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Strategic Aims November 2018
Summary
Alignment of the Integrated Performance Report to the 18/19 Strategic Aim objectives demonstrates risks to delivery across each of the five strategic
aims. These have been realigned from the previously reported corporate objectives.
During November, the Executive team conducted Performance and Accountability Review Meetings with Divisional Management Teams aligned to
the Strategic Aims. covering the key issues across quality, performance, finance, organisational health and strategic change, including a discussion
of the key risks.

Issues:
• Performance against the 4 hr standard was 86.9% against a trajectory of 90% (compared to 83.9% in October 18 and 83.7% in November 17).
Whole system working and joint winter planning has taken place including a focus on bed capacity and flow to work towards sustainable delivery
of the recovery trajectory heading into winter.
• There has been 1 non-clinically justified mixed sex accommodation breach in November. This occurred in the Clinical Haematology and
Oncology Centre (CHOC) and affected 3 patients.
• There was an improvement in the number of ambulance delays from the October 2018 position with 234 patients waiting over 30 minutes and 66
over 60 minutes.(October 349 >30 mins and 222 >60 mins). Further improvement is required to reduce these delays.
• Medically fit for discharge patients – The number of patients has significantly reduced to an average of 171, lowest number since April 2016.
• Cancer performance (provisional) – Currently achieving all 8 cancer standards.
• Referral to treatment, performance is below trajectory at 81.4% (trajectory 87%) and the number of patients waiting for treatment reduced by 188
to 34,427 against a trajectory of 33,050. One patient waited more than the 52 wk maximum waiting time standard, this patient has now been
treated. There is a risk that this continues in gastroenterology due to the long waits to first appointment.
• Diagnostic performance improved from 96.8% to 98.2% in November with 122 breaches of the standard compared to 219 at the end of October.
However remains below the 99% standard.
• Turnover rate has remained improved to 12.7% from a steady position of 13% for the last five months.
• As at end of November, the Trust has incurred a deficit of £24.1m, this has increased by £1.2m since October, and is an adverse variance to the
monthly plan by £4.1m. The main drivers of the financial performance relate to the under delivery of planned activity and under delivery of the cost
improvement programme. There is significant focus to recover this position to ensure delivery of the year-end financial target.
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Strategic Aims November 2018
Improvements:
• Dementia assessment – performance improved for the fifth month to 94.5% and is above standard of 90% for the first time this year.
• Medically fit for discharge patients – The number of patients has significantly reduced to an average of 171, lowest number since April 2016.
• Delayed transfers of care improved from 5% in October to 2.4% in November, best performance this year and compared to 8.2% in November
2017.
• Turnover rate has remained improved to 12.7% from a steady position of 13% for the last five months.

Other Exceptions to note:
• Venous thromboembolism screening improved again in November to 96.3% (October 95.9%) (standard 95%)
• Cdiff there were no incidents in November, year to date total is 16
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Board Assurance Framework

Strategic aims
1: Fulfil our role for the communities we serve
4: Invest in the capability of our people to deliver on our vision
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2: Support safe, high quality patient-focussed care
5: Build the foundations on which our team can best deliver care

3: Take responsibility for the delivery of care now and in the future

Author: L Howell Director of Integrated Governance
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Trust Storyboard Report November 2018
This outlines the overall position of the Trust in terms of unscheduled care
flow from the beginning of April to the end of November. (November
performance is highlighted by the double ended arrows on each chart.)
This is measured against a range of key indicators which demonstrate the
unscheduled care impact and improvements providing overall context for
the integrated performance report.
This demonstrates that:
• During November, the weekly average Type 1 A&E attendances were
2,270, which is a slight decrease when compared to the to October
weekly average of 2,320. However, when compared to the previous
year, attendances are 3.8% higher.
• Type 1 attendance conversion to admission increased in November to
35.6% compared to 33.6% in October.
• GP admissions were on average 144 per week in November, which
continues the average since April 2018.
• Both complex and simple discharges improved in November with an
average of 139 complex and 712 simple.
• November saw a further small reduction in both total length of stay (6.1
days / 6.5 last month) and medicine and urgent care length of stay (7.2
days / 6.4 days last month)
• Medically fit for discharge has reduced during November with the
average weekly position being 163. Week ending 18th November saw
the list size dropping to the lowest position this year to 155.
• The number of patients waiting for treatment reduced for the forth
month in a row and now stands at 34,427. However one patient waited
more than 52 wks for treatment and there is a risk of further breaches .
Delivery of elective activity is behind plan.
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Trust Level Performance against NHSI single oversight
framework
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Surgery & Outpatients Division - Performance against
NHSI single oversight framework
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Networked Services Division - Performance against
NHSI single oversight framework
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Clinical Delivery Division - Performance against NHSI
single oversight framework

12 | 28/12/2018

Author: J Lowe Head of Performance Data: Quality, Finance, Information

Leads: Clinical Delivery Divisional Management team

Integrated Performance Report

Medicine & Urgent care Division - Performance against
NHSI single oversight framework
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Use of Resources Metrics
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Trust Level Performance against CQC Insight Overview
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Spotlight report: Quality and Safety
Pressure Ulcers
• The reduction in the number of pressure ulcers reported externally since September
has been sustained with no new category 3 or 4 reported in November.
• In addition and following work with CCG colleagues the 3 pressure ulcers reported in
October have now been downgraded to low harm in accordance with NRLS reporting
guidelines.
• Additional training on purpose T is being rolled out across the Trust.
• Chief nurse is heading up twice weekly quality sit reps, and has all of the Divsional
nurses undertaking real time inspections to improve quality standards in the wards
and departments.
• A marked improvement in the weekly returns of hot topics compliance across all ward
areas has been noted.

Health Care Acquired Infection
• The Trust remains over the national average in reported cases of MSSA. However
there have been no further cases of MRSA in November.
• There were no reported cases of C Dificile in November. The Trust is currently below
trajectory for this (16 cases against a trajectory of 25.

SIRIS over 60 day deadline
• 18 open SIRIs exceeding the target date of 60 working days for submission to the
Commissioners, an decrease of 1 compared to 19 in October
• All Divisions have been required to provide a biweekly update on progress in closing
overdue SI investigations. This is monitored by the Senior Patient Safety Team at
Trust Serious Incident Review Group (SIRG).
• The new Trust incident review panel is operating with a tighter timeframe with the
intention of preventing future breaches of the standard.

Dementia
• The improvement in compliance with dementia screening has continued and the Trust
has achieved the 90% standard for November. It is anticipated that this will deliver the
target of 90% compliance for Quarter 3.
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Quality of Care Overview – November 2018
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Quality of Care Overview – November 2018
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Spotlight report: Key Operational Standards
4hr Emergency Access Standard
Improvement in the number of patients receiving treatment within the emergency care standard with 86.6% of
patients treated in standard compared to 83.6% November last year. However this was less than the improvement
trajectory of 90%.There were improvements in ambulance triage within 15 mins and seen by a Dr within 60 minutes
as well as a significant reduction in medically fit for discharge and delayed transfers of care.
Type 1 attendances were slightly (6 per day) lower in November compared to October with 323 per day but remain
high compared to last November which saw 311 per day. Ambulance delays significantly improved when compared
to October with 234 > 30 mins and 66 > 60 mins (349 and 222 in October)
Bed Occupancy remained high at over 95% during November Escalation bed usage remained high (range 0- 27)

Cancer – 62 days first definitive treatment (provisional)
The 62 day standard has been achieved. Plans during October and November to treat as many patients as possible
both delivered performance improvements and reductions in numbers of patients waiting for treatment from 1731 at
the end of October to 1569 at the end of November. Focus remains on individual patient management to minimise
delays whilst pathway redesign continues at tumor site level. Risks remain around the sustainability of Christmas &
New Year plans and potential impact upon Feb 2019 performance if patients chose to delay treatment at outpatient
phase in December this could risk performance in January.

Diagnostic 6 wk. standard
The standard has not been achieved, performance improved during November with 122 patients waiting longer than
standard compared to 219 in October. This reflects the additional capacity provided by locums and in-house
sessions. Focus continues to ensure capacity for cancer patients is prioritised. Demand and capacity modelling has
commenced for high volume key diagnostic tests for 2019/20 (MRI, CT, Echos and endoscopy)

Referral to Treatment Standard
Gradual reduction in waiting list size over last 4 months, but at end of November is 34,426 against a plan of 33,050.
This is due to increased referrals and capacity constraints, including theatre refurbishment and staffing shortfalls.
Work continues to reduce the waiting list with plans for increased capacity in quarter 4 with weekend working,
completion of theatre refurbishment and speciality specific recovery plans in ENT, Oral surgery, orthopaedics and
ophthalmology which are delivering. The number of patients waiting more than 40 weeks continues to reduce. 1
patient waited more than 52 weeks for treatment in November, this was due to patient choice. Gastroenterology has
the longest waits, a weekly clinically led MDT meeting is in place to ensure patients are reviewed and progressed.
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Operational Performance Summary Dashboard
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Spotlight report: Workforce
Workforce Capacity
• The funded establishment for Month 8 was 7,114 FTE

with 6,630 FTE staff in post

resulting in a vacancy figure of 484 of which 258 are Registered Nurses.
• Month 8 saw an increase of 30 substantive staff from the previous month.

• Temporary workforce usage continues to exceed vacancies and this is the subject of a
deep dive analysis by the HR team with a view to reducing usage.
• The re-setting of ward based nursing establishment will shortly be finalised.
• Nursing recruitment is continuing nationally and internationally

with 37 staff joining in

November and a further 45 already scheduled to start in the first quarter of next year. A
total of 95 international nurses have been recruited this calendar year.

Safe Staffing Levels
• Overall staffing levels increased from 89% to 91% against plan, and has increased for 3
consecutive months.
• The RN/HCSW skill mix increased to 63 % for RNs and decreased to 37% for HCSW.

Workforce Metrics
• Appraisal compliance rate continues to record below target (79.6%), while essential skills
compliance (87.8%) remains marginally above target.
• In-month sickness absence rate maintained at 3.7%.
• In addition to the work being done in the corporate department to address the above, all the
HRBPs are undertaking specific activity within their Divisions.
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Trust Level Workforce Summary Dashboard
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Spotlight report: Finance
Income and expenditure
• The Trust is reporting a deficit of £24.1m at the end of Month 8. This is an adverse
position of £4.1m on the deficit plan of £19.9m submitted to NHSi on 20th June 2018.
• The main drivers of the financial performance relate to the under-delivery of planned
activity resulting in a reduction in PBR contracted activity and associated income, an
under-delivery of the Cost Improvement Programme in terms of workforce costs which
have not reduced in-line with CIP expectations.

Financial Improvement
•

The Trust is currently £5.4m behind the Cost Improvement Plan target at the end of
November 2018.
• All Divisions are behind plan and there are significant programmes of work in place
particularly related to high cost temporary staffing and to maximise delivery from existing
work streams. PMO continue to work with Divisions to ensure the maximum financial
improvement possible is delivered as the year end deficit plan requires the £35m (6.2%)
CIP target to be delivered in full.

Capital
• The Trust’s capital programme for 2018/19, as approved by the Trust Board, is £22.2m.
Year to date expenditure is £8.4m. The Trust is forecasting to spend the entire allocation
by the end of the financial year.
• The Trust is waiting for confirmation of further central allocations of £5.7m some of which
will relate to the next financial year and £2.9m of internally generated capital cash which
would further increase the CRL for 2018/19.

Cash
• The Trust plans to finish each month with the minimum allowable cash balance of no less
than £1.0m. The November position of £1.2m was within the acceptable limit.
• The 2018/19 financial plan assumes receipt of interim financing of £27.9m.
• Interim financing of £15.7m has been drawn down year to date.
• The Trust’s cash position is increasingly challenged due to the I&E position which has
resulted in increased creditor balances and a deteriorating performance against the Better
Payment Practice requirements.
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Month 8 Financial Position – Headlines
2018/19
£M's

Annual
Budget

Budget

In Month
Actual Variance

%

Budget

Year to Date
Actual Variance

%

Income
Cl i ni cal Income - AIC
Cl i ni cal Income - Other
Other Pati ent Care Income
Other Income

332.6
155.6
4.2
49.9

28.8
13.4
0.4
4.2

28.8
13.4
0.7
5.3

0.1
0.0
0.4
1.1

0%
0%
112%
26%

224.5
105.2
2.8
33.3

228.5
103.2
6.6
35.5

4.0
(2.1)
3.8
2.1

2%
-2%
134%
6%

Total Income

542.4

46.7

48.3

1.6

3%

365.9

373.7

7.8

2%

Substanti ve Pay
Bank
Agency

(291.8)
(15.2)
(11.7)

(24.3)
(1.2)
(0.8)

(24.9)
(1.3)
(2.0)

(0.6)
(0.1)
(1.1)

-2%
-6%
-137%

(194.7)
(10.6)
(9.5)

(196.7)
(9.8)
(15.3)

(2.0)
0.8
(5.8)

-1%
7%
-60%

Total Pay

(318.7)

(26.4)

(28.1)

(1.8)

-7%

(214.7)

(221.8)

(7.0)

-3%

(69.1)
(54.4)
(12.1)
(30.5)
(18.6)
(30.3)

(5.9)
(4.7)
(1.0)
(2.5)
(1.5)
(2.5)

(6.6)
(4.6)
(1.2)
(2.5)
(1.7)
(2.6)

(0.7)
0.1
(0.2)
0.0
(0.1)
(0.1)

-13%
3%
-21%
0%
-7%
-4%

(46.7)
(37.6)
(8.0)
(20.4)
(12.4)
(20.2)

(49.3)
(35.4)
(10.7)
(20.9)
(12.4)
(21.6)

(2.6)
2.2
(2.6)
(0.5)
(0.0)
(1.4)

-6%
6%
-33%
-2%
-0%
-7%

(214.9)

(18.2)

(19.2)

(1.0)

-6%

(145.3)

(150.2)

(4.9)

-3%

8.8

2.2

1.0

(1.2)

-56%

5.9

1.7

(4.2)

-71%

Depreci ati on
Interest Recei vabl e
Interest Payabl e
PDC
Techni cal Adjustment (i nc IFRIC 12)
Profi t/(l oss) on Di sposal

(18.1)
0.0
(20.3)
(0.7)
0.3
0.0

(1.5)
0.0
(1.7)
(0.1)
0.0
0.0

(1.5)
0.0
(1.7)
(0.1)
0.0
0.0

0.0
0.0
(0.0)
(0.0)
0.0
0.0

0%
285%
-1%
-67%
42%
0%

(12.1)
0.0
(13.6)
(0.5)
0.2
0.0

(11.9)
0.1
(13.6)
(0.7)
0.3
0.0

0.2
0.0
0.0
(0.3)
0.1
0.0

1%
194%
0%
-64%
51%
0%

Total Financing Costs

(38.7)

(3.2)

(3.2)

(0.0)

-0%

(25.8)

(25.8)

0.1

0%

Surplus/(Deficit) before STF

(29.9)

(1.0)

(2.2)

(1.2)

-123%

(19.9)

(24.1)

(4.1)

-21%

0.0

0.0

0.0

0.0

0%

0.0

0.0

0.0

0%

(29.9)

(1.0)

(2.2)

(1.2)

-123%

(19.9)

(24.1)

(4.1)

-21%

Operating Expenditure

Drugs
Cl i ni cal Suppl i es
Outsourci ng
PFI Uni tary Charge
CNST Premi um
Other Non Pay
Total Non Pay
EBITDA/Operating margin

Sustai nabi l i ty & Transformati on Fund
Surplus/(Deficit) after STF
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Author: S Smith Head of Financial Management Executive Lead C Adcock Chief Financial Officer

Quality Report November 2018
Head of Governance & Quality, Associate Chief Nurse – Safety, Chief Nurse &
Medical Director – Reviewed at Quality & Performance Committee 29/10/18
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Mental Health Act & Mental Capacity Act Compliance
• A Trust-wide child safeguarding Training Needs Analysis has been completed and ESR data refreshed to reflect this. There are now 227 more staff
requiring the level 3 safeguarding children competency. Compliance is therefore unchanged as this increase offsets the additional training
delivered.
• Compliance on all levels of training for safeguarding is expected for the week of the 10th Jan 2019, the CN is personally overseeing this on daily
basis.
• Mental Capacity Act (MCA) simulation training has been well evaluated, particularly in relation to the translation of theory into practice. Regular
monthly sessions are now available via ESR. 100 senior staff with a ‘special interest’ now trained and frontline clinicians are now being prioritised
for this training.
• The Safeguarding Improvement Board set up by Portsmouth’s Safeguarding Adult Board in the summer of 2017 has now been closed; any
concerns or achievements will now be reported through the main Safeguarding Board.
Safeguarding training compliance – November 2018
Apr.
‘18

May.
‘18

June
‘18

Month
July
Aug.
‘18
‘18

98.8%

99%

99%

98%

98%

97%

97%

98%

Level 1

99%

99%

99%

98%

99%

98%

97%

98%

Level 2

92.5%

93%

93%

93%

93%

92%

92%

92%

Level 3

72.4%

79%

82%

83%

79%

79%

79%

77%

Introduction

94.9%

95%

95%

Enhanced
Level 80.8%
Introduction
1
& Enhanced MCA
89.9%
combined
&
Deprivation of Introduction DoL
95%
s
Liberty
Enhanced
Level 80.4%
Standards
Introduction
2
(DoLS)
& Enhanced
91.6%
combined

81%

81%

93%

95%

95%

94%

96%

92%

92%

HealthWRAP

33%

52%

Training
Safeguarding adults
Safeguarding
Children

Mental
Capacity Act
(MCA)
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23%

90%

90%

95%

95%

80%

80%

Author: S Ward, Named Midwife for Safeguarding.

Sept.
‘18

Oct.
‘18

Nov.
‘18

48%

50%

60%

60%

72%

67%

74%

76%

76%

78%

• Compliance data is constantly changing as
competencies expire and are achieved. The data
provided is a snapshot.
• With effect from July 2018 MCA and DoLS
competencies have been combined as this is how
they are taught and delivered.
• Compliance for MCA & DoLS Level 2 reduced in
July due to the introduction of the 2 year
refresher. The target of 85% is not yet achieved
but compliance continues to increase with staff
now able to access this training through four
different routes including eLearning.
• HealthWRAP e-learning and face to face training
is available and staff have been made aware of
the requirements. There has been slow progress
towards the 85% target since August 2018 and
uptake of face to face training has been low.
Action is being taken weekly by the Divisions.

Data: Learning and Development. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director.
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Mental Health Act & Mental Capacity Act Compliance
• Response times within the Emergency Department for the Mental Health Liaison Team (MHLT) have increased in November to 41% from 34% in
October. There is a live discussion about provision of Mental Health assessment in ED with some unresolved issues across providers.
• Risk assessments for patients attending ED with Mental Health needs continue to exceed 95%. The Trust is seeing an overall increase in mental
health presentations in ED, this is monitored weekly.
• All incidents relating to Mental Health Act detentions are now reviewed through the bi-monthly Mental Health Act steering group, to monitor
adherence to the Act.
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Author: A Fitzsimons, Interim Divisional Operations Director. Data: Southern Health Foundation Trust Information Team Metrics. Executive Leads: T Murphy
Chief Nurse J Knighton Medical Director.
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Pressure Ulcers
November position
Reported pressure damage
• No reported category 3 or 4 pressure ulcers in November.
• 5 unstageable pressure ulcers were reported (two of which were on the
same patient). These are being monitored by the Tissue Viability Nurse
(TVN) team.
• A reduction in category 1 and 2 pressure ulcers has been noted, 6 in
November compared to 10 in October

Actions and progress to date
• The Trust has now adopted the processes and definitions as laid out in the National Consensus document published by NHS Improvement in June
2018. There are 4 key changes:
- Present on admission category no longer applies to any pressure ulcer identified more than 6 hours after admission.
- The focus of investigations is primarily on identifying learning; therefore, the terms avoidable and unavoidable are redundant.
- The categorisation of pressure damage now adheres to NRLS guidance on level of harm, as a result the three pressure ulcers reported in
October have been downgraded (low harm).
- 2 new categories of pressure damage have been introduced:
a. Suspected Deep Tissue Injury (SDTI): Monitored by Tissue Viability Nurses to determine level of harm.
b. Unstageable: Unable to determine depth of wound due to devitalised tissue; as a minimum is Category 3.
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Author: A Cole, Tissue Viability Nurse. Data: Datix. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director.
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Falls
November position
• The run rate remains unchanged for November at 47.
• The number of falls over October and November has shown a
similar pattern to that of 2017-2018.
• Our safeguarding team are working with ward staff to review
patients who are susceptible to falls or have had repeated falls.
Actions and progress to date
• An analysis of the time taken for the completion of a SWARM is
currently underway with the aim to progress to a swarm within
18hrs during the working week.
• The post fall medical review sticker is under review by a
Geriatrician.
• The falls collaborative initiatives continue. Improvements
identified have been shared nationally.
Learning themes from November
• Communication of falls risks with patients and carers needs to
improve
• Post fall nursing checklist not consistently completed
• In a small number of cases the correct post fall manual handling
policy was not adhered to.
Actions to be taken
• Implementation of a monthly insitu falls simulation training
event due to commence in Quarter 4.
• Quarterly falls multidisciplinary meeting in December to share
current learning and review action plans..
• The Trust will participate in the National Audit of Inpatient
Falls, commencing December.
• Quarterly falls champion network meeting in December to
ensure feedback of current falls prevention strategies.
• Falls collaborative patient information poster to be shared
across the organisation.

29 | 28/12/2018

Author: G Gould Associate Chief Nurse-Patient Safety and S Pipe, Lead Nurse Falls. Data: Datix.
Executive Leads: T Murphy. Chief Nurse and J Knighton. Medical Director.
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Medication
November position
Reported medication incidents
• There was 1 patient reported to have suffered moderate harm as a
result of a medication incident in November.
Medicine and Urgent Care Division:
1x moderate harm: Urgent Care (AMU)
• Omitted dose of IV furosemide in patient with left
ventricular failure/pulmonary oedema. This incident is
currently being investigated to identify learning and review
the potential harm caused.

Confirmed medication incidents
• There were 2 incidents confirmed in November (which occurred
earlier in the year) of patients suffering moderate harm as a result of
a medication incidents. *Indicated below.
• The current position for patients suffering severe or moderate
harm as a result of a medication incident in 2018/2019 is 9: 4x
severe and 5x moderate.
• Moderate:
- Loss/theft of Controlled Medication (x2).
- Incorrect strength of epilepsy medication leading to
under dosing.
- * Overdose of heparin.
- * Incorrect dose and missed doses of steroids.
• Severe:
- Failure to discontinue steroid (short term use only).
- Failure to prescribe antiplatelet drug post stent insertion.
- Failure to restart anticoagulant post CT scan.
- Overdose of analgesia in syringe driver.

Actions and progress to date
• Medicines reconciliation completed by pharmacy staff within 24hrs was reported as 76% in November, remaining just below the 80% target. One
reason for this is the number of patients admitted over the weekend; excluding these patients the Trust achieved 89%.
• The Medicines Reconciliation Policy has been approved by the Formulary and Medicines Group and is now live. The Bedview report continues to
be used to highlight new patients over the weekend, there is a plan to increase staffing at weekends to improve compliance. During December a
full review of pharmacy technicians who complete medicines reconciliation is taking place.
• There are now over 860 incidents on Datix that would support the introduction of Electronic Prescribing and Medicines Administration (EPMA).
The outline business case for EPMA was supported at the Business Care Review Committee and is due to be presented at Finance and
Infrastructure Committee on 17th December.
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Author: L Groves Associate Director Medicines Optimisation and Pharmacy. Data: Datix and in-house audits.
Executive Leads T Murphy Chief Nurse J Knighton Medical Director.
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Healthcare Acquired Infection
November position
MRSA (Incidence more than 48 hours after admission)
Target: 0 (zero) avoidable

• The Trust reported no cases of hospital attributed MRSA bloodstream infection.
• The Trust’s year-to-date trajectory position is 2 cases of MRSA bloodstream infection.
• The Trust is in line with the national average for the period April to November 2018.
C.difficile (Incidence more than 72 hours from admission)
Target : 39 cases

• The Trust reported no cases of patients who acquired C. difficile during their in-patient stay against a monthly objective of 3.
• The Trust’s year-to-date position is 16 cases against a trajectory of 25 cases.
• The Trust remains below the national average for C.Difficile.
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Author: K Noble, Infection Prevention Manager/Analyst. Data: Infection Prevention. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director.

Integrated Performance Report

Healthcare Acquired Infection
November position
E.coli bloodstream infection (incidence more than 48 hours from admission)
E.coli bloodstream infection are not subject to DH trajectories, but are closely monitored by the Trust due to the government initiative to reduce Gram-negative
bloodstream infections by 50% by 2021.

• The Trust reported 9 patients who acquired an E.coli bloodstream infection during their inpatient stay during November; an increase on the 6
reported in October.
• The Trust is in-line with the national average for the period April - November 2018.
MSSA bloodstream infection (incidence more than 48 hours from admission)
MSSA bloodstream infection 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.

•
•
•
•
•

The Trust reported 1 patient with MSSA bloodstream infection during November.
The case occurred in Critical Care (x1).
The source of the infection was most likely respiratory.
The Trust remains above the national average for this type of infection.
The Infection Prevention and Management Committee (IPMC) has recently commissioned an in-depth analysis of root causes and necessary
actions required to reduce the number of cases of MSSA infections within the Trust. This is underway; findings will be presented via the next
IPMC, currently scheduled for 17th January.
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Author: K Noble, Infection Prevention Manager/Analyst. Data: Infection Prevention. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director.

Integrated Performance Report

Venous Thromboembolism Screening
November position
Venous Thromboembolism (VTE) Screening
Target: 95% per month

• The VTE risk assessment figure for November has improved to 96.29%
(subject to validation) compared to the October figure of 95.91%.
• The National performance for VTE assessment has stabilised. In quarter 1
2018/19 the rate was 95.62%; 25.0% of acute Trusts were below 95% in
quarter 1 2018/19.

VTE Appropriate Prophylaxis
Target: Monitoring and reporting (new)

• The VTE appropriate prophylaxis figure for November has also improved to
96.87% (subject to validation) compared to the October figure of 94.53%.

VTE Serious Incidents Requiring Investigation (SIRIs) and Incidents
Target: Monitoring and reporting

• There have been no reported VTE SIRIs in November and no confirmed
moderate harm events to date from events identified in November.

Actions and progress to date
• VTE risk assessment figures and confirmation of prophylaxis have improved
further in November. This improvement is mainly due to increased focus on
quality metrics from the Divisional Nurse Directors (DNDs). Despite the
overall improvement there remain pockets of variability with risk assessment
compliance within some Care Groups which the DNDs are addressing.
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Author: G Bellis, Governance Support. Data: Datix, VitalPAC/Case-notes/PACs. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director.

Integrated Performance Report

Serious Incidents Requiring Investigation
November position
Reported Serious Incidents Requiring Investigation (SIRIs)

Never Events
Target: 0 (zero)

• There have been a total of 7 clinical SIRIs reported to STEIS in November
(excluding falls and pressure ulcers reported on previous slides)
• There have been no never events reported in November
Medicine & Urgent Care Division:
- 1x clinical management of complex cased: Medicine.
- 1x C Dif Death : Older Persons Medicine.
Surgical & Outpatients Division:
- 4x delayed treatment resulting in loss of vision: MSK / H&N.

• The Senior Patient Safety team is leading a focused piece of work to
identify the factors which have contributed to these. A report is being
prepared for Trust Board.
• The Trust year to date position is 4 reported Never Events.

Clinical Delivery Division:
- 1x unexpected death post elective surgery: CHAT.
SIRIS over 60 day deadline
Target Monitoring and reporting

• All Divisions have been required to provide a biweekly update on progress
in closing overdue SI investigations. This is monitored by the Senior Patient
Safety Team at Trust Serious Incident Review Group (SIRG).
• The new Trust incident review panel is operating with a tighter timeframe
with the intention of preventing future breaches of the standard.
• 18 open SIRIs exceeding the target date of 60 working days for submission
to the Commissioners, an decrease of 1 compared to 19 in October:
Surgery & Outpatients: 6
- 2x MSK/H&N (1 has been
requested to downgrade)
- 4x Surgery
Networked Services: 6
- 6x Women and Children

34 | 28/12/2018

Medicine & Urgent Care: 6
- 1x Medicine
- 1x Medicine for Older Persons
- 4x Urgent Care (1 has been
requested to downgrade)

Author: G Gould Associate
Chief
Nurse-Patient
Safety. & Data:
Datix. Executive
Leads: Leads
T Murphy,
Chief Nurse
and J JKnighton,
Author T
Stenning
Head of Quality
Governance
Executive
T Murphy
Chief Nurse
KnightonMedical
MedicalDirector.
Director

Integrated Performance Report

Patient safety incidents
November position
• 1,716 Safety Learning Events (SLE - incidents)
have been reported in November no significant
difference from the number reported in October.
• In line with NHS Improvement guidance, the
reported tissue damage incidents now include
present on admission from the community.
• There was one severe harm incident relating to
admission, discharge or transfer; where there
were numerous delays in discharging a patient to
community care. This led to death in hospital not
the setting of choice.
• The Trust safety team is working with DNDs to
ensure that feedback to staff who report incidents
in embedded in the the division
National Reporting and Learning System (NRLS)
Update
• Latest data release from the NRLS (October 2017
– March 2018) reports no evidence of under
reporting safety learning events in the
Organisation.
• The Trust has maintained position, for incident
reporting, in the top 25% of the 136 Acute NonSpecialist Trusts benchmarked against.
Reported Incidents Confirmed incidents
at time of report
at time of report
November 2018
1,716
547
October 2018
1,853
981
September 2018
1,481
950
Month
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Author: A Green, Head of Risk Management. Data: Datix. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director.

Integrated Performance Report

Patient safety incidents
• The ‘Total PHT reported Patient
Safety Learning Events November
2016 – November 2018 graph
represents the total number of all
patient safety incidents reported
by Trust staff (including
community incidents).
• It should be noted that all incidents
including SIRIs are graded on the
severity of actual harm suffered by
the patient
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 NHSfunded 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.
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Author: G Gould Associate Chief Nurse-Patient Safety. Data: Datix. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director.

Integrated Performance Report

Coroners’ recommendations (Regulation 28 reports)
November position
Coroners’ recommendations – Regulation 28 reports (preventing future deaths)
Target: Monitoring and reporting

• The Trust received no regulation 28 reports in November.
• Trust has received no Regulation 28 reports for the financial year 2018-2019.
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Author: J Haines, Head of Legal Services. Data: Coroners Officer. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director.

Integrated Performance Report

Central Alert System Alerts
November position
Central Alert System (CAS) Alerts
Target: Monitoring and reporting

• 5 alerts were issued in November:
• 1 alert was assessed for relevance to the Trust and subsequently closed as response was not required.
• 4 alerts are currently in the process of being assessed for relevance with breach dates of 28 December 2018, 08 January 2019, 13
February 2019 and 13 May 2019.
• 5 alerts remain open for the Trust
• Patient safety Alert issued 08 August 2018 (‘Resources to support the safe and timely management of hyperkalaemia (high level of
potassium in the blood’) is currently being assessed for relevance. A lead has been assigned for this alert. The breach date for this alert is
08 May 2019.
• Patient Safety Alert issued 25 July 2018 (‘Resources to support safer care for patients at risk of autonomic dysreflexia’). A lead has been
assigned for this alert. The breach date for this alert is 25 January 2019
• Patient Safety Alert issued 27 June 2018 (‘Resources to support safer modification of food and drink’). A lead has been assigned and is
working towards closure of this alert. The breach date is 01 April 2019.
The Associate Chief Nurse for Patient Safety is working with the specialty leads to complete and close Patient Safety alerts.
• Drug Alert issued 28 September 2018 (‘EpiPen and EpiPen Junior – Supply disruption’) has been assessed for relevance and will be
closed before the breach date of 31 December 2018. Compliance has been confirmed; however, documentary evidence of this is awaited
prior to closure of the alert.
• Supply Disruption Alert issued 22 October 2018 (‘Epanutin (phenytoin) 30mg/5ml oral suspension - supply disruption’) has been assessed
and will be closed before the breach date of 10 December 2018. Compliance has been confirmed; however, documentary evidence of this
is awaited prior to closure of the alert.
• Alerts closed
• Estates Field Notice issued 04 July 2018 (‘Fire in multi-storey car parks (MSCPs’). Alert closed in advance of the deadline of 31 January
2019.
• All CAS / Medical Device Alerts (MDA) are uploaded to Datix with the actions module being used to forward these on to the relevant staff
members for their update and action.
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Author: A Green, Head of Risk Management. G Gould Associate Chief Nurse-Patient Safety.
Data: Central Alert System. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director.

Integrated Performance Report

National CQUIN Requirements 2017/2019
November position
The CN and MD meet every two weeks to ensure that the CQIN targets are being met.
All controllable
CQUINs expected
to deliver except SepsisDetails
risks (2b,c, d) described in report. New planNov
agreed
2d IPR
with Status
CCG.
CQUIN
Income
2018for
(M8)
CCG 1a Staff Health &
Wellbeing

£273 k

•5% point improvement in NHS annual staff
survey questions on MSK and stress.

Green - Trust plan in place and under way, monitored via internal
CQUIN monitoring process.

CCG 1b Healthy food

£273 k

•Reduction in display and sale of unhealthy
foods for NHS staff, visitors and patients

Green - Trust plan in place and under way, monitored via internal
CQUIN monitoring process.

CCG 1c Staff Flu
vaccinations

£273 k

•Improving the uptake of flu vaccinations for
front line clinical staff

Green - Trust plan in place and under way, monitored via internal
CQUIN monitoring process.( 66.19% w/c 3/12/18)

CCG 2a Screening for
sepsis

£204 k

•Timely identification of patients in
Green - Trust plan in place and under way, monitored via internal
emergency departments and acute inpatient CQUIN monitoring process and National quarterly monitoring.
settings.
NEWS2 screening launch in Q4 in line with Vitalpac upgrade. Q2
achieved targets and report submitted.

CCG 2b Treatment of
sepsis

£204 k

•Timely treatment of patients with sepsis in
emerg depts and acute inpatient settings.

Amber - Indicator in Q1 & 2 below target YTD. Sepsis Nurse
recruitment in progress.

CCG 2c Antibiotic Review

£204 k

•Clinical 72 hour antibiotic review of patients
with sepsis

Green - A detailed proposal recovering the position by Q2 is
agreed by Commissioners. Q2 achieved targets and report
submitted.
Amber - Internal action plan formed and agreed with

CCG 2d Antibiotic
consumption

£204 k

CCG 4 Mental Health

£818 k

CCG 6 Advice and guidance

£818 k

CCG 9 Risky Behaviours

£818 k
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• Reduction in use of broad spectrum
antibiotics.
Commissioners.
• Reduction in total antibiotic consumption
•Reduce regular attenders with mental health Green - To continue to be monitored via internal CQUIN
needs who present to A&E
monitoring process and monthly joint reporting. Achievement
trends at Q2 showing likely to achieve at year end. New CCG
query at Month 9 re: Q2 performance needs further discussion.
•To set up and operate A&G services for non- Green - Trust plan in place and under way, monitored via internal
urgent GP referrals.
CQUIN monitoring process and monthly joint reporting. Q2
achieved targets and report submitted.
•Screen patients for smoking, give advice
Green - Trust plan in place and under way, monitored via internal
and nicotine patches / referral if necessary. CQUIN monitoring process and monthly joint reporting. Q2
•Screen patients for Alcohol use, give advice achieved targets and report submitted.
and referral if necessary.
Author: E Tuke, Assistant Director of Commissioning. Executive Leads: T Murphy, Chief Nurse and J Knighton. Medical Director.

Integrated Performance Report

Local CQUIN
Local and specialised CQUINs: used as an incentive to ensure providers of specialised services offer continuous improvement in line with best
practice, benchmarked utilisation, appropriate care and quality indicators.

November position
All CQUIN projects expected at Q2 to deliver at year-end (except £15k loss on GE3 in Q1)
CQUIN
NHSE CA1 Enhanced
Supportive Care

£140 k

NHSE CA2 Chemotherapy
Dose Banding.

Details
Involvement of Supportive Care (Palliative
Care) earlier in treatment of cancer
pathways.
•Adoption of standardised doses for

£328 k

Chemotherapy to reduce production costs
and safety incidents.

Green - Trust plan in place and under way, monitored via agreed
CQUIN monitoring template. Q2 achieved targets and report
submitted.

NHSE CA3 Palliative care
shared decision making.

£328 k

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

Green - Trust plan in place and under way, monitored via agreed
CQUIN monitoring template. Q2 achieved targets and report
submitted.

NHSE GE3 Medicines
Optimisation.

£328 k

Green - Q2 achieved targets. Trust have received additional
CQUIN target proposals for 2018/19 -and have responded.

NHSE GE5 Shared
Decision making in
Cardiology

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

£281 k

Making with patients in Cardiology

NHSE Dental managed
clinical networks.

£84 k

•Attendance at Network meetings by clinical Green - Trust plan in place and under way, monitored via internal
leads.
CQUIN monitoring process.

NHSE Orthodontic outcome
reporting.

£84 k

NHSE Breast screening
programme.

£68 k

NHSE Bowel screening
programme.

£68 k

NHSE Armed Forces
Covenant.

£64 k
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Income

•Recording of Orthodontic PAR scores
pre/post treatment & performance reporting /
review of improvement.
•Develop service improvement action plan
with commissioners, and implement under
agreed monitoring.
•Develop service improvement action plan
with commissioners, and implement under
agreed monitoring.
•Embedding the Armed Forces Covenant to
improve access to elective services for
Armed Forces Personnel.

Nov 2018 (M8) IPR Status
Green - Trust plan approved by NHSE to be monitored via agreed
CQUIN monitoring process.

Green - Trust plan in place and under way, monitored via agreed
CQUIN monitoring template. Expected triggers were achieved in
Q2.

Green - Trust plan in place and under way, monitored via internal
CQUIN monitoring process.
Green - Trust plan in place and under way, monitored via internal
CQUIN monitoring process.
Green - Trust plan in place and under way, monitored via internal
CQUIN monitoring process.
Green - Trust plan in place and under way, monitored via internal
CQUIN monitoring process. Q2 achieved targets and report
submitted.

Author: S Metcalfe, Matron CQUINs. Executive Leads: T Murphy, Chief Nurse and J Knighton. Medical Director.

Integrated Performance Report

Mortality indicators
November position
Hospital Standardised Mortality Ratio (HSMR)
Target: The lower limit of the Trust HSMR not to exceed 100.

• The updated Trust HSMR for the 12 months to August
2018 is 105.6; which is unchanged from that reported
to July. This sits within a confidence interval of 100.9 110.5 and remains statistically higher than expected.

HSMR: Emergency weekday and weekend:
September 2017 – August 2018
HSMR: 105.6

SHMI: April 2017 to March 2018 (inc)
•
SHMI: 103.77 (within expected range)
•
Adjusted for palliative care: 106.45 (within expected range)
•
In-hospital deaths: 104.33 (within expected range)
•
HSMR for the same period: 108.64 (within expected range)

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

• There has been no update to the Trust SHMI since the
last report and remains, for April 2017 to March 2018 at
103.77. Whilst this figure is above the National
Average of 100, it is within the official control limits.
• The graph provides a rolling position status. As can be
seen, the rate has been reducing and is virtually back
to the level it was at when first alerted (indicated in
red).

Actions
• The HSMR trend continues to be monitored and
validated through the Mortality Review Group. The
latest condition alerting is a re-alert which was audited
in September 2018 of ‘Leukaemias’
• The Dr Foster outlier report relating to Pleurisy,
pneumothorax and pulmonary collapse has been
closed by the CQC following a formal review.
• The new coding form has been implemented by the
Mortality Review Panel, which will support the coding
department to ensure greater number of patients
receiving end of life care are correctly coded as
receiving palliative care.
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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.

Author: M Kellagher, Head of Information Services/G Gould, Associate Chief Nurse Patient Safety. Data: Dr Foster Intelligence.
Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director.

Integrated Performance Report

Dementia
Dementia compliance

November position
Step 1: Find, Assess, Investigate and refer*

September
2018

October
2018

November
2018

Target: 90% on average over each quarter for the three steps.

Step 1

81.1%

88.3%

94.5%

• The Trust is able to report compliance with dementia screening with 94.5% of patients
being screened in November, compared to 88.3% in October. 570/ 603 patents were
screened.

Step 2

98.8%

98.5%

100%

Step 3

100%

100%

100%

• This is the first time the Trust has achieved over 90% compliance since October 2016.
• With this months performance, it is expected that this will deliver compliance of the
standard for quarter 3; three months ahead of plan.
• The actions will continue with a daily review by the by the Senior Lead Nurse of any
patients who have not had their dementia assessments completed in combination with
daily walk rounds to wards where there are patients with an outstanding dementia
assessment.
• There continues to be engagement from the Divisional teams to complete assessments
within 72 hours with an acknowledgment to the Urgent Care group who have assessed
377/386 patients (96.9%)
• Ongoing compliance monitoring is in place by the CN
Step 2: Diagnostic assessment*
Target: 90% on average over each quarter for the three steps.

• 100% (71/71) of patients received their 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.
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Step 1: Case Finding – Divisional Performance – October 2018
Division

Eligible
Pts
Screened

Pts not
screened

%
Screened

Variation to
previous
mth

Medicine and Urgent Care

386

12

95.2%



Surgical and Outpatients

130

10

94.4%



Networked Services

18

1

92.3%



603

Not applicable
33
94.5%



Clinical Delivery
Trust Total

* 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.

Author: L Field, Senior Lead Nurse Dementia. Data: Information Services. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director.
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Mixed Sex Accommodation
November position
Non-clinically justified single sex accommodation breaches
Target: 0 (zero)

• There has been 1 non-clinically justified mixed sex accommodation breach in November. This occurred in the Clinical Haematology and
Oncology Centre (CHOC) and affected 3 patients.
• The breach related to a patient being transferred to F7 from ED. Actions were taken to protect patient privacy and dignity with the use of
screens and single sex facilities.
• The Trust year-to-date position is 3 occasions of non-clinically justified single sex accommodation breach affecting 13 patients;
therefore, a total of 13 breaches.

Clinically justified single sex accommodation breaches
Target: Monitoring and reporting

• There has been 1 clinically justified breach in November. This occurred in Medicine and affected 4 patients.
• The breach related to an acutely unwell patient in the Respiratory High Care Unit (RHCU).
• The Trust year-to-date total is 1 clinically justified single sex accommodation breach affecting 4 patients; therefore, a total of 4
breaches.

Facilities single sex accommodation breaches
Target: Monitoring and reporting

• There have been no single sex accommodation breach relating to facilities in November.
• The Trust year-to-date total is 2 single sex accommodation breach relating to facilities
Actions
• A new Safety Learning Event category for mixed sex accommodation breaches has been introduced which supports the review process.
• The Deputy Chief Nurse has re-iterated the importance of submitting Safety Learning Events for all potential mixed sex accommodation
breaches. Discussions have also taken place with the Operation Centre Team regarding the importance of this.
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Author: C Dyson, Matron Clinical Standards. Data: Datix. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director.
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Complaints
Care Group

Oct-18

Nov-18

Target: Monitoring and reporting

Urgent Care

14

12

• A total of 57 complaints were
received in November, a
reduction from 72 in October.

Medicine

12

10

OP Med

5

2

W&C

7

5

Renal

1

2

Reg Cancer

3

3

Surgery

9

5

Private Pts

0

0

MSK/H&N

19

15

Corporate

1

1

Imaging

0

2

CHAT

1

0

Patient Admin

0

0

Total

72

57

November position

• Reporting per 1,000 contacts is
one month arrears; data for
October equates to 0.84
compared to 0.64 in September.

• To date 29% of complaints
received in October have been
responded to within the
expected timeframe (30 working
days) and 56% have breached.
Work continues to try to improve
response times.
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Author: M Brown, Head of Complaints. Data: Datix. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director
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Complaints, PALS
November position
Complaint acknowledgment rate
(National requirement)

PALS contacts
Target: Monitoring and reporting

• 437 contacts handled by PALS in
November.
• 229 contacts involved concerns about
care and treatment.

Target: Monitoring and reporting

• 96% of complaints were
acknowledged within 3 working
days. 2 breached as letters were
not passed to the Complaints Team
until after the 3 day deadline.
Measures are now in place to
prevent this happening again.

Other types of contacts
• 208 of contacts related to various
elements including providing signposting
or advice to visitors and support to the
Overseas Patient Services.
• 90% of contacts were resolved within 5
working days.

Plaudits
Target: Monitoring and reporting

• The Trust received notification of
404 messages of appreciation
during November.

PALS conversion to complaints
Target: Monitoring and reporting

• 2 cases were converted to a formal
complaint.

Parliamentary and Health Service
Ombudsman (PHSO) (National
requirement)

Trust wide themes
• Common themes through complaints and
PALS include communication and
outpatient appointment delays and
cancellation (in particular at Audiology
and Ophthalmology).

Target: Monitoring and reporting

• The Trust received 1 new
notification from the PHSO during
November. Making the total so far
this year 3.
PHSO

Total rec'd

2014-15
2015-16
2016-17
2017-18
2018-19
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16
14
13
12
3

Under
review
0
0
2
4
3

Upheld
3
0
0
1

Part upheld Not upheld
9
2
2
5

4
12
9
2

November - Trust wide themes

Complaints

PALS

Total

Clinical Treatment

23

19

42

Communication

2

64

66

Outpatient delay and cancellation

8

78

86

Attitude and behaviour of staff

8

27

35

Author: M Brown, Head of Complaints. Data: Datix. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director
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Complaints backlog
November position
The Trust is monitoring each Division’s current backlog of complaints which have exceeded the expected deadline (30 working days) for
response. This information is presented to the Divisional Accountability and Performance Reviews.
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Author: M Brown, Head of Complaints. Data: Datix. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director
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Patient Moves and Outliers
November position
Target: <3 non-clinical moves after 2100

• There has been a vast improvement in the November position
with regard to patient moves where a reduction has been
seen in moves past 2100. The Trust position had equally
improved with 13 occasions of Opel 1 and 12 at Opel 2; as
opposed to 8 and 14 respectively in October. Only 5
occasions of Opel 3 compared with 9 in October.
• The medically fit for discharge bed days lost, also reduced
to1,646 from 1,945.
• All datix that relate to moves are reviewed by the CN who
works with COO to reduce all non clinically essential moves
moves.
• As a result the average number of outliers has decreased in
October, with a decrease in the number of non clinical patient
moves in both 2100-0000 and 0001-0700 timeframes.
Non-Clinical Patient Moves
2100 - 0000
Month
No.
Nov ’18
Oct ’18
Sept ’18
Aug ‘18
July ’18
June ‘18
May 18**

84
104
116
104
100
99
62

Av. per
day
2.8
3.4
3.9
3.4
3.2
3.3
2

0001 - 0700
No.
37
55
67
45
60
43
60

Av. per
day
1.2
1.8
2.2
1.5
1.9
1.4
1.9

Medical patient outliers
Av. per
Month
No.
day
Nov ’18

1065

35.5

Oct ’18

1280

41

Sept ’18

1339

45

Aug ‘18

1344

43

July ’18

2020

65

June ‘18

1120

37

May ‘18***

1321

43

** Please note that for May’s information this now shows the accurate clinically validated
data for non-clinical moves
*** Please note data source for outliers has now been modified to match other reporting.
n.b.: from July the average moves has been corrected to reflect the full month, as
opposed to an average of the days when moves occurred.
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Operational Pressures Escalation Level (OPEL)
OPEL 1 (Green)
The local health and social care system capacity is such that organisations are able to maintain patient flow and are able to meet anticipated demand within available
resources. Additional support is not anticipated.
OPEL 2 (Amber)
The local health and social care system is starting to show signs of pressure. The Local A&E Delivery Board will be required to take focused actions in organisations
showing pressure to mitigate the need for further escalation. Any additional support requirements should also be agreed locally if needed.
OPEL 3 (Red)
The local health and social care system is experiencing major pressures compromising patient flow and continues to increase. Actions taken in OPEL 2 have not succeeded
in returning the system to OPEL 1. Further urgent actions are now required across the system by all A&E Delivery Board partners, and increased external support may be
required.
OPEL 4 (Black)
Pressure in the local health and social care system continues to escalate leaving organisations unable to deliver comprehensive care. There is increased potential for patient
care and safety to be compromised. Decisive action must be taken by the Local A&E Delivery Board to recover capacity and ensure patient safety. All available local
escalation actions taken, external extensive support and intervention required. Where multiple systems in different parts of the country are declaring OPEL 4 for sustained
periods of time and there is an impact across local and regional boundaries, national action may be considered.

Author: C Bramhall, Head of Operations. Data: Daily Ops reports/Information Services. Executive Leads: T Murphy. Chief Nurse and J Knighton. Medical Director.
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Friends and Family Test (FFT)

Trust data
November
2018
Inpatient and day cases
• 98.6% would recommend
• 0.3% would not recommend

Emergency Department
• 90.2% would recommend
• 5.2% would not recommend

Outpatient Departments
• 95.6% would recommend
• 1.3% would not recommend

Maternity Services
• 98.5% would recommend
• 1.5% would not recommend

48 | 28/12/2018

Author: C Dyson, Matron Clinical Standards. Data: Healthcare Comms. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director.
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Friends and Family Test (FFT):
November position
Increasing response rates and positive responses
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 higher

Friends and Family Response rates
Total response rate
(responses / eligible patients)

Month

In-patient areas:

Trust

• The in-patient response rate decreased to 29.2% in November from 32.2% in
October. This remains above the national average of 24.5%.
• The reported satisfaction rate increased slightly to 98.6% and remains above the
national average of 96% in October.

Nov ’18
Oct ’18
Sept ’18

In-patient
Target:
not fall below 15%
National
Trust
average

ED
Target: 15%

24.6%
2634/10725

25.5%
2985/11696

24.2%
2756/11409

National
average
-

29.2%
2551/8747

12.2%
12.2%

32.2%
2799/8681

27.6%
2159/7824

24.5%
24.2%

• The number of patients who would not recommend in-patient areas has remained
consistent at 0.3%. This is below the national average of 2%.
In-patient - Improving positive responses

Emergency Department:
• The Emergency Departments’ response rate decreased to 24.6% in November
from 25.5% in October. The 15% target has been achieved and the rate is
significantly higher than the national average of 12.2%.
• The satisfaction score was 90.2%, an increase to October.

• The number of patients who would not recommend the Emergency Department
has decreased to 5.2% remaining lower than the national average of 8%.
• A four point action plan has been developed to address the not recommended
responses.
Actions and progress to date
• The day case areas are scheduled to be automated from 4th December.
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Month
Nov ’18
Oct ’18
Sept ’18

% recommend
(positive)
National
Trust
average
98.6%
97.6%
96%
98.3%
96%

% not recommend
(negative)
National
Trust
average
0.3%
0.4%
2%
0.4%
2%

Emergency Department - Improving positive responses

Month
Nov ’18
Oct ’18
Sept ’18

% recommend
(positive)
National
Trust
average
90.2%
89.5%
87%
89.7%
86%

% not recommend
(negative)
National
Trust
average
5.2%
6.3%
8%
5.8%
8%

Author: C Dyson, Matron Clinical Standards. Data: Healthcare Comms. Executive Leads: T Murphy, Chief Nurse and J Knighton, Medical Director.
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Friends and Family Test (FFT)- Maternity
November position
Target: Response rate for question 2 to be similar or above the national average but not fall below 15%.

• Women are asked to complete a Friends and Family form at four points of contact and respond to four specific questions.
• The national benchmark and therefore, contract requirement is based on question 2. The service has seen a decrease in the

response rate for question 2 from 35.8% to 25.5%
• The metrics for question 1,3 & 4 are no longer provided to NHS Improvement.

Maternity Friends and Family response rates
Sept. Oct.
Question
‘18
‘18

Nov.
’18

22.4% 35.8% 25.5%
2: Intrapartum labour care
Actions and progress to date:
• The Maternity Service has seen a decrease to the response rate for all four questions. Question 2 response rate remains above the
15% target. Staff have been reminded how this evidences the good work and appreciation the public have for them and have been
reminded to maintain encouraging completion of the forms.
• Although questions 1,3 and 4 are no longer reported, they are reviewed for responses. The staff have had the feedback read out to
them and they are recognised in the daily safety huddle and all named feedback continue to be given personally to staff for their
revalidation purposes.
Maternity - Improving positive responses

Response themes: The majority of responses remain positive.
Month

Positive comments:
Nov ‘18
• Staff were amazing, always supportive and gave good advice.
Oct ‘18
Nothing was too much trouble. Wonderful support during labour.
Sept ‘18
Nothing ever too much for the staff, answered all my questions.
The midwives stayed with me until my baby was born even though it was over the end of their shift

% recommend
(positive)

% not
recommend
(negative)

98.5%

1.5%

99%

1%

98.6%

1.4%

Negative comments:
• There were three ‘neither likely/unlikely’’ this was based on the postnatal question; inconsistencies in feeding advice was identified.
• There was one ‘unlikely’ with a comment regarding lack of communication within the team.
Staff have been reminded of the importance of good customer care and the correct care pathway for women’s clinical condition and to
ensure that women understand and are happy with their plans of care.
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Author: P Mooney, Deputy Head of Midwifery. Data: Healthcare Comms. Executive Leads: T Murphy. Chief Nurse and J Knighton. Medical Director.
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Exception Report : 4 Hour Emergency Care Standard
November Performance – Care standard not achieved
Combined 4hr performance
4 hr standard

•

•
•
•

Nov-18

86.9%
Oct-18 83.9%
95% Trajectory

Nov-17

83.6%
90.0%

86.9% of patients received treatment within the emergency care standard against the 90% improvement
trajectory, which was an improvement on November 2017 performance of 83.6%. Performance in November
was in the top 3rd of Acute Trusts for the 1st 3 weeks in November.
Main drivers of patients experiencing delayed access to treatment continues to be a combination of delay in first
assessment and access to a bed once a decision to admit has been made.
Type 1 A&E attendances were 341 higher in November 2018 compared to the same period last year.
Significant reduction in the number of ambulances held for 30 & 60 minutes in November compared to October
and the same period in 2017. 300 crews were held for longer than 30 minutes (66 of these for more than 60
minutes) compared to 571 in October 2018 and 633 in November 2017.

Actions and progress to date
•
•
•
•

•

Work continues to build on the early improvements between ED & SCAS teams to reduce the handover delays
Good implementation of the Full Capacity policy across the division against possible and definite discharging
supporting early release of pressure in ED when needed.
Streamlined documentation in Pitstop introduced to reduce non time-critical investigations being undertaken and
increase flow within the ED.
Dedicated B7 nurse in Ambulatory Emergency Care to increase the timeliness and identification of suitable
patients attending ED. This has led to the highest number of referrals from ED to AEC ever recorded in
November 2018.
LIA event for ED

Risks & Mitigation
•

Workforce capacity continues to be a challenge to provide sustainable, timely patient pathway management,
Partnership working to identify further demand management schemes which includes ambulance conveyance
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Data: National Sitrep Author: J Lowe Head of Performance , L Hetherington Operational Director Executive Lead: P Bytheway Chief Operating Officer
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Performance against Winter Plan Metrics
Average bed occupancy
4 hr Performance (Trust)
Average MFFD Portsmouth
Average MFFD Hampshire
Average DTOC (patient numbers)
Average Complex discharges
Average Simple Discharges

Nov-18 95.4%
Nov-18 81.1%
Nov-18
46
Nov-18
115
Nov-18
Nov-18
139
Nov-18
712

Oct-18 94.8%
Oct-18 76.6%
Oct-18
40
Oct-18
138
Oct-18
140
Oct-18
136
Oct-18
678

Nov-17
Nov-17
Nov-17
Nov-17
Nov-17
Nov-17
Nov-17

96.1%
77.0%
72
183

Actions and progress to date
•
•
•
•
•
•
•
•

System plans on track to deliver all remaining additional
capacity
MFFD numbers and bed days continue to reduce
ED performance improving
Flu plan signed off
Full capacity policy in place
Discharge lounge now open
12 extra beds for medicine now open OPEL 1 for 10
consecutive days in November
Improved discharge numbers

Actions for January
•
•
•
•

HALO support from SCAS to reduce handover delays
New GOLD/SILVER/BRONZE rotas in place from 7/1/19
•
Additional on-site cover until 21.00 m-f & 08.30 –
18.30 sat & sun
Site to be run as if in internal critical incident for 1st 2 weeks
of January
MADE event planned for early January
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Data: National Monthly Sitrep Author : P Bostock Operational Director Executive Lead: P Bytheway Chief Operating Officer
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Cancer Standards (provisional position)-

8 of 8 standards achieved

November provisional performance against national cancer standards and contributing factors ( national reporting deadline 5th
•
•
•

January 2018 performance subject to change including additional shared breaches until submission deadline)
The Trust is currently achieving 8 of the 8 key national standards. Local consultant upgrade target has not been achieved.
The Trust has re-validated and resubmitted Q1 and Q2 data and this shows that all 8 key national cancer targets have been achieved.
7 patients breached the 0 tolerance 104 day maximum wait standard, 1 of these was referred at day 74 and treated within 31 days of receipt and
is therefore a shared breach with the referring Trust.
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Data: Validated Infoflex / National Cancer Submission

Author: J Lowe Head of Performance

Lead: A Fitzsimons Divisional Nurse Director
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Exception report: Cancer Standards (provisional)
November Performance 62 day first definitive treatment against recovery trajectory
Cancer 62 days
Cancer 62 day standard

Nov-18 85.7% Oct-18 85.3%
85% Trajectory

Nov-17

80.0%
Nov-18
2 wk waits
86.4%
Oct-18

2118 Nov-17 1796
2128

Contributing factors
• Year to date the trust has received 1,117 (8.9%) more 2 week wait referrals than the same period last year,
with a 1% increase in the conversion to confirmed cancer.
• The demand for both routine and cancer diagnostics has increased significantly compared to same period
last year, whilst this has been addressed during August and September this has already impacted on
progress against pathway milestones for some patients.
• There has been significant focus on treating patient who have breached the standard in October and
November and the number of patients waiting for treatment reduced from 1731 at the end of October to 1569
at the end of November and the number of breached patients from 63 to 60. Maintaining this improvement
remains a risk due capacity within Imaging and Histology, and pathway issues within Urology; suboptimal
prospective tracking, reduced patient engagement or extended unmanaged patient choice.

Actions and progress to date
• Trust wide demand and capacity review for all suspected cancer pathways due to be completed in February
2019.
• Implementation of national optimal cancer and fast track diagnosis pathways work stream commenced, with
prostate due to deliver January 2019, lung July 2019 and lower gastrointestinal October 2019.
• Multidisciplinary team coordinators (MDTC) review commenced, which includes skill-set and a supportive
programme of site specific cancer training due to deliver February 209
• Recruitment of Cancer Navigators to support efficient management of pathways, additional resilience for
current workforce and to provide succession planning - on track to deliver February 19.
• Development of site specific QS Internal Reviews to ensure quality, safety and efficiency commenced and
expected to deliver April 2019.
• A Review of MDT's to ensure , equity, quality, safety, effectiveness, timeliness and efficient use of resource on track to achieve April 2019.
• Business care to procure and implement an integrated Cancer Data base to improve quality and efficiency of
workforce and data. (Somerset Cancer Register) in progress to achieve April ’19
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Data: Validated Infoflex / National Cancer Submission

Author: J Lowe Head of Performance

Lead: A Fitzsimons Divisional Nurse Director
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Exception report: Cancer Standards (provisional)
November Performance 62 day first definitive treatment against recovery trajectory
Cancer 62 days
Cancer 62 day standard

Nov-18

85.7%
Oct-18 85.3%
85% Trajectory

Nov-17

80.0%
Nov-18
2 wk waits
86.4%
Oct-18

2118 Nov-17 1796
2128

On-going Risks
• Diagnostic Capacity and reporting capability is challenged and affecting pathways, causing delays pathway delays. A lack of diagnostic
equipment and equipment breakdown is negating current capacity.
• There is a continued risk that focus of capacity and urgent, cancer and inpatients will extend the diagnostic pathway for routine patients and
extend their wait to treatment and delivery of this with the 18 wk standard.
• To help manage the significant increase in demand for cancer patients the Trust is reviewing with clinical teams the use of cancer stickers to
identify patients to ensure it is consistent and correctly applied, and the appropriateness of multiple scans within pathways. Risk remains whilst
this work is completed and implemented in February 2019.
• Workforce Capacity in key specialties, Trust shortfall of skilled medical and allied health professions mirrors the known national shortages of
these staff groups. To mitigate this risk the Trust is continually and actively trying to recruit both locum and substantive staff.Maintaining this

improvement remains a risk due capacity within Imaging and Histology, and pathway issues within Urology; suboptimal prospective
tracking, reduced patient engagement or extended unmanaged patient choice.
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Author: J Lowe Head of Performance

Lead: A Fitzsimons Divisional Nurse Director
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Exception report: Cancer Standards continued 104 day
maximum wait for treatment provisional (zero tolerance standard)
Contributing factors and actions taken
• Provisionally 7 patients treated in excess of 104 days. ( 1 of these would be a shared breach)
• Urology – 4 patients
• These patients breached due to capacity for inpatient diagnostics driven by increased demand. The
patients were treated at days 105, 115, 142 and 150.
• Gynaecology – 1 patient – treated at 120 days this was due to a combination of capacity to
complete the inpatient diagnostics required, and patient engagement in the care pathway.
• Head and Neck – 1 patient, patient was referred at day 74 and treated at day 105 and is therefore a
shared breached.
• Lower Gastrointestinal – 1 patient, treated at 138 days delay due to patient choice.

Actions to improve performance
• Recognising the impact of long waits on patients and their potential outcome the Trust is adopting a
range of further measures to proactively track each patient ensuring that delays are minimised within
diagnostic and treatment pathways building on lessons learnt from the root cause analysis of all 62
day breaches. Project commenced and on track for full delivery February ’19.
• Based on best national practice the Trust is developing and implementing streamlined cancer
pathways designed to give patients faster diagnosis and therefore progression to treatment, focusing
on Lung ( delivery January 19) Lower GI (July 19) and prostate (October 19)
• Recognising that capacity for diagnostics is a significant contributor to patient delays, the Trust is
undertaking a full review of cancer resources to ensure that there is sufficient capacity to meet
demand throughout the patients pathway including tracking and progressing of pathways and this is
due to be completed February 19.
• Additional income from projects is being used to enhance improvement to patient pathways with
focus in long waiting patients - in progress / on track to deliver Dec’18.
• Improved links and communication with neighbouring trusts to ensure patients referred for treatment
at an appropriate stage so this can be rapidly progressed.
These actions aim to deliver zero 104 days from April 2019.

57 | 28/12/2018

Data: Validated info flex position

Operational Lead A Fitzsimons Divisional Nurse Director
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Exception Report: Diagnostic 6 wk. referral to test standard – not achieved
November performance against the 6 wk. diagnostic standard
Diagnostic Performance
Diagnostic Standard

Nov-18

98.2%
Oct-18 96.8%
99% Trajectory

Nov-17

99.4%
96.8%

• Trust performance was 98.2% against the 99% diagnostic standard. The main area of concern is radiology
with 19 patients waiting for non-obstetric ultrasound, 20 CT, 25 MRI.

Contributing factors
• Capacity shortfall for CT and US in addition to unfilled locum shifts for CT, MRI and US with high vacancy
rates.
• Demand from emergency care has begun to increase impacting upon routine capacity

Actions and progress to date
• Modelling of demand has highlighted significant growth in demand, existing capacity has been refocused at
fast diagnostics for patients with cancer and those on an emergency pathway.
• CT Colonography - cancer referrals increased and far outstrip the specialist capacity available. No suitable
outsourcing options identified. Referral criteria to be reviewed by the clinical teams.
• Extending use of mobile CT scanner from 3 long days to 4 long days would create routine capacity to
address some of the routine CT demand, however the locum shifts remain unfilled and this is being
considered.
• MSK (musculoskeletal) non-obstetric ultrasound now booking within target from January 2019.
• Demand and capacity modelling for all diagnostic pathways commencing November, to identify current and
future potential capacity shortfall and review options to address.
• Successful recruitment for CT and MRI, candidates due to commence April 2019 (pending visas). Untrained
workforce with a grow your own model to be utilised.

Risks
• Prioritisation of cancer patients to improve wait to test and result will continue to impact on capacity
available to see routine patients within the 6 wk standard until additional capacity can be sourced.
• Risk of further failure of CT/MRI equipment..
• Uptake of additional in-house sessions and locum availability. National shortfall of skilled staff.
• Waiting times for audiology due to capacity constraints within the service is leading to patients waiting
longer than standard. This is due to a staffing shortfall, options to find attentive capacity are being worked
through with commissioners.
•
Based on Novembers forecast to date the hot spot CT, MRI, Ultrasound.
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Data: Information Services DM01: M Smith Divisional Director of Operations
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Exception Report: Referral to Treatment (RTT) – standard and trajectory not achieved
Performance against Incomplete RTT standard
RTT Performance
Total Waiting List Size

Nov-18 81.4% Standard
92% trajectory
Nov-18 34427 Oct-18 34615 trajectory

87.0%
33050

Oct-18 82.3% Nov-17 89.9%
Nov-17 31850

• Performance 81.4% and below agreed trajectory of 86.8% (standard of 92% )
• Total number of patients waiting reduced by 200, this was the fourth consecutive monthly
reduction in waiting list size. The total waiting list is now 34,427 (trajectory 33,350). General
surgery and gynaecology saw increases in month, whilst ENT and Orthopaedics saw the largest
reductions in the numbers of patients waiting.
• Numbers of patients waiting more than 18 weeks increased by 270 to 6411.
• The combined impact of a reduced waiting list size and increased patients waiting over 18 weeks
continues to impact performance against the 92% standard.
• The number patients waiting over 35 weeks slightly decreased.
• There was 1 breach of the 52 week standard in November, the patient was offered treatment
within standard but choose to wait longer than 52 weeks, as highlighted in last months report.

Actions, progress to date .
• The new format of the weekly Scheduled Access Assurance Meeting has been reviewed, with all
agreeing to continue with the revised format that focuses on exception reporting and recovery
actions.
• Increases in theatre optimisation and utilisation reported as a result of challenging the data at the
weekly meeting (Utilisation +1.6%, On the day cancellations -1.2%, Early Finishes -2%)
• Internal validation team commenced reviews in December.
• General Surgery deep dive in December due to significant and acute increase in waiting list size.
• Weekly Consultant led MDT review of all Gastroenterology and Hepatology long waiting patients
over 40 weeks delivering assurance and zero tolerance of patients waiting longer than 52 weeks.
• Winter planning for sustaining elective activity levels now in place across care groups.
• Plans for utilisation of additional theatre from Feb 2109.

Risks
• Delivering sufficient capacity to achieve run rate for plan and recovery, uptake of theatres in
week up to 94% with significant improvement in orthopaedic uptake and increased weekend
operating.
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Patients waiting longer than clinically determined date
to be seen for an outpatient follow-up or treatment
November: Planned outpatient follow-ups - Patients past due date only

Patients waiting longer than clinically appropriate date to be seen
Outpatients past due date
Electives past due date

Nov-18 17,095
Nov-18
371

Oct-18 18,062
Oct-18
384

Nov-17

202

This is the month end snapshot for November.
The number of patients waiting more than 2 yrs has decreased from 147 last month to 132.
Overall the numbers of outpatients past due date decreased by almost 1000.
The number of patients waiting past due date for inpatient or day case treatment has also
decreased.
The longest waiting patient was due to be reviewed in April 2018.

Contributing factors

Specialty
Opthalmology
Audiology
Cardiology
Gastroenterology
Urology
Total

> 2 yrs.

129
132

> 1 yr. > 7 months > 4 months >1 month Total Last Mth
134
590
865 1354 2943 3137
2913
1934 296 5143 5135
1
35
211 247 178
890
483
582
467 2551 2629
1
4
1
3
1492
5074
5570 4827 17095 18062

• Competing priorities of RTT, new, urgent and cancer patients as well as patients who
have had treatment or who require further monitoring in constrained capacity.
• Recovery of OWL was not included in operational planning, nor contract values for
18/19.
• Workforce constraints in gastroenterology / hepatology continue although new ways of
working has now allowed improvements to continue.

Actions, progress to date and minimising risk of harm
• Working with commissioners to agree future management of adult audiology. TLT
agreed a recovery plan for long waiting Ophthalmology OWL and fitting of routine
hearing aids in Audiology that will improve positions in Q4.
• Harm reviews commissioned in key risk areas (Gastroenterology/Ophthalmology).
• OWL backlog being built into demand metrics for 2019/20 business and operational
planning, first stocktake of capacity and demand currently underway with business
planning team
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Data: PAS OWL and Planned list snapshots Author: J Lowe Head of Performance

Lead: Alex Lister Divisional Operations Director
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Cancelled Operations 28 day Guarantee - both % cancellation and 0 urgent standard achieved
November Performance Cancelled Operations 28 day Guarantee
On the day cancellations
Urgent patient cancellations

Nov-18
Nov-18

36
0

Oct-18
Oct-18

68
0

Nov-17
Nov-17

66
0

• There were no urgent patients cancelled in November this is the second month
there have been no urgent cancellations..
• No patients were treated outside of the 28 day standard.
• 36 patients in total were cancelled on the day for non-clinical reasons in
November compared to 66 last November.
• Model hospital data shows the trust cancels 16% of all cases compared to
peers who cancel 19%, and list over runs are 37% compared to national
average of 40% (note this relates to all cancellations)

Contributing factors
• List over run was the biggest contributor to on the day cancellations with 17
patients cancelled for this reason.
• Emergency patient taking precedent was the next biggest factor with 11
patients cancelled for this reason.

Actions, progress to date and risks
• A new weekly meeting chair by operational director clinical delivery
implemented during November to review patient level cancellations, key
themes and learning from these which will be used to develop a trust wide
action plan to reduce cancellations.
• Cancellation policy is being reviewed and strengthened
• Key themes and root cause analysis will be used to produce improvement
trajectories for and progress against these will be reviewed at divisional
performance meetings from January.
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Data: Monthly Emergency Sitrep validated at patient level

Author: J Lowe Head of Performance

Operational Lead: M Smith Divisional Director of Operations
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Stroke Contract Service Standards

9 of 13 standards achieved

October Provisional Performance against key Sentinel Stroke National
Audit Programme (SSNAP) using DIY analysis toolkit:
 The Trust has provisionally achieved 9 of the 13 key measures for October based
on 80 validated cases, improving from 8 measures last month
 As forecast the % of patients supported by stroke skilled ESD team indicator has
seen an improvement since last month

Contributing Factors
• Timely identification of stroke patients (scan within 1 hr, direct admission to Stroke
Unit)
• Input of therapy services (Swallow Screen, Speech and Language Assessment

Actions and progress to date
• Service extended to 21:00 for identified staff (SSNs, ED/Stroke Consultants) to
submit CT requests direct to Radiographers i.e. without Registrar signoff, now in
place to support timely scanning – early improvement reported in November.
• Introduction of new MR form and closer working between MR Team and Stroke
Consultants has resulted in improved treatment and rapid, appropriate discharge
of patients – work underway to embed this as a Standard Operating Procedure.
• Review of SALT need to support further improvements and sustainability of
performance.
• Transformation support identified to progress required improvements.
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Data: National Stoke Submission July – September

Author: M Bristow Business Manager & Gail Doran Care Group Manager

Workforce Report November 2018
Workforce Information Manager, Deputy Director of Workforce & Director of Workforce of Organisational
Development Reviewed at Workforce Committee

28/12/2018
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Spotlight report: Workforce
Workforce Capacity
• The funded establishment for Month 8 was 7,117 FTE

with 6,644 FTE staff in post

resulting in a vacancy figure of 473, of which 320 are Registered Nurses.
• The Finance funded establishment has increased by 76 FTE from the previous month.

• Month 8 saw an increase of 7.4 substantive staff from the previous month.
• Temporary workforce usage continues to exceed vacancies.
• The re-setting of ward based nursing establishment has been finalised and will be included
in the Month 10 budget. Medical establishment will also be re-set in the Month 10 budget.
• Nursing recruitment is continuing nationally and internationally with 99 members of staff
scheduled to start in the first quarter of next year. A total of 95 international nurses have
been recruited this calendar year.

Safe Staffing Levels
• Overall staffing levels increased from 89% to 91% against plan, and has increased for 3
consecutive months.
• The RN/HCSW skill mix increased to 63% for RNs and decreased to 37% for HCSW.

Workforce Metrics
• Appraisal compliance rate continues to record below target (79.6%), while essential skills
compliance (89.1%) remains marginally above target.
• In-month sickness absence rate maintained at 3.7%.
• In addition to the work being done in the corporate department to address the above, all the
HRBPs are undertaking specific activity within their Divisions.
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Author: R Kopecek – Deputy Director of Workforce & OD, E Khor Workforce Information Manager
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Trust Level Workforce Summary Dashboard

65 | 28/12/2018

Data: E Khor - Workforce Information Manager
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Workforce Capacity
Full Time Equivalents (FTE)

Where we want to be: targets and benchmarks

Funded

S ubs t a nt iv e

Vacancies

Tem porary

Total
Workforce

TWC over
Funded
(%)

1,926

1,864

62

41

1,905

99%

670

622

49

19

641

96%

Medicine & Urgent Care

1,836

1,628

208

276

1,904

104%

Networked Services

Target: Substantive staff in post at 100% of establishment, Temporary workforce to represent < 5% of
Total Workforce Capacity

Division

Current Performance

Clinical Delivery

• The Month 8 funded establishment increased to 7,117 FTE from the
previous month.
• The total workforce capacity decreased by 37 FTE, and exceeded the
funded establishment by 16 FTE.
• Temporary workforce capacity represented 6.9% of the total workforce
capacity.

Corporate Services

1,338

1,288

50

59

1,347

101%

Overheads/Commercial

98

94

4

0

94

96%

Surgical & Outpatients

1,249

1,149

100

93

1,242

99%

Total Trust

7,117

6,644

473

489

7,133

100%

Vacancies

Tem porary

Total
Workforce

TWC over
Funded
(%)

Influencing Factors

Full Time Equivalents (FTE)

• A significant temporary staffing resource is being utilised to fill
Registered Nursing and Medical vacancies across clinical areas.

Staff Groups

Funded

S ubs t a nt iv e

Actions in Response

Consultants

439

406

33

14

420

96%

• Procurement have led the re-provision of agencies to ensure that the
Trust is aligned to best possible market rates, and have a strategy of
engagement that ensures value. This strategy has been produced with
framework mechanisms, and been supported by workforce/HR and
corporate nursing.
• Cascade of Doctors agencies has been reordered to support plan – plan
has initial potential to save 700k per annum.
• Cascade of Nursing agencies has not yet been restructured –
Procurement are working closely with Bank Partners to ensure any
changes do not adversely affect fill.
• 95 international nurses have been recruited this calendar year; the
majority from the Philippines and India. We have also started to recruit
from Jamaica and Nigeria. The nurses are required to undertake a
practical examination before they can meet the NMC criteria for
registration. We enter the nurses for this examination approximately 12
weeks post employment and have a first time pass rate of 95%. Our
plans for 2019/20 are to continue to increase the numbers we recruit
from overseas to fill our nurse vacancies substantively.

Junior Doctors

590

605

-15

47

651

110%

2,332

2,012

320

220

2,232

96%

170

236

-65

-

236

-

Non Reg Nursing

1,034

1,026

8

158

1,184

115%

Scientific & AHP

1,406

1,336

70

34

1,370

97%

Admin & Clerical

1,316

1,259

56

16

1,276

97%

Total Trust

7,117

6,644

473

489

7,133

100%
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Registered Nursing
of which are Awaiting PIN

Author: E Khor – Workforce Information Manager Executive Lead Nicole Cornelius Director of Workforce and Organisational Development
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Staff Turnover & Stability
Where we want to be: targets and benchmarks
Turnover Target: < 10%, Stability Index Target: ≥ 85%

Current Performance
• The Month 8 overall staff turnover rate (12 month rolling average) decreased to
12.7%.
• Staff stability (i.e. the proportion of the substantive workforce that remain in the
Trust’s employment after completing one year’s service) was 85.7%. The
recommended target is 85%, and the average rate of stability across all large
acute trusts was 84.8% for the same reporting period.

Target
Clinical Delivery Division
Corporate Services
Medicine & Urgent Care Division
Networked Services Division
Surgical & Outpatients Division
Total Trust

Influencing Factors
• The most significant levels of turnover (by staff group size) are within the
Nursing and Midwifery workforce, predominantly at pay band 5 level, within the
Medicine and Urgent Care Division. This is not exclusively a local issue, but one
that is replicated in most acute providers, nationally.

Actions in Response
• The Trust have embarked on the NHS Improvement Workforce Retention
project. Key work streams within the project are progressing with each Divisional
Nurse Director taking the lead on one of the key work streams, which include
improving flexible working opportunities, staff wellbeing and leadership
development.
• Action plan progressing via the retention steering group with NHS Improvement
oversight
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Target
Consultants
Junior Doctors
Registered Nursing
Non-Registered Nursing
Scientific & AHP
Admin & Clerical
Total Trust

In Month

Rolling 12
Months

10%

10%

0.7%
0.9%
0.6%
0.8%
0.6%
0.7%








13.5%
12.4%
13.2%
10.7%
12.9%
12.7%

In Month

Rolling 12
Months

10%

10%

0.7%
0.2%
0.6%
0.8%
0.9%
0.8%
0.7%









5.3%
8.1%
13.5%
12.6%
15.0%
13.3%
12.7%

Author: E Khor – Workforce Information Manager Executive Lead Nicole Cornelius Director of Workforce and Organisational Development
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Safe Staffing
Where we want to be: targets and benchmarks
Target: Planned staffing levels are 100%, planned skill mix 70% RN:30% HCSW ratio

Current Performance
• Month 8 analysis indicates that overall staffing levels increased from
88.6% to 91.1% against plan.
• The RN/HCSW skill mix increased to 63% for Registered Nurses and
decreased to 37 % for HCSW.

Influencing Factors
• Continued challenge with RN vacancy position and temporary fill to
mitigate this.

Actions in Response
• 95 international nurses have been recruited this calendar year.
Furthermore, 45 new RNs are due to start in the first quarter of next
year.
• The Workforce Team is currently reviewing all recruitment and has
produced a revised Recruitment Strategy.
• Divisional oversight of staffing on a day to day basis ensuring
shortfall is distributed between areas according to patient acuity.
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Appraisal & Essential Skills Compliance
Where we want to be: targets and benchmarks
Appraisals target: ≥ 85%, Essential Skills compliance target: ≥ 85%

Target
Clinical Delivery Division

Current Performance
• The Month 8 Appraisal compliance rate increased to 79.6%, but remained below the
85% target.
• The Month 8 Essential Skills Compliance rate was 89.1%, and remained above the
85% target.

Corporate Services
Medicine & Urgent Care Division
Networked Services Division
Surgical & Outpatients Division
Total Trust

Influencing Factors

Essential Skills

85%

85%

83.5%
81.5%
72.2%
80.4%
80.8%
79.6%








Appraisals

• With the exception of Clinical Delivery Division, Appraisal compliance in all other
Divisions increased in-month.
• Essential Skills compliance increased for all Divisions.
• Contributing factors include sustained high levels of activity in clinical services,
which impact on the ability of staff to devote time to Appraisal preparation and
participation and to complete Essential Skills training.

Target
Consultants
Junior Doctors
Registered Nursing
Non-Registered Nursing
Scientific & AHP
Admin & Clerical

Actions in Response
• The New Performance Appraisal form was launched on 29th October 2018
following a successful period of testing. The form is shorter in length and initial
feedback from managers and staff is that it is more user friendly. A focus on
reaching 85% compliance across the Trust by 31st January 2019 is being monitored
via the monthly performance meetings. Audits will be undertaken to ensure that
quality of appraisal is maintained or improved.
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Appraisals

Total Trust

85%

94.2%
97.3%
74.5%
77.2%
79.4%
80.4%
79.6%

91.6%
92.4%
85.5%
89.4%
88.1%
89.1%








Essential Skills

85%









81.1%
73.0%
89.4%
86.5%
92.7%
95.7%
89.1%

Author: E Khor – Workforce Information Manager Executive Lead Nicole Cornelius Director of Workforce and Organisational Development
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Sickness Absence
Where we want to be: targets and benchmarks
To maintain the overall Trust level and departmental level Sickness Absence rates at 3% or below (reporting data is
one month in arrears and measured as a 12 month rolling average)

Current Performance
• The Month 7 overall Sickness Absence rate remained at 3.7%, whilst the in-month
rate increased to 3.8%.
• With the exception of both the Corporate Services, all other Divisions recorded
Sickness Absence levels are above the 3% target.
• When assessed by staff group, Non-Registered Nursing staff recorded the highest
level of Sickness-related absence (i.e. 6.5%).

Influencing Factors
• The main reasons for long term sickness absence relate to conditions associated
with anxiety and stress, musculoskeletal issues and cancer.
• Sickness Absence is most prevalent across the Nursing and Midwifery workforce,
particularly within those areas where workload and demand is greatest.

Actions in Response
• Consistently and proactively managing all episodes of absence is a key
requirement of line managers, who are provided with associated training, advice
and close support by the Operational HR team.
• Annual absence surgeries are progressing with managers to review rates and
agree action plans with a view to reducing absence within departments.
• Where unacceptable levels of absence are highlighted, cases are managed
appropriately as per the Trust’s Management of Attendance Policy.
• The Trust’s Occupational Health and Wellbeing Service offers a range of support
measures for staff and provides an adequate referral service.
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BAME (Black, Asian and Minority Ethnicity)
Where we want to be: targets and benchmarks
Target: BAME % that is representative of our local population (12%) Data Source: Electronic Staff Record
WRES Definition:
White-British, White-English, White-Irish, White-Scottish, White-Any other background, White Greek, White Italian,
White Other Ex-Yugoslav and White Other European fall under the category of ‘White’ and all other ethnicities are
recorded under ‘BAME’.

Key Terms and Definitions
• The WRES return monitors the proportion of BAME (Black, Asian, and Minority Ethnicity)
workforce, against the total workforce expressed as a percentage (%).
• Following WRES reporting guidance, any ethnicity that includes; White-British, WhiteEnglish, White-Irish, White-Scottish, White-Any other background, White Greek, White
Italian, White Other Ex-Yugoslav and White Other European fall under the category of
‘White’ and all other ethnicities are recorded under ‘BAME’.
• Any ethnicity record that states ‘Undefined / I do not wish to disclose’ or ‘Not stated’ are
reported as a separate category.

Current Performance
• In November 18, 15% of the total workforce were BAME, 1.3% of the workforce were
either ‘undefined’ or ‘not stated’ and the remaining 83.7% were white.
• Medicine & Urgent Care have the highest proportion of BAME staff, and Surgical &
Outpatients Division are higher than the Trust average.
• Both Medical & Dental and Nursing & Midwifery workforces have a high BAME
percentage at 30.3% and 19% respectively, both recording above the 12% target.

WRES Definition

White

Clinical Delivery Division
Corporate Services
Medicine & Urgent Care Division
Networked Services Division
Surgical & Outpatients Division
Total Trust

WRES Definition

Not Stated

88.5%
89.2%
75.0%
84.6%
83.4%
83.7%

10.1%
9.4%
23.0%
14.7%
15.6%
15.0%

1.4%
1.4%
2.0%
0.7%
1.0%
1.3%

White

BAME

Not Stated

12%

Target
Medical and Dental
Nursing & Midwifery
Scientific & AHP
Admin & Clerical
Total Trust

BAME

12%

Target

66.5%
80.1%
87.3%
95.5%
83.7%

30.3%
19.0%
11.3%
3.9%
15.0%

3.2%
0.9%
1.3%
0.6%
1.3%

Actions in Response
• Beyond Boundaries – BAME Development Programme has attracted more than 20
applicants. The first cohort will start in January 2019 – this positive action programme is
aimed to support the development of leadership capability in those who are wishing to
progress their career and increase the percentage of senior leaders from a BAME
background.
• The Equality, Diversity and Inclusion (EDI) group met this month having had its
membership and terms of reference reviewed to align with the new organisational
structure and priorities for improving the experience for staff
NB: The NHS Employers Definition of BAME is used by our BAME network which also include white non
British staff which represents 22.9% of total staff
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Staff Engagement
National Staff Survey:
• The survey closed for responses on 30th November 2018. Total response rate for Portsmouth was 57%. The findings report is due to be
available and published in early March 2019.

Culture Change Programme:
• 15 Culture Change Agents completed their findings from Phase 1 ‘Diagnostic’ which they presented to the Board in October. Three key themes
emerged as needing most improvement which included; how we Lead staff, how valued staff feel and how we improve as individuals, teams
and as an organisation. A written report has been shared with staff outlining the key recommendations concerning what the culture is now and
what it needs to be in the future and a series of face to face feedback sessions and trolley dashes have taken place. Recruitment is underway
to appoint another 15 Change Agents for Phase 2 ‘Design’ which is when we will start to develop the recommendations further.
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Finance Report November 2018
Head of Financial Management, Director of Finance, Chief Financial Officer
Reviewed at Finance & Infrastructure Committee 26/11/18

28/12/2018
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Finance: Executive Summary
As at the end of November 2018, the Trust has incurred a deficit of £24.1m, an increase of £1.2m since the previous month, and represents a variance to the
in month plan of £4.1m.The key risks to delivery in summary remain as follows:
• Delivering the £35m Cost Improvement Plan, The Trust has delivered 40% of the annual target compared to the year to date financial plan target of 55%.
The largest variance year to date is in Trust-wide workforce costs which are achieving 50% of the target.
• Delivering the activity plan. Contracts under Payment by Results payment terms are below the expected plan causing pressure on the financial position of
circa £2.1m. Plans to improve activity performance are currently being completed by Divisional teams and will be reflected in the forecast position.
• Non elective activity pressures (11.5% above plan) which have driven increased costs have continued in month 8. These pressures have been mitigated by
accessing the AIC risk pool. The success of the system winter plan is an essential component of managing the financial and operational risks associated with
this during the final four months of the year.
The latest reported positions for Divisions and Corporate Functions are set out in Table 1. The budgets held within Divisions represent the expenditure limits
delegated for the year, the period to the end of November 2018, and the actual expenditure incurred in this period. Clinical Income from activities is not
devolved and this is held and reported centrally.

Table 1: Variance analysis by Division year to date

Division

Clinical Delivery DIV
Medicine and Urgent Care DIV
Networked Services DIV
Surgical and Outpatients DIV
Operational Divisions sub-total
Corporate Services DIV
Overheads/Commercial DIV
Other Divisions sub-total
(Surplus)/Deficit
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Annual
Plan
2018-19
£'M

YTD
Plan
£'M

YTD
Actual
£'M

YTD
Variance

£'M

107.4
119.6
109.4
76.4
412.9
33.5
(416.5)
(383.0)

72.6
79.9
73.6
52.1
278.2
22.4
(280.6)
(258.2)

73.8
80.7
78.9
52.3
285.6
22.6
(284.2)
(261.6)

(1.2) Adv
(0.8) Adv
(5.3) Adv
(0.2) Adv
(7.4) Adv
(0.2) Adv
3.6 Fav
3.3 Fav

29.9

19.9

24.1

(4.1) Adv

Summary of Major Variances
• Clinical Delivery: Unmet CIP in Pay and Non pay (£0.9m)
• Medical and UC: Net premium rate cost of agency doctors and nurses of (£2.2m).
This is partially offset by a +£1.6m favourable position resulting from a Hepatology
drugs price reduction since the beginning of the financial year. An equivalent
reduction in pass through income is held centrally.
• Network Services: Premium rate costs of junior doctor medical staffing in
Gynaecology (£0.6m), unmet pay and non pay efficiencies (£1.5m).
Oncology/Dermatology/Renal Pass through drugs (£2.8m). An equivalent variance
for these specialties in pass through income is held centrally.
• Surgical and Outpatients Division is marginally adverse though is largely due to
under delivery of planned activity driving underspends but is impacting on
performance and adverse income variance held centrally.
• Corporate Services: At present have 48 vacancies (7% of the workforce). This
+£0.5m favourable variance is offset by the cost of international recruitment (£0.8m)
in the year to date.
• Overheads: Prior year VAT reclaim on supplies +£0.4m, residential income +£0.2m,
national transformation funding +£0.3m and a net position of all Commissioner
contracts +£1.9m (including the AIC risk pool and pass through drugs and devices).

Data: Finance Team Author: S Smith Head of Financial Management Executive Lead C Adcock Chief Financial Officer
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Finance: Income Summary
Clinical Income
Overall clinical income is above plan by £1.9m at the end of Month 8 (the position excluding pass through drugs and devices would be £2.7m above plan, reflecting
the impact of price reductions on Hepatology drugs). This position is driven by over-recovery against plan through the Aligned Incentives Contract and higher than
planned income from pass-through items such as high cost drugs and devices. This additional income has been secured as cover for above planned levels of
expenditure and therefore does not constitute a positive variance to the Trust’s bottom line financial position. Significantly, income generated through variable activity
contracts is behind plan year to date and this underperformance is not fully mitigated by reduced expenditure in the relevant operational areas. Within this position
the Trust is above plan on Aligned Incentive Contract Income but below plan on PbR contracts due to under delivery of planned activity levels. Income from the
Aligned Incentive Contract is above plan due to the allocation of the risk pool in respect of unscheduled care activity levels and the cost of Further Assessment Bed
capacity (valued in total £4.0m).
Aligned Incentives Contract
The AIC activity remains above the contracted levels and the trend in Non-elective activity continues.
 At month 8 year to date activity is 11.5% above plan, excluding excess bed days.
 Elective spells are broadly in line with the activity volume plan.
 The AIC income position reflects the allocation of the AIC risk pool which has increased from £3.8m last month to £4.0m.
Other Clinical Income
Income from variable activity contracts remains at £2.1m below plan, representing:
 Impact of conclusion of retrospective contract adjustments (£0.5m adverse).
 Contracts under Payment by Results payment terms are below the expected plan causing pressure on the financial position of circa £4.5m. This is evident in
elective and outpatient services.
 Reduction in ‘pass through’ costs for Hepatology drugs & Cardiac devices. This is an expected position and is offset by a corresponding reduction in costs, and
therefore does not impact the financial bottom line.
 Increase in income for Cancer Drugs Fund recharges, for which there is a corresponding increase in drugs costs and therefore does not impact on the Trust’s
bottom line financial position.
The level of underperformance is being reviewed at the Divisional Activity Assurance meeting chaired by the Chief Operating Officer. Plans to address the levels of
under-performance will be agreed and incorporated into the forecast position.

Other Income
‘Other patient care income’ is favourable to plan +£3.8m. Central income for the Agenda for Change pay award accounts for £3.5m year to date. Final confirmation
from NHS Improvement relating to the income supporting the pay award for Facilities Management Staff under Retention of Employment Contracts is still pending, in
the meantime this income is assumed in the financial positon.
For ‘Other income’ the favourable position relates predominantly to education income and changes in ‘provider to provider’ agreements. Other key variances include
transformation funding this year for the early detection of Lung Cancer +£0.3m, income support from the health system for Further Assessment Beds +£0.3m and for
Healthcare at Home Bridging Care +£0.3m.
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Finance: Expenditure Summary
Pay expenditure:
At the end of November the Trust is reporting an adverse variance to the NHSi plan of £7m against the pay budgets. (£2.7m relates to the additional
agenda for change funding for substantive staff and is offset by additional income). The balance of the variance is predominantly attributed to the
under-delivery of cost improvement savings £3m and operational cost pressures relating to the use of temporary workforce costs (£1.3m).
Both the Medicine and Urgent Care Division (2.2m) and the Network Services Division (£0.6m) have adverse pay positions when excluding
unidentified cost improvements targets.
The pattern of pay expenditure shown in Table 2 below. The position reflects the impact of inflation, the rise in the substantive workforce (57 FTE
year on year) and a moderate downward trend in the use of agency staffing achieved in reduced rates of pay per hour in both nursing and medical
staffing.

Table 2: Pay run rates
2017-18
£000's

Q3

Q4

Apr-18

May-18

Jun-18

Jul-18

2018-19
Aug-18

Sep-18

Oct-18

Nov-18

Operating Expenditure
Substantive Pay
Bank
Agency

(23,876)
(1,106)
(2,025)

(23,914)
(1,175)
(1,890)

(24,439)
(1,193)
(1,578)

(24,219)
(1,220)
(1,979)

(24,321)
(1,179)
(2,098)

(24,368)
(1,278)
(1,876)

(25,341)
(1,437)
(2,047)

(24,162)
(1,238)
(1,805)

(24,924)
(950)
(1,953)

(24,885)
(1,305)
(1,958)

Total Pay

(27,006)

(26,979)

(27,210)

(27,419)

(27,598)

(27,523)

(28,825)

(27,206)

(27,827)

(28,149)

Non pay expenditure:
At the end of November the Trust is reporting an adverse variance to the NHS Improvement plan of £4.9m in non-pay costs, which is a movement of
£1.0m in the month. This position included the following pressures:
 Drugs: (£2.6m) adverse to plan. Most drug expenditure is passed through to commissioners and is therefore matched by equivalent sums in
clinical income.
 Clinical Supplies: +£2.2m favourable plan. There have been lower than expected costs against planned care due to activity below planned levels.
 Outsourcing (£2.6m) adverse to plan. Further Assessment Beds account for (£0.6m) (offset by the AIC risk reserve and the Winter System Plan
pooled funds). A further sum of (£0.3m) relates to an over use of Orthopaedic activity delivered by the private sector to date compared to initial
planning assumptions. The remaining balance relates to QA at Home bridging care (£1.2m).
 International /Overseas Recruitment – The Trust has variance of (£0.7m) year to date on Overseas Recruitment.
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Finance: Financial Improvement (CIP) Summary
Cost Improvement Programme
The Trust is currently £5.4m behind plan at the end of November 2018. The cost improvement plan has delivered 40% of the annual target compared
to the financial plan target of 55%.
Workforce schemes including those targeting reductions in the use of agency staffing are key aspects of the adverse variance year to date of (£2.8m).
A further significant variance relates to Procurement (3.0m), though savings are improving and the adverse variance is expected to reduce as the year
progresses.
The PMO continue to work with divisions to ensure the maximum CIP can be delivered. Each Division plan is based on a 5% CIP delivery. For some
Divisions the opportunity is greater than this and will therefore deliver more than the 5% minimum requirement. corrective action is in train to focus the
delivery of the planned savings schemes.
A summary report of the CIP delivery to date by Work-stream and Division is table below;

Table 3: CIP Year to date performance

Scheme Type
Workforce
Procurement
Pharmacy
Divisional Scheme
Clinical Income
Total

Division
Clinical Delivery
Corporate Services
Medicine & Urgent Care
Networked Services
Overheads/Commercial
Surgical and Outpatients
Total
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YTD Plan
£000's
5,614
5,157
1,051
6,588
1,202
19,612
56%

YTD Act
£000's
2,809
2,143
1,098
7,027
1,093
14,171
40%

YTD Var
£000's
-

-

2,805
3,014
47
439
109
5,441

YTD Plan
£000's

YTD Act
£000's

YTD Var
£000's

3,457
1,115
3,368
2,631
6,849
2,191

1,742
1,325
2,952
1,459
4,766
1,928

-

1,716
209
416
1,172
2,084
263

19,612

14,171 -

5,441

-

Delivery of plans is slower than required in the financial plan. Significant areas of
variation relate to trust-wide savings in Workforce, Procurement and Pharmacy, and, to
a lesser degree, variances in divisional operational CIP performance.
The Trust assesses the delivery of the CIP programme and the impact of mitigating
actions through workstream and Divisional Assurance meetings on a frequent basis.
Plans are adjusted accordingly.

The work to improve substantive staffing levels and reduce high cost temporary staff
continues with the aim to manage agency expenditure to a maximum level of the
monthly run rate indicated by the agency cap. This was set out in the plan agreed this
year with NHS Improvement.
The Chief Finance officer, supported by the Finance Director and Head of
Transformation and Delivery, is leading weekly financial review meetings to ensure
remedial and mitigating actions are in place.

Data: Finance Team Author: S Smith Head of Financial Management Executive Lead C Adcock Chief Financial Officer
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Finance: Key actions / recommendations
1.

Planned care activity and income recovery plan set by the end of December 2018 Chief Operating Officer

2.

Agency workforce expenditure trajectory to achieve agency ceiling run rate by end of
March 2019 – Chief Nurse, Director of Workforce and OD

3.

Agreement with Divisions on forecast outturn expectations including performance on
activity, the management and mitigation of expenditure risks and the delivery of financial
improvements by end of December 2018 - Chief Finance Officer

4.

Detailed review of Divisional forecasts, key assumptions and additional financial
improvement opportunities to be undertaken by TLT on 17th December 2018 to inform
the requested update to the Q2 year end forecast review.
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