaders skills 
P5 – Workforce sustainability 
F1I - Income control 
S1 -  Failure to instigate all elements 
of the Urgent Care  
S2 – RTT Target 
S4 – Diagnostic procedure wait 
target 
S5 – Reduction in Delayed Transfers 
of Care 
 

S1 – A&E 4 hour target  
F3 – Cash management 

Highly Likely 
(5)   

 PE3 – Patient moves 
F1E – Expenditure control 
F2 – Achievement of CIP 
F4 – Capital resource management 
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ASSURANCE FRAMEWORK 2016/17 PROGRESS SUMMARY   
 

Organisational 
Priority 

Risk 
Reference 

 

Executive / 
Operational 

Leads 

R
ES

PO
N

SI
B

LE
 

C
O

M
M

IT
TE

E PRINCIPAL RISK 
(Obstacle to achievement of organisational priority) 

 

C
Q

C
 K

LO
E 

R
EF

ER
EN

C
E 

PROGRESS MONTH ON MONTH 

R
EV

IE
W

 D
A

TE
 

TA
R

G
ET

 D
A

TE
 T

O
 

A
C

H
IE

VE
 R

ES
ID

U
A

L 
R

IS
K

 S
C

O
R

E 

O
C

T 

N
O

V 

D
EC

 

JA
N

 

FE
B

 

M
A

R
 

A
PR

 

M
A

Y 

JU
N

 

JU
L 

A
U

G
 

SE
P 

 
Safety 
 
 

PS1 SH PSSG / 
G&Q 

There is no reduction in mortality rates as recorded by 
Hospital Standardised Mortality Ratio (HSMR) and 
Summary Hospital-Level Mortality Indicator (SHMI) for 
2016/17. Resulting in significantly more deaths than 
expected. 

S 12 12 12          Feb 
17 

8 
Apr  
17 

Safety 

PS2 SH  CEMSG 

Trust does not achieve increased Safety Thermometer 
of harm free days, impacting on the ability to deliver a 
reduction in avoidable harm. 
 

S/E 12 12 12          Feb 
17 

8 
Apr  
17 

Patient 
Experience PE1 CS PESG 

Patients who have a poor experience can result in 
adverse feedback impacting on Friends and Family Test 
scores and Trust reputation. 

All 4 4 4          Feb 
17 

4 
Apr 
17 

Patient 
Experience PE2 CS 

PESG Poor patient experience resulting in loss of Trust 
reputation and potential increase in patient complaints. All 12 12 12          Feb 

17 
9 

Apr 
17 

Patient 
Experience PE3 CS 

PESG Failure to deliver the Urgent Care Plan results in 
untimely and inappropriate patient moves. S/E/

C/R 20 20 20          Feb 
17 

16 
Apr 
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          Dec 
16 

6 
May 
17 

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          Jan 
17 

8 
May  
17 

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          Jan 
17 

6 
May 
17 

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          Jan 

17 

8 
Mar 
18 

People 
P5 RK OB 

Insufficient staffing has a direct impact on the quality of 
patient care. 

S/E/
R 16 16 16          Jan 

17 

12 
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          Feb 

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          Feb 

17 

8 
Mar 
17 

Delivery of 
Required S3 MD EMT/ 

Cancer – maximum 62 day wait for first definitive 
treatment from urgent GP referral for suspected cancer.  S/E/ 12 12 12          Feb 

17 
8 

Feb 
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Constitutional 
Standards 

TB Resulting in longer than necessary waiting times for 
patients. 
 

R 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          Feb 

17 

8 
Mar 
17 

Delivery of 
Required 
Standards 

S5 RH EMT / 
TB 

Reduction in Delayed Transfers of Care. 
 S/E/

C/R 16 16 16          Apr 
17 Apr 17 

Delivery of 
Required 
Standards S6 RH EMT / 

TB 

Failure to achieve SAFER target for the % of patients 
discharged by midday seven days a week, impacts on 
flow, ED wait for beds, correct placement of specialty 
patients and deconditioning of patients, particularly frail 
elderly. 

SE/
C/R/
W 

12 12 16          Jan 
17 Apr 17 

Financial Health 
F1 - Income CA SMT/ 

FIC 
Income control total is not achieved. 
 S/WL 16 16 16          Jan 

17 
Feb 
17 

Financial Health F1 -  
Expenditure 

CA SMT/ 
FIC Expenditure control total is not achieved. S/WL 20 20 20          Jan 

17 
Jan 
17 

Financial Health 
F2 CA SMT/ 

FIC 

Failure to deliver the Cost Improvement Programme 
benefits. 
 

S/WL 20 20 20          2 
Wkly  

Financial Health 
F3 CA 

SMT/ 
FIC 

Trust does not manage cash within agreed limits. 
S/WL 20 20 20          Jan 

17 
Jan  
17 

Financial Health 
F4 CA SMT/ 

FIC 

Management of capital resources within limits in line with 
business plan objectives. 
 

S/WL 20 20 20          Qtr Jan 
17 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PS1 There is no 
reduction in 
mortality rates 
as recorded by 
Hospital 
Standardised 
Mortality Ratio 
(HSMR) and 
Summary 
Hospital-Level 
Mortality 
Indicator 
(SHMI) for 
2016/17, 
resulting in 
significantly 
more deaths 
than expected. 

· Mortality review 
tool. 

· Clinical 
Effectiveness 
Steering Group 

· M & M meetings 
discuss cases. 

· All unexpected 
deaths are 
subject to 
investigation and 
where 
appropriate 
reported as 
SIRIs. 

· HSMR indicator 
within expected 
range. 

· SHMI indicator 
within official control 
limits 

12 
4 x 3 

12 
4 x 3 

8 
4 x 2 

1. Recent increase in 
HSMR. 

2. Palliative care coding 
  

3. Care Quality 
Commission alert 
in March regarding 
higher than 
expected mortality 
rates for acute 
cerebrovascular 
disease for the 
months April to 
September 2015. 

4. SHMI indicator 
above national 
average 

1) Medical Director 
2) Medical Director 
3) Clinical 

effectiveness and 
mortality steering 
group 

Feb  
2017 

Apr 
2017 

 
Safe 

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  On-going 

1-4     Undertake review of palliative care coding 
Coding Group December 2016 

Not started – Sally Daniels will 
complete audit by end of 
February 2017 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PS2 Trust does not 
achieve 
increased 
Safety 
Thermometer 
of harm free 
days 
· Sepsis 
· Acute 

Kidney 
Injury (AKI) 

· Falls 
· Medication 

Errors 
· Pressure 

damage 
· Infection 

control 
targets 

Impacting on 
the ability to 
deliver a 
reduction in 
avoidable 
harm. 
 
 

· Sepsis pathway 
· AKI Nurse 

Specialist 
· Lead Nurse for 

Falls 
· TVN team 
· Infection control 

team 
· Patient Safety 

Steering Group 
established to 
oversee 
changes/improve
ments in safety 
culture 
throughout the 
organisation 
 

· SafetyThermometer 
· Monthly reports to 

Trust Board/CQRM 
· Quarterly Reports to 

G&Q 
· Infection control 

committee 
· Improving reporting 

culture 
 

 
 
 
 
 
 
 
 
 
 
 

12 
4 x 3 

12 
4 x 3 

8 
4 x 2 

Sepsis 
1. Not compliant with 

administration of 
antibiotic within 1 
hour of first triage. 

AKI 
2. Failure to reduce 

number of hospital 
acquired AKI when 
compared with 
2015/16. 
 

Medication 
3. Repetition of 

medication errors 
4   

  

4.   Trust initiative to 
increase reporting 
of Safety Learning 
Events in 
2016/17has not 
had sufficient time 
to establish a 
benchmark to 
measure reduction 
in severity of 
reported harm. 

5.   Lack of Electronic 
Prescribing and 
Medicines 
Administration 
(EPMA). 

 
 

1) Medical Director 
2) Patient Safety 

Lead 
3) Patient Safety 

steering group 
and G&Q 

Feb 
2017 

Apr 
2017 

 
Safe, Effective 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

Management through Governance & Quality Committee G&QC and PSSG On-going   

Review through Infection Control Committee DIPC On-going   
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PE1 Patients who 
have a poor 
experience 
can result in 
adverse 
feedback 
impacting on 
Friends and 
Family Test 
scores and 
Trust 
reputation. 

· Frontline Peer 
Reviews 

· Quality Care 
Reviews 

· Healthwatch 
inspections 

· PLACE 
assessment 

· Weekly ward 
response rate 
targets 

· Contract with 
external provider 
to manage 
process in line 
with National 
requirements 

· Local surveys 
· CCG Quality 

Visits 
· Ward based 

staffing levels 
agreed by the 
Board bi-
annually 

· NED 
engagement in 
patient 
experience 
activities 

· Friends and 
Family Test 
results 

· CQC inspection 
report – 
outstanding for 
‘Caring’ 

· Monthly and 
Quarterly Quality 
Board reports 
demonstrating 
sustained 
performance 

· Weekly target 
reporting to 
wards 

· PLACE results 
· NHS Choices 

data 
· PHT Ward 

Accreditation 
Scheme 
 
 
 
 
 
 
 
 

 
4 

4x1 

 
4 

4x1 

 
4 

4x1 

1. Inconsistent FFT 
response rates in ED 

2. Process is person 
dependant 

1. Response rate 
fell below 15% in 
October (14.5%). 

2. Just maintained 
in November 
(15.2%). 

1) Director of 
Nursing 

2) Head of Patient 
Experience 

3) Patient 
Experience 
Steering Group 

Feb  
2017 

Apr 
2017 

 
All 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Daily monitoring of response rates  Matron, Practice 
Transformation 

On-going Response rate of 15% or greater  

2. Monitor weekly response rate and reminders as required Matron, Practice 
Transformation 
 

On-going Response rate of 15% or greater  
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PE2 Poor patient 
experience 
resulting in  
loss of Trust 
reputation 
and potential 
increase in 
patient 
complaints 

· Frontline Peer 
Reviews. 

· Quality Care 
Reviews. 

· Healthwatch 
inspections. 

· PLACE 
assessment. 

· Local surveys. 
· CCG Quality 

Visits. 
· Ward based 

staffing levels 
agreed by the 
Board bi-
annually. 

· NED 
engagement in 
patient 
experience 
activities. 

· Monthly and 
quarterly quality 
Board reports 
demonstrating 
compliance with 
National 
timescales, a 
reduction in 
upheld 
Ombudsmen 
referrals and an 
increase in 
positive patient 
feedback. 

· PLACE results. 
· FFT results. 
· CQC inspection 

report – 
outstanding for 
‘Caring’. 

· National Staff 
Survey patient 
and staff 
recommendation 
question. 
 
 
 
 
 

12 
4x3 

12 
4x3 

9 
3x3 

1. Inability to recruit to 
95% of establishment 
for clinical staff due to 
National shortfalls in 
workforce. 

2. Potential low response 
rate for FFT. 

3. Number of times 
patients are outlied to 
other specialties. 

4. Moves overnight. 

5. Recurrent 
complaint themes 
in relation to 
cancelled 
appointments, 
clinical 
care/treatment and 
attitude and 
behaviour of staff. 

1) Director of 
Nursing 

2) Head of 
Complaints 

3) Patient 
Experience 
Steering Group 
(PESG) 

Feb  
2017 

April 
2017 

 
All 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Continuous recruitment process in place and recruitment working party in place Head of Employee 
Resourcing 

On-going 95% establishment  

2. Monitor weekly response rate and reminders as required Matron, Practice 
Transformation 

On-going Response rate of 15% or greater  

3. Individual action plans for each complaint monitored through CSC governance committees and PESG Head of Complaints On-going Overall reduction in upheld 
complaints 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT
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) 
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R
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T 

R
A
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N

G
 (C
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) 
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IC
TE

D
 (R
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U
A

L 
R
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K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PE3 Failure to 
deliver  the 
Urgent Care 
Plan results 
in untimely 
and 
inappropriate 
patient 
moves 

· Escalation Policy. 
· Full Capacity 

Policy. 
· Business 

Continuity Plans. 
· QDS Operational 

meetings and 
situation reports. 

· Urgent Care 
Improvement 
Plan. 

· System 
Resilience Plan. 

· Daily discharge 
targets. 

· Risk assessment 
of individual 
patients – 
clinically led 
decision making. 

· Site Operations 
tracking of actual 
patient move 
following release 
of capacity. 

 

· Monthly and 
quarterly Quality. 

· Board reports 
demonstrating 
reduction in 
moves after 
midnight. 

· Reduction in 
complaints 
related to patient 
moves. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

20 
4x5 

20 
4x5 

16 
4x4 

1. Insufficient capacity to 
meet current demand. 

2. Non achievement of 
discharge targets. 

3. Inability to manage 
timely bed flow. 

4. Disproportionate 
amount of capacity 
released after 1900. 

5. Numbers of MFFD 
patients. 

6. Numbers of 
stranded patients/ 
Medically 
Optimised. 

7. Numbers of 
patients moved 
after 2100. 

8. 4 hour ED 
performance. 

9. 12 hour trolley 
breaches. 

10. 10. Ambulance 
diverts. 

11. Ambulance holding 
data. 

 
 

1) Director of 
Emergency 
Care. 

2) Director of 
Operations – 
Unscheduled 
Care. 

3) Urgent Care 
Transformation 
Board 

Feb  
2017 

April  
2017 

 
Safe, Effective, 
Caring 
Responsive 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-7.    Implementation of the workstreams within the UC Improvement Plan Director of Emergency 
Care and Chief Operating 
Officer 

March 2017 Set within each project 
workstream 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
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) 

C
U

R
R

EN
T 

R
A
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N

G
 (C
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) 
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D
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U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

P1 If members of 
staff are not 
engaged then 
patient 
satisfaction, 
patient 
mortality and 
infection rates 
have worse 
outcomes. 
 
Critical 
Success 
Factor/ 
Trust does 
improve the 
levels of staff 
engagement to 
achieve a staff 
satisfaction 
score in the 
top 20% as 
measured by 
the National 
Staff Survey 
Implications. 

· Listening into 
Action 
programme 
adopted. 

· Staff survey 
action plans 
developed across 
the organisation 
and within CSCs. 

· Health and well-
being programme 
established. 

· Employee 
recognition 
programmes in 
place. 

· Quarterly staff 
pulse survey 

· Development of 
appraisal quality 
framework linked 
to values. 

 

· Significantly 
Improved 
performance in 
2015 national 
staff survey 
results. 

· Lower than 
average levels of 
sick absence and 
staff turnover 
when compared 
to other acute 
organisations. 

· Integrated 
performance 
report to Board 
including staff 
feedback 

· Positive staff 
friends and family 
results which 
compare 
favourably with 
local trusts and 
the national 
England average  

 
 
 
 
 
 
 
 
 
 
 

9 
3X3 

 
 
 

 
 
 
 
 
 
 
 
 
 
 

9 
3X3 

 

 
 
 
 
 
 
 
 
 
 
 

6 
3x2 

 
 

1. Lack of engagement 
from clinical staff in 
delivering the change 
agenda specifically 
concerning urgent 
care. 

2. Unbalanced focus on 
operational delivery 
verse strategic 
planning 

 
 

3. Trust is positioned 
as above average 
for overall staff 
engagement when 
compared to other 
Trusts within the 
full 2015 staff 
opinion survey. 

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 

March  
2017 

May  
2017 

 
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  

1-5   Continuous Improvement Steering Group established with a clear improvement methodology agreed 
 

Director of Workforce and 
Head of OD 

March 2017 Improvement skills methodology 
in place and tools being used to 
improve services 
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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 

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 

 
 
 
 
 
 
 
 
 
 

12 
4x3 

12 
4x3 

8 
4x2 

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 

March  
2017 

May  
2017 

 
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 150



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  
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

P3 The Trust 
does not 
reflect its 
local 
population 
as measured 
by the Race 
Equality 
Standard 
with staff 
treated as 
required, 
leading to 
compromise
d patient 
care and 
poor 
treatment of 
BME staff. 
 

· Annual 
National Staff 
Survey 
results 
containing 
WRES 
metrics 

· Trust 
Diversity 
scorecard 
published  

 
 

· Equality 
Improvement 
Group 
established with 
membership for 
all CSCs and 
corporate 
functions. 

· The Equality 
Standard is fully 
embedded within 
clinical and 
corporate 
services 
achieving the 
Bronze award in 
2015 and working 
towards silver in 
2016. 

· WRES action 
plan in place 
focused on 3 
aims regarding i) 
values and 
behaviours, ii) 
responding to 
quality, safety 
and operational 
obligations, iii) 
recruit, develop 
and retain staff. 

9 
3x3 

9 
3x3 

6 
3x2 

1. 1% more BME than 
white staff in 2015 
reported that they felt 
they had experienced 
HBorA from patients, 
relatives or the public. 

2. 2% more BME than 
white staff in 2015 
reported that they felt 
they had experienced 
HBorA from staff.  

3. 15% fewer BME than 
white staff in 2015 
reported that there are 
equal opportunities for 
progression or 
promotion. 

4. 6% more BME than 
white staff in 2015 
reported that they had 
personally experienced 
discrimination. 

 

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 

March  
2017 

May  
2017 

 
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  
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

P4 Managers and 
leaders of the 
Trust do not 
have the skills 
to create a 
supportive 
work 
environment 
to deliver an 
improvement 
in the CQC 
Rating for 
leadership and 
culture. This 
could impact 
on the 
standard of 
patient care, 
experience 
and patient 
outcomes. 

 
CQC well-led 
domain rating 
of requires 
improvement. 
 
There is 
significant 
evidence that 
good leadership 
has a positive 
effect on 
organisational 
performance; at 
a time of great 
pressure in the 
Trust, 
leadership is 
critically 
important.  
 

· Clear 
organisational 
structure in 
place 
supporting 
clinically led 
services. 

· Training needs 
analysis 
undertaken 
each year for 
CSCs and 
corporate 
functions to 
request 
development 
for skills gaps 
identified as 
part of personal 
development 
plan during 
appraisal and 
performance 
review process. 

· CSC 
performance 
reviews held 
monthly  

· Organisational 
Development 
strategy defined 
with a focus on 
developing 
leadership 
capability. 

· Leadership, 
culture and 
engagement a 
key component 
within our Quality 
Improvement 
Plan for 
unscheduled 
care. 

· Access available 
and supported to 
a range of 
management and 
leadership 
development 
programmes 
/skills 
development. 

· Bi-monthly staff 
story presented 
at Trust Board  
 
 
 
 
 

12 
4x3 

16 
4x4 

8 
4x2 

1. No clearly defined 
organisational strategy 
with underpinning key 
performance 
objectives. 

2. Training needs analysis 
not comprehensive. 

3. Personal development 
plans are not always 
identified. 

4. Training and 
development 
requested does not 
always relate to the 
organisational or 
service priorities. 

5. Governance 
arrangements at senior 
leadership level varies. 

6. Bespoke development 
programmes 
commissioned for 
managers and leaders 
do not have the level 
of engagement 
necessary to raise 
capability. 

7. Operational pressures 
take priority and 
dictate levels of 
engagement resulting 
in insufficient 
attendance/take up of 
development 
opportunities 

 

8. Reluctance to 
follow and apply 
policy and 
procedure 
consistently (e.g. 
appraisal 
compliance). 

9. Lack of discipline 
to follow rules and 
regulations and 
tendency to find 
‘work arounds’ 
(e.g. agency caps). 

10. Clarity of role and 
responsibilities 
within some 
departments are 
unclear leading to 
duplication of effort 
and inefficiencies 
in performance. 

11. Variation in 
individuals being 
held to account for 
delivery against 
clearly defined 
objectives 

 

1) .Director of 
Workforce & OD 

2) Head of OD 
3) Operational 

Board 

March  
2017 

Mar 
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  Director of Strategy (SJ) 31st December 16 Strategy clearly defined  

1-11        Organisational Priorities and objectives to be cascade to all staff Director of Strategy (SJ) 31st January 2017 Staff communication is evident  153



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 
returned 

 

1-11       Management competency programme to be introduced as mandatory linked to appraisal 
 

Head of OD 31st March 17 Competency framework in place  

1-11       CSC collective performance review process reviewed and aligned to deliver organisational priorities  EMT 31st October 16 Performance reviews happen in 
a structured way with clear 
actions and evidence of teams 
being held to account for 
delivery 

 

1-11 A well-led accreditation programme to be developed for CSC’s and corporate functions to provide a better understanding of gaps on  
governance and leadership capability  
 

Director of Workforce and 
Head of OD 

November 2017 An accreditation programme is 
launched 
All CSCs and corporate 
functions have self-assessed 
Gaps identified with 
development plans in place 
signed off by SMT 
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RISK 

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 

P5 Insufficient 
staffing has a 
direct impact 
on the quality 
of patient care. 
 
Ensure 
workforce 
sustainability by 
the creation of 
new roles, 
creative 
recruitment and 
the delivery of 
the Workforce 
Cost 
Improvement 
Programme. 
 
National skill 
shortages in 
nursing, 
scientific and 
other 
professions 
being reflected 
locally which is 
leading to an 
increasing 
expensive 
temporary 
workforce 
supply which 
may impact on 
patient care 
 
Workforce 
design has not 
kept pace with 
changing 
service 
delivery, for 
example, terms 
and conditions 
of service have 
not 
fundamentally 

· Corporate CIP 
plan developed 
to reduce 
temporary 
staffing levels. 
Managed via the 
Delivery Unit 
and 
Performance 
Reviews 

· Speciality 
specific 
attraction 
strategies  
developed for 
CSCs in difficult 
to recruit areas 

· Executive sign 
off required for 
temporary spend 

· Expansion of on-
going 
recruitment of 
nursing staff 
from overseas 

· Development of 
new roles to fill 
gaps 

· Fortnightly 
workforce 
controls 
meetings with 
each CSC 
 

· Business planning 
process has 
identified resource 
requirements for 
CSC service 
delivery 

· WSC process has 
been reviewed.  
All recruitment is 
scrutinised and 
approved by 
finance 

· Trust turnover is 
currently at 11.7% 
(annual rolling) 
which is lower 
than many Trusts  

· Budgeted 
Workforce 
establishment has 
increased by 489 
FTE since 31st 
March 2015 and a 
further 236 FTE 
since March 2016.   

 
16 
4x4 

 
 

 

16 
4x4 

 
 

12 
4x3 

 
 

1. Temporary workforce 
spend is high and is 
not sustainable.  This 
is recognised as a 
national problem and 
the NHS Improvement 
increasingly mandating 
actions to which the 
Trust is compliant. 

2. Reduction in Junior 
Doctors and difficulty 
in recruiting to Trust 
posts is on-going in 
many specialities and 
is the major area of 
temporary spend. 

3. The Trust has 
maintained many of its 
referral to treatment 
targets leading to an 
increased need for 
staff which resulted in 
a high level of 
premium payments 
including Waiting List 
Initiative payments 
staff. 

4.  Temporary workforce 
is used to fill local and 
national shortages in 
some key skill areas 
which may result in 
some critical skill gaps 
in clinical rotas, 
specifically nursing, 
junior doctors and 
some other specialist 
areas. 

5. High levels of 
substantive 
vacancies in some 
CSCs – Clinical 
Support, MOPRs 
and CHAT. 

6. Qualified N&M 
vacancies is 
currently 8.4% as 
of December 2016. 

7. Supply of newly 
qualified nursing 
workforce is 
insufficient for PHT 
required demand. 

 

1) Director of 
Workforce and 
Organisational 
Development 

2) Deputy Director of 
Human 
Resources 

3) Operational Board 

April  
2017 

Apr 
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 April 2017 New roles identified in the 
workforce, replacing difficult to 
recruit traditional roles and 
incorporated into Trust wide 
workforce plans, linking with LW 
action. 

 

1-7      Working with CSCs to develop thorough workforce plans LW April 2017 Workforce plan submitted to 
NHS Improvement 

Completed 

6, 7      With the advent of the removal of commissioned numbers for adult nurse students from Sept 2017 we will work closely with 
Universities of Southampton and Portsmouth to provide placements for students.  This will support Universities to plan cohort sizes for 
the future and zone student placements.   We will monitor planned cohort sizes as this will impact on Trust income via the nonmedical 
tariff as well as impact on the future workforce numbers.  Shortfalls will be identified and communicated to the Lead Nurse for 
Workforce to inform workforce change and recruitment decisions. 

DK On-going   

1-4      All NHS Improvement mandates have or are being implemented by the Trust which should reduce the cost of temporary staffing. RK July 2017 Reduction in breaches over 
capped rate and temporary 
agency spend 

 

2         Increase recruitment to clinical fellowships as part of acute alliance with UHS and IOW 
 

NS Aug 2017 Number of clinical fellows 
appointed 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S1 Failure to 
instigate all 
elements of 
the Urgent 
Care 
Transformatio
n Plan and 
achieve 
required 
performance 
in A & E. 
Ø 80% Q1 
Ø 85% Q2/3 
Ø 90% 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 planned 
across urgent 
care pathway 

· Frailty Interface 
Team in place to 
prevent 
unnecessary 
admissions of 
elderly patients 
and increase 
supported 
discharges  

· Short stay 
medical ward 
introduced June 
2016 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 

· CEO UCTP meeting 
weekly 
Fortnightly  UCTP 
Board 

· CQQ action plan 
report monthly. 

· Operations Board/ 
A&E Delivery Board 
meeting and 
reporting. 

· NHS Improvement 
reports monthly 

· CSC Performance 
reviews 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

20 
5x4 

20 
5x4 

10 
5x2 

1. Urgent Care 
Transformation 
Programme benefits 
delayed because of 
increased 
unscheduled care 
inpatient burden and 
inconstant delivery 
of selected 
improvement 
principles. 

2. Attendance and 
admission demand 
to increase above 
agreed activity plan 
for 16/17. 

3. Gaps in ED Medical 
workforce, 
specifically at nights 
and week-ends 

4. Discharge to assess 
capacity in the 
community currently 
insufficient to meet 
discharge demands 
of PHT causing 
significant increase 
in MOPRS length of 
stay; in turn, results 
in high number of 
frail elderly patients 
in AMU impacting on 
ED flow in the rest of 
the hospital.  
  

5. Evidence that 
sufficient 
community 
capacity exists to 
deliver D2A 
benefits. 

6. Receipt of STF 
 

 

1) Executive 
Director of 
Urgent Care 

2) Deputy Chief 
Operating 
Officer 

3) EMT/Trust 
Board 

Feb 
2017 

Apr 
2017 

S1, S2, S3, S4, 
S5 
E1, E2, E3, E4, 
E5, E6 
R1, R3 
W5 
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integrated 
discharge 
service 
introduced June 
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 MOPRS CSC May 2016 3 less admissions per day from 
agreed baseline of 2015/16 - 
achieved 

October 2016 

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 

August 2017 

4. D2A business case, KPIs and funding mechanism that incentivises discharges at pace and scale Solent, Southern, HCC, 
PCC and PHT – led by 
Integrated Discharge 
Transformation Lead  

October 2016 DTOC reduced from 6.2% to 2% 
and MFFD occupied bed days 
from 3,700 to <1,000 

July 2017 

5. Review of community capacity and its efficient use (see also 55) A&E delivery board/ ECIP December 2016 D2A KPIs remain inconclusive July 2017 

6. Mitigation case for urgent care agreed with CCG for NHSI appeal process for access to STF funds quarterly or recovery plans that 
support over-performance in subsequent quarters to make good STF allocation over full year 

Exec Director Emergency 
Care 

Quarterly STF funds allocated in full March 2017 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S2 Trust does not 
achieve 
Referral to 
Treatment 18 
week 
standard. 
Resulting in 
longer than 
necessary 
waiting times 
for patients. 

· Speciality 
specific recovery 
plans in place 
agreed and 
implemented 

· Weekly 
monitoring of 
delivery at SAAM 

· Clinical review 
process in place 
for long waiting 
patients to 
ensure no harm 
results as a 
consequence of 
the wait 

· Scheduled care 
improvement 
plan 
implemented 

· Reports to SMT, 
Finance & 
Performance 
Committee and 
Trust Board monthly 

· CSC Performance 
reviews 

· Reports to NHS 
Improvement 
monthly 
 

12 
(4x3) 

16 
(4x4) 

8 
(4x2) 

1. Medical workforce 
vacancies in 
colorectal. 

2. Workforce vacancies 
in Clinical Support 
Services impacting on 
diagnostic element 

3. Lack of sufficient 
capacity across 
theatres, beds and 
outpatients to deliver 
demand 

4. Increasing urgent 
referrals from GPs 
above plan agreed 
with CCG 

5. Adverse impact of 
unscheduled care 
pressures on available 
bed base 

 
  

1. Intermittent IT 
system failures 
resulting in reporting 
inaccuracies/delays 

1) Deputy Chief 
Operating 
Officer 

2) Head of 
Performance/Le
ad for 
Scheduled Care 

3) EMT/Trust 
Board 

Feb 2017 March 
2017 

E1, E2,  
R1, R3,  
W5 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1.     Permanent adverts to recruit to vacant consultant posts.  Interest in posts has been historically poor.  Recent improvement interest and 
confidence in recruitment.  However, lead time can be up to 6 months. 

Surgery and Cancer CSC On-going Recruitment to consultant 
establishment 

 

2.     Recruitment to locum posts Clinical Support CSC February 2017 Recruitment to vacancies  

3 Outsourcing to ISTC in Portsmouth and Southampton plus Spire in Portsmouth plus demand management with CCGs Deputy COO and CCG 
lead via relevant CSCs 

On-going RTT wait trajectories achieved to 
timescale 

 

3 Outsource scoping work to Spire and Medinet plus demand management with CCGs Deputy COO and CCG 
lead via relevant CSCs 

On-going RTT wait trajectories achieved to 
timescale 

 

3-4   Demand management with CCGs via agreed QIPP or additional outsourcing by CCGs Deputy COO with CCG 
lead 

On-going RTT wait trajectories achieved to 
timescale and sustained 
throughout 2017/18 

 

5    Delivery of the Urgent Care Transformation Programme/plan Exec Director of Urgent 
Care 

On-going RTT wait trajectories achieved to 
timescale and sustained 
throughout 2017/18 
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RISK 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S3 Trust does 
not achieve 
62 day 
urgent 
referral to 
first 
definitive 
treatment 
cancer 
standard. 
Resulting in 
longer than 
necessary 
waiting times 
for patients. 

· Speciality 
specific recovery 
plans in place 
agreed and 
implemented 

· Weekly 
monitoring of 
delivery at SAAM 

· Clinical review 
process in place 
for long waiting 
patients to 
ensure no harm 
results as a 
consequence of 
the wait 

· Weekly PTL 
monitoring with 
clinical lead 
presence 
 

· Reports to SMT, 
Finance & 
Performance 
Committee and 
Trust Board 
monthly 

· CSC Performance 
reviews 

· Reports to NHS 
Improvement 
monthly 

· Reports to Cancer 
Steering Group 
monthly 

· RCAs conducted 
for all breaches of 
standard and key 
learning shared at 
monthly SAAM 

 
 
 
 
 
 
 
 
 
 
 
 

12 
(4x3) 

12 
(4x3) 

8 
(4x2) 

1. Medical 
workforce vacancies in 
colorectal. 
2. Workforce 
vacancies in Clinical 
Support Services 
impacting on 
diagnostic element and 
reporting delays 
3. Lack of 
sufficient capacity 
across theatres, beds 
and outpatients to 
deliver demand 
4. Increasing 
urgent referrals from 
GPs above plan 
agreed with CCG 
 

 

1.  Routine visibility of 
cancer waiting lists by 
tumour sites 

1) Deputy Chief 
Operating Officer 

2) Head of 
Performance/Sc
heduled Care 
Lead 

3) EMT/Trust Board 

Feb 2017 Feb 
2017 

E1, E2,  
R1, R3,  
W5 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Permanent advert to recruit to vacant consultant colorectal posts.  Interest in posts has been historically poor.  Recent improvement 
interest and confidence in recruitment.  However, lead time can be up to 6 months. 

Surgery and Cancer CSC On-going Recruitment to establishment  

2. Permanent recruitment to vacant radiology and histopathology posts.  National challenge to recruit to posts. Locum adverts on-going. CSS CSC On-going Recruitment to establishment  

3. Outsourcing to ISTC in Portsmouth and Southampton plus Spire in Portsmouth plus demand management with CCGs Outsource 
scoping work to Spire and Medinet plus demand management with CCGs 

Deputy COO and CCG 
lead via relevant CSCs 

On-going Diagnostic and cancer wait 
trajectories achieved to 
timescale and sustained 

 

4. Demand management with CCGs and effective use of urgent 2WW proforma management with GPs Deputy COO and CCG 
lead via relevant CSCs 
and GP practices 

On-going Diagnostic and cancer wait 
trajectories achieved to 
timescale and sustained 
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5. Establishment of waiting list module for cancer patients by tumour site Head of Information 
Services 

October 2016 Cancer waiting list visibility at 
SAAM 

November 
2016 

6. Establishment of teledermatology service to assist demand management of service Medicine CSC with CCG 
lead 

February 2017 Delivery of appropriate element 
of service via tele service 

 

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 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S4 Trust does not 
achieve 
maximum 6 
week wait for 
diagnostic 
standard. 
Resulting in 
longer than 
necessary RTT 
and Cancer 
waiting times 
for patients. 

· Speciality 
specific recovery 
plans in place 
agreed and 
implemented 

· Weekly 
monitoring of 
delivery at SAAM 

· Clinical review 
process in place 
for long waiting 
patients to 
ensure no harm 
results as a 
consequence of 
the wait 

 

· Reports to SMT, 
Finance & 
Performance 
Committee and 
Trust Board monthly 

· CSC Performance 
reviews 

· Reports to NHS 
Improvement 
monthly 
 12 

(4x3) 
16 

(4x4) 
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 

Feb 2017 March 
2017 

E1, E2,  
R1, R3,  
W5 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1.     Permanent adverts to recruit to vacant consultant, scientific and technical posts. Locum appointments being sought pending substantive 
appointments 

CSS CSC On-going Recruitment to establishment  

2-3     Recruitment to locum posts and substantive posts.  Locum posts secured medium term.  Substantive appointments challenging as 
national issue. 

Medicine CSC On-going Recruitment to establishment  

2 -4       Outsourcing to ISTC in Portsmouth and Southampton plus Spire in Portsmouth plus demand management with CCGs. Outsource 
scoping work to Spire and Medinet. 

Deputy COO and CCG 
lead via relevant CSCs 

On-going Diagnostic, RTT and cancer wait 
trajectories achieved to 
timescale and sustained 

 

5   Contract management of GE Healthcare to deliver minimal downtime   Medical Director with CSS 
CSC 

September 2016 – 
initial meeting 
completed contract 
management being 
monitored.  For further 
review Feb 2017 

Diagnostic, RTT and cancer wait 
trajectories achieved to 
timescale and sustained 

 

6   Delivery of the Urgent Care Transformation programme/plan to close escalation areas at times of peak demand Exec Director of Urgent 
Care 

Feb 2017 Diagnostic, RTT and cancer wait 
trajectories achieved to 
timescale and sustained 
throughout 2017/18 

 

7   Delivery of capital programme Director of Finance March 2017 Scope replacement programme 
fully implemented 

 162



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

8.  Agreement of NHSP rates to enable additional activity to progress.  Supported by bid for NHSi funds Deputy COO and 
medicine CSC 

March 2017 Echo investigations delivered 
within 6 week standard.  Trust 
diagnostic and RTT standards 
achieved and sustained. 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S5 Reduction in 
Delayed 
Transfers of 
Care (DToC) 

Weekly review of 
Stranded Patients 
Ward Discharges 
inc. SAFER 
Workstream within 
Urgent Care 
Transformation 
Programme 
(UCTP) 
 
Ability within 
Bedview to ‘code’ 
delayed patient 
daily to agreed 
(national) 
definitions 
 
Senior PHT rep 
attends weekly 
DToC sitrep 
meeting 
  
Integrated 
Discharge 
Transfomation 
Lead appointed 
May 2016 
 
Integrated 
Discharge Service 
(IDS) implemented 
from 26th Sept 
2016 onwards 
 
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 
4 x 4 

16 
4 x 4 

8 
4 x 2 

Discharge to assess 
capacity in the 
community insufficient to 
meet daily discharge 
demands from PHT. 
Specifically P1/P3 D2A 
capacity 
 
Workforce gaps leading 
to reduced Social Care 
assessment capacity 
 
Insufficient Care Home 
capacity to meet timely 
demands of PHT acute 
discharges  
 
CHC processes not fully 
aligned to D2A model 
 
 

Evidence that 
sufficient community 
capacity exists to 
deliver full D2A 
benefits with pace 
 
 
 
 

Executive Director of 
Urgent Care 
 
Deputy Chief 
Operating Officer 
 
EMT/Trust Board 

Apr 2017 Apr 
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 

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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Solent, Southern, 
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 

Dec 2016 D2A KPIs achieved July 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 

March 2017 

ECIP lead review of community capacity and its most efficient use  A&E Delivery Board/ 
ECIP 

Dec 2016 D2A KPIs achieved July 2017 

Discharge escalation learning from x 2 perfect week initiatives (November 16/January 17) incorporated into BAU from January 2017 onwards ECIP and A&E Delivery 
Board, supported by ECIP 

Jan/Feb 2017 A&E Delivery Board agreement 
January 2017 

March 2017 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

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 
deconditionin
g especially in 
frail elderly 
patients from 
above. 

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 
 
Programme of 
Communication to 
support SAFER 
roll out 
 
Exec and Ass 
Medical Director 
commitment to 
monitor 
compliance 
 
Support of Site 
Operations and 
Discharge Lounge 
teams to 
implement actions 
enabling wards to 
achieve agreed 
targets 

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 

12 
3x4 

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 
 

Jan 17 April 2017 S3, E1, E4, C2, 
R2, W3 
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IDS ward link 
attending daily 
Board Round 
 
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 within Site Ops Workstream in UCTP Site Ops GM Nov 2016 No patent due for early 
discharge outlied overnight 

Jan 2016 

2. Addition care spaces/side rooms created within Discharge Lounge foot print – Business Case required 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 

CSC SMTs/Medical 
Director/Dir of Nursing 
and UCTP Team 

Jan 2017 33% of discharges achieved by 
1200 

March 2017 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F1 CSF – Delivery 
of I&E control 
total 

 
Income: 
 
1.Delivery of 
the activity 
 
2. Recording 
the activity 
properly 
 
3. Recovery of 
income through 
the Contract 
 
4. Delivery of 
CQUINs 
 
5. Achievement 
of the 
conditions of 
the STF 

· Monthly Income 
and contract 
management 
report to 
Finance 
Committee 

· Monthly review 
of income and 
activity 
performance 
with CSCs 

· CSC activity 
and income 
forecasts 

· Monthly LHE 
Contract 
Management 
Review, 
Executive CRM 
meetings 

· Monthly LHE 
income and 
activity 
reconciliation 
processes 

· STP internal 
balances 
review process 

· Coding audits 
and CIP Coding 
Improvement 
Programme 

· Monthly and 
quarterly 
forecast review 
and risk and 
opportunities 
management 
processes 

· Actual delivery of 
monthly and 
quarterly income 
and activity plan 

· Forecast in line 
with plan 
plus/minus 
adjustments for 
expenditure 
variance and 
CIPs 

· Agreement of 
balances with 
main 
commissioners 
on a 
monthly/quarterly 
and forecast year 
end basis 

· Sign off by 
Commissioners 
of performance 
against CQUIN 

· Positive 
assurance 
through external 
coding audit. 

· CIP plan 
demonstrated to 
be on track YTD 
and forecast. 

· Achievement of 
financial and 
performance 
trajectories in line 
with conditions of 
the STF 
 

12 
4x3 

16 
4x4 

12 
4x3 

1.  Absence of proactive 
production plans for 
delivery of activity and 
income through 
defined and identified 
capacity 

2. Lack of 
consolidated/organised 
oversight forum, focus 
internally and 
accountability 
arrangements for 
delivery of CQUIN – 
update 24/11/16: the 
Trust has submitted its 
Q2 CQUIN return 
demonstrating delivery 
and is awaiting 
comment from 
commissioners. 

3. Lack of robust winter 
plan to protect/secure 
elective and non-
elective income 
streams in line with 
plan. 

4. Underlying contractual 
and forecast gap on 
main CCG contracts – 
CCG affordability. 

5. Lack of validated and 
affordable 
recovery/delivery plans 
to secure STF funding. 

6. Variability of quality of 
medical records and 
coding outputs across 
the Trust 

 
 
 

7. Variability and 
timeliness of 
income and activity 
reporting. 

8. Veracity of income 
and activity 
forecasting. 

9. Complexity of 
CQUINs and 
subjectivity 
component of sign 
off processes. 

10. Competing and 
conflicting LHE 
delivery 
requirements and 
financial 
constraints 
resulting in 
complexity of 
concluding 
agreements. 

11. Poor track record 
on coding audits - 
update 24/11/16: 
An external audit 
of coding will 
commence 9 Jan 
17.  

12. Failure to delivery 
STF performance 
trajectories in Q2 
and non-recurrent 
nature of financial 
delivery – update 
24/11/16: the most 
material risk of 
failure to achieve 
the financial & 
operational 
performance 
requirements of 
the STF is not 
currently mitigated. 
Detail appears in 
the Trust Board 
report, the 

1) Director of 
Finance 

2) Ian Howe & 
Eddie Tuke 

3) SMT and 
Finance 
Committee 

Jan 2017 28 Feb 
2017 
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Recovery Plan 
documentation & 
Month 7 forecast 
review 
presentation.7  

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-12.    Complete detailed activity and performance recovery plans linking capacity, demand and delivery arrangements fully costed for sign 
off at SMT/Finance Committee. 

Ed Donald End October Update: 17/01/17 
Complete – RTT recovery plans 
signed off internally and 
externally by commissioners and 
regulators with activity and 
financial impact incorporated into 
forecasts.  Pressure on delivery 
remains due to cancelled activity 
as a result of urgent care 
pressures.  Risk assessments in 
relation to this are factored into 
negotiations with commissioners 
in terms of year-end financial 
settlements. 
  
Better operational and capacity 
planning arrangements are a 
priority ahead of the start of the 
new financial year and the 
process of improvement in this 
regard is underway. 
 

 

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 17/01/17 
The original assessment is 
complete although this is a 
highly complex area dealing with 
disconnected information 
streams and complex data and 
as such requires an on-going 
process of improvement.  The 
timeliness and accuracy of 
income reporting has improved 
dramatically since M6 16/17 – as 
shown in the table on the left.  
Further improvements have also 
been made in relation to income 
forecasting although 
improvements in all aspects of 
records management, coding, 
and information systems, plus 
embedding of production plans 
will play a key part in further 
improving arrangements in this 
area. 
 

 

1-12     Develop and implement effective production planning and monitoring processes building on work to develop recovery plans above. Simon Jupp End December Update 17/01/17 
A production planning system 
and process is not yet in place 
across the Trust.  The 
responsibility for planning is 
transferring to the Director of 
Finance and this will be 
incorporated into revised and 
continuous planning processes 
which are currently in 
development with CSCs.  
Progress in relation to 
production planning has been 
made within CHAT and through 
the capacity reset work and this 
needs to be developed into a 
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robust and on-going Business as 
Usual process across the Trust.  
Revised date for this to be 
complete is 31 March 2017.  

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 17/01/17 
Complete. 
For the remainder of 16/17 
CQUIN monitoring will be led 
through the contracts team with 
accountabilities as currently 
defined. 
 
Business planning for 17/18 
CQUIN planning is being 
performed using DU 
documentation and will 
subsequently be incorporated 
into the reporting structure 
enabling a full overview of both 
financial improvement activity 
and the CQUIN delivery status.  
The accountability and delivery 
risk will be mitigated through 
clear oversight and the 
application of the DU planning, 
review, monitoring and reporting 
processes. 
At present the primary risk 
associated with this is the format 
and establishment of a robust 
and experienced DU function 
internally. The plan is to have 
resolved this by 31 March 2017 
or to have put mitigating 
arrangements in place. 
 

 

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 17/01/17 
A single costed winter plan is not 
in place although the measures 
being put in place within CSCs 
have been costed and 
incorporated into financial 
forecasts.  The additional 
scrutiny placed on CSC 
forecasts has therefore enabled 
this risk to be to an extent 
mitigated, although the 
effectiveness of planning and the 
delivery of those plan, plus the 
operation of the financial control 
environment and decision 
making processes remain the 
key variables in this regard.  The 
refresh of the control 
environment and the Trust’s 
planning processes during Q4 
will seek to address these issues 
more fully by 31 March 2017.  
 

 

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 17/01/17 
Complete 
Weekly meetings between CCG 
and PHT DoFs have been in 
place throughout December and 
January and are planned to 
continue for the remainder of the 
financial year.  This has enabled 
all parties to understand the 
differences in income positions 
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and has crystallised the full 
extent of the financial risk 
associated with these issues as 
reported in the Trust’s forecast 
review documentation.  All 
parties are working together to 
resolve these issues and an 
income agreement is being 
sought by 28 February 2017 at 
the latest. 
 

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 17/01/17 
On-going 
Discussion at Executive Steering 
Group on 16 Nov. resulted in a 
number of actions which will be 
incorporated into the overall plan 
for the improvement of medical 
records and coding across the 
Trust although this has not yet 
been incorporated into a defined 
programme of work monitored 
through the DU.  This will be 
taken forward in Q4 and 
discussions have been held with 
the Medical Director over the 
establishment of a Clinical 
Director for Finance to lead this 
and the Trust’s SLM programme. 
Confirmation of the 
establishment of this programme 
will be provided to the Finance 
Committee in February.  
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F1 CSF – Delivery 
of I&E Control 
Total 

 
Expenditure: 

 
1.Management 
of delegated 
budgets 
 
2. Control over 
workforce costs 
– especially 
premium rates 
 
3. Delivery of 
Urgent Care 
Improvement 
Plan benefits 
 
4. Sufficiency, 
maintenance 
and adherence 
to governance 
processes 
 
5. Impact of 
wider system 
performance/del
ivery issues 
 

· Trust annual 
business plan. 

· Monthly 
Finance Board 
report. 

· Monthly and 
quarterly 
forecasting 
reports and risk 
and 
opportunities 
management 
process. 

· Delivery Unit 
and Corporate 
CIP 
workstream 
reports. 

· Standing 
Financial 
Instructions and 
Standing 
orders. 

· Systems 
Resilience 
Group (SRG). 

· Weekly CEO 
UCIP Steering 
Group. 

· Business case 
process for 
approval of 
investments 

 

· CSC 
performance in 
line with 
delegated 
budgets. 

· Monthly, YTD 
and forecast 
expenditure 
within planned 
limits (subject to 
recognised 
activity 
variances). 

· SFI breach 
reports to Audit 
Committee and 
audit programme. 

· UCIP financial 
benefits report 
through DU 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

12 
4x3 

20 
4x5 

16 
4x4 

1. Clarity and application 
of accountability 
arrangements and 
revised scheme of 
delegation. 

2. Compliance and 
adherence with 
SFIs/SOs in decision 
making. 

3. Poor performance in 
relation to the timely 
development and 
quality of business 
cases supporting 
investment. 

4. Shortcomings in the 
feedback processes 
and management of 
delivery of benefits set 
out in investment 
proposals. 

5. System wide failure to 
deliver agreed targets 
associated with the 
effective management 
of the unscheduled 
care system 

 
 

6. Poor track record 
of CSC 
performance 
against delegated 
budgets. 

7. Adverse CSC 
financial 
forecastings/fluctu
ating forecasts. 

8. Confirmation of 
skills, capability 
and capacity 
alignment of 
scheme of 
delegation with 
Trust objectives. 

9. Failure to deliver 
the articulated 
financial benefits 
of investment in 
the UCIP business 
case 

 

1) Director of 
Finance. 

2) Kevin Nederpel. 
3) SMT and 

Finance 
Committee 

Jan 
2017 

31 January 
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: 17/01/17 
Incomplete 
Scheme of delegation review not 
started. 
Performance arrangements 
currently under review by 
Associate Medical Directors. 
 
This need for this piece of work 
has been incorporated into the 
Trust’s recovery plans which will 
be submitted to NHSI and the 
Board in due course.  
Leadership, process and 
outcomes will be established an 
incorporated into this document 
in time for the February update. 
 

 

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 17/01/17 
Complete 
The Director of Finance met with 
senior financial and procurement 
representatives on 12 January 
2017 to finalise further 
enhancements to the existing 
SFI breach report.  These are 
currently being prepared/collated 
for review prior to the 
presentation of the revised 
report to Audit Committee in 
March and SMT before that. 
 

 

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 17/01/17 
Plans implemented to date have 
impacted on a number of factors 
associated with unscheduled 
care related performance across 
the Trust although this has not 
resulted to date in revised 
timelines for delivery of the 
originally anticipated benefits 
from these programmes of work.  
Plans currently being prepared 
do not currently re-establish any 
of the anticipated capacity and 
workforce cost related benefits 
identified in the UCIP. 
 
At present the detailed review, 
scrutiny and focus on CSC 
forecasts is the most effective 
way to manage this particular 
risk whilst these issues are 
addressed.   
 
The capacity reset work will 
need to be brought together with 
the system planning work and 
the Trust’s enhanced internal 
planning arrangements in order 
to progress this issue.  This 
needs to be substantively 
complete before 31 March 2017 
and progress updates will be 
presented to Finance 
Committee. 
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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. 

TBC End December Update 17/01/17 
Lead responsibility for this is to 
pass to the Director of Finance 
and the priority items for Q4 are 
being identified in order to 
ensure that plans meet the most 
critical criteria with a clear 
process established for the 
continuation and 
enhancement/improvement of 
planning aligned to responsibility 
and accountability for delivery 
set out at that time.  The initial 
target for completion of this 
process is 31 March 2017 with a 
further plan for taking this 
agenda forward also available at 
that time. 
 

 

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 17/01/17 
On-going 
A Memorandum of 
Understanding in relation to 
system working was produced 
by all parties ahead of the 
contract signature deadline of 23 
December which describes how 
organisations across PSEH will 
work together to resolve our 
significant system challenges in 
17/18.  This was achieved by the 
end of December deadline 
however the detailed work to 
turn this into robust delivery 
arrangements and a different 
way of managing the system is 
on-going.  The Director of 
Finance is leading on this and 
will shortly be able to set out the 
Q4 key priorities against this 
objective and associated 
timelines which will be used to 
populate future versions of this 
document. 
This document will be available 
in draft form by 31 January 
2017. 
 

 

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 
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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.  
 

 

 
 
 
 
 

175



 
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 

F2 CSF – Delivery 
of Cost 
Improvement 
Programme 
 
1.Development of 
an owned and 
deliverable plan to 
exceed the target 
 
2. over-reliance 
on income based 
CIPs 
 
3. Complexity and 
delivery of cost 
reduction within 
the context of 
PHT (i.e. UCIP, 
Winter and back 
ended profile) 
 
4. Over-reliance 
on traditional 
turnaround/cost 
slicing rather than 
transformational 
or productivity 
gains 
 
5. Lack of 
management 
capacity and 
capability 
 
6. Ability to 
influence the 
factors impacting 
on organisational 
productivity 
 
7. Organisational 
commitment to 
the changes 
required to 
achieve the 
target. 
 
 
 
 
 
 
 

Detailed 
organisational CIP 
plan 
 
Standard and 
regular DU CIP 
planning and 
delivery reports 
 
Standard DU action 
tracking and 
progress 
monitoring systems 
 
Executive Steering 
Group 

 

CIP plan on target 
monthly, quarterly and 
in forecast throughout 
the year. 
All CIPs transacted 
through delegated 
budgets/ budget 
reserves as 
appropriate. 
All plans signed off by 
workstream and 
executive leads 
QIAs signed off for all 
plans. 
Fully completed 
documentation setting 
out delivery 
arrangements and 
resourcing 
requirements 

 

12 
4x3 

20 
4x5 

16 
4x4 

Plans exist to deliver the 
target in full but forecasts are 
short of plan. 
All plans are not owned by all 
parts of the organisation – 
this has been a particular 
issue in relation to workforce 
CIPs. 
Inconsistent delivery against 
actions agreed through DU 
process. 
Actions identified are not 
sufficient to bridge the 
gap/address the issue. 

 
 

Adverse projected 
performance increases 
reliance on non-
recurrent/technical (non-
cash releasing) benefits 
Continuing reliance on 
external support for the 
on-going 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) 
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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 17/01/17 
The information has been 
collected and is being used in 
the design of the Trust’s 
recovery programme but has not 
been specifically presented as a 
lessons learned document for 
the committee.  This will now be 
completed and brought to the 
Finance Committee in February. 
 

 

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 17/01/17 
On-going 
The assessment has been made 
as part of the process to identify 
recurrent start points for the 
17/18 plan.  The process to 
formalise agreement in relation 
to these items has not yet 
happened but will be completed 
as part of the revised planning 
process in order to report on this 
item to Finance Committee in 
February. 
 

 

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 – 17/01/17 
Partially complete 
KPMG case presented and 
approved at Finance Committee 
on 23 December 2016.  The 
future direction of the DU has 
been impacted as a result of the 
need to establish a formal 
turnaround process within the 
Trust.  Initial proposals for this 
are due to be discussed with the 
Chair and Chief Executive on 23 
January and the Board 
workshop on 26 January 2017. 
 

 

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 17/01/17 
This action is an on-going 
process which has been and 
continues to be pursued through 
SMT and EMT sessions.  This 
will be formalised as part of the 
Trust’s formal recovery 
programme to be reviewed w/c 
23 January as described above. 
 

 

Ensure QIA review and monitoring systems and processes are robust and sufficient to pick up the identified risks associated with variation 
of action taken and delivery set out in the QIA documentation 

Delivery Unit End October Update – 24/11/16: Process for 
new CIP schemes has been 
signed off by Governance & 
Quality ctte.  Variation to 
identified risks are discussed in 
the Delivery Unit meeting & 
escalated to Dir. of Nursing 
/Medical Director as required. 
 

 

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. 
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Update 17/01/17 
Complete and on-going 
Full report due to be presented 
to Finance Committee on 26 
January 2017. 
This work to be formalised within 
the Trust’s revised recovery plan 
arrangements. 
 

Review Acute Alliance CIP sharing process, forward agenda and STP process for further CIP opportunities Steve Smith End November Update  24/11/16 
Potential opportunities from STP 
& Acute Alliance to be presented 
to CIP Executive Steering Group 
on 30.11.16 and the output of 
this will be reviewed and 
incorporated in to our plans.  
PHT representatives have also 
met with colleagues from UHS to 
share CIP Plan information.  
 
Update 17/01/17 
On-going 
The Acute Alliance is working on 
potential improvement 
opportunities in relation to 
pathology, pharmacy, oncology, 
urology, theatres and back office 
functions. 
At this time this action is 
incomplete as they are not yet 
specific enough to support 
incorporation into the Trust’s 
savings plans. 
A specific internal work 
programme will be established 
as part of the Trust’s recovery 
programme to advance this with 
the expectation of incorporation 
of these issues at a high level by 
the end of February with 
subsequent timelines 
determined by the progress 
made to that date. 
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GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F3 CSF – 
Management 
of Cash within 
agreed limits 

 
1.Failure to 
deliver the 
Trust I&E target 
for 2016/17 
through cash 
releasing 
actions 
 
2.Cash flow risk 
associated with 
commissioner 
affordability 
 
3.failure to 
deliver STF 
requirements or 
secure 
approved 
mitigation case 
submissions 
 
4. uncertainty 
around national 
processes and 
cash support 
arrangements 
 
5. lack of 
flexibility in the 
capital 
programme 
 
 

· Cash flow 
management 
report to 
Finance and 
Investment 
Committee. 

· Detailed cash 
flow 
submissions to 
NHSI and DH 
associated with 
use of working 
capital facilities 
and loan 
applications. 

· Weekly and 
daily oversight 
and 
management of 
cash flow. 

· Monthly and 
quarterly 
financial 
reconciliation 
processes with 
commissioners 

 

· Minimum cash 
balance of £2.5m 
is maintained at 
all times (s.t. 
agreed 
exceptional 
circumstances) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

15 
5x3 

20 
5x4 

12 
4x3 

1. Ability to provide 
certainty associated 
with processes to 
secure, and the 
availability of, cash 
support for Trusts, 
including the ability to 
gain cash support for 
lost or delayed STF 
payments. 

2. Accuracy of cash flow 
forecasting based on 
I&E forecasts and 
detailed understanding 
of cashflow impact and 
timing associated with 
this. 

3. Potential for escalating 
cash flow issues based 
on increased levels of 
contractual disputes 
which will materialise 
in a financially 
challenged system. 

4. Enhanced capital 
programme 
management 
arrangements to plan 
for the potential of 
capital restrictions to 
support the cash 
position. 

5. Enhanced processes to 
support sustainable 
financial performance 
and delivery to provide 
a robust basis for a 
medium term liquidity 
strategy. 
 

6.  Implications of 
maintaining 
minimum cash 
balance on 
operational plans, 
capital programme 
and supply chain 
management and 
CIP delivery 

 

1) Director of 
Finance. 

2) Lee Williams. 
3) Finance and 

Investment 
Committee 

Jan 
2017 

31 January 
2017 

 
Safe, Well-led 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

Detailed review of the latest I&E and CIP forecast to provide a detailed assessment of the cash and non-cash items contained within that, 
likely phasing of delivery, and scenario plan for potential cost pressures and adverse performance in order to establish detailed scenario 
plans for cash management in advance. 

Lee Williams End October Update 17/01/17 
On-going 
The cash flow forecast has now 
been updated to reflect the 
revised forecast outturn position 
presented to the Board at the 
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workshop on 5 January 2017. 
This forms the basis of scenario 
modelling going forward.  In 
order to complete these we 
continue to seek advice from 
NHSI in terms of potential cash 
support solutions as the revised 
forecast has confirmed 
previously identified cash 
shortfalls in March resulting from 
non-receipt of STF funding and 
overall I&E performance. 
 
The capital programme is being 
continually reviewed to ensure 
that the Trust can meet any 
obligations entered into and the 
range of options resulting from 
this will be incorporated into 
scenario models in due course. 
 
Further enhancements to the 
Trust’s cash management 
arrangements are integral to the 
formal recovery programme 
work being established which 
will materially add to the control 
applied through the BAF and this 
document will be fully updated to 
reflect this for the February 
Finance Committee. 
 

1-6    On-going engagement with NHSI cash team and local finance leads to establish clarity of national cash support arrangements – 
including maximising working capital facilities and securing a conclusion to last year’s cash support loan application. 

Chris Adcock/Lee 
Williams 

On-going Update 17/01/17 
On-going 
Whilst the Trust was forecasting 
a year end surplus there was no 
route available to secure cash 
for the current run rate of 
expenditure.  In addition, 
delivery of the control total would 
have secured £7.3m of cash 
backed income through the 
Sustainability and 
Transformation fund. 
Having now moved the year end 
forecast NHSI working with the 
Trust to resolve the cash issues 
which become acute in Quarter 
4 of the current financial year.  
The YTD position is underpinned 
by £9m of cash support through 
the IRWCF, capital slippage and 
reduced creditor payment runs.  
The latest update will be 
provided to the Finance 
Committee on 26 January 2017. 
 

 

1-6    Submission of application for short term cash requirements whilst these issues (and STF agreements) are concluded Lee Williams 18 October Complete October 

1-6    Seek agreements on management of contractual issues and cash processes associated with them between now and the end of the 
financial year with Commissioners. 

Chris Adcock End November Update 17/01/17 
On-going and related to 
conclusion of the year end 
income agreements with 
commissioners.  Local 
commissioners are fully engaged 
with the Trust on this issue and 
have been flexible within the 
rules to minimise cash related 
risk through the contract to date. 
Due to the link with the year-end 
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income agreement the target 
date of November was not 
achievable and cash flow 
matters will now be concluded in 
line with the income agreement 
timelines which have a target not 
to exceed the end of February 
2017.  
 

1-6    Detailed review of working capital arrangements to identify cash benefit opportunities within the current working balances. Lee Williams On-going Update 17/01/17 
This item is a business as usual 
issue and therefore an on-going 
part of the cash management 
process reported separately to 
Finance Committee.  Working 
balances are reviewed as part of 
the weekly and monthly cash 
review cycle with specific focus 
on un-invoiced debt and 
subsequent recovery actions. 
 
This action will be replaced to 
reflect the enhanced cash 
management arrangements 
which will form part of the Trust’s 
recovery programme – to be in 
place by 28 February 2017. 
 

 

1-6    Establish revised and robust capital management, planning and oversight arrangements to support the management of cash Andy Burrows End November Update 17/01/17 
On-going 
A regularly cycle of meetings 
between the finance and capital 
programme leads has been 
instituted with review sessions 
with the Director of Finance 
happening at least fortnightly. 
 
A revised Capital Investment 
Group is being established to 
oversee the management of the 
capital programme as part of 
revised management and 
governance processes and draft 
Terms of Reference are 
currently being reviewed. 
 

 

1-6    Revised plan for the DU to be prepared aligning improvement and transformation agendas with financial sustainability and 
improvement plans 

Chris Adcock End November Update 17/01/17 
This action has now been 
superseded by the development 
of a formal organisational 
recovery programme which is 
due to be discussed at the Board 
workshop on 26 January 2017. 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F4 CSF – 
Management 
of Capital 
Resources 
within limits 
and in line 
with business 
objectives 

 
1. Insufficient 
capital available 
for highest 
priority items 
exacerbated by 
restrictions in 
15/16. 
 
2.lack of 
resources 
available for 
service 
developments 
 
3. additional 
demands 
placed on the 
programme 
over and above 
those set out in 
the capital 
programme 
 
4.management 
of clinical risk 
associated with 
capital 
availability 
 
5.Potential 
additional 
restrictions due 
to cash 
constraints 
resulting from 
adverse I&E 
performance 
 

· Approved 
capital plan for 
2016/17. 

· Quarterly 
capital 
programme 
updates to SMT 
and Finance 
and Investment 
Committee. 

· Exceptional 
reporting as 
required. 

· Finance Board 
report and 
Monthly 
forecasting 
reports 

· Capital plan 
managed and 
delivered in line 
with the profile 
and priorities as 
set out in the 
agreed capital 
programme for 
2016/17 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

16 
4x4 

20 
4x5 

16 
4x4 

1. Inadequately defined 
management, 
processes, 
responsibility and 
accountability 
arrangements in place 
for the effective, clear 
and transparent 
management of the 
capital programme. 

2. Clearly defined 
processes for 
prioritisation and risk 
assessment 
underpinning the 
capital planning 
process and 
recommendations 

 
 

3. Clear articulation 
of capital plans for 
the next 5 years 
including a 
detailed risk 
assessment and 
the identification of 
all funding options 
with a clear set of 
recommendations 
for approval 
connected to the 
Trust IBP and 
clear outputs of the 
annual business 
planning process. 

 

1) Director of 
Finance. 

2) Andy Burrows. 
3) SMT and 

Finance and 
Investment 
Committee. 

Quarterly 
(Nov) 

31 January 
2017 

 
Safe, Well-led 
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ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-3    Resolve cashflow risks per the actions contained in that section of the BAF to protect the resources required for the extant capital plan Chris Adcock/Lee 
Williams 

End November Update 17/01/17 
Please see cash section for 
detailed update.  The resolution 
of cash related risks for Q4 of 
the current financial year is 
being pursued as a matter of 
urgency with NHSI and a further 
update on progress will be 
provided to the Finance 
Committee on 26 January 2017. 
 

 

1-3    Establish revised capital programme management, reporting, planning and governance arrangements and present for approval to 
SMT and Finance and Investment committee.  Recommendations to set out the prioritisation processes to be adopted in plans. 

Andy Burrows End November Update 17/01/17 
Incomplete 
In terms of a revised capital 
management process steps 
have been taken to correct this 
to ensure this does not slip 
beyond the date of the next 
Finance Committee.  The Trust 
has a prioritisation process in 
place for the capital programme 
which is being operated at this 
time and this process will 
produce a set of 
recommendations for sign off as 
the capital plan for 17/18 in 
March 2017.  A further risk in 
relation to the Trust’s authorised 
CRL for 17/18 was identified 
through the submission of plans 
which would materially change 
the availability of capital 
resources from that currently 
planned.  The Trust is in 
dialogue with NHSI in this regard 
and this will be formalised within 
the BAF presented in February 
as required. 
 

 

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 End January Update 17/01/17 
This principle was applied to the 
procurement of scopes (paper 
contained with Finance 
Committee papers 26/01/17) and 
continues to form part of the 
assessment of options relating to 
the capital programme referred 
to above.  For the completion of 
the capital plan for 17/18 due at 
the end of March specific 
consideration of this issue will be 
documented with the plan 
presented to the Finance 
Committee and the Board for 
approval. 
 

 

1-3    Produce a 5 year Integrated Business Plan to provide the basis for capital planning in the medium to long terms Simon Jupp TBC Update 17/01/17 
Incomplete 
A proposal for taking this forward 
will be made as part of the 
Trust’s formal recovery 
programme by the end of 
February 2017. 
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Care Quality Commission – Key Lines of Enquiry 
 
Safe 
S1  What is the track record on safety? 
S2 Are lessons learned and improvements made when things go wrong? 
S3 Are there reliable systems, processes and practices in place to keep people safe and safeguarded from abuse? 
S4 How are risks to people who use services assessed, and their safety monitored and maintained? 
S5 How well are potential risks to the service anticipated and planned for in advance? 
 
Effective 
E1 Are people’s needs assessed and care and treatment delivered in line with legislation, standards and evidence-based guidance? 
E2 How are people’s care and treatment outcomes monitored and how do they compare with other services? 
E3 Do staff have the skills, knowledge and experience to deliver effective care and treatment? 
E4 How well do staff, teams and services work together to deliver effective care and treatment? 
E5 Do staff have all the information they need to deliver effective care and treatment to people who use services? 
E6 Is people’s consent to care and treatment always sought in line with legislation and guidance? 
 
Caring 
C1 Are people treated with kindness, dignity, respect and compassion while they receive care and treatment? 
C2 Are people who use services and those close to them involved as partners in their care? 
C3 Do people who use services and those close to them receive the support they need to cope emotionally with their care, treatment or condition? 
 
Responsive 
R1 Are services planned and delivered to meet the needs of people? 
R2 Do services take account of the needs of different people, including those in vulnerable circumstances? 
R3 Can people access care and treatment in a timely way? 
R4 How are people’s concerns and complaints listened and responded to and used to improve the quality of care? 
 
Well Led 
W1 Is there a clear vision and a credible strategy to deliver good quality? 
W2 Does the governance framework ensure that responsibilities are clear and that quality, performance and risks are understood and managed?  
W3 How does the leadership and culture reflect the vision and values, encourage openness and transparency and promote good quality care? 
W4 How are people who use the service, the public and staff engaged and involved?  
W5 How are services continuously improved and sustainability ensured?     
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LEADS  COMMITTEE/GROUP ABBREVIATIONS  OTHER ABBREVIATIONS 

CA Chris Adcock 
 

CEMSG Clinical Effectiveness and Mortality Steering 
Group 

 
CQC Care Quality Commission 

AB Andy Burrows  EMT Executive Management Team  CSC Clinical Service Centre 
ED Ed Donald  FIC Finance & Investment Committee  DoH Department of Health 
MD Michelle Dixon  G&Q Governance & Quality Committee  KPI Key Performance Indicator 
IH Ian Howe  OB Operational Board    
RH Rob Haigh  PSSG Patient Safety Steering Group    
SH Simon Holmes  TB Trust Board    
SJ Simon Jupp  SMT Senior Management Team    
RK Rebecca Kopecek  UCTB Urgent Care Transformation Board    
KN Kevin Nederpal       

MP Maria Purse       

ET Eddie Tuke       
LW Lee Williams       
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TRUST BOARD PUBLIC – FEBRUARY 2017    Agenda Item Number: 12/17 
        Enclosure Number: (5) 

Subject: Equality and Diversity 

Prepared by: 
Sponsored & Presented by: 

Ricky Somal. Equality and Diversity Manager 

Rebecca Kopecek. Director of Human Resources 

Purpose of paper This paper sets out our compliance: Equity of Access, Equality and 
Non-Discrimination.  
 

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 aims of our equality and diversity strategy are to: 
ü respond positively to the legal (Equality Act 2010), 

regulatory (CQC Domains) and commissioner (NHS 
Standard Contract) requirements for equality, diversity 
and human rights; 

ü meet the requirements of the Equality Delivery System 
(EDS2) and Workforce Race Equality Standard (WRES) 
(NHS England); 

ü embed an evidence based equality and diversity strategy 
with clear governance and reporting structures; 

 
· The methodology designed to meet the aims of our strategy 

is contained within our Equality Standard. The Standard 
contains a series of toolkits for CSC’s to record their equality 
performance. 
 

· The evidence (qualitative) gathered from each CSC via the 
equality standard is scrutinised by the Equality and Diversity 
Lead via the Equality Impact Group (EIG) and assessed 
against a Bronze, Silver or Gold Award. 
 

· The workforce diversity scorecard (quantitative) is published 
annually on 31 January and provides a breakdown of the 
workforce and employee relations performance by protected 
characteristics.  
 

· The Equality Standard has achieved international 
recognition. The Equality and Diversity Manager was invited 
to present the standard at the Global HR Expo in the United 
Arab Emirates, Dubai in May 2016.   

 

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

· The Board is requested to note the achievements of each 
CSC achieving the Silver Award of our Equality Standard in 
December 2016(please find examples);  

· Appendix 1 Bronze Standard – Medicine CSC 

· Appendix 2 Silver Standard – Medicine CSC 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

· The workforce diversity scorecard will be published by 31 
January 2017. This will enable the trust to meet the public 
sector equality duty requirements. The scorecard will 
scrutinise employee relations by protected characteristics 
and identify any actions to improve performance.  

· The trust will continue to embed the equality standard and 
each Clinical Service Centre (CSC) will aim to achieve the 
Gold Standard by March 2018.  
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Consideration of legal 
issues (including Equality 
Impact Assessment)?   
  

· As presented by our Equality Standard  

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

· The EIG utilises local and national research such as the Joint 
Strategic Needs Assessment (JSNA) and 
survey/engagement data from the trust Patient Experience 
Group within the trust to identify and consider any actions 
pertaining to the equality and diversity strategy.  

 

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

Organisational Priorities AIM: to create a healthy organisational culture where staff report they 
are well-led and have high levels of satisfaction working in the trust 

Board Assurance Framework/ 
Risk Register Reference HR 017 303 

Risk Description Patient care is compromised because of the poor treatment of BME 
staff. 

Patient care is compromised because the Trusts staff and leadership 
does not reflect the communities we serve. 

CQC Reference  

 

Committees/Meetings at which paper has been discussed/ approved: Date 
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Portsmouth Hospitals NHS Trust 
 

Compliance: Equity of Access, Equality and Non-Discrimination 
 
Requirement 1: The trust must not discriminate between or against Service 
Users, Carers or Legal Guardians on the grounds of age, disability, marriage or 
civil partnership, pregnancy or maternity, race, religion or belief, sex, sexual 
orientation, gender reassignment, or any other non-medical characteristics, 
except as permitted by the Law.  
 
The following actions have happened with assurance in place to meet the conditions 
outlined in requirement 1: 
  

· the EIG meets quarterly and provides support and leadership for equality and 
diversity and monitors Clinical Service Centres (CSC’s) on their progress in 
embedding equality and diversity via the Equality Standard; we have 
established equality and diversity champions in each CSC and corporate 
services who are invited to attend the Equality Impact Group (EIIG) and 
participate in equality and diversity training; 
 

· we have published our employee relations performance by protected 
characteristics (Workforce Diversity Scorecard) on the trust website;  
 

· completion of a Trust wide Equality Delivery System 2 (EDS2) current state 
assessment;  
 

· each CSC of the trust has completed an individual EDS2 return and achieved 
the Bronze and Silver Award of Southern Health’s Equality Standard;  
 

· completion and publication of Equality Impact Assessments of clinical and 
corporate policies and procedures; 

 
· the Equality and Diversity team engage with the trust Patient Experience 

Group (PEG) to ensure diverse patient engagement and insight is embedded 
as part of programme management including consultation and involvement; 

 
· the Equality, Diversity and Human Rights Policy was reviewed and published 

in July 2016; 
 

· The trust is required to provide staff with appropriate training and 
development in equality and diversity ranging from induction through to higher 
level training. A variety of methods are currently used to provide training 
some of which is provided directly by the learning and development team. 
Diversity Moments (applied equality training) is delivered at each EIG.  
 

 
Requirement 2: The trust must provide appropriate assistance and make 
reasonable adjustments for Service Users, Carers and Legal Guardians who do 
not speak, read or write English or who have communication difficulties 
(including hearing, oral or learning impairments). The trust must carry out an 
annual audit of its compliance with this obligation and must demonstrate at 
Review Meetings the extent to which Service improvements have been made 
as a result.  
 
The following actions have happened with assurance in place to meet the conditions 
outlined in requirement 2: 
 

· The Trust promotes accessible communication through the provision of 
interpreting and translation and reasonable adjustments across the Trust. A 
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review into the provision of interpreting and translation will be conducted and 
presented to the EIG in September 2017; 

 
· The Trust has embraced the new Accessible Information Standard (AIS) and 

is currently identifying actions to achieve full compliance as per national 
requirements. The Equality and Diversity Manager will engage with each CSC 
to promote the AIS and provide an evidence report to the Patient Experience 
Group in June 2017.  

 
 
Requirement 3: In performing its obligations under the NHS Standard Contract 
the trust must comply with the obligations contained in section 149 of the 
Equality Act 2010 and section 6 of the Human Rights Act 1998.  
 
Responding to our quality, safety, operational and financial obligations are essential 
in the way we deliver equality and diversity. In response to requirement 3, the Trust 
has: 

 
Equality Delivery System (EDS2)  
 

· Each CSC has completed an EDS2 return via the Equality Standard Bronze 
Award completed in December 2015; 

· This is further enhanced by the completion of the Silver Standard ‘in-depth 
review of patient access and experience’ completed in December 2016; 

· The new workforce diversity scorecard will be published on the trust website 
on 31 January 2017 as per PSED requirements.  
 

Workforce Race Equality Standard (WRES) 
 

· We have published our WRES on the trust website and an implementation 
plan has been designed to improve our performance. The WRES 
engagement priorities for 2016 focussed upon designing a toolkit to assist 
senior leaders to understand their individual responsibilities for WRES and an 
engagement project will be launched and reported to the EIG in June 2016. 

 
The Workforce Diversity Scorecard can be found in table one below: 
 
Table one: 

Protected 
Characteristics Metrics December 2015 Data (%) December 2016 Data (%) 

Age 

Up to 19 1.0% 1.5% 
20-39 46.0% 46.0% 
40-59 48.0% 47.4% 
62 and above 5.6% 5.1% 

Disability Yes 3.7% 3.7% 

Sex  Female 78.6% 77.7% 
Male 21.4% 22.3% 

Race  
White British 78.9% 85.4% 
BME 19.7% 13.3% 
Not stated 1.4% 1.3% 

Religion 

Christian: 44.2% 44.9% 
Not stated:  34.1% 31.7% 
Atheist:  9.8% 11.5% 
Other:  8.2% 11.9% 

Marriage and 
Civil 
Partnership 

Civil 
partnership 0.9% 1.0% 
Divorced 6.4% 6.8% 189



 
 

Legally 
separated  1.1% 1.0% 
Married 51.9% 49.8% 
Single 36.9% 38.6% 
Widowed 0.6% 2.2% 
Unknown 2.3% 0.7% 

Sexual 
Orientation  

Bisexual:  0.6% 0.7% 
Gay:  0.5% 0.7% 
Heterosexual:  67.1% 69.8% 
Lesbian:  0.4% 0.4% 
Undefined:  22.3% 19.7% 
Not disclosed:  9.2% 8.7% 
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Equality Standard 
Provider Compliance Assessment  - PCA 

Welcome to our Equality Standard.  
Copyright 2014 
 
Portsmouth Hospitals NHS Trust aims to be recognised as an equality and diversity leader by 
demonstrating positive outcomes for everyone who is important to us; our patients, staff and 
stakeholders. 
 
The Equality Standard is a brand new initiative to integrate equality and diversity in everything 
we do. This document outlines the standard criteria and evidence submitted will be assessed 
against a Bronze, Silver or Gold award.  
 
We believe the Equality Standard will make a significant contribution in delivering the Trust 
strategic objectives by implementing systems which continue to improve patient experience, 
provide safe, dignified and cost effective care, whilst recognising the value and potential of all 
staff. 

Contact: Ricky Somal, Equality and Diversity Manager, ricky.somal@porthosp.nhs.uk 
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MEDICINE 
Clinical Service Centre 

 

 

March 2015 
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EDS Goal 1: Better Health Outcomes for all 

1.1 Services are designed to meet the health needs of local communities, promote well-
being, and reduce health inequalities 

Bronze Standard Criteria - Documented plans/processes are in place to identify the health needs of local 
communities appropriate to service delivery.  

Evidence 

• Wards - Friends and family test are widely circulated as patients are discharged. All comments received 
through this mechanism are displayed for staff on the ward. All negative comments are discussed at the 
ward meeting along with any potential ways to address issues. 

• Outpatient and Day case areas have implemented Friends and Family Tests. Comments received are fed back 
at departmental meeting and any issues addressed. 

• Individualised care plans are determined for all patients on the ward. 

• All lung cancer patients and TB patients are given a named case worker and contact details. 

• Nurses have one-to-one discussions with patients following the medical ward rounds to ensure their 
understanding, to give an opportunity for any additional questions and to ensure that the care plan will meet 
the individual needs of the patient. 

• Interpretation service is available for patients whose first language is not English. 

• Respiratory Outpatients has a conference phone to use with the “BIG WORD” interpretation service. This 
allows us to have an interpreter for uncommon languages and dialects. 

• Meetings with patients following complaints in order to learn what went wrong or how the patient needs 
were not met so that learning can take place and drive service improvements in the future. 

• Endoscopy - All patients are pre-assessed prior to procedures in order to have their needs assessed and to 
adapt any care plans to meet the individual patient requirements. This includes for example any measures 
that may need to be taken to avoid discrimination and an assessment of suitability of any bowel preparation. 

• Bowel Cancer Screening Programme - Patient health needs are identified at face-to-face clinic assessment 
appointments. 

• Bowel Cancer Screening Programme - All patients are also sent a national questionnaire following their visit 
to the service. The Lead SSP contacts patients individually where negative feedback has been received so 
that action can be taken to address the issue or change the service delivery where required. 

• Dermatology - Patients are pre-assessed to determine their requirements and pre-treatment, information 
leaflets are given to patients so that treatment options can be understood and individualised. 
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• Dermatology - Outreach clinics are provided to enhance the patient experience and provide care closer to 
home.  

• Respiratory Outpatients and TB Service provide outreach clinics and home visits to support patients on 
treatment. 

• Treatment duration and outcomes are recorded for all TB patients on the National Enhanced TB data base to 
provide information on compliance with the national target of treatment completion in over 85% of all 
cases. 

• TB service records TB surveillance data providing epidemiological evidence on health inequalities in the local 
population, services are then targeted toward these areas. PHE Data and Knowledge Gateway provides up to 
date information on local trends on health inequalities. 

• TB Service involved with Portsmouth City Council Gateway Project “Promoting wellbeing through 
integration” Training Volunteer community Advisors from migrant communities to support their community 
and raise awareness of TB. 

• Cardiac Rehab Team – Patients are identified from the wards, Cardiac Day Unit, cath lab lists and from those 
that require surgical intervention at Southampton or the Spire. The team accept referrals from GPs, 
consultants and other hospitals. Standardised pathways are in place but they are flexible. The initial 
assessment of patients determines their individual needs.  
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1.2 Individual patients’ health needs are assessed, and resulting services provided, in 
appropriate and effective ways 

Bronze Standard Criteria - Documented plans/processes are in place to engage and involve all patients in the design 
and delivery of the service.  

Evidence 

• Bowel Cancer Screening Programme - Individual needs are assessed at the face-to-face clinic appointments 
and any necessary steps are taken to ensure that access to the service can be achieved. For example; 
supervised bowel preparation can be undertaken in the department as an alternative for patients that are 
concerned about taking it at home. This might be the case for patients with learning difficulties. Another 
example is the use of the interpreting service for patients whose first language is not English.  

• Bowel Cancer Screening Programme - In order to ensure access to the service for another hard to reach 
group, prisoners, there is a Lead Nurse for Prison Services and pathways have been agreed and security 
passes arranged so that patients can be seen for their clinic appointment in the prison medical centre. There 
is already an agreed pathway in place to be able to offer scopes to prisoners. 

• Respiratory Outpatients TB Service run outreach clinics at the Portsmouth University Practice and have links 
with the Guildhall Walk-in Centre. 

• All TB patients are assessed for compliance, if likely to have difficulty with compliance, commenced on DOTs. 
(Supervised therapy throughout treatment usually at home). 

• Lung Cancer, TB, ILD, Bronchiectasis/Home IV and Sleep services all provide helplines Monday to Friday 
08.30 – 17.00. 

• Wards - Individual care plans are devised on admission to the ward. Any patient needs are addressed to 
ensure ease of access to the service. 

• Cardiac Rehab Team - There are good examples of individualised care plans formed through the cardiac 
rehab team. 

• Patients and their families are included in care planning on the wards and this is documented through the 
nursing assessment documents. 

• Patient journey boards are a mechanism to ensure that any individual inpatient needs are communicated to 
the wider team and therefore continue to be addressed throughout their stay. 

• Dermatology - Patients are pre-assessed to determine their requirements and pre-treatment, information 
leaflets are given to patients so that treatment options can be understood and individualised. 

• Dermatology - Outreach clinics are provided to enhance the patient experience and provide care closer to 
home. 

• Cardiac Rehab Team – Self Management education sessions, both the context and delivery, are reviewed 
and modified to make sure they are up-to-date and responsive to patient feedback. Exercise sessions are 
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also provided as part of the service – feedback was recently received regarding the choice of times/venues 
available and so a business case is now required to respond to this.  
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1.3 Transitions from one service to another, for people on care pathways, are made 
smoothly with everyone well informed 

Bronze Standard Criteria - Documented plans/processes are in place to identify how the redesign of services is being 
managed to make any patient/service user transitions as smooth as possible 

Evidence 

• Endoscopy - There is close liaison between all of the different teams that feed into these specialties 
(Gastroenterology and Hepatology medical teams and Endoscopy, Alcohol and Hepatology nursing teams). 

• There is also close liaison between the Cancer Specialist nurses and the Colorectal and Upper 
Gastrointestinal Surgical teams. Standard Operational Policy is in place to ensure that all patients with 
cancer receive joined up care across the specialties – this is achieved through joint-MDT meetings. 

• An IBD MDT meeting is in place that includes attendance from Gastroenterologists and IBD nurse 
practitioners. 

• A Hepatology MDT meeting is in place that includes attendance from Hepatologist and Hepatology nurse 
practitioners. 

• Gastroenterologists attend both the Colorectal and Upper GI MDT meetings. 

• Bowel Cancer Screening Programme - MDT referrals from the service. There is a pathway in place to ensure 
that referrals made into this service are seamless. Close liaison takes place with the colorectal nurses and 
MDT co-ordinators and the weekly MDT meeting is attended by our SSPs.  

• Fast track radiology referral pathway. Any abnormal CXR are referred immediately and seen with-in 2 weeks 
of referral. 

• Fast track microbiology referrals. TB service informed of all positive samples regardless of origin of request. 
Results reviewed and follow up arranged when necessary. 

• Lung Cancer MDT includes attendance from Lung cancer CNS, Respiratory Consultants, Consultant 
pathologist, Consultant Radiologist. 

• Monthly MDT NIV clinic. 

• Weekly Bronchiectasis MDT clinic. 

• Close liaison and referral pathway with Community Respiratory Intervention service, District Nurses and 
PRRT team regarding caring for respiratory patients at home 

• Thoracic Surgeon from SUHT has clinic every Wednesday in Respiratory OPD. 

• TB service provided paediatric CNS to allow children identified through screening to be reviewed and treated 
in an appropriate environment by an appropriate trained person establishing close links with paediatric 
dept. 
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• TB service trains PHT and Portsmouth University OH staff to identify and screen health care staff for TB and 
has referral pathway in place for positive results. Referrals are seen with-in 2 weeks of referral. 

• TB service provides regular (quarterly) training for midwives to identify and deliver neonatal BCG to at risk 
neonates at birth. 

• Pleurex drain service linking with other services (i.e oncology) 

• Referral pathway for Home Oxygen services, pulmonary rehab and smoking cessation. 

• Ward C6 – this is designated as a multi-specialty ward and therefore many transitions between services take 
place on a daily basis. Close liaison between the nursing and medical teams is required to maintain smooth 
transitions between services. 

• Wards - The journey board is the central mechanism for communication and is vital for ensuring smooth 
transitions and consistency in care. 

• C7 – The particular transitions regularly taking place on C7 are for patients requiring cardiac surgery as this is 
carried out at Southampton Hospital. 

• Dermatology - Liaison with the surgical oncology team, both through MDT meetings and on an ad-hoc basis 
as required. Referral to other hospitals for more specialist procedures and treatment. Locally agreed 
protocols are developed by Wessex Cancer Network to ensure smooth transitions between services. 

• Cardiac Rehab Team – The Cardiac Rehab pathway runs in parallel to the MI pathway and requires joined 
care provision. The team also liaise closely with community colleagues and hold regular team meetings. 
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1.4 When people use NHS services their safety is prioritised and they are free from 
mistakes, mistreatment and abuse 

Bronze Standard Criteria - Documented plans/processes are in place to respond to our quality, safety and 
operational obligations.  

Evidence 

• All staff are expected to behave in accordance with professional registration guidance and Trust policy and 
values. Appropriate HR policies are used to manage and address any inappropriate staff behaviours on an 
individual basis. 

• Managers ensure that all staff attend safeguarding training – this is monitored monthly and at performance 
reviews. 

• Bullying and harassment policy is in place.  

• All staff receive training on bullying and harassment and Band 7 and above attend training on the 
management of bullying and harassment. 

• Adverse incidents are regularly reviewed and acted upon. A review panel is convened for those incidents 
that are graded as Amber and above. In line with the Trust’s policy and the duty of candour, the affected 
person is also contacted for all incidents that are graded as Amber or above. 

• Endoscopy - Any emails from PALS that contain patient concerns are dealt with immediately by a member of 
endoscopy staff who will contact the patient and discuss the issues raised and any actions taken to resolve. 
The learning from all incidents, complaints and patient feedback is shared at the Specialty Clinical 
Governance monthly meetings and the endoscopy department’s weekly team meeting and daily huddle. 

• Bowel Cancer Screening Programme - The Screening Programme operates under the AVI system where all 
adverse incidents are reported to the National Office for Cancer Screening. This programme is also 
monitored regularly by the regional Quality Assurance Team – for example we were recently reviewed as 
part of a ‘Right Results Pathway Audit’ to assess our compliance against the national expectations. 

• Bowel Cancer Screening Programme - A tracker is completed for each patient so that each step on their 
pathway is recorded. This ensures consistency of the service delivered and that their whole pathway is 
monitored and checked. 

• Wards - All instances of a patient or their relatives not being satisfied with the service are treated as an 
opportunity to learn and improve the service. Where possible, these are dealt with on an informal basis. Any 
member of staff directly involved with an incident would be included in the learning process. Depending on 
the circumstances, they may even be involved in the panel held for that incident. Learning from incidents 
and complaints is shared with the wider department through local ward meetings. 

• Dermatology - Monthly team meetings take place where learning from any incidents or complaints is shared. 
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• Cardiac Rehab Team – Low levels of complaints are received by the service and there are also low levels of 
incidents. Any complaints or incidents that occur are discussed as a team, as are ways in which the service 
can be more responsive to patients.  

• Respiratory Monthly Mortality & Morbidity meeting.  

• TB Service presents all TB cases at a quarterly regional TB cohort review with other services across the 
network and commissioners, identifying gaps in diagnosis and treatment and actions to improve future 
control and prevention strategies.  

200



 
 

 

1.5 Public health, vaccination and screening programmes reach and benefit all local 
communities 

Bronze Standard Criteria - documented plans/processes are in place to demonstrate that the health needs of the 
local population are prioritised and addressed through targeted initiatives 

Evidence 

• Bowel Cancer Screening Programme In order to achieve higher uptake rates, the service has a Lead Nurse for 
Health Promotion. Good communication is maintained between the BCSP and local GP practices to promote 
a higher uptake of the screening service. 

• Wards - Staff are encouraged to receive flu vaccinations. 

• Specialist nurses are engaged where appropriate for patients care and also health promotion (examples of 
this are; alcohol service, cardiac rehab, diabetes, heart failure and nutrition specialist nurses) 

• TB Service provides TB diagnosis, treatment, contact tracing, screening and BCG immunisation for those 
identified as being at risk of exposure to TB. Referral pathway and forms available on PIP (primary care 
information portal). 

• The TB service provides training and oversight of the delivery of a targeted BCG immunisation and screening 
programme for the local population. 

• The TB service provides education and teaching for HCP locally and nationally to raise awareness of the signs 
and symptoms of TB to promote early diagnosis and reduce onward transmission. 

• Respiratory OPD has close links with the local BLF Breath easy group, Sleep Forum and Mesothelioma UK. 

• Patient information TB leaflets are available in different languages. 

• All TB cases formally notified to PHE by the TB team and entered on to ETBS. The data provides evidence on 
local epidemiology and disease surveillance. We use this information to target our response to a TB control 
and prevention plan.  
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EDS Goal 2: Improved patient access and experience 

2.1 Patients, carers and communities can readily access services, and should not be 
denied access on unreasonable grounds 

Bronze Standard Criteria - Documented plans/processes are in place to promote and monitor access to services 
across all protected groups 

Evidence 

• Interpretation services are used to ensure that service being provided is easily understood by the service-
users where English is not their first language. 

• Respiratory OPD have a conference phone available to access the “Big Word” interpretation service for 
patients who’s first Language is not English. 

• All suspected cancer and TB referrals are seen within 2 weeks of referral and have all diagnostic test 
arranged. All patients with a confirmed diagnosis are assigned a named case worker and contact details to 
allow information and treatment to be tailored to individual patient needs. 

• Respiratory Bronchiectasis CNS trains patients and once competent supervises self-administration of IV 
antibiotic at home. 

• TB service has close links with the women’s and men’s local BME groups attending health awareness days 
through-out the year. 

• Sleep service provide weekly evening clinics and monthly Saturday morning clinics. 

• Respiratory Research team provide Saturday morning one-stop asthma clinics. 

• Endoscopy - All patients are dealt with individually and requirements tailored to patient’s needs, for example 
carers can remain with patients with learning difficulties during the procedure and recovery. 

• Endoscopy - Patient individual needs are assessed at pre-assessment so that reasonable measures can be 
taken to ensure ease of access. For example, some patients with learning difficulties are better able to 
tolerate the procedures under a general anaesthetic, an assessment of this need would be undertaken at 
pre-assessment and a GA slot made available as required. 

• Bowel Cancer Screening Programme - The service encourages better access to the programme by 
designating Nurse Leads for Health Promotion and Learning Difficulties. 

• Bowel Cancer Screening Programme - Pre-assessment is carried out over a 45 minute appointment on an 
individual basis. Models and leaflets are used during the discussion to ensure understanding. We have 
adapted the leaflets used so that they are specific to the BCSP (previously general endoscopy ones were 
used) as a result of patient feedback. 
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• Wards - The learning disabilities liaison team are accessed where appropriate to ensure that any steps 
required are managed appropriately. Additional nursing support (specialling) is put in place as required to 
protect vulnerable patients. 

• C7 - A piece of work was carried out in conjunction with pharmacy to enable foreign nationals that access 
our services to be better supported in their own language, for example TTOs and drug charts being available 
in languages other than English. 

• Dermatology – Services are provided at outreach clinics to deliver care closer to home. Treatment can be 
provided in the dermatology unit in certain cases to prevent admission to hospital. Tele-dermatology is in 
the process of being piloted. 

• Cardiac Rehab Team – The leaflets for the service are available in different languages and where appropriate 
interpretation services are accessed. Two local community based support groups are provided in the area to 
bring care closer to home. The exercise classes are also provided in the community.  
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2.2 People are informed and supported to be as involved as they wish to be in decisions 
about their care 

Bronze Standard Criteria - Documented plans/processes are in place to place to provide reasonable adjustments for 
people across protected groups to be involved in decisions about their care  

Evidence 

• Endoscopy - Patient forum being introduced. 

• Endoscopy - Pre-assessment appointments are used to inform patients and answer all questions prior to 
procedure. All patients are assessed individually and requirements tailored to their needs, for example 
carers can remain with patients with learning difficulties during the procedure and recovery. Very flexible, 
1:1 service with patients that are anxious. We have organised pre-visits for patients who were really anxious. 

• Endoscopy - Patient opinions and comments are collected in two ways. The friends and family comment card 
is used and is used as part of the Trust’s audit of patient experience. A privacy and dignity audit is used 
locally in the department to gauge patient opinion of their visit. These comments are read out and discussed 
at the ward Friday morning meeting. 

• Bowel Cancer Screening Programme - This is achieved through the pre-assessment process. Anxiety and 
stress levels are discussed at the appointment. Phone numbers for the department are shared with patients 
so that any concerns they have following their appointment can be addressed. 

• Bowel Cancer Screening Programme – Continuous communication takes place with the patient throughout 
the procedure so that pain relief can be adjusted where necessary. 

• Wards - Patient involvement with their care plan is encouraged. Patient consent is required at various points 
and this demonstrates patient involvement in decisions. 

• Friends and Family Test results and the plaudits and feedback received through the PALS service suggest 
involvement in decisions is being achieved. 

• Dermatology - Outpatient questionnaire + F&F, audits (patient satisfaction survey), POEMs for eczema. 

• Cardiac Rehab Team – Patients are encouraged to be involved in decisions through 1-2-1 interaction on the 
wards or in clinic. In order to ensure that patients are supported in making decisions, group education 
sessions are available and information packs are also provided that are specific to particular parts of the 
pathway.  
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2.3 People report positive experiences of the NHS 

Bronze Standard Criteria - Documented plans/processes are in place (including engagement) to record and monitor 
patient experience across all protected groups 

Evidence 

• Endoscopy - Patient feedback is encouraged through patient comments cards and the Friends and Family 
test. 

• Endoscopy - Transparency board used to demonstrate actions that have been taken as a consequence of 
feedback received - ‘You said….We did’. 

• Bowel Cancer Screening Programme - Thank you cards received into the service. All comments and 
suggestions received into the service are acted upon. From January to December 2014, 86.51% of our 
patients completed the national questionnaire that is given out to each patient after their procedure. 75% of 
the responses received were positive. As examples of aspects of the service that have been adapted or 
changed as a consequence of feedback received; how much sedation is used during procedures; the 
communication leaflets have been adapted to better manage patient expectations around their 
appointment time and this is supported by posters in the waiting area that indicate the appointment time is 
the intended time of admission and not the start of the procedure. 

• Wards - Friends and Family test results are positive. Plaudits, good Friends and Family test results and low 
levels of formal complaints suggest that people are reporting positive experiences of the services provided. 

• OPD departments using Friends and Family, feedback very positive. 

• Dermatology - Plaudits, good Friends and Family test results and low levels of formal complaints suggest that 
people are reporting positive experiences of the services provided. 

• Cardiac Rehab Team - National questionnaires are used to assess patient satisfaction and experience for the 
nurse-led clinics and education and exercise programmes and very positive feedback has been received. 
There are low levels of complaints for the service and thank you cards are also received.  
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2.4 People’s complaints about services are handled respectfully and efficiently 

Bronze Standard Criteria - Documented plans/processes are in place to ensure complaints and PALS services are 
inclusive and promoted to all protected groups 

Evidence 

• Good liaison with PALS takes place to ensure that patient concerns are dealt with immediately and where 
possible on an informal basis. 

• Meetings with complainants are held where appropriate and the discussion recorded. 

• Complaints and concerns are monitored through departmental meetings and at CSC level. 

• Endoscopy - Any emails from PALS that contain patient concerns are dealt with immediately by a member of 
endoscopy staff who will contact the patient and discuss the issues raised and any actions taken to resolve. 
The learning from all incidents, complaints and patient feedback is shared at the Specialty Clinical 
Governance monthly meetings and the endoscopy department’s weekly team meeting and daily huddle. 

• Bowel Cancer Screening Programme - The Trust’s complaints procedure is followed where appropriate and 
where possible issues are managed on an informal basis. 

• Wards - The Trust’s complaints procedure is followed where appropriate and where possible issues are 
managed on an informal basis. Resolution meetings are held where appropriate so that concerns and issues 
can be discussed face-to-face with a view to resolving quickly and ensure learning.  
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EDS Goal 3: Empowered, Engaged and well supported staff 

3.1 Fair recruitment and selection processes lead to a more representative workforce at 
all levels 

Bronze Standard Criteria - Documented plans/processes are in place to promote awareness of the Trust Recruitment 
and Selection Policy and Procedure and associated Equality Impact Analysis 

Evidence 

• All recruitment carried out in line with Trust policy and national legislation. 

• Recruitment selections are made based on professional qualifications and experience. 

• All applications are shortlisted against the essential and desirable aspects of the person specification criteria 
and the applicants’ personal information (eg. Ethnicity, age, gender etc) are only available once the 
shortlisting process is complete. 
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3.2 The NHS is committed to equal pay for work of equal value and expects employers to 
use equal pay audits to help fulfil their legal obligations 

Bronze Standard Criteria - Documented plans/processes are in place so that staff involved in job evaluations are 
trained appropriately  

Evidence 

• All posts are subject to Agenda for Change terms and conditions and national job profiles or appropriate 
alternative (for example, the Consultant Contract). 

• All posts are reviewed and job matched by an Agenda for Change panel prior to be advertised. 

• Managers and service leads have appraisal training and ensure that job descriptions are regularly reviewed. 

• Any performance issues are monitored in close liaison with HR in order to ensure that policies are followed 
and the correct level of support provided. 

• Staff are aware of how to raise concerns if they feel discriminated against. 
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3.3 Training and development opportunities are taken up and positively evaluated by 
staff  

Bronze Standard Criteria - Documented plans/processes are in place to ensure staff are up to date with the trust 
mandatory training requirements and have regular appraisals and personal development plans (PDPs) 

Evidence 

• Staff development is supported through the Appraisal and Individual Performance Review process. 

• Staff are encouraged and supported to attend training/study days. 

• Bowel Cancer Screening Programme - A nationally determined set of qualifications and training must be 
undertaken to work in the programme. All staff attend the courses that are appropriate to their job role. 

• Bowel Cancer Screening Programme - Additional interests are also supported, with education and training 
around these being encouraged: 

• Lead Nurse for Health Promotion 

• Lead Nurse for Learning Disabilities 

• Lead Nurse for Prison Services 

• Lead Nurse for Cancer Pathways 

• Wards - Essential skills training. Competencies (nurses and support workers). In-house training is encouraged 
and supported (eg in-house study component for new starters into Cardiology). Staff are encouraged to take 
up a link role and are afforded study time to support this. The link nurses are in place to attend specific 
training and updates outside the ward; this learning is then brought back for sharing with colleagues. (eg 
Falls, Tissue Viability, Cardiology, Infection Control) 

• Dermatology - Training needs identified through IPR and service requirements. In-house training is in place - 
Dermatological competencies framework – and there is a Lead Nurse for Cancer Pathways. 

• Cardiac Rehab Team – Competencies are in place within the service. Any training needs are discussed as part 
of IPR. National Study days are attended by members of the team on a rotational basis and learning shared 
with the team. 

• Respiratory CNS provide regular respiratory study days for ward staff (3 monthly). 

• Weekly Respiratory education meeting with attendance from the MDT. 
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3.4 When at work, staff are free from abuse, harassment, bullying and violence from any 
source 

Bronze Standard Criteria - Documented plans/processes are in place to promote awareness of the Trust Bullying and 
Harassment and Managing Violence and Aggression Policy and Procedure, including the associated Equality Impact 
Analysis 

Evidence 

• Zero tolerance policy is in place within the Trust. 

• Staff are supported by line managers and senior management when incidents of violence and abuse occur. 
Any required actions are taken in support of staff and these are documented in staff records. 

• Bowel Cancer Screening Programme - This service operates an open door policy. The Lead SSP has also made 
staff aware of how to access her time on a private and confidential basis to discuss any concerns – ‘I need a 
coffee’ on email, will result in a private meeting being arranged. 

• Wards - Open door policy in place with ward managers and matrons and one to one meetings take place as 
required. 

• Dermatology - Looking towards in-house bullying and harassment training session to enable compliance in 
this area and improve access to the training for staff. 

• Cardiac Rehab Team – Regular 1-2-1s take place and observation to ensure that staff are happy and safe. A 
good team ethos is encouraged through a ‘buddy’ training system to support new starters.  
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3.5 Flexible working options are available to all staff, consistent with the needs of the 
service, and the way that people lead their lives. 

Bronze Standard Criteria - Documented plans/processes are in place to promote the Trust Flexible Working Policy 
and Procedure and associated Equality Impact Analysis 

Evidence 

• All requests for flexible working are considered in line with Trust policy. 

• Bowel Cancer Screening Programme - Full-time staff have a rota through which a work/home balance is 
promoted. The Lead SSP for the service encourages staff to leave their desk at lunchtime. 4 x long day 
working week is in place for full-time members of staff which allows the rota to be more flexible to meet ad-
hoc needs. 

• Wards - Long day, short shifts system allows for flexibility when this is required. The rotas are also 
determined several weeks in advance which allows for shifts to be swapped when required. Internal rotation 
contracts are in place to support flexible working. The available shifts are varying hours. Requests will always 
be considered and accommodated where possible. The off duty is published in advance so that staff can plan 
around this and highlight any issues. When requested straight swaps are usually approved. 

• Dermatology - Part-time contracts in place. 2 members of staff currently start their shifts later to cover 
childcare issues. 3 members of staff currently work set days to fit in with childcare issues. 

• Cardiac Rehab Team – The service is flexible and therefore lends itself to supporting flexible working (there 
are no traditional shift systems) and this is balanced with the service demands. There are a number of part-
time contracts in place within the team , including one annualised contract and one member of staff who 
only works Monday to Friday at the moment.  

• Sleep service provide weekly evening clinics and monthly Saturday morning clinics. 
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3.6 The workforce is supported to remain healthy, with a focus on addressing major 
health and lifestyle issues that affect individual staff and the wider population 

Bronze Standard Criteria - Documented plans/processes are in place to ensure staff across all protected groups are 
supported to remain healthy 

Evidence 

• All staff are subject to occupational health clearance at recruitment to post and are appointed according to 
documented OH advice. 

• Managers are trained in how to apply the Managing Sickness Absence Policy and are supported by HR to do 
this. 

• There is an onsite health and fitness facility available to staff and membership can be paid through the salary 
sacrifice scheme which provides some tax relief on the membership paid. 

• All staff that may require additional support or for adjustments to be made in order to support them in 
carrying out their role have the opportunity to be referred to occupational health. ‘Fit to Work’ programmes 
are also available if required and appropriate. 

• Staff have access to Weight Management Courses if desired. 

• Bike parks are available to encourage staff to cycle to work. 

• At the times this scheme is available, staff are able to purchase bicycles at a discounted rate through the 
‘Cycle to work scheme’. 

• Bowel Cancer Screening Programme - The Lead SSP for the service encourages staff to leave their desk at 
lunchtime. Occupational Health are consulted where appropriate to ensure that any steps required to 
support staff to be at work and remain healthy are taken. 

• Wards - The off duty has the flexibility within it to support a work/life balance. Direct line managers are 
there to support staff when needed. 

• Dermatology - Referrals have been made where appropriate to occupational health and the staff counselling 
service. Amendments have been made to the off duty in order to support attendance for counselling 
appointments.  
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EDS Goal 4: Inclusive leadership at all levels 

4.1 Boards and senior leaders routinely demonstrate their commitment to promoting 
equality within and beyond their organisations 

Bronze Standard Criteria - Documented plans/processes are in place to promote equality and diversity as part of 
mainstream business 

Evidence 

• The CSC has put in place a Lead for Equality and Diversity and is committed to achieving the Equality 
Standard. 

• Equality and Diversity is discussed regularly through the CSC Governance meeting and a quarterly report is 
delivered as part of a rolling update programme. 

• Staff participate in Equality and Diversity training as part of their essential skills. 

• Counselling service is available to all staff. 

• A multi-faith room is available to all staff. 
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4.2  Boards and senior leaders routinely demonstrate their commitment to promoting 
equality within and beyond their organisations 

Bronze Standard Criteria - Documented plans/processes are in place to raise staff awareness of cultural capability 
and Equality Delivery System  

Evidence 

• Staff from the chaplaincy team are available to support staff and advise on any cultural issues. 

• Managers ensure that staff participate in Equality and Diversity training. 
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Author: Ricky Somal, Equality and Diversity Manager ricky.somal@porthosp.nhs.uk 

Patient Experience and Involvement 
Baseline Audit Toolkit 
Copyright 2014 

Portsmouth Hospital NHS Trust aims to build up a comprehensive and continuous picture of the 
views, experiences and priorities of patients, service users and carers to inform service 
improvements. 

We would like to understand what services have done or are planning to do in key areas, 
including: 

•obtaining regular patient feedback to ensure that people have a positive experience of care; and
•involving patients in the planning, delivery and development of services

We will use this information to: 

•develop a database of all patient experience and  involvement activity across the Trust; and
•monitor developments to show how the Trust is actively engaging with patients to improve their
experience of services

Please be specific where you involve and monitor patient experience with diverse communities 
identified on the basis of Age, Disability, Gender Reassignment, Marriage and Civil Partnership, 
Pregnancy and Maternity, Race, Religion or Belief, Sex and Sexual Orientation.  
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Patient Experience and Involvement 
Baseline Audit Toolkit 
 

Name and  job title of person 
completing this form  

Sarah Bird 

Clinical Service Centre  Medicine CSC 

Service  CSC 

Provider Details 

We would welcome copies of any survey tools, patient satisfaction cards or any other 
ways in which you collect information on the customer experience so colleagues can 
learn from your ideas. 
 
Please provide information relating to activities for (timeframe) 
 
Please return preferably by email to …………… by (timeframe) 
 
If you require any further information regarding this please contact the Patient Experience 
team on …………… 
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Questions 1-10 are about how you obtain patient feedback 
on their experience of your service 

Q1 How do you routinely capture patient views/feedback on their experiences of your 
service? For example; comment cards, audits, patient experience surveys, focus groups, 
customer interviews, patient representatives, workshops, events, questionnaires, 
suggestion boxes, analysis of complaints, social networking, public meetings or open days  

 

• A combination of Friends and Family Tests (FFT), elephant surveys, local audit 
questionnaires, comments cards and national questionnaires and NHS Choices 
feedback are used across the CSC covering the wards, and outpatient and day case 
areas. 

• Participation from services across the CSC in the Trust’s Annual Open Day. 

• Complaints, concerns and compliments raised through the Patient Advice and Liaison 
Service and the through formal complaints route are also reviewed at a CSC and 
department level. 

• Comments are fed back at departmental meetings and discussions take place where 
issues need to be addressed. 

• Learning from patient feedback is shared through reports delivered to the CSC 
Governance monthly meeting. 

 

 

 

Q2 How often do you collect this information? For example; at the end of each episode of 
care, after every visit, after every clinic, snapshot survey every month etc  

 

• Some information is collected after each visit, eg FFT, local and national 
questionnaires and comments cards. 

• The information is usually then collated and reported on either on a weekly or monthly 
basis. 
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Q3 What information do you collect? For example; satisfaction rating of care, friendliness 
of staff, accessibility of service, etc  

 
• FFT data, including the likelihood of recommendation of service to family and friends 

with free text option for other comments. 

• Plaudits, identifying where  patients/families are pleased with their care. 

• Surveys and questionnaires collect information around whole patient experience, 
cleanliness, availability of the service, length of time for treatment, suitability of 
environment, attitude of staff, care and respect, and whether patients would 
recommend the service or use it again, and suggestions for improvement. 

• Facebook/Twitter – feedback through Trust communication team.  

Q4 Who analyses this information and what happens to the findings? For example; 
Dashboard reports shared at team meetings, provided to “x” as part of monitoring 
arrangements, reported to Senior Management Team (SMT), used to develop service 
action plans or business cases  

 

• Feedback received through FFT, questionnaires, surveys, plaudits and complaints 
are shared through team, department and CSC meetings. 

• Any actions required to address concerns are also determined and these can 
influence guidelines and patient pathways. 

• Actions are also communicated to the patient where appropriate, for example 
complaints and red or amber incidents. 
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Q5 What changes/improvements if any have you made to your service as a result of 
using this information? Please be specific about what you have done. For example: “as 
a result of patient feedback we did “x”. This improved the experience of patients by…”  

Examples of changes made as a result of patient feedback (this list is not exhaustive): 
 
• Communication in general is a theme across complaints and feedback so ‘You said, 

We did’ boards are now in place on most wards and outpatient and day case areas. 

• Patient feed back from the patient education day was that they liked it and wanted it 
repeated more often. This was noted and the patient leads have accepted the task 
of taking ownership of the study day and set up a patient support group.  

• Patients have previously expressed concern about communication to GP’s and 
community teams. A bespoke service enhanced discharge summary was devised by 
the cardiac rehab team which is faxed both to the GP surgery and community teams. 

• The appointment times in various areas have been adjusted in response to patient 
feedback to improve flow and reduce the delays that can be experienced. 

• Dignity shorts have been introduced in endoscopy to improve privacy and dignity. 

• Staff are now wearing uniform rather than scrubs when working in outpatient areas 
in respiratory. 

• Communication has been improved in outpatient areas – there are now signs 
displayed to keep patients informed about any delays in the clinic and also to inform 
that if a follow-up is required in more than 6 weeks then this will be sent in the post 
and not booked on the day. 

• The times that clinics take place has been changed in some services. 

• Communication mechanisms for inpatient care have been reviewed and improved. 

• A flat screen TV was put in place in the MAU waiting area (where patients coming to 
see the Alcohol Specialist Nurse Service wait) so that either the radio or television 
can be played as background noise while patients wait to be seen. 
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Q6 How do you inform patients about improvements you have made as a result of 
their feedback?  

 
• Transparency boards in all areas – ‘You said…We did’ 

• Responses to letters of complaint/concern 

• SIRIs – Duty of Candor followed, meetings held, letters sent. Updated guidelines 
shared. 

• Inform of discussions, outcomes, reflections of staff 

• Local support group discussion 

• Face Book  

• Twitter 

• Web pages 

• Face to face 
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Q7 Please tell us about any reports, briefing papers or other evidence you have 
produced in relation to the experience of patients using your service? Please 
provide copies if these are available  

 
Hepatology – late evening clinics for patient who work – result of a patient survey 
outcome 
 
Ward E8 – with Renal leading the patient and family-centred care project for 
patients at the End of life. 
 
 
 
 
Ward C5  - implemented   a patient survey  to try and gather further feedback on 
areas identified  from FFT 
 
 
 
 

Q8 What protocols or guidance do you use when obtaining patient experience 
feedback? Please provide copies if these are available  

 
• Patient Experience Briefing sheet and report. 

http://www.porthosp.nhs.uk/patient%20experience/patient-experience.htm 

• National guidance for Friends and Family and Care Quality Commission 
National Surveys. 
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Patient & Family Centred Care 
Patient Focus Group

The Wessex Kidney Centre (WKC) and

Portsmouth Hospitals NHS Trust (PHNHST) Respiratory Department

Are working together on piloting a project                                                                               which aims to improve the End of Life Care in the Trust

Presents a forum on: 

“What Matters Most to Patients and Families                                                          in Regard to End of Life Care Interventions …” 

“How we care for the dying is an indicator of how we care for all sick and vulnerable people …”
(National End of Life Care Strategy 2008)

“(We) therefore would like to invite you to share your opinions and views                            over a cup of tea. Places are limited and therefore                                                         expressions of interest are invited for participation...”



Porchester Community Centre

The Garden Room

15 September 2016

13:00 – 15:00 hrs



For more information or to book a place, please email PFCC@porthosp.nhs.uk 



Or call Caroline Watson 
Renal CSC Management

Personal Assistant 
02392 286000 Ext 4035
Tuesday, Wednesday and Thursday

08:30 – 16:30hrs
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C5 Patient Survey

We would like to invite you to share your views of your experience on Ward C5 by answering 3 short questions.

Have you found your stay in C5 noisy at night?        Y           N

If Yes, what was the noise you could hear? ..............................................................................

...............................................................

How would you rate your Meals? Good  Needs improvement  

If needs improvement please explain further …………………………………………………………………………………………………………………………………

If you are worried about something did you find a member of staff you could talk to? Yes  No 

If yes who did you speak to? Nurse  HCSW  Doctor  Other  ………………………………..



Thank you for your time.

Senior Sister Anne-Marie Neale









www.porthosp.nhs.uk 

@QAHospitalNews 

Q9 Do you have Patient Experience Champions or staff in Organisational 
Learning Roles within your Service? If yes, please clarify the governance and 
reporting arrangements for these.  

 
• There are Patient Experience Champions in place across the CSC. The 

reporting arrangements are through Specialty and CSC Governance meetings. 

 
 

Q10 Do you provide any learning, education and development training for your 
staff to improve the patient experience? If yes, please include the details of this 
including how this is implemented and measured.  

 

• Customer Care Training 

• Competencies and in house departmental training 

• Team meetings 

• Clinical Leads away days 

• Specialty Governance meetings 

• CSC Governance meetings 

• Lessons learnt posters 

• National conferences  

• Specialty appropriate training days 

• Mandatory/ Essential Skills Training. 
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Questions 11-15 are about how you involve customers in 
the planning, delivery and development of your service 

Q11 How have you involved patients in the planning of your service? For example; we 
involved our patients in developing our annual service action plan and consulted on our 
priorities for this year; we worked with local disability groups in planning a scheme to 
provide work experience to people with disabilities etc  

 
• Stakeholder groups 

• Patient forums 

• Listening in Action 

 
 
 
 

Q12 How have you involved patients in the delivery of your service? For example; we 
wanted to make sure our service met the needs of children with a long term condition so 
we worked with local community workers and ran a series of workshops to obtain their 
views etc;  we looked at changing our clinic opening times so we developed a 
questionnaire with our patients to find out what the impact of this change might be  

 
• Stakeholder groups 

• Patient forums 

• Listening in Action 

• In a more service specific example, the Alcohol Specialist Nurse Service take part in 
twice yearly Recovery Action Alliance (RAA) meetings within Portsmouth alcohol 
community services where all patients are invited from across services to deliver 
feedback regarding what services are valuable and any concerns or suggestions for 
improvements are made. It is also an opportunity for the patients and carers to hear 
the proposals for alcohol services and is an opportunity for them to have their say. 
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Q13 How have you involved patients in the development of your service? For 
example; we used patient feedback to develop a business case for an additional 
therapist to meet the needs of young disabled children.  

 
• Stakeholder groups 

• Patient forums 

• Listening in Action 

• Focus groups and in sub-specialist areas, individual interviews with patients to 
guide the next steps in their pathway (eg, this is done for patients with type 1 
diabetes) 

Q14 Please tell us about any reports, briefing papers or other evidence you have 
produced in relation to involving patients in the planning, development and 
delivery of your service? Please provide copies if these are available  

Hepatology – late evening clinics for patient who work – result of a patient survey 
outcome 
 
Ward E8 – with Renal leading the patient and family-centred care project for 
patients at the End of life. 
 
 
 
 
Ward C5  - implemented   a patient survey  to try and gather further feedback on 
areas identified  from FFT 
 
 
 
 

Q15 If you do not routinely involve patients in the planning, development and 
delivery of your service, do you have plans to introduce this in your service? 

 
• There are plans to host more open and online patients forums in areas in the 

CSC to broaden the opportunity for patients to provide feedback both face-to-
face and anonymously. 
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C5 Patient Survey

We would like to invite you to share your views of your experience on Ward C5 by answering 3 short questions.

Have you found your stay in C5 noisy at night?        Y           N

If Yes, what was the noise you could hear? ..............................................................................

...............................................................

How would you rate your Meals? Good  Needs improvement  

If needs improvement please explain further …………………………………………………………………………………………………………………………………

If you are worried about something did you find a member of staff you could talk to? Yes  No 

If yes who did you speak to? Nurse  HCSW  Doctor  Other  ………………………………..



Thank you for your time.

Senior Sister Anne-Marie Neale
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“How we care for the dying is an indicator of how we care for all sick and vulnerable people …”
(National End of Life Care Strategy 2008)
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TRUST BOARD PUBLIC – FEBRUARY 2017    Agenda Item Number: 13/17 
        Enclosure Number: (6) 

Subject: Governance and Quality Committee Revised Terms of Reference 

Prepared by: 
Sponsored & Presented by: 

Tracey Stenning, Head of Governance and Quality 

Mark Nellthorp, Non-Executive Director 

Purpose of paper Requires Trust Board approval 

Discussion requested by Trust Board 

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 Terms of Reference for the Trust Governance and Quality 
Committee have been reviewed in line with annual requirements. 

 

The Terms of Reference have tracked changes to enable ease of 
reference to where changes have been made.  There have been no 
significant changes to the Terms of Reference; these have been: 

· Inclusion of requirement for Committee to have oversight of 
the risks the Committee is responsible for on the Board 
Assurance Framework and Trust Risk Register. 

· Receive assurance from Sub-Committees on oversight of 
risks they are responsible for on the Board Assurance 
Framework and Risk Register. 

· Clarification on arrangements to ensure compliance with 
Care Quality Commission Regulations and other appropriate 
external and internal standards. 

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

 For Board discussion and approval/ratification. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

The proposed Terms of Reference will take effect immediately once 
approved. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Considered – none. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Considered – none. 

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

Organisational Priorities 1: deliver safe, high quality patient centred care. 
2: Continually improve the patient experience. 

Board Assurance Framework/ 
Risk Register Reference 

Assurance Framework: 
· 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. 

Risk Register: 
· 9-1617: Failure to achieve internal and external set 
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quality/patient safety improvements. 
· 10-1617: Unintended consequences to delivery of and quality 

of care due to cost improvement programme. 
Risk Description Risk Register: 

· 9-1617: Failure to achieve internal and external set 
quality/patient safety improvements. 

· 10-1617: Unintended consequences to delivery of and quality 
of care due to cost improvement programme. 

CQC Reference All domains. 
 

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

Governance and Quality Committee 8th December 2016 
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GOVERNANCE AND QUALITY COMMITTEE 
Terms of Reference 

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

 
2. Purpose 

The purpose of the Governance and Quality Committee is to provide assurance to the Trust 
Board that there is continuous and measurable improvement in the quality of the services 
provided for patients. 
 
The Committee is responsible for monitoring the implementation of the Trust’s Quality 
Improvement Strategy and the implementation of the Quality Account, in addition to the 
ongoing monitoring of compliance with national standards and local requirements. 

 
3. Objectives 

The objectives of the Committee are to: 
 

a) Establish an annual work plan which the Committee will review annually. 
a)b) Ensure effective and appropriate oversight of risks on the Trust Assurance 

Framework and Risk Register for which the Committee have responsibility; thereby, 
ensuring appropriate ownership and monitoring. 

b)c) Receive assurance from the Committee sub-groups; in particular in relation to their 
oversight of risks on the Trust Assurance Framework and Risk Register to ensure 
appropriate ownership and monitoring. 

c)d) Monitor the implementation of the Quality Improvement Strategy and have an 
overview of associated strategies, including those of Clinical Audit. 

d)e) Ensure that the organisation has a just and open culture in which risk management 
will continue to develop as an integral, seamless component in the delivery of safe and 
effective healthcare. Monitor risks on the Assurance Framework and Risk Register for 
which the Committee has responsibility, to ensure progress against plans to achieve the 
residual risk rating. 

e)f) Ensure effective arrangements are in place to ensure appropriate monitoring and 
compliance with the requirements as set out in the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014 and the Care Quality Commission 
(Registration) Regulations 2009 and any other appropriate external and internal 
standards. Review the Trust’s compliance with the Care Quality Commission standards 
of quality and safety. 

f)g) Monitor progress and compliance against defined quality priorities. 
g)h) Oversee the development of the Quality Accounts to ensure accuracy of data and 

compliance with timescales for publication.   
h)i) Receive, through the reporting schedule, assurance of high quality care provision and 

compliance with National and local guidelines, standards and requirements.   
i)j) In accordance with the Committee reporting schedule review reports and any 

associated recommendations and action to gain assurance of compliance and quality 
improvement. 

j)k) Gain assurance from Clinical Service Centres that they implement the activity required 
to achieve compliance with service and corporate governance standards. 

k)l) Ensure any procedural documents which fall within the remit of the Committee are 
appropriately written, ratified and monitored for compliance in accordance with the 
Policy for Development and Management of Procedural. 

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

4. Authority 
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GOVERNANCE AND QUALITY COMMITTEE 
Terms of Reference 

The Committee is authorised by the Trust Board to investigate or approve any activity within 
its Terms of Reference. It is authorised to seek any information it requires from any employee 
and all employees are directed to co-operate with any request made by the Committee. 
 
The Committee is authorised by the Trust Board to obtain outside legal or other independent 
professional advice and to secure the attendance of outsiders with relevant experience and 
expertise if it considers this necessary.  

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

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

 
· Non-Executive Director (Chair) 
· Non-Executive Director (Vice-Chair) 
· Director of Workforce and Organisational Development 
· Chief Operating Officer 
· Medical Director  
· Director of Nursing 
· Director of Corporate Affairs 
· Deputy Director of Nursing 
· Associate Director of Quality and Governance 
· Associate Director of Infection and Safety 
· Head of Patient Experience 
· Head of Governance and Quality 
· Chief of Service (representative) / Medical Governance Lead 
· General Manager (representative) 
· Head of Nursing (representative) 
· Director of Education 
· Defence Medical Group (South) Representative 

 
The Committee shall consist of the following attendees:  
 

· Governor 
 

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

7. Attendance 
Attendance is required by members at 75% of meetings. Members unable to attend should 
indicate in writing to the Committee Secretary, at least 7 days in advance of the meeting and 
nominate a deputy, except in extenuating circumstances of absence, who is appropriately 
briefed to enable participation in the meeting. 
 
A register of attendance will be maintained and the Chair of the Committee will follow up any 
issues related to the unexplained non-attendance of members. Should continuing non-
attendance of a member weaken the functioning of the Committee, the Chair will discuss the 
matter with the member and, if necessary, seek a substitute or replacement.  

 
8. Meetings 

Meetings will be held on a monthly basis and arranged to meet the requirements of the 
corporate calendar. 
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GOVERNANCE AND QUALITY COMMITTEE 
Terms of Reference 

Items for the agenda must be sent to the Committee Secretary a minimum of 14 days prior to 
the meeting: urgent items may be raised under any other business. 
An action schedule will be circulated to members 48 hours following each meeting and must 
be duly completed and returned to the Secretary for circulation with the agenda and 
associated papers. 
 
The agenda will be sent out to the Committee members one week prior to the meeting date, 
together with the updated action schedule and other associated papers 

 
9. Quorum  

A quorum is determined as being six of the members in attendance but must include the Chair 
or Vice-Chair and either the Medical or Nursing Director. 
 

10. Administrative Support 
The Committee shall be supported by the Secretary, whose duties in this respect will include: 
· In consultation with the Chair develop and maintain the reporting schedule to the 

Committee.  
· Collation of papers and drafting of the agenda for agreement by the Chair of the 

Committee. 
· Taking the minutes and keeping a record of matters arising and issue to be carried 

forward. 
· Advising the group on scheduled agenda items.  
· Agreeing the action schedule with the Chair and ensuring circulation within 48 hours of 

each meeting. 
· Maintaining a record of attendance.  

 
11. Monitoring Effectiveness  

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

 
· The objectives set out in section 3 were fulfilled; 
· Members attendance was achieved 75% of the time; 
· Agenda and associated papers were distributed 7 days prior to the meetings; 
· The action schedule was circulated within 48 hours, on 80% of occasions 

 
12. Review 

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

 
 

ToR agreed by: Governance & Quality Committee Date of agreement: 8th December 2016 

ToR ratified by: Trust Board Date of ratification:  

Review date:  

 
 

Formatted: Superscript
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TRUST BOARD PUBLIC – FEBRUARY 2017    Agenda Item Number: 14/17 
        Enclosure Number: (7) 

Subject: Charitable Funds Activity 

Prepared by: 
Sponsored & Presented by: 

Sabeena Shetty, Accountancy Technician 

Peter Mellor, Director of Corporate Affairs 

Purpose of paper To update the Trust Board, in their capacity as Trustee, on recent 
charity activity. 

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

The report provides information on total funds, income, and 
expenditure for the period up to December 2016. 

 

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

To note and receive the report. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

To be reported monthly 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Not applicable. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Not applicable. 

 

Links to Portsmouth Hospitals NHS Trust  Board 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 10th Nov 2016 
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PORTSMOUTH HOSPITALS NHS TRUST GENERAL CHARITABLE FUND 
REPORT TO TRUST BOARD – February 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 £1,577,000 as at 31st December, 2016.  

  
2. Charitable Income 

During the month, the charity received donations, legacy and fundraising 
income of 58,000, including the following items of note:  

 
· The Rocky Appeal raised nearly £31,000 through private donations and 

Just Giving donations. 
· Renal Charitable fund raised £12,000 by holding various fund raising 

events and receiving donations. 
 

 
3. Charitable Expenditure 

During the month, expenditure of £41,000 was processed, including the 
following items of note: 
 
· Nurse ward fund spent £10,000 on Hot boards to help staff deliver a 

professional service to all patients. 
 

4. The Rocky Appeal 
Net funds of £1,505,000 have been raised for the Robot appeal. The appeal 
has funded the first three years of the robot lease and associated equipment. 
There is currently £172,000 to support future lease costs. 

 
5. Investments 

The only investment held is with CCLA £116,000. 
  

 
Fundraising 
 

December was a busy month within fundraising with lots of individuals making 
donations and coming into the hospital for ‘cheque presentations’.  We also dealt 
with a large volume of companies giving ‘gifts in kind’ to the patients in the 
Paediatrics Unit, Oncology Wards and the MOPRs Wards.  These gifts totaled 
over £10,000. 
 
Christmas Jumper Day on 16th December raised £1,082 with 23 wards & 
departments taking part   
 
Social Media and Press releases 
We are pleased to have reached over our first large milestone in December, 
achieving over 1,000 Facebook and Twitter followers. 
 
December saw a high volume of press release being publish for the charity, 14 in 
the following publications:  

· The Portsmouth News – 37,257 print readers 
· Team Locals – 90 – 150,000 online readers 
· About My Area – 15 – 35,000 online readers 
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Coming up events:  

· Casino Night in aid of Renal- 4th February, at Four Marks Village Hall 
Tickets are £30 or 2 for £50 and include a glass of champagne on arrival.  
cherylharmes@yahoo.co.uk for tickets 

· Crabtree & Evelyn Pamper and Shopping Evening 23rd March £10 a 
ticket 

· Brighton Marathon- 9th April, 2 places left £25 registration & £350min 
sponsorship 

· Southampton marathon/ ½ marathon/ 10K -23rd April, registration & 
minimum sponsorship required 

· WardWalk – 21st May, Staunton Country Park £2 registration and £15min 
sponsorship 

 
Sabeena Shetty 
Accountancy Technician 
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Trust Board – Rolling Annual Work Plan 
 

 

Trust Board 
Date 

PUBLIC PRIVATE 
Item Item 

February 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Equality & Diversity Annual Report 
§ 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 

 

March 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Annual Plan and Contract Negotiations 
§ Research & Development Strategy 
§ Quarterly Complaints Report 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Summary of Governor business 

April 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ National Staff Survey 
§ Annual Plan and Contract Negotiations 
§ Audit Committee Report 
§ Audit Committee Forward Planner 
§ CQC Improvement Notice and Urgent Care 
§ Quarterly Research & Innovation Report 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Draft Quality Account 
§ Quarterly Legal Services Report 

May 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Audit Committee Report 
§ Safer Staffing Report Nursing & Midwifery 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Annual Governance Statement 
§ Annual Accounts 
§ Annual Report 
§ Summary of Governor business 

June 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update 
§ Final Quality Account 
§ Annual Paediatric Safeguarding Report  
§ Quarterly Complaint Report 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Summary of Governor business 
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July 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ CQC Improvement Notice and Urgent Care 
§ Quarterly Research and Innovation Report 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Quarterly Legal Services Report 

September 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Audit Committee Report 
§ Annual Complaints Report 
§ DIPC Annual Report 
§ Revalidation 
§ Qtr 1 delivery against Business Plan 
§ Annual Adult Safeguarding Report 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Q1 forecast review 
§ Summary of Governor business 
 

October 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Winter Plan 
§ Information Risk SIRO Annual Report 
§ Annual Staff Health and Well-being Report 
§ Quarterly Complaint Report 
§ CQC Improvement Notice and Urgent Care  
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Quarterly Legal Services Report 

November 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Safer Staffing Report Nursing & Midwifery 
§ CQC Improvement Notice and Urgent Care 
§ Quarterly Research and Innovation Report 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Q2 forecast review 
§ Summary of Governor business 

December 

§ Staff 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) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Summary of Governor business 
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04-Feb-16

03-M
ar-16

31-M
ar-16

05-M
ay-16

02-Jun-16

07-Jul-16

01-Sep-16

06-O
ct-16

03-N
ov-16

01-D
ec-16

Directors

Ursula Ward ü ü ü X
Simon Holmes ü ü ü ü ü ü ü ü ü ü
Tim Powell ü ü ü ü ü ü ü ü ü ü
Peter Mellor ü ü ü ü ü X ü ü ü ü
Simon Jupp ü ü ü t ü ü ü ü ü ü
Cathy Stone ü ü ü ü ü ü ü X ü ü
Ed Donald ü ü ü ü X ü ü ü X ü
Chris Adcock ü ü ü ü ü ü ü ü ü ü
Rebecca Kopecek X ü ü ü ü ü
Rob Haigh X ü ü ü

Non-Executive Directors

Sir Ian Carruthers ü ü ü ü ü ü ü ü ü ü
Elizabeth Conway ü ü ü ü ü ü ü ü ü ü
Mark Nellthorp ü X ü X ü ü ü ü ü ü
Steve Erskine ü ü ü ü ü ü ü ü ü ü
Dr John Smith ü ü X ü ü X X X ü ü
Michael Attenborough-Cox X ü ü ü ü ü ü ü X X

ü

X

t

ATTENDANCE RECORD

Attended

Apologies given

Absent on Trust Business

235


	1Public Front Cover - 2 February 2017
	TRUST BOARD MEETING IN PUBLIC

	3.17 Trust Board Public Meeting Minutes 011216
	4.17 Trust Board Public Rolling Actions 011216
	7.17 CEO Report - Feb 17
	7.17a Team Brief - Dec 16
	Slide Number 1
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Staff-Led Change�
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15

	7.17b Team Brief - Jan 17
	Slide Number 1
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Staff-Led Change�
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Slide Number 16

	8.17a Trust Board Cover Sheet
	8.17b December Executive Summary
	Integrated Performance Report – December 2016�Executive Summary 
	Contents
	Integrated Performance Outcomes – December 2016
	Quality of Care Key Exceptions
	Slide Number 5
	Slide Number 6
	Performance Against TDA Accountability Framework December
	NHS Constitution performance key Standards - December
	Finance: Overview�� 
	Finance: Overview�� 
	16/17 Contracts Executive Summary – key exceptions to note
	Workforce Executive Summary – key exceptions to note

	8.17c December IPR.pptx
	8.17c December IPR.pptx

	9.17 PHT CQC Quality Improvement Plan_December position_February 2017 Board
	Board Governance and Assurance
	Quality Improvement Plan

	11.17 BAF Dec 2016
	12.17 Equality and Diversity Board Report Jan 2017
	12.17a APP. 1 Medicine CSC Evidence - Equality Standard BRONZE_final
	12.17b App2. Medicine CSC Silver Standard PEI Audit toolkit
	�
	Slide Number 2
	Questions 1-10 are about how you obtain patient feedback on their experience of your service
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Questions 11-15 are about how you involve customers in the planning, delivery and development of your service
	Slide Number 10

	13.17aTrust Board Cover Sheet_GQ Terms of Reference_February 2017
	13.17b Governance  Quality Committee - ToR 2017-18_Final
	5. Reporting
	6. Membership and Attendees

	14.17 Charitable Funds Report December -16
	16.17 Rolling Trust Board Annual Workplan
	17.17 Record of Attendance
	Sheet1




