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MINUTES 

Present: Melloney Poole Chairman 
David Parfitt  Non-Executive Director 
Christine Slaymaker Non-Executive Director 
Mark Cubbon  Chief Executive 

Chris Adcock  Director of Finance 
John Knighton  Medical Director 
Theresa Murphy Chief Nurse 
Paul Bytheway Chief Operating Officer 

In Attendance: Tim Powell  Director of Workforce  
Emma McKinney Director of Communications and Engagement 
Lois Howell  Interim Director of Integrated Governance 
Peter Mellor  Director of Corporate Affairs 
Teresa Cunningham PA to Trust Board (minutes) 
Steve Mathieu  Clinical Director for Critical Care 
Wendy Cameron Senior Sister for CHAT 
Paul Bostock  Director of Operations for Unscheduled Care 
Liz Hall Head of Nursing 
Paul Sadler  Director of Education & Critical Care Consultant 
Ruth Carter  Head of Nursing for Surgery & Cancer 
Professor Anoop Chauhan Director of Research & Innovation 

Item 
No 

Minute 

213/17 Apologies: No apologies were received. 

Declaration of Interests: 
There were no declarations of interest. 

214/17 Patient Story 

Steve Mathieu and Wendy Cameron attended the meeting to deliver a presentation 
(attached).  

Patient Story - 
GB.pptx

The Chairman thanked Mr Mathieu and Ms Cameron for the presentation. The Medical 
Director gave special thanks to the intensive care team and all who cared for and supported 
this patient. 
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The Chief Nurse enquired how the team coped with communicating with the patient who 
was the subject of the presentation. Ms Cameron responded to say that the patient’s family 
assisted staff to communicate effectively with the patient. 
 
 

215/17 Minutes of the Last Meeting – 2 November 2017 
 
The minutes of the last meeting were approved as a true and accurate record subject to the 
Director of Finance adding clarification to the Finance section and the word ‘required’ to be 
added to paragraph 11 on page 10. 
Action: Director of Finance 
 

216/17 Matters Arising/Summary of Agreed Actions 
 
The Board noted that all actions from previous meetings were either completed or on the 
agenda. 
 
The Chairman enquired when the new IPR would come into effect. The Chief Operating 
Officer responded to say that the new layout would be presented to the Trust Board 
Workshop for further comments prior to going to Trust Board in February. 
 
NEDs asked the Director of Workforce to add national benchmarking for staff turnover and 
sickness to the next IPR. 
Action: Director of Workforce 
 
Ms Slaymaker said that she would meet with the Chief Nurse to finalise the Care Quality 
Commission (CQC) reporting process to the Trust Board and present this to the Board in 
February. She said that this would allow the Trust Board to be properly sighted on CQC 
matters. 
Action: Christine Slaymaker and Chief Nurse 
 

217/17 Notification of Any Other Business 
 
None. 
 

218/17 Chairman’s Opening Remarks 
 
The Chairman informed the Board that three Non-Executive Directors had been appointed 
to vacant posts on the Board and were Gary Hay, Greg Brown and Jon Watson. She also 
welcomed Lois Howell and Emma McKinney to the meeting as observers. 
 
The Chairman apprised the Trust Board of the number of visits over the coming weeks from 
NHS England. 
 

219/17 Chief Executive’s Report 
 
 
The Chief Executive presented a previously circulated report and highlighted the following: 

· Commitment to Nurses from the European Union.  
Action: Chief Executive 

· CQC Report – Radiology 
· Best People Awards 
· Urgent Care 
· Appointments 
· 100 Days – Big Conversations 
· Visits to the Trust 
· Top 3 Concerns 

 
The Chief Executive informed the Trust Board that the Trust is cooperating fully with the 
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CQC to give assurance that all plain films are being reviewed properly and added that rapid 
action had been taken and appropriate policies put in place. He reassured the Board that 
the matter would be resolved as quickly as possible. 
 
NEDs emphasised that the Trust also delivered many high quality services, including the 
maternity department. The Chief Executive responded to say that the still birth rate 
remained under review but the year-to-date position showed that significant improvement 
had been achieved. 
 
The Board noted the forthcoming visits to the Trust: 

- Minister for Health Philip Dunn and Secretary of State Penny Mordant MP on 7 
December.  

- Simon Stevens, Chief Executive NHS England will be visiting the Trust on 20 
December.  

- Dido Harding, Chair of NHS Improvement will be visiting the Trust to meet with Ann 
Eaton, Regional Director for NHS England and Improvement for the South East in 
January.  

 
NEDs asked whether the Chief Executive had spoken to the Director for Health England 
about nursing training with Universities. The Chief Executive responded to say that he 
had and added that the Trust is building good relationships with Portsmouth University. 

 
220/17 Integrated Performance Report  

 
The Chairman commented that the minutes did not always appear to fully reflect Board 
discussions and actions. She also reflected that improvements in performance were 
apparent in November and asked the Executives to particularly highlight these in their 
reports. 
 
Quality 
 
The Medical Director and Chief Nurse drew attention to the following areas: 

· Mental Health: 
o The Trust has a credible record of Mental Health Act compliance which is 

strongly reassuring. The Trust has made significant efforts to go beyond 
compliance to bring mental healthcare provision to the same standards as 
physical healthcare services. The Medical Director said he would provide 
further details on this to a future Trust Board meeting 
Action: Medical Director 
The Chairman asked for the trend statement to be removed from reporting 
and asked for measured training and impact to be included.  
Action: Medical Director 

· Infection Control: 
o MRSA – The Trust reported 1 patient with MRSA bacteraemia in October. 

The case has been provisionally assigned to Fareham & Gosport Clinical 
Commissioning Group (CCG) as the blood culture was taken on admission. 
The Post Infection Review has been scheduled for 22nd November. 

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

o C.difficile: 
§ The Trust reported 6 patients with C.difficile attributed to the Trust in 

October (2x Gynae, 2x MSK, 1x Renal, 1x Surgery) against a monthly 
ceiling of 3 

§ Four of the cases reported since 1st April were due to late sampling of 
patients, 2 cases were due to erroneous re-sampling of known cases 
of C.difficile after the 28 day cut-off deadline 

§ The increase in C.difficile cases is concerning especially when 
considered in the context of lower than acceptable compliance with 
hand hygiene and national cleaning standards. Cross transmission of 
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C.difficile cases is suspected in 3 cases, yet to be confirmed by 
laboratory tests. A comprehensive action plan to address these 
concerns is being monitored through the Infection Prevention and 
Management Committee 

§ The Medical Director added that there has been a spike is C-difficile 
cases in the community also. An action plan and isolation protocol 
have been put in place 

· SIRIs: 
o 17 SIRIs were reported in October (3 breaches of Decision to Admit (DTA) 

standard and 14 clinical SIRIs), compared to 12 clinical SIRIs in September 
o There has been 1 Never Event reported in October relating to a retained 

foreign object from a procedure undertaken in 2016. The Medical Director 
added that no themes had been identified in the SIRIs taking place and all 
were investigated and learned from. He added that levels of reporting were 
increasing, which was positive 

· Sepsis: 
o A total of 435 patients required screening, 430 of which received screening: 

98.85% compliance against a target of 90% which represents an 
improvement on the 97.83% compliance noted in quarter 1 416 patients 
required antibiotics, 303 of whom received antibiotics within 1 hour of 
diagnosis of sepsis: 72.84% compliance against a target of 90% 

o This represents an improvement on the 70.74% compliance noted in quarter 
1  

o The Medical Director added that it is pleasing and reassuring to see the Trust 
doing well against the required standards and well against early 
administration of antibiotics. He added that a Sepsis action plan to improve 
administration of antibiotics within one hour has been developed and will be 
shared with the Trust Board 
Action: Medical Director 

· HSMR and SHMI: 
o The updated Trust HSMR for the 12 months to July 2017 is 111.5; 

representing a decrease on the rate previously reported to June 2017 of 
112.4. This remains significantly higher than expected.  

o The Trust SHMI for April 2016 to March 2017 is 108.89; a slight decrease 
from the previous reported quarter’s figure of 110.02. Whilst this figure is 
above the National Average of 100, it is within the official control limits 

o The Medical Director added that the trend graphs will be removed from the 
IPR as they can be misleading. He said that he was cautiously optimistic that 
there had been gradual improvement against trends. He gave a commitment 
to ensure the Trust will meet the national requirements for avoidable deaths 
and reported that, since 1st April 2017, only two deaths had been identified as 
having a 50% or higher chance of being avoidable. He said that he was in 
talks with NHS Improvement (NHSI) regarding the reporting of deaths and 
would update the Trust Board on the outcome.  
Action: Medical Director 

· Medication Safety: 
o There have been no severe or moderate harm incidents confirmed in 

October. The current year-to-date position is 3 confirmed moderate harm 
medication incidents (1x community incident) 

o A total of 260 medication incidents were reported in October; the highest 
recorded monthly figure 

· Dementia: 
o Compliance has remained consistent with September at 70.1% 
o A total of 405 patients have been assessed, from a maximum of 578 eligible 

patients; similar in the number of patients requiring assessment for the last 6 
months 

o 100% of all eligible patients (76 in total) received a diagnostic assessment 
· Complaints: 

o The Trust received 702 messages of appreciation during October 
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o A total of 69 complaints were received in October; a similar increase when 
compared to the same month last year 

o The largest area of complaints is aspects of clinical care. The Chief Nurse will 
provide the Trust Board with a detailed report on these complaints to help 
members understand the issues better 
Action: Chief Nurse 

· Pressure Ulcers: 
o There has been 1 confirmed case of avoidable grade 3 pressure ulcer 

damage in October. This occurred within Renal and resulted in low harm. 1 
incident reported in September within Renal has been downgraded to 
unavoidable and; therefore, removed from the Trust figures 

o The Trust confirmed 1 unavoidable grade 3 pressure damage in September; 
compared with 2 reported in August 

o The Chief Nurse informed the Trust Board that there has been a good 
trajectory of improvement and in month has introduced PAPAS-T, which is a 
new way of managing and preventing pressure ulcers.   

 
NEDs asked whether the level of complaints received was unusual and, if so, what 
was being done about it. The Chief Nurse said that higher levels of complaints 
and/or concerns could indicate that people were more aware of or had more 
confidence in the processes for raising concerns or making a complaint, so was not 
necessarily a bad sign. She acknowledged that the Trust could improve its 
performance in terms of the timeliness of responding to complaints.  
 
NEDs also expressed concern around the consistency of low performance of 
dementia care. The Medical Director responded that there are two aspects of 
dementia care, the nursing side and escalation, then the medical response to that. 
He said that in some areas there was a bit of a dis-connect between the nursing and 
medical care. He added that he was in the process of appointing a Trust lead for 
Dementia care to address the issues. 
 

Operations 
 
The Chief Operating Officer highlighted the following key areas from the report: 

· Urgent Care: 
o Slight improvement in performance during October. Works commenced on 

the Urgent Care plan in October. From that work the Trust is estimated to 
achieve 78% in November. 

o MFFD is behind trajectory for October at over 300 patients. Following 
enhanced partnership working, figures have improved and today is at 216 

o Bed occupancy was 96.1% (maximum of 99%) This includes the use of 
unfunded escalation beds in CDU and RDU. December’s performance is 
currently looking at 84%. The Trust is on Amber escalation today. Escalation 
was Red on Monday, however, the Trust adapted to make rapid 
improvements 

· Long Waits: 
o Continued reduction in the number of patients waiting more than 4 months 

past clinically appropriate date to be seen (5,796 a reduction of 1,782 since 
May) No patients waiting more than 2 years to be seen and a reduction of 
168 in the patients waiting more than a year.  

· Diagnostics: 
o Trust performance was 99.8% against the 99% diagnostic standard and 

improvement trajectory of 99.1%. There were 16 breaches of the standard. 
The target has been reached for three consecutive months 

o An additional CT scanner will be in place from December 17 
· Cancelled Operations: 

o There were 3 urgent operations cancelled in October all patients have now 
been treated, and none of these patients were cancelled for a second time.  

· Cancer: 
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o The Trust is currently forecasting achievement 6 of the 8 key national 
standards, provisionally 62 day first definitive treatment and 62 day screening 
have not been achieved, however validation is not completed and 
performance is expected to improve once all treatments are recorded and 
breaches validated but this is unlikely to improve sufficiently to achieve the 
standards 

o The Trust has agreed an improvement trajectory for the 62 day standard 
supported by a detailed action plan to move back to sustainable cancer 
delivery. This is being monitored weekly and the trust is ahead of trajectory 
for October 

· Stroke: 
o The Trust has provisionally achieved 9 of the 13 key measures for September   
o Scan within one hour is not achieved but improved, 41.3% (standard 48%) 
o Direct Admission to Stroke Unit is not achieved but improved, 50.8% 

(standard 90%) 
o Overall it is an improved position. There is still a significant workforce gap. 

The Trust will continue to try to recruit to the Consultant post and using 
locums to cover for the time being 

 
NEDs questioned the trajectory for February and asked whether the forecast improved 
performance was due to it being a short month. The Chief Operating Officer responded to 
say that it was not, but was due to the number of patients. The Chief Executive said that the 
Executive team was not content with the standards delivered And added that he was 
confident that progress would be made quickly.  
 
NEDs asked whether performance would dip over the Christmas holiday period, as had 
been the case in summer.  The Chief Operating Officer responded to say that Social Care 
availability was not as high during holiday periods which impacted on the Trust’s ability to 
discharge patients in a timely way. He said that he had met with Social Care representatives 
to develop an action plan to ensure that the level of care remained the same over the 
holiday period.  
 
Finance 
 
The Director of Finance informed the Trust Board that he and his team were currently 
reviewing the report’s format and content. Within the current report, he drew attention to the 
following areas: 

· Year to date we continue to be heavily challenged with our financial position a deficit 
of £19.4m 

· Pay – costs have increased over the second part of the year in connection with the 
Winter Plan 

· Agency – there has been a reduction in the use of high cost agency nursing. Non-
Pay Pressures – outsourcing and drugs are key areas of overspend.  

· Income – there are concerns around the delivery of Payment by Results (PBR) 
contracts. An investigation is taking place around the trends 

· Cash – further cash support has been secured in line with the mandate for 
December and January 

· The Director of Finance to update Trust Board on the outcome of the meeting in 
January with NHSI regarding the additional costs to fulfil the Winter Plan 
Action: Director of Finance 

 
The Chief Executive informed the Trust Board that although the recent meeting with NHSI 
was constructive and positive, the Trust will remain in oversight. He added that he is seeking 
to recruit an interim Financial Turnaround Director or Financial Recovery Director to assist 
with improving the Trust’s financial situation. 
 
NEDs commented that the issues with regards to pay spend needed to be analysed rapidly 
so that a better understanding of the required action was obtained. The Chairman added 
that continuing high levels of agency spend were of particular concern. The Director of 
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Workforce said that the Trust had an agency cap of just over £13m, and £10m of that had 
already been spent. He added that, due to Winter pressures, the Trust was not seeing the 
reduction planned for. He said that a report was going to the Finance and Performance 
Committee clearly explaining where the growth in agency spend was and what was being 
done to address the issues. The Chief Executive added that the situation was complex and 
difficult, but a plan would be developed to show how the Trust can meet the £1m per month 
reduction. 
 
Workforce 
 
The Director of Workforce drew attention to the following areas of the report: 

· The total workforce capacity increased by 99 FTE to 7155 FTE in October 2017 and 
is 292 FTE over the funded establishment 

· The temporary workforce capacity increased by 62 FTE to 581 FTE in October 2017 
and comprises 8.1% of the total workforce capacity 

· The number of shifts that have breached the capped rates or are off-framework have 
increased by 24 shifts to 2911 shifts in October 2017 

· The evidence collected for October 2017 indicates that overall staffing levels have 
increased from 102.9% to 106.4% compared to planned levels 

· Appraisal compliance has increased and currently records at 79.2% in October 2017 
but remains below the 85% target 

· Essential skills compliance increased to 89.2%, and continues to record above the 
85% target.  

· Sickness Absence Rate (12 month rolling average) maintained at 3.8% in September 
2017 and remains above the target. The Director of Workforce will add national 
benchmarking to the report 

· 61.7% of flu vaccinations have been carried out. This is an improved position and 
above trajectory for this time of year.  

· Two whistleblowing referrals were received in October 2017. No professional 
registration and safeguarding referrals were reported. A new freedom to speak up 
guardian is being appointed 

 
The Director of Workforce reassured the Trust Board that he has a clear understanding of 
the workforce challenges, especially across the emergency pathway. He added that there 
had been a lack of internal control in some areas in the past and this would now be 
addressed. He said that medical rotas and nurse recruitment would be areas of particular 
focus.  
NEDs asked if apprenticeships had reduced as recruitment levels in 17/18 had been lower 
than in previous years. The Director of Workforce responded to say that a decrease in 
apprenticeships had been expected as levels of funding had been decreased and pay levels 
for apprentices had increased. The Board agreed that there is a need for the Trust to grow 
its own staff. The Director of Workforce said that this was part of the Trust’s workforce plans. 
 

221/17 Care Quality Commission Update 
 
The Chief Executive remarked that after reviewing the previous minutes, he did not feel that 
the Trust Board had sight of the severity of the situation due to the level of detail supplied in 
the report. The Chief Nurse responded to say that she agreed and added that the timing of 
the report had an impact. She acknowledged that it should have contained more detail and 
this has been picked up as a lesson going forward. 
 
The Chief Nurse drew the Trust Board’s attention to the following key points and said that 
further detail was contained within the report provided. 
 
Compliance and Regulation Steering Group: 

· The Compliance and Regulation Steering Group continue to meet weekly 
· Discussions with CSCs continue to discuss their progress and any concerns in 

achieving compliance with the required standards 
· Following the publication of the Quality Improvement Plan (QIP), discussions are 
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underway to establish the processes by which to monitor the implementation of the 
QIP to ensure actions have been completed and robust evidence is available to 
support compliance and sustainability 

 
Quality Improvement Plan: 

· The final version of the QIP was published on the 31st October 2017 
· A detailed QIP is being finalised to support delivery of the overall plan 
· There are a total of 22 actions within the QIP which have a deadline of 31st 

November, of these 13 have been completed, 4 are on track for completion to the 
deadline. 5 actions are not on track to meet the deadline; review of these is 
underway to determine a revised deadline 

 
Section 31 (AMU) issued 3rd March 2017 following inspection 28th February 2017: 

· The Trust continues to monitor staffing levels on AMU to ensure staffing, as far as 
possible, is at the required level.  

· A daily staffing status report from the Nurse in Charge is sent to the Deputy Director 
of nursing 

· All incidents when there are more than 6 GP patients waiting in reception are 
recorded as a SLE.  

 
Section 31 (Mental Health) issued 12th May 2017 following inspection 10th and 11th 
May 2017: 

· Continued compliance with the CQC requirements to submit weekly compliance 
information in relation to the Section 31 Enforcement Notice Conditions 

· Ligature risk assessments have been completed in ED and on AMU with mitigations 
noted and work plans agreed. There is a continued plan to risk assess key areas 
across the Trust 

· MCA and DoLS intensive training Programme (vulnerable adults) commenced on 
11th September 2017. To date 1,200 staff have been trained 

· A Mental Health and Mental Capacity Board has been established with the first 
meeting having already taken place 

 
Section 29a re-issued 4th July 2017 following inspections 16th, 17th and 28th 
February and 10th and 11th May 2017: 

· Appointment of an Associate Chief Nurse to support patient flow, SAFER and 
Red2Green.  

A gap analysis against compliance with the requirements of the Section 29a notice has been 
completed. A table top exercise to review the evidence has been undertaken with the Chief 
Executive Officer and Non-Executive Director.  
 
Section 31 (Diagnostic and Screening Procedures) issued 28 July 2017: 

· The CQC Report into the Radiology visit is due to be published on 1st December 
2017. In the report the CQC have cited the plain film backlog and three serious 
incidents 

· A full harm review is under way, starting with a retrospective review of unreported ED 
plain film x-rays, which will then move on to audits of potential harm in other clinical 
areas 

· CQC Specialist Inspector has fed back verbally that the data submitted is of a high 
standard, clear and easy to understand.  

13,200 reports issued in total, over trajectory by 1,300 week ending 12th November 2017 
and on trajectory to be completed by February 2018. ED reporting backlog cleared back to 
mid May 2017 with less than 100 events left to report in May 1 undetected cancer 
subsequently diagnosed.  
 
Care Quality Commission update: 

· The results of the 2016 children and young people’s survey were published on 28th 
November. The Trust was identified as about the same for aged 0-7 years category 
and as ‘worse than expected’ for the experiences of children aged 08-15 years 

8



 
 

· The CQC has produced a ‘Provider Engagement Record Tool’ to inform the 
discussions at the engagement meeting using intelligence from the CQC Insight 
Dashboard, information from the public, inspection findings and Trust action plans 

· Of the 77 Trust indicators in the November CQC Insight Dashboard (which compares 
the Trust with other organisations), one is categorised as much better, none are 
better, three are worse and two are as much worse.  

 
The Chief Nurse assured the Trust Board that the Trust has strengthened the vulnerable 
patients’ perspective across the organisation and key appointments will be in place in 
January. She added that the three patients named under the Radiology investigation had all 
been contacted and spoken to. 
 
The Medical Director informed the Trust Board that the second Mental Health Board had 
taken place and he is confident this is the correct way forward. He stated that he believed 
the Trust was going well beyond compliance. The Medical Director added that in terms of 
AMU particularly, an action plan that has been delivered over the last few months and 
tangible improvements had been made. 
 

222/17 Quality Performance Report (Serious Incidents Requiring Investigation) 
 
The Chief Nurse presented this item and drew the Trust Board’s attention to the following: 
 
SIRI summary – October 2017: 

· A total of 17 SIRIs were reported in October; 3 breaches of DTA and 14 clinical 
SIRIs one of which was a ‘Never Event’: 

a) 1 x avoidable level 3 hospital acquired pressure damage 
b) 1 x unexpected death post fall 
c) 1 x failure to re-sample for INR test, potentially contributing to subsequent 

stroke 
d) 1 x multiple patients requiring mental health intervention in ED 
e) 1 x fall resulting in subdural haemorrhage contributing to death 
f) 1 x death as a result of catastrophic bleed 10 days post tongue and neck 

dissection 
g) 1 x unexpected death potential self-administered unintentional overdose 
h) 1 x Delayed hepatology follow up impacting on palliative options 
i) 1 x failure to follow up abnormal x-ray resulting in widespread metastatic 

disease 
j) 1 x piece of tubing discovered during C-section from procedure in 2016 Never 

Event 
k) 1 x delayed treatment for glaucoma resulting in visual field damage 
l) 1 x unexpected admission to ITU following haemorrhage post bladder repair 
m) 1 x incomplete vulval biopsy excision impacting on treatment options 
n) 1 x death of patient under Section 5 (2) 

· Of the 14 clinical SIRIs reported in October; all patients or relatives, where applicable 
or appropriate, were informed of the incident and made aware of the on-going 
investigation 

208 SIRIs remain open on STEIS.  
 
SIRI summary - November 2017: 

· As of 13 November, six Clinical SIRIs have been confirmed 
 
The Chief Nurse said that SIRI workshops for CSC leadership teams would be held in 
January to look at risk, safety and governance. She added that a solicitor would be in 
attendance to give a picture of what good and bad practice looks like. 
 
NEDs expressed concern regarding how effective the SIRI reporting process was as this 
was unclear from the report. The Chief Nurse replied that there were some issues relating to 
outstanding CCG actions and the length of time taking to complete them. She added that 
the CCG was now expected to attend the sign off panel meetings and had committed to 
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making the process smoother.  
 

223/17 Example of Complaints 
 
The Chief Nurse presented a previously circulated report containing some examples of 
complaints and the learning obtained from them.  
 

224/17 Board Assurance Framework (BAF) 
 
The Director of Corporate Affairs presented a previously circulated treport containing the 
BAF and asked the Board to note the updates contained within it. He also asked the Board 
to consider requirements for further assurances on actions related to significant risks and 
the progress of mitigations surrounding them. 
 
The Chairman remarked that the report had improved from previous iterations but was still 
not sufficiently up-to-date. She reiterated the importance of developing a BAF that could be 
used as a management tool. 
 
The Chief Executive indicated that a fully refreshed report would be presented at the next 
meeting. He confirmed that the BAF was used as a management tool and new risks were 
added as they arose. The Interim Director of Integrated Governance added the need to 
reflect Radiology and asked for delegated authority to update prior to the February Trust 
Board meeting. The Chairman gave the authority. 
Action: Interim Director of Integrated Governance 
 

225/17 Winter Plan 
 
The Chief Operating Officer presented this item with support from Paul Bostock and Liz Hall 
and discussed the following key points. Presentation attached for full details: 

· National & Local Context 
· Lessons learnt from 16/17 
· Activity Predictions & Bed Capacity Requirements 
· Internal Actions 
· System Actions 
· Cost of delivering the Plan 
· Delivery of the Plan: 

- Key Performance Indicators 
· Conclusion 

The Chief Operating Officer informed the Trust Board that the Winter Plan was an 
accumulation of all plans to be able to manage the winter period internally. 
 
The Chairman thanked Paul Bostock for his detailed presentation and giving the Trust Board 
assurance. 
 
The Chief Nurse asked for the operational view on the nursing challenges over winter. Liz 
Hall responded to say that fitness and wellbeing are key in helping to avoid sickness and 
unplanned leave. She said that monitoring of staffing levels in all areas would be critical and 
directing staff to the areas of greatest need, and also ensuring that there is senior leadership 
in all areas of the organisation. 
 
The Director of Finance asked whether the Trust had the bed numbers it required for winter. 
Paul Bostock responded to say that the situation was not perfect but there had been 
improvements and bed numbers had been stepped up over the last couple of months in 
some areas. 
 
The Director of Finance referenced the help required in getting continuing healthcare (CHC) 
agreements in place.  The Chief Operating Officer said that a modest increase in managers’ 
delegated financial limits would enable them to progress things faster in terms of CHC 
agreements. 
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The Chief Executive questioned how the Trust is going to ensure the safety of patients at 
the most pressured points. Liz Hall responded to say that the Trust needs to ensure that 
resources are focused on the key pressure points of the organisation and ensuring flow is 
being focused on. The Chief Operating Officer added that there will be additional medical 
staff in place to keep patients safe. The Chief Nurse added the Trust will have early visibility 
of all patients waiting in the Emergency Department and added that a clear escalation 
process was in place. The Medical Director also added that a co-ordinated, pro-active 
approach would be taken this year rather than a reactive one as in previous years. He 
added that the Trust was seeing improvements with regards to medical grip. He also added 
that more robust flu plans are in place and in parallel, there was an intense focus of key 
systemic elements of patient safety with the patient safety team. The Chairman thanked 
everyone for their input and involvement in getting the plan up and running. She asked for 
the unscheduled care team to report back to Trust Board on how the Winter Plan was 
achieved. 
Action: Chief Operating Officer 
 

226/17 Cancer Assurance Plan 
 
The Chief Operating Officer presented a previously circulated report and highlighted the 
following: 

·  
· Outline issues leading to deterioration in performance and actions being taken to 

address 
· A forecast performance for next 3 months and recovery trajectory to a sustainable 

position of delivery 
 
The Chairman remarked that failure to comply with the 62 day period was not satisfactory. 
NEDs asked about the timely vetting of MRI and CT scans and who was responsible for this. 
The Chief Operating Officer responded to say that this was monitored on a weekly basis and 
his teams were looking at ways to reduce the time it takes to review them. The Medical 
Director added that the vetting is about prioritising those cases of greater risk and it works 
effectively With MRI and CT scans prioritised over the last year. He said that the challenge 
the Trust faced was reporting capacity as demand increased. The Chief Operating Officer 
added that reporting capacity and demand will be included in the sustainability plan.  
Action: Chief Operating Officer 
 
NEDs pointed out a misinterpretation in the report at the third bullet point on page 193. The 
Medical Director explained that this meant that, where possible, the Radiology service has 
delegated this task, (the vetting of the scan requests) to a suitably qualified Allied Health 
Professional. 
 

227/17 Care Quality Commission Radiology Report 
 
The Medical Director presented this item and drew the Trust Board’s attention to the key 
discussion points. Full details are contained within the report. 

· Actions taken following Section 31 Notice 28th July 
· Further proposed actions to ensure lessons learned and ongoing risks identified and 

mitigated 
· Next steps are to commence external reviews and establishing of Clinical Advisory 

Group (CAG) 
 
The Medical Director informed the Trust Board that the Trust is ahead of schedule for 
completing the reporting for February 2018. He said that the CQC report published last 
week attracted significant national interest, and highlighted that there could be inconsistent 
performance against policies across the country. He added that the head of CQC 
inspections had written to all acute trusts and community trusts two weeks ago asking what 
their policies were, what the potential backlog might be and a number of other questions 
relating to the same issue. He indicated that the Trust had set up a helpline which ran for 
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four days for patients to raise any concerns and there had been reassuringly fewer calls 
than expected with the number of patients having a valid concern being small. He added 
that the majority of those patients had already been contacted and reviewed and the two 
cases of harm identified were well known to the Trust and going through the SIRI 
investigation process. 
 
The Medical Director said that the Chief Executive had commissioned an external review to 
ensure the Trust remained compliant going forward.  
 
NEDs asked whether there was capacity available to increased outsourcing. The Medical 
Director responded to say that the outsourcing enquiries currently being made include any 
individual or provider who is trained and can come onsite to look at the x-rays, and that this 
would include external agencies. He added that the Trust is exploring all avenues, and that 
quality assurance mechanisms would be put in place, but warned that outsourced capacity 
would incur additional cost. 
 
NEDs also asked who would carry out the external review. The Medical Director advised 
that Verita had been commissioned.   
 
The Chairman remarked that it may appear that the Trust Board has not been sighted on 
this issue in recent weeks, but assured the public that this was not the case. 
  

228/17 Charitable Funds Report and Accounts 
 
The Director of Corporate Affairs presented the report to the Trust Board and highlighted the 
following key points: 

· The Charitable Funds Committee received the draft annual report and accounts in 
September.  

· The External Auditors have completed their testing and will be issuing their audit 
results report shortly. The results report is expected to give an unqualified opinion 
and make reference to two immaterial uncorrected errors 

· The Trust Board is asked to grant the Charitable Funds Committee delegated 
authority to accept the External Audit Annual Results Report and to make any final 
amendments to the accounts if required 

· The next steps are: 
o Following acceptance of the Annual Results Report the Chief Executive and 

the Chairman to sign the Annual Report as required 
o Annual Report and Accounts to be uploaded to the Charity Commission 

website by 31st January 2018 
 
The Chairman raised concern around the final lease payment for the Da Vinci Robot. The 
Director of Finance responded to say that the auditors will be reviewing the position, and on 
that basis the accounts cannot be signed off until the auditor’s discussions have taken place 
regarding the final payments. The Chairman added that she will delegate authority to the 
Audit Committee but she would like assurance prior to this. 
 

229/17 Trust Guardian of Safe Working (GoSW) Report 
 
The Medical Director presented this report in the absence of the Guardian and drew the 
Trust Board’s attention to the key discussion points. Going forward the report will be 
presented by the GoSW (Dr Phil Young). He highlighted: 

· Exception reports 
· Work schedule reviews 
· Locum data 
· Vacancy report 
· Fines 
· Guardian comments 

 
230/17 General Medical Council (GMC) Survey 
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Paul Sadler, Director of Education and Critical Care Consultant, attended the meeting to 
present this item and asked to Trust Board to note the following key points: 

· An Annual Report had been produced and returned to HEE Wessex by PHT 
· Training in Portsmouth on the whole is of a good standard, with improvements 

evidenced especially in General Surgery 
· There remain concerns about trainee experience in Trauma & Orthopaedics (T&O), 

AMU, and a number of medical sub-specialities 
· Major issues raised are around workload, but some examples of senior behaviour 

impacting on training 
· Workforce re-design to develop resilience in rotas is required 
· Trainer feedback in a number of areas highlights a perceived lack of support for the 

supervisor role 
 
The Chief Executive enquired as to how the Trust gets early warning of potential problems, 
in order to prevent them. The Director of Education responded by saying there is nothing 
that the Deanery report had revealed of which the Trust was not already aware.  He said 
that he had started working with T&O to put plans in place for the service to be reopened in 
the future and was also speaking to other providers to resolve some of the issues seen 
previously. He added that this is the first year the Trust has had the use of Chief Registrars 
and this has helped drive change amongst medical staff. He announced that the chief 
registrar position ends in August. The Trust Board asked that Helena Edwards returns to 
present her story at a future meeting. 
Action: Medical Director 
 

231/17 Safer Staffing Report – Nursing and Midwifery 
 
The Chief Nurse presented this item and drew the Trust Board’s attention to the following 
key points: 

· In November 2013, the National Quality Board published a guide to nursing 
midwifery and care staffing capacity and capability as a national response to the 
finding in the Francis report.  

· This paper provides the board with a report on the autumn 2017 ward based staffing 
review findings. The findings evidence that PHT wards budgeted staffing broadly 
meets national recommendation of a 65:35 RN to HCSW skill mix and all wards have 
at least 1 RN to 8 patients on day shifts and 1 RN to 10 patients on night shifts 

· Budgeted average total Care Hours per Patient Day (CHPPD) across wards is 6.77 
against a national range of 6.3 – 15.48 (Model Hospital Aug 2017) 

· The budgeted ward establishments have been reviewed against the Safer Nursing 
Care Tool. These results show the impact of the high numbers of medically fit for 
discharge patients against the staffing required to care for patients within an acute 
setting. There are no recommendations to rebalance staffing as a result of this 
review 

· The next full review will take place in 6 months (April 2018) reporting to Board in 
June 2018. Interim reviews are planned bi-monthly to review data quality related to 
daily data collection 

 
The Chief Nurse added that the Trust is good at recruiting to intensive care. The hot spots 
for vacancies were general medicine, elderly care and acute medicine. She said that, in 
London, staff retention in elderly care was a focus and added that the Trust would adopt a 
similar strategy. The Board asked the Chief Nurse to investigate further the retention of 
Junior medical staff. 
Action: Chief Nurse, in conjunction with the Medical Director 
 
NEDs asked the Chief Nurse to elaborate on the key points in relation to ward 
establishments. The Chief Nurse responded to say that it all comes at a cost and levels of 
acuity and dependency had to match establishment and budget. She said that discussions 
were taking place around professional judgement and what is affordable clinical care for 
2018/19. The Chief Nurse and Director of Workforce were asked o report back to Trust 
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Board on the piece of work they are carrying out around potential redeployment of Band 4 
Nurses. 
Action: Chief Nurse and Director of Workforce 
 
NEDs commented that the charts showing which wards were short staffed were not included 
in the report. The Chief Nurse said that she would provide these in an additional report. 
Action: Chief Nurse 
 
NEDs asked the Chief Nurse to separate the data and commentary within the report to 
make it easier to digest. 
Action: Chief Nurse 
 

232/17 2016 National Cancer Patient Experience 
 
Ruth Carter attended the meeting to present this report and drew the Trust Board’s attention 
to the following key headlines to highlight what the Trust did well and what could have been 
done better: 

· On a scale of zero (very poor) to 10 (very good) patients rated their care within the 
Trust as 8.8, compared to 8.7 nationally 

· 80% of respondents said they were definitely involved as much as they wanted to be 
in the decisions about their care and treatments = 2015 

· 90% of respondents said that they were given the name of a Clinical Nurse 
Specialist (CNS) who would support them through their treatment = 2015 

· 89% of respondents said that, overall they were always treated with dignity and 
respect when they were in Hospital up 2% on 2015 

· 94% of respondents said that hospital staff told them who to contact if they were 
worried about their condition or treatment after they left hospital = 2015 

· 82% of respondents said it had been quite easy or very easy to contact their CNS 
down 3 % on 2015 

· 60% of respondents said that the GPs and Nurses at their General Practice definitely 
did everything they could to support them while they were having cancer treatment 
down 5% on 2016 

 
 

233/17 Quarterly Research and Innovation Report 
 
Professor Anoop Chauhan, Director of Research & Innovation (DRI), attended the meeting 
to present his report and drew the Trust Board’s attention to the following key points: 

· Patient recruitment into clinical trials and research studies is on target and the Trust 
is currently ranked 5th nationally 

· PHT is ranked in the top 3 nationally for recruitment in the following specialities: 
cancer, surgery, ophthalmology, respiratory disorders, gastroenterology, critical care, 
dermatology, aging, injuries and emergencies and children 

· PHT is ranked in the top 10 nationally for recruitment in the additional following 
specialities: renal, cardiovascular disease, diabetes, genetics, neurological 
disorders, primary care and hepatology 

· Our performance initiating and delivering research against national standards 
remains high; currently 69% of all commercial studies have delivered to time and 
target 

· The next steps will be: 
o Clinical Research Facility (bricks and mortar) 
o Greater scrutiny on 70 day target for commercial studies 
o Further embed research into clinical services 
o Refresh the R&I strategy 2018-2020 
o Continue to develop our infrastructure to support PHT led research 
o Expand on our success working in partnership with SMEs 

 
The Chairman remarked that this is an important part of activity and when the Trust has a 
refresh, she feels that research should be a core focus. She asked the DRI to come back to 
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a future meeting to discuss the strategy within his report. 
Action: Chief Executive/DRI 
 

234/17 Acute Alliance Steering Group Minutes 
 
The Director of Corporate Affairs presented this item for information only. The Trust Board 
noted its contents. 
 

235/17 Charitable Funds Update 
 
The Director of Corporate Affairs presented this item for information purposes only. The 
Trust Board noted its contents.  
 

236/17 Non-Executive Directors’ Report 
 
Nothing further to add. 
 
The Director of Corporate Affairs will provide the Executive Directors with a reporting 
template to enable to them to feedback on behalf of the committee chairs. 
Action: Director of Corporate Affairs 
 

237/17 Annual Work plan 
 
The Director of Corporate Affairs and Interim Director of Integrated Governance continue to 
review the work plan. 
 

238/17 Record of Attendance 
 
Noted. 
 

239/17 Opportunity for the Public to ask questions relating to today’s Board meeting 
 
Roland Howes commented that the changes to the appraisal system should have provided 
improvements, but it does not appear to. The Director of Workforce responded to say that 
improvements have been made but further implements are needed. We will be looking at 
what individual areas require to ensure improvements happen. 
 
The Director of Corporate Affairs read out two questions sent to him from a member of the 
public: 

1) Generally, do the board consider the blocking of surgical beds with patients awaiting 
care packages to be the best use of hospital resources and budgets? If not what can 
be done to improve efficiency and cost effectiveness? 

2) On 25 November we highlighted to the D7 nursing staff that the patient was in a 
"vibrating bed" whose electrical box had a next test due date of October 17. See 
attached photos. The bed was changed 3 days later for a "standard bed," but we 
were told that the bed maintenance staff considered there was no need for changing 
it, stating that provided the bed was occupied and "the bed worked," the expiry date 
didn't apply.  Is this maintenance policy interpretation correct? How does the 
maintenance recall system operate? 

 
The Director of Corporate Affairs was asked to respond directly to the questions raised on 
behalf of the Board. 
Action: Director of Corporate Affairs 
 

240/17 Any Other Business 
 
The Interim Director of Integrated Governance asked the Executive Directors to provide her 
with updates to the Board Assurance Framework should they have any. 
Action: Executive Directors 
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The meeting closed at 13:18pm. 
 

241/17 Date of Next  Meeting:   
Thursday 1 February 2018 
Venue: Lecture Theatre, Queen Alexandra Hospital 
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Trust Board Meeting in Public 
 

Held on Thursday 5 October 2017 at 09:00am 
 

Lecture Theatre 
Queen Alexandra Hospital 

 
 

MINUTES 
 

Present:  Mark Nellthorp   Interim Chairman 
David Parfitt   Non-Executive Director 
Christine Slaymaker  Non-Executive Director 
Melloney Poole  Non-Executive Director 
 
Mark Cubbon   Chief Executive 
Tim Powell   Director of Workforce  
Chris Adcock   Director of Finance 
John Knighton   Medical Director   

   Theresa Murphy  Interim Director of Nursing 
   Paul Bytheway  Interim Chief Operating Officer 
 
In Attendance: Peter Mellor   Director of Corporate Affairs 
   Teresa Cunningham  PA to Trust Board (minutes) 

Simon Hunter   Chief of Service, Emergency Medicine 
Rosie Brownbridge  Head of Nursing, Emergency Medicine 
Mike Goodfellow  Matron, Emergency Department 
  

Item 
No 

Minute 
 

 
161/17 

 
Apologies: Mike Attenborough-Cox, Non-Executive Director 
                    Rob Haigh, Director of Emergency Care 
 
Declaration of Interests: 
There were no declarations of interest. 
 

162/17 Urgent Care Patient Story 
 
Simon Hunter, Rosie Brownbridge and Mike Goodfellow delivered their presentation; please 
see below. 
 

ED Patient 
Story.pptx  

 
The Interim Director of Nursing asked whether the Emergency Department exercise reverse 
queuing for patients on trollies. Rosie Brownbridge replied that they do and that they move 
those patients into PitStop and Resus that need to be there. She recognised that some 
patients, particularly the frail and elderly, were spending too long in the ED waiting areas 
and that this was something that the department was determined to address. 
 
Melloney Poole asked what the biggest problem was within the Emergency Department and 
whether it was physical space or resources. Simon Hunter replied that it was a bit of both 
and added that the number of patients being seen in the Emergency Department had 
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increased from 240 to 360 per day since the redesign of the unit in 2010. There had been an 
increase in staffing levels to help compensate. Consultant Nurses are now a big part of the 
team and they are also training Advance Care Practitioners. Plans are being developed to 
increase the physical space in the unit. 
 
Discussion followed regarding the Portsmouth demographic and the health issues related to 
the local area which had an impact on the Emergency Department. 
 
The Interim Chairman expressed concern about the appropriateness of the admission of the 
lady referred to in the presentation and wondered whether being in hospital had been the 
best place for her rather than being seen by a GP at home. Simon Hunter considered the 
admission to have been appropriate as her symptoms had not eased when the ambulance 
crew had arrived on site so the hospital was definitely the right place for her.  The real issue 
had been the delay in her pathway once she had arrived at the hospital. 
 
Simon Hunter announced that the new Urgent Care Centre was expected to be ‘up and 
running’ by the 1st November and that this would help to relieve some of the pressure within 
‘Majors’. 
 

163/17 Minutes of the Last Meeting – 7 September 2017 
 
The minutes were agreed as a true and accurate record. 
 

164/17 Matters Arising/Summary of Agreed Actions 
 
All actions were completed or on the agenda. 
 

165/17 Notification of Any Other Business 
 
None. 
 

166/17 Interim Chairman’s Opening Remarks 
 
The Interim Chairman confirmed that an appointment had been made to both the Director of 
Communication and Engagement and Chief Operating Officer positions and that the Director 
of Nursing interviews were scheduled for Friday 6th October. 
 
The Interim Chairman was keen to express his thanks to all members of staff for their 
dedication, hard work and commitment.  He fully acknowledged that there were some areas 
that needed improvement but wanted to recognise the quality of the services that were 
being provided overall. 
 

167/17 Chief Executive’s Report 
 
The Chief Executive was keen to place on record his thanks to Sheila Roberts, the Interim 
Chief Operating Officer who had recently left the Trust.  He was delighted to welcome Paul 
Bytheway as her replacement, as Interim Chief Operating Officer. He also confirmed that Dr 
Rob Haigh, Director of Emergency Care, would be leaving the Trust on the 13th October to 
take up the role of Medical Director at Brighton and Sussex University Hospital NHS Trust. 
 
The Chief Executive drew attention to the following key areas of his report: 

· The Need to Stop Unsustainable Agency Spending 
· 100 Day Plan 
· Leadership Changes 
· Operational Challenges 
· FAB Change Day 
· Staff Congratulations 
· Open Day 

 
The Chief Executive reflected on the FAB Change Day that had taken place on the 25th 
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September and how humbling it was to see the work that was currently going on and that 
had taken place in the past. This is building up to the FAB Change Week which starts on 
13th November, where there will be a huge range of programmes across the Trust to 
showcase the fantastic work that goes on. The National FAB team will be visiting the Trust 
on the 16th November. 
 
The Chief Executive discussed his three key areas of concern: 

1) Continued challenges around Urgent Care. Improvements are being made but there 
are still inconsistencies 

2) The financial position and the scale of challenge we face 
3) The Governance review. Good progress is being made but plans still need to be 

more robust 
 

167.17c Team Brief - 
September 2017.pdf  
 
The Chief Executive reported that there had been a two week period of a refreshed look at 
the Urgent Care programme during which there had been a 48 hour period where the 
hospital had been on a ‘Green’ bed status. There had also been two nights of zero patient 
moves and we had halved the number of outliers across the organisation during that period. 
The morale and energy throughout the Trust at that time was excellent and was a clear 
signal that progress is being made. There had also been a significant effort made by our 
partners. The difficulty is in maintaining the momentum and ensuring that the improvements 
are sustained. The Chief Executive felt that the Trust was now better able to identify areas 
of concern much sooner and, hopefully, resolve them in a timelier manner. A marked 
improvement has yet to be seen but there are subtle improvements and definite hope for the 
future. 
 

168/17 Integrated Performance Report  
 
The Medical Director confirmed that the IPR was still being reviewed to identify the most 
useful presentation format.  Meanwhile, the report for this month is in much more detail than 
last month. 
 
Quality 
 
The Medical Director drew attention to the following areas, with supporting comment from 
the Interim Director of Nursing: 

· Mental Health: 
o The Trust continues to meet the Care Quality Commission (CQC) 

requirements to submit weekly compliance information in relation to the 
Section 31 Enforcement Notice Conditions 

o An external advisor is conducting ligature risk assessments across the 
organisation. An in-depth review of AMU is scheduled for 27th September 

o There has been increased and sustained performance with Mental Health 
Risk Assessments for patients attending ED. The number of mental health 
attendances shows no significant trends.  

· Infection Control: 
o MRSA - The 2 cases referred in June to NHS England for their arbitration 

have been resolved. 1 case was assigned to Third Parties; 1 case has been 
assigned to the Trust as avoidable. The case involved a maternity patient 
who had become unwell whilst in labour. Following arbitration by NHS 
England, the Trust has been asked to provide assurance that appropriate 
screening programmes are in place for pregnant women who have increased 
risk factors (such as occupation) 

o C.Difficile - The Trust reported 2 patients with C.Difficile attributed to the Trust 
in August (1x Orthopaedics and 1x ITU) against a monthly objective of 4 

· HSMR: 
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o Trust HSMR for the 12 months to May 2017 is 111.3; which is a slight 
decrease on the rate previously reported. This sits within a confidence 
interval of 106.4 – 116.34 and is significantly higher than expected 

o The Clinical Effectiveness and Mortality Steering Groups have been split, with 
a separate Mortality Review Group having been established. The factors 
contributing to the increase in HSMR continue to be investigated through this 
group 

o A coding change to PAS will ensure that the correct admission source is 
recorded against all those patients who are admitted from ED, which is 
currently circa 26,000 per annum. These patients will now be graded against 
a higher (corrected) mortality threshold.  

o A review of the delivery and recording of specialist palliative care across the 
Trust is to be conducted 

· Patient Moves: 
o Although there has been a reduction in the number of patients moved, the 

non-achievement of the Medically Fit for Discharge (MFFD) backlog reduction 
across the whole health and social care system continues to necessitate the 
process of outlying to create acute bed capacity. As of 28th August the 
position is 136 patients behind trajectory. Weekly meetings with system 
partners are taking place to review contingency plans 

o As MFFD patient numbers have not reduced, the plan to reduce escalation 
capacity has not been delivered. This has caused difficulties in terms of 
providing staff and the cost of opening the capacity 

· VTE - VTE risk assessment figure for August has increased to 95.21% (subject to 
validation); compared to the July figure of 94.68%, thereby achieving the monthly 
target of 95% 

· Dementia – an increase in compliance with dementia screening in August. The 
concerns regarding consistently low performance have been formally escalated to 
the Medical Director. Initial discussions with IT are underway to determine if 
screening could be included on the BedView System to aid compliance. This will 
take some time to build into the system 

· Mixed Sex Breaches – there had been 3 occasions of non-clinically justified mixed 
sex accommodation breaches affecting a total of 23 patients in August. All 3 had 
been on the Respiratory High Care Unit (RHCU). Two breaches affected 8 patients, 
the remaining breach affected 7 patients; all were resolved within 24 hours 

· Friends and Family: 
o The ED response rate increased slightly from 11.3% to 11.7% in August. 
o The response rate has increased incrementally for the last 3 months from 

9.1% – 11.7%; however, the rate remains below the national average of 
12.8% (July data) and the contractual requirement of 15% 

o Increased scrutiny of return numbers and escalation is being extended 
o As part of the FFT contract provider review, additional opportunities for 

providing feedback (including text messaging and the provision of fixed 
kiosks) are being considered 

· Falls – There had been 2 confirmed severe harm falls incidents in August; both 
incidents had been reported as SIRIs and are currently under investigation: 

o 1 fall within Emergency Medicine (AMU) resulting in severe harm 
o 1 fall within MSK had been reported as causing moderate harm; however, 

was found to be severe harm at initial panel, and as such has been reported 
as a SIRI 

 
Operations 
 
The Interim Chief Operating Officer drew attention to the following within the report. He will 
give a full report at the next meeting when he has been here a little longer and is better able 
to appraise progress: 

· A&E – performance had been 73.95% (against the improvement trajectory of 88%). 
There had been 5 breaches of the 12 hr Trolley Wait Standard 

· MFFD – The average number of MFFD patients occupying acute beds was 246/day 
· RTT - RTT standard 91.13% (against the improvement trajectory of 92%) 

20



 

· Diagnostics – the 6 week Diagnostic standard performance was 98% and thus not 
achieved (standard 99%) 

· Cancer - 7 of the 8 key national cancer standards had been achieved 
 
Melloney Poole remarked that the summary outcome for August provided false assurance in 
some areas as the detail behind the headlines was somewhat different. 
 
She recognised the huge amount of work that has been undertaken around Mental Health 
but remarked that merely submitting data will not resolve the ligature risks.  She noted that 
there was no visible trend regarding mental health attendances and didn’t think that there 
could be because of the nature of reporting; she asked if there was another set of metrics 
that could be used in order to provide a fuller picture. The Medical Director replied that he 
has set up a task and finish group around a ligature mitigation plan. He agreed that there 
was an issue with the reporting of attendances. 
 
Christine Slaymaker noted that to provide the necessary mental health staffing was very 
expensive and asked where the responsibility for those costs lies.  Is it the responsibility of 
Portsmouth Hospitals NHS Trust or that of our partners? The Medical Director replied that at 
the start of the process it had not been clear, however during the last month the service 
specification arrangements for a properly commissioned service had been agreed with the 
CCG and will be finalised over the next few weeks. The availability of mental health nurses 
is a challenge as there is a shortage nationally. The Trust is currently dependent on 
temporary staff however we are looking with our partners at a joint strategy on how best to 
share the mental health staffing resource to provide a quality sustainable service. 
 
David Parfitt asked what had happened to cause the decline in A&E performance in August 
and asked what the current position was regarding medically fit for discharge patients. The 
Chief Executive replied that there had been internal and external staffing shortages in 
August on top of the normal vulnerabilities. David Parfitt expressed concern at the Trust 
encountering the same issues during the next set of holidays. The Chief Executive replied 
that the Trust was recruiting to vacant posts but would still be reliant on temporary staff until 
those posts are filled. The Trust is aware of the shortages and is putting plans in place to try 
and avoid any recurrence and was seeking assurances from our partners that they are 
doing the same. 
 
Christine Slaymaker asked if our HSMR data was recorded in the same way as other Trusts. 
The Medical Director replied that there had been some inconsistencies that would affect the 
figures, such as admission recording and the recording of palliative care. The issues are 
being worked through with the Dr Foster group. The Interim Chairman remarked that whilst it 
is obviously important that our data is accurate, we need to remember that each statistic 
represents a person and not to lose sight of this. 
 
Finance 
 
The Director of Finance explained that the Trust’s significantly challenged financial position 
has arisen as a result of the material structural challenges which have been accrued over 
the last 4 years, the material financial deficit resulting from demand outstripping efficient and 
effective operating capacity, cost improvement requirements significantly in excess of the 
base level requirement contained within the national tariff and additional in year obligations 
and the cost of servicing the accrued debt. 
 
The financial improvement requirement requires step changes to be achieved in the 
structural and system issues as well as internal productivity and efficiency measures.  These 
step changes have not been achieved for the reasons we have discussed in relation to other 
challenges in relation to performance, and many of these are not influenceable by the Trust 
alone in the short term. 
 
Addressing these issues is a major part of the Trusts focus for the remainder of the financial 
year. These challenges which are reflected in the year to date financial position equally 
apply to the Trust’s forecast which is currently being finalised. 
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Workforce 
 
The Director of Workforce drew attention to the following areas of the report: 

· The total workforce capacity had decreased by 66 FTE to 6911 FTE in August 17 
and is 44 FTE over the new funded establishment.  Significant workforce challenges 
remain in specific areas with some vacancies for key posts such as nursing, 
consultants and middle grades across the Trust. An action plan is needed and the 
Director of Workforce will include an executive plan in his update for the next Trust 
Board meeting 

· The temporary workforce capacity had decreased by 27 to 482 FTE in August 17 
and comprised 7.0% of the total workforce capacity. This is a small decrease in 
comparison to July 17. A £1m cost reduction is required to get the Trust under the 
agency spend ceiling put in place by NHS Improvement. The Director of Workforce 
will bring the NHS Improvement Board escalation process to the meeting next 
month. 
Action: Director of Workforce 

· A recruitment plan and a sustainable plan for Bank staff is required for the next 6 
months. The Trust will try to deploy staff over the winter to ensure staffing levels are 
adequate across the Trust. To ensure that there is appropriate control and grip going 
forward all posts will be going through the workforce control panel 

· The number of shifts that have breached the capped rates or are off-framework have 
increased by 941 shifts to 3013 shifts during August  

· The evidence collected for August indicated that overall staffing levels have 
decreased from 103.2% to 102.6% compared to planned levels 

· The evidence collected for August indicates that overall CHPPD is 4.9 hours for 
RNs. This is similarly reported in the previous month and 2.9 hours for HCSWs 

· Appraisal compliance has decreased and currently records at 77.7% in August which 
is below the 85% target 

· Essential skills compliance increased to 88.7%, and continues to record above the 
85% target 

· Fire Safety (face to face training) increased to 68.8% 
· Information Governance Training has decreased to 88.6%. This is below the 

Information Governance Training target (95%) 
· Sickness Absence Rate (12 month rolling average) maintained at 3.9% in July and 

remains above the target. In-month sickness absence decreased to 3.4% in July and 
is above the target 

· No whistleblowing referral and safeguarding referrals were reported in August 17. 
However, 1 professional registration referral took place in August 17 

 
The Interim Chairman asked if it was true that the flu vaccination takes three weeks to take 
effect. The Medical Director confirmed that this was correct. 
 
Christine Slaymaker noted that the Trust was over establishment in some areas and asked if 
this was being reviewed. The Director of Workforce confirmed that it was and that this would 
most likely be resolved through redeployment. Christine Slaymaker assured that her interest 
was to ensure that our valuable staff resource was being utilised properly. 
 
David Parfitt broached the subject of staff retention. The Director of Workforce agreed that 
this would be an important part of the overall Workforce strategy. It is apparent there are 
pockets of high turnover and he will be focusing mainly on those areas. He will include a 
focused retention plan in his update at the next Trust Board meeting. The Chief Executive 
added that the Trust turnover rate is 2% higher than its target and that instead of resorting to 
temporary staff it needs to improve staff retention and lower turnover. 
 

169/17 Care Quality Commission Update 
 
The Interim Director of Nursing drew attention to the highlights below. Further detail is 
contained within the report provided. 
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· Establishment of a Compliance and Regulation Steering Group, reporting to the 
Governance and Quality Committee, to provide assurance that there is continuous 
and measurable improvement in compliance with the requirements of the CQC 

· Quality Improvement Plan – Phase 1: 
o Quality Improvement Plan – Phase 1 published 1st September 2017 to 

deliver the requirements of the Section 29a Warning Notice. Plan underway 
for Phase 2 

o Of the 22 actions in Phase 1 of the Quality Improvement Plan 6 have 
exceeded their deadline; 5 of which are currently rated as amber; the rag 
rating for these will be amended accordingly 

· Section 31 (AMU) issued 3rd March 2017 following inspection 28th February 2017: 
· The Trust ensures staffing is at the required level and continues to report compliance 

to the CQC fortnightly, detailing all incidences where staffing has not been achieved 
and the actions taken to mitigate risks 

· Section 31 (Mental Health) issued 12th May 2017 following inspection 10th and 11th 
May 2017: 

o The Trust continues to submit weekly compliance information to the CQC as 
required 

o The Trust-wide ligature risk assessment, undertaken by Solent NHS Trust, 
commenced on 1st August 2017. An in-depth review of AMU is scheduled for 
27th September 2017 

· Section 29a re-issued 4th July 2017 following inspections 16th, 17th and 28th 
February and 10th and 11th May 2017: 

o ‘Quality Improvement Plan Approach – Phase 1’ published 1st September 
2017 to deliver requirements 

· Section 31 (Diagnostic and Screening Procedures) issued 28 July 2017: 
o Weekly data submission to the CQC commenced 6th September. No further 

correspondence received from the CQC to date 
· CQC Specialist Inspector contacted; dialogue opened for direct questions if required 
· The Board is asked to agree the level of detail it wishes to receive regarding the 

action plans to support the delivery of all the Regulatory requirements 
 
The Interim Director of Nursing reported that there is a clear sense of support from the CCG, 
partners and Health Education England. A full evidence report will be provided on 25th 
October. She added that the aspiration is that the Mental Health Board will oversee the 
governance structure and ward standards for our patients and community who access our 
services. There have been 4 unannounced independent mock CQC inspections carried out 
with a 5th being undertaken today. She added that these inspections were welcomed and 
had been most useful. 
 
The Interim Director of Nursing confirmed that she would like to have an external review of 
MCA and DoLS arrangements within the Trust in October that would generate an Action 
plan that would help improve confidence with patients. 
 
Christine Slaymaker was disappointed that we still seemed to be reliant on outsiders to point 
out issues with regards to basic levels of care, in particular dignity. The Interim Director of 
Nursing recognised that sometimes the desire to move patients through the Unscheduled 
Care pathway had resulted in a compromise of their dignity. These failings must be 
recognised by our staff and rectified immediately. More effective processes were being 
introduced and breaches were being monitored in real time.  
 
 

170/17 Quality Performance Report (Serious Incidents Requiring Investigation) 
 
The Interim Director of Nursing informed that the content and format of future SIRI reports 
was under review to ensure that they were as informative as possible. She presented the 
current report and drew attention to: 
SIRI summary – August 2017 

· A total of 16 SIRIs had been reported in August; 5 breaches of DTA and 11 clinical 
SIRIs, 1 of which was a Never Event: 
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o 2 x Alleged physical abuse of patient 
o 2 x Avoidable level 3 hospital acquired pressure damage 
o 1 x Unexpected death of patient, potential failure to recognize deterioration 
o 1 x Fall resulting in fractured neck of femur 
o 1 x Fall resulting in open fracture to wrist 
o 1 x Death of premature baby born with fractured spine 
o 1 x Missed diagnosis of sigmoid tumour 
o 1 x Alleged sexual abuse of patient 
o 1 x Wrong site surgery; incision made on incorrect toe – Never Event 

· This compares to 10 clinical SIRIs that had been reported in July 
· Of the 11 clinical SIRIs reported in August; all patients or relatives where applicable 

or appropriate, were informed of the incident within the deadline and are aware of 
the on-going investigation with the exception of 1 instance within Medicine CSC 

· 152 SIRIs remain open on STEIS (Compared with 149 in July), 97 of these are 
Breaches of DTA 

· 47 SIRIs are undergoing investigation within the Trust (14 DTA breaches)  
· 10 clinical SIRIs have had their investigation completed and the reports have been 

submitted to the Commissioner for their review and sign off, all of these await closure 
by the CCG 

· 2 events, on completion of investigation and receipt of post mortem, were agreed 
with the CCG to be downgraded from SIRI status.  One was a fall which had 
occurred in July 2017 within Medicine CSC and one relating to a cardiac arrest 
following removal of central line which had occurred in May within CHAT CSC 

 
September 2017 

· As of 14/09/2017 4 Clinical SIRIs have been confirmed 
 
David Parfitt asked if the police became involved when there is an alleged assault. The 
Interim Director of Nursing confirmed that the incidents were referred to the police at the 
earliest opportunity. 
 

171/17 Example of Complaints 
 
The Interim Director of Nursing presented the report and highlighted the following key 
points: 

· Complaint 1: 
o Unhappy with father’s discharge process and that he had been discharged 

with a catheter in place, which the family had been unaware of and no 
provisions had been put in place for the catheter. Also lack of communication 
with District Nurses 

o Improvements as a result of complaint: 
§ This complaint highlighted a serious weakness in the use of the 

Discharge Lounge as an overnight facility. Confirmation has been 
given that the Discharge Lounge is no longer being used for patients 
staying overnight 

o Domain: Safe and Responsive 
o Actions already undertaken 

· Complaint 2: 
o Unhappy with long wait in Day Surgery Unit for procedure to take place and 

cold environment 
o Improvements as a result of complaint: 

§ The letter that is sent to patients with confirmation of their procedure 
date now advises that theatre lists are subject to change that can 
result in delays when attending Day Surgery 

o Domain: Well Led and Responsive 
o Actions already undertaken 

 
The Interim Director of Nursing remarked that important lessons had been learnt about 
communication and discharge processes. The key is to build confidence with patients. The 
Chief Executive added that both complaints had occurred as a consequence of poor 
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planning and execution.  
 

172/17 Quarterly Complaints Report 
 
The Interim Director of Nursing drew attention to the following main areas: 

· 142 formal complaints had been received (17% reduction from Quarter 4 2016/17 
and 28% reduction from Quarter 1 of previous year 

· 100% had been acknowledged within national standard of 3 working days 
· 1,506 contacts had been received by PALS, 91% were resolved within 5 working 

days 
· 1,725 compliments/plaudits had been received 

 
David Parfitt noted that the level of Doctors attending complaints training was low. The 
Medical Director agreed and that he was working to address that.  
 

173/17 Medical Revalidation 
 
The Medical Director presented this item and drew attention to the following key points: 

· Portsmouth Hospitals NHS Trust (PHT) has a Revalidation process that is compliant 
with national guidelines of governance and quality assurance. 

· 400 Doctors completed the first round of revalidation 
· 0 Doctors reported for non-engagement  
· The Medical Directors’ revalidation is due in 2019 
· The Board is asked to approve the revalidation process 
· The quality of appraisals is good and is benchmarked. Compliant in most areas and 

rated at a good standard 
· More medical appraiser trainers are needed 
· Overall the system is working well 

 
174/17 Trust Guardian Report 

 
The Medical Director presented this item on behalf of Dr Phil Young and drew attention to 
the following key discussion points. Dr Young could be invited back to a future Trust Board 
meeting if any further clarification was needed. 

· Exception Reports 
· Work Schedule Reviews 
· Locum Data 
· Vacancy Report 
· Fines 
· Hours monitoring/Diary Card Exercises 
· Guardians Comments 

 
Melloney Poole asked whether Dr Young felt that the Trust was managing this responsibility 
well. The Medical Director felt that Dr Young would reply that the Trust was on a par with 
most others. She also noted that at least 70 Junior Doctor deanery posts were not filled and 
asked why that was. The Medical Director replied that this was not an issue unique to 
Portsmouth Hospitals NHS Trust, however the Trust does need to make itself as an 
attractive workplace as is possible in order to recruit more Junior Doctors. The Director of 
Workforce has asked Paul Sadler to produce a report for the Senior Management Team 
meeting around ‘Red Flag’ posts and he will share this at the Trust Board meeting in 
December. 
Action: Director of Workforce  
 

175/17 Board Assurance Framework 
 
The Director of Corporate Affairs reported that the Board Assurance Framework (BAF) had 
been reviewed and revised to ensure that any risks to the achievement of the strategic 
priorities were clearly expressed and that the management of those risks was clearly 
articulated and controlled. The Director of Corporate Affairs thanked Lois Howell for carrying 
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out the review and presented the BAF, drawing attention to the following key points: 
· The Well-Led Review Framework issued by the Trust Development Authority (TDA), 

now part of NHS Improvement, requires all trust boards to have in place “…clear and 
effective processes for managing risks, issues and performance…” (Key Line of 
Enquiry (KLOE) 5) 

· The Trust has had a Board Assurance Framework (BAF) in place to support the 
management of strategic risks in the Trust for several years. However, in its report of 
24.08.17, the Care Quality Commission (CQC) required the Trust to “review the 
Board Assurance Framework, board minutes and processes for reporting to the 
Board to ensure risks are identified and managed by the Trust” (CQC report 
28.08.17, page 5) 

· The format and content of the Trust’s BAF have consequently been reviewed and 
revised, with the intention of: 

o ensuring strategic priorities and the risks to their delivery are clearly 
expressed 

o articulating the known causes of those risks, to support their improved 
management 

o describing the methods by which the risks are currently managed or 
controlled 

o recording relevant assurance available to the Trust to indicate whether 
current management is effective 

o describing plans for further management / control of the risk and for obtaining 
additional assurance and the effectiveness of risk management 

o allocating responsibility for the delivery of those plans and measuring the 
progress and effectiveness 

· Changes to Board operation to ensure that the BAF becomes an integral part of the 
Board’s practice and an effective tool in the management of strategic risk / delivery 
of strategic priorities are also proposed: 

i. that in future the BAF should be updated and reported to the Board on a 
quarterly basis, as part of a suite of documents also to include 

§ a quarterly report on delivery of the Trust’s strategic priorities 
§ a quarterly report on high level operational risks 

ii. that all Board and board sub-committee agendas include prompts to consider 
whether any agenda item and/or associated discussion should be added to or 
reflected in the BAF 

iii. that the Board should formally refer the approved BAF to the Audit 
Committee each quarter, so that it can be taken into account in the 
development of the Trust  Audit Plan  

iv. that the Board should formally refer the approved BAF to the Finance and 
Performance Committee each quarter, so that it can be taken into account in 
the development of the Trust’s capital programme  

· The associated proposed changes to the Trust’s Risk Management Strategy are set 
out elsewhere on the Board’s agenda 

· The Board is asked to: 
1 adopt the Board Assurance Framework set out at appendix 1, with or without 

amendment, as required  
2 approve, in principle, the amendments to the Trust Risk Management 

Strategy set out at i - iv above (these amendments are included in the 
associated paper proposing a revised Risk management Strategy 

· The Board Assurance Framework will become part of the annual work plan of the 
Trust Board of Directors, in support of the Board’s delivery of the Trust’s strategic 
priorities 

 
The Board reviewed the paper in detail and agreed on the new format and collectively 
thanked Lois for the work that she had carried out.  
 
The Director of Corporate Affairs reminded that the BAF is a dynamic and working 
document that is being updated constantly and sought agreement of the four points above: 

i. Frequency the report should be presented to Trust Board. It was agreed for the 
report to come monthly for the first three months and quarterly thereafter 
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ii. Agreed 
iii. Agreed 
iv. Agreed 

 
David Parfitt asked whether the risk scores were net or gross of mitigations. The Director of 
Corporate Affairs confirmed that they were net scores. 
 
The Interim Director Nursing asked if there was a review underway of how the CSCs report 
risks up to the senior management team. The Director of Workforce replied that the risk 
management structure was under review and that CSC’s would be included as part of that. 
Christine Slaymaker felt that there needed to be an ‘educational programme’ throughout the 
organisation on the management of risk. The Chief Executive agreed saying that the priority 
was to get a functional BAF in place and then next to ensure that the rest of the organisation 
understands how it works. 
 

176/17 Department of Infection Prevention Committee Annual Report 
 
The Medical Director presented this report and drew attention to the following highlights: 

· The Trust had 33 cases of Clostridium difficile infection against an objective of 40 
cases, therefore achieving its objective 

· The Trust had 1 unavoidable case of MRSA bloodstream infection attributed to the 
organisation and performed better than the national average for MRSA bloodstream 
infections by occupancy/activity  

· The Trust had achieved its lowest rate of MSSA bloodstream infection since 2012. 
This is better than the national average 

· 11,974 clinical reviews had been carried out by the IP Team 
· The Team had a 34% increase in referrals for vascular access intervention and 

assessment. 780 PICC/midlines, and 132 cannulas were placed by the Team 
· The Team carried out 527 peer-review NPSA audits in 2016/17, compared with 392 

the previous year 
· 69.0% of frontline staff had received the influenza vaccine compared with 63.2% 

across England 
 
The Chief Executive complimented the Medical Director on his successful report and asked 
that he feedback his comments to the ‘Team’. 
  

177/17 Urgent Care Transformation Programme 
 
This report was duly noted. 
 

178/17 Charitable Funds Update 
 
The Director of Corporate Affairs highlighted the following key points: 

· Total Funds - Portsmouth Hospitals NHS Trust General Charitable Fund had a fund 
balance of £1,436,000 as at 31st August, 2017  

o Charitable Income - During the month, the charity received donations, legacy 
and fundraising income of £46,000. 

o Charitable Expenditure - During the month, expenditure of £59,000 had been 
processed.  

· The Rocky Appeal - The Rocky appeal needs to raise £387,000 to complete its 
appeal in June 2018 

· Investments - The only investment held is with CCLA of £124,000 
 
The Director of Corporate Affairs thanked the NEWS for its recent publicity/coverage of the 
Rocky Appeal. Christine Slaymaker asked if the Trust would be making up any shortfall if 
the target was not reached. The Director of Corporate Affairs confirmed that there was such 
an agreement but that the charity was doing its best to minimise any shortfall. 
 

179/17 Non-Executive Directors’ Report 
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The Interim Chairman announced that he had attended the FAB Change Day and had been 
excited to see the detail behind the local changes, staff identifying changes and following 
them through. 
 

180/17 Acute Alliance Steering Group Minutes 
 
The Medical Director had attended the last Acute Alliance Steering Group meeting and he 
provided a brief summary of how the Acute Alliance works. 
 

181/17 Company Secretary Papers for Noting 
 
Papers noted. 
 

182/17 Annual Work plan 
 
Noted. 
 

183/17 Record of Attendance 
 
Noted. 
 

184/17 Opportunity for the Public to ask questions relating to today’s Board meeting 
 
Roland Howes reflected on his comment at the Trust Board meeting in September when he 
had said that he did not consider the new format of the IPR to be adequate. He had since 
reviewed the paper in detail and now recognises that all of the relevant information was 
included. 
 
Peter Kennedy asked whether the Pharmacy department at St Mary’s was ‘privatised’ as he 
felt there were some issues facing the department. The Director of Corporate Affairs replied 
that Portsmouth Hospitals NHS Trust did not oversee the St Mary’s site and he could 
therefore not answer the query but he was pleased to confirm that the Pharmacy at Queen 
Alexandra Hospital is run by Portsmouth Hospitals NHS Trust. 
 

185/17 Any Other Business 
 
None. 
 
The meeting closed at 11:57am. 
 

186/17 Date of Next  Meeting:   
Thursday 2 November 2017 
Venue: Lecture Theatre, Queen Alexandra Hospital 
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                                                                                   Trust Board Public Actions List  
Meeting 
date 

Agenda 
ref 

Action required Who Deadline Update Status 

07.12.17 215.17 Minutes from the Previous Meeting 
 1 The Director of Finance to provide the Trust 

Board PA with updated wording for the 
Finance section of the IPR in order for the 
minutes to be approved 

CA ASAP Completed  

07.12.17 216.17 Matters Arising / Summary of Agreed Actions 
 1 The Director of Workforce to add National 

benchmarking for staff turnover and 
sickness to the IPR going forward 

TP 01.02.18   

2 The Chief Nurse and Christine Slaymaker to 
meet to finalise the CQC reporting process 
to the Trust Board and bring back in 
February. This will allow the Trust Board to 
be properly sighted on CQC matters 

TM / 
CS 

01.02.18   

07.12.17 219.17 Chief Executive’s Report 
 1 The Chief Executive to provide a report to 

Trust Board on the benefits and of using 
overseas nurses 

MC 01.02.18   

07.12.17 220.17 Integrated Performance Report - Quality 
 1 The Medical Director to bring a paper to 

Trust Board highlighting the tangible 
changes made with regards to the Mental 
Health services provided by the Trust 

JK 01.02.18   

2 The Mental Health trend statement to be 
removed from the report and training and 
impact measurements to be included 

JK 01.02.18   

3 The Medical Director to update at the next 
Trust Board on the action plan to improve 
the administration of antibiotics for Sepsis 
patients within 1 hour 

JK 01.02.18   

4 The Medical Director to update Trust Board 
at the next meeting as to the outcome of 
conversations with NHSi with regards to the 

JK 01.02.18   
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                                                                                   Trust Board Public Actions List  
precise way of reporting deaths  

 5 Need to identify strengths and weaknesses 
in back office functions to inform 
contributions to ACS discussions  

TP 01.02.18   

07.12.17 220.17 Integrated Performance Report - Finance 
 1 The Director of Finance to update Trust 

Board on the outcome of the meeting in 
January with the NHSi regarding the 
additional costs to fulfil the Winter Plan 

CA 01.02.18 The planned meeting with NHSi was arranged as a 
follow up to the 28 November escalation meeting 
to formalise the change in the Trusts year end 
forecast.  The revised year end forecast is an item 
on the agenda for the public board meeting on 
1.2.18.  Winter plan costs have been reported to 
NHSi and the Trust has received notification of 
£1.4m of funding to support these 

 

07.12.17 220.17 Integrated Performance Report - Workforce 
 1 The Chief Nurse and Director of Workforce 

to produce a workforce retention plan for 
nurses 

TM / 
TP 

01.02.18   

 2 The Director of Workforce to share the piece 
of work on apprenticeships with Trust Board 
once it has been to the Executive 
Management Team meeting 

TP When 
Appropriate 

  

07.12.17 224.17 Board Assurance Framework 
 1 The Chairman asked for the Board Assurance 

Framework to be refreshed and produced at 
the next Trust Board meeting as a working 
management tool 

LH 01.02.18   

07.12.17 225.17 Winter Plan 
 1 The Chief Executive asked the Director of 

Operations for Unscheduled Care to attend 
the next meeting to debrief on how the 
Winter Plan was achieved 

PB 01.03.18   

07.12.17 226.17 Cancer Assurance Plan  
 1 The Chief Operating Officer to provide the 

Trust Board with guidance on how the Trust 
is looking to bridge the gap between scan 

PB 01.02.18   
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                                                                                   Trust Board Public Actions List  
reporting capacity and demand 

07.12.17 230.17 GMC Survey 
 1 The Medical Director requested that Helena 

Edwards, Chief Registrar presents her staff 
story at the next opportunity at Trust Board 

JK 01.02.18   

07.12.17 231.17 Safer Staffing Report – Nursing and Midwifery  
 1 The Chief Nurse to investigate further the 

retention of Junior medical staff 
TM 01.02.18   

2 The Chief Nurse and Director of Workforce 
to report back to Trust Board on the piece of 
work they are carrying out around potential 
redeployment of Band 4 Nurses 

TM / 
TP 

01.02.18   

3 The Chief Nurse to provide a report on short 
staffing concerns 

TM 01.02.18   

4 The Chief Nurse to separate the data and 
commentary within the report 

TM 01.02.18   

07.12.17 233.17 Quarterly Research and Innovation Report 
 1 The Chairman asked Anoop Chauhan to 

return to a future Trust Board to discuss 
strategy within his report 

MC 01.03.18   

07.12.17 236.17 Non-Executive Directors’ Report 
 1 The Director of Corporate Affairs will provide 

the Executive Directors with a reporting 
template to enable to them to feedback on 
behalf of the committee chairs 

PM 01.02.18   

07.12.17 239.17 Opportunity for the Public to ask questions 
 1 The Director of Corporate Affairs to respond 

directly to the two written questions raised 
by members of the public 

PM ASAP   

07.12.17 240.17 Any Other Business 
 1 The Executive Directors are asked to provide 

the Interim Director of Integrated 
Governance with updates to the Board 
Assurance Framework should they have any 

All ASAP   

02.11.17 208.17 Annual Workplan 
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                                                                                   Trust Board Public Actions List  
 1 The Director of Corporate Affairs to review 

the Annual Workplan – Peter Mellor and Lois 
Howell to meet to review 

PM / 
LH 

01.02.18   
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TRUST BOARD PUBLIC – FEBRUARY 2018                Agenda Item Number: 7/18 
        Enclosure Number: (1) 

Subject:  Report from the Chief Executive 

Prepared by: 
Sponsored & Presented by: 

 Mark Cubbon, Chief Executive 

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

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

 Note the contents of the report 

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

 None required, for information 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

 None 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

None 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

None 

 

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

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference  

Risk Description  

CQC Reference  

 

Committees/Meetings at which paper has been discussed/ approved: Date 
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Chief Executive’s Board Report 

1st February 2018 

 

 

1. Winter Pressures 

The Christmas and New Year period presented a number of operational challenges 
across the Trust and Portsmouth and South East Hampshire (PSEH) system. This was 
caused by our inability to reduce bed occupancy across the Trust in the week prior to 
Christmas and a sharp rise in flu presentations across the Portsmouth area, affecting 
patients and causing staff sickness. 
 
The impact of these challenges meant a number of patients experienced longer waits in 
our Emergency Department that we would like and on our most challenged days, some 
patients experienced lengthy ambulance handover delays. In conjunction with our 
Medical Director and Chief Nurse, we worked to ensure staff were supported and the 
appropriate mechanisms were in place to keep patients safe. As Chief Executive of the 
Trust, I have extended an apology for patients who experienced delays and have 
reinforced our commitment to work with colleagues from all parts of the health and 
social care system PSEH to ensure there is a sustainable solution to the bed occupancy 
challenges we face. 
 
I would like to commend staff here at the Trust, but also those from the South Coast 
Ambulance Service (SCAS), our Commissioners, our local Community and Social Care 
organisations who worked relentlessly throughout this challenging period. 
 
At the time of writing this report, the number of reported flu cases appears to be 
reducing, but we must remain vigilant, given we are only midway through the flu season. 
As we progress through winter, our key objective will be to de-escalate from additional 
areas which have been used to care for urgent care patients as quickly as possible, to 
allow timely access to dedicated specialty beds. This is a priority for the Executive and 
CSC leadership teams. 

2. Financial Position 

On 25th January we put forward a revised year end financial forecast for formal Board 
approval which means we will end the current financial year in March with a deficit of 
£36.8 million. This figure is significantly larger than we would like and the challenge to 
bring our finances back onto a sustainable footing should not be underestimated. 
However it is our firm belief that it can and will be delivered. 

 
We all need to live within our means and as an NHS Trust we have a duty to our 
patients, our partners and our local community to make sure that every penny is spent 
wisely. The responsibility to return the organisation back to financial health rests with us 
and we expect our local community, as well as our regulator to hold us to account for 
ensuring that we do just that.  
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The amount of money we have to save is considerable and may come as a surprise to 
some.  I have no doubt that there will be some difficult choices ahead, but my Board 
colleagues and I are committed to ensuring that patient care will not be compromised to 
make savings. Instead we will be focusing on ensuring that there is greater rigour and 
control over how and where our money is spent.  

 

3. Facilities Management Service Provision 

Carillion Plc entered into insolvency on 15 January 2018 along with a number of 
subsidiary companies in the group. In common with a number of NHS Trusts 
Portsmouth Hospitals NHS Trust use Carillion Plc  to provide some facilities 
management services. We have been aware of these emerging circumstances for some 
time and have planned extensively for this scenario to make sure that services to our 
patients continue without disruption.   

Importantly there has been no impact on the delivery of services, or clinical care in the 
hospital.  We are continuing to operate our services as business as usual, with all of our 
facilities remaining open and patient appointments unaffected. We are working closely 
with ProjectCo to ensure a smooth transition of FM services to a new supplier in the 
coming weeks. 

Since the announcement about Carillion’s future, each and every member of support 
staff has reported for work, ensuring that there has been no disruption for our patients. 
Our local FM management team has been hugely supportive and impressive in how 
they have responded to the situation. The professionalism and dedication at all levels, 
during what is an unsettling time for them personally has been exemplary and 
demonstrates why they are an integral part of our team in Portsmouth. We have written 
to every member of FM staff to thank them for the continuing important work that they 
do on behalf of our patients.  

 

4. Multi Agency Discharge Event (MADE) 
 
A Multi-Agency Discharge Event (MADE) was held on 25th January 2018, supported by 
all of our local health and social care partners, colleagues from the national Emergency 
Care Improvement Team (ECIP) and NHS Improvement. 
 
The day allowed each part of the system to work together to explore ways of supporting 
the earlier discharge of patients requiring ongoing care outside of hospital.  
 
I would like to thank all of those involved in the event which provided a wealth of 
feedback to inform internal and external discharge arrangements at the Trust and those 
involving other partners across the South East Hampshire and Portsmouth system. 

 

1. BAME Event 

On Friday 26th January we re-launched the Portsmouth Hospitals BAME Network at an 
event with a number of high profile speakers who shared their stories demonstrating the 
value a BAME network can bring to the Trust. They included: 

Yvonne Coghill OBE – Director, Workforce Race Equality Standard Implementation 
Paul Deemer – Head of Diversity and Inclusion, NHS Employers 
Professor Dame Elizabeth N Anionwu DBE CBE FRCN FQNI - Emeritus Professor of 
Nursing: University of West London 
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1,262 members of our staff identify themselves from a BAME background, and more 
BAME staff experienced harassment, bullying or abuse from patients, relatives or public 
than white staff.  Addressing this issue is hugely important for us and I was delighted to 
be invited to open the event.  

2. Developing Our 5-year Strategy  

The creation of a new organisational strategy for PHT is a key priority for the Trust 
Board. A six-month programme of work has now commenced which will set out our 
future direction over the next five years. The strategy will provide a route map for the 
delivery of high quality care, whilst ensuring we are on a financially sustainable footing. 
This presents a wonderful opportunity to engage staff, our patients and our 
stakeholders, to ensure we provide the range of services our local population needs, in 
the most accessible and cost effective manner. 
 
As Chief Executive, I will be the accountable director for the development of the 
strategy, but will be supported by the Director of Strategy and Performance throughout 
the process. I look forward to sharing progress updates to the Board on a periodic basis. 

 

3. Appointments 

I am pleased to report to the Trust Board that a substantive Executive team is now in 
place now that Penny Emerit joined as Director of Strategy and Performance, and Lois 
Howell, Director of Integrated Governance joined the team on 8th January 2018. 

This is a critical step forward to provide the leadership stability we need to address 
current challenges and to prepare us for the future.  

 
4. Top 3 Concerns 

 
The three main concerns I bring to the Boards attention this month are: 
 

1. Our ability to withstand the very acute pressures throughout winter has been 
extremely challenging. While the Trust continues to drive opportunities for 
improvement in internal processes, through our Urgent Care Improvement 
Board, it is clear that a whole system solution is required to deliver the 
sustainable changes required. This remains a key priority for all system 
partners. 
 

2. Our financial position is serious and this has led to the need to implement a 
series of turnaround actions to recover our financial position and to ensure we 
have a sustainable financial plan for the future.  

 
3. The reliability of the governance systems in place across the Trust remains a 

challenge. While we have a very active programme of work in place to 
address this, they will remain a concern for me until they are all fully 
implemented. 
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TRUST BOARD PUBLIC – FEBRUARY 2018     Agenda Item Number: 8/18 
        Enclosure Number: (2) 

Subject: Integrated Performance Report (s) – December 2017 

Prepared by  
 
 
 
Sponsored & Presented by: 

Jane Lowe Head of Performance & Scheduled Care 

Tracey Stenning Head of Governance 

Leah Wilson Workforce Planning and Intelligence Manager 

Steve Smith Head of Financial Management 

Paul Bytheway Chief Operating Officer 

Purpose of paper The Board are asked to note the IPR report for December 2017. A 
standard report and a report in a new format for consideration, The 
reports identify risks and improvement in relation to: 

· National & Constitutional Standards 

· Regulatory requirements 

· Contract Requirements and 

· Trust priorities  

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

Please refer to the Integrated Performance Reports: 

· Performance Outcomes 

· KPI and dashboards and 

· Executive Summary 

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

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

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

On-going measurement of all standards 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 

 

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

Organisational Priorities Strategic Aims 1,3,4 and 5 

Board Assurance Framework/ N/A 
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Risk Register Reference 

Risk Description N/A 

CQC Reference N/A 

 

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

 
Portsmouth Hospitals NHS Trust 

Integrated Performance Outcomes – December 2017 
• A deterioration has been seen in the quality metrics in December.  5 patients have been reported with MRSA bacteraemia 

(bloodstream) infections;  2 of which have been attributed to the Trust (one avoidable and one unavoidable), the remaining 3 are 
subject to PIR panel attribution (2) or arbitration by NHS England (1). With 5 C.Diff reported and a year to date total of 36 cases, the 
Trust has exceeded the target of 30 cases (annual objective of 40 cases).  There have also been 2 Never Events reported in 
December.  A decline has been noted in both Dementia screening and VTE Risk Assessments.  There has been a slight 
improvement in the Trust HSMR for the 12 months to September 2017. 

• A&E performance was 69.72% (against a revised improvement trajectory of 84%) 
• Average type 1 attendances 309 per day compared to 293 in December last year. 
• The average number of medically fit for discharge patients (MFFD) reduced to 238/day compared to 255 in November. 
• 12 hour standard – there were 52 breaches of the standard ( 2 last month) reflecting the very difficult position of the hospital. 
• RTT standard 88.34% (against the maintenance trajectory of 90.8%) in addition to the planned reduction in orthopaedic elective 

treatments further patients were cancelled to maintain the safety of the hospital and this impacted on performance. 
• There was 1 breach of the 52 wk standard. This patient was offered treatment in November but has chosen to wait until January and 

has now been treated. 
• 7 of the 8 key national cancer standards were achieved. 62 day standard was not achieved provisional performance is 82.99% and 

exceeding improvement trajectory of 81.7% and expected to further improve when all treatments confirmed. 
• 6 wk Diagnostic standard performance was 99.03% and achieved (standard 99%) 
• The Trust is reporting a £28.9m year to date deficit for the 9 months to the end of December 2017. This figure is also the year to date 

adverse variance to the Financial Plan submitted to NHS Improvement.   
• It had a cash balance at the end of December 2017 of £4.2m. 
• The Trust has spent £3.1m of a £8.4m non-PFI capital programme in the year to date. 
• Appraisal compliance has decreased and currently records at 77.8% in December 17 and remains below the 85% target. 
• Essential skills compliance increased to 91%, and continues to record above the 85% target. 
• Sickness Absence Rate (12 month rolling average) maintained 3.8% in November 17 and remains above the target. In-month 

sickness absence increased to 3.8% in November 17 and is above the target. 
• Turnover Rate (12 month rolling average) maintained at 12.4% in December 17 and remains above the target. 
• The temporary workforce capacity decreased by 62 FTE to 536 FTE in December 17 and comprises 7.6% of the total workforce 

capacity. This is a decrease in comparison to November 17 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Quality of Care Overview – December 2017 
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Portsmouth Hospitals NHS Trust 1/26/2018 

Quality of Care Overview – December 2017 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Quality of Care Key Exceptions – December performance 

26/01/2018 

Q
ua

lit
y 

of
 C

ar
e 

– 
Ex

ec
ut

iv
e 

Su
m

m
ar

y Exceptions in performance to note 
Indicator Oct. Nov. Dec. Comment 
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Pressure ulcers 
(grade 3 avoidable ) 0 2 4 

• 4 confirmed cases of avoidable grade 3 pressure ulcers reported (Medicine, MOPRS, MSK and Surgery and Cancer), 
compared to 2 in November. 

• 1 incident, within Renal which occurred in October has been downgraded following investigation. 
• Year-to-date position is 16 avoidable grade 3 and 0 (zero) grade 4 pressure ulcers. 

Falls 
(resulting in severe harm) 1 6 2 

• 2 confirmed severe harm falls incidents in December, both of which occurred in November and have been reported as 
SIRIs (Emergency Medicine and MOPRS). 

• Following investigation, 1 previously reported death, as a result of a fall (September 2017 in Emergency Medicine) has 
been reclassified as a clinical event, as the death was not as a result of a fall.  This has been removed from Trust data. 

• 2 moderate harm falls have been confirmed (both incidents occurred in June in MOPRS and Emergency Medicine. 
• The current year-to-date position is 27 confirmed falls incidents, 20 resulting in severe harm and 7 resulting in 

moderate harm. 
• This compares favorably to the December 2016/17 year to date total of 26 reported severe harm falls. 

MRSA 

Avoidable 0 0 1 

• 5 patients reported with MRSA bacteraemia (bloodstream) infections.   
• 2 cases have been attributed to the Trust, one avoidable and one unavoidable.  Both cases have been discussed with 

the relevant multidisciplinary teams and will be reported at ICMC where further actions relating to learning and 
improvement will be monitored.   

• 3 further MRSA bacteraemia cases remain subject to PIR panel attribution (2) or arbitration by NHS England (1).  
• The Trust’s year-to-date position is 5 cases of MRSA bacteremia (3 unavoidable and 2 avoidable) with a 

possible additional case undergoing the arbitration process. 2 further cases are being processed through PIR 
panels.   

Unavoidable 0 0 1 

C.Difficle 6 5 5 
• 5 patients with C. difficile attributed to the Trust in December (2x Medicine, 2x MOPRS, 1x Surgery) against a monthly 

objective of 4. 2 of these patients have died with C. difficile being implicated in 1 as the cause of death.   
• The Trust’s year-to-date position is 36 cases against a target of 30 cases (annual objective 40 cases).  

VTE screening 95.2% 94.67% 93.1% 

• VTE risk assessment has declined to 93.1% (subject to validation); not achieving the 95% target. 
• The continued decline in risk assessment performance has been exacerbated by the pressure on the unscheduled 

care pathway. The week commencing 8th January 2018, 41 patients who had been admitted in December without a 
documented risk assessment on VitalPAC were still an inpatient. These patients medical records were reviewed by the 
VTE Nurse Specialist and 40/41 (97.6%) were on appropriate VTE prophylaxis despite no assessment on the system.  

Serious Incidents 
Requiring 
Investigation 

17 20 38 • 38 SIRIs were reported;  22 breaches of Decision to Admit (DTA) standard,1 formal divert and 15 clinical SIRIs.  This 
compares to 20 SIRIs in November. 

Never Event 1 1 2 

• 2 Never Events were reported in December: 
- 1 within Head and Neck relating to an intravitreal injection to the patients incorrect eye; resulting in low harm. 
- 1 within Women and Children CSC resulting in a retained swab post forceps delivery; resulting in moderate harm. 

• The Trust year-to-date position is 5 Never Events. 
Central Alert 
System (CAS) 
Alerts over 
deadline 

0 0 0 • 2 Patient Safety Alerts remain outstanding with deadlines of June and July for the Trust, actions continue. 
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Quality of Care Key Exceptions – December performance 
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CQUINs Not applicable 

• Red rated areas relate to: 
- Treatment of Sepsis:  A remedial action plan to regain performance is with Commissioners for approval. 
- Antibiotic consumption:  Proposal to reverse the previous agreement with CCG clinical leads threatens the 

fully year CQUIN. 
• Amber rated areas relate to: 

- Healthy food: Non-Trust controlled areas at risk. 
- E-referrals: Current Trust e-referrals options discussion with CCG is a risk. 
- Supporting pro-active and safe discharge: Complex local unscheduled care context is a continuing risk. 
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HSMR 
111.5 

(Aug. ‘16 – 
July‘17) 

111.7 
(Sept. ‘16 
– Aug. ‘17) 

110.1 
(Oct. ‘16 – 
Sept. ‘17) 

• Trust HSMR for the 12 months to September 2017 is 110.1; representing a decrease on the rate previously 
reported to August 2017 of 111.7.  This sits within a confidence interval of 105.4 – 115.1 and is statistically higher 
than expected. Ongoing extensive work on Mortality and HSMR is believed to be reflected within this fall. 

• The last 4 reported positions have all been within the nationally expected rate.  This is credited to the work carried 
out to cleanse the submitted information and improved co-morbidity coding. 
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Dementia 
screening 70.1% 71% 64.3% 

• Compliance has further deteriorated to 64.3%, significantly below the 90% target. The last 2 weeks of December 
were very challenging due to the operational pressures and a full hospital. 

• A Trust medical lead for Dementia is in the process of being identified. 
Patient-Led 
Assessment of 
Care 
Environment 
(PLACE) 

Not applicable 

• The Trust PLACE assessments took place between 8th and 19th May 2017.  
• Following the assessment an action plan was compiled from all of the feedback received (111 items). 
• To note the actions taken in relation to the 8 areas classified as ‘fail’. The full action plan has been shared and all 

of the outstanding actions have been completed and closed. 
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Patient moves 
(non-clinical) 
between 
0001:0700 
(average per day) 

137 
(4.4) 

97 
(3.5) 

163 
(5.6) 

• December was a very challenging month operationally due to a number of factors including flu and spikes in 
demand. 

• The Trust was OPEL 4 for 14 days and declared an internal critical incident over the weekend of the 15 th 
December and again on the 28th December; this continued until the first week of January. 

• There were high numbers of reported Flu cases, 74 patients admitted at the peak of demand.  The need to isolate 
and cohort patients led to significant delays in being able to place patients in a timely way.  It also meant that a 
number of additional patient moves were necessary to ensure control of infection procedures could be met and 
patients were in the correct cohort areas. 

• As expected, the number of medical and MOPRs patients placed into surgical beds increased in December which 
was part of the Trust’s plan to create more acute medical bed capacity 

• An average of 27 escalation beds were in use during the reporting period; 3 more than the previous reporting 
period. 

Outliers 2,859 3,207 3,478 
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 Friends and 
Family Test ED 
response rate 

10.6% 11.2% 15.2% 

• The Emergency Departments’ response rate increased significantly to 15.2% following an extensive focus within 
the department. This rate is higher than the national average of 12.9% and is above the 15% contracted target.  

• The reported satisfaction rate has increased to 95.5% and continues to exceed the national benchmark of 87% in 
November, demonstrating a significantly higher patient satisfaction. 
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Mental Health Act Compliance 
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• The Trust continues to meet the Care Quality Commission (CQC) requirements to submit weekly compliance information in relation 
to the Section 31 Enforcement Notice Conditions.   
 

• Work is underway with the Accountable Care System to develop plans for a Psychiatric Decision Unit within the Trust. 
 

• Working in partnership with Mental Health Providers to improve pathways and reduce ED attendances for Mental Health high 
intensity users. 

 

• Full investigation of SIRI involving young people on the EDU has been completed by an external safeguarding  Nurse; actions are 
being agreed and awaiting final sign off. 
 

• Following on from the Deep Dive review of the provision of Mental Health services at Queen Alexandra Hospital site a repeat 
external review was undertaken on 11th and 12th December; the final report is awaited. 
 

• As can be seen below, there has been increased and sustained performance with Mental Health Risk Assessments for patients 
attending ED. The number of mental health attendances shows no significant trends. Similarly, there are no trends apparent in the 
proportion of all ED attendances which were mental health presentations. 
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Pressure Ulcers (reporting only) 
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December position  
Avoidable hospital acquired grade 3 and 4 pressure ulcers 
• There have been 4 confirmed cases of avoidable grade 3 pressure ulcer damage in 

December; 1x Medicine, 1x MOPRS, 1x MSK and 1x Surgery and Cancer. This 
compares with 2 confirmed grade 3 pressure ulcer damage in November. 

 

• To note, 1 incident within Renal which occurred in October has been downgraded 
following investigation. 

 

• The Trust year-to-date position is 16 avoidable grade 3 and 0 (zero) grade 4 
pressure ulcers. 

 

Unavoidable hospital acquired pressure ulcers 
• The Trust confirmed 1 unavoidable grade 3 pressure damage within Surgery and 

Cancer in December; compared with 2 reported in November.  
 

Grade 1 and 2 pressure ulcers 
• The Trust confirmed a total of 3 grade 1 and 8 grade 2 pressure ulcers in 

December compared to 3 grade 1 and 6 grade 2 in November. 
 

Actions and progress to date 
• The leg ulcer nurse specialist, who is being sponsored by an external company 2 

days a month to work in the Trust has settled well into the tissue viability team and 
is providing specialist care to in-patients and providing education for staff. 

 

• Congratulations to the Naval Nurse who is returning to work with  the Tissue 
Viability Nurse Team for one day a week as a commissioned Royal Navy Officer. 

Present on admission 
• A total of 140 ‘present on admission’ pressure ulcers were reported in December 

compared to 97 in November. 
 

• Following review by the TVN team of all present on admission pressure damage, 
37 of the 140 reported incidents were deemed to be pressure damage. 

 

Per 1,000 occupied bed days (OBD) 
• The Trust has reported 0.1 confirmed grade 3 or 4 avoidable pressure ulcers per 

1,000 bed days in December; comparable to November. 47
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December position  
Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic harm. 
 

• There have been 2 confirmed severe harm falls incidents in December, both of 
which occurred in November and have been reported as SIRIs.  
- 1 fall within Emergency Medicine resulting in fractured neck of femur. 
- 1 fall within MOPRS resulting in fractured neck of femur. 

• Following investigation, 1 previously reported death, as a result of a fall 
(September 2017 in Emergency Medicine) has been reclassified as a clinical 
event, as the death was not as a result of a fall.  This has been removed from 
Trust falls data. 

• An additional 2 moderate harm falls have been confirmed; 1x MOPRS (June 
incident), 1x Emergency Medicine (June incident).  The data has been updated 
accordingly. 

 

• The current year-to-date position is 27 confirmed falls incidents, 20 
resulting in severe harm and 7 resulting in moderate harm. 
 
 

• There are currently 5 reported  moderate harm falls incidents under 
investigation (1x Emergency Medicine, 2x Medicine, 2x MOPRS). 
 

• This compares favorably to the December 2016/17 year to date total of 26 
reported severe harm falls. 

 

Actions and progress to date 
 

• The comprehensive falls training Programme continues with additional trolley 
dashes and simulation training in MOPRS. 

• The falls champion network continues to develop. 
• The falls collaborative education and post fall SWARMs continue within AMU, 

D8, G1 and C5 with plans to develop across the trust. 
• Falls awareness has been included within the latest nursing preceptorship 

training Programme and international nurse induction 
Falls per 1,000 occupied bed days 
Target: Quarterly rate of falls incidents resulting in moderate, severe or catastrophic harm 

per 1,000 occupied bed days of ≤ 0.2 on average each quarter. 
 

• The Trust has reported 0.1 confirmed falls incidents per 1,000 bed days in 
December, compared to 0.2 in November. 

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

CSC 
Level of harm 

Near 
miss None Low Mod. Severe Death 

CHAT 0 0 2 0 0 0 
Clinical 
Support 0 2 0 0 0 0 

Corporate 0 1 0 0 0 0 
Emergency 
Medicine 1 17 14 0 0 0 

Head & Neck 0 12 2 0 0 0 
Medicine 2 47 15 1 2*  0 
MOPRS 0 50 4 1 0 0 
MSK 1 27 5 0 0 0 
Renal 3 13 0 0 0 0 
Surgery & 
Cancer 0 25 8 0 0 0 

Women & 
Children 0 0 3 0 0 0 

Total 7 194 53 2 2 0 
* Reported as a SIRI in January. 
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December position  
Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic 

harm.  
 

• There have been no severe or moderate harm incidents confirmed in 
December. 

 

• The current year-to-date position is 3 confirmed moderate harm 
medication incidents (1x community incident). 
 

• There are currently 13 moderate harm incidents under investigation; 5x 
Medicine, 5x Emergency Medicine, 1x Surgery and Cancer, 1x Clinical 
Support, and 1x MSK. 

 

Actions and progress to date 
• The rate of medicines reconciliation completed by pharmacy staff within 24hrs 

in December was an exception to the normal results at 57%. All Trusts are in 
a similar position. A lower result would be expected, due to the designated 
audit day falling on the first day after the 4 day Christmas weekend and bank 
holiday. Proposals for next years cover over the Christmas period are being 
considered.  

• The Pharmacy Department welcomed a CCG visit from the Head of Quality 
and Patient Experience to understand the medication safety priorities and 
how these are embedded into practice and supporting the issues arising from 
the CQC inspection visits. The CCG had the opportunity to discuss the 
current priorities and risks including insulin, opiates, discharges, chemical 
restraint, anticoagulants and issues such as electronic prescribing, along with 
a ward visit with a pharmacist and discussion with a practice educator. The 
visit was reported as positive and informative. Actions to be followed through 
via the Clinical Quality Review Meeting with Commissioners. 
 

 

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

catastrophic harm per 1,000 occupied bed days of≥ 0.01 on average each 
quarter. 

 

• The Trust has reported 0.0 confirmed medication incidents per 1,000 bed 
days in December, this has remained a constant position since June 2016. 
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Medication (Contract & Quality Account) 
Total reported medication incidents – December 2017 

CSC 
Level of harm 

Near miss None Low Moderate Severe Death 

CHAT 1 3 0 0 0 0 

Clinical Support 5 22 2 0 0 0 
Emergency 
Medicine 4 25 12 3 0 0 

Head & Neck 0 4 0 0 0 0 

Medicine 3 43 3 0 0 0 

MOPRS 0 16 1 0 0 0 

MSK 3 13 2 0 0 0 

Renal 0 2 2 0 0 0 
Surgery & 
Cancer 3 14 9 0 0 0 

Women & 
Children 0 15 2 0 0 0 

Total 19 157 33 3 0 0 
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December position  
Target: Submit data to the National Patient Safety Thermometer 
 

• The Trust achieved 100% data collection for December.  
 

• To date the Trust has maintained high submission rates, with 100% being 
achieved each month. 
 
 

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

events. 
 

 

Percentage of harm free care (contract) 
Target: Report percentage of harm free care. 
• In December, the Trust recorded in-patient harm free care of 99.0%, an 

increase on 98.2% recorded in November. 
• The total harm free care, which includes pre-hospital admission harm 

events, was 97.0% in December  comparable to 96.3% in  November.  
This is above the national harm free rate for December of 94.44%. 

• Pressure Ulcers have increased since November and the reason for this 
is unclear.  

 

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

Nursing and Head of Nursing for each CSC with feedback to ward teams. 
 

• Specialist nurses working on education. 
• Clinical Dashboard available as a hard copy and via the intranet. 
• Service improvement work streams for all harm events. 

Patient Safety Thermometer (Contract) 

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

Harm free care 

Month 
Total Harm Free Care 

(data collection from number of 
patients) 

Trust 
Harm Free 

Care 
December 2017 97.0%                

(1,076) 
99.0% 

November 2017 96.3%                
(1,107) 

98.2% 

October 2017 96.7%                
(1,078) 

98.8% 

Types of harm 

Types of harm October   
2017 

November 
2017 

December 
2017 

Pressure ulcers 
(new and old) 

19 19 25 

Falls 3 4 2 
Catheter and UTI 13 6 5 
VTE (new) 2 12 0 
Total patients 1,078 1,107 1,076 
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Healthcare Acquired Infection (National) 
December position  
 

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

• The Trust reported 5 patients with MRSA bacteraemia (bloodstream) infections during December.   
• Of the 5 cases reported; 2 cases have been attributed to the Trust and will immediately appear on 

the Trust trajectory.  Both cases have been discussed with the relevant multidisciplinary teams 
and will be reported at ICMC where further actions relating to learning and improvement will be 
monitored.   
- 1 case related to a medical patient who presented with severe decompensated heart failure.  

This patient developed cellulitis and septicemia from a peripheral venous cannula resulting in 
an avoidable case of MRSA bacteremia.  The root cause for this case is poor line insertion, 
exceeded dwell time and poor line care. 

- 1 case related to a patient admitted with multiple trauma injuries, who required critical care 
support for respiratory compromise secondary to rib fractures, resulting in multiple episodes of 
sepsis.  On repatriation to a surgical ward, the patient became colonised and bactereamic with 
MRSA as part of their end of life progression, resulting in an unavoidable case of MRSA 
bacteremia which was detected after the patient had died.  The root cause was unavoidable 
natural terminal progression of disease.  

• 3 further MRSA bacteraemia cases remain subject to PIR panel attribution (2) or arbitration by 
NHS England (1).  

• The Trust’s year-to-date position is 5 cases of MRSA bacteremia (3 unavoidable and 2 
avoidable) with a possible additional case undergoing the arbitration process. 2 further 
cases are being processed through PIR panels.   

 

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

• The Trust reported 5 patients with C. difficile attributed to the Trust in December (2x Medicine, 2x 
MOPRS, 1x Surgery) against a monthly objective of 4. The cases were not related phenotypically.  
The root cause and learning behind these cases is in progress as winter pressures have delayed 
some of the multidisciplinary meetings.  2 of these patients have died with C. difficile being 
implicated in 1 as the cause of death.   

• The Trust’s year-to-date position is 36 cases against a target of 30 cases (annual objective 
40 cases).   
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Healthcare Acquired Infection (National) 
December position  
 

 
MSSA bacteraemia (Incidence more than 48 hours after 
admission) 
MSSA bacteraemia are not subject to DH trajectories, but are 
closely monitored by the Trust due to the high incidence of 
morbidity and mortality associated with these infections.   
• There was 1 patient reported with MSSA bacteraemia 

attributed to the Trust in December. 
 

Influenza 
 

• The Trust saw a sharp increase in the number of 
Influenza cases in December.  To 14th January 2018 
there have been 548 cases of influenza identified at the 
Trust, with a predominance of cases being due to 
influenza B (413 cases), 108 cases due to influenza A 
strains, and 27 cases of H1N1.  In contrast to all 
predictions the Trust has seen an unusually high number 
of cases of influenza B. The typing for the Aussie flu 
H3N2 (which is a type of flu A) is not available at the 
Trust.  To date there have been 6 influenza deaths 
reported on death certificates at the Trust, although other 
cases where influenza may have been a secondary 
factor have not been reported.  In hospital transmission 
of Influenza cases have occurred across the Trust due to 
high bed occupancy and the number of staff presenting 
to work with flu like symptoms.   
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Venous Thrombo-embolism Screening (National) 
  December position  

 

VTE Screening 
Target: 95% per month 
• The VTE risk assessment figure for December is 93.1% (subject to validation); compared to the 

November figure of 94.67%. The 95% target has not been achieved. 
• The National average for VTE assessment has reduced (NHS England, Q2 2017-18) to 95.21%; with 

25.8% of acute Trusts now below 95%. 
VTE Appropriate prophylaxis 
Target: Monitoring and reporting 
• The VTE appropriate prophylaxis figure for December is 96.04% (subject to validation); compared to 

the November figure of 96.95%. 
VTE Serious Incidents Requiring Investigation (SIRIs) and Incidents 
Target: Monitoring and reporting 
• There have been no reported VTE SIRIs in December and 1 moderate harm event. 
• 67 VTE events were reported in December compared to 89 in November.  

- Of these 22 were hospital associated events (HAT), compared to 16 in November and 45 were 
community associated events (CAT) compared with 73 in November. 

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

Actions and progress to date 
• The recent decline in risk assessment performance has continued and has been exacerbated by the 

pressure on the unscheduled care pathway.  
• Confirmation of appropriate prophylaxis has also declined, partly due to an influx of new staff to Day 

Surgery Unit (DSU) who were unaware of the confirmation process and partly due to the current 
unscheduled care pathway pressures on AMU. Senior Staff in DSU have been met with to improve this.  

• The week commencing 8th January 2018, 41 patients who had been admitted in December without a 
documented risk assessment on VitalPAC were still an inpatient. These patients medical records were 
reviewed by the VTE Nurse Specialist and 40/41 (97.6%) were on appropriate VTE prophylaxis despite 
no assessment on the system.  

• An update from the Bedview project team regarding the link between Bedview and VitalPAC is awaited. 
The Chief Information Officer is exploring options for VTE assessment pre-AMU for Medical patients. 
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Serious Incidents Requiring Investigation 
 (SIRIs)  (Contract and National) 
December position 
 

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

• 38 SIRIs were reported in December;  22 breaches of Decision to Admit 
(DTA) standard,1 formal divert and 15 clinical SIRIs.  This compares to 20 
SIRIs in November. 

• 2 events were reported as Never Events.  
• This equates to 1.2 SIRIs per 1,000 occupied bed days in December, 

compared to 0.6 in November. 
SIRIs over 60 day deadline 
Target: Monitoring and reporting 
• There were 14 open SIRIs at the end of December which exceeded the 

target date of 60 working days for submission to the Commissioners. 1 is 
being investigated externally, 3 have been discussed and an extension 
approved. 10 have not had an extension approved; 6 within Medicine CSC, 
2 within Emergency Medicine, 1 within Clinical Support and 1 within Women 
and Children. 

Never Events  
Target: 0 (zero) 
• 2 Never Events were reported in December: 

- 1 within Head and Neck relating to an intravitreal injection to the patients 
incorrect eye; resulting in low harm. 

- 1 within Women and Children CSC resulting in a retained swab post 
forceps delivery; resulting in moderate harm. 

• The Trust year-to-date position is 5 Never Events. 
Duty of Candour  
The Trust is required to inform the patient and/or other relevant person within 10 
operational days that the safety incident (moderate and severe harm) has occurred or is 
suspected to have occurred.  
• For those events reported in December, all patients or their relatives, where 

applicable, were informed of the incident within the deadline and invited to 
submit concerns or questions to be included within the investigation. 

SIRI CSC 
Potential nerve damage post popliteal block x 1 CHAT 
Formal Ambulance Divert x 1 Corporate 
Breach of DTA x22 Emergency Medicine 
Fall resulting in fractured neck of femur x 1 Emergency Medicine 
Incorrect hearing aid calibration potentially affecting 
speech development x 1 Head and Neck 

Intravitreal injection to incorrect eye – NEVER EVENT Head and Neck 
Level 3 hospital acquired pressure damage x 1 Medicine 
C. Diff on part 1 of death certificate x 1 Medicine 
MSSA bacteraemia post pacemaker insertion x 1 Medicine 
Level 3 hospital acquired pressure damage x 1 MOPRS 
Fall resulting in fractured neck of femur x 1 MOPRS 
Level 3 hospital acquired pressure damage x 1 MSK 
C. Diff on part 1 of death certificate x 1 Surgery and Cancer 
Delay in diagnosis of  cancer x 2 Surgery and Cancer 
Level 3 hospital acquired pressure damage x 1 Surgery and Cancer 
Retained swab post forceps delivery – NEVER EVENT Women and Children 
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Patient safety incidents (excluding SIRIs) (Contract) 
December position 
Target: Increase in overall reporting of low and no 
harm incidents and reduce severity of harm 
 

• At the time of reporting 1,863 Safety Learning 
Events (SLE - incidents) had been reported in 
December; the top three reported incident 
categories are: 

- Clinical Event: 320 events (17.2%). 
- Pathology/Blood: 317 events (17.0%). 
- Tissue Damage: 270 events (14.5%). 

 

• This compares to Non Clinical Event, Clinical 
Event and Pathology/Blood in November. 

 

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

 

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

 

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

investigations for all moderate, severe harm or 
death SLEs remain on-going. 

Month 
Reported 

incidents at 
time of report 

Confirmed 
incidents at time 

of report 

December 2017 1,863 607 

November 2017 1,739 1014 

October 2017 1,770 1289 
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Patient safety incidents (Contract) 

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

• The ‘Total PHT reported Patient 
Safety Learning Events 
December 2015 – December 
2017’ graph represents the total 
number of all patient safety  
incidents reported by Trust staff  
(including community 
incidents). 

 
• There is a continued positive 

trend showing a sustained 
increase in the number of 
reported incidents. 

 
• The second graph shows total 

confirmed incidents by severity 
for the period April 2017 – 
December 2017. Severity is 
coded by the reviewing 
manager at close of 
investigation. 

 
• It should be noted that all 

incidents including SIRIs are 
graded on the severity of actual 
harm suffered by the patient 
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December position  
 

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

 

• The Trust received no regulation 28 reports in December. 
 

• The response to the report issued in November 2017 is currently in draft form.  The Head of Legal Services is working  closely  with 
the maternity department to ensure this is sent to the Coroner  by the deadline of 22nd January 2018. 

Sa
fe

  
Coroners recommendations (Regulation 28 reports) (Contract) 
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December position  
 

 

Central Alert System (CAS) Alerts over deadline 
Target: Monitoring and reporting 
 

• 15 alerts were issued in December: 
 

- 1 is currently being assessed for relevance and has a deadline date of April 2018. 
 

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

- 5 were issued for notification purposes, which have been sent to the relevant lead and closed as a response was not required. 
 

- 2 Estates alerts were raised during December which have been forwarded to the relevant lead and closed as action 
completed. 

 
• 1 Patient safety Alert issued 9th November 2017 (‘Confirming removal or flushing of lines and cannulae after procedures’) is currently being 

assessed for relevance to the Trust.  This alert is currently still in date and has a deadline date of 9th August 2018. 
 

• 2 Patient Safety Alerts remain outstanding for the Trust: 
 

- June 2017 (‘Restricted use of open systems for injectable medication’.  Deadline 7th June 2017). 
The Standard Operating Procedures for Radiology are now complete and awaiting ratification.  There remains one action 
outstanding; relating to Cardiac Cath Lab.  The Trust has again contacted NHS Improvement and are awaiting a response. 

 

- July 2017 (‘Reducing the risk of oxygen tubing being connected to air flowmeters’.  Deadline 4th July 2017). 
The CSCs continue to be actively pursued to obtain the information required in relation to the number of nebulisers they require 
to replace piped air.  

 

• 1 alert in relation to Anti-Barricade Devices remains open on the Central Alert website as actions are ongoing within the Trust; 
however, this alert has a deadline of February 2018. 
 

• All CAS / Medical Device Alerts (MDA) are now uploaded to Datix with the actions module being used to forward these on to the 
relevant staff members for their update and action. 

 

Actions and progress to date 
• All actions resulting from the internal CAS audit have been completed and are on-going. 

Sa
fe

  
Central Alert System (CAS) Alerts 

58



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 26/01/2018 

National CQUIN Requirements 2017/2019 
Ef

fe
ct

iv
e 

– 
N

at
io

na
l C

Q
U

IN
 2

01
7/

20
19

 December position 
Current Forecast FY position - Green £4,866k,  Amber - £168k , Red £54k  (£5,088 full year value). 

CQUIN Income Details December 2017 (M9) IPR Status 

CCG 1a Staff Health & 
Wellbeing 

£276k - £24k risk
•5% point improvement in NHS annual staff 
survey questions on MSK and stress. 

Green - Internal action plan under way and on track - managed by 
Occupational Health. Some additional actions planned to raise staff 
awareness of facilities available to them prior to publication of the staff survey.

CCG 1b Healthy food £276k - £24k risk •Reduction in display and sale of unhealthy 
foods for NHS staff, visitors and patients 

Amber - PHT-controlled areas – action plan under way with audits planned, 
Non-PHT-controlled areas’ engagement is a risk .

CCG 1c Staff Flu 
vaccinations

£276k - £24k risk
•Improving the uptake of flu vaccinations for 
front line clinical staff 

Green - Escalating internal action plan under way and on track - managed 
by Occupational Health

CCG 2a Screening for 
sepsis £207k - £36k risk

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

Green - 2a. Internal action plan under way internally and on track - managed 
by Nursing / Quality. 

CCG 2b Treatment of 
sepsis £207k - £36k risk

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

Red - Indicator 2b failed in Q1 and Q2.  Sepsis Group / Infection / Nursing 
currently deploying remedial action plan to regain performance. RAP is with 
Commissioners for approval.

CCG 2c Antibiotic 
Review

£207k - £18k risk
•Clinical 72 hour antibiotic review of patients 
with sepsis

Green - on track and achieving.

CCG 2d Antibiotic 
consumption

£207k - £18k risk

• Reduction in use of broad spectrum 
antibiotics.
• Reduction in total antibiotic consumption 
per 1,000 admissions

Red – Q3 progress report prepared for CCG. Month 10 proposal to reverse 
previous agreement with CCG clinical leads linked to the Local 
Antibiotic Stewardship plan threatens this full year CQUIN at Month 10.

CCG 4 Mental Health £828k - £72k risk
•Reduce regular attenders with mental 
health needs who present to A&E

Green - Internal action plan under way and on track - managed by 
Emergency Department. Previous delays recovered. Joint Q3 progress report 
to be submitted with clear joint action plans for Q4 & Y2 included.

CCG 6 Advice and 
guidance £828k - £72k risk

•To set up and operate A&G services for 
non-urgent GP referrals. 

Green - Local  Advice and Guidance plan agreed by CCG

CCG 7 e-Referrals £828k - £72k risk
•Expand e-Referrals to include all incoming 
referrals / specialties.

Amber - Local  Advice and Guidance plan agreed by CCG. Current Trust e-
Referrals Options discussion with CCG is a risk to this CQUIN in-year

CCG 8 Supporting 
proactive and safe 
discharge

£828k - £72k risk

•Increase proportion of emergencies 
discharged to usual place of residence 
within 7 days. 

Amber - Local  system collaboration and action plan agreed by CCG.  
Improvement action plan sent to CCG after poor performance in Q2. 
Performance v trajectory is satisfactory in Q3, but complex local 
Unscheduled Care context is a continuing risk to this CQUIN. 
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December position 
Current forecast FY position - Green £1,786k, Amber - £0k (£1,786 full year value).  

CQUIN Income Details December 2017 (M9) IPR Status 

NHSE CA2 
Standardised dose 
banding for 
Chemotherapy.

£327k - £327k risk

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

• Green - Plan agreed with NHSE 
• Actions under way to achieve, monitored and tracked internally.
Q3 report shows 100% compliance

NHSE CA3 Palliative 
care shared decision 
making.

£327k - £327k risk
•Ensure effective and documented peer 
discussion and patient involvement for 
patients with low response to treatment.

• Green - Plan agreed with NHSE
• Trust-agreed actions under way to achieve, monitored and tracked 
internally. 

NHSE GE1 CUR 
software evaluation 
project.

£421k - £421k risk

•Controlled 6-month evaluation of CUR bed 
utilisation system alongside Trust Bed 
View system.

• Green - Plan agreed with NHSE to complete 6 months data and review 
against other Trust system.
• Other actions all completed. Final Report issued to Commissioners 22 
December.

NHSE GE3 Medicines 
Optimisation. £327k - £421k risk

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

• Green - Plan agreed with NHSE
• Actions under way to achieve, monitored and tracked internally.

NHSE Dental 
managed clinical 
networks.

£90k - £90k risk
•Attendance at Network meetings by 
clinical leads.

• Green - Plan agreed with NHSE
• Actions under way, monitored internally using joint steering group plan.

NHSE Orthodontic 
outcome reporting.

£90k - £90k risk
•Recording of PAR scores pre/post 
treatment & performance reporting / review 
of improvement.

• Green - Plan agreed with NHSE
• Actions under way, monitored internally using agreed joint steering group 
plan.

NHSE Breast 
screening programme.

£70k - £70k risk
•Develop service improvement action plan 
with commissioners, and implement under 
agreed monitoring.

• Green - Plan agreed with NHSE. Q3 CQUIN report submitted.
• Trust-agreed actions under way, internally monitored using proposed plan. 

NHSE Bowel 
screening programme. £70k - £70k risk

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

• Green - Plan agreed with NHSE. Q3 report in preparation.
• Trust-agreed actions under way, internally monitored using proposed plan. 

NHSE Armed Forces 
Covenant. £64k - £64k risk

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

• Green - Plan agreed with NHSE
• Actions under way, monitored internally using agreed joint steering group 
plan.
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Acute Kidney Injury (Contract & Quality Account) 
November position  
 
 

Acute Kidney Injury (AKI)  
Target:  

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

  
• The Trust achieved 91% compliance with the mandated items on the discharge summary in December, compared to 93% in 

November. 
 

• With a compliance rate of 92% (91% October, 93% November and 91% December), the Trust has exceeded the 90% on average 
target. 
 

• The Trust is aiming to reduce the number of hospital acquired Stage 3 AKIs (AKI Alerts triggered ≥48 hours after admission); this will 
be reviewed in October by comparing AKI episodes recorded during the 2016/17 financial year. 

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

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

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

- Stage 3 Alert:  The increase for a stage 3 alert 
must be 3 times or more higher than the 
persons baseline. Stage 3 alerts are the most 
severe AKIs. 61
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Mortality indicators: HSMR and SHMI (Contract and Quality Account) 

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.  

December position  
 

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

is 110.1; representing a continued decrease on the rate 
previously reported.  This sits within a confidence interval of 
105.4 – 115.1 and is statistically higher than expected. 
 

• The last 4 monthly HSMR positions have been within the 
nationally expected rate (as seen in the circled section in the 
graph to the right).  Ongoing extensive work on Mortality and 
HSMR is believed to be reflected within this fall. 

 

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

• The Trust SHMI for April 2016  to March 2017 is 108.89; a slight 
decrease from the previous reported quarter’s figure of 
110.02.  Whilst this figure is above the National Average of 100, 
it is within the official control limits. 

 

Actions 
• Monthly Mortality Review Group reviews all aspects of Learning 

from Deaths, Mortality and HSMR/SHMI data. 
 

• Standardised processes are now used to respond to any Outlier 
Alerts or identified concerns. 
 

• Structured Judgement Review methodology is being used 
increasingly for case series reviews in any areas of concern. 
 

• Work continues with Dr Foster to ensure HSMR data correctly 
identifies  number of ‘expected’ deaths. 
 

• The detailed  Learning from Deaths data is included in a 
separate report to Trust Board. 

HSMR: Emergency weekday and weekend  
October 2016  - September 2017 
Weekday HSMR: 110.1 
Weekend HSMR: 108.8 

SHMI: April 2016 to March 2017 
• SHMI: 108.89  (within expected range) 
• Adjusted for palliative care: 112.12 (within expected range) 
• In-hospital deaths: 106.61 (within expected range) 
• HSMR for the same period: 113.87 (within expected range) 

HSMR:   
October 2016 – September 
2017 
HSMR: 110.1 
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December position  
 

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

• Compliance has further deteriorated to 64.3%, significantly below the 90% target. 
The last 2 weeks of December were very challenging due to the operational 
pressures and a full hospital. 

• A total of 369 patients have been assessed, from a maximum of 574 eligible 
patients; similar in the number of patients requiring assessment for the last 6 
months. 

• The Trust Quality Improvement Plan contains an action to review the dementia 
screening process to ensure it fits with clinical practice, the aim being to achieve 
the national standard. 

• A Trust medical lead for Dementia is in the process of being identified. 
• The concerns about the consistently low performance have, again, been formally 

escalated to the Medical Director. 
• Performance data continues to be sent monthly to the Chiefs of Service to 

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

• There has been agreement that from February 2018 the completed and 
outstanding assessments will be viewed on the BedView System to aid 
compliance.  

 

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

• 100% of all eligible patients (76 in total) received a diagnostic assessment. 
 

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

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

* 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.  

Dementia compliance 
October 

2017 
November  

2017 
December 

2017 

Step 1 70.1% 
 

71% 
 

64.3% 

Step 2 100% 100% 100% 

Step 3 100% 100% 100% 
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Patient-Led Assessments of the Care Environment (PLACE) 
(Contract) 
• Patient-Led Assessments of the Care Environment (PLACE) are an annual self-assessment of non-clinical services which contribute to 

health delivered in the NHS in England.  
 

• The Trust PLACE assessments took place between 8th and 19th May 2017.  
 

• Following the assessment an action plan was compiled from all of the feedback received (111 items). 
 

• Of the items listed on the action plan, 8 were classified ‘fail’. The actions undertaken can be seen below. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
• The full action plan has been shared and all of the outstanding actions have been completed and closed. 

 

• Notification has been received notification that, following feedback nationally from volunteers and participants, the 2018 assessments will 
have some minor changes to the questions, notably the removal of access to TV/Radio and use of headphones. There has also been 
some additional ‘Not Applicable’ options to some questions. 
 

• There will be a 10 week notification period (extended from 6 weeks) allowing a longer period of time to recruit and prepare volunteers.  

E6 Bath/show er Fail Cleanliness
Dirty nappy left on side. 
Cleaning w as in process Review ed after PLACE assessment and no nappy 

w as found in the area. Raised w ith staff.
Closed

G4 Hoists Fail Cleanliness Hoist seen broken since 
September ?w hen repair

A new  hoist w as ordered and is now  in use by the 
w ard. The old hoist has been condemned and w ill 
be disposed of. 

Closed

G4 Fans Fail Cleanliness Fan dusty Dealt w ith on the day by FM Closed

G4 Floor Fail Cleanliness Floor in sluice room dirty 
(sluice room)

Dealt w ith on the day by FM Closed

F4
Radiators, heating panels 
and pipew ork Fail Cleanliness

Radiator used for clip 
boards Clip boards removed from radiators Closed

G7 Lighting Fail
Condition 
Appearance and 
Maintenance

One particular room felt 
darker, no natural light in 
toilet/ w ard corridor

It is an internal w ard area, light levels are w ithin the 
required lux parameters. Will continue to monitor. Closed

F5 Odours Fail
Condition 
Appearance and 
Maintenance

Other Relates to Utility room
The utility room is w here human w aste is disposed 
of so odours are not uncommon. The room is 
cleaned regularly and the odour monitored.

Closed

G7 Seating Fail
Condition 
Appearance and 
Maintenance

sofa in day room material
Review ed and is able to be w iped dow n. Will look 
to replace as funds allow Closed

64



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 26/01/2018 

C
ar

in
g 

– 
M

ix
ed

 S
ex

 A
cc

om
m

od
at

io
n 

Mixed Sex Accommodation (National) 

December position  
 

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

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

• The Trust year-to-date position is 8 occasions of non-clinically justified single sex accommodation breaches affecting 62 
patients.  Therefore, a total of 62 breaches. 
 

Clinically justified single sex accommodation breaches 
Target: Monitoring and reporting 
 

• There have been no clinically justified breaches in December. 
 

• Following a review of data previously reported through this report, a transcription error has been identified from October.  The year to 
date total is 3 clinically justified:  1 in July (AMU), 1 in September (CDU) and 1 in November (CDU). National reporting is correct as 
these are not required to be reported.  
 

• The Trust year-to-date total is 3 clinically justified single sex accommodation breaches. 
 

Facilities single sex accommodation breaches 
Target: Monitoring and reporting 
 

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

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

• Following the recent internal capacity issues and guidance from NHS England and NHS Improvement regarding management of 
mixed sex breaches during peak Winter pressures, the Trust has instituted weekly panels to ensure review of any potential 
breaches; reporting is continuing as previous.  Discussions have commenced with the CCG regarding the application of the 
guidance. 
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December position  
Target: Monitoring and 

reporting 
 

• A total of 31 complaints 
were received in 
December, an expected 
seasonal reduction from 
69 received in 
November.  
 

• Reporting per 1,000 
contacts is one month 
arrears; data for 
November equates to 
0.69 compared to 0.77 in 
October.  

   

• To date 19 complaints 
received in November 
have been responded to 
within the expected 
timeframe (30 working 
days).   
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Complaints (Contract and National) 
CSC Nov-17 Dec-17
CHAT 0 0

CSS 3 2
CORP 3 0

EMERGY 7 5

H&N 5 4

MED 4 7

MOPRS 3 2

MSK 14 4

RENTRA 1 0

S&C 12 3
W&C 10 4

TOTAL 62 31

Sent within 30 working days 19 31%

Sent after 30 working days 1 2%

Ongoing past 30 working days 28 45%

Ongoing still on target 14 22%

NOVEMBER 2017 UPDATE - Complaints

Green (Low risk) 3 10%

Yellow (Moderate risk) 26 84%

Amber (High risk) 2 6%

Red (Extreme risk) 0 0%

66



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 26/01/2018 

December position  
Complaint 
acknowledgment rate 
(national requirement) 
Target: Monitoring and reporting 
 
 

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

 

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

• The Trust received no  new 
notifications from the PHSO 
during December. 

 

Plaudits 
Target: Monitoring and reporting 
 

• The Trust received 795 
messages of appreciation 
during December.  
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Complaints (Contract and National) 

PHSO Total 
rec'd 

Under 
review Upheld Part 

upheld 
Not 

upheld 
2014-15 16 0 3 9 4 

2015-16 14 0 0 2 12 

2016-17 13 3 0 2 8 

2017-18 11 8 1 1 1 

Complaints Subjects - December 2017 

ACT Aspects of clinical treatment  13 41% 

AOS Attitude of staff 6 19% 

ADT Admission, discharge & transfer 6 19% 

APDELI Inpatient Appt Delays and 
Cancellations 1 3% 

TESTS Test results 1 3% 

PCARE Patient care 1 3% 

STATUS Patient status 1 3% 

ACCESS Access to treatment 1 3% 

APDELO Outpatient appt Delays and 
Cancellations 1 3% 

67



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 26/01/2018 

R
es

po
ns

iv
e–

 C
om

pl
ai

nt
s 

 
Complaints, PALS (Contract) 
December position  
 

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

expected reduction from 446 in November.  
 

Types of contacts (concerns) 
• 122 contacts involved concerns about care and treatment, 

compared to 134 in November.  
 

Types of contacts (other) 
• 258 of contacts related various elements including providing 

signposting or advice to visitors and support to the Overseas, 
Patient Services and Health Information. 

• 324 (85%) of all contacts were resolved within 5 working 
days. 

 

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

serious nature of the issues raised, compared to 8 in 
November. 

 

Trust-wide themes 
• Common themes through complaints and PALS include 

delays in treatment and communication (in particular at 
Ophthalmology, Urology and Orthopaedic). Concerns about 
the attitude of staff has also increased recently in all areas 
and the Complaints Team are continuing to offer customer 
care training in these areas. 

December - Trust wide themes Complaints PALS Total 
Aspects of Clinical Treatment 13 35 48 
Attitude of staff 6 19 25 
Communication 0 18 18 
Outpatient Delays & Cancellations 1 17 18 
Admission, discharge & transfer 6 7 13 
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Patient Moves and Outliers 
December position  
Target: <3 non-clinical moves after 2100 
 
• December was a very challenging month operationally due to a 

number of factors including flu and spikes in demand. 
• The Trust was OPEL 4 for 14 days and declared an internal 

critical incident over the weekend of the 15th December and again 
on the 28th December; this continued until the first week of 
January. 

• There were high numbers of reported Flu cases, 74 patients 
admitted at the peak of demand. 

• The need to isolate and cohort patients led to significant delays in 
being able to place patients in a timely way. 

• It also meant that a number of additional patient moves were 
necessary to ensure control of infection procedures could be met 
and patients were in the correct cohort areas. 

• As expected, the number of medical and MOPRs patients placed 
into surgical beds increased in December which was part of the 
Trust’s plan to create more acute medical bed capacity 

• An average of 27 escalation beds were in use during the reporting 
period; 3 more than the previous reporting period.  

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. 

Medical patient outliers 

Month No. Average 
per day 

Dec. ’17 3,478 112 
Nov. ‘17 3,207 107 
Oct. ‘17 2,859 74 
Sep. ‘17 2,221 56 
Aug. ‘17 2,594 84 
July ‘17 2,538 82 
June ‘17 2,382 79 
May ’17 2,708 87 
April ‘17 2,863 95 

Patient moves 

Month 
2100 - 0000 0001 - 0700 

No. Average 
per day No. Average 

per day 
Dec ‘17 114 3.9 163 5.6 
Nov. ‘17 107 3.8 97 3.5 
Oct. ‘17 138 4.5 137 4.4 
Sep. ‘17 121 4.5 96 3.6 
Aug. ‘17 158 5.3 131 4.4 
July ‘17 174 5.6 154 5.0 
June ‘17 235 7.8 140 4.7 
May ‘17 201 6.5 141 4.5 
April ‘17 230 7.7 89 3.0 
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National 
data 

Trust data 
December 

2017 
Inpatient and day cases 
• 96.8% recommend. 
• 0.8% not recommend. 
• 26.9% response rate against 

national average of 25.1%  

Emergency Department 
• 95.5% recommend. 
• 1.2% not recommend. 
• 15.2% response rate against 

national average of 12.9%. 

Outpatient Departments 
• 93.6% recommend. 

Maternity Services 
• 98.75% recommend. 
• 1.25% not recommend. 70
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Friends and Family Test Improving positive responses in ED, 
In-patient areas and maternity(National) 
December position  
 

Improving positive responses 
Emergency Department: 
 

• The reported satisfaction rate has increased to 
95.5% in December and continues to exceed the 
national benchmark of 87% in November, 
demonstrating a significantly higher patient 
satisfaction. 
 

• The number of patients who would not recommend 
the Emergency Department has remained consistent 
at 1.2% in December and remains significantly better 
than the national average of 7% in November. 
 

In-patient areas: 
 

• The reported satisfaction rate has increased slightly 
to 96.8% in December. This remains above the 
national average of 96% in November. 

 

• The number of patients who would not recommend 
In-patient areas has decreased slightly to 0.8%. This 
is below the national average of 2% in November. 

 

Maternity: 
 

• The number of patients who would recommend 
Maternity has remained constant at 98.75%. This 
remains consistently high against the national 
benchmark of 96%.  
 

• The percentage who do not recommend will continue 
to be monitored.  

Emergency Department satisfaction against 
national average 

Inpatient satisfaction against national average 
Maternity - Improving positive responses 

Month % recommend 
(positive) 

% not 
recommend 
(negative) 

Dec. ’17 98.75% 1.25% 

Nov. ’17 98.9% 1.1% 

Oct .’17 99.3% 0.3% 

Emergency Department - Improving positive 
responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

Dec. ‘17 95.5% - 1.2% - 

Nov. ‘17 94.4% 87% 1.2% 7% 

Oct. ‘17 96.3% 87% 1.4% 7% 

In-patient - Improving positive responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

Dec. ‘17 96.8% - 0.8% - 

Nov. ‘17 96.5% 96% 1% 2% 

Oct. ‘17 96.8% 96% 0.7% 2% 
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December position  
Target: Inpatient response rate target to be similar or above national 
average but not fall below 15%. ED response rate target to be 15% or 
statistically significant response rate  
 

• The in-patient response rate decreased slightly to 26.9% in 
December; it remains above the national average of 25.1%.  
 

• The Emergency Departments’ response rate increased 
significantly to 15.2% in December following an extensive focus 
within the department. This rate is higher than the national 
average of 12.9% and is above the 15% contracted target.  
 

• The department will continue to focus on the responses with the 
following actions; 
- Daily response counting reported to the patient experience 

team. 
- Nurse in charge focus on reminding staff to offer the survey. 
- Senior nursing monitoring of daily totals and ensuring staff are 

continuing to promote FFT. 
 

Outpatient Department (OPD) 
• There was an decrease in the number of responses seen in 

December, with the positive response rate remaining consistent 
at 93%. 

 

Actions and progress to date 
• Overall review and refresh via clinical leaders for all services. 

 

• Delivery of focused support to day case areas.  
 

• Preparation for new service provider April 2018.  W
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Inpatient responses against national 
average 

Emergency Department responses 
against national average 

Friends and Family Response rates 

Month 

Total response rate 
(responses / eligible patients) 

ED 
Target: 15% 

In-patient 
Target:  not fall below 15% 

Trust National 
average Trust National 

average 

Dec ‘17 15.2% 
1432/9409 - 26.9% 

1970/7330 - 

Nov ‘17 11.2% 
1088/9711 12.9% 29.6% 

2418/8156 25.1% 

Oct ‘17 10.6% 
1121/10539 12.7% 28.1% 

2345/8345 24.9% 
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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 
response rate has increased from 18.5% in November to 26.7% and has exceeded the 
target. 

• Please note the number of eligible women for questions 1 has not been received and is; 
therefore, unable to be reported.  However, this metric is no longer provided to NHS 
Improvement, this is also the case for questions 3 and 4. The overall response rate is 
above the National Average of 15% and remains consistently high in comparison to 
national average.  
 

Actions and progress to date: 
 

• Although Maternity response rate is above the national average, there has been a reduction 
in the responses to questions 3 and 4 in December. The management team will again 
reinforce the importance of data collection and include this within Maternity’s safety huddle.  
 

Response themes: The majority of responses are positive. 
 
Positive comments:  
 

The staff were fantastic, friendly. Kept me informed at all times. The care I received was 
outstanding. A lot of kindness and compassion. A very nice experience for a first time mum. 
The staff were always on hand whenever you needed them. All staff attentive and caring. We 
had great care at QAH. The midwives and surgical team were amazing 
 
Negative comments:  
 

• Delays in administration of pain killers – This  was identified as being on B7, service is 
currently reviewing drug round practice and process.  W
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Friends and Family Test – Maternity (National) 

Maternity Friends and Family questions 

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

Q2.  Intrapartum labour care. 

Q3.  Immediate postnatal care. 

Q4.  Postnatal care up to discharge to Health 
Visitors. 

Maternity Friends and Family response rates 

Q. Oct 2017 
 Nov 2017 Dec 2017 

1. 2.8% 
 

9.1% 
 N/A 

2. 28.3% 18.5% 26.7% 

3. 29% 23.4% 28.3% 

4. 9.4% 10.5% 7.5% 

Rate 9.8% 15.3% 17.1% 
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Performance Summary 
• A&E performance was 69.72% and 78.76% combined with St Marys Treatment Centre (against a revised improvement trajectory of 

84%) 
• Average type 1 attendances 309 per day compared to 293 in December last year. 
• The average number of medically fit for discharge patients (MFFD) reduced to 238/day compared to 255 in November. 
• 12 hour standard – there were 52 breaches of the standard ( 2 last month) reflecting the very difficult position of the hospital. 
• RTT standard 88.34% (against the maintenance trajectory of 90.8%) in addition to the planned reduction in orthopaedic elective 

treatments further patients were cancelled to maintain the safety of the hospital and this impacted on performance. 
• There was 1 breach of the 52 wk standard. This patient was offered treatment in November but has chosen to wait until January and 

has now been treated. 
• 7 of the 8 key national cancer standards were achieved. 62 day standard was not achieved provisional performance is 82.99% and 

exceeding improvement trajectory of 81.7% and expected to further improve when all treatments confirmed. 
• 6 wk Diagnostic standard performance was 99.03% and achieved (standard 99%) 
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RTT & Cancer Forecast November, December & January 
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Unscheduled Performance Against Key Indicators - December 
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December performance against the 4-hour A&E and 12 
hr Trolley Wait standards. 
• 4 hr standard performance was 69.72% (77.04% last month) 

for PHT and 78.76% with St Mary’s Treatment Centre 
performance included 

• There were 52 breaches of the 12 hr Trolley Wait Standard.( 2 
last month) 

• There were 2 critical incidents declared in December and 
diverts had to be put in place with UHS in mid-December over 
the New Year period. 

 
Contributing factors 
• QA type 1 attendances 309 per day and higher than 

December last year (293 up 1.9%). See graph comparing 
attendances from 18th December to 1st January. 

• In addition (see graph attendances by age range) there was a 
4.8% increase in attendances by over 65yr olds. 

• Arrival by ambulance of over 65 yr olds increased by 8.4% 
leading to an increased conversion rate to admission of 3% 
(see graph ambulance arrivals by age band) 

•  From Christmas / New Year period  admissions exceeded 
discharges by 233, leading to increased bed occupancy 
peaking at 99.5% even with 70 additional escalation beds 
open. (see graph admissions & discharges) 

• Compared to 2016 there were no days over the period where 
discharges were higher than admissions 

• Flu cases spiked with 70+ patients in hospital over New Year 
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Exception Report : A&E waiting time standard performance 
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Actions and progress to date 
• Elective surgery was further reduced in January to create additional bed capacity for medicine and MOPRS patients 
• Additional escalation capacity was opened including endoscopy and paediatric recovery over the New Year period 
• Elective commitments in medicine were stood down and resources switch to support inpatient ward rounds and support to ED 
• A command and control structure was put in place and the site was run in critical incident mode until Friday 19 January  
• All non-patient safety or patient flow meetings were cancelled 
• A ‘HIT’ team (Hospital Inpatient Team’ was created which compromised of senior nurse/therapist/pharmacist/management support 

to review patients in escalation areas such as endoscopy and recovery to ensure timely discharge 
• Additional support was put in place until 20.00 each weekday and all day at the weekends compromising of Directors/senior nurse 

and general/business managers to support the site team and flow 
• Additional medical support was put in place to support ED and the medical ward rounds at the weekends 
• Additional support was provided by corporate teams (finance & HR) to provide transfer teams to support timely patient moves 
 
Actions leading to a improved position 
• Delayed transfers of care reduced to 5.6% (8.2% last month) 
• The CCG agreed to spot purchase 20 additional patient placements 
• Super stranded meetings commenced in January to focus patients in hospital for over 21 days and are attended by all system 

partners, further analysis of this work is being undertaken 
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Exception Report : A&E waiting time standard performance 
R

es
po

ns
iv

e 
– 

U
ns

ch
ed

ul
ed

 C
ar

e 
 

26/01/2018 

79



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Exception Report: Referral to Treatment (RTT) 
December Performance against Incomplete RTT standard  
• Performance 88.34% (standard of 92% & trust trajectory 90.7%) 
• Total number of patients waiting increased by 159 to 32,009 
• Numbers waiting more than 18 weeks increased by 500 to 3,731 
• 2 less patients waiting more than 35 wks. 
• 1 breach of the 52 wk. maximum wait standard. 
Contributing factors 
• Significant reduction in elective activity due to unscheduled care 

pressures, 513 (9%) less patients treated than in December last year. 
This includes the planned reduction of orthopaedic activity and 
cancellation in advance to balance the overall safety of the hospital during 
internal critical incidents. 

• A total of 757 patients treatment did not go ahead as planned of these 135 
patients were cancelled for bed availability, 258 patients cancelled or did 
not attend treatment and 116 patients were not fit for surgery. 

• Breach of the 52 wk maximum waiting time standard due to re-validation 
of clock closes which has led to clocks being reopened, 1 patient declined 
treatment in November and has now been treated. 

Actions, progress to date and risks 
• Decisions to postpone patients treatment have been clinically reviewed 

and agreed by medical director or deputy with the surgical team. 
Treatment of urgent and cancer patients has been prioritised to reduce the 
clinical risk to patients of delay. 

• All patients waiting >38 weeks are reviewed on a named patient basis at 
the weekly assurance meeting to ensure plans are in place to treat 
patients as soon as possible and within 52 wk maximum standard. 

• Planning work to re-open the orthopaedic ward has commenced, including 
the additional unscheduled care improvements required in order to do this 
safely.  
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Exception Report: Referral to Treatment (RTT) cont. 
Actions, progress to date and risks 
• All specialties are reviewing performance and backlogs and working on 

plans to identify the capacity required to reduce waiting times and mitigate 
any risk of delays to patients. This includes specific focus on cardiology 
where capacity has been limited due to the use of cardiac day unit has 
lead to delays for patients receiving treatment and diagnostics. 

• In addition Cardiology are holding additional outpatient clinics during 
January and February focusing on long waiters and reducing outpatient 
waiting times which will improve performance as a high proportion of 
patients start treatment at first attendance. 

• Further opportunities to target specialties where there is a high clock 
closure wait at first attendance is being reviewed. 

• Where possible patients are being treated as day cases. 
• Outsourcing of orthopaedics has continued. 
• Use of 18 wk support to support endoscopy at weekends has continued. 
• Focus on treating cancer and urgent patients to minimise clinical risk.  
• Key risk is continued and unprecedented unscheduled care pressures 

with national directive to cancel all routine surgery. Use of endoscopy and 
theatre recovery as escalation areas has also impacted on day surgery in 
order to ensure urgent and cancer treatments continue. 
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Patients waiting longer than clinically determined date to be 
seen for an outpatient follow-up 
Patients waiting longer than clinically appropriate date to be 
seen 
Number of patients waiting more than 4 months past clinically 
appropriate date to be seen reduced to 3,810 (3,962 last month)  
Some patients continue to tip into the 2 year wait.  This snapshot shows 
9 patients waiting more than 2 yrs to be seen.  A patient tipping into 2 
years now triggers a communication with the lead clinician to have the 
patient assessed and appointment expedited as appropriate.   There 
has however been an overall reduction of 206 patients waiting more 
than a year since May. 
Contributing factors 
• Capacity constraints and the need to balance this between new, 

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

• Consultant vacancy in gastroenterology. 
• Patient compliance (cancellation and DNA) 
Actions,  progress to date and minimising risk of harm 
• Clinical harm review process has been developed supported by 

NHSI and continues. 
• Outcomes of the review of the gastroenterology patients will be used 

to inform joint working with commissioning colleagues supporting 
pathway redesign and potential to introduce other models of care, for 
example, patient led follow-up for some groups of patients to reduce 
future demand. 

• Gastroenterology is undertaking a review of capacity and potential 
solutions to both speed progress toward completing the clinical 
validation and reducing the waiting times overall (including new 
patients.) 
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Exception Report: Diagnostic 6 wk. referral to test standard 
December performance against the 6 wk. diagnostic standard 
Trust performance was 99.03% against the 99% diagnostic standard and  
improvement trajectory of 99.1%.  There were 61 breaches of the standard 
against a tolerance of 62. 
There were no patients waiting more than 13 wks.  
Contributing factors 
• There were 21 non-obstetric ultrasounds, 12 endoscopy, 10 MRI, 9 CT, 

breaches of the standard. 
• Unscheduled care pressures led to the cancellation of outpatient 

diagnostics to focus on inpatients where this would facilitate discharge. 
• The additional mobile CT scanner was not operational. 
• Permanent CT scanner failure for a short period, the majority of patients 

were rebooked in standard. 
Actions and progress to date 
• Continued significant unscheduled care pressures have led to use of 

the endoscopy unit as an escalation area which will result in further 
breaches of the standard in January. 

• A detailed recovery plan is being developed to include clinical support, 
endoscopy and cardiology to work through capacity shortfalls and 
mitigating actions to move the trust back to sustainable achievement of 
the standard. 

Risks 
• Continued use of cardiac day unit (CDU) and endoscopy as escalation 

beds. 
• Financial impact of use of locums and national clinical shortfall leading 

to inability to recruit substantively or to find locums within capped rates. 
• Histopathology clinical shortfall and inability to recruit substantively, 

with medium term planned sickness leading to reporting delays.  
• Demand greater than capacity for non-obstetric ultrasound and cardiac 

CT means performance continues to be a risk. 
• Cancellation of outpatient diagnostics to progress discharge of 

emergency inpatients. 
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Exception Report: Cancelled Operations 28 day Guarantee 

1/26/2018 

December Performance Cancelled Operations 28 day 
Guarantee  
• There were 4 urgent operations cancelled in December for non-clinical 

reasons, 3 urology patients cancelled due to list overrun and 1 
cardiology patient due to bed availability. None were cancelled a 
second time and all have been treated. 

• There were 5 breaches of the 28 day standard, all of the patients were 
initially cancelled due to ward or intensive care /high dependency bed 
availability and could not be treated within the 28 day standard, given 
the national directive to reduce treatment of routine inpatients and to 
reduce risk of further cancellation some of these patients now have 
dates in February and March. 

• 74 patients in total were cancelled on the day for non-clinical reasons in 
December. Of these 50%  (37 patients) were due to bed availability, it 
should be noted that due to unscheduled care pressures a further 100  
patients were cancelled in advance to provided capacity for emergency 
patients. This also impacted on RTT performance. 

Contributing factors 
• Patients cancelled in advance where practicable, and elective bookings 

reduced in anticipation of unscheduled care pressures. 
• Orthopaedic elective programme temporarily reduced to create capacity 

for frailty unit, however a further 24 patients were cancelled in this area. 
• The Trust declared internal incidents during December which increased 

the number of cancellations due to bed availability. 
Actions, progress to date and risks 
• Patients previously cancelled and subject to the 28 day standard are 

monitored at the weekly assurance meeting, however due to on-going 
pressures it has not been possible to rebook all patients. 

• Work has started to review safe restart of the elective programme. R
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Exception report:  Cancer Standards (provisional position) 

December provisional performance against national cancer standards and contributing factors ( national reporting 
deadline 5th February 2018 performance subject to change including additional shared breaches until submission deadline) 

• The Trust is currently forecasting achieving 7 of the 8 key national standards, provisionally 62 day first definitive treatment has not 
been achieved, however further treatments will be recorded as histology confirms whether patients who were treated had cancer, 
the improvement trajectory has been exceeded.  

• There were no breaches of the 104 day maximum wait standard. 
• The Trust has agreed an improvement trajectory for the 62 day standard supported by a detailed action plan to return to sustainable 

cancer delivery. (see below)  
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Exception report:  Cancer Standards continued 
 

1/26/2018 

December Performance 62 day first definitive treatment against recovery 
trajectory  (standard 85% trajectory 80.5%) 
December provisional performance 82.99%, and expected to exceed improvement trajectory 
(81.7%) once all treatments are confirmed.   
Actions and progress to date 
• Currently 120.5 patients treated compared to 131 in December last year.  
• Real time validation of breaches is taking place. 
• The total number of patients waiting on a 62 day pathway continues to improve and this 

reduced to 1,639 from 1,707 at the end of November. 
• The number breaching the standard increased to 86 from 48 as patients chose to delay 

investigations and treatments until after Christmas. 
• Lower GI have commenced clinically lead, Macmillan supported pathway design review to 

ensure every opportunity to shorten the time to confirmed diagnosis is optimised including 
sequencing of diagnostics. 

• The Trust has asked the intensive support team to review Trust processes and practice 
against national best practice to ensure opportunities to improve performance are 
maximised., scoping visit to take place in January. 

• All patients who have breached the 62 day standard are individually reviewed on a weekly 
basis and action taken to progress their pathway. 

On-going Risks 
• Diagnostic delays are improving but remain a concern in GI and ( much improved) in 

Urology.  
• Locum shortfall for lower GI both surgical and radiologist is impacting on capacity and 

therefore performance against standard, work ongoing to address. 
• Histopathology shortfall means that if multiple or late diagnostics are required the turnaround 

time for results is not fast enough to recover the lost time in pathway. 
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November  Provisional Performance against key Sentinel Stroke National 
Audit Programme (SSNAP) using DIY analysis toolkit: Reported in arrears 
• The Trust has provisionally achieved 7 of the 13 key measures for November (see 

table) based on 92 cases (clock starts)  
• Scan within 1hr: not achieved at 28.3% (standard 48%)  
• Direct Admission to Stroke Unit: not achieved, 35.9% (standard 90%) 
• Swallow screen ≤ 4hrs: not achieved, 65.2% (target 85%) 
• OT assessment within 72Hrs: not achieved, 85.9% (standard 90%) 
• Speech and language assessment within 72hrs: not achieved but improved £63.3% 

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

to ring-fence beds for acute Stroke patients and directly transfer patients from the 
Emergency Department to Stroke Unit within the 4hr target.  Stroke beds are now 
regularly used for non Stroke patients. 

• CT 1hr performance dropped as a result of less Thrombolysis cases in month (11) 
that follow a ‘straight to CT pathway’ compared to previous month (28). 

• The on-going shortfall of Speech and Language Therapist (SLT) resource across the 
pathway continues to impact on performance and patient outcomes, and the ability 
to provide dysphagia training to nursing staff.  

Actions and progress to date 
• Recovery Plan actions and delivery continue to be monitored through Stroke Leads 

meetings. 
• Investment proposal for additional B6 SLT declined, however support gained for 

temporary uplift of current B5 to support staff retention - progressing.  
• No interest received in Specialty Dr post but additional SHO support agreed within 

MOPRS to support early Front Door assessments/potential Thrombolysis patients.  
• B6 secondment to Stroke Specialist Nurse team commenced 20/11/17, to cover 

long-term sickness within the team. 87
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Finance and Use of Resources Metric R (Surplus)/Deficit R Cash A

Liquidity Capital   Servicing Overall Plan Actual Variance Plan Actual / Forecast Variance
Year to Date 4 4 4 In Month £k (1,965) 5,489 (7,455) Year to Date £k 2,400 4,224 1,824
Year End Forecast 4 4 4 Year to Date £k 23 28,859 (28,836) Year End Forecast £k 1,000 1,000 0

Income R Operating Expenditure R Capital G
Plan Actual Variance Plan Actual Variance Plan Actual / Forecast Variance

In Month £k (46,620) (42,945) (3,676) In Month £k 41,489 45,258 (3,769) Year to Date £k 6,679 7,301 (622)
Year to Date £k (417,617) (402,290) (15,327) Year to Date £k 389,128 402,460 (13,331) Year End Forecast £k 14,164 14,880 (716)

Cost Improvement Plans R Pay bill R Agency Cap R
Plan Actual Variance Year to Date £k Plan Actual Variance Ceiling Actual Variance

Year to Date £k 20,850 12,970 (7,880) Substantive 205,414 208,095 (2,681) Year to Date £k 10,885 16,301 (5,416)
Bank 11,455 14,697 (3,242)
Agency 7,841 16,301 (8,460)

224,710 239,093 (14,383)

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

The Trusts external reporting includes the monitoring of its agency 
staffing as a component part of temporary workforce costs. This 
covers in month costs and performance against agency caps. The 
rules require compliance against a ceiling set for total agency 
expenditure, the use of approved frameworks to procure all agency 
staff at rates set at or below the capped rates. Trust plans to reduce 
premium rate agency spend was set out in the revised plan presented 
to the Board in October but to date these have not materialised. The 
Trust has now set up a workforce steering group to oversee the 
agency reductions required.

The Trust has spent £7.3m of capital YTD. NHSI approved carry 
forward of unspent Capital Resource Limit (CRL) from 2016/17 
into 2017/18 and this is reflected in the CRL. The Trust has made 
representation to NHS Improvement in relation to concerns about 
the revised methodology for the calculation of the Trust's CRL.  
Discussions with NHSi are continuing in order to resolve this 
issue but remain outstanding at this time.

The forecast variance to plan reflects £0.9m A&E streaming 
funding less £0.2m net book value of disposal of assets.

The Finance and Use of Resources Metric came into effect from 
November 2016 and has 3 further metrics. The Trust’s overall rating at 
the end of the month is a ‘4’ and the end of year forecast is also a '4' (1 is 
the best on a scale of 1 to 4).  These metrics reflect the current liquidity 
issues the Trust is facing (NB  - the best overall use of resources score 
that a Trust scoring 4 on any individual metric can obtain is a 3). This 
does not reflect the new continued use of resources rating and the Trust 
is currently developing its reporting arrangements to reflect these 
changes.

The month 9 financial position shows a continuation of the significant levels of 
expenditure reported in previous months. Pay expenditure reduced by £0.5m 
from the previous month, more aligned to the forecast for the month. There 
remains a need for financial improvements to achieve the year end control 
total. The year to date deficit is now £28.9m against a planned deficit of 
breakeven. Of this £7m relates to the Sustainability and Transformation 
funding which the Trust will not be able to receive as a result of adverse 
financial and operational performance. The financial performance retains 
pressure on the Trusts forecast and recovery plan. Further improvements will 
be required to deliver the expected financial trajectory. A subsequent meeting 
with the Regulator will occur during January and details will be reflected in 
future finance reports.

The cash balance at 31st December was £4.2m including £2.4m of 
the £4.1m capital cash carried forward from 2016/17.  The target 
cash balance was therefore £3.4m compared to the plan balance of 
£2.7m.  The Trust drew down £5.0m of Interim Financing in December 
to supplement the working capital measures being used to manage 
the in-year cash position.

The Trust has submitted a request for interim financial support of 
£5.6m for January as per the mandate request approved by the Board 
in September and is in dialogue with NHSI regarding this. The January 
financial support was received in the week commencing 15/01/18.

The Trust is reporting an adverse variance against plan year to date of 
£15.3m against all forms of income.  The key components of this 
underperformance are SLA (clinical contractual) income (£9.5m) and 
Sustainability and Transformation Funding (£7m).  The SLA income 
variance is partially offset by planning reserves established to mitigate 
risk associated with growth assumptions contained within the income 
plan. The income position does assume Commissioner funding for the 
Frailty Intervention Team (£0.75m) and access to the AIC risk pool 
(£2.5m), after off-setting the increase in passthrough drugs. 

Pay expenditure was £14.4m adverse to plan year to date. The pay 
overspend links to a continued reliance on premium rate medical staff costs in 
both unscheduled and scheduled care to maintain capacity and safety. 
Planning assumptions were based on material reductions in premium rate 
agency costs in the course of the financial year which has not occurred to 
date. The Non-pay expenditure position is favourable to plan by £1.1m year to 
date, this includes a favourable reserve provision for cost/income pressures 
of £8.1m which contributes to offsetting the adverse income position. 
Outsourcing commitments to non-NHS providers exceeded planning 
assumptions by £3.6m in the year to date. The adverse variance to plan in 
month is higher now than earlier in the year due to the profile of expected 
improvements in the plan.

The Trust has approached its significant CIP challenge in 2017-18 
through a system wide view to improvement with partners across the 
whole health system. There remains in place a detailed programme of 
work to produce a forecast, including new recovery plans, for the 
remainder of 17/18. This work includes a full review of savings 
opportunties for the year.  The Trust response to the risks delivery has 
been set out in full within the revised plan presented to both the Board 
and NHSI. The delivery of savings, in particular those associated with 
workforce and agency costs, the use of unfunded extra capacity and the 
realisation of productivity and system benefits, have been materially 
impacted by the operational pressures reported elsewhere.
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Finance Report Month 9 2017/18 (Surplus)/Deficit R

In Month Year to date
Plan Actual Variance Plan Forecast Variance

£k £k £k £k £k £k

Surplus deficit - pre application of STF (622) 5,489 (6,112) Surplus deficit - pre application of STF 8,753 30,571 (21,818)
STF allocation (1,343) - (1,343) STF allocation (8,730) (1,712) (7,018)
Net (Surplus)/Deficit (1,965) 5,489 (7,455) (Surplus)/Deficit 23 28,859 (28,836)

In Month Plan Actual Variance Year to date Plan Actual Variance
£k £k £k £k £k £k

Income (46,620) (42,945) (3,676) Income (417,617) (402,290) (15,327)
Pay 24,917 26,816 (1,899) Pay 224,710 239,093 (14,383)

Non-Pay 16,573 18,443 (1,870) Non-Pay 164,418 163,366 1,052
EBITDA * (5,131) 2,314 (7,445) EBITDA * (28,489) 170 (28,659)
EBITDA % 11.0 -5.4 EBITDA % 6.8 0.0

Profit / Loss on Disposal of Fixed Assets - (15) 15 Profit / Loss on Disposal of Fixed Assets - 98 (98)
Interest Payable 1,593 1,611 (18) Interest Payable 14,148 14,190 (42)
Interest Receivable (3) (8) 4 Interest Receivable (29) (29) 0
Depreciation 1,478 1,516 (38) Depreciation 13,510 13,592 (82)
Adjustment for donated asset income (25) (30) 5 Adjustment for donated asset income (225) (243) 18
Impairments - - - Impairments - - -
Public Dividend Capital 182 156 26 Public Dividend Capital 1,639 1,604 35
Net (Surplus) / Deficit (1,906) 5,544 (7,451) Net (Surplus) / Deficit 555 29,383 (28,828)
Technical adjustment - donated assets (59) (55) (4) Technical adjustment - donated income (532) (524) (8)
Technical adjustment - IFRIC 12 - - - Technical adjustment - IFRIC 12 - - -
Performance against Control Total (1,965) 5,489 (7,455) Performance against Control Total 23 28,859 (28,836)

Surplus % 4.2 -12.8 Surplus % 0.0 -7.2
* EBITDA Earnings before Interest Taxation Depreciation and Amortisation

The tables below set out the summary Income and Expenditure account position for the Trust for the month of December and 
the year to date at this point. The key factors contributing to the adverse financial position are set out in the relevant sections of 
the report. The Trust has undertaken a number of pieces of work aimed at improving the in year income and expenditure trends 
as well as to inform the development of a financial sustainability plan going forward. This includes a detailed financial baseline 
review and the development of a schedule of efficiency opportunities to supplement existing plans, a comprehensive focus on 
grip, control and accountability arrangements, the strengthening of planning, monitoring, reporting and delivery, capacity and 
capabilities and targeted support for the most challenged areas. 

89



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Progress Report: Income 

26/01/2018 

En
ab

le
rs

 - 
Fi

na
nc

e 
Finance Report Month 9 2017/18 Income R

In Month Year To Date
Plan Actual Variance Plan Forecast Variance
£k £k £k £k £k £k

Total Income (46,620) (42,945) (3,676) Total Income (417,617) (402,290) (15,327)

In Month Year to Date
Plan Actual Variance Plan Forecast Variance
£k £k £k £k £k £k

Income Income
 SLA income (40,692) (37,897) (2,796)  SLA income - CCG (367,527) (358,033) (9,494)
 Private Patients (346) (219) (127)  Private Patients (3,115) (2,552) (563)
 RTA / Overseas (61) (132) 71  RTA / Overseas (564) (823)  259 
 Other income for patient care (90) (101) 12  Other income for patient care (809) (899)  91 
Income For Patient Care (41,189) (38,349) (2,840) Income For Patient Care (372,015) (362,307) (9,708)
 Education, Training and Research (1,667) (1,667) 0  Education, Training and Research (14,411) (14,420)  10 
 Income Generation (932) (1,107) 176  Income Generation (9,028) (9,063)  35 

 Non patient care services to other bodies (52) (53) 1
 Non patient care services to other 
bodies (577) (503) (74)

 Rental income from operating leases (145) (145) 0  Rental income from operating leases (1,326) (1,311) (15)
 Other Income (1,293) (1,622) 330  Other Income (11,531) (12,974)  1,443 
 STF (1,343)  0 (1,343)  STF (8,730) (1,712) (7,018)
Other Operating Income (5,432) (4,595) (836) Other Operating Income (45,602) (39,983) (5,620)

Total Income (46,620) (42,945) (3,676) Total Income (417,617) (402,290) (15,327)

The clinical income variance year to date is adverse to plan by £9.5m. There are several key factors contributing to this.  The NHSI plan was 
based on STP growth and demand planning assumptions before 3 CCG QIPP had been taken into account. The plan is then materially offset by 
reserves within non pay provided to undertake growth in activity. Additional income above the Expected Income Guarantee for the AIC contract 
has been assumed both in the year to date and the forecast positon. The income position reported includes access to the risk pool (including 
FIT) of £3.3m in the YTD and £4.3m full year. The Trust has not delivered its financial performance since quarter 1 in line with the requirements 
of the Sustainability and Transformation Fund (STF) and this accounts for an in-month income shortfall against plan of £1.3m. The cumulative 
shortfall for the year to date is £7m. Other income is ahead of plan by £1.4m, being made up of, FAB income £0.7m, provider to provider 
agreements £0.6m and the PAS upgrade charged to the IOW of £0.1m. We were notified in late December that we have been allocated £1.4m 
of winter funding against Tranche 1, and a further £0.4m against Tranche 2. Neither of these allocations was accrued for in the month 9 position, 
but has been taken into account against the year end forecast. 
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Finance Report Month 9 2017/18 Operating Expenditure R

In Month Year To Date
Plan Actual Variance Plan Forecast Variance

£k £k £k £k £k £k
Pay 24,917 26,816 (1,899) Pay 224,710 239,093 (14,383)

Non Pay 16,573 18,443 (1,870) Non Pay 164,418 163,366 1,052
Operational Costs 41,489 45,258 (3,769) Operational Costs 389,128 402,460 (13,331)

In Month Year To Date
Plan Actual Variance Plan Forecast Variance
£k £k £k £k £k £k

Pay Pay
 Medical and Dental 7,973 8,590 (617)  Medical and Dental 72,258 76,705 (4,448)
 Nursing & Midw ifery 10,133 10,702 (569)  Nursing & Midw ifery 91,796 95,513 (3,717)
 Scientif ic 4,130 4,206 (76)  Scientif ic 37,039 37,395 (355)
 Administrative & Ancillary 3,393 3,287 106  Administrative & Ancillary 30,258 29,093 1,165
 Pay reserves 127 - 127  Pay reserves 1,130 - 1,130
 Pay savings target (934) (65) (869)  Pay savings target (8,622) (473) (8,149)
Apprentice levy 95 96 (2) Apprentice levy 852 861 (9)

 Total Pay 24,917 26,816 (1,899)  Total Pay 224,710 239,093 (14,383)
Non-Pay Non-Pay
 Drugs & Medical Gases 5,507 5,569 (62)  Drugs & Medical Gases 49,054 50,623 (1,569)
 Supplies and Services - Clinical 4,572 4,436 136  Supplies and Services - Clinical 40,795 41,056 (261)
 Supplies and Services - General 165 200 (35)  Supplies and Services General 1,512 1,528 (16)
 Establishment Expenses 405 369 37  Establishment Expenses 3,564 3,435 129
 Consultancy Services 1,113 395 718  Consultancy Services 1,580 1,133 447
 Transport Expenses 40 51 (11)  Transport Expenses 351 435 (83)
 Premises 1,184 1,158 26  Premises 10,446 10,120 326
 PFI Operating Costs 2,571 2,578 (7)  PFI Operating Costs 22,173 21,942 231
 CNST Premium 1,848 1,848 (0)  CNST Premium 16,635 16,635 (0)
 Auditors remuneration 8 11 (2)  Audit fees 79 77 2
 Education and Training 178 137 41  Education and Training 1,371 1,000 371
 Services from Other NHS Bodies 272 304 (32)  Services from Other NHS Bodies 2,675 3,070 (395)
 Purchase of Healthcare from Non NHS provider 720 1,157 (437)  Purchase of Healthcare from Non NHS provider 6,661 10,217 (3,556)
 Non pay reserves (617) 156 (773)  Non pay reserves 12,276 1,428 10,847
 Non Pay savings target (1,522) - (1,522)  Non Pay savings target (5,998) - (5,998)
 Other Non Pay 129 74 54  Other Non Pay 1,241 666 575

 Total Non-Pay 16,573 18,443 (1,870)  Total Non-Pay 164,418 163,366 1,052
Total Expenditure 41,489 45,258 (3,769) Total Expenditure 389,128 402,460 (13,331)

The pay variance year to date is £14.4m adverse to plan. Pay costs saw a reduction over the previous 2 months average (£27.1m) of £0.3m, with 
temporary staffing reducing by £0.4m (agency £0.2m, Bank and locum costs £0.2m). Substantive costs slightly rose in the month due to the cost of 
bank holiday enhancements. There remains a continued reliance on premium rate staff costs in unscheduled and scheduled care to maintain capacity 
and quality. This includes additional temporary medical and nursing staff in the provision of escalation capacity on wards (£2.2m adverse variance), in 
medical staffing (£2.3m adverse variance) and in external capacity in unfunded further assessment beds (£0.7m adverse variance). Further 
improvements to the control environment relating to pay expenditure have been introduced across the Trust and will continue to be developed in line 
with the output of a detailed programme of work. Non-pay is favourable to plan by £1.1m year to date, this includes a favourable net reserve provision 
for cost pressures and activity of £8.1m. Drug costs are £1.6m adverse to plan which correlates with the equivalent clinical income. Outsourcing 
commitments to non-NHS providers exceeded planning assumptions by £3.6m. This is mainly effecting Orthopaedics (£2m adverse variance) and 
Gastro (£1m adverse variance). Both services have identified a sustained reliance on additional capacity to maintain RTT performance. 
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Finance Report Month 9 2017/18 Cash A

Year To Date Year End Forecast
Plan Actual Variance Plan Actual Variance

£k £k £k £k £k £k
Cash Balance 2,400 4,224 1,824 Cash Balance 1,000 1,000 -

Year to Date Year End Forecast
Plan Actual Variance Plan Forecast Variance

£k £k £k £k £k £k
Operating Surplus 15,204 (13,515) (28,719) Operating Surplus 29,894 (17,197) (47,091)
Depreciation 13,124 13,592 (468) Depreciation 17,500 18,282 782

Other Non Cash I&E Items (414) (243) (171) Other Non Cash I&E Items (552) (300) 252
Movement in Working Capital (2,524) 11,765 (14,289) Movement in Working Capital (8,391) 15,243 23,634
Provisions - - - Provisions - - -

Cashflow from Operations 25,390 11,599 (43,647) Cashflow from Operations 38,451 16,028 (22,423)
Capital Expenditure (7,678) (8,558) 880 Capital Expenditure (14,464) (15,319) (855)
Cash receipt from asset sales - 40 (40) Cash receipt from asset sales - 40 40

Cashflow before financing 17,712 3,081 (14,631) Cashflow before financing 23,987 749 (23,238)
PDC Received - - - PDC Received - 855 855
PDC Repaid - - - PDC Repaid - - -
Dividends Paid (997) (1,088) 91 Dividends Paid (1,994) (1,335) 659
Interest on Loans, PFI and leases (14,109) (13,748) (361) Interest on Loans, PFI and leases (18,735) (18,914) (179)
Interest received 33 30 3 Interest received 38 38 -
Capital element of PFI payment (5,154) (4,845) (309) Capital element of PFI payment (6,876) (6,435) 441
Donated Capital Receipts 225 243 (18) Donated Capital Receipts 300 300 -
Draw dow n on debt - 15,754 (15,754) Draw dow n on debt - 21,355 21,355
Repayment of debt (410) (410) - Repayment of debt (820) (820) -

Cashflow from financing (20,412) (4,064) 16,348 Cashflow from financing (28,087) (4,956) 23,131
Net Cash Inflow / (Outflow) (2,700) (983) (1,717) Net Cash Inflow / (Outflow) (4,100) (4,207) (107)
Opening Cash Balance 5,100 5,207 (107) Opening Cash Balance 5,100 5,207 107
Closing Cash Balance 2,400 4,224 1,824 Closing Cash Balance 1,000 1,000 -

The cash balance at 31st December was £4.2m including £2.4m of the £4.1m capital cash carried forward from 2016/17.  The target cash 
balance was therefore £3.4m compared to the plan balance of £2.7m.  The Trust drew down £5.0m of Interim Financing in December to 
supplement the working capital measures being used to manage the in-year cash position.

The Trust has submitted a request for interim financial support of £5.6m for January and £4.3m for January as per the mandate request 
approved by the Board in September and is in dialogue with NHSI regarding this. The January financial support was received in the week 
commencing 15/01/18.

The cash balance at 31st December includes £2.4m of capital cash carried forward 
from 2016/17 and reflects improved working capital position compared to plan 
(increase in creditors, decrease in debtors).

The cash forecast at present materially reflects the forecast I&E deficit of £36.8m.  It includes 
January financial support and assumes no repayment of any interim financing in 2017/18. The 
Trust has accessed interim financial support through agreement with NHS Improvement to assist 
with the management of the liquidity and cash position. As part of the Trusts year end forecast 
review we are developing a supporting cash forecast. 
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Finance Report Month 9 2017/18 Capital G

Year To Date Year End Forecast
Plan Actual Variance Plan Forecast Variance

£k £k £k £k £k £k
Capital Balance 6,679 7,301 622 Capital Balance 14,164 14,880 716

Year to Date Year End Forecast
Plan Actual Variance Plan Forecast Variance

£k £k £k £k £k £k
Medical Equipment Replacement 1,851 1,807 (44) Medical Equipment Replacement 6,366 5,786 (580)

Information Technology 273 1,078 805 Information Technology 1,144 1,632 488
Service Investment 201 201 - Service Investment 849 331 (518)
To be allocated - - To be allocated - 610 610
Total excluding MES 2,325 3,086 761 Total excluding MES 8,359 8,359 -
Medical Equipment Replacement via MES IFRIC 4 - - - Medical Equipment Replacement via MES IFRIC 4 - - -
Service Investment via MES IFRIC 4 - - - Service Investment via MES IFRIC 4 - - -
Capital expenditure excluding IFRS 2,325 3,086 761 Capital expenditure excluding IFRS 8,359 8,359 -
IFRS Capital Expenditure 4,354 4,354 - IFRS Capital Expenditure 5,805 5,805 -
A&E Streaming (PDC Approved by DH in July) - - - A&E Streaming (PDC Approved by DH in July) - 855 855
Disposals and Transfers - - - Disposals and Transfers - - -
Donated Assets 225 243 18 Donated Assets 300 300 -
Gross Capital expenditure including IFRS 6,904 7,683 779 Gross Capital expenditure including IFRS 14,464 15,319 855
Less donated additions (225) (243) (18) Less donated additions (300) (300) -
Disposals and transfers - (139) (139) Disposals and transfers - (139) (139)

- -
Charge against CRL Inc. IFRS impact 6,679 7,301 622 Charge against CRL Inc. IFRS impact 14,164 14,880 716

The 17/18 Capital Programme remains severely challenged at £4.2m 17/18 capital and £4.1m carried forward from 2016/17.  The Trust continues to liaise with NHSI 
colleagues over the methodology for calculating capital cash sources.  The Capital Priorities Group (CPG) reviewed capital requirements and recommended a 
programme to the Board which was approved at the September Board meeting.  The CPG continues to monitor progress against the plan and consider identified re-
prioritisation requests.  DH has confirmed PDC of £0.9m for the A&E Streaming project.

Risks

The Trust has spent £7.3m of capital YTD. NHSI approved carry forward of unspent Capital Resource Limit (CRL) from 2016/17 into 
2017/18 and this is reflected in the CRL. The Trust has made representation to NHS Improvement in relation to concerns about the 
revised methodology for the calculation of the Trust's CRL.  Discussions with NHSi are continuing in order to resolve this issue but 
remain outstanding at this time.
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Performance Theme 
 

• The total workforce capacity decreased by 124 FTE to 7061 FTE in December 17 and is 189 FTE over the funded establishment. 
 
• The temporary workforce capacity decreased by 62 FTE to 536 FTE in December 17 and comprises 7.6% of the total workforce 

capacity. This is an decrease in comparison to November 17.  
 
• The evidence collected for December 17 indicates that overall staffing levels have decreased from 106.8% to 100.1% compared to 

planned levels. 
 

• The evidence collected for December 17 indicates that overall CHPPD is 4.8 hours for RNs. This is a decrease in comparison to the 
previous month and 2.5 for HCSWs for PHT This was also a decrease in comparison to previous month. 
 

• 67% of front line staff have received flu vaccination. 
 
• Appraisal compliance has decreased and currently records at 77.8% in December 17 and remains below the 85% target. 

 
• Essential skills compliance increased to 91%, and continues to record above the 85% target. 
 
• Sickness Absence Rate (12 month rolling average) maintained 3.8% in November 17 and remains above the target. In-month sickness 

absence increased to 3.8% in November 17 and is above the target. 
 

• Turnover Rate (12 month rolling average) maintained at 12.4% in December 17 and remains above the target. 
 

• No whistleblowing and safeguarding referrals were received in December 17. 1 NMC Professional Registration Referral was received. 
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Where we want to be: targets and benchmarks 
Target: Establishment of 6,596 FTE, with target of substantive staff in post at 100% of 

establishment 

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

anticipated activity growth and patient demand in 17/18. 
• Total workforce capacity is the sum of the substantive establishment plus 

the temporary workforce. 
• Temporary workforce capacity is the sum of the bank and agency workforce. 
Trends and Patterns 
• The funded establishment has increased by 9 FTE to 6872 FTE for 

December 17. This has increased by 77 FTE since April 17. 
• The total workforce capacity decreased by 124 FTE to 7061 FTE in 

December 17 and is 189 FTE over the funded establishment. 
• Substantive workforce capacity has decreased to 6525 FTE in December 

17. 
• The temporary workforce capacity decreased by 62 FTE to 536 FTE in 

December 17 and comprises 7.6% of the total workforce capacity. This is an 
decrease in comparison to November 17. 

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

vacancies across all areas and to staff escalation areas that have opened. 
• Bank and agencies struggled to fill unfilled shifts at the end of December 17 

which has contributed to the reduction in temporary FTE seen in December 
17. 

Actions and progress to date 
• Workstreams are in place to switch off high cost temporary staffing and to 

recruit to these positions substantively. 
• Weekly monitoring of the temporary workforce usage and expenditure which 

is shared regularly with teams across the organisation to support their 
decision making. 

CHAT  

Clinical Support  

Emergency  

Head & Neck  

Medicine  

MOPRS  

Musculo-skeletal  

Renal  

R&D  

Surgery & Cancer  

Women's & Children's  

Corporate Functions  

Total Trust  

48 389

28 1277
75 547

392
123 755
120 581

31

536 7061

18 299
0 85
23 605
35 724
11 560

Temporary Total Workforce
Workforce Capacity FTE

13 774

CHAT 

Clinical Support 

Emergency 

Head & Neck 

Medicine 

MOPRS 

Musculo-skeletal 

Renal 

R&D 

Surgery & Cancer 

Women's & Children's 

Corporate Functions 

Total Trust 

Funded 
Establishment

Vacancies

757 -4

361

Substantive

632

1324 75
472 0

761
1249
472

500 40
371 30

460
341

393 32
729 97

285 4281
91 85 6

576 549 26

594 583 11
708 689 19

Substantive Staffing FTE

6872 6525 347

Staff Groups Funded 
Establishment Substantive Vacancies Temporary

Total 
Workforce

Medical and Dental 972 930 -42 70 1000
Registered Nursing 2325 2051 -274 235 2286
Non Reg Nursing 922 945 23 186 1131
Scientific & AHP 1412 1364 -48 37 1400
Admin & Clerical 1318 1235 -84 10 1244
Pay Savings Target -77 0 77 0 0
Total Trust 6872 6525 -347 536 7061

Full Time Equivalents (FTE)
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Where we want to be: targets and benchmarks 
Target: Planned staffing levels are 100%, planned skill mix 70.4% RN:29.6% 

HCSW ratio 

Trends and Patterns 
The evidence collected for December 17 indicates that overall 
staffing levels have decreased from 106.8% to 100.1% compared 
to planned levels. The skill mix for December increased to 66% 
Registered Nurses (RNs)  with 34% for Health Care Support 
Workers (HCSWs). With regards to average fill rate for Registered 
Nurses, had seen nearly a 5% reduction in – month. 
Root Cause analysis and insights 
Increase in turnover and vacancy in some CSCs. Supported by 
the temporary workforce. Although shortfall in NHSP provision 
over Christmas period being investigated. Continue to have 
significant escalation areas open which is also increasing demand 
of staffing. 
Actions and progress to date 
Recruitment continues locally, nationally and internationally. Plan 
for International Recruitment bi-monthly in 2018.  Approval given 
to recruit Band 4’s internationally as well. 

Registered 
Nurses HCSW

% %
Jan-17 93.0% 113.5% 70.4% : 29.6% 66.0% : 34.0%
Feb-17 92.5% 115.7% 70.4% : 29.6% 65.5% : 34.5%
Mar-17 93.7% 118.3% 70.0% : 30.0% 64.9% : 35.1%
Apr-17 93.5% 125.7% 70.3% : 29.7% 63.8% : 36.2%

May-17 94.4% 127.9% 70.2% : 29.8% 63.5% : 36.5%
Jun-17 93.7% 127.6% 70.1% : 29.9% 63.3% : 36.7%
Jul-17 92.8% 127.5% 69.9% : 30.1% 62.8% : 37.2%

Aug-17 91.8% 127.7% 69.9% : 30.1% 62.5% : 37.5%
Sep-17 93.6% 124.3% 69.8% : 30.2% 63.5% : 36.5%
Oct-17 98.6% 124.0% 69.2% : 30.8% 64.1% : 35.9%
Nov-17 100.6% 120.7% 69.2% : 30.8% 65.1% : 34.9%
Dec-17 95.2% 111.0% 69.4% : 30.6% 66.0% : 34.0%

RN:HCSW RN:HCSW

Actual Staff Numbers and Skill Mix

Skill Mix

Planned Actual

Average Fill Rate

P A % P A % P A %

18297 17426 95.2% 8086 8976 111.0% 26383 26402 100.1%

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

Registered Nurse Healthcare Support Worker Combined
P

233101 230289

A %

99%

Planned vs Actual Staff Hours (Day and Night)

Combined RN & HCSW figure

Queen Alexandra Hospital

NHS Choices
These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

P A % P A %

92667 85128 91.9% 43408 45847 105.6%

Planned vs Actual Staff Hours (Day)

Registered Nurse Healthcare Support Worker
NHS Choices

These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

Queen Alexandra Hospital

P A % P A %

69403 66608 96.0% 27623 32706 118.4%

Registered Nurse Healthcare Support Worker

Planned vs Actual Staff Hours (Night)
NHS Choices

These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

Queen Alexandra Hospital
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Where we want to be: targets and benchmarks 
Target: The compliance target for Appraisals is 85%  

Trends and Patterns 
• Appraisal compliance has decreased and currently records at 77.8% in December 17 

and remains below the 85% target. 
• Large acute trusts within the local area for November 17 have an average appraisal 

compliance rate of 84.9%. PHT is below the local average. 
Root Cause analysis and insights 
• In December 17, the 85% appraisal target has been met by CHAT, Clinical Support 

and Research & Development and Surgery and Cancer CSC. 
• For the majority of CSCs, the appraisal compliance has maintained at similar levels to 

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

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

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

Trends and Patterns 
• Essential skills compliance increased to 91%, and continues to record above the 85% 

target. 
Root Cause analysis and insights 
• Overall Safeguarding Children compliance (All Levels) is currently at 90.9% and is 

above the 85% target. Level 2 has increased to 92.6%. Level 3 currently records at 
81.7% 

• Fire Safety (face to face training) increased to 75.4%. 
• Information Governance Training has increased to 93.6% 
Actions and progress to date 
• The L&D team are highlighting staff who are out of date with 3 or more essential 

skills.  Chiefs of Service are being provided with regular information on Medical and 
Dental compliance to help meet the requirements of the CQC Action Plan. Es
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TARGET
CHAT 86.8%  90.8% 

Clinical Support 87.2%  94.7% 

Emergency 64.0%  87.9% 

Head & Neck 76.3%  89.4% 

Medicine 67.8%  86.8% 

MOPRS 56.5%  89.8% 

Musculo-skeletal 68.6%  88.2% 

Renal 77.8%  90.5% 

R&D 89.7%  96.0% 

Surgery & Cancer 85.2%  89.9% 

Women's & Children's 83.6%  92.2% 

Corporate Functions 72.9%  94.9% 

Total Trust 77.8%  91.0% 

Appraisals & Essential Sklls
Appraisals Essential Skills

85% 85%

Staff Groups Appraisals % Essential 
Skills %

Medical and Dental 97% 86%
Registered Nursing 71% 91%
Non Registered Nursing 72% 87%
Scientific & AHP 82% 95%
Admin & Clerical 77% 97%
Total Trust 78% 91%

Compliance (%)
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New Apprenticeships & Care Certificates Achieved 

26/01/2018 

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

end of 2017/18. 
Trends / Patterns:  3 new apprenticeships started in December 2017 giving us a total of 
77 which is much lower than the 125 recruited by the same stage in the previous financial 
year. Changes in guidelines and funding are cited as the reason for this difference. 
However, HEE reporting indicates that PHT have recruited more apprentices than other 
organisations in the region. 
Root cause analysis / insights 
Apprenticeship Categories: 
   49  Business & Administration (3 of whom started in December) 
   16   Healthcare Support Worker 
     8   Healthcare Science Assistant 
     2   IT, Software, Web and Telecoms Professionals 
     1   Infrastructure Technician 
     1   Team Leader / Supervisor 
Actions / Progress to date:  Learning and Development continue to meet with CSC 
management teams to promote Apprenticeships in the workplace. 

1% 

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

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

Trends / Patterns:  In December there were 19 staff due to complete within 6 months of 
their start date, 16 of whom did so, giving us a rate of 84%.  This is a slight drop on the 
great success of the previous 2 months. This needs to be rectified if we are to 
significantly improve the rate of staff completing within 12 weeks. 
Root cause analysis / insights: 
All 3 staff members that did not complete within 6 months are still yet to do so.  The 3 are 
all from Medicine CSC (although it should be noted that 14 of the 19 staff due to 
complete this month were based in Medicine CSC). 
Actions / Progress to date: Compliance will continue to be addressed through the 
Nursing & Midwifery Professional Forum.  Learning & Development’s  e-mail reminder 
system  continues to be used. 

New Apprenticeships 

Care Certificate achieved within 6 
Months 

Care Certificates currently in progress: 105     
On target to achieve: 94 (90%)      
Target already breached: 11 (10%) 

77 

 84% 
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Where we want to be: targets and benchmarks Target: < 10% 

Trends and Patterns 
• Turnover Rate (12 month rolling average) has maintained a position at 12.4% in 

December 17 and remains above the target. 
• In-month turnover rate has decreased to 0.8% in December 17 and is below 

target. 
• The Stability Index Rate is a measure that indicates how well the organisation 

retains its experienced staff who have greater than 1 years length of service. The 
latest data available is October 17 on the national database. The trusts stability 
index rate currently records at 86.4% which is above the recommended target of 
85%, but lower in comparison to the national large acute trust average which 
recorded at 87.9% in the same reporting period. 

Root Cause analysis and insights 
• All CSCs rolling 12 month turnover increased in month with the exception of 

CHAT, Clinical Support, Medicine, MOPRS and Surgery and Cancer CSCs who 
have maintained their turnover position. 

• Only Head and Neck annual rolling turnover rate is below the 10%  target. 
• Medicine CSC have the highest annual rolling turnover rate at 16.2%, despite a 

small reduction in-month, this is consistent with the previous reporting period. 
Actions and progress to date 
• Focus on inductions for staff. 
• Focus on role clarity and objectives for all staff. 
• Review of National Staff Survey results and action planning. 
• Focus on staff development. 
• Focus on managing staff attendance. 

TARGET
CHAT 0.9%  10.6% 

Clinical Support 1.0%  13.7% 

Emergency 1.1%  13.3% 

Head & Neck 0.8%  9.7% 

Medicine 0.7%  16.2% 

MOPRS 0.7%  13.2% 

Musculo-skeletal 1.0%  12.4% 

Renal 0.6%  10.3% 

R&D 2.4%  13.1% 

Surgery & Cancer 0.9%  11.7% 

Women's & Children's 0.9%  10.1% 

Corporate Functions 0.2%  12.1% 

Total Trust 0.8%  12.4% 

Turnover rate
In month Rolling 12 months

10% 10%

PHT Large Acute 
Trust Average

TARGET >85% >85%
Stability Index Rate % 86.4% 87.9%

Stability Index Rate %

TARGET
Medical & Dental 0.2%  5.3% 

Nursing & Midwifery 0.9%  13.5% 

STT 1.2%  13.1% 

Admin 0.7%  14.0% 

Estates & Ancillary 0.0%  24.1% 

Total Trust 0.8%  12.4% 

Turnover rate
In Month Rolling 12 Months

12% 12%
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Where we want to be: targets and benchmarks Target: < 3% 

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

November 17 and remains above the target. The in-month sickness absence 
rate in November 17 increased to 3.8% 

• The latest data available on the national database is September 17. The trusts 
in-month sickness absence rate currently records at 3.4% in September 17, this 
is above the internal target of 3% however it records lower in comparison to the 
national large acute trust average which recorded at 4.1% in the same reporting 
period. 

Root Cause analysis and insights 
• MOPRS, Renal and Women and Children CSC have the highest rate of in 

month sickness absence.  
• Majority of the CSCs, with the exception Medicine CSC are above the in-month 

3% target in November 17. 
Actions and progress to date 
• HR Manager identified to specifically work with CSCs to reduce sickness 

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

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

Occupational Health and Safety Report 
• There were 4 RIDDOR incidents reported in November 17.  
• The were 24 sharps injuries reported in November 17. These were reported 

within CHAT, Clinical Support, Emergency Care, Head and Neck, Medicine, 
MOPRS, Renal, Women and Children, Surgery and Cancer and Bank 

TARGET
CHAT 4.2%  4.7% 

Clinical Support 4.1%  3.5% 

Emergency 3.5%  4.2% 

Head & Neck 4.0%  3.1% 

Medicine 2.7%  3.3% 

MOPRS 7.9%  5.9% 

Musculo-skeletal 3.7%  4.0% 

Renal 6.0%  5.4% 

R&D 3.8%  5.4% 

Surgery & Cancer 3.1%  2.7% 

Women's & Children's 4.3%  5.0% 

Corporate Functions 3.1%  2.6% 

Total Trust 4.1%  3.8% 

Sickness Absence rate
In Month Rolling 12 Months

3% 3%

TARGET
Medical & Dental 1.1%  1.1% 

Nursing & Midwifery 5.1%  5.0% 

STT 4.5%  3.5% 

Admin 3.7%  3.4% 

Estates & Ancillary 1.2%  0.4% 

PHT Total 4.1%  3.8% 

Sickness Absence rate
In Month Rolling 12 Months

3% 3%
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Flu Campaign 
• 67% front line staff vaccinated – CQUIN target 70% by 31 March 2018 
• 65% achievement gives the Trust 75% of the CQUIN payment 
• Head and Neck is the lowest performing CSC with regard to flu with 61.5% uptake   
• CSC senior teams have had an updated staff list in the last week to approach their front line staff  
• 17 January 2018 letter to go to all those not approached to be vaccinated from the Medical Director stressing the importance of having the 
vaccine 
• 1 February 2018 appointment letter to go to all those who have still not responded inviting them to a vaccination appointment in Occupational 
Health 
•  All workplace vaccinators have been contacted week commencing  8th January to approach staff to be vaccinated 
• There have been 400+ hospitalised cases of flu this season within PHT 50 in the hospital on 10th January 18 
• Well done to CHAT CSC who have vaccinated 72.1% Emergency Medicine CSC, 70.4% and Women and Children CSC, 72% 
• 66.8% of medical staff vaccinated and 67.8% Registered Nurses have been vaccinated 
 

Staff vaccinated Status 

  

        

CSC Vaccinated Declined Contraindicated 
Not 
responded Headcount 

% 
Vaccinated 

% 
Declined 

CHAT CSC 604 125 7 94 830 72.8% 15.1% 

Clinical Support CSC 937 106 10 328 1381 67.8% 7.7% 

Corporate Functions 101 6 1 35 143 70.6% 4.2% 

Emergency Care CSC 354 22 6 119 501 70.7% 4.4% 

Head and Neck CSC 251 59 4 94 408 61.5% 14.5% 

Medicine CSC 441 20 3 214 678 65.0% 2.9% 

MOPRS CSC 327 11 3 160 501 65.3% 2.2% 

Muscular Skeletal CSC 236 27 4 99 366 64.5% 7.4% 

Renal CSC 193 22 5 83 303 63.7% 7.3% 

Research and Developmt Division 57 3 

 

27 87 65.5% 3.4% 

Surgery and Cancer CSC 392 36 3 195 626 62.6% 5.8% 

Women's and Children's CSC 574 59 5 149 787 72.9% 7.5% 

Total 4467 496 51 1637 6651 67.0% 7.4% 
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Workplace Wellbeing 
  
In recognition of the huge pressure staff are under during this busy period and ongoing with regard to work pressures. Health Safety and 
Wellbeing Service have: 
  
 120 staff trained in resilience since April 2018 and have established additional resilience training sessions from April 2018 for all staff 
 Identified resources within the team to facilitate additional stress awareness sessions within departments 
 Established sessions to train staff in WRAP (Wellness Recovery Action Plan) – a self designed prevention and wellness process to help 

staff to stay well and make their life the way they want it to be – a facilitated 3 hour session available for all staff through ESR 
 Developing junior mental health nurse to help with WRAP training and simple mental health referrals for staff across the Trust to widen 

service provision 
 One counselling session per day now made available for staff in case of emergency 
 Run a stand in B level restaurant for wellbeing with a focus on mental health in January 2018 
 Back Care awareness session for all staff being run  by the manual handling team on 23 January 2018 
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Whistleblowing / Safeguarding / Professional Registration 
• 1 NMC Professional Registration referrals were received and reported in December 17. 

• No whistleblowing referrals were reported in December 17.  

• No safeguarding referral was received or reported in December 17. 

Revalidation of Medical Staff 
• 1 doctor has been revalidated as at 30th  December 17. Due to how the revalidation dates have been set by the GMC the numbers 

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

• No doctors have been deferred as at 30th  December 17. 

• All medical staff are engaged in the validation process. 
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TRUST BOARD PUBLIC – FEBRUARY 2018   Agenda Item Number: 9/18 
         Enclosure Number: (3) 

Subject: Care Quality Commission Update 

Prepared by: 
 
 
Sponsored & Presented by: 

Fiona McNeight, Associate Director of Quality and 
Governance 

Tracey Stenning, Head of Governance and Quality  

Theresa Murphy, Interim Director of Nursing  

John Knighton, Medical Director 

Purpose of paper To provide an update on progress against the CQC 
Regulatory requirements. 

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

Quality Improvement Plan  
· A detailed list of the actions required to be completed by 

November and December 2017, as detailed in the 
published Quality Improvement Plan, are contained within 
the report.  Good progress is being made to close the 
actions. 

Section 31 (AMU) issued 3rd March 2017 following 
inspection 28th February 2017 
· The Trust continues to monitor staffing levels on AMU to 

ensure staffing, as far as possible, is at the required level.  
There are occasions when it is deemed safe to manage 
with two nurses instead of three in Ambulatory 
Emergency Care. Compliance is reported to the CQC 
fortnightly. 

· There continues to be a need for temporary staff within 
the AMU.  Proactive recruitment plans are in place and  
approval has been given to recruit Band 4 staff directly 
from the EU. International recruitment is underway bi-
monthly and the Trust is participating in the HEE Global 
Learners Programme.   

· Due to pressure at the front door patients have been co-
horted in the AMU corridor waiting beds.  

· High nursing vacancies on AMU is causing difficulties 
covering adequate staffing levels, leading to a high use of 
temporary staff. 

Section 31 (Mental Health) issued 12th May 2017 following 
inspection 10th and 11th May 2017 
· Continued compliance with the CQC requirements to 

submit weekly compliance information in relation to the 
Section 31 Enforcement Notice Conditions. 

· Following the Deep Dive review of the provision of Mental 
Health services at Queen Alexandra Hospital site a 
repeat review took place on 11th and 12th December.  The 
report is awaited. 

· Full investigation of SIRI involving young people on the 
EDU has been completed by an external Safeguarding 
Nurse, actions are being agreed and awaiting final sign 
off. 

· Work is underway with the Accountable Care System to 
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develop plans for a Psychiatric Decision Unit within the 
Trust. 

Section 29a re-issued 4th July 2017 following inspections 
16th, 17th and 28th February and 10th and 11th May 2017 
· To note the actions being taken, exceptions and risks and 

assurances. 
Section 31 (Diagnostic and Screening Procedures) 
issued 28 July 2017  
· New metrics to demonstrate prospective reporting 

turnaround times against KPI for plain films, included 
since week ending 17th December 2017. 

· 25,0221 reports issued in total, over  trajectory by 754 
week ending 7th January 2018; on trajectory to be 
completed by February 2018.  ED remaining reporting 
backlog is 8,042. 

· 17 potential missed cancers have been identified by CXR 
review, 15 of which were on images performed at QAH, 
although not necessarily in ED. Of these; 
- 1 case had been followed up appropriately for 

possible infection; therefore, not “missed”. 
- 5 have been through a full panel review. 4 have been 

graded as no harm, 1 as severe harm. 
- 1 case was previously investigated and has been re-

opened following further review at the lung MDT. 
- 2 potential missed cancers on CXRs performed at the 

ISTC have also been flagged. These have either been 
investigated internally, and/or notified to the ISTC. 

- 8 cases are currently under investigation.  All these 
patients have been seen by the respiratory team and 
investigated appropriately; some many months 
ago.  In several cases, abnormalities on the preceding 
CXRs were only noted once the subsequent imaging 
was reviewed. Some of the findings are extremely 
subtle, but all cases will have Datix filled in for 
thoroughness. 

- The patients’ level of knowledge regarding preceding 
CXRs is variable; Duty of Candour is being followed. 

· 262 patients have been recalled for further imaging out of 
1270 exams.  

· Clinical Advisory Group, Chaired by the Medical Director, 
has been established to begin a review of the written 
evaluation Policy. 

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

· Trust Board to agree the level of detail they wish to 
receive regarding the action plans to support the delivery 
of all the Regulatory requirements. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

· Monthly reporting to Board, CCG and Regulators. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

· Compliance with the Health and Social Care Act. 
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Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

· Reputational impact. 

 

 

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

Organisational Priorities 1. Deliver safe, high quality, patient centred care (PS). 
2. Continually improve the patient experience (PE). 
3. Create a health organisational culture where staff report 

they are well led and have high levels of satisfaction 
working in the Trust (OC). 

Board Assurance Framework/ 
Risk Register Reference 2d 

Risk Description Maintenance of compliance with CQC regulations 

CQC Reference All 

 

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

None n/a 
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Section 31 (AMU - issued 3 March 2017) 
1. Ensure that beds only remain open in respect of which the 

required level of staffing can be provided. The Registered 
Provider must ensure that beds are opened for patient use, 
and closed to patient use if care and treatment at the 
appropriate level can no longer be provided for patients on the 
Acute Medical Unit. 
 

2. Must ensure that the GP triage referral area has in place, and 
operates effectively a clearly defined standard operating 
procedure for crowding and escalation for patient safety 
concerns. This includes having clearly defined trigger points 
for escalation of crowding and safety concerns in the GP triage 
referral area.  
 

3. Must ensure that there are a sufficient number (based on 
demand) of suitably qualified, competent, skilled and 
experienced clinical staff placed in the corridor/waiting area, of 
the Acute Medical Unit entrance and GP triage referral area. 
The Registered Provider must ensure that staffing is flexed 
appropriately to meet the acuity and dependency of patients 
waiting to be seen, treated or admitted to the hospital, so as to 
ensure their safety.  
 

4. Must, as soon as is reasonably practicable, and in any event 
by 12pm on 6 March 2017, describe the system the 
Registered Provider is operating in the Acute Medical Unit at 
Queen Alexandra Hospital, which incorporates the GP triage 
referral area and escalation area, so as to comply with the 
above conditions. The trust must send the Care Quality 
Commission an update every two weeks in this respect from 
the week commencing 13 March 2017 at 3pm.  

Actions: 
 

 

• The Trust continues to monitor staffing levels on AMU to  ensure staffing, as far as 
possible, is at the required level.  There are occasions when it is deemed safe to mange 
with two nurses instead of three in Ambulatory Emergency Care. Compliance is reported 
to the CQC fortnightly.  The report to the CQC details all incidences where staffing has not 
been achieved and the actions taken to mitigate risks. 
 

• There continues to be a need for temporary staff within the AMU.  Proactive recruitment 
plans are in place and approval has been given to recruit Band 4 staff directly from the 
EU. International recruitment is underway bi-monthly and the Trust is participating in the 
HEE Global Learners Programme.  All of these initiatives are intended to increase staffing 
numbers and ensure consistent care to patients by reducing the requirement for a 
temporary workforce.  
 

• All incidents when there are more than 6 GP patients waiting in reception are recorded as 
a SLE.  The AMU reception staff record the time that patients wait.  All patients that wait 
greater than an hour and any incidents of more than 6 patients waiting are reported to the 
CQC fortnightly. 

 

Exceptions and Risks: 
 

• Over the last 3 weeks due to pressure at the front door patients have been co-horted in 
the AMU corridor waiting beds.  
 

• High nursing vacancies on AMU is causing difficulties covering adequate staffing levels, 
leading to a high use of temporary staff. 

 

Assurance: 
 

• Fortnightly assurance meetings and reporting against the CQC requirements. 
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Section 31 (Mental Health – issued 12 May 2017) 
1. Ensure sufficient numbers of suitably 

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

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

3. Identify, monitor and observe detained and / 
or high risk patients with mental health 
concerns or vulnerable safeguarding issues 
across the hospital and have oversight of the 
location of these identified and plan of care of 
patients at all times.  
 

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

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

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

Actions: 
• The Trust continues to meet the CQC requirements to submit weekly compliance information in relation to 

the Section 31 Enforcement Notice Conditions. 
• Following the Deep Dive review of the provision of Mental Health services at Queen Alexandra Hospital 

site a repeat review took place on 11th and 12th December.  The report is awaited. 
• There is a continued longer term plan to risk assess key areas in relation to ligature assessment across 

the Trust. 
• Full investigation of SIRI involving young people on the EDU has been completed by an external 

Safeguarding Nurse, actions are being agreed and awaiting final sign off. 
• Work is underway with the Accountable Care System to develop plans for a Psychiatric Decision Unit 

within the Trust. 
• Working in partnership with Mental Health Providers to improve pathways and reduce ED attendances for 

Mental Health high intensity users. 
• Work is underway to ensure that high intensity mental health users are identified, care plans agreed in 

advance to improve pathways for this vulnerable group. 
Exceptions and Risks: 
• The Trust continues to discuss with partners, a Trust-wide basic e-learning Mental Health awareness 

course. 
• Reliance on agency staff to provide mental health workforce continues. 
• The Trust has received the report of the whole system external Safeguarding review, commissioned by 

Portsmouth Safeguarding Adult Board.  A thematic analysis is currently underway with a clear plan for 
action to take to Board.  The meeting of the Portsmouth Children's and Adults Board took place on 24th 
November 2017. The current amalgamated safeguarding action plan will be monitored through this board. 

• December Safeguarding training compliance is as follows: 
- Safeguarding Adults:  99.0% 
- Safeguarding Children Level 1:  99.1%, level 2:  92.6%, level 3:  81.7%, level 4:  50.0%. 
- MCA Introduction:  95.5%.  MCA Enhanced:  80.0% 
- MCA Intro and Enhanced Combined:  89.9% 
- DoLS Introduction:  95.3%.  DoLS Enhanced:  80.2% 
- DoLS Intro and Enhanced Combined:  91.7% 

Assurance: 
• System-wide escalation process Standard Operating Procedure in place.  
• Fortnightly system call continues. 
• Weekly Mental Health project meetings continue; working to the Mental Health Quality Improvement Plan. 
• Engagement with third sector stakeholder group. 
• Increased and sustained performance with Mental Health Risk Assessments for patients attending ED. 
• Continued compliance with safe staffing requirements, balancing staffing against patient acuity. 
• Weekly MCA and DoLs audits completed and fed back to teams. 
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Section 29a Warning Notice (re-issued 4 July 2017)  
Themes:  
 

• Privacy & Dignity 
 

• Medication Administration 
 

• Medication storage  
 

• Nursing Care and Leadership 
 

• Health and Safety 
 

• Patient confidentiality  
 

• Mixed Sex Accommodation 
 

• Poor documentation – patient care  
 

• Poor documentation – Incidents  
 

• Medical assessments 
 

• Medical Staff Engagement  
 

• Patient Flow 
 

• Training and Development  
 

• Safeguarding Adults, Children and 
Young People 

 
• Whistle Blowing/ Speak Up 

 
• Governance processes 

Actions: 
 

• The red tray initiative has been relaunched; this will be followed up with monthly hospital food group visits to support and 
improve meal service at ward level, commencing January 2018. 
 

• Immediate improvements being made to strengthen adult and child safeguarding arrangements with a longer term plan 
under development to align the teams and maximise resource and learning. 
 

• Improvements within harm related to pressure injury will be delivered as the purpose T risk assessment tool is 
implemented across the Trust following successful pilots within MOPRS. Introduction of ‘Happy to Chat’ volunteers to 
support carers and signpost to relevant services. 
 

• A review of the domestic violence training package has occurred. 
 

• A review of the current MCA and DoLS  policies is underway to ensure processes are as simple as possible. 
 

• A review of the trial without catheter procedure is underway.  
 

• Following the recent internal capacity issues and guidance from NHS England and NHS Improvement regarding 
management of mixed sex breaches during peak Winter pressures, the Trust has instituted weekly panels to ensure 
review of any potential breaches; reporting is continuing as previous.  Discussions have commenced with the CCG 
regarding the application of the guidance.   
 

Exceptions and Risks: 
 

• Weekly audits of 10 ‘hot topics’ continue.  These have demonstrated that further work is required in the majority of areas 
to gain further assurance. Actions are being taken by the Heads of Nursing.  Weekly auditing to monitor compliance will 
continue until a sustained improvement is seen. 
 

• Increased use of escalation areas and operational pressures are increasing the risks relating to patient flow and mixed 
sex accommodation. 
 

• Dementia and VTE screening remains below target. A Medical lead is being identified to support compliance. 
 

• High nursing vacancies presenting risks to delivery of high quality care. 
 

• Training compliance for PREVENT remains low at 20%; operational pressures have meant that frontline staff have been 
unable to attend. 
 

• To date the Trust has reported is 8 occasions of non-clinically justified single sex accommodation breaches affecting 62 
patients; therefore, a total of 62 breaches and 3 clinically justified breaches. 
 

• In December there were no formal complaints relating to nursing care; however, there were 5 PALS concerns raised; 1x 
ED, 1x H&N (D8), 1x MSK (D5) and 2x Surgery and Cancer (D7 and F7). Themes from the concerns raised included a 
lack of support with patient’s personal hygiene, delays in responding to call bells, poor communication, and a general lack 
of care and compassion. 
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Section 29a Warning Notice (re-issued 4 July 2017)  
Assurance: 
 

• The Section 29a gap analysis has identified significant progress in a number of areas. 
 

• A weekly review of MCA and DoLS application was undertaken in AMU demonstrating a good level of compliance and 
assurance.  
 

• The CCG Quality Team are attending key Trust Committees (Governance and Quality) to streamline assurance 
processes. 
 

• Current review underway with the Interim Director of Integrated Governance of the Corporate Risk Register of all risks 
16 and above. 
 

• A Governance Symposium is being arranged for February 2018 to include all CSC Management Teams and 
Governance Leads to include risk awareness, legal accountability, learning from complaints and incidents with the aim 
to standardise processes and approaches to risk management and improve understanding of responsibilities. 
 

• Duty of Candour process under review to increase patient and family involvement in setting terms of reference for 
investigations and on-going contact throughout the process. Letter templates revised. Attendance at the Patient 
Collaborative meeting on 23rd January 2018 to gain the patient perspective. 
 

• Increased assurance following monthly meal service audits.  
 

• Monthly auditing will occur when Purpose T is fully implemented. 
 

• Domestic violence training package has been approved by Head of Safeguarding. 

Themes:  
 

• Privacy & Dignity 
 

• Medication Administration 
 

• Medication storage  
 

• Nursing Care and Leadership 
 

• Health and Safety 
 

• Patient confidentiality  
 

• Mixed Sex Accommodation 
 

• Poor documentation – patient care  
 

• Poor documentation – Incidents  
 

• Medical assessments 
 

• Medical Staff Engagement  
 

• Patient Flow 
 

• Training and Development  
 

• Safeguarding Adults, Children and 
Young People 

 
• Whistle Blowing/ Speak Up 

 
• Governance processes 
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Section 31 (Diagnostic and Screening procedures – issued 28th July 2017) 
1. The Registered Provider must take evidenced 

based appropriate steps to resolve the backlog of 
radiology reporting using appropriately trained 
members of staff. This must include a clinical 
review, audit and prioritisation of the current 
backlog of unreported images, (including those 
taken before January 2017); assess impact of 
harm to patients, and apply Duty of Candour to 
any patient adversely affected.  
 

2. The Registered Provider must ensure that they 
have robust processes to ensure any images 
taken are reported and risk assessed in line with 
Trust policy. 
 

3. The Registered Provider must submit their 
evidenced based decision-making on how the 
backlog will be addressed to the Commission by 
the 21 August 2017. 
 

4. From 6 September 2017, and on the Wednesday 
of each week after, the Registered Provider must 
report to the Care Quality Commission, NHS 
Improvement and the NHS England Local Area 
Team: 
- The total number of images remaining in the 

backlog (including unreported images pre-
January 2017) shown by year of image taken. 

- The current trajectory date of when the 
backlog (including unreported images pre-
January 2017) will be cleared. 

- The proportion of patients waiting less than 
the trusts KPI for x-rays, CT and MRI. 

- The average waiting time (in days and hours) 
for a reported plain film(excluding GP 
requests). 

- The average waiting time (in days and hours) 
for chest and abdominal films (excluding GP 
requests). 

- Number of plain film requests (excluding GP 
requests). 

- Longest waiting time for a reported radiology 
plain film request. 

Actions: 
 

• New metrics to demonstrate prospective reporting turnaround times against KPI for plain films, 
included since week ending 17th December 2017. 

• 25,0221 reports issued in total, over  trajectory by 754 week ending 7th January 2018; on trajectory to 
be completed by February 2018.  ED remaining reporting backlog is 8,042. 

• Chest Infection follow up pathway to be agreed with Respiratory as this is a gap in the current 
pathway. 

• 17 potential missed cancers have been identified by CXR review, 15 of which were on images 
performed at QAH, although not necessarily in ED. Of these; 
- 1 case had been followed up appropriately for possible infection; therefore, not “missed”. 
- 5 have been through a full panel review. 4 have been graded as no harm, 1 as severe harm. 
- 1 case was previously investigated and has been re-opened following further review at the lung 

MDT. 
- 2 potential missed cancers on CXRs performed at the ISTC have also been flagged. These have 

either been investigated internally, and/or notified to the ISTC. 
- 8 cases are currently under investigation.  All these patients have been seen by the respiratory 

team and investigated appropriately; some many months ago.  In several cases, abnormalities on 
the preceding CXRs were only noted once the subsequent imaging was reviewed. Some of the 
findings are extremely subtle, but all cases will have Datix filled in for thoroughness. 

- The patients’ level of knowledge regarding preceding CXRs is variable; Duty of Candour is being 
followed. 

• 262 patients have been recalled for further imaging out of 1270 exams with findings:  
- 196 were ‘normal’ or ‘stable’. 
- 42 declined recall, 6 died before recall. 
- 8 referred to respiratory and subsequently downgraded. 
- 1 referred to cardiology. 
- There is a selection of others which have been followed up elsewhere  and approximately a further 

100 have been recalled and not attended as yet. 
• ED process for follow up to be finalised. 
• Clinical Advisory Group, Chaired by the Medical Director, has been established to begin a review of 

the written evaluation Policy. 
 

Risks: 
• Archived cases, time taken to recall imaging, cannot be automated, unless at cost. 
• Resource within the team to undertake the required work and improvements.  
• Financial risks involved. 

 

Assurance: 
• Verbal feedback from the CQC regarding quality of data submission. 
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Quality Improvement Plan (published 31st October 2017) 
Quality Improvement Plan update on actions: 
• The table below demonstrates the current status of the actions with a deadline of November and December 2017 contained within the published Quality 

Improvement Plan. 

Theme Action Deadline Status 
Valuing the 
basics 

1.1 Patient at the 
centre 

Re-launch the protected meal time initiative 31/12/2017 Action complete 
The initiative was re-invigorated in the Autumn 2017.  Monthly audits and 
assurance will commence in January 2018. 

Pilot patient centred questions as part of 
bedside handover to formally recognise 
patient involvement with every shift handover 

31/12/2017 The practice educators have been working with their clinical teams to 
embed bedside handovers into practice.  There are still some areas that are 
not fully compliant; this has been addressed with the educators and their 
managers.  This is an going project as the practice educators audit 
improvements and plan the next phase.  
Although an improving position there is on-going work required. 

1.2 Holistic care Patients receive individualised nursing care 31/12/2017 Monthly nursing documentation audits demonstrate 91% - 97% compliance 
over the last six months. 

1.4 Involving patients, 
families and carers 

Implement patient engagement strategy Get 
Involved (2017-2020) to strengthen patient 
engagement across all services at PHT 

31/12/2017 Strategy ratified.  Implementation commenced and due for completion by 
2020. 

Supporting 
vulnerability in 
patients 

2.1 Safeguarding External review of Child Safeguarding in 
Emergency Department to identify any gaps in 
safeguarding procedures 

31/12/2017 External reviews complete; action plan in place. 
Head of Safeguarding appointed January 2018; full review of all adult and 
child safeguarding action plans underway to amalgamate into one 
overarching plan. 

External review of safeguarding processes 
and training material (CCG, Safeguarding 
Boards and local authorities) for both adult 
and child safeguarding 

30/11/2017 External review of adult safeguarding processes has been undertaken by 
Portsmouth City Council. Training material reviewed by Fareham and 
Gosport South East Hampshire CCG. Action plan in place for Adult 
Safeguarding. 
Child Safeguarding review in addition to the CQC LAC report has taken 
place with local recommendations being taken forward. 

2.3 Dementia Recruit a lead Dementia Nurse Specialist 31/12/2017 Funding to be sourced.   

Audit the consistent use of the ‘This is Me’ 
document 

31/12/2017 
31/03/2018 

Audit due to take place in February 2018. The Preceptorships will undertake 
a Trust-wide audit in conjunction with Learning and Development. Deadline 
amended to March 2018. 

Implement reminiscence trolleys in every ward 31/12/2017 The wards which require trolleys have been identified.  Charitable funds 
have been approached.  The current financial position of the organisation is 
impacting on the ability to meet this requirement.   

2.4 Mental Capacity 
Act and Deprivation 
of Liberty Safeguards 

Strengthen the governance arrangements 
around DoLS to ensure timely assessment 

31/12/2017 Weekly audits as part of the CQC Mental Health Enforcement Notice 
continue to provide immediate feedback and learning opportunities.   
Improvements noted throughout the organisation; in particular in AMU. 
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Quality Improvement Plan (published 31st October 2017) 
Quality Improvement Plan update on actions: 
• The table below demonstrates the current status of the actions with a deadline of November and December 2017 contained within the published Quality 

Improvement Plan. 

Theme Action Deadline Status 
Organisation 
that learns 

3.4 Staff 
engagement 

Widen the attendance at the professional 
forum for Nurses and Midwives 

30/11/2017 Action complete. 
Meeting extended to include Matrons twice a year; to commence April 2018. 

Staff Big Conversations personally hosted 
by the CEO 

31/12/2017 Action complete. 
Big Conversations have taken place with a cross section of staff attending.  
Individual actions have been taken away by attendees and these will form ‘You 
said… we did…” communications as they happen.  Synthesis of the feedback in 
its entirety is taking place and will form into themes from each question which 
will influence bespoke actions around ‘what matters’. 

Introduce an annual staff engagement 
calendar of events 

31/12/2017 Action complete.   
Calendar available on Trust Intranet for all staff. 

Moving 
beyond safe 

4.1 Urgent care Development of a robust urgent care 
transformation plan and a delivery 
structure 

30/11/2017 Action complete.   
Plan ratified 17th November 2017. 

4.2 No 
‘avoidable’ 
deaths 

Implementation of the Learning from 
Deaths policy 

31/12/2017 Action complete. 
Policy published, implemented and embedded in practice.  The policy will be re-
publicised following attendance at an NHS Improvement Learning from Deaths 
event (at which the Trust was recognised for the work undertaken) to ensure any 
learning/information is included. 

Training in Structured Judgement Review 31/12/2017 Action complete. 
Training commenced 14th November 2017, with 17 staff trained to date. 
Plan to roll out further training in 2018. Working through opportunities to 
undertake joint training with University Hospitals Southampton and the Isle of 
Wight as they have the same SJR programme. 

4.4 Right 
patient, right 
bed 

Utilise the functionality within BedView to 
allocate the right patient to the right bed 

31/12/2017 Action complete. 
To note: The SOP for patient placement has been further amended and is 
currently going through the consultation process; this is aimed to be completed 
by the 31st January 2017. 

Revise all Standard Operating 
Procedures in relation to patient flow 
within the Operations centre 

31/12/2017 The Director of Unscheduled Care is producing a draft prior to consultation. 
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Quality Improvement Plan (published 31st October 2017) 
Quality Improvement Plan update on actions: 
• The table below demonstrates the current status of the actions with a deadline of November and December 2017 contained within the published Quality 

Improvement Plan. 

Theme Action Deadline Status 
Leading Well 
Through 
Good 
Governance 

5.2 Role 
clarity, 
responsibility 
and 
accountability 

Review and standardise nursing job 
descriptions 

30/11/2017 Action complete. 
Completed for Bands 5, 6,7, 8a and 8b. 

5.4 Being open 
and 
transparent 

Building relationships with stakeholders 
and partners in line with the Chief 
Executive’s 100-Day Plan 

30/11/2017 Action complete. 
Work to build and maintain relationships will continue, but key meetings have 
taken place and engagement processes have been established, including with  
· Staff 
· Military colleagues 
· Local authorities (provider teams and scrutiny committees) 
· Freedom to Speak Up Guardian and advocates  
· Other local NHS bodies – CCGs, Ambulance Trust, Community Trust, 

acute providers 
· Service users (public meetings) 
· NHS regulators 

When significant incidents are being 
investigated, patients or family will be 
asked for their input to setting the terms 
of the investigation, and updated as 
investigations progress 

30/11/2017 Action complete. 
Process commenced to include patients and/or families in the setting of the 
Terms of Reference for investigations. 
Duty of Candour letters revised to reflect this.   
Associate Director of Governance and Quality and Head of Risk Management 
attending Patient Collaborative in February to gain their perspective of the Duty 
of Candour process and what improvements could be made. 
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Trust update 
Operational position: 
• December was a very challenging month operationally due to a number of factors including flu and spikes in demand. 
• As a result 4 hour performance was 78.76%.   
• There were also 52 x 12 hour trolley waits (22 confirmed 12 hour DTA breaches), 44 of which occurred over the week commencing the 25th December  
• The Trust declared OPEL 4 for 14 days and declared an internal critical incident over the weekend of the 15th December and again on the 28th December; 

this continued until the first week of January. 
• As a result of the operational pressure divert arrangements were confirmed with neighbouring acute Trusts for agreed periods of time 
• There were high numbers of reported Flu cases, 74 patients admitted at the peak of demand; the Trust was an outlier across the South Region. 
• The need to isolate and cohort patients led to significant delays in being able to place patients in a timely way. 
• Staff sickness also peaked at 8% which meant opening additional capacity was very difficult to achieve. 
• As expected, the number of medical and MOPRs patients placed into surgical beds increased in December which was part of the Trust’s plan to create 

more acute medical bed capacity.   
• Escalation areas (unfunded capacity) opened during December were as follows: 

- CDU (Cardiac Day Unit): 7-14 patients. 
- RDU (Renal Day Unit): 3-7 (often used for renal demand) patients. 
- D8 Ambulatory:  3-4 patients. 
- G5 Endoscopy:  2 patients for 6 days.  
- Recovery:  6-7 patients on average but increased to maximum of 16 during critical Incident.    
- AOS Ambulatory closed for majority of December but opened 3-4 patients during critical incidents 
- AEC Ambulatory closed majority of December but opened 5-7 patients during critical incidents                      

•  All escalation areas were closed during the Christmas period (23rd  to 26th December) as part of the winter plans and reopened along with one up beds 
during the Critical Incident period. D level endoscopy ranging from 7-10 patients was also used. 

 
Emergency Department Safety Checklist: 
• A brief audit of compliance against the Emergency Department Safety Checklist has been undertaken. 
• The ED currently use an intentional rounding form which contains the majority of information required within the checklist and it has been identified that 

there is some confusion as to which checklist is to be used.  This form is currently being amended to include all points contained within the safety checklist. 
• Staff have been reminded to complete the safety checklist. There is a plan to develop a purely online version on Oceano and when Stage 4 Oceano 

upgrade occurs, there will be an hourly prompt for nurses to complete the form. 
 

Maternity: 
• A Maternity Board has been established and are due to meet in February 2018, which will be chaired by the Chief Nurse, the Board will have 

multidisciplinary team representation, including a GP, and service users. 
• There has been an external review of safety standards on one of our maternity satellite units, the report will available by February 2018. 
• The Trust has responded fully to regulation 28, to the coroner and the CQC. 
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Education and Development of Nursing and Midwifery Staff 
• Development of staff remains key to the Trust ensuring patient safety and delivery of care by a skilled and competent workforce. During times of escalation 

and increased activity and occupancy this presents a challenge to achieve. A number of initiatives are underway to assist with this including an essential 
skills booklet with an e-assessment to reduce face to face sessions, skills training on wards and department, watch out posters and utilisation practice 
educators at floor level. 

• As can be seen, most education is up to date, within the essential skills there are some face to face sessions where further increases are required. 
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Mentorship Update 
Targets  ≥75%  74 – 60%  <60% 
 
Trends / Patterns 
Annual update compliance fell by 1% in November and is ever so 
close to falling below the amber target line of 75%. 
 
Root cause analysis / insights 
Women & Children CSC now have the lowest rate, now down to 
62%.  Medicine CSC increased the most this month (6%) however 
have the second lowest rate at 68%.  Renal CSC suffered the 
biggest drop (6%) though are still above target at 79%. 
 
CHAT CSC, MSK CSC, and Head & Neck CSC all made slight 
increases of 1% and are all safely in the green at present. 

Targets  ≥85%  84 – 70%  <70% 
 
Trends / Patterns 
Triennial review compliance has increased 1% in November to 
87%. This is a positive step but the rate is still low in comparison to 
the previous 18 months (see trend chart left). 
 
Root cause analysis / insights 
Renal CSC Triennial review compliance fell the most in November 
(7%) and is now down to 79%.  MOPRS have the lowest 
compliance at 75% after falling 6% this month, closely followed by 
MSK CSC who remain at 76%. 
 
Women & Children CSC increased the most, up 9% taking them 
above target at 92%.  Head & Neck CSC and Surgery & Cancer 
CSC both increased by 3% and are also in the green. 
 
 
Actions / Progress to date 
Continue to target lower compliance areas. Compliance is shared 
quarterly on the Education Dashboard which is accessible to all 
staff via the Trust intranet. 

76% 

87% 

Annual update 

Triennial review 
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Care Certificate achieved within 6 months 

Targets:  All clinical new starters at bands 1 – 4 are to complete the Care 
Certificate within 12 weeks of their start date at the Trust.  The Trust has set 
the 6 month period as the final completion date to correspond with the 
probationary period. 
 
6m Trends / Patterns:  In November there were 7 staff due to complete within 
6 months of their start date, all of whom did so, giving us a rate of 100%.  This 
maintains the great success of the previous month. The next challenge is to 
improve the rate of staff completing within 12 weeks. 
 
6m Root cause analysis / insights: 
5 of the 7 staff members that completed within 6 months of their star date were 
from Medicine CSC.  The other 2 were from Renal CSC and Women & 
Children CSC. 
 
 

  Care Certificates currently in progress: 99           On target to achieve: 83 (84%)          Target already breached: 16 (16%) 

100% 

120



Q3– Risk Management Report   

  
         
 
TRUST BOARD PUBLIC – FEBRUARY 2018   Agenda Item Number: 10/18 
         Enclosure Number: (4) 

Subject: Patient Safety Report to the Trust Board  
(Quarter 3; October, November and December 2017 position) 

Prepared by: Annie Green, Head of Risk Management 

Sponsored & Presented by: Theresa Murphy, Chief Nurse 

Purpose of paper 
 

This report updates the Trust Board on significant incidents.  

Discussion requested by Trust Board 
Regular Reporting 
For Information / Awareness 

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

· 16 SIRIs reported in October: 
o 3 x 12 hour breach   
o 13 clinical SIRIS, including one ‘Never Event’ 

· 20 SIRIs reported in November 
o 5 x 12 hour breach  
o 15 clinical SIRIs including one ‘Never Event’. 

· 38 SIRIs reported in December;  
o 22 x 12 hour breach  
o 1 formal divert 
o 15 clinical SIRIs, including two ‘Never Events’. 

· All 43 clinical SIRIs reported in Quarter 3 are the subject of 
investigation and appropriate engagement with the patients 
and their families / carers is underway 

· Four events previously reported as SIRIs have been 
downgraded by the Clinical Commissioning Group (CCG)   
on completion the associated investigations 

o Two avoidable pressure damage events reported in 
September and October 

o a delayed treatment reported in July  
o potential anaphylactic reaction reported in April. 

· Lessons learned from SIRI investigations completed in this 
quarter are set out at appendix 1 
 

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

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

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

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

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

Potential for clinical negligence claims. 
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Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

None  

 
 

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

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

Board Assurance Framework / 
Risk Register Reference 

 

Risk Description  

CQC Reference All domains 

 

Committees/Meetings at which paper has been approved: Date 

None  
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Serious Incidents Requiring Investigation  
 

A total of 74 SIRIs (including Healthcare CAIs) were reported in Quarter 3, compared with 69 in Quarter 
2. 
   

 

Month Total Clinical SIRIs 
Resulting in severe harm or death Pressure Ulcers 

 

Oct 
2017 

16 · Breach of 12 hour DTA x3 
· Unexpected death post fall  x 1 
· Failure to re-sample for INR test, potentially contributing to 

subsequent stroke x 1 
· Multiple patients requiring mental health intervention in ED x 1 
· Fall resulting in subdural haemorrhage contributing to death x 1 
· Death as a result of catastrophic bleed 10 days post tongue and 

neck dissection x 1  
· Unexpected death potential self administered unintentional 

overdose  x 1 
· Delayed hepatology follow up impacting on palliative options x 1 
· Failure to follow up abnormal x-ray resulting in widespread 

metastatic disease x 1 
· Delayed treatment for glaucoma resulting in visual field damage  x 1 
· Unexpected admission to ITU following haemorrhage post bladder 

repair  x 1 
· Incomplete vulval biopsy excision impacting on treatment options x 

1 
· Death of patient under Section 5 x 1 
· Piece of tubing discovered during c-section from procedure in 2016 

-  Never Event x 1 

 

Nov 
2017 

20 · Breach of 12 hour DTA x 5 
· Fall resulting in fractured neck of femur x 6 
· Loss of motor function to right leg as a result of haematoma post 

epidural x 1 
· Delay in treatment whilst on the OWL resulting in the permanent 

loss of vision in the right eye x 1 
· Alleged sexual assault of patient by member of staff x 1  
· Delay in diagnosis of volvulus resulting in perforation and death of 

patient x 1 
· Retained dressing following surgery (not meeting never event 

criteria) x 1 
· Delayed diagnosis of cancer x 1 
· Guide wire left in CVC – Never Event x 1 

3 avoidable hospital 
acquired pressure 
damage 

Dec 
2017 

38 · Breach of 12 hour DTA x 22 
· Formal ambulance divert x 1 
· Delayed diagnosis of cancer x 2 
· Fall resulting in fractured neck of femur x 2 
· C.Diff detailed on part 1 of death certificate x 2 
· Failure to calibrate hearing aid potentially affecting speech 

development x 1 
· Potential permanent nerve damage following popliteal block x 1 
· MSSA bacteraemia post pacemaker insertion  x 1 
· Retained swab post forceps delivery with associated episiotomy – 

Never Event x 1 
· Intravitreal injection of incorrect eye – Never Event x 1  

4 avoidable hospital 
acquired pressure 
damage 

Total 74  

Year to 
date  274 
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In Quarter 3, the predominant themes of the reported SIRIs were 
· breach of the 12 hour decision to admit (DTA) target in the Emergency Department 
· falls with severe harm 
· hospital acquired pressure damage  
· delayed diagnosis of cancer.   

 
The increase in missed or delayed diagnosis of cancer is as a consequence of findings from the drive 
to complete reporting the back log of unreported plain film x-rays. 

 
Seven of the reported SIRIs relate to falls with an associated element of poor or incomplete 
documentation, eg lack of documented neurological observations or absent / incomplete falls 
prevention care plan. 
 
All reported SIRIs are under investigation.  The outcomes of those investigations and the lessons 
learned as a result will be shared with the Board in later reports.   
 
Appendix 1 details some of the changes to practice implemented following completion of SIRI 
investigations in quarter 3.  
 
Performance in respect of SIRI investigation 
  
The Trust is obliged to investigate reported SIRIs and submit the results to the CCG within 60 days of 
initial report.   
 
Eighteen SIRIs still under investigation have breached the 60 day deadline for submission to the CCG.    

 
14 SIRIS reported between during Quarters 1 and 2 which had also breached the 60 day deadline were 
submitted to the CCG during Quarter 3.  

 
There are 125 open SIRIs at the end of quarter 3 

· 110 (including 60 Breaches of DTA) remain under investigation within the Trust 
· 15 investigation reports have been submitted to the CCG but await review and closure 

 
27 other SIRI investigation reports have been submitted to the CCG in quarter 3, covering SIRIs 
reported during Quarter 1 and Quarter 2  

· 14 clinical SIRIs and 12 DTA have been closed 
· 1 is awaiting review and closure by the CCG 

 
Additionally four incidents previously reported as SIRIs, were determined not to fit the SIRI criteria on 
completion of the investigation.  These were discussed with the CCG and removed from STEIS: 

 
· 1 x avoidable hospital acquired pressure damage reported within Renal CSC in 

September 2017 
· 1 x delayed treatment reported within Emergency Medicine CSC in July 2017 
· 1 x potential anaphylactic reaction reported within Medicine CSC in April 2017 
· 1 x avoidable hospital acquired pressure damage reported within Renal CSC in October 

2017 
 
Performance in respect of the 60 day investigation deadline is clearly still below the required standard.  
The Chief Nurse is considering seeking an external review of the Trust’s process to assess whether 
there are any revisions which could be made to improve the speed and quality of investigations and 
associated reporting.    
 
Never Events 
 
There has been a total of four Never Events reported;  

· retained swab 
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· guide wire left in central venous catheter 
· retained object   
· wrong site procedure. 

 
The Medical Director has sought and received support from NHSI to conduct a review of the way in 
which the Trust investigates and learns from Never Events.   A revised approach to the management 
and conduct of investigations and associated learning is under consideration with a view to improving 
the speed and quality of both investigations and the dissemination and implementation of resulting 
lessons. 
 
Trends in incident reporting  
 

 
 

Emergency Medicine had the highest number of reported SIRIs in quarter 3, which reflects the increase 
in 12 hour DTA breaches and high levels of attendance during December. 
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The total SIRI numbers for quarter 3 are comparable with Q2 2017/18, when there was a similarly high 
incidence of 12 hour DTA breaches. 

 
The second graph shows the number of clinical SIRIs (excluding DTA breaches and formal ambulance 
diverts) and indicates an increasing trend in clinical events in respect of  

· falls 
· pressure damage  
· missed or delayed diagnosis of cancers.   

 
As indicated above, the increased incidence of delayed diagnosis of cancer is associated with the 
review of a significant volume of historic chest x-rays.   The Patient Safety team is aware of the 
increased incidence of falls and pressure damage and is putting in place additional surveillance and 
focussed support to areas particularly affected.  These include a “stop the pressure” campaign and the 
implementation of the Royal College of Physicians’ best practice guidance on falls reduction.         

 
Duty of Candour (DoC) 
 
The Trust’s incident reporting system (Datix) has mandatory fields which record compliance with the 
DoC.  Compliance with the DoC is also discussed at CSC Executive performance reviews and regular 
audits are completed by the Risk Management department. 
 
Forty three of the SIRIs reported in quarter 3 met the formal Duty of Candour criteria.  The DoC 
requirements to inform patients/families, to document in the patient notes and to confirm the incident 
and planned response in writing have been met in all these cases.  

 
Two confirmed moderate harm patient safety incidents which did not need to be reported to the CCG 
as SIRIs have also been reported in Quarter 3. The DoC requirements have also been met in respect 
of both of these incidents.  
 
Primary Care feedback quality forms  
 
The Trust is required to analyse the themes arising from the feedback received from Primary Care and 
to report on the actions taken and service improvements made as a result.  Primary Care quality 
feedback forms are used for this purpose, along with all incidents identified by external partners and 
reported via the Trust’s adverse incident NHS.mail (secure email) in-box.   
 
All incidents reported by external partners are logged onto Datix and investigated appropriately.   
CSCs make staff aware of each separate incident and implement any necessary improvements that 
arise from these externally reported events.   

 
In quarter 3 the Trust received 42 feedback forms.  These are attributed to CSCs as shown: 
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The graph above indicates the themes associated with external feedback about incidents. 
 
The predominant themes relate to repatriation delay, admission and discharge. There were two 
incidents reported as potential moderate harm (one relating to an inappropriate discharge and one to a 
potentially delayed diagnosis); both are being investigated by the relevant CSC. 
 
Patient Safety Learning Events (SLEs) 

 
 

The SPC chart shows the total number of patient safety incidents which has been reported.  This 
includes events which occurred in the community but which were reported by Trust staff on the 
patient’s admission (eg, community acquired pressure damage). 
 
The graph below shows that there has been a sustained trend of increased reporting since the 
introduction of the upgraded Datix reporting system on 1st April 2016. 
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Non-clinical events, clinical events and Pathology/Blood related events are the top three reported 
incidents in quarter 3, which is broadly the same as in Q2.  There is an increase in reports of slips trips 
and falls compared with Quarters 1 and 2. 

 

 
 

The chart above shows all incidents reported in quarter 3 that have been confirmed, reviewed and 
closed by the Risk Management Department. 

 

 
 

The above chart shows all reported safety learning events by month and CSC (including “present on 
admission pressure damage”).  Emergency Medicine continues the trend seen throughout 2016/17 and 
the first 2 quarters of 2017/18 of being the highest reporting CSC.  There is also a significant increase 
in reporting within both Emergency Medicine and MOPRS for the month of December 2017.  This is 
thought to be associated with increased activity during December, but is under review.  
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National Reporting and Learning System (NRLS) 

 

 
 

A total of 4933 safety learning events were uploaded to the NRLS in Quarter 3- 2017/18, demonstrating 
the Trust’s contribution to improved learning from incidents across the NHS.  
 
National Safety Alerts  

 
A total of 31 alerts were received by the Trust in Quarter 3.  Of these, eight were applicable to Trust 
services.  Required action in respect of seven of these has been taken and the associated alerts closed 
on the Central Alert System within date.  The remaining alert has a deadline of February 2018a and 
action is in hand. 
 
Two alerts issued prior to Quarter 3 are outstanding: 

 
· Restricted use of open systems for injectable medication   

· Deadline 7th June 2017 
· Standard Operating Procedures for Radiology are now complete and awaiting ratification 
· There remains one further action to complete in connection with practice in the Cardiac 

Catheter Lab.  The Trust has again contacted NHS Improvement for guidance and is 
awaiting a response. 

· Reducing the risk of oxygen tubing being connected to air flow-meters 
· Deadline 4th July 2017 
· Information required from the CSCs about the number of nebulisers they require to 

replace piped air is still awaited in some areas.    
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Appendix 1: Lessons learnt from patient safety incidents 
 
All reported incidents are investigated and actions taken by an appropriate manager.  
 
Any incident designated as a SIRI or Never Event is subject to investigation and review by a first stage 
panel, and signed off by an Executive review panel once appropriately completed.  The Serious 
Incident Review Group (SIRG) reviews the lessons learned to ensure appropriate actions have been 
identified and that these are shared. 
   
Completion of actions is monitored via individual CSC governance meetings and SIRG meetings.  
 
The following table describes some of the learning and changes to practice that have resulted from 
incidents reported and/or closed in Quarter 3.  
 

Lessons Learnt from Incidents 
Category of 

Incident Lesson Learnt Change to Practice – Quarter 2 

Inadvertent 
injection of air in 
the patient’s 
coronary artery. 

· No specific air embolus 
avoidance guidance. 

· SOP for setting up written and disseminated to 
the teams.  This SOP will include a pause point 
prior to injection to ensure that ANY concerns by 
ANY team member can be voiced and addressed 
before continuation of the procedure. 

· Guidelines will be drawn up to be used in the 
event of an abnormal waveform to formalise the 
steps required to address and rectify any 
abnormal waveforms. 

Undiagnosed 
cardiomyopathy 
decompensated 
peri-operatively 
leading to 
multiple cardiac 
arrests following 
the end of 
surgery. 

· All clinicians requesting 
ECG’s and investigations are 
responsible for reviewing and 
action any abnormalities. 

· SOP developed and disseminated to clinical 
areas requesting ECG’s via specialty governance 
groups, Trust wide. 

· No space for family history to 
be detailed on pre-operative 
assessment. 

· Pre -operative assessment paperwork / proforma 
amended to include ‘Family History’ section.  

Incision made 
on left toe 
incorrectly 
following 
completion of 
corrective 
surgery on right 
toe.  NEVER 
EVENT 

· No second pause initiated 
during a bilateral procedure 

· Updated WHO policy and checklist to include 
second ‘time out’ when a bilateral procedure is 
being undertaken. 

Potential failure 
to identify a 
deterioration in a 
patient, admitted 
with influenza, 
prior to cardiac 
arrest and death. 

· Transfer checklist not used in 
AMU.  Handover sheet 
missing medical information. 

· Update handover sheet to include EWS score 
and last medical review, handover process to be 
streamlined, consistently used and audited. 

Failure to 
recognise a 
deteriorating 
patient. 

· VitalPAC observation timing 
should be used as a minimum 
frequency, but more frequent 
observations should be 
conducted where indicated 

· Introduce review of VitalPac by Nurse in Charge 
four times per day.   
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Lessons Learnt from Incidents 
Category of 

Incident Lesson Learnt Change to Practice – Quarter 2 

· Clearer identification of at risk 
patients needed. 

· MDT discussion at three time daily patient board 
round including EWS review. 

· Introduction of safety huddles between nursing 
and support workers to discuss high risk patients. 

· Introduction of Time to ACT to general medicine 
wards 

2 patients as 
part of the 
cervical 
screening 
programme were 
given incorrect 
results. 

· Reprocessed slides were not 
filed separately 

· Revised protocol to include change in filing for 
reprocessed slides 

· No visual check to confirm that 
staff have cross checked. 

· Revised protocol to include an additional step in 
checking for staff to sign they have cross checked 
slide with form. 

Patient attended 
Theatre for 
bladder cancer 
surgery. Patient 
inappropriately 
discharged 
home. 
Readmitted as 
an emergency 
the following 
day with bladder 
perforation and 
sepsis. 

· Lack of detailed guidance on 
discharge criteria for urological 
patients. 

· Discharge SOP updated with clear instructions on 
how much fluid output is acceptable before 
allowing discharge. 
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TRUST BOARD PUBLIC – FEBRUARY 2018   Agenda Item Number: 11/18 

         Enclosure Number: (5) 
Subject:  Mortality & Learning from Deaths 

 PHT 1st Quarterly Report, covering Q1-3 

Prepared by: 
Sponsored & Presented by: 

 Gill Gould, Associate Chief Nurse – Patient Safety 

John Knighton, Medical Director  

Purpose of paper To inform the Trust Board of actions taken by the Trust to  

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

 This is the first report to the Board following the publication 
of the National Quality Board report on Learning from Deaths. 

The Trust has implemented a number of steps in addressing 
the requirements including: 

· Mortality Review Panel 
· Mortality Review Group 
· Learning from Deaths Policy 
· Improved Data collection 
· Structured Judgement Review methodology 

There has been a significant increase in deaths being 
rigorously and independently scrutinised by the organisation. 
Themes identified are listed in the report but include  

· Reduction in cases referred to H.M. Coroner 
· Improved response times/experience for bereaved 

relatives  
· Positive learning for junior medical staff  
· Lack of anticipatory care planning across system 
· Delays recognising end of life 
· Senior clinician review 

The number of deaths identified as probably avoidable in Q1-
3 is 2 (= 0.2% of those reviewed). This compares favourably 
with data from other Acute Trusts   

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

This is the first report. The Board are requested to review the 
format and content and comment on any additional data or 
information to be included.  

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

 In line with national reporting requirements this report will be 
submitted quarterly, with further detail in both data and 
learning outcomes to be included. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

None 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Potential reputational impact. 
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Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference  

Risk Description  

CQC Reference  

 

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

N/A N/A 
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Learning from Deaths 
Q3 report to Trust Board 

 
 
Introduction 
Since the publication of the Francis report into the events at Mid Staffordshire Hospitals there has 
been an increased focus on the ways in which NHS provider Trusts review and learn from deaths 
of patients in their care. Various reports and investigations, including but not limited to the Care 
Quality Commission (CQC) report Learning, candour and accountability: a review of the way NHS 
Trusts review and investigate the deaths of patients in England and the independent review of 
deaths of patients in Southern Health NHS Foundation Trust undertaken by Mazars, have shown 
that learning from deaths has not been prioritised by some organisations. There is a lack of 
standardisation in the approach to reviewing deaths, even within organisations, with families and 
carers often not engaged in the process leading to concerns that their views and knowledge of the 
person and what has happened are not considered. 
 
In March 2017 the National Quality Board (NQB) published National Guidance on Learning from 
Deaths with the expressed purpose of supporting the development of a standardised approach 
across organisations. Publication was followed by a conference held in March 2017 and there have 
been further events, in particular focussing on involving bereaved families in helping NHS Trusts to 
improve the way in which deaths are reviewed and investigated and how families and carers are 
involved in this process. 
 
The NQB framework describes the following minimum requirements that should be introduced by 
all Trusts in the financial year 2017-2018: 

1) Named Executive and Non-Executive Directors will lead on Identifying, Reporting, 
Investigating and Learning from Deaths.  

2) A policy on how the Trust responds to, and learns from, deaths of patients who die under its 
management and care to be in place by September 2017.  

3) Specified information on deaths to be collected (from April 2017) and published (from 
September 2017) on a quarterly basis through a paper and an agenda item on the public 
Board meeting. The data collected must include:  

a. Total number of deaths 

b. Number subject to case record review 

c. Numbers investigated via the Serious Incidents Requiring Investigation framework  

d. Number of deaths where it is thought ‘more likely than not’ that problems in care 
contributed  

e. Themes and issues identified through review and investigation  

f. Changes that have been made as a result of these processes  

4) Each death in care will be subject to one of three levels of scrutiny: Death certification, 
structured case record review or investigation as per the Serious Incident Framework. 

5) A summary of data and learning must be presented in the Quality Account, from June 2018. 

Over the last year Portsmouth Hospitals Trust has implemented a series of actions in 
response initially to a high HSMR, and the concerns this raises. These processes have been 
incorporated into the Learning from Deaths requirements to form a rigorous system of 
mortality review Trust-wide. 
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Mortality Review Panel 
The Mortality Review Panel (MRP) was introduced as a pilot in November 2016. The panel is 
made up of senior clinical staff, with a minimum of one consultant and one senior nurse 
attending. Cases are presented by a member of the medical team who cared for the patient, 
usually but not always, a junior doctor. The aim of the meeting is to identify any learning from 
the deaths, both in terms of areas where care or treatment could have been improved but 
also where things went particularly well. Any family concerns are also enquired about 
routinely. In addition the panel ensures that Death Certification is completed accurately and 
that comorbidities are recorded in an consistent and comprehensive manner. This enables 
better epidemiological understanding of the disease patterns and case mix adjustment of 
PHT patients. 
 
Following the pilot the MRP process has been rolled out across the organisation with all 
medical specialties now presenting deaths at the MRP. Trust wide roll out will be complete by 
the end of March 2018 with the aim of all adult inpatient deaths being reviewed including 
those in surgical specialties. Deaths that occur in the Emergency Department (ED) are not 
currently part of the process but are reviewed at a weekly ED Mortality meeting. However 
consideration is being given to ways in which these deaths can be reviewed at the daily MRP 
meeting. 

 
Mortality Review Group 
The Mortality Review Group (MRG), was established August 2017 as the hospital-wide 
surveillance group considering all aspects of Mortality and Learning from Deaths. It is chaired 
by the Medical Director, and has been set up provide direction and formally report on 
progress against the key work-streams relating to mortality and learning from deaths across 
the Trust. In particular, the group supports the drive to reduce avoidable mortality and 
demonstrate clear and measurable outcomes benchmarked against peer providers and the 
national picture.  HSMR, SHMI and Mortality Outlier Alerts are all reviewed, as are learning 
from the MRP and service level mortality reports. A standard methodology for deep dive 
analysis of mortality flags (as identified by benchmarking processes) has been developed.  
The mortality review group is supported by a sub-group meeting ‘Mortality working group’ 
where representatives from medical informatics, medical coding and patient safety undertake 
and co-ordinate in depth analysis and look back exercises to support the work of the 
mortality review group.   
 
Learning from Deaths Policy 
The above policy was published in September 2017 and details the case review process in 
place within the Trust. The policy is due to be reviewed in January 2018, a short review date 
was agreed due to the pace of change in this area of practice. 
 
Data Collection 
The Trust has fully reconfigured aits web-based electronic Mortality Review Tool on which 
specific details of all adult inpatient deaths are recorded. Additional information on cases that 
have had a more in depth review, such as presentation at Morbidity and Mortality meeting, 
can also be added. 
 
Structured Judgement Review Process 
As part of the national focus on Learning from Deaths, the Royal Collage of Physicians were 
commissioned to develop a standardised approach to the review of cases identified as 
needing a more in depth evaluation. They produced the Structured Judgement Review (SJR) 
which provides a standard methodology for review of these cases. The Trust has a core 
group of clinicians who have been trained in the use of this tool and can cascade this training 
to other staff. A series of training events are being held with 9 staff attended and a further 22 
booked to attend in Quarter 4. 
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Summary of Two-stage approach to Mortality Case Reviews 
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Data 1st April 2017 to 31st December 2017 
 
1) Total Number of Deaths  
 

 
 

There were a total of 1,596 recorded deaths between April and December 2017. This includes 
all inpatient deaths but does not include patients who died in the Emergency Department. This 
compares to 1,604 in the same period last year. As a percentage of all patient care episodes 
this equates to 1.4% and is unchanged year on year. 
 
The Palliative Care deaths on the chart above refer to patients who were seen by the Hospital 
Specialist Palliative care team, the End of Life deaths are those patients who were identified as 
dying (usually on APOC) but not seen by the specialist team. 
 
The patient safety team are undertaking a review of the coding of End of Life/Palliative care to 
improve consistency. 

 
2) Deaths subject to a Case Record Review 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

137



 

Of the 1596 deaths recorded a total of 946 (59.3%) have been reviewed at the Mortality 
Review Panel. Of these 252 (16%) were then subject to an in-depth departmental M&M review.  
The review of cases at the MRP has had a positive impact on the number of cases discussed 
with the coroner’s office, reduced from 1075 in 2016 to 585 in 2017. 

 
 
 
 

 

 

 

 

 

 

 

 

 

In addition there has been a decrease in coroner’s post mortems from 265 to 208, a 21% 
reduction. 

 

3) Numbers investigated via the Serious Incidents Requiring Investigation framework  

There were 19 patients who were identified as requiring investigation via the Serious Incident 
Requiring Investigation (SIRI) process. These include patients whose death has been identified 
as being unexpected. Some of these patients may have been approaching end of life but the 
timing of their death was unanticipated. The patient safety team are currently undertaking a 
thematic review of these cases to identify further learning or recurring themes and necessary 
actions. 
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4) Number of deaths where it is thought ‘more likely than not’ that problems in care 
contributed. 

All the deaths reviewed at the MRP are assessed by independent senior clinicians and scored 
for potential Avoidability, using the Likert/Hogan scale referred to in the Learning from Deaths 
NQB guidance, meaning that an assessment was made in 59.3% of all deaths for Q1-3. As 
MRP has been rolled out over this time period the proportion of deaths currently  being scored 
in this way is around 80%There were 2 (0.2%) cases between April and December where the 
panel considered that there was > 50% probability of avoidability. This compares closely to 
other UK Trusts that have published data using the same scoring scale recently. All cases were 
investigated fully. One related to care at another hospital, who undertook their own 
investigation as a result of the concerns identified. The second case was investigated internally 
and, after thorough review, deemed to be unavoidable. 

5) Themes and issues identified through review and investigation  

The following are the key themes identified from MRP and M&M reviews: 

· Significant reduction in inappropriate referrals to HM Coroner. 

· Reduction in total coroners post mortem examinations 

· Improved speed of completion of bereavement documentation, improving families’ 
experience. 

· Improved quality of Death certification and comorbidity coding. 

· Positive learning opportunity for junior doctors 

· Increased positive feedback to clinical staff/teams  

· Significant number of cases where appropriate and timely anticipatory care planning could 
have enabled the patient to receive end of life care in a non-hospital setting.  

· Avoidable admissions and a recurring theme of ongoing investigation and treatment rather 
than recognition of approaching end of life 

· Delays in decision making regarding ceiling of care and end of life care 

· Inconsistency and lapses in recognition, escalation and response to deteriorating patients 
in the hospital 

· Lack of continuity of senior decision making (due to patient moves and consultant working 
patterns 

· Difficulty in achieving timely discharge for patients approaching end of life (fast track 
process) 

· Patients who are medically fit for discharge for a length of time but deteriorate whilst 
awaiting discharge. Data from the first 6 month pilot suggested that between 8-10% of 
patients who die in PHT have been medically fit for discharge at some point in their stay 
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6) Changes following learning from deaths processes 

Senior independent clinician-led discussion of the majority of deaths in PHT, including cause of 
death, between junior medical staff and consultants in advance of MRP contributing to 
improved death certification. 

Multidisciplinary involvement in case reviews, with medical and nursing representation on every 
MRP. 

Cases are being reviewed by multiple departments rather than in isolation as MRP alerts the 
need for in-depth review to multiple specialties if appropriate. Learning recorded and 
accessible across Departments via the Mortality Review Tool. 

Deteriorating patients initiative, supported by Wessex Patient Safety Collaborative: “Time to 
ACT” now being rolled out, focused on addressing concerns about management of inpatient 
deterioration. 

Communication with Commissioners and other health care providers, via formal channels, 
including the use of QUASAR system, to share cross-organisational learning from deaths is 
now under way. 

New focus and commitment to systemic change surrounding the review and consideration of 
care given to a patient at the end of life, and the need to find alternatives to hospital admission 
in many cases, based on learning from MRP 

New system focus on the Fast-track pathway and its efficacy based on data and clinical stories 
from MRP 

Rigorous Mortality review within PHT has renewed and more consistent involvement of clinical 
staff in all Departments, and recognised as a positive learning experience for clinical staff, and 
one in which nursing as well as medical staff have a significant role to play. 
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TRUST BOARD PUBLIC – FEBRUARY 2018    Agenda Item Number: 12/18
          Enclosure Number: (6) 

Subject:  PHT 2017/18 Financial Year end forecast 

Prepared by: 
Sponsored & Presented by: 

Chris Adcock, Director of Finance 

Chris Adcock, Director of Finance 

Purpose of paper To formalise the proposed change in the Trust’s year end financial 
forecast for 2017/18. 

Key points for Trust Board 
members 
 

The Trust’s financial performance has been deteriorating for a 
number of years.  Financial performance has been closely monitored 
by the Trust and the regulator throughout this period.  2017/18 has 
seen a further increase in the level of financial challenge and 
therefore risk, faced by the Trust. The year to date position has been 
materially adverse to plan since the end of the first quarter of the 
financial year, and plans to impact on the necessary factors driving 
the adverse financial performance, to the level required to reduce 
costs and achieve the Trust’s £9.7m surplus control total, have not 
been developed to support the achievement of this position.  As a 
result, the Trust is not able to secure £11.7m of the 2017/18 
Sustainability and Transformation Fund allocation upon which the 
control total is based. 

A number of internal and external reviews into the underlying 
financial position of the Trust, the factors contributing to the 
increasing cost pressures and adverse financial performance, and 
the quality of governance and plans to recover the situation have 
been undertaken during the current financial year. 

Whilst this work was underway, the Trust was not in a position to 
formally meet the conditions required to agree a change in its year 
end forecast position.  This has been referenced in the presentation 
of the finance reports to the Board during the year, whilst the 
significant year to date deficits (most recently the £19.4m M7 year to 
date deficit reported to the Board on 7 December 2017) were 
confirmed as illustrative of the scale of financial challenge to the 
year end. 

As a result of the comprehensive reviews of the financial position 
concluded in December 2017, the Trust has advised NHS 
Improvement that its best achievable out-turn position for the current 
financial year is a £36.8m deficit (after receipt of winter pressure 
funding of £1.4m) compared to an STF adjusted out-turn deficit of 
£25.3m in 2016/17. 

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

The Board is asked to consider the information set out in the 
attached paper which provides the background to the process which 
has been undertaken since the start of the financial year, the key 
developments since that point, the key risks and mitigations, and the 
actions the Trust has committed to as the initial stage of its 
commitment to financial stabilisation, recovery and transformation 
into a fully sustainable position. 

The Board is asked to formally confirm the change in the year end 
forecast which has been presented to NHS Improvement following 
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the process of review leading up to December 2017, and to the 
Chairman and Chief Executive concluding formal correspondence 
with the regulator on that basis. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

The Trust Chief Executive and Chairman are required to formally 
communicate the change in the year end forecast to NHS 
Improvement. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

None identified  

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

The Trust is committed to a continuous process of engagement in 
relation to financial matters with all its stakeholders and this is being 
revised at present to be rolled out by the end of January 2018. 

 

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

Organisational Priorities Financial Health 

Board Assurance Framework/ 
Risk Register Reference BAF 5, 8, 17, 18, 19 & 20 

Risk Description  

CQC Reference  

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

None  
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Formal amendment of the PHT 2017/18 year end financial forecast 

Introduction and background 

The financial challenge faced by the Trust in 2017/18 has been very considerable.  The 
underlying financial position has been deteriorating since 2012/13, although the rate of 
decline slowed in 2016/17 as a result of the establishment of a new approach to the planning 
and delivery of financial improvement.  The out-turn financial position in 2016/17 (£17.6m 
deficit - £25.3m net of non-recurrent Sustainability and Transformation Fund allocation 
achieved) was £12m worse than the position which had been assumed in the setting and 
agreement of the £9.7m surplus financial control total for 2017/18 (which had been required 
in December 2016) supported by income allocation of £13.4m from the Sustainability and 
Transformation fund. 

As a result, an additional stretch in financial improvement was required in the current 
financial year, and a number of further pressures to those originally identified within the plan 
increased the savings delivery requirement to more than £40m, more than double the 
average level achieved over the previous 5 years and significantly higher than the level 
identified as sustainable for NHS organisations. 

To achieve the required level of financial performance required the Trust to move from an 
annualised underlying deficit of £34m at the end of March 2017, to a position of surplus for 
Quarters 3 and 4 of the 2017/18 financial year, a rapid and challenging rate of financial 
improvement significantly beyond anything the Trust had achieved previously.   

To achieve the Trust’s financial targets in 2017/18 would require a fundamental shift in the 
conditions under which it had been operating, in particular in relation to the continued 
requirement to operate extra, unfunded capacity – including services in the community at 
Trust expense, the utilisation of high levels of high cost agency staff to maintain staffing 
levels and rotas, and the continued use of outsourcing to deliver access targets and offset 
the impact on elective care capacity of the huge system wide unscheduled care pressures 
and record levels of discharge delays. 

Although a number of work programmes were established internally within the Trust and 
across the system to tackle these issues as part of the Trust’s financial recovery plan, the 
Trust acknowledged that it did not have sufficiently robust plans at the start of the year to 
deliver the necessary level of improvement required to achieve the financial control total. 

The Trust has been flagging material risk associated with delivery of its financial control total 
for 2017/18 since the first quarter of the financial year.  The Trust did achieve its Quarter 1 
financial target (£7.9m deficit), although it recognised at this time that neither the step 
change improvements across the areas necessary to achieve the financial control total, or 
the development of sufficiently assured plans during the first quarter, had been achieved in 
order to meet the level of financial improvement required for the remainder of the financial 
year.  It became apparent that the Trust was unlikely to earn the £11.7m of STF funding 
associated with Q2 to Q4 financial performance and that a material year end variance in 
excess of £30m was likely. 

As a result of the high level of concern about the Trust’s financial position, alongside other 
challenges faced by the Trust (including serious unscheduled care and A&E performance 
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challenges and the Trust’s Level 4 escalation status with NHS Improvement for Finance and 
Use of Resources) a Financial Investigation was undertaken by the regulator which 
commenced on 31 July 2017.  It should be noted that at this time the Trust was undergoing 
significant leadership changes (indeed the NHSI review began on the same day that the 
newly appointed CEO took up his post) and this work would support the development of 
plans to be agreed with the regulator, the new Board and the Executive Management Team 
to return the Trust to a financially sustainable footing. 

During this time, the Trust has been liaising with NHS Improvement with a view to changing 
its year end financial forecast.  The Trust Board has reviewed the year end financial forecast 
for 2017/18 on a number of occasions and a formal escalation meeting to consider the 
output of the NHSI Financial Investigation and the Board’s assessment of the Trust’s 
financial position (including the year end forecast) was arranged for 28 November 2017. 

At the meeting, the Trust set out the historic, current and forecast financial position, an 
assessment of the drivers of the deficit, the factors which had contributed to the adverse 
financial performance, and the actions agreed by the Board to recover the position, along 
with an initial 3 year trajectory to financial balance.   

The Trust prepared a comprehensive and detailed analysis of its underlying financial position 
and commissioned independent advice to validate the Trust’s assessment to provide 
additional assurance to the Board and regulator in relation to the quality and accuracy of the 
Trust’s assessment of the position.  This piece of work has concluded with no material 
amendment to the 17/18 forecast position prepared by the Trust, and provided further 
comment in terms of risks and areas of opportunity for the Trust. 

NHSI requested that the Trust undertake further work to provide additional assurance in 
relation to the delivery of the year end financial position and to take all possible and 
appropriate action to improve this for final review in early January.  This further discussion 
happened on 11 January 2018 at which it was confirmed that the Trust would change its 
year end forecast position formally as set out below. 

 

Revised Year end forecast 

Although the Trust is required to go through a formal process to amend its year end forecast, 
it has been clear both through the presentation of the year to date financial position in the 
monthly Integrated Performance Report to the Board, and in the provision of information to 
the regulator of the scale of the risk to the achievement of the £9.7m control total surplus for 
the year.   

The Trust’s control total, net of unearned STF income, was £2m deficit.  The revised forecast 
represents a material adverse variance from plan, and a deterioration from the £23.5m 
deficit 16/17 out-turn position (adjusted for STF received). 

An assessment of the best, worst and realistic financial position setting out the baseline year 
end forecast, adjusted for identified financial improvement opportunities and the costs of 
winter was set out in the information presented to NHSI and the Trust Board.  A summary of 
this information is set out below: 
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 £m £m £m 
Best case Realistic Worst case 

Trust Baseline Financial Forecast Deficit at M7 (40.9) (41.9) (43.5) 
CSC Risk and Opportunities Schedule 1.0 1.0 0.0 
Corporate Improvement Schemes 8.9 5.2 4.1 
Revised Deficit Position (prior to Winter Plan) (31.0) (35.7) (39.4) 
Winter plan (1.4) (2.5) (2.5) 
Revised Deficit Position (Including Winter Plan) (32.4) (38.2) (41.9) 
 

The Board and NHSI were advised that the realistic case deficit of £38.2m required the Trust 
to deliver further financial improvements above the baseline forecast of £6m over the last 4 
months of the financial year prior to the additional costs associated with the Winter Plan.  
There were a number of key pressures on the forecast associated principally with escalating 
pay costs and continued use of high cost agency and locum staff which would require the 
Trust to deliver further financial mitigations in order to secure the realistic case deficit at the 
end of the financial year. 

Since the beginning of December when the revised forecast was produced, the Trust has 
continued to face increasing financial pressures.  Despite significant efforts, focus and 
attention to achieve reductions in the use and price of high cost agency workforce, a 
combination of extreme unscheduled care pressures and significant staffing challenges due 
to extended and increased use of unfunded capacity across the Trust, the additional costs 
incurred have exceeded the savings made, and cost have gone up and not down during this 
period.  Other pressures including increased drugs costs, and the impact of cancellation of 
activity on income forecasts have increased the requirement for the identification of other 
mitigating actions. 

Since the preparation of the revised forecast, the Trust has been notified that it will receive 
£1.4m towards the winter pressure costs contained within the forecast position.  It is a 
requirement that these funds are applied to the costs contained within the forecast and 
therefore improves the reported deficit accordingly.  This reduces the £38.2m deficit to 
£36.8m in the realistic case and the worst case forecast to £40.5m deficit. 

The Trust has submitted a revised forecast deficit of £36.8m as part of the Month 9 financial 
returns to NHSI on this basis, and continues to work with the regulator to understand and 
mitigate the risks identified and contained within the worst case position. 

Key risks and mitigating actions in relation to the delivery of the revised year end 
forecast 

A more detailed presentation of the financial position and risks to the achievement of the 
forecast is presented weekly to the Executive Management Team meeting and monthly to 
the Finance and Performance Committee.  The key risk issues relate to the items presented 
in the worst case forecast previously presented to the Board with some additional risk and 
context in relation to the prolonged and extreme winter pressures and the liquidation of the 
Trust’s Facilities Management service provider in early January. 

1. Workforce expenditure continues to exceed the level required to achieve the 
necessary financial improvements to achieve the revised year end forecast.  
Continuation of current expenditure levels exceeds forecast levels by £2.5m. 
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The Trust has an extensive programme underway to enhance grip, control, visibility 
and transparency of planning and decision making in relation to pay expenditure for 
the final quarter of the year.  This will supplement the work carried out during Quarter 
3 to cease use of agency completely for certain roles/areas, and to reduce costs 
associated with highest cost agency and locum staff.  A comprehensive review of 
staffing rotas and rostering efficiency and compliance across the Trust is underway 
and in addition to the critical role provided by the Director of Nursing, the Medical 
Director and the Director of HR, additional external specialist support has been 
engaged alongside support from the various national programmes led by NHS 
Improvement. 
 
Key to reducing the requirement for additional workforce expenditure is sustainable 
de-escalation of unscheduled care pressures across the health economy to enable 
all unplanned, extra capacity areas to be closed.  The system leadership 
arrangements in this regard have recently been reconfigured and reinforced, 
including the appointment of the PHT CEO as lead for the system A&E Delivery 
Board. 
 

2. Drugs costs exceed forecast levels 
 
A comprehensive audit review of the systems and processes relating to homecare 
drugs has been undertaken and the recommendations from this report plus the 
actions identified by the Finance team will reduce the process and recording risks 
relating to expenditure levels.  Part of the Q4 delivery plan and 2018/19 planning 
process uses the Model Hospital data and assistance from NHS Improvement 
Productivity Team pharmaceutical advisors to ensure that the Trust achieves all 
appropriate efficiencies in this area. 
 

3. Income risks associated with variable contracts 
 
The Trust has reached a set of year end agreements with commissioners in relation 
to the Aligned Incentives Contract (AIC) which materially reduces risk associated with 
anticipated income levels.   
 
The impact of the winter pressures will impact on activity levels for non-AIC elective 
care and out-patient activity in particular.  In part this is due to the national 
requirement to reduce or cancel activity where appropriate to support the critical 
demands for unscheduled care during this period.  The Trust is currently assessing 
the full impact of this against forecast activity levels and is required to report this to 
the regulator. 
 
The Trust will continue to work with all commissioners to ensure the accuracy and 
completeness of its coding and income recording arrangements over the remainder 
of the financial year and through joint work and negotiations in relation to the 2018/19 
financial plan. 
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4. Estates expenditure and savings plans. 
 
The liquidation of the Trust’s Facilities Management services provider creates 
additional risk to the Trust and any financial detriment that results has not been 
factored into the forecast at this stage.  The Trust is working closely with THC (PFI 
Project Company) and colleagues at NHS Improvement and the Department of 
Health in relation to this. 

The development of further mitigating actions and improvement opportunities are being 
captured through a comprehensive set of actions to drive Q4 delivery led by the Turnaround 
Director.  This will include a number of recurrent and non-recurrent actions consistent with 
the financial challenge faced by the organisation and is subject to regular review by 
colleagues at NHS Improvement as part of the package of assistance being provided to the 
Trust at this time. 

Summary of the Trust’s response to the financial challenge 

Over the last 6 months, the Trust Board and Executive leadership team has been almost 
entirely renewed.  This follows a protracted period of instability during which there have been 
many departures followed by interim appointments to the Executive Team as well as a 
number of departures at non-executive level, including the Trust Chair, whose period of 
appointment concluded in the summer of 2017.  Critically, the substantive appointment to the 
Chief Executive position in July 2017, followed by the appointment of a new Trust Chair has 
enabled a number of substantive appointments to be made to key Board and Executive 
roles, with the full team finally in place from January 2018.  The Trust has undertaken a 
number of pieces of due diligence work during this period to ensure that a comprehensive 
assessment of the key priority areas of focus for the new Board and Executive Team is 
made in order for the necessary improvement programmes to be properly constructed and 
targeted in line with the factors which have led to a range of performance and governance 
concerns for PHT.  

These reviews include the various reviews by the Trust’s regulators (Care Quality 
Commission and NHS Improvement) as well as a number of internal reviews which have 
been reported to the Board.  Specifically in relation to the financial performance of the Trust, 
a detailed and comprehensive piece of work to set out the historical and underlying financial 
challenges, the drivers of the deficit and a trajectory for recovery and sustainability has been 
carried out by the Trust and has informed the Board review of the financial position during 
Q3.  The key underlying financial components of this and the Trust’s 2017/18 financial 
forecast has been independently reviewed.  NHS Improvement have separately carried out a 
detailed financial investigation into the drivers of the decline in the Trust’s financial position, 
the suitability and deliverability of the Trust’s recovery plan, and the adequacy of the Trust’s 
capacity and capability to improve the financial position, including the adequacy of 
governance arrangements.   

The summary findings and Trust response from the NHSI Financial Investigation and other 
internal reviews are as follows: 

1. The lack of a clear vision and strategy for the organisation and instability in the 
Executive Team and Trust Board was a common contributing factor to many of the 
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concerns identified, including a failure to look beyond the short term.  Board focus 
has been more on operational rather than strategic matters.  Historically financial 
matters have not been significant items on the Board agenda and this has filtered 
down into the organisation. 
 

· Substantive Chief Executive appointment – July 2017 
· New Chair appointed – November 2017 
· New Board and Executive Team in place from 8 January 2018 
· Detailed and comprehensive piece of work to set out the historical and 

underlying financial challenges, the drivers of the deficit and a trajectory for 
recovery and sustainability presented to NHS Improvement 28 November 
2017 and Trust Board 7 December 2017. 

· Director of Strategy and Performance in post from 8 January 2018, Strategy 
ITT reissued 15 January.  Revised Strategy complete by 30 June 2018. 

· Comprehensive review of Board and committee reporting and governance 
arrangements to conclude during Q4 2017/18. 
 

2. A culture across the Trust in which finances have not been prioritised or effectively 
owned by Clinical Service Centres is amongst the root causes of historic under-
delivery of cost improvement targets. 
 

· A Trust-wide CSC and Corporate department restructure consultation process 
will commence imminently and is expected to conclude by the end of July 
2018. 

· Comprehensive process of communication and engagement linked to the 
financial recovery and sustainability actions and strategy underway. 

· Comprehensive review and redesign of the Trust’s scheme of delegation and 
accountability arrangements in parallel with the Trust-wide governance review 
and management and leadership structure. 
 

3. Historically there were investments made, for example in response to patient safety 
concerns, which were not adequately supported by business cases and for which 
there has not always been an evidence base or post-implementation evaluation. 
 

· Governance and scheme of delegation review to inform revised accountability 
arrangements and processes such as business planning and investment case 
decision making requirements will be set out in revised policies.  A revised 
budget holder and financial management training programme to be rolled out 
during 2018/19. 

· Financial recovery programme to revisit all major investments and conclude 
feedback loop review to improve, continue or remove investments based on 
the output of the review. 

 
4. Whilst the principles of the Trust’s financial recovery plan were sound and based on 

the drivers of the deficit, progress in delivery and implementation has not been 
sufficient to provide assurance that the savings targets, and therefore the control 
total, will be met.  A revised recovery plan is required which will need to clearly set 
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out the changes required to enable under-delivering schemes to succeed, and in time 
be supported by a long term financial strategy. 
 

· Comprehensive assessment of historical financial trends and drivers of the 
deficit undertaken and reported to the Trust Board and NHS Improvement. 

· Independent Financial baseline undertaken – reported January 2018. 
· Initial independent income review reported January 2018. 
· Trust is pursuing a range of Turnaround actions supported by the 

appointment of a Turnaround Director on from 9 January 2018 supplemented 
by enhanced Programme Management Office support arrangements 

· Q4 financial delivery programme established 9 January 2018. 
· 2018/19 savings delivery programme structured around key actions to 

address drivers of the deficit due 28 February 2018. 
· All actions supported by governance, scheme of delegation, and 

management structure reviews outlined above. 
· Development of 5 year Trust strategy underway from January 2018 with 

financial strategy development in parallel and to be informed by 3 year 
financial stabilisation, recovery and transformation plan.  Planned completion 
date – 30 June 2018. 
 

5. Despite evidence of a good understanding of the financial issues affecting the Trust, 
financial engagement is not strong at all levels across the Trust.  The structure of the 
organisation has hampered the ability of the Executive to undertake effective 
performance reviews and CSCs have not been held to account for financial issues. 
 

· Appointment of Director of Communications – December 2017 
· Comprehensive re-engagement programme to be rolled out w/c 22 January 

2018 
· Organisational structure consultation process during Q4 17/18. 
· Performance framework redesign led by the Director of Strategy and 

Performance and Chief Operating Officer being developed in parallel 
 

6. Limitations in capacity and capability within the Trust were noted, especially in 
relation to demand and capacity planning abilities.  A stretched finance team have 
been pulled into development of operational analysis as a result. 
 

· Initial injection of capacity with the appointment of the Turnaround Director 
and PMO support structure engagement – January 2018. 

· Organisational structure consultation process to establish sustainable 
management and leadership arrangements and enhanced strategic and 
operational planning capacity and capabilities across the Trust. 

· Finance Department resourcing and structure review as component part of 
the wider redesign programme. 
 

The Trust has set out its response to the detailed recommendations contained within the 
report in the development of a management response to the findings alongside the financial 
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recovery actions already underway, the interrelated Quality Improvement and Unscheduled 
Care Improvement Plans, and the Trust’s comprehensive refresh of governance 
arrangements.   

An Integrated Improvement Plan is being constructed to ensure that all aspects of the Trust’s 
Improvement Programme are developed in alignment with consistent management, 
oversight, reporting and assurance arrangements in place.  All of this work will feed into the 
development of the Trust’s 3 year financial recovery and sustainability plan and the complete 
refresh of the Trust’s strategy and long term financial strategy by the end of June 2018. 

Conclusion and recommendations 

The Trust has sought agreement from NHS Improvement to formally change the year end 
control total as a result of the extensive process of reforecasting and review set out in this 
paper and elsewhere based on the position set out for the Board in December 2017.  NHS 
Improvement recognise that this is the Trust’s position and the Board is now asked to 
formally approve the change to the year end forecast.   From this point on the Trust will 
report performance, risk, and the management of risk against this revised position. 

The Trust is progressing the development of its financial stabilisation, recovery and 
transformation plan alongside the development of the Trust’s strategy and the Board will be 
asked to review the financial plan and efficiency programme for 2018/19 in March 2018 as 
the next step in this process. 

150



 
 

TRUST BOARD PUBLIC – FEBRUARY 2018    Agenda Item Number: 13/18 
        Enclosure Number: (7) 

Subject: Board Assurance Framework 

Sponsored & Presented by: Lois Howell, Director of Integrated Governance  

Purpose of paper Update to Trust Board Assurance Framework (BAF) 

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

· The BAF has been fully updated since its last presentation to the 
Board in December. 

· All items of assurance have been updated. 

· Dated updates have been highlighted in yellow for ease of 
identification, as have all new actions. 

· Several items have been re-dated to reflect a more accurate 
timeframe since the plans made when the BAF was first drafted – 
these are clearly indicated. 

· Items reported in December as complete have been deleted from 
the BAF.  Items reported on this BAF as complete will be deleted 
from future editions.     

· A number of items have changed their risk score: 

o BAF 9 has increased from 15 to 20 

o BAF 11 has increased from 15 to 16 

o BAF 10 has decreased from 15 to 12 

· Board members will be aware that the BAF is complemented by 
the Operational Risk Register, reported elsewhere on this 
agenda.    

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

· The Board is asked to note the updates provided in the BAF and 
to indicate any items where further assurance and/or information 
about the actions is required 

· The Board is also asked to adopt the revised BAF, including new 
actions and revisions to deadlines as indicated.   

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

The risks set out in the BAF will be managed in accordance with the 
plans set out therein.    

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Effective management of the risks identified in the BAF will assist 
the Trust in meeting its legal obligations. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Public and patient involvement in the management of these risks is 
not required. 

There are no material communications issues associated with the 
BAF as proposed. 

 

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

Organisational Priorities The BAF supports delivery of all organisational priorities. 

Board Assurance Framework/ N/A 151



Risk Register Reference 

Risk Description  

CQC Reference All domains 

 

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

None  
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Portsmouth Hospitals NHS Trust 2017/8 Board Assurance Framework                                            

 

The Board Assurance Framework (BAF) is a process and document via which the Trust Board can record and oversee the management of risks 
to the achievement of the Trust’s corporate strategic objectives and priorities.   The Trust’s priorities for 2017/18 are set out at page 2.  Risks 
to delivery of those objectives are summarised at page 3, and the Board Assurance Framework begins at page 4. 
 

The BAF is an essential tool in the delivery of corporate objectives, and is reviewed formally at the Trust Board’s meetings on a quarterly basis.  
It is used more frequently by the Trust’s Executive Directors and senior leaders in the operational management of the Trust.  The actions set 
out in the BAF and allocated to Executive Directors are included in individuals’ objectives.  Updates to the action plans described in the BAF are 
sought every quarter prior to the BAF’s presentation to the Trust Board.   
 

Operational risks managed via the Trust risk register may also have an impact on delivery of corporate objectives.  Where there are relevant 
risks scoring 15 or more on the Trust risk register, these are indicated on the BAF below. 
 

The risks set out in the BAF are rated according to the matrix set out below, which is in common usage across the NHS and adapted from 
AS/NZS 4360:1999, a globally recognised standard for risk measurement and management.  Impact score x likelihood score = risk rating. 
 

 Likelihood score 
Rare Unlikely Moderate Likely Certain 

Im
pa

ct
 sc

or
e 
Negligible 1 2 3 4 5 
Minor 2 4 6 8 10 
Serious 3 6 9 12 15 
Major 4 8 12 16 20 
Catastrophic 5 10 15 20 25 

 

Further information about the risk rating matrix and examples of circumstances in which different ratings will apply can be found in the Trust’s 
Risk Management Strategy.  The objective of effective risk management is to bring risk ratings down to a level which the Trust can tolerate (the 
target rating). 
 

Key to abbreviations and colour codes used in BAF action plans 
Abbreviation Colour code 
CEO Chief Executive Officer COO Chief Operating Officer Complete Action completed 
CN  Chief Nurse DSP Director of Strategy & Performance On track Action on track for completion by due date 
DoF Director of Finance MD Medical Director At risk Minor threat to completion by due date / minimal delay 
DHR Director of Human Resources DIG Director of Integrated Governance Overdue Action not completed by due date 
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Corporate Priority 
1: Deliver safe, high quality, patient centred care (PS) 
1a Reducing level of HSMR 
1b Increasing Safety Thermometer of harm free care 
1b i Improved timeliness of identification and treatment for sepsis in ED and admission areas 
1b ii Minimising the number of hospital acquired grade 3 and 4 pressure ulcers 
1b iii Reducing level of medication incidents 
2: Continually improve the patient experience (PE) 
2a Ensure patient experience is not compromised by limited capacity (Inc. ambulance holds and patient moves) 
2b Achieve quality & safety metrics as outlined in Urgent Care Improvement Plan 
2c Achieve positive patient experience through full engagement with families, carers and patients 
2d Maintenance of compliance with CQC regulations 
3: Ensure delivery of national constitutional standards (CS) 
3a Achieve 4 hour A&E performance target 
3b Meet the referral to treatment waiting time 
3c Cancer pathway targets are met 
3d Achieve the diagnostic procedure wait target 
3e Reduction in delayed transfers of care 
3f Meet the SAFER target for the percentage of patients discharged by midday seven days a week 
4: Create a healthy organisational culture where staff report they are well led and have high levels of satisfaction working in the trust (OC) 
4a National staff survey results place the Trust in the top 20% for staff engagement   
4b National staff survey results show an improvement in the number of staff reporting bullying and harassment 
4c Achievement of race equality standard 
4d Demonstrate an improvement in the CQC for the well-led domain for leadership and culture 
4e Develop strategies to ensure hard to recruit to roles are filled 
5: Achieve financial health and sustainability (FH) 
5a Delivery of income and expenditure control total 
5b Delivery of cost improvement programme 
5c Management of cash within agreed limits 
5d Management of capital resources within limits in line with business plan objectives 
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No Ref RISK SUMMARY Objective affected Lead Prevailing rating 
PS PE CS OC FH Q1 Q2 Dec Q4 

1  BAF9 Demand for radiology services exceeds radiological capacity  ✔ ✔ ✔  ✔ COO  15 20  
2  BAF1 Urgent Care, Quality, Performance and Patient flow  ✔ ✔ ✔  ✔ COO  20 20  
3  BAF2 The Trust’s ICT systems do not provide adequate support for delivery of Trust objectives ✔ ✔ ✔ ✔ ✔ DHR  20 20  

4  BAF11 There is insufficient evidence that the Trust’s emergency preparedness, response and 
resilience plans are adequate and embedded ✔ ✔ ✔  ✔ COO  15 16  

5  BAF3 There is a lack of attention to basic, compassionate care in some parts of the Trust ✔ ✔ ✔ ✔  CN  16 16  
6  BAF4 The Trust’s organisational and clinical strategies are poorly defined ✔ ✔ ✔ ✔  DSP  16 16  
7  BAF5 Organisational culture does not support efficient, effective operation ✔ ✔ ✔ ✔ ✔ DHR  16 16  
8  BAF6 Take up of mandatory and other important training is below target ✔ ✔ ✔ ✔  DHR  16 16  

9  BAF7 Some key external partnerships / collaborations fail to provide support for and/or obstruct 
delivery of the Trust’s objectives and priorities ✔ ✔ ✔  ✔ CEO  16 16  

10  BAF8 Demand for capital spending in the Trust exceeds capital sums available ✔ ✔  ✔ ✔ DoF  16 16  

11  BAF10 Demand for mental health services in the Trust exceeds mental health resource available 
(capacity and quality) ✔ ✔ ✔   MD  15 12  

12  BAF12 There is a general lack of the awareness and specialist knowledge needed to deliver 
adequate safeguarding for patients and others to whom the Trust has a duty ✔ ✔    DoN  12 12  

13  BAF13 Implementation of new initiatives, standards and learning from incidents and complaints is 
inconsistent across the Trust ✔ ✔ ✔ ✔ ✔ MD  12 12  

14  BAF14 Governance systems across the Trust are ineffective in the delivery and monitoring of high 
standards of care, treatment and performance, and are insufficiently open and transparent ✔ ✔ ✔ ✔  CEO  12 12  

15  BAF15 The Trust is struggling to recruit and retain staff in a number of key areas ✔ ✔  ✔  DHR  12 12  
16  BAF16 Support for non-employed staff (i.e., trainees and military personnel) is inconsistent ✔ ✔ ✔ ✔ ✔ DHR  12 12  
17  BAF17 There is a perceived disconnect between the Trust Board and front line staff and teams ✔ ✔ ✔ ✔ ✔ CEO  12 12  
18  BAF18 The physical environment of the Emergency Floor is poor  ✔ ✔ ✔ ✔ COO  12 12  

19  BAF19 The Trust’s senior leadership has been unstable, and the leadership structure is unsuitable, 
inhibiting the holding to account of leaders in the Trust ✔ ✔ ✔ ✔ ✔ CEO  12 12  

20  BAF20 There is a lack of capacity and expertise in a number of key “back-office” functions, 
including Finance, HR and the Transformation Team ✔ ✔ ✔ ✔ ✔ CEO  12 12  
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BAF9:  Radiology capacity Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

Radiological capacity in the Trust cannot meet demand for radiology 
services, leading to delays in diagnosis and treatment, and consequent 
increased risk of 

· Patient harm 
· Poor patient experience 
· Failure to meet national constitutional standards and regulatory 

requirements and consequent regulatory / legal action 
· Financial penalties 
· Missed opportunities to maximise income in a timely way  

 
 
 
1a 
2a – d 
3a – d, f 
 
5a 
5a - d 

COO 24.08.17 Risk 
assm’t 

15 
3x5 

6 
3x2 

20 
4x5 

Rationale for target rating 
The impact of inadequate radiological capacity cannot be 
reduced, but the likelihood of patients and the Trust 
experiencing the anticipated problems can be reduced by the 
development of additional, reliable capacity  
Trust risk register links 
13, 19, 31, 321, 784 

Causes of the risk · Rise in demand for diagnostic imaging as a result of increased activity and changed clinical practice  
· Capacity has not increased significantly 
· Throughput to CT equipment is significantly beyond its expected / specified capacity 
· CT equipment reaching the end of its expected life and there are frequent breakdowns 
· National shortage of appropriately qualified staff; difficulties in recruiting locally 

Current methods 
of management 

· Day to day responsive repairs 
· Reactive responses to individual patients’ needs 
· Usual range of clinical governance monitoring and response 
· Deployment of, and reliance on, additional working hours to manage times when patient volumes exceed capacity 
· Outsourcing, including a proportion of plain film reporting 

Current assurance Positive assurance Negative assurance 
· Backlog of CT/MRI images now cleared 
· More than 66% of ED plain film backlog now cleared 
· Very few incidents of potentially moderate / serious harm 

identified  
· No further backlog building up - from 20.09.17 all ED plain 

films being reported by trained reporting professionals  

· 1 associated “must do” requirement CQC report 24.08.17 
 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Review of Board decision re: ED x-ray reporting  COO 02.11.17 01.09.17:  Agenda item booked for November 

meeting. 
Complete 
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27.12.17:  Review of decision now incorporated into 
external review described at action 6 

2 Clinical harm review of over 40,000 chest x-rays 
unread over last 2 years to assess impact of previous 
decision not to report ED x-rays 
 
Action revised: 
 
Initial review has identified clinically relevant period 
for review as 18 months March 2016 – September 
2017.  Review of the 30,000 films from this period 
now underway 
 

MD 
 
 
 
 
 

MD 

31.11.17 
 
 
 
 
 

28.02.18 
 
 

22.09.17: Reporting radiographers appointed to 
begin this work by 30.09.17.   Assessment of flags to 
be used to highlight significant findings on radiology 
information system trialled successfully.  Small 
sample of 30 films reviewed as part of assessment - 
no findings with any significant impact on patients in 
that sample. 
25.10.17: 2500 CXR have now been reviewed. Of the 
40 flagged as abnormal the vast majority have been 
identified as infection with no further action 
required. Two cases have been identified as 
potentially significant lesions and these are both 
being managed through the SUI process. 
27.12.17:  Approx 66% of backlog now reviewed.  
Very small number of patients with potential 
moderate or serious harm identified; similarly small 
numbers (1 or 2) anticipated amongst images yet to 
be reviewed.   Results and progress being reported 
weekly to CQC and EMT.  

On track 

3 Clinical Harm review of backlog of unreported MR and 
CT scans to be completed  

MD 31.11.17 
 

30.04.18 

01.09.17:  Fortnightly meetings commenced 
14.08.17.  
22.09.17: 2,000 unreported MR and CT scans all now 
reported by Imaging dept.   Waiting list categorised 
into 3 groups: cancer waiting times (CWT), urgent 
and routine.  Review will look at all 163 patients in 
the CWT group, all the Urgents and a random 
sample of the Routines (1 in 7 records).  Review of 
the 163 CWT patients begins 26.09.17. All positive 
findings will be dealt with in a proportional manner 
and reported as Safety learning events. 
25.10.17: Prioritised review of CWT scans backlog 

On track 
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completed and that of the Urgent scans is under way 
with sampling of routines to follow thereafter. 
27.12.17: CT/MRI backlog significantly reduced and 
reviews ongoing.  Very small numbers of patients 
with potentially moderate / serious harm identified 
and being addressed appropriately via SIRI and Duty 
of Candour processes. 

4 Trust strategy for imaging and radiology to be 
developed and presented to Board for approval (to 
include full details of capital requirements and 
options for finance) 

COO 31.11.17 
 

30.04.18 

12.09.17:  Dependent on outcome of Harm Review 
(see action 1). 
 

On track 

5 Review need for additional temporary CT scanner for 
winter period and source funding and secure resource 
if required 

COO 15.12.17 12.09.17: Funding sources being explored. 
27.12.17: Review completed and funding secured.  
Mobile scanner in place, although delays to 
implementation due to malfunction 

Complete 

6 Independent review of governance and decision 
making around radiological capacity and service 
provision to be commissioned and reported to Board 
(plus external regulators) to inform further 
development of service and revision of governance 
arrangements 

DIG 31.05.18 25.09.17:  Terms of reference in development and 
appropriate participants in the review being 
identified. 
27.12.17:  Resource identified and commissioned to 
commence work 02.01.18, with a view to 
completion by end of May 2018.  

On track 

7 Clinical Review Group (including external 
membership) to be established to advise on conduct 
of review of images and associated policy issues 

MD 31.12.17 27.12.17: Panel now fully complemented, including 
external members. Meeting fortnightly and 
providing advice as per terms of reference 

Complete 

8 Review of Trust plain film reporting policy, plus all 
other retrospective reporting practice, to be 
undertaken, following CQC national scrutiny of similar 
policies 

MD 28.02.18 27.12.17: Guided by advice from Clinical Advisory 
Group (see action 7), amendments to Trust Plain 
Film Reporting Policy being drafted by radiology 
team.  

On track 
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BAF1:  Urgent Care, Quality, Performance and Patient flow  Objectives 
affected 

Lead Date id’d Source Initial 
rating 

Target 
rating 

Current 
rating 

Patient flow through the Trust and throughout the wider health and 
social care system in the area is poor, leading to risk of: 

· Delayed transfers of care and associated deterioration in patient 
wellbeing 

· Increased patient harm (including from delayed emergency 
(SCAS) response arising from prolonged ambulance handover 
times)  

· Impaired patient experience / patient engagement 
· Reduced ability to deliver quality and safety metrics  
· Reduced performance against constitutional access standards 
· Reduced staff engagement / experience (and consequent high 

staff turnover and sickness absence) as a result of sustained 
increased workload  

· Failure to deliver income and expenditure control total  
· Reduced ability to deliver cost improvement programmes 

 
 
3e, f 
 
1 
 
 
2a – d 
2b 
3a – b 
4 a, b, d 
 
 
5a 
5a - b 

COO 09.08.17 Risk 
assm’t 

20 
4x5 

12 
4x3 

20 
4x5 

Rationale for target rating 
Impact is not amenable to reduction; focus for the 17/18 BAF 
is on reducing the frequency / likelihood that the impact on 
patients and staff will continue.  
 
Trust risk register links 
11, 15, 16, 18, 19, 24, 34, 99, 233, 302, 784, 794 

Causes of the risk · Discharge planning and execution are not consistent across the Trust  
· Maintaining escalation capacity attenuates clinical efficiency 
· Lack of standardisation in clinical teams, systems and processes across the Trust 
· Frailty has become a feature of all clinical services but is not recognised as such in any strategy or service plan 
· Working arrangements with Portsmouth City Council and Hampshire County Council (e.g., re: funding decisions, 

placements) not effective in ensuring consistently prompt patient discharge 
· Clinical Commissioning Group processes for funding decisions and placements etc. slow 
· Domiciliary care resources in the area do not meet demand 
· Residential care capacity in the area does meet demand 
· Local authority funding for complex residential care does not always match market forces 

Current methods 
of management 

· Trust has 50 extra beds open and 100 patients outlying, an increase on this point in 2016  
· Deployment of, and reliance on, premium cost workforce to manage patient volumes 
· Reactive responses to individual patients’ needs 
· Usual range of clinical governance monitoring and response 
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Current assurance Latest positive assurance  Latest negative assurance  
· December ED FFT satisfaction score increased from 

November to 95.5%.  Above national average (87%) 
· VTE appropriate prophylaxis rate in December is 96.04%, 

above target  
· 99% Harm Free Care recorded in December, 98.2% in Nov 
· Reduction in falls causing harm (Dec: 2, Nov: 4)  
· Reduction in Catheter and UTIs from November to 

December  
· Reduction in HSMR from Nov 111.7 to Dec 110.1 
· No mixed-sex accommodation breaches in December  
· Decrease in ED complaints: 7 in November,5 in December 
· 795 messages of appreciation received in December 
· Reduction in complaints per 1000 contacts: Oct 0.77, Nov 

0.69 
· Dec Inpatient FFT satisfaction 96.8%, above nat avg 96% 
· 01.02.17 CQC report summary, pages 3 (2 items) 

 

· VTE risk assessment rate fell to 93.1% in December from 
94.67%.  Target is 95% 

· 55 breaches of Decision to Admit (DTA) standard in 
December  

· Total SIRIs in December 38, cf 20 in November (includes 22 
DTA breaches) 

· SIRIs/1000 bed days increased to 1.2 from 0.6 Nov 
· Two Never Events in December (YTD figure now 5) 
· One avoidable MRSA in December, 5 c diff cases 
· Trust at OPEL 4 for 14 days, internal incident declared 

weekends of 15th and 28th December 
· Avg medical outliers per day 112 in Dec (107 Nov, 74 Oct)  
· Non-clinical patient moves at night increased (Nov 3.5/day, 

Dec 5.6/day) 
· 24.08.17 CQC report summary, pages 2 (1 item), 3 (1 item) 
· 01.02.17 CQC report summary, pages 3 (3 items), 4 (2 

items) 
· 3 associated “must do” requirements CQC report 24.08.17  
· 1 associated “must do” requirement, 4 associated “should 

do” requirements CQC report 01.02.17  
Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Exec-Led intensive support programme to transform / 

improve quality and operational performance on Acute 
Medical Unit, aligned to CQC Enforcement Notice 

MD 31.10.17 01.09.17:  Programme has been in place for 6 
months, with new leadership team.  Weekly 
assurance meetings, KPIs agreed with CCG.  
Fortnightly reporting of quality/service outcomes to 
CQC. 
21.01.18:  Programme delivered.  Outputs presented 
at Board workshop 25 October 2017 

Complete 

2 Review and enhance system-wide Integrated Discharge 
Service (IDS) with system partners 

COO 30.11.17 01.09.17:  On-going discussions with A&E Delivery 
Board on current model.  1 year review planned for 

Overdue 
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end of September. 
21.01.18:  A&E Delivery Board has agreed to 
appointment of Director level resource for IDS.  Start 
date tbc 

3 Spread Red/Green Days model consistently across Trust 
 
Ensure implementation of model in all areas 

COO 30.11.17 
 

31.03.18 

23.08.17:  25 wards yet to adopt model 
21.01.18:   All wards have access to Red/Green days 
model; delivery of standards inconsistent.  Trust 
representatives visiting Nottinghamshire Hospitals in 
February to learn from good practice there.   

Delayed  

4 Intensive externally supported improvement 
programme to embed enhanced patient flow processes 

COO 01.12.17 01.09.17:  Procurement of support complete.  Work 
starting 05.09.17  
21.01.18: Providers “20/20” started work early 
September, due to complete 31.01.18.  Ongoing 
monitoring of results conducted via Urgent Care 
Transformation Board 

Complete 

5 Exec-Led intensive support programme to reduce 
average length of stay in MOPRS from 22 days to 14 
days 

COO 31.12.17 01.09.17:  Programme in place, weekly meetings 
with CSC Senior Management Teams, KPIs agreed.  
Only marginal reduction in LoS achieved so far.   

Complete 

6 Revision of Frailty Pathway to improve average length 
of stay in MOPRS to 14 days 

COO 31.01.18 21.01.18:  Frailty Unit introduced November 2017.  
December length of stay 16.2 days 

On track 

7 Review and revise complex discharge model with 
support of wider system 

COO 28.02.18 23.08.17:  Weekly Whole System Discharge Delivery 
Board has created a Steering Group to promote the 
review 
21.01.18:  see update 2 above 

On track 

8 Plan to mitigate impact of procedures cancelled per 
DoH instruction to be developed 

COO 28.02.18 21.01.18: Consideration of extension of Clinical 
Harm Review Panel to include cancelled procedures 
in hand 

On track 
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 BAF2:  Information management and technology (IM&T) Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

The Trust’s IT systems and information reporting do not provide 
adequate support for delivery of Trust strategic objectives, leading to 
reduced ability to: 

· Produce and deliver timely and accurate diagnoses and treatment 
· Monitor and react to patients’ condition and safety 
· Support improved patient management processes 
· Manage and monitor the timely allocation of resources  

 
 
 
1,3 
1,2 
2,3,4,5 
1,2,3,4,5 

DHR 09.08.17 Risk 
assm’t 

20 
4 x 5 

4 
4 x 1 

20 
4 x 5 

Rationale for target rating 
Expectation that new Trust Strategy and 5-year plan will 
identify funding to take forward IM&T Strategy from 2018/19 
Trust risk register links 
Datix 360/IT10 
Datix 362/IT13 

Causes of the risk · Historic lack of investment in IT and information; lack of current capital available for investment (see also BAF8) 
· Lack of clarity re: Trust strategy (see also BAF4) 
· Historic Trust focus on tactical developments to meet immediate needs rather than strategic 

Current methods 
of management 

· Responsive allocation of available capital to most urgent / safety-critical updates and repairs 
· Focus of IM&T staff resources on maintaining service and addressing critical risks 
· Utilising existing IT Department resource to progress eHospital Programme through SOC, OBC & OBS stages. 
· Submitted bids for national digital funding for eHospital Programme via STP 

Current assurance Latest positive assurance  Latest negative assurance  
· 14,674 IT incidents resolved Apr-Dec, 96.7% within SLA 

target times. Customer satisfaction rating = 5.61 out of 6 
· IT Capital Programme 2017/18 approved Sept to address 

most critical priorities within £1.5M allocation 
· New PAS servers implemented 24.11.17 to prevent failures 
· Cyber security alerts received Dec=29; Impacted on Trust=0  
· Virus/Malware Detections by AV in 30 Days to 31/12 = 560 
· Virus/Malware Detections by Email Filter = 16 

· Access attempts blocked by Firewall = 680 

· IT vacancies reducing development capacity, so some 
projects having to be put on-hold or slowed. 

· Owing to delays in funding storage capacity increases, 
Anti-Virus software caused severe performance issues, so 
switched off.  Vulnerability risk therefore increased, but 
being addressed by migration to new EMC Isilon storage. 

· Patches to fix the Spectre Meltdown processor bug will 
degrade servers’ performance by a few percent. 

· IT Capital Programme unable to address c.£2.0M 
identified critical priorities or c.£2.1M additional bids 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Complete review of potential financing models for IT 

investments & present recommendations 
DHR 30.11.17 23.11.17: Deloitte engagement completed. Draft 

report due 30 Nov, but final report delayed. 
Complete 
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21.01.18:  report now received 
2 Develop appropriate approach to identifying options 

to secure funding for implementation of revised IM&T 
Strategy 

DoF 31.03.18 23.11.17: Partly dependent upon outcome of 
Deloittes’ review. To be developed as part of Trust 
5-year plan underpinning Strategy. 
21.01.18:  Will form part of strategy development 
work currently underway 

On track 

3 Develop and adopt a revised IM&T Strategy to 
underpin Trust Strategy with 5-year investment plan 
reflecting agreed funding models 

DHR 30.04.18 23.11.17: Planning SMT & Board workshops for 
Jan/Feb 2018. Developing options and costings for 
consideration. 
21.01.18:  SMT workshop booked for January 
deferred due to exceptional pressure in hospital.  
Re-booked for February. 

On track 

4 Hold workshop with SMT to discuss financial 
challenge and agree path to identifying most 
acceptable IT funding or disinvestment model 

DHR 28.02.18 21.01.18: SMT workshop arranged for 10/01 but 
postponed due to Trust pressures. Slot for 
rearranged workshop not yet identified. 

At risk 

5 Conduct structured engagement with EMR vendors to 
identify innovative funding models for eHospital for 
consideration by SMT & Board 

DHR 31.03.18 21.01.18: Progress subject to approval of 
consultancy spend. 

At risk 
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BAF11 – Emergency preparedness and resilience Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

There is insufficient evidence that the Trust’s Emergency Preparedness, 
Resilience and Response (EPRR) plans are adequate and embedded, 
leading to  

· Potential for increased risk of patient and staff harm 
· Non-compliance with regulatory requirements 
· Potential for significant and prolonged disruption to service 

delivery (with associated impact on patient harm, patient 
experience, delivery against constitutional standards, income) 

 

 
 
1 
2 
1, 2, 3, 5 
 

COO Sept 17 Risk 
Assm’t 

15 
5x3 

6 
3x2 

16 
4x4 

Rationale for target rating 
Effective, embedded Emergency Preparedness, Resilience  
and Response plans will reduce the impact of an emergency 
incident, and the likelihood that the worst of the potential 
impacts arise 
Trust risk register links 
Nothing specifically related 

Causes of the risk · Governance around Emergency preparedness processes inadequate 
· Resource available to address EP issues and associated governance inadequate 
· Increased profile and requirements for national assurance 

Current methods 
of management 

· Emergency preparedness portfolio allocated to COO plus new full time substantive EPRR Manager.   
· Monthly EPRR meeting schedule  

Current assurance Positive assurance Negative assurance 
· National EPRR Core Standards completed with appropriate 

actions to support partial compliance – awaiting 
confirmation of response to self-assessment 

· Renewed engagement at Local Resilience Forum by COO 
and EPRR Manager 

· COO and EPRR Manager new in post with potential 
knowledge gaps  

· System tests during December and early January revealed 
gaps / non-compliance in performance identified (low/no 
harm)  

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Emergency EPRR Working Group to begin reporting to 

Quality and Governance Committee 
COO 30.09.17 12.09.17:  EPRR Working Group next meeting 

19.09.17: Quality & Governance Committee 
meeting in October. 
27.11.17: Next EPRR Meeting 06.12.17, agree next 
Quality and Governance Committee meeting date 
21.01.18: Working group has still not met 
collectively due to winter pressures, although COO 
and EPRR have reviewed reports and taken action 

Overdue 
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in the interim.  
2 Action plan in response to EPRR manager’s high level 

review of current working practice to be developed. 
 

COO 31.01.18 21.01.18:  Review complete, action plan well 
underway 

On track 

3 Additional interim EPRR resource to be appointed to 
improve negative assurance areas rapidly 

COO 15.02.18 21.01.18:  Potential appointees being sought On track 
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BAF3:  Lack of attention to basic, compassionate care  Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

The provision of basic, compassionate care is inconsistent, leading to 
· Reduced patient safety 
· Impaired patient experience 
· Non-compliance with contractual, constitutional, regulatory and 

legal obligations  

 
1a, b 
2b, c 
2d, 3, 4d 
 

DoN 23.08.7 CQC 
report 

16 
4 x 4 

4 
2 x 2 

16 
4 x 4 

Rationale for target rating 
Improved standardisation will reduce both the impact and 
likelihood of poor care affecting patients and outcomes 
Trust risk register links 
13, 22 

Causes of the risk · Clinical governance systems are ineffective, leading to failure to identify and act on poor care (see also BAF14) 
· The Trust’s systems for learning from incidents and complaints are poor (see also BAF14) 
· Variable and inconsistent approaches to managing evidential poor standards or care or treatment 

Current methods 
of management 

· CSC governance committees highlight areas of concern or focus and escalate key issues via performance reviews 
· Feedback to staff who report incidents is provided by senior leaders in the CSC 
· Generic and some specific templates are used for formal reporting 
· Data collection for safety, experience and quality metric is available, and more focussed analysis of the data is being 

undertaken from August 2017 
· Triangulation of complaints, patient feedback, legal reports and incidents has been established to identify trends and 

themes and take appropriate action 
· Compliance and regulation committee established, focus on regulatory compliance and core standards 
· Systematic review of Datix  by the DON – with clear actions set out to the responsible lead. 
· Back to the floor patient facing time – Clinical Fridays for all Heads of Nursing, matrons and Director of Nursing 

Current assurance Latest positive assurance  Latest negative assurance  
· December ED FFT satisfaction score increased from 

November to 95.5%.  Above national average (87%) 
· FFT response rate in ED up from Nov 11.2% to Dec 15.2%  
· December In-patient FFT satisfaction remains high (96.8% 

and slightly above nat avg (96%) 
· OPD FFT 93.6%, above Nov 93.2% 
· VTE appropriate prophylaxis rate in December is 96.04%, 

above target  
· 99% Harm Free Care recorded in December, 98.2% in Nov 

· VTE risk assessment rate fell to 93.1% in December from 
94.67%.  Target is 95% 

· Total SIRIs in December 38, cf 20 in November 
· Increase in avoidable hospital acquired Grade 3 pressure 

ulcers (4 in Dec, 2 in Nov) 
· SIRIs/1000 bed days increased to 1.2 from 0.6 Nov 
· Two Never Events in December (YTD figure now 5) 
· One avoidable MRSA in December, 5 c diff cases 
· Dementia case finding question rate reduced (64.3% Dec, 
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· Reduction in falls per 1000 occupied bed days (Dec: 0.1, 
Nov: 0.2)  

· Reduction in Catheter and UTIs from November to 
December  

· Reduction in HSMR from Nov 111.7 to Dec 110.1 
· Dementia screening remained at 100% in December 
· No mixed-sex accommodation breaches in December  
· Decrease in ED complaints: 7 in November,5 in December 
· 795 messages of appreciation received in December 
· Reduction in complaints per 1000 contacts: Oct 0.77, Nov 

0.69 
· CQC report 24.08.17, page 2 
· 24.08.17 CQC report summary, page 2 (1 item) 

71.0% Nov – target = 90%) 
· 01.02.17 CQC report summary, page 4 (1 item) 
· 8 associated “must do” requirements CQC report 01.02.17  

 
 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Fundamentals of Care bundle in development - 

guiding principles and outcomes for matrons in 
clinical areas. 

CN 15.10.17 28.09.17:  Deputy CN has produced draft, ready for 
implementation by mid-October. 
21.10.17:  Final review of draft bundle will be 
undertaken by 31.10.17.  Deputy CN auditing impact 
02.12.17 
21.01.18: Bundle in use.  Regular audit programme 
in place to ensure compliance 

Complete 

2 Annual audit programme to monitor compliance with 
fundamentals of care bundle  

CN 31.12.17 28.09.17:  Audit programme will commence a month 
after implementation of fundamentals of care 
bundle.  
21.01.18: Bundle in use.  Regular audit programme 
in place to ensure compliance 

Complete 

3 Planned Perfect Care two day event booked 28.11.17 
and 29.11.17, to focus on AMU. 

CN 01.12.17 01.11.17:  Planned Kings Fund Programme of 
supporting perfect care through observations, 
feedback and improved nursing focus.  
21.01.18:   Event held and very successful.  Useful 
lessons learned for sharing and embedding across 

Complete 
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Trust 
4 Internal audit will be undertaking a review of CQC 

compliance in January 2018. 
CN 31.01.18 01.12.17:  CN has set up Terms of Reference for 

review 
21.01.18:  Auditors expected to complete work 
during February 

Overdue 

5 Hot Topics (basic care) initiatives to be developed and 
introduced  

CN 28.02.18 01.12.17:  Key areas of practice, peer reviews and 
shared learning taking place. 
21.01.18:  Programme in place, led by Deputy Chief 
Nurse 

On track 

6 Recruitment materials and process to be reviewed to 
ensure enhanced focus on recruitment for 
compassion 

CN 30.06.18 21.01.18:  latest best practice being sought to 
inform review 

On track 

7 Revised approach to Clinical Safety Rounds involving 
Exec team, Chief Nurse and Medical Director to be 
developed and implemented 

CN 31.03.18 21.01.18:  Frequent safety rounds being undertaken 
during current period of increased pressure;  
formalisation of approach and inclusion of other 
Execs under way.  

On track 

8 Pilot programme of improved handover and 
“Intentional Rounding” undertaken in Orthopaedics to 
be spread across trust 

CN 31.03.18 21.01.18:  Improvements to flow, safety and 
experience noted during pilot. 

On track 

9 Nursing and Midwifery Strategy, focussed on need to 
deliver improved basic and compassionate care, to be 
implemented across Trust 

CN 30.04.18 21.01.18:  new strategy has been adopted; 
implementation plan now in development 

On track 

10 Compassionate Care survey “What matters to me” to 
be conducted across Trust 
 
Action plans to be developed based on outcome / 
results of survey 

CN 
 
 

CN 

28.02.18 
 
 

30.04.18 

21.01.18:   Survey to be conducted during February On track 

11 “SAGE & THYME” communication model (for 
improving listening and responding to people who are 
worried) training to be re-introduced and delivered 
across the Trust 

CN 31.01.19 21.01.18:  Six staff in the Trust currently trained to 
deliver training on the model.  Charitable funds to 
pay for 200 people to be trained has been secured 

On track 

12 “Improving Fundamental Care in Hospitals” project CN 31.08.18 21.01.18:  Funding available to conduct the pilot for On track 
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launched by University of Southampton to be 
implemented on three wards as a pilot, with a view to 
wider roll out 

five months (to end 30.06.18).  Consideration then 
to be given to outcomes and further rollout as 
appropriate by 31.08.18 
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BAF4: Organisational Strategy Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

The Trust’s organisational strategy is poorly defined.  As a result, focus 
is diverted from core functions, leading to  

· Potential for increased patient harm 
· Poor / frustrating experience for patients  
· Poor performance against contractual / constitutional / regulatory 

demands 
· Poor / frustrating experience for staff – leading to high turnover 
· Difficulty in achieving financial balance / health – leading to 

financial unsustainability 

 
 
1b i, ii, ii 
2 a-c 
2d, 3 
4a, b, d, e 

CEO 24.08.17 Ext 
ass’ment 

16 
4 x 4 

8 
4 x 2 

16 
4 x 4 

Rationale for target rating 
The impact of poor organisational strategy is not significantly 
amendable to change, but the introduction of a clear 
organisational strategy, supported by relevant infra-structure 
strategies, will reduce the likelihood that patients and staff 
will suffer as a consequence of unclear or poorly defined 
strategy 
Trust risk register links 
13, 18, 19, 794 

Causes of the risk · There is an imbalance in some parts of the Trust between core DGH functions and sub-specialties 
· Lack of clinical strategy, impairing organisational control over best use of resources 
· The Trust is required to operate within a number of local delivery systems (e.g., Solent Acute Alliance, Portsmouth /South 

East Hampshire Accountable Care system) 
Current methods 
of management 

· Usual clinical governance systems used to identify and address problems in patient safety, patient experience, clinical 
effectiveness etc. 

· Existing performance and financial management systems  
Current assurance Latest positive assurance Latest negative assurance 

· To be determined by Director of Strategy and Performance · To be determined by Director of Strategy and Performance 
Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Develop and implement financial governance systems 

to ensure close alignment of investment decisions 
with clinical and corporate strategy 

DoF 31.12.17 21.09.17:  Review of financial governance in hand 
following NHSI observations. 

On track 

2 Develop and implement clear, appropriately 
networked clinical and corporate strategies to guide 
further organisational development, supported by  

· Long term financial model, including capital and 
revenue resourcing plan 

DSP 31.03.18 21.09.17: Action will transfer to new Director of 
Strategy, Governance & Performance on 
appointment. 
24.10.17: Tender specification developed to procure 
additional temporary specialist support, to support 

On track 
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· Estates strategy 
· IM&T strategy 
· Workforce and Organisational development 

strategy  

delivery of a revised clinical and organisational 
strategy.  
28.11.17: Appointment of external support for 
strategy development to be made within December. 

3 Review existing services and plan for adjustment, 
according to clinical and corporate strategies 

DSP 30.06.18 21.09.17:  Dependent on delivery of organisational 
strategy. 

On track 

 NB  - ALL PREVIOUSLY IDENTIFIED ACTIONS TO BE 
REVIEWED BY DIRECTOR OF STRATEGY AND 
PERFORMANCE  
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BAF5:  Organisational culture Objectives 
affected 

Lead Date id’d Source Initial 
rating 

Target 
rating 

Current 
rating 

There is an inconsistent leadership / management model across the 
Trust, leading to risk of: 

· Increased patient harm 
· Impaired patient experience  
· Failure to deliver change / transformation programmes 
· Failure to meet constitutional standards 
· Poor outcome re: Well-Led assessment 
· Harm to Trust’s reputation and profile 
· Impaired staff experience (including inconsistent response to 

bullying / harassment)  
· Increased difficulty in recruiting and retaining staff (see BAF15) 
· Inability to deliver cost improvement programmes 

 
 
1a, 1b 
2a, 2b, 2c 
3a-f, 5b 
3a-f 
4a, 4b, 4d 
 
4a, 4d 
4e 
 
5b 

DHR 09.08.17 Risk 
assm’t 

16 
4 x 4 

4 
2 x 2 

16 
4 x 4 

Rationale for target rating 
The Trust must aspire to reduce both the impact and 
likelihood of poor care and poor patient experience arising 
from poor management and leadership 
 
Trust risk register links 
302, 303, 304 

Causes of the risk · Changes in senior leadership team 
· Current lack of impact of Passport to Manage (new, not embedded, no released time) 
· Succession planning is not effective 
· Lack of organisational accountability framework 
· Workforce strategy no longer reflective of organisation’s needs 
· Relative lack of improvement methodologies  
· Scheme of delegation no longer fit for purpose 
· Medical engagement with management / leadership is inconsistent 

Current methods 
of management 

· Passport to Manage – not yet embedded, no released time 
· CSCs take individual approach to performance management 
· Existing patient safety / patient experience / financial management systems and models 
· “Respect Me” hotline providing advice on how to handle bullying and harassment  

Current assurance Latest positive assurance  Latest negative assurance  
· December ED FFT satisfaction score increased from 

November to 95.5%.  Above national average (87%) 
· December In-patient FFT satisfaction remains high (96.8% 

and slightly above nat avg (96%) 
· OPD FFT 93.6%, above Nov 93.2% 

· VTE risk assessment rate fell to 93.1% in December from 
94.67%.  Target is 95% 

· Increase in avoidable hospital acquired Grade 3 pressure 
ulcers (4 in Dec, 2 in Nov) 

· Two Never Events in December (YTD figure now 5) 
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· VTE appropriate prophylaxis rate in December is 96.04%, 
above target  

· 99% Harm Free Care recorded in December, 98.2% in Nov 
· Reduction in HSMR from Nov 111.7 to Dec 110.1 
· Dementia screening remained at 100% in December 
· 795 messages of appreciation received in December 
· Reduction in complaints per 1000 contacts: Oct 0.77, Nov 

0.69 
· Essential Skills Compliance: 90.9% 
· Establishment Filled – 94.9% filled 
· Q1 Pulse survey results “I feel able and supported to raise 

concerns about unsafe practice”: 76% (Q4 76%)  
· 24.08.17 CQC report summary, page 4 (1 item) 
 

· One avoidable MRSA in December, 5 c diff cases 
· Dementia case finding question rate reduced (64.3% Dec, 

71.0% Nov – target = 90%) 
· December 17 Rolling 12 Month Turnover: 12.4% 
· Sickness Absence in Month (latest data November 17): 

4.1% 
· 24.08.17 CQC report summary, pages 2 (3 items), 3 (4 

items) 
· 01.02.17 CQC report summary, page 3 (1 item) 
· 2 associated “must do” requirements CQC report 24.08.17  
 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Workforce strategy to be refreshed DHR 15.11.17 11.08.17:  Refresh work allocated to Head of 

Employee Resourcing.  Revised strategy to be 
presented to November Board. 
23.10.17:  Broad themes for revised strategy 
developed, linked to forming a Workforce 
Committee.  
13.11.17: Strategy meeting arranged for 16.11.17 
21.01.18:  Pay control element of strategy reviewed 
and changes implemented 

Complete 

2 Complete revision and re-development of Workforce 
Strategy to reflect planned new organisational 
strategy 

DHR 30.06.18 21.01.18:  Workforce strategy development an 
integral part of organisational strategy development 
activity 

On track 

2 Implement NHSI Culture and Leadership (C&L) 
Programme 

CEO 30.11.17 12.09.17:  Listening into Action programme has 
commenced as a forerunner to implementation of 
NHSI C&L Programme. 
23.10.17:  Exec team to be updated on the NHSI 

Overdue 
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programme at EMT on 30.10.17 learning from 
experience at Bournemouth NHSFT.   
13.11.17: Board Development workshop scheduled 
30.11.17 
21.01.18:  Previously planned activity deferred to 
25.01.18 Board Workshop.  Full implementation plan 
to be developed by 28.02.18 

3 Develop and implement Accountability Framework DSP tbc 21.09.17: likely to be part of the outputs from the 
Culture and Leadership programme.  Date of 
implementation will be clearer once that 
programme is underway 

 

4 Review Finance elements of Scheme of Delegation DoF 31.12.17 21.09.17:  Review of Scheme of delegation to be 
part of review of financial governance associated 
with actions set out at BAF4 
21.01.18:    Will be complete by April Board meeting.  
Training on new arrangements will be planned for 
delivery.  Revisions will reflect changes anticipated 
as necessary arising from planned review of 
organisational structure. 

Overdue  

5 Develop and introduce suite of cultural improvement 
indicators 

DHR 31.12.17 
 

30.06.18 

21.09.17:  Meeting 19.09.17 identified range of 
indicators (e.g. staff survey scores, patient survey 
scores, patient feedback, complaints and 
compliments, staff complaints, bullying and 
harassment and whistle blowing) to use as basis for 
further consultation.  Indicators to be linked to 
wider People Strategy. 
23.10.17:  Range of HR Health Indicators to be key 
theme of revised workforce strategy and currently 
under development using existing integrated 
performance measures.  
13.11.17: HR health indicators developed to support 
development of strategy. 
21.01.18:  revised deadline proposed  to reflect 

On track 
for new 
deadline 
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revised timetable for organisational strategy 
development  

6 Board appointments stabilised CEO 31.01.18 12.09.17:  A number of key roles (executive and 
non-exec) out to advert and appointment processes 
in train. 
23.10.17: Recruitment to all executive posts now 
complete. A newly appointed Chairperson has been 
announced. Recruitment ongoing for Clinical NED 
and further NED appointments.  
13.11.17: NED appointment panels scheduled 
29.11.17:  All Exec posts expected to be filled 
substantively by 02.11.17 
21.01.18:  New Exec appointments complete; all 
appointees in post.  Three new NEDs appointed and 
in post.  Recruitment of a clinical NED planned by 
end of March 

Complete 

7 Review organisational structure CEO 30.04.18 12.09.17: Modification of existing structure to 
ensure appropriate visibility of key risks, 
accountabilities and provide support to CSCs in 
hand. 
23.10.17: Focus group to be set up chaired by COO 
and supported by HRD to review clinical and back 
office supporting structures.   
13.11.17: Meeting between DHR and COO scheduled 
17.11.17 
21.01.18:  Meetings with SMT to enable clinical 
engagement with process commencing during 
January and February  
 

On track 

8 External review of bullying and harassment issues 
identified by CQC and associated engagement 
programme (linked to Organisational Development 
Strategy)  

DHR 30.04.18 04.09.17:  Review to start end of September.  
Procurement in hand. 
23.10.17:  Terms of reference amended following 
work already undertaken through the Respect Me 

On track 
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campaign. External input from December 2017.  
13.11.17: Executive Management Team approved 
proposal from Longbow Associates, work to 
commence December 2017.  
21.01.18: Longbow Associates in Trust, working with 
Steering Group to develop and conduct the review  

9 Board / Director development programme to be 
developed and implemented 

CEO 30.06.18 12.09.17:  design and specification to be completed 
once Board appointments closer to completion 
21.01.18: Work planned for Board Workshop 
25.01.18 to inform development of wider 
programme 

On track 

 See also  BAF13     
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BAF6:  Skills and knowledge  Objectives 
affected 

Lead Date id’d Source Initial 
rating 

Target 
rating 

Current 
rating 

The Trust cannot be assured that all staff have the skills and knowledge 
they need to carry out their role effectively, leading to risk of: 

· Increased patient harm 
· Impaired patient experience 
· Failure to comply with regulatory requirements 
· Failure to deliver constitutional standards 
· Poor levels of staff engagement (see BAF5) 

 
 
1 
2 
2d 
3 
4b, c, d 

DHR 09.08.17 Risk 
assm’t 

16 
4 x 4 

8 
4 x 2 

16 
4 x 4 

Rationale for target rating 
The Trust is unable to reduce the impact of low levels of 
required skills and knowledge, but can aim to reduce the 
likelihood that the risk will arise by ensuring the provision 
and uptake of effective induction, training and development. 
Trust risk register links 
21, 23, 234, 462 

Causes of the risk · Failure to release staff to complete / attend training 
· Training capacity offered does not match trainees’ / departments’ needs (including venue, timing, format etc.) 
· Inconsistent approach between Clinical Service Centres  

Current methods 
of management 

· Military clinical colleagues supporting areas to release staff for backlog of training 
· Professional Nursing and Midwifery Forum now reviewing training performance on a monthly basis and holding Heads of 

Nursing to account for delivery of improvement 
Current assurance Positive assurance Q2 Negative assurance Q2 

· December ED FFT satisfaction score increased from 
November to 95.5%.  Above national average (87%) 

· December In-patient FFT satisfaction remains high (96.8% 
and slightly above nat avg (96%) 

· OPD FFT 93.6%, above Nov 93.2% 
· VTE appropriate prophylaxis rate in December is 96.04%, 

above target  
· 99% Harm Free Care recorded in December, 98.2% in Nov 
· Reduction in HSMR from Nov 111.7 to Dec 110.1 
· Dementia screening remained at 100% in December 
· 795 messages of appreciation received in December 
· Reduction in complaints/1000 contacts: Oct 0.77, Nov 0.69 
· Essential Skills training at 90.9% in December (above target 

of 85% since June) 

· VTE risk assessment rate fell to 93.1% in December from 
94.67%.  Target is 95% 

· Increase in avoidable hospital acquired Grade 3 pressure 
ulcers (4 in Dec, 2 in Nov) 

· Two Never Events in December (YTD figure now 5) 
· One avoidable MRSA in December, 5 c diff cases 
· Dementia case finding question rate reduced (64.3% Dec, 

71.0% Nov – target = 90%) 
· Appraisal compliance at 77.8% (below target of 85% since 

April)  
·   24.08.17 CQC report summary, page 3 (1 item) 
· 01.02.17 CQC report summary, page 4 (1 item) 
· 1 associated “must do” requirement CQC report 24.08.17  
· 1 associated “must do” requirement CQC report 01.02.17 
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Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Develop phased training plan to ensure nursing and 

AHP staff undertake all required training in a timely 
way 

CN 30.09.17 09.08.17: HoNs have plan under development.  
Production and implementation to be monitored via 
PN&MF 
21.01.18:  Training rates monitored regularly at 
Professional Nursing and Midwifery Forum 

Complete 

2 Workforce strategy to be refreshed 
 
See also Action 2, BAF5 

DHR 15.11.17 11.08.17:  Refresh work allocated to Head of 
Employee Resourcing.  Revised strategy to be 
presented to November Board. 
23.10.17:  Broad themes for revised strategy 
developed, linked to forming a Workforce 
Committee. 
13.11.17: Strategy meeting arranged for 16.11.17 
21.01.18:  Pay control element of strategy reviewed 
and changes implemented 

Complete 

3 Introduction of “Training Passport” for whole STP  DHR tbc 11.08.17:  UK core skills framework in use across  
 Acute Alliance.  STP wide training passport in 
development with support of external advisers to 
the STP.  Date for implementation not yet known. 
13.11.17: 11 subject areas now agreed for 
‘passporting’. Further meeting 15.11.17 with Board 
paper due to be produced for all HIOW STP 
organisations. 
21.01.18:  Training passport introduced across 
Solent Acute Care Alliance organisations.  STP no 
longer plans to introduce an STP-wide version 

Complete 

4 Training Needs Analysis review DHR 31.12.17 11.08.17:  Completed annually, next due for review 
by end of December.   
23.10.17:  Core element to be overseen by potential 
Workforce Committee.   
13.11.17: CSC training needs analysis to be 
completed by the end of November. Workforce 

Complete 
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Committee to oversee approval of HEE funds to 
deliver training against Trust priorities.  
21.01.18:   Review complete and signed off.  Health 
Education England will review quality of training 
delivered over the coming year.  See also action 8 
below 

6 Review of face to face training capacity offer DHR 31.12.17 11.08.17:  Review to include consideration of 
venues, timing, format of face to face training 
sessions to improve accessibility. 
21.01.18:   Review complete.  Some revisions to 
programme made, but arrangements remain 
substantially the same. 

Complete 

7 Consider possibility of identifying and reporting on 
learning / training needs as root causes in incidents, 
complaints etc. 

DHR 28.02.18 12.09.17:  Action will be passed to incoming Director 
of Strategy, Governance and Performance on 
appointment. 
23.10.17:  Links to work being undertaken on quality 
improvement methodology and the NHSI culture 
programme BAF5. 
21.01.18:  To be included in Continuous 
Improvement Strategy  

On track 

8 Further review of Training Needs Analysis to reflect 
changing organisational needs in light of new Clinical / 
Organisational Strategy 

DHR 30.06.18 21.09.17:  Organisational strategy due for 
completion by 31.03.18. 
21.01.18: Revised date for organisational strategy 
30.06.18.  Associated Workforce Strategy will 
prompt further review of TNA 

On track 

 See also BAF 2 actions     
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BAF7:  Partnerships Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

Some key external partnerships / collaborations fail to provide support 
for, and/or obstruct delivery of, the Trust’s objectives and priorities, 
leading to inability to  

· Deliver safe, high quality patient centred care 
· Continually improve patient experience 
· Ensure delivery of national constitutional standards 
· Achieve financial health and sustainability 

 
 
 
1  
2 
3 
5 

CEO 31.08.17 Risk 
ass’ment 

16 
4 x 4 

12 
3 x 4 

16 
4 x 4 

Rationale for target rating 
Improvements in the robustness and clarity of the Trust’s 
own organisational and clinical strategies will help to reduce 
the impact of external partnerships on delivery of Trust 
strategic objectives.  Improving the Trust’s own contribution 
to the external partnerships in question should make them 
less likely to hamper deliver of Trust objectives. 
Trust risk register links 
233 

Causes of the risk · Insularity on the part of the Trust, and lack of strong relationships with partners on which to build 
· Recent instability of leadership within the Trust over during 2017, leading to inability to influence strategic partnerships 

with other organisations 
· Wide-spread stress in the local / regional health and social care system, leading to lack of capacity to develop partnerships 

and new ways of working etc.  
· Some partnerships are newly formed and not yet able to deliver objectives 

Current methods 
of management 

· Attending partnership etc. meetings where possible 
· Trust has entered into an Aligned Incentives Contract with local commissioners for 17/18 and 18/19 

 
Current assurance Positive assurance Negative assurance 

· I&E control total met during Q1 
 
 
 

· Cost improvement total £1.3m below plan in Q1 
 

 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Review of trust resources / personnel to ensure best 

match between those who represent the Trust on 
partnerships etc. and subject matter  

CEO 31.10.17 21.09.17:  initial choice of partnership 
representatives may need to be further revised in 
due course in light of coming appointments. 

Complete 
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21.01.18:  New appointees amongst Exec team have 
been matched to key partnership /  relationship 
management roles  

2 Trust to participate in review of effectiveness of 
partnership working at all strategic partnership 
boards to ensure added value 

CEO 31.12.17 21.09.17:  Proposal to be raised with system 
partners. 
24.10.17: Portsmouth & South East Hampshire 
(PHSE) Accountable Care System (ACS) Board has 
developed a proposal setting out how the ACS can 
support the delivery of key system partners and 
strengthen partnership working.  
21.01.18:  PHSE Improvement Plan developed and 
currently in implementation phase 
 

Complete 

 FOR FURTHER REVIEW BY DIRECTOR OF STRATEGY 
AND PERFORMANCE  
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BAF8:  Capital deficit Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

The Trust has insufficient capital funds available to meet demand for 
capital spending, leading to inability to  

· Provide adequate quantities of suitable, safe clinical equipment 
· Provide safe, suitable and patient / staff friendly premises on the 

Emergency Floor 
· Support the Trust’s ICT requirements 

 
 
1, 2a, 2b 
2a, 2c, 2d, 
4a, 4d, 4e 
2c, 2d, 5b, 
5c, 5d 

DoF 2015 Risk 
ass’ment 

16 
4x4 

8 
4x2 

16 
4x4 

Rationale for target rating 
Impact of inadequate capital funding is unlikely to be 
reduced.  The Trust’s efforts to attract additional resource, 
explore alternative solutions and sources of funding, and 
resolve, with NHSI, technical issues associated with CRL are 
intended to reduce the likelihood of those impacts being felt.  
Trust risk register links 
35, 360, 362, 783, 784, 785, 786, 788 

Causes of the risk · Loan of c£20m taken out in 2009 to replace significant proportion of clinical equipment.  Equipment purchased is now 
reaching the end of its life; plans for replacement are not fully developed  

· Historic lack of investment in information and communication technology (ICT) systems required to support delivery of 
clinical care and associated administration (see also BAF2) 

· Decision to exclude Emergency Floor at Queen Alexandra Hospital from PFI and subsequent lack of strategic commitment 
to modernisation  

· Restriction of spending of capital since 2013 as a result Trust’s I&E performance and associated constrained cash position 
· NHSI re-specification of how PFI accounting applies to calculation of CRL, leading to significant reduction in CRL from 2017  

Current methods 
of management 

· Responsive repairs to equipment to extend life of assets where possible 
· Lease/MES options along with other creative financing options of certain items of equipment (e.g. endoscopes) being 

explored 
· Continuous prioritisation of spending and active management of CRL through capital programme work-streams  

Current assurance Positive assurance Negative assurance 
· December ED FFT satisfaction score increased from 

November to 95.5%.  Above national average (87%) 
· Dec Inpatient FFT satisfaction 96.8%, above nat avg 96% 
· 99% Harm Free Care recorded in December, 98.2% in Nov 
· Reduction in HSMR from Nov 111.7 to Dec 110.1 
· No mixed-sex accommodation breaches in December  
· Reduction in complaints per 1000 contacts: Oct 0.77, Nov 

· 55 breaches of Decision to Admit (DTA) standard in 
December  

· SIRIs/1000 bed days increased to 1.2 from 0.6 Nov 
· Two Never Events in December (YTD figure now 5) 
· One avoidable MRSA in December, 5 c diff cases 
· Avg medical outliers per day 112 in Dec (107 Nov, 74 Oct)  
· Non-clinical patient moves at night increased (Nov 
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0.69 
· Q3 cash balance above plan (due to reliance of Working 

Capital Facility support from NHSI)   
· Q3 capital remains green rated  
· Q3 capital within plan but capital programme includes 

contingency to year end   

3.5/day, Dec 5.6/day) 
· Cost improvement plan £8m below plan, YTD 

 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Make application to national programme for 

replacement of Linear Accelerator 
DoF 15.10.17 

 
31.03.18 

07.09.17:  Response awaited from NHSE. 
16.10.17:  Submission made 13.10.17 to NHSI after 
clarification. 
21.01.18: Re-submission of application with 
additional detail required following change to 
national programme 

On track 
for new 
deadline 

2 Seek change to mechanism for determining Trust’s 
internal capital resource limit  

DoF 31.10.17 
 

31.01.18 

06.09.17:  Negotiations with NHSI opened.  
Response to Trust letter promised as part of NHSI 
Deep Dive Review. 
16.10.17:  Will be responded to separately after 
prioritised by NHSI following discussions with CA. 
28.11.17: CRL issues raised at recent oversight 
meeting and trust response to NHS I queries to be 
reviewed for submission 8.12.17 
21.01.18:  CRL issues again raised at NHSI oversight 
Group meeting 18.01.18.  Likely resolution date 
unclear but must conclude by end of financial year 

On track 
for new 
deadline 

3 Seek alternative capital sources through STP DoF 30.11.17 
 

31.03.18 

07.09.17: Submissions made; Trust awaiting 
response from STP. 
16.10.17: Based upon feedback at Finance Directors 
STP meeting in September, DH announcement now 
expected during November. 
28.11.17: No update yet received from STP.  CA to 
raise at STP DoFs forum 1.12.17 

On track 
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21.01.18:  Application for funds made per original 
action in line with original deadline of 30.11.17.  STP 
position currently unclear; updates  / decision 
sought at every opportunity (see, eg action 4 below) 

4 Application to be made to STP for capital funds for 
pharmacy service and theatres expansion to meet 
current demand  

DoF 31.01.18 21.01.18: DoF to oversee submission On track 

5 Review alternative sources of financing capital 
programme through leases, managed equipment 
service contracts and other partnership arrangements 
and present options paper to the Board. 

DoF 15.12.17 
 

30.04.18  

07.09.17:  Some leasing already commenced, further 
opportunities under investigation. 
16.10.17:  Guidance on the planned changed to 
accounting rules for leases (IFRS 16) needed to 
understand implications of MES and leasing of 
equipment in the future. 
28.11.17: Financing strategy to be implemented in 
the development of the Trust’s strategic plans and 
recovery programme based on review of current 
options 15.12.17 
21.01.18:  Options paper will need to reflect NHSI’s 
position on the Trust’s financial sustainability 
trajectory.  This will not be available until April. 

On track 
for new 
deadline  

5 Develop and implement long term financial model 
(LTFM),  and 5 year capital strategy including capital 
and revenue resourcing plan, to support revised 
clinical and organisational strategy  

DoF 31.03.18 
 

30.06.18 

07.09.17:  Revised clinical/organisational strategy 
awaited 
28.11.17: Timeline for developing the Trust’s 
strategy and strategic financial plans set out in the 
presentation to NHS I on 28.11.17.  Resourcing and 
action plans to deliver the timetable currently being 
finalised.  
21.01.18:  Delivery of organisational strategy now 
expected 30.06.18.  LTFM will need to reflect 
corporate plans. 

On track 
for new 
deadline 

7 Develop and present ED re-configuration business 
case to Trust Board and key regulators 

DoF 31.03.18 07.09.17: under development 
28.11.17: Timeline for development of project and 
review of existing plans in December and timetable 

At risk 
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for delivery and approval to be set out by 22.12.17 
21.01.18:  Support with preparation of Outline 
Business Case (OBC) currently being sought through 
procurement service.  Clinical design requirements 
may mean that full business case not ready for 
planned 31 March deadline 
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BAF10:  Mental Health skills and resources Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

The quality and availability of mental health care in the Trust do not 
match patients’ needs, leading to increased risk of 

· Safety incidents (patients, staff) 
· Poor patient experience 
· Failure to deliver services in line with access standards (particularly 

in ED) 
· Failure to meet legal and regulatory requirements (including in 

connection with consent) 

 
 
1 
2a – d 
3a 
 
4 
 

MD 16.08.17 CQC 
report 

16 
4 x 4 

12 
4 x 3 

12 
4 x3 

Rationale for target rating 
The impact of unmet mental health needs is unlikely to be 
reduced, but the likelihood of patients or staff suffering as a 
result will be reduced by the measures planned.  
Trust risk register links 
21, 234 

Causes of the risk · Inconsistency of specific knowledge and training in managing people with mental health vulnerabilities amongst general 
staff cohort 

· Lack of sufficient numbers of specialist mental health trained staff in the Trust 
· Partnership arrangements between the Trust and local mental health care providers do not meet patients’ needs  
· Rising demand for mental health care service in the acute setting 

Current methods 
of management 

· Use of agency specialist mental health staff 
· Embedded Mental health liaison team co-commissioned by PHT and Southern Health  
· Fortnightly system-wide teleconference to coordinate services across all relevant providers 
· Mental Health Action plan under weekly review 

Current assurance Positive assurance Negative assurance 
· Weekly returns to CQC indicate Mental health risk 

assessment completed in ED in 95 % + of cases audited  
· Evidenced improvement in effective and appropriate 

referral to Mental Health Liaison Team in ED 
· Further external “deep dive” into MH services indicate 

improvement in most areas 
 

· Trust still required to submit weekly data to CQC  
· 24.08.17 CQC report summary, page 2 (3 items) 
· 3 associated “must do” requirements CQC report 24.08.17  
· 3 associated “must do” requirement, 1 associated “should 

do” requirement CQC report 01.02.17  
· Referrals to Mental Health Liaison Team remain 

inconsistent in quality and timeliness across in-patient 
services   

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Complete ligature risk assessments in priority areas 

and develop action plan to address  
MD 31.12.17 12.09.17: Risk assessments underway and complete 

in some areas.  Action plans to address findings in 
Complete 
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development as each assessment completed. 
10.11.17: Risk assessment continues, prioritising 
areas of greatest risk. Risk mitigation process 
following assessment under way 
27.12.17: Risk assessment in priority areas (ED and 
AMU) now complete.  Associated action plans 
developed and under implementation.  Other areas 
of hospital now being risk assessed. 

2 Increase level of service commissioned from the 
Liaison team  
 
 
 
 
 
 

MD 30.04.18 12.09.17: Negotiations underway, funding agreed.  
Formalisation of agreement and associated 
recruitment etc awaited. 
25.10.17: Joint commissioning arrangement for 
additional nursing capacity signed off by PHT and 
CCG October 2017. 
10.11.17: Ongoing discussions at  fortnightly ACS 
MH forum to describe and develop future model 
27.12.17: System-wide focus on effective integration 
of mental health services with physical health 
services required.  Fortnightly system leader 
meetings now concentrate on whole-system 
improvements. 

On track 

3 Psychiatric Decision Unit (PDU) to be established on 
QAH site  

MD 31.12.18 27.12.17:  Concept approved in principle by EMT, 
subject to funding, location, commissioning and 
other issues.  Joint application for DoH funding to be 
made by CCGs, MH Providers and PHT by end of 
April 2018. 

On track 
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BAF12: Safeguarding Objectives 
affected 

Lead Date id’d Source Initial 
rating 

Target 
rating 

Current 
rating 

There inconsistent levels of the awareness and specialist knowledge 
needed to deliver adequate safeguarding for patients and others to 
whom the Trust has a duty, leading to risk of: 

· Increased patient harm 
· Impaired patient experience 
· Regulatory non-compliance / intervention (including unlawful 

detention / restraint) 
· Staff injury arising from violence 

 
 
 
1 
2 
2d 
 
4 

DoN 24.08.17 External 
review 

12 
4x3 

8 
4x2 

12 
4x3 

Rationale for target rating 
The impact of poor safeguarding cannot be reduced, but 
increased awareness of signs, symptoms and escalation 
systems will reduce the likelihood of patients or others 
suffering harm 
Trust risk register links 
21, 48, 462 

Causes of the risk · Previous low profile of safeguarding generally within the Trust, but particularly adult safeguarding, Mental Capacity Act 
issues (including restraint) and Deprivation of Liberty Safeguards 

· Safeguarding governance arrangements inadequate 
· Specialist knowledge not at appropriate levels 
· Low levels of understanding, despite reasonable compliance with training programme  

Current methods 
of management 

· Named Safeguarding doctors and nurses in post 
· New, trained Named Midwife for Safeguarding in post 
· Training programme in place  
· External support from CCG in place 2.5 days per week 
· Head of Adult Safeguarding in post as of 04 September 2017 

Current assurance Latest positive assurance Latest negative assurance  
· Combined Safeguarding Level 1 & 2 = 96.41% (target = 

85%) 
o Safeguarding Children Level 1 = 98.8% 
o Safeguarding Children Level 2 = 92.41% 
o Safeguarding Adults Level 1 = 98.78% 

· 7913 staff have done some form of basic Prevent and basic 
MCA & DoLS training via Induction or completing the 
Essential Skills booklet in the last 12 months. 

· 23.01.18  - 3177 staff trained in MCA and DoLS 

· Combined Safeguarding at Level 3 & 4 = 81.8% (target = 
85%) 
o Safeguarding Children Level 3 = 81.84% 
o Safeguarding Children Level 4 = 100% 

· 24.08.17 CQC report summary, page 3 (4 items) 
· 1 associated “must do” requirement CQC report 24.08.17  

Planned actions to reduce the risk / improve assurance 
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Action Lead Due Update Status 
1 Separate committees for safeguarding of adults and 

children to be established to ensure appropriate levels 
of focus 

DoN 31.10.17 12.09.17:  Revised terms of reference under 
development.  First meetings of new Committees to 
be booked. 
23.10.17: External overview of new committee 
structure completed. 
21.01.18:  Separate committee established; first 
meetings to take place by end of February 

Complete 

2 Review process for ensuring audits conducted under 
Section 11 Children Act 2004 are fed back to the Trust 
Board and LSCB 

DoN 31.10.17 
 

30.04.18 

12.09.17:  2015/16 audit has been submitted.  
Process for 16/17 to be reviewed. 
21.01.18:  New Head of Safeguarding will complete 
this work now she is in post. 

On track 
for new 
deadline 

3 Training programme and content (including Board level 
training) to be reviewed 

DoN 31.12.17 
 

30.04.18 

12.09.17:  New Head of Safeguarding to conduct 
review. 
21.01.18:  New Head of Safeguarding will complete 
this work now she is in post. 

On track 
for new 
deadline 

4 Band 8c Head of Safeguarding to be appointed DoN 31.12.17 09.08.17:  Post out to advert, interview 26.09.17. 
21.01.18:  Appointee working in the Trust from 
02.01.18 

Complete 

5 External peer review (to be conducted by acute sector 
specialist) of adult and children’s safeguarding services 
(including governance arrangements). 

DoN 31.12.17 
(Children) 

 
30.06.18 
(Adult) 

 

12.09.17:  Suitable individuals to be identified 
23.10.17: Children’s safeguarding peer review 
completed, findings reported back to leads of 
service and actions to be completed by DON. 
21.01.18:  Action planning from children’s service 
review in development.  Implementation to be 
monitored through Child Safeguarding Committee. 
Adult Safeguarding peer review to be completed by 
30.06.18.  

On track 

6 Awareness-raising programme to be developed and 
introduced  

DoN 31.01.18 
28.02.18 

12.09.17:  New Head of Safeguarding to coordinate. 
21.01.18:  New appointee now in post, will develop 
and commence during February 

On track 
for new 
deadline 

7 Trust to support / cooperate with Pan-Portsmouth 
Safeguarding review led by Local Safeguarding Children 

DoN tbc 12.09.17: LSCB has not yet indicated date. 
21.01.18:  date still awaited from LSCB 
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Board (LSCB) 
8 Training content and all procedures in Maternity to be 

reviewed and as necessary enhanced to ensure 
appropriate focus on domestic violence as a 
safeguarding issue 

DoN 31.03.18 21.01.18:  Outcome of review to be reported to 
Maternity Board 

On track 
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BAF13:  Organisational improvement Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

Implementation of new initiatives, standards and learning is 
inconsistent across the Trust, leading to risk of: 

· Failure to reduce patient harm 
· Failure to improve patient experience / engagement 
· Failure to deliver improvements against constitutional standards 
· Increased staff frustration / disengagement 
· Failure to achieve cost improvement programmes and other 

financial objectives 

 
 
1a - b 
2a - d 
3a - f 
4a, c, d 
5a - b 

MD 24.08.17 Staff 
feedback  

12 
3 x 4 

6 
3 x 2 

12 
3 x 4 

Rationale for target rating 
Impact of inconsistent improvement methodology is unlikely 
to be reduced, but consistent use and monitoring of a well-
developed and well-implemented methodology across the 
Trust will significantly improve the success of change 
programmes.  
Trust risk register links 
13, 15, 304, 784, 785, 788 

Causes of the risk · Trust has no comprehensive improvement methodology – individual service centres adopt their own preferred approaches 
· Trust governance arrangements do not support oversight of local Quality Improvement initiatives (see also BAF14) 
· Trust does not rationalise unsuccessful initiatives or disinvest in unsuccessful / unnecessary initiatives (see also BAF5) 
· The quality of investigations into incident and complaints is inconsistent 

Current methods 
of management 

· Existing clinical, corporate and financial governance 
· Pulse staff survey 
· Continuous Improvement Steering Group established and meeting regularly 

Current assurance Latest positive assurance Latest negative assurance 
· December ED FFT satisfaction score increased from 

November to 95.5%.  Above national average (87%) 
· Dec Inpatient FFT satisfaction 96.8%, above nat avg 96% 
· 99% Harm Free Care recorded in December, 98.2% in Nov 
· Reduction in HSMR from Nov 111.7 to Dec 110.1 
· No mixed-sex accommodation breaches in December  
· Reduction in complaints per 1000 contacts: Oct 0.77, Nov 

0.69 
 

· Referrals to Mental Health Liaison Team remain 
inconsistent in quality and timeliness across in-patient 
services   

· SIRIs/1000 bed days increased to 1.2 from 0.6 Nov 
· Two Never Events in December (YTD figure now 5) 
· One avoidable MRSA in December, 5 c diff cases 
· Cost improvement plan £8m below plan, YTD 
· 24.08.17 CQC report summary, page 2 (1 item) 
· 01.02.17 CQC report summary, page 3 (1 item) 
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Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Business Case for the development and 

implementation of a standard approach to QI (Quality 
Academy) to be produced and presented for approval  

MD 30.11.17 12.09.17:  Awaiting Exec level sign off. 
10.11.17: Business case on hold pending approval of 
and incorporation into complete QI Strategy 
21.01.18:  Revision to planned approach – see action 
4 below   

 

2 Outline strategy for continuous improvement 
(modelled on Institute of Healthcare Improvement 
methodology (Improvement Academy)) to be 
presented to Board adopted 

DHR 
MD 

31.12.17 12.09.17:  Consultation meetings begin in October. 
10.11.17: Draft Quality Improvement Strategy to be 
reviewed at EMT in December prior to anticipated 
publication in January 2018 
27.12.17:  Draft strategy approved by EMT 19.12.17  

Complete 

3 Develop assurance indicators based on  
· Defined improvements in the priorities 
· Staff satisfaction and engagement  
· Number of registered quality improvement 

projects 
· Implementation plan compliance 

MD 31.12.17 25.09.17:  Indicators will be available once 
methodology is designed and implemented, and 
projects begin to run under the new framework. 
27.12.17:  Indicators included in policy (see action 2 
above) 

Complete 

4 Strategy to be re-badged as “Continuous 
Improvement Strategy” and used as the basis for all 
improvement projects and plans across the Trust 

MD 28.02.18 21.01.18: revision to document in train.  All Trust 
strategies and plans to reference methodology as a 
potential mechanism for delivery 

On track 
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BAF14: Governance systems Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

Governance systems across the Trust are ineffective in the delivery and 
monitoring of high standards of care, treatment and performance, 
leading to risk of: 

· Failure to identify and address poor quality / unsafe care 
· Failure to ensure comprehensive learning, across the Trust, from 

incidents and complaints 
· Waste and duplication of resources, including staff time 
· Failure to improve performance against constitutional access 

standards 
· Failure to identify and address poor staff experience (see also 

BAF5, BAF15)  
· Breach of legal, constitutional and contractual obligations 

(including, specifically, information governance obligations) 

 
 
 
1, 2, 3 
1, 2, 4d 
 
4a, d 
2a, 2d, 3 
 
4a, d, e 

CEO 24.08.17 External 
review 

12 
4 x 3 

4 
4x1 

12 
4x3 

Rationale for target rating 
The impact of poor governance on quality, use of resources 
and effective leadership will always be major, but a revision 
of governance systems and the introduction of 
improvements will reduce the likelihood of poor governance 
giving rise to such detrimental effects 
 
 
Trust risk register links 
Nothing specifically related 

Causes of the risk · Instability within Board 
· Governance systems, processes and structures have not kept pace with the demands of the expanding Trust and its key 

regulators 
Current methods 
of management 

· Existing corporate and clinical governance systems are in operation 
 

Current assurance Positive assurance Negative assurance 
 
 
 

· 24.08.17 CQC report summary, page 3 (6 items)   
· 01.02.17 CQC report summary, page 3 (1 item), page 4 (1 

item) 
· 7 associated “must do” requirements CQC report 24.08.17  
· 4 associated “must do” requirements, 2 associated 

“should do” requirements CQC report 01.02.17  
Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Director with explicit responsibility for corporate and 

clinical governance to be appointed 
CEO 31.12.17 12.09.17:  Post out to advert and shortlisted. 

24.10.17:  Successful appointment made to Director 
of Strategy, Governance and Performance.  

Complete 
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Interviews for Trust Secretary to be held w/c 30th 
October. 
28.11.17: Interim Director of Integrated Governance 
appointed 01.12.17. 
28.11.17: Director of Strategy and Performance to 
start on 8th January 2018. 
21.01.18:  Director of Integrated Governance started 
work 02.01.18 

2 Review of Board level committees, their form, 
function and terms of reference  

DIG 05.04.18 23.01.18:  Initial paper to be presented to Board 
01.02.18, final paper planned for 05 April 2018  

On track 

3 Board and committee work programmes to be 
reviewed to ensure more effective, streamlined 
reporting 

DIG 05.04.18 23.01.18:  Work commenced, for discussion with 
other Execs during February  

On track 

4 Process for reporting from Board Committees to the 
Board to be reviewed and revised 

DIG 05.04.18 23.01.18:  Draft reporting format and process 
developed, agreed in principle at Board Away Day 
08.01.18 

On track 

5 Accountability Framework and governance 
arrangements within operational units to be reviewed 
and revised as required     

DIG 30.06.18 23.01.18:  Principles broadly agreed amongst Exec 
team; implementation dependent on planned 
revisions to corporate support functions generally  

On track 

6 Governance function to be reviewed to strengthen 
focus on learning from incidents, reviews, complaints 
and other feedback, risk management etc 

DIG 30.06.18 23.01.18:  Action dependent on planned revisions to 
corporate support functions generally  

On track 

7 External review of governance surrounding decision 
making in connection with reading of chest X-rays in 
ED commissioned in response to Never Event – results 
will inform further adjustments to governance 
processes, as appropriate   

DIG 30.06.18 23.01.18: Review commenced, completion date 
currently an estimate; may need revision later.  

On track 
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BAF15:  Recruitment and retention Objectives 
affected 

Lead Date id’d Source Initial 
rating 

Target 
rating 

Current 
rating 

The Trust is struggling to recruit and retain staff in a number of key 
areas (including, particularly, band 5 nursing, MOPRS, General 
Medicine), leading to a risk of: 

· Increased patient harm 
· Impaired patient experience 
· Failure to comply with regulatory requirements  
· Staff disengagement (see BAF5) 

 
 
 
1a, 1b 
2a, 2b, 2c 
2d 
4a, 4d 

DHR 01.08.17 Risk 
assm’t 

12 
3x4 

6 
2x3 

12 
3x4 

Rationale for target rating 
Improved workforce management should ensure that the 
right staff, with the right skills, knowledge and support are 
available and able to meet patients’ needs promptly and 
effectively. 
Trust risk register links 
15, 22, 31, 321, 406, 794 

Causes of the risk · National shortages of key trained staff (e.g., nurses, doctors) 
· Geographical location 
· Inconsistent approach to staff engagement between Clinical Service Centres  
· Continued pressure in a number of clinical areas means that extra capacity beds remain open long term, diverting skilled 

substantive staff from ward areas to escalation areas 
Current methods 
of management  

· Use of overtime and bank staff to plug gaps in shifts  
· Use of agency staff where absolutely necessary to maintain safe staffing 
· Re-locate staff across the Trust to maintain safe levels  
· Wide range of recruitment methodologies (overseas events, social media, open days, links to Universities, recruitment 

consultancies, head hunting) 
· Exit interview programme 

Current assurance Positive assurance Q2 Negative assurance Q2 
· December ED FFT satisfaction score increased from 

November to 95.5%.  Above national average (87%) 
· Dec Inpatient FFT satisfaction 96.8%, above nat avg 96% 
· 99% Harm Free Care recorded in December, 98.2% in Nov 
· Reduction in complaints per 1000 contacts: Oct 0.77, Nov 

0.69 
· Establishment 94.9% filled  

 

· SIRIs/1000 bed days increased to 1.2 from 0.6 Nov 
· Two Never Events in December (YTD figure now 5) 
· One avoidable MRSA in December, 5 c diff cases 
· 1 associated “should do” requirement CQC report 

01.02.17  
· December in month turnover 0.8% 
· Rolling 12 month turnover in December 12.4%  
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Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Two further overseas recruitment events (Philippines and 

Italy) 
DHR 30.09.17 11.08.17:  Events booked. 

13.11.17: Events completed, awaiting final numbers 
in terms of recruitment.  

Complete 

2 Healthcare Support Worker campaign to reduce agency 
use 

DHR 01.10.17 11.08.17:  Campaign started 11.08.17.  
Implementation monitored through DU Workbook. 
13.11.17: Initial recruitment complete an ongoing in 
partnership with NHSP to increase bank fill rate and 
reduce agency use.  
23.01.18:  Very successful HCA recruitment open day 
event in December – 150 expressions of interest.  
Next campaign planned for April 2018 

Complete 

3 Workforce strategy to be refreshed 
 
See also Action 4 

DHR 15.11.17 11.08.17:  Refresh work allocated to Head of 
Employee Resourcing.  Revised strategy to be 
presented to November Board. 
23.10.17:  Broad themes for revised strategy 
developed, linked to forming a Workforce 
Committee. 
13.11.17: Strategy meeting arranged for 16.11.17 
21.01.18:  Pay control element of strategy reviewed 
and changes implemented 

Complete 

4 Complete revision and re-development of Workforce 
Strategy to reflect planned new organisational strategy 

DHR 30.06.18 21.01.18:  Workforce strategy development an 
integral part of organisational strategy development 
activity. Workforce strategy steering group 
established and meeting 

On track 

5 Enhance partnership with NHS Professionals to enhance 
the provision of temporary staff including a system wide 
collaborative bank.  

DHR 30.11.17 11.09.17: Meeting with NHSP took place 04.09.17 
with further system wide meeting on collaborative 
bank taking place 14.09.17. 
23.10.17: Staff Bank Development letter from NHSI 
CEO to be enacted.  
13.11.17: NHSP improvement plan developed 
including campaign to get more staff to join the 

Complete 
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Bank. Ongoing discussions with partner  
organisations in terms of collaborative bank 
opportunities.  
23.01.18:  Dedicated plan in place with NHSP.  Fill 
rates improving 

6 Implement plans for revised and new roles to support 
difficult to recruit posts.  
 
TO BE INCORPORATED SPECIFICALLY INTO NEW 
WORKFORCE STRATEGY – SEE ACTION 4 

DHR 30.11.17 
 

30.06.18 

21.09.17: Education Director has written to all CSC 
Chiefs of Service to identify the scope for Physicians’ 
Associates role project underway with Portsmouth 
University.  Workshop for Medicine specialties to 
identify further roles for development being 
arranged. 
23.10.17: Workforce summits for Medicine, MOPRS 
and ED/AMU to take place by 30.11.17. 
13.11.17: Workforce summits for Medicine, MOPRS, 
and ED/AMU scheduled for w/c 13.11.17  
23.01.18:  Workforce summits completed.  
Physicians’ Associate workshop to be run for CSCs in 
conjunction with Portsmouth University 31.01.18; 
will inform development of relevant elements of 
new Workforce Strategy  

On track 
for new 
deadline 

7 Develop and implement a Trust wide retention strategy. 
 
NOW SUPERCEDED BY ACTION 4 

DHR 31.12.17 23.10.17: Nursing retention open evening took place 
19th October.  
13.11.17: Draft plan to be submitted to EMT for 
discussion by 11.12.17 
 

 

8 Work with military colleague to assess and mitigate 
impact of potential absence from the trust of an as yet un-
quantified proportion of military personnel from 3 months 
from September 2018 

DHR 30.06.18 23.01.18:  possibility of absence notified to Trust – 
discussions continue   

On track 
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BAF16:  Non-employed staff Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

Non-employed staff at the Trust (i.e., military and trainee clinicians) 
have inconsistent support, training and experience, leading to risk of 

· Disengagement 
· Non-compliance with Trust policies / requirements 
· Removal of non-employed staff-groups from the Trust, with 

consequent detrimental impact on Trust capacity  

 
 
1,2,3,4 
1,2,3,4 
1,2,3,4,5 

DHR 11.09.17 Risk 
Assm’t 

12 
3x4 

6 
3x2 

12 
3x4 

Rationale for target rating 
Feedback from staff in training and military staff indicates 
that in some areas there are low levels of engagement and 
an imbalance between service needs and individual training 
needs.  
Trust risk register links 
Nothing specifically related 

Causes of the risk · Inconsistent leadership of non-employed staff groups 
· Inconsistent induction arrangements 
· Inconsistent understanding of the needs / expectations of non-employed staff groups 
· Inconsistent understanding of the expectations of / engagement with Deanery and Military stakeholders 

Current methods 
of management 

· Junior doctor engagement opportunities with CEO and Medical Director on a bi-monthly basis 
· Quarterly meeting re: Military Defence Contract  
· GMC survey action plan 

Current assurance Positive assurance Negative assurance 
· Positive report from Health Education England visit to 

Surgery  
· Broadly positive report of medical training from Military 

Deanery visit 15.01.18 

· Adverse report from Health Education England visit to 
orthopaedics trainees  

· Some areas of concern about Foundation training in small 
number of specified areas identified during Military 
Deanery visit 15.01.18 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Consider whether Military Defence representation at 

Executive / Senior Management team would be 
appropriate 

CEO 31.10.17 21.09.17:  Discussion with CEO awaited. 
23.01.18:  Site Clinical Lead provides military 
representation at SMT 

Complete 

2 Junior Doctor training improvement plans to form 
part of standard performance management process at 
SMT and CSC level with oversight by Quality 

DHR 30.11.17 11.09.17: Director Medical Education to undertake 
lead role and develop initial plans for discussion at 
SMT 11.10.17. 

Complete 
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Committee and Board.  23.10.17: Director Medical Education to undertake 
lead role and develop initial plans for discussion at 
SMT November 2017 with presentation to Board 
December 2017. 
13.11.17: SMT presentation 08.11.17 agreed to be 
standard agenda item for CSC performance reviews. 
Board update due 07.11.17 

3 Guardian of working hours role clearly defined and 
systems to support contractual compliance 
introduced.   

DHR 30.11.17 11.09.17: Guardian report to be presented to 
October 2017 Trust Board Meeting. 
23.10.17: Further updates required in January 2018.  
13.11.17: Board update due on 07.11.17 

Complete 

4 Standard local induction arrangements introduced 
and monitored through local competency 
arrangements.   

DHR 30.11.17 11.09.17:  Meeting with Director Education 13.09.17 
13.11.17: Spot checks undertaken on AHP workforce 
on 30.10.17, fully compliant. On-going compliance 
checked through QIP.  

Complete  

5 Examine ways to assess experience of military staff 
working in the Trust 

DHR 30.11.17 21.09.17:  Learning & Development team 
considering options for carrying out assessments in 
ways which best support the Trust in the effective 
deployment of military staff.  Existing methods 
already in use by military units to be included in 
consideration.  
23.01.18:   Meeting with Military Deanery took place 
15.01.18; outcomes from all future visit to be 
treated as other Deanery feedback.    

Complete  

6 Deanery reports (including Military Deanery), local 
surveys, informal feedback and GMC survey results to 
be reviewed in detail for suitable assurance data  

DHR 30.11.17 21.09.17:  Meeting with Director of Education to 
conduct review planned for end of October. 
23.10.17:  Meeting in October to form basis for SMT 
discussion in November. 
13.11.17: SMT presentation 08.11.17 agreed to be 
standard agenda item for CSC performance reviews. 
Board update due 07.11.17 
23.01.18:  Deanery report reviews to continue, and 
include Military Deanery feedback  

Complete 
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7 Work with Orthopaedics team to address Health 
Education England concerns, specifically to re-
establish protected elective orthopaedic capacity  

DHR 31.03.18 23.01.18:  Action subject to lifting of current NHSE 
restrictions on elective work in a timely way   

On track  
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BAF17:  Disconnect between the Trust Board and other staff  Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

Staff have reported a lack of connection between themselves and 
the Trust Board, and associated lack of confidence that the Trust 
Board is a) fully aware of the pressures faced routinely by staff and 
patients or b) committed to addressing them.   
This leads to an increased risk of failure to engage in initiatives to  

· improve patient safety 
· improve patient experience 
· improve compliance with constitutional access standards 
· address and harassment problems 
· achieve the Workforce Race Equality Standard 
· deliver financial health and sustainability targets 

and to poor results in the national staff survey and Well-led 
assessment 

 
 
 
 
 
1 
2 
3 
4b 
4c 
5 
4a, d 
 

CEO 24.08.17 CQC  
report 

12 
3 x 4 

4 
2 x 2 

12 
3 x 4 

Rationale for target rating 
The cumulative effect of addressing this risk and the actions set 
out at BAF5, BAF6, BAF8, BAF14, BAF15, BAF16 and BAF20 is 
likely to be a reduction in both the potential impact of an actual 
or perceived disconnect (because there will be improved 
monitoring and management systems in place to identify and 
address such impacts) and in the likelihood that any disconnect 
will be felt.  A reduction in both scores is therefore achievable. 
Trust risk register links 
13, 19, 302, 303, 304, 784, 785, 794 

Causes of the risk · Ineffective Clinical Governance systems 
· Board and senior leadership instability  

Current methods 
of management 

· All Board member engagement / visits / events etc. recorded by Exec admin team  
· Clinical Quality Review visits  
· Existing Organisational Development Strategy  
· Listening into Action and Weekly CEO staff engagement sessions 

Current assurance Positive assurance Negative assurance 
· 2016 Staff survey results are in top quartile for staff 

engagement 
 

· 24.08.17 CQC report summary, page 2 (2 items) 
 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
 See actions set out at  

· BAF5 
· BAF6 
· BAF8 

 
· BAF14 
· BAF15 
· BAF16 

 
· BAF20 

    

 

202



Portsmouth Hospitals NHS Trust 2017/8 Board Assurance Framework                                            

 

BAF18:  Emergency floor  Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

The physical environment (layout, capacity and fabric) of the 
emergency floor at the Queen Alexandra Hospital is poor, leading to  

· Delays in patient assessment during periods of overcrowding, 
including delays to ambulance handover  

· Impaired coordination / delivery of care at times of overcrowding  
· Increased risk of patient harm from cold weather in HALO areas  
· Increased risk of harm to patients and staff arising from 

inadequacy of appropriate environment in which to deliver acute 
mental health care 

· Poor patient and staff experience 
· Inefficiency, including disproportionate rate of admission at peak 

times to reduce emergency floor over-crowding 
 

 
 
1 
 
1 
1 
1 
 
 
2a – d, 4a, 
4e 
3a – d, 3f, 
5b, 5d 

COO 2010 Risk 
Ass’mt 

12 
3x4 

2 
1x2 

12 
3x4 

Rationale for target rating 
In the long run (3-5 years), redevelopment will remove the 
problems associated with current layout and condition of the 
building.  As a result, the likelihood that anyone (staff 
or patient) will suffer because of the layout will be very 
low.  In the short to mid-term however, the risk will remain 
high until the redevelopment is complete. 
Trust risk register links 
16 

Causes of the risk · Historic lack on investment in the Emergency floor; exclusion of the emergency floor from the PFI project 
· Lack of available capital for re-development (see also BAF8) 
· Lack of clarity re: Trust strategy (see also BAF8)  

Current methods 
of management 

· Deployment of, and reliance on, premium cost workforce to manage times when patient volumes exceed capacity  
· Reactive responses to individual patients’ needs 
· Usual range of clinical governance monitoring and response 

Current assurance Positive assurance Negative assurance 
· Decrease in ED complaints: 7 in November,5 in December 
· December ED FFT satisfaction score increased from 

November to 95.5%.  Above national average (87%) 
· 01.02.17 CQC report summary, page 3 (1 item) 

 

· 55 12 hour trolley waits during December 
· 411 patient safety incidents in ED reported during 

December – highest number amongst all CSCs 
· 1 clinical SIRI in ED during December (fractured NoF) 
· 01.02.17 CQC report summary, page 3 (2 items) 
· 1 associated “must do” requirement CQC report 24.08.17  
· 1 associated “should do” requirement CQC report 

01.02.17  
 
 

203



Portsmouth Hospitals NHS Trust 2017/8 Board Assurance Framework                                            

 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Develop and present ED re-configuration business 

case to Trust Board and key regulators 
DoF 31.03.18 07.09.17: under development 

28.11.17: Timeline for development of project and 
review of existing plans in December and timetable 
for delivery and approval to be set out by 22.12.17 
21.01.18:  Support with preparation of Outline 
Business Case (OBC) currently being sought through 
procurement service.  Clinical design requirements 
may mean that full business case not ready for 
planned 31 March deadline 

At risk 

2 Creation of Urgent Care Centre (UCC) commissioned 
by CCG to divert non-ED patients  

COO 31.03.18 25.09.17:  Director of Delivery (Fareham and 
Gosport and South Eastern Hampshire Clinical 
Commissioning Groups) - will be leading/discussing 
commissioning of the new service in terms of 
staffing and immediate operational performance. 
Start-up arrangements to be discussed with Trust 
COO in coming week. 
23.01.18:  UCC streaming commenced November 
2017.  Increase in patients seen from 25/day to 
nearly 50/day.  Good engagement from CCG and 
local GPs to deliver enhanced role.  New UCC facility 
specification under consideration 

On track 

 See also BAF 10, Action 3     
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BAF19:  Trust leadership Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

The Trust’s senior leadership has been unstable, and the leadership 
structure is unsuitable.  These factors inhibit the holding to account of 
leaders in the Trust, leading to impaired ability to deliver improved  

· Patient safety  
· Patient experience / engagement 
· Performance against national constitutional standards  
· Staff satisfaction 
· Response to bullying and harassment 
· Performance in the well-led assessment 
· Financial health and sustainability 

 
 
 
1a - b 
2a – d 
3a – f 
4a, 4e 
4b 
4d 
5 

CEO 01.10.17 Risk 
ass’ment 

12 
3 x 4 

4 
2 x 2 

12  
3 x 4 

Rationale for target rating 
Improving resilience at all levels of the organisation through 
improved organisational culture, the implementation of an 
accountability framework (BAF5) and revising organisational 
structure will make the Trust as a whole less dependent on 
the most senior tiers of leadership and management, thereby 
reducing the impact of instability at board level.  Making a 
number of key executive appointments in the coming months 
will reduce the likelihood of further instability. 
Trust risk register links 
13, 19, 302, 304, 784 

Causes of the risk · Departure of Chief Executive 
· Significant use of interims over last 12 months 

Current methods 
of management 

· Usual clinical governance systems 
 

Current assurance Positive assurance Negative assurance 
· December ED FFT satisfaction score increased from 

November to 95.5%.  Above national average (87%) 
· Dec Inpatient FFT satisfaction 96.8%, above nat avg 96% 
· 99% Harm Free Care recorded in December, 98.2% in Nov 
· Reduction in HSMR from Nov 111.7 to Dec 110.1 
· No mixed-sex accommodation breaches in December  
· Reduction in complaints per 1000 contacts: Oct 0.77, Nov 

0.69 
 

· VTE risk assessment rate fell to 93.1% in December from 
94.67%.  Target is 95% 

· Increase in avoidable hospital acquired Grade 3 pressure 
ulcers (4 in Dec, 2 in Nov) 

· Two Never Events in December (YTD figure now 5) 
· One avoidable MRSA in December, 5 c diff cases 
· Dementia case finding question rate reduced (64.3% Dec, 

71.0% Nov – target = 90%) 
· December 17 Rolling 12 Month Turnover: 12.4% 
· Sickness Absence in Month (latest data November 17): 

4.1% 
·  
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Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
 See all actions at BAF5     
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BAF20:  Support functions Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

There is a lack of capacity and expertise in a number of key support 
functions, including Finance, HR, Corporate Governance, strategy and 
the Transformation Team leading to impaired ability to 

· Deliver improvements to patient safety 
· Deliver improvements to patient experience 
· Deliver against national constitutional standards 
· Recruit and retain the best staff to all areas of the Trust 
· Achieve financial health & sustainability 

 
 
 
1 
2 
3 
4e 
5 

CEO  Risk 
ass’ment 

12 
3 x 4 

4 
2 x 2 

12 
3 x 4 

Rationale for target rating 
The introduction of improved systems and processes, 
including an accountability framework (BAF5), and the 
introduction of improved IMT systems (BAF2) will help 
reduce the impact of back-office under capacity.  Addressing 
capacity and expertise issues identified in the planned review 
will also reduce the likelihood that such problems will arise. 
Trust risk register links 
13, 22, 19, 406, 784, 785, 786, 788 

Causes of the risk · Prioritisation of investment in clinical services and functions over back office / support services 
· Data Quality Group meets regularly 

Current methods 
of management 

· Acknowledgement of the risks presented by lack of both specialist knowledge and skills (e.g., planning) and general capacity 
(e.g., for ensuring and assuring data quality)  

Current assurance Positive assurance Negative assurance 
 
None available currently 
 

 
None available currently 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Create and appoint to new Director of Strategy, 

Governance and Performance role 
CEO 31.12.17 21.09.17: Advert closed 17.09.17; interviews 

9.10.17. 
24.10.17: As BAF 14. 

Complete 

2 Recruit to Trust Secretary Committee Clerk post DIG 31.12.17 
 

31.01.18 

21.09.17:  model JD and person specs being sought.  
Action to transfer to new Director role upon 
appointment. 
24.10.17: As BAF 14. 
23.01.18:  Requirement revised following 
appointment of Director of Integrated Governance 

On track 
for new 
deadline 
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3 Recruit Head of Strategy to lead and support planning 
functions 

CEO 31.12.17 21.09.17:  model JD and person specs being sought.  
Action to transfer to new Director role upon 
appointment. 
24.10.17: Recruitment underway. 
28.11.17: Recruitment successful and appointment 
made 
23.01.18:  Post holder due to start work 01.02.18 

Complete 

4 Undertake capacity and capability review of back 
office functions 

CEO 31.12.17 
 

30.06.18 

21.09.17:  New Director to undertake. 
24.10.17: CEO in discussion with Executive Directors 
to review effectiveness of their structures.  
23.01.18:  Review/revision of organisational 
structure due to take place during Q4/Q1; corporate 
functions will be part of the review to ensure 
organisational needs met  

On track 
for new 
deadline 

5 Look at alignment of back office functions across STP 
and ACS 

DHR 31.03.18 21.09.17:  To be raised at STP meetings.  Dependent 
on collaboration of partners. 
24.10.17: This is now being led by Director of HR and 
OD. 
23.01.18: DHR engaged in local discussions across 
STP 

On track 
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TRUST BOARD PUBLIC – FEBRUARY 2018    Agenda Item Number: 14/18 
        Enclosure Number: (8) 

Subject: Risk Register and Risk Management 

Prepared, Sponsored & 
Presented by: 

Lois Howell, Director of Integrated Governance 

Purpose of paper A revised look at the Risk Register and Risk Management following 
the CQC inspection. 

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

· In its report of dated 24 August 2017, the Care Quality 
Commission (CQC) required the Trust to: 
  

           “Review the board assurance framework, board minutes, and       
            processes for reporting at board to ensure risks are identified   
            and managed by the trust, and that the minutes are  
            appropriately recorded.” 
 

· In consequence, the Risk Management Strategy and all 
associated processes and systems are under review.   
 

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

To be discussed 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

To be discussed 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 

 

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

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference  

Risk Description  

CQC Reference  

 

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

1. In its report of dated 24 August 2017, the Care Quality Commission (CQC) required the 
Trust to: 

“Review the board assurance framework, board minutes, and processes for reporting 
at board to ensure risks are identified and managed by the trust, and that the minutes 
are appropriately recorded.” 

 
2. In consequence, the Risk Management Strategy and all associated processes and 

systems are under review.   
 
 
Work underway 
 
3. A revised Risk Management Strategy which reflects anticipated changes to the 

corporate governance system and improves  
· the ease and efficiency with which teams can identify, record and manage risks, and  
· the quality assurance that can be given to the board about the effectiveness of risk 

management activity  
will be brought to the Board for consideration in due course (currently planned for April 
Board meeting). 

 
4. Key amongst the new or revised elements of the Policy: 
 

· Monthly review of CSC top risks as part of the wider performance and accountability 
framework meetings 

· Increased range of examples and definitions for impact scores  
· Dissolution of the current Risk Assurance Committee of the Board 
· Inclusion of quarterly deep dive into CSC risk registers by the planned Quality & 

Performance Committee 
· Presentation of a draft Corporate Risk Register to the Quality & Performance 

Committee for consideration prior to recommendation to the Board 
 
5. The implementation plan for the Policy will include revised arrangements for risk 

management training for all staff, appropriate to their role and responsibility. 
 
6. The Trust is also reviewing the form and function of its risk management system. Datix.  

Datix is a software system also used with other Trust for incident reporting, complaints 
handling and the management of claims and inquests.  Currently there are 
inconsistencies between the set-up of the risk management module and other part of 
the system.  The planned review will ensure more effective alignment, to allow improved 
triangulation between incidents, complaints, claims, inquests and risks, and make it 
easier for operational teams to report and manage risks.    

 
 
Review of current risks 
 
7. The risk scoring system used in the Trust and across the NHS is a 5 x 5 matrix: 
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 Likelihood score 

Rare Unlikely Moderat
e Likely Certain 

Im
pa

ct
 s

co
re

 

Negligible 1 2 3 4 5 
Minor 2 4 6 8 10 
Serious 3 6 9 12 15 
Major 4 8 12 16 20 
Catastrophi
c 5 10 15 20 25 

 
 
8. The highest three risk scores are therefore 16, 20 and 25.  
 
9. As at the beginning of January, there were approximately 170 risks on Datix scoring 16 

and above.  A significant number of them have been on the risk register for a very 
considerable period of time (in some case several years), and many had not been 
reviewed recently in any meaningful way.   Risks were not generally well described, in 
that they did not make much sense outside the CSC which had reported them. 

 
10. As an urgent response to the current position, the Director of Integrated Governance 

has reviewed all risks scoring 16 and over, working collaboratively with CSC 
Governance leads.  Those risks which remain at 16 and above are presented at 
Appendix 1 and the Board is recommended to adopt this schedule as the Corporate 
Risk Register. 

 
11. At the time of report production one CSC’s risks have not yet been reviewed; this work 

will be completed before the Board meeting and any required amendments to the 
schedule will be notified to the Board. 

 
12. The proposed corporate risk register set out at Appendix 1 is high level and does not 

contain significant detail of the risk management plans in place to mitigate the risks 
identified, although it is confirmed that all risks on Datix do have risk management plans.  
Initial reviews of the plans were conducted while the risks were being considered as part 
of the recent review and adjustments were made where urgent, but the Board is advised 
that the plans will be reviewed in detail as the next phase of work, and reported to the 
Board at the next iteration of the Corporate Risk Register. 
 

 
Analysis of current risks 

 
13. The Board will note that a considerable number of the risks proposed for inclusion in the 

Corporate Risk Register relate to current pressures on the Trust and wider health and 
social care system.  It is important that these risks are not simply de-escalated as 
pressure decreases, but that further mitigation work takes place before the next phase 
of seasonal pressure arises to ensure that the risks do not rise in an unmanaged way 
again next year.   The Risk Management Team will work with the CSCs to plan and 
implement effective plans for the coming months.   
 
 

 

212



 
 
 
Recommendations 
 
14. The Board is recommended to adopt the risks set out at Appendix 1 as the Corporate 

Risk Register for Quarter 3 of 2017/18. 
 

15. The Board is asked to note actions in hand to complete the work required by the CQC in 
respect of risk management across the Trust.   

 

 
 

213



Proposed Corporate Risk Register 01.02.18                                                                                            

Ref Risk Source Impact 
score 

Likelihood 
score 

Risk 
score 

1 Patient harm arising from poor flow across the Trust and beyond 
· Particular impact in MOPRS 
· Mismatch between demand and capacity and increased outlying of patients 

across specialities leading to mismanagement of patient care  
o Eg, Lack of prompt response to call bells, inability to support feeding and 

eating, delayed medication, delays to pressure damage avoidance plans, 
inability to support confused / anxious patients and relatives) 

o  

MOPRS risk register 4 5 20 

2 Patient harm arising from lack of timely discharge 
· Some medically fit for discharge patients are deteriorating to the point that they 

cannot be discharged while waiting for suitable community placements     
·  

MOPRS risk register 4 5 20 

3 Regulatory impact of breaching 4 hour access standard 
Trust faces increased regulatory pressure and reputational damage as a result of 
continued failure to meet 4 hour access standard   
 

Trust-wide issue 4 5 20 

4 Patient harm arising from inadequately maintained equipment 
· Not all equipment is part of the maintenance schedule overseen by Clinical 

Support Services; there may be unknown inadequacies in maintenance 
· “Point of Care” testing equipment is generally outside the maintenance regime, 

which could lead to undetected deterioration 

CSS risk register 5 4 20 

5 Patient harm and staff health and well-being impacts as a result of working 
conditions in dispensary on E level 
· Conditions in which pharmacists operate on E level are cramped and poorly 

ventilated 
· Poor working conditions have the potential to lead to mistakes as well as poor 

staff experience   

Cancer and Surgery 
Risk Register 

4 5 20 

6 Patient harm arising from sudden termination of cardiac MRI capacity at 
Southampton 
· Southampton previously providing 25 MRI slots per month. 
· Service suspended for March and April at short notice 
· Diagnostic delays likely to compromise patient safety    

Medicine Risk 
Register  

4 4 16 
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7 Disruption to therapeutic and diagnostic services arising from use of key 
service delivery areas for escalation beds  

· Patients may suffer harms as a result of delays to key therapeutic and 
diagnostic procedures  

Medicine Risk 
Register 

4 4 16 

8 Patient harm arising from delivery of chemotherapy other than via 
Peripherally Inserted Central Catheters (PICC lines) 
The Trust’s capacity to provide a PICC line services has deteriorated significantly 
Delivery of chemotherapy other than via a PICC line carries a significant risk of 
extravasation  

Cancer and Surgery 
Risk Register 

4 4 16 

9 Patient harm arising from stretched pharmacy services in times of significant 
pressure 
· Pharmacy service capacity has not increased in line with demand 
· pattern of escalation across the hospital and frequent patient moves mean that 

alignment of pharmacists and the patients they need to service is compromised 

CSS risk register 4 4 16 

10 Mismanagement of patient care (poor patient experience and moderate to 
severe level patient harm) arising from lack of suitably qualified and 
experienced staff 
· Eg, Lack of prompt response to call bells, inability to support feeding and eating, 

delayed medication, delays to pressure damage avoidance plans, inability to 
support confused / anxious patients and relatives   

   

All CSC risk registers 4 4 16 

11 Patient harm arising from unplanned increases in demand / mismatch of 
demand and capacity 

· Eg, flu epidemic leading to reduced staffing and increased demand for 
places in ICU   

  

CHAT risk register 4 4 16 

12 Disruption to clinical services arising from breakdown in sterilisation 
equipment   

· Water processing equipment essential to the provision of sterilisation 
services is beyond its normal age range and may break down   

CHAT risk register 4 4 16 

13 Harm to health and wellbeing of staff arising from sustained unplanned 
pressure on services 

· Staff health and well being appear to be suffering as result of recent 
sustained unplanned pressure on services.  Impacts include increased 

All CSC risk registers 4 4 16 
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musculo skeletal injuries, staff reporting feelings of pressure to stay at / 
return to work when ill, increased incidence of patient / visitor aggression 
towards staff, stress related mental and physical ill-health (NB, data on 
these areas currently unverified)  
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TRUST BOARD PUBLIC – FEBRUARY 2018    Agenda Item Number: 16/18 
        Enclosure Number: (9) 

Subject: Portsmouth and South East Hampshire Summary Plan 

Prepared by: 
Sponsored by: 
Presented by: 

Sue Harriman, Chief Executive Officer Solent NHS Trust 
 
Mark Cubbon, Chief Executive Officer 
 
Penny Emerit, Director of Strategy & Performance 
 

Purpose of paper The purpose of the document is to secure support to deliver he plan 
from the leadership and decision-making bodies of the NHS and 
Local Authorities in the Portsmouth and South East Hampshire 
health and care system 

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

Commissioners and providers across health and care in Portsmouth 
and South East Hampshire have been working together over the last 
12 months to develop an accountable care system partnership and 
greater integrated and collective working. 

Part of this work has been the development of an improvement plan 
for Portsmouth and South East Hampshire. This is a collective plan 
to improve health and care outcomes, operational performance and 
service quality for the residents of Portsmouth and South East 
Hampshire, and to manage within the available budget. This plan 
has been developed with the involvement of all governing bodies of 
local organisations. 

The plan describes the priority actions we are taking as a 
partnership to deliver our vision. The plan focuses around four key 
programmes of service transformation and improvement with a 
single system plan: 

• Urgent and Emergency Care 

• New Models of Out of Hospital Care 

• Elective demand and capacity 

• Mental Health 

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

The Board is asked to consider and approve the Portsmouth and 
South East Hampshire improvement plan. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

  

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Not applicable  
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Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities To be recognised as a world class hospital, leading the field through 
innovative healthcare solutions , focussing on the best outcome for 
our patients, delivered in a safe, caring and inspiring 
environment 

Board Assurance Framework/ 
Risk Register Reference BAF4 – Organisation and clinical strategies poorly defined 

Risk Description  

CQC Reference  

 

Committees/Meetings at which paper has been discussed/ approved: None 

 

218



Portsmouth and South East Hampshire
Health and Care System

Portsmouth and South East Hampshire 
Improvement Plan 
Our collective plan to improve health and care outcomes, 
operational performance and service quality for the residents of 
Portsmouth and South East Hampshire, and to manage within the 
available budget. 

20 November 2017 
Final 
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1 Introduction and Executive Summary 
1.1 Introduction 

This is our collective plan to create an excellent health and care system for the residents of 
Portsmouth and South East Hampshire, which supports people to stay well and in which, when 
people are ill or need support, they receive the best possible joined up care.   

The plan describes the priority actions we are taking together to deliver this vision, improving 
health and care outcomes, improving the performance and quality of services, and managing 
within the available budget.  It also describes how the local NHS organisations are working 
together, with local government, to overcome the organisational boundaries that can get in the 
way of delivering joined up care. 

The NHS is moving from an approach characterised by markets and competition to one based 
on collaboration and managed care. Sustainability and Transformation Partnerships1 were 
established nationally as a way of facilitating collaboration among local leaders and 
organisations to redesign services, increase the value derived from every pound of public 
money, and support the implementation of the Five Year Forward View.  The overall direction 
of travel is towards the systematic integration of health and care in England. 

Local leaders recognise that health and care services need to be planned at a number of 
different levels, and on a number of different geographies.  In Hampshire and the Isle of Wight, 
implementation of the Sustainability and Transformation Plan (STP) is organised and managed 
through five Local Delivery Systems.  This is our plan for the Portsmouth and South East 
Hampshire Local Delivery System, which covers the 650,000 people for whom acute services 
are provided by Portsmouth Hospitals NHS Trust. 

The purpose of this document is to secure support to deliver the plan from the leadership and 
decision-making bodies of the NHS and Local Authorities in the Portsmouth and South East 
Hampshire health and care system. 

1.2 Background and Context 
Many residents report high levels of satisfaction with the care they receive.  However, health 
and care services in Portsmouth and South East Hampshire face significant challenges.  There 
is a rising burden of preventable illness, an ageing population, variation in the life chances of 
people living in our most deprived areas, and increasing numbers of people with long-term 
conditions and vulnerabilities, including social isolation.  As a result, demand is increasing in all 
sectors.  More people are going to hospital, and often stay longer than they need to.  Urgent 
improvements in operational performance are required, there are quality and safety issues, and 
the system has a large financial deficit as the gap widens between the available resources and 
the rising costs of delivering care.  Restoring and sustaining high performance is now of the 
highest priority, with national and local attention on our efforts to improve. 

The organisations primarily responsible for health and social care in this system are: 

▪ Portsmouth Hospitals NHS Trust; Solent NHS Trust; Southern Health NHS Foundation
Trust; South Central Ambulance Service NHS Foundation Trust; 73 General Practices who
work together through the Portsmouth City Primary Care Alliance and the South Eastern
Hampshire & Fareham and Gosport Primary Care Alliance and a number of community
care providers (the NHS and social care providers)

▪ NHS Fareham & Gosport CCG, NHS South Eastern Hampshire CCG, NHS Portsmouth
CCG and NHS England (the NHS commissioners)

▪ Portsmouth City Council and Hampshire County Council (the local authorities).

1 delivering Sustainability and Transformation Plans. 
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Despite best efforts, this system hasn’t yet been able to bring about and sustain the changes 
needed to deliver the required improvements for patients and populations.  A new approach is 
needed, and as the leaders of this system we have committed to work together to design and 
implement that new approach.  Whilst the NHS is organised with independent statutory bodies 
for commissioning and provision, all partners in the Portsmouth and South East Hampshire 
health and care system recognise their mutual interdependence, and agree that working 
together in a systematic way will deliver more effective results for the local population. 

1.3 Our objectives 
In this context, as the organisations with responsibility for health and care in Portsmouth and 
South East Hampshire we have come together to deliver the following objectives: 

❶ To deliver long-term improvements in health and care outcomes, supporting residents
to stay well, reducing inequalities and reducing avoidable illness.

❷ To improve the quality and safety of health and care services, with all services
assessed by the CQC and Ofsted to be ‘good’ or better, and increasing proportions of
people reporting a positive experience of, and greater involvement in their care.

❸ To deliver the agreed waiting time standards2 for health and care services, by
making fast and tangible progress in urgent and emergency care reform, strengthening
general practice, community and social care services, improving mental health and
planned care services.

❹ To manage services within the money available, delivering substantial system
efficiencies and moderating the growth in demand for health and care services.

In order to deliver these objectives we committing to: 
❶ Agree and deliver a single system improvement plan to restore and improve service

quality, performance and financial health, with clear and agreed priorities.  The immediate
priority is to deliver significant improvements in urgent and emergency care performance.

❷ Establish a new way of working together, where our organisations and teams are
aligned around a common purpose, with clarity about roles and responsibilities, with
stronger operational ‘grip’ and a culture that enables leaders and frontline staff to work
together to drive and deliver the improvement plan.  As providers and commissioners we
are increasingly taking collective responsibility for population health and resources in
Portsmouth & South East Hampshire.

1.4 Our service vision 
In order to respond to the challenges we face, we are working together to improve the way 
care is delivered.  The model we are seeking to introduce has the following four components: 

First, our care model will have a strong focus on prevention and population health 
management. We will systematically address lifestyle risk factors. We will engage with wider 
stakeholders to influence the wider determinants of health as these impact on the most 
vulnerable members of our community. We will strengthen the resilience and self efficacy of 
vulnerable families and individuals, and use social models of care, such as social prescribing, 
to enable patients to address their wider needs. 

Secondly, we will provide urgent care that is integrated with primary, community, mental 
health and social care, reducing the need for emergency or unplanned interventions.   
Patients who need hospital care for their physical or mental health conditions will be able to 
access it quickly and safely, and be confident of receiving the very best treatment.  Patients will 
be discharged safely and promptly once they are medically fit, and will receive the ongoing 
care they need. 

2 Including those set out in the NHS Constitution 
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Thirdly, we will ensure that people with ongoing care needs receive better coordinated 
care, with more services provided in the home and community settings. We will deliver 
this through integrated, multi-disciplinary community teams, by linking hospital specialists to 
community-based care, and by making greater use of technology to deliver care remotely.  We 
will use data, combined with the insights of care professionals to systematically identify those 
at greatest risk of future ill health, and take action to reduce risks.  There will be clear, agreed 
care plans for all those at risk. 

Fourthly we will do all we can to manage people with the most complex health needs in 
the community, bringing together expertise from hospital, community and primary care. 
Through these measures, we expect to be able to slow the growth in hospital utilisation and 
reduce hospital length of stay, meeting future demand without the need to increase the number 
of hospital beds, with inpatient care only for those who need intensive or complex care. 

In order to be successful, citizens and care professionals will be able to access a shared care 
record wherever and whenever required.  This means that care professionals will be able to 
access and share patient information, between primary, community and acute care, in the out-
of-hours primary care service, and in locality based extended primary care teams. 

1.5  A single system improvement plan 
A programme of service transformation and improvement is in place to deliver this vision.  We 
have organised our improvement activity in four programmes: 

Urgent and 
Emergency 
Care 

To improve urgent care access and performance, reduce demand, 
reduce harm, and manage clinical variation, enabling the system to meet 
A&E and Delayed Transfers of Care targets 

New models of 
out of hospital 
care 

To prevent ill health, increase early intervention and build the strong, 
sustainable primary and community care services required to proactively 
manage the needs of the population at home and the community 

Elective 
demand and 
capacity 

To improve how we manage demand for elective care, and to redesign 
how we provide elective care, ensuring demand and capacity are in 
balance to enable constitutional targets to be met. 

Mental Health To improve the quality of and access to mental health care for adults 
and children 

In order to ensure clarity of focus and have maximum impact, the priority actions in each 
programme have been identified and are described in more detail in chapter 4 of this plan: 

Programme Priorities 
Urgent and 
Emergency 
Care Reform 

1. Improving patient flow at Queen Alexandra Hospital, in order to reduce
ambulance queuing at A&E and reduce A&E waiting times

2. Clearing the backlog of patients who are medically fit for discharge
3. Putting in place a consistent primary and community care response for

frail elderly patients, for people who fall, and for people at the end of life.
4. Improving the quality of life and healthcare for people in care homes,

with the impact of fewer emergency admissions from care homes

New Models 
of Out of 
Hospital Care 

1. Improving care for frail patients and those with ongoing care needs by
fully implementing extended primary care teams, with person centred
co-ordinated care such as the ‘Extensivist’ model, and Long Term
Condition hubs in each locality of 30-50,000 population

2. Implementing the prevention workplan for Portsmouth & South East
Hampshire in order to reduce ill health

3. Fully delivering GP Extended Access providing more general practice
appointments at the beginning and end of the day and at weekends

4. Improving the utilisation of non-acute inpatient beds.
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Elective 
Demand and 
Capacity 

1. Improving waiting list management processes to address the issues
highlighted by the recent external review.

2. Improving referral management and outpatient care, with a focus on
surgery, urology and musculo-skeletal services.

3. Address the demand/capacity imbalance in urology services
4. Fully implement e-Referrals to reduce waste and improve demand

management.

Mental Health 1. Reduce out of area treatments and length of stay by managing the 
Solent and Southern Health mental health beds as a single resource 

2. Improve mental health and wellbeing support in Primary Care
3. Improve the urgent and emergency care service at Queen Alexandra

Hospital for people with mental health needs
4. Ensure full coverage across Portsmouth and South East Hampshire of a

24/7 all age community based crisis resolution service
5. Implement the ‘Future in Mind’ transformation plans to strengthen

mental health provision for children and young people

These priority actions are expected to have greatest impact on improving performance for local 
residents.  As we deliver these first priorities, the next priorities are being proactively identified.  
Delivery of the service improvement plan also requires collaboration in terms of workforce, 
estate and information technology, and the actions in these areas are set out in the plan.   

1.6 Establishing a new way of working together to deliver 
Multiple attempts have been made in Portsmouth and South East Hampshire to deliver service 
and performance improvement.   However, the approaches we have taken to date have not 
brought about transformational change, improvement or financial savings quickly enough to 
respond to the challenges we face. To support us to deliver our plan to improve performance 
we have agreed practical action that will change how we work together, overcoming the 
barriers to delivery.  The intention is to simplify governance, help us to make better decisions 
and to make more rapid progress once decisions are made.  Specifically we are committing to: 

1. Develop a single operating plan for the Portsmouth and South East Hampshire Local
Delivery System for 2018/19.  In the past we have tried to ‘add together’ the individual
plans of each organisation in the system, once they are finalised, to create a system plan.
This time we will start by creating an overall system plan, setting out the system priorities,
key transformation programmes, and financial strategy, which will inform the development
of the operating plans of each provider and commissioner.

2. Ensure that CCG funding for providers for 2018/19, and the incentives in contracts,
are consistent with the agreed system plan.

3. Build a coherent clinical leadership body for the system, bringing together clinicians
from providers and commissioners; acute, mental health, primary and community care, with
social care, to take overall responsibility for the development of a clear and compelling
clinical vision, aligning care professionals with the delivery of that vision, and providing
clinical leadership to the redesign of services and pathways, across the system.

4. Create a single, shared business intelligence function in Portsmouth and South East
Hampshire, and where it makes sense establish shared back office functions, in order to
simplify processes, and to reduce duplication and waste.

In order to translate these intentions into reality, to enable organisations to hold each other to 
account and to increase operational ‘grip’, clear governance arrangements are required: 

1. The implementation of the single system improvement plan will be led by the
Accountable Officers of the statutory bodies in Portsmouth and South East
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Hampshire3.  The Accountable Officers will meet on a regular basis to review progress, 
overcome barriers to delivery and hold each other to account.  They will deploy their 
combined workforce, estate and financial resources to deliver the plan.  The System 
Convenor will chair the meetings of the Accountable Officers. 

2. A Senior Responsible Officer (SRO) has been designated to lead each of the four
Service Improvement Programmes, supported by a Chief Executive sponsor and a
clinical lead, with rigorous programme management through a system programme
management office.  Each SRO will have a clear mandate to act in the system to deliver
the objectives of the transformation programme, on behalf of, working to, and supported by
the Accountable Officers Group.  Collectively we will focus on delivery of milestones on
time, escalating barriers to change and non-delivery through the system as required.

3. The Portsmouth and South East Hampshire Accountable Care Board will provide
strategic leadership to the Portsmouth and South East Hampshire Local Delivery
System.  With executive and lay/non-executive membership, and with an independent
chair, it will be the mechanism through which partners align themselves to deliver the
system objectives.  Whilst the Board is not a statutory body, it supplements the ongoing
role of individual boards and organisations.  The Board will operate within the framework of
the Hampshire & Isle of Wight STP, as the delivery vehicle for the Portsmouth and South
East Hampshire Local Delivery System.  A lay/non-executive director working group has
been established to support the system wide oversight of the programme.

The longer term direction of travel for the NHS is emerging, with local health and care systems 
evolving over time into Accountable Care Systems.  However, contemplating possible longer-
term business models runs the high risk of distracting us from delivery.  Our current and 
immediate focus is to take the action described in this plan to deliver improvements in 
performance and to establish a new way of working together to ensure we succeed. 

1.7 Recommendations 
Boards and Governing Bodies are invited to: 

1. Confirm their commitment to working together in Portsmouth and South East Hampshire,
and to the shared objectives of the system set out in chapter 3 of this plan and summarised
in paragraph 1.3 above.

2. Confirm their agreement to the collective focus on the delivery of the single system
improvement plan and priorities set out in chapter 4 of this plan and summarised in
paragraphs 1.4 and 1.5 above.

3. Confirm the Board’s commitment to deliver the actions and initiatives for which it is
responsible.  As a next step, a clear written agreement will be reached with each
organisation confirming its role and responsibility in delivery of the plan (a Memorandum of
Understanding), based on the responsibilities set out in Appendix 3.

4. Confirm support for the proposed actions to establish a new way of working together as set
out in chapter 6 and summarised in paragraph 1.6, and for the leadership and governance
arrangements to manage the delivery of the Portsmouth and South East Hampshire Local
Delivery System.

Sue Harriman 
System Convenor, Portsmouth and South East Hampshire Health and Care System 
21 November 2017 

3 The Chief Executives of Portsmouth Hospitals NHS Trust, Solent NHS Trust, Southern Health NHS Foundation Trust, South 

Central Ambulance Service and the Hampshire CCG Partnership; the Clinical Chief Officer of Portsmouth City CCG; the Directors 
of Adult Social Services, Children’s Services and Public Health for Portsmouth City Council and Hampshire County Council 

225



2 National and Local Context 
2.1 National Context 

The pressures on the NHS are greater than they have ever been: a growing and ageing 
population, the increasing prevalence of long term conditions, medical advances which extend 
the range of treatments available, challenges recruiting and retaining staff, a necessity to 
consider health and care jointly, and limited financial resources.  Despite these challenges, 
treatment outcomes are far better - and public satisfaction higher - than twenty years ago. 

The Five Year Forward View, published in 2014, set out the policy response to the challenges 
facing the NHS.  It proposed a radical upgrade in prevention, the implementation of new 
models of care, and the delivery of significant efficiencies. There is now good evidence from 
the vanguard programme and elsewhere that new models of care can lead to significant 
improvements for patients, and can moderate growing demand.   Next Steps on the Five Year 
Forward View, published in March 2017, described in more detail how these changes will be 
implemented across the NHS.   

However, sustaining the improvements that have been made in waiting times – particularly in 
A&E, for cancer treatment and for discharge from hospital - is proving difficult across the NHS. 
Restoring performance in these key areas is now one of the highest priorities for the NHS, not 
least because performance against the A&E 4-hour target is an indicator of the quality and 
safety of the urgent and emergency pathway in a local health system.   

There is also widespread consensus that the organisational arrangements of the NHS have 
increased fragmentation and have often made it more difficult to implement the system wide 
service redesign required to deliver sustained improvements.  We now see a shift from an NHS 
characterised by markets and competition to one based on collaboration and managed care.  
Whilst the NHS is comprised of independent statutory organisations for commissioning and 
provision, health and care organisations increasingly recognise that they are mutually 
interdependent, and that working together in a systematic way well deliver more effective 
results for the local population.   

Local Government is also facing huge financial and service pressures.  The populations 
requiring local government services are increasing as a consequence of an aging population 
and medical advancement, whilst the funding of local government has reduced significantly 
over the last 8 years. Instability in the care market makes the availability of domiciliary and 
residential care problematic and there are concerns over future workforce availability.  No 
national political settlement has yet been reached about how social care should be funded in 
the long term.     

As within the NHS, local government has both commissioners and providers.  However, the 
administrative geographies differ as does the accountability, which is provided through 
democratically elected local politicians and statutory officers.  We need to address the 
management and provision of health and social care in an integrated way, without any 
mandate to change statutory accountabilities or geographies.    

Sustainability and Transformation Partnerships (STP) were established across England as a 
way of facilitating collaboration between leaders and organisations to deliver the redesign of 
services and the efficiencies needed in the NHS.  In Hampshire and the Isle of Wight, health 
and care organisations must plan service on a number of different geographies, at the same 
time.  Some services are best planned and organised at a very local, community level, others 
in geographies consistent with local authority boundaries.  Many services benefit from planning 
in geographies that bring together the organisations serving patients and populations in the 
catchment of an acute hospital.  This is important because a key challenge for the NHS to is 
strengthen out of hospital care, reduce hospital utilisation and improve hospital discharge.  The 
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most specialist services require planning to be undertaken at a higher level, across whole 
STPs. 

In Hampshire and the Isle of Wight, implementation of the Sustainability and Transformation 
Plan (STP) is managed through four Local Delivery Systems. This document describes our 
plan for the Portsmouth and South East Hampshire Local Delivery System, which covers 
the population for whom acute services are provided by Portsmouth Hospitals NHS Trust. 

Eight STPs in England, including the Frimley STP, are being supported nationally to go further, 
and more fully integrate their services and funding, by establishing an Accountable Care 
System.  Accountable Care Systems are an evolved version of an STP, in which providers and 
commissioners take collective responsibility for resources and population health.  A small 
number of mature Accountable Care Systems may in time evolve into Accountable Care 
Organisations, where commissioners hold a longer term contract with a single provider entity to 
manage the health of and healthcare provision for the whole population.  The overall direction 
of travel is to towards the systematic integration of health and care in England. 

Our plan has been developed in this context, recognising the priority is to restore operational 
performance, financial control and service quality.  

2.2 Local Context 

The Portsmouth and South East Hampshire healthcare system serves a population of 
approximately 650,000 people living in the predominantly urban areas of Portsmouth City, 
Fareham, Gosport and Havant, and in rural communities in Petersfield and Bordon.   
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The challenges facing the health and care system in Portsmouth and South East Hampshire 
reflect those which can be seen across the NHS: 

▪ A rising burden of preventable illness.  A significant proportion of the population have
one or more lifestyle risk factors.  These risk factors are influenced by deprivation and
impact on morbidity and mortality, increasing health inequalities.

▪ An ageing population, areas of deprivation, and increasing numbers of people living
with Long Term Conditions:  Portsmouth and South East Hampshire includes areas of
affluence as well as some of the most deprived communities in England.  Taken as a
whole, the population is slightly older than average and growing more quickly than average.
Recorded prevalence of long term conditions is rising quickly – Respiratory disease
prevalence rising at 5-6% per annum, dementia at 3-4% per annum diabetes at 3.5-4.5%
per annum – and is still lower than expected prevalence.  Outcomes for people with long
term conditions here are stubbornly ‘middle of the pack.’  This means that there are
increasing numbers of people with long term conditions, for whom clinical outcomes could
be improved.

▪ Rising demand in all sectors, and more
people going to hospital: There is rising
demand for primary care, and patients
want easier and more convenient access to
general practice.  This is one of the best
systems in England for managing people
with ambulatory sensitive conditions at
home, however the system is experiencing
rising numbers of hospital admissions for
emergency and elective treatment, and
rising A&E attendances.  In hospital,
patients experience delays in A&E awaiting
admission.

▪ People stay in hospital longer than they should:  Unnecessarily extended stays in
hospital lead to reduced independence, patients acquiring secondary problems, and
increased costs.  Currently4 there are c230-250 patients in hospital who are medically fit for
discharge, and patients with less complex needs also experience delays being discharged.
The average length of stay in hospital has increased as a result.

▪ Variation in health outcomes: There is more to do to improve health outcomes in all
areas of our system. Whilst people are living longer, they are spending more years in ill-
health.  There is unacceptable variation in the life chances of people living in our most
deprived areas, compared to those in the most affluent areas.

▪ Most sectors in health and social care are struggling to recruit and retain sufficient
staff.  In 2017 there are approximately 12,500 people working locally in the NHS and social
care. The challenges recruiting GPs is leading to primary care being increasingly fragile.

▪ There is a widening gap between the available resources, which are limited, and the
costs of delivering care, which are rising quickly.  Most organisations face significant
financial pressures in 2017/18 and beyond.

The challenge facing every health care system in England is to change - to improve - 
sufficiently quickly to stay ahead of these demographic, social and economic pressures. 

4 October 2017 

Hospital activity growth for CCGs in Portsmouth & 

South East Hampshire: 2014/15 - 2016/17 
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However, despite the best efforts of talented clinical and managerial leaders, excellent 
examples of innovative service redesign, and the preparation of a number of system wide 
plans over the last 8-10 years, the Portsmouth and South East Hampshire healthcare system 
has so far been unable to deliver its ambition to bring about and sustain the scale of 
improvement needed.  As a consequence, the system now faces major operational, quality & 
financial pressures: 

These unacceptable standards of operational, quality and financial performance can only be 
addressed by all parts of the system working together.  During 2017 the local leaders of the 
healthcare system have been working together in a new approach to tackle the challenges we 
face.  This document sets out: 

▪ What we plan to do to bring about and sustain improvements in service and financial
performance for the local population

▪ How we will work together, as one system, to deliver these improvements
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3 Our shared ambition and objectives 
As providers and commissioners of health and care, our shared ambition and collective 
responsibility is to create an excellent health and care system for the population of Portsmouth 
and South East Hampshire, which supports people to improve their health and wellbeing, and 
in which, when people are ill or need support, they receive the best possible, joined up care. 

As the Boards with responsibility for health and care in Portsmouth and South East Hampshire, 
we have now come together as a system to deliver the following objectives: 

Our Objectives for residents of Portsmouth and South East Hampshire 

❶ To deliver long-term improvements in health and care outcomes, supporting
residents to stay well, reducing inequalities and reducing avoidable illness.

❷ To improve the quality and safety of health and care services, with all services
assessed by the CQC and Ofsted to be ‘good’ or better, and increasing proportions of
people reporting a positive experience of, and greater involvement in their care.

❸ To deliver the agreed waiting time standards for health and care services
(including those set out in the NHS Constitution), by making fast and tangible progress
in urgent and emergency care reform, strengthening general practice, community and
social care services, improving mental health and planned care services.

❹ To manage services within the money available by delivering substantial system
efficiencies and moderating the growth in demand for health and care services.

To deliver these system objectives and outcomes, we are committing to work together, to: 
a) Implement a shared service transformation plan, delivering service improvements in

urgent and emergency care, primary & community care, planned care and mental health
care.  Our service improvement plan is set out in chapter 4 of this document.  Delivery of
the plan requires collaboration in terms of workforce, estate and information technology;
our plans for these areas are also summarised in chapter 4.  The expected impact of these
plans on finances, activity and performance trajectories is set out in chapter 5.

b) Establish a new way of working together to deliver, where our organisations and teams
are aligned around a common purpose, with clarity about roles and responsibilities, with
stronger operational ‘grip’ and a culture that enables leaders and frontline staff to work
together to drive and deliver change.  The rationale for this approach, and the underpinning
leadership and governance arrangements are set out in chapter 6.

We have agreed value based principles which will underpin how work together: 

▪ The commitment to work as one system - sharing outcomes, resources, challenges and
solutions to collaboratively improve the health and social care for local people

▪ The need to focus on improving our services, not structural change;
▪ The need to focus on service effectiveness and efficiency and not just money;
▪ The need for Health and Care to be equal partners.
▪ The opportunity for clinicians across primary, secondary and community care to work

together to resolve problems and transform services;
▪ The need to embed an empowered and innovative culture
▪ The requirement that delivery and recovery are improved immediately and sustained.

As a next step these will be developed into agreed description of how we behave together as a 
whole system. 
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4 Our Service Transformation Plan 
4.1 Overview of our approach 

In order to respond to the challenges we face, and to improve our collective performance, we 
are working together to deliver changes to the way care is delivered. 

We are not pretending that we know every step, every action, every detail of the work that 
needs to be done over the next three years.  What we do have is a good deal of clarity and 
alignment around where we are heading – the future model of care that is needed for our 
population, and which is described in 4.2 below.  We also have a clarity about the next things 
we need to do – our priorities – which are those initiatives which will make the biggest 
immediate impact for 
patients and service 
performance, and which 
move us towards the 
desired endpoint.  Our 
task is to deliver these 
actions, with the 
strongest possible 
operational grip.  As we 
deliver these priorities, 
the next priorities are 
being proactively 
identified, and in some 
cases (for example in 
the urgent and 
emergency care 
programme) are already clear and understood.   

The following sections describe the future model, and the priority actions to deliver the next 
phase of implementation of the model. 

4.2 The clinical model of care 

The new model of care builds on the work developed locally in the STP and in our system, and 
reflects the outputs of the national vanguard programme. It is designed to enable us to improve 
outcomes, streamline pathways, halt the growth in hospital utilisation, and reduce overall costs. 
It has the following four core components: 

First, our care model will have a strong focus on prevention and population health 
management. We will systematically address lifestyle risk factors. We will engage with wider 
stakeholders to influence the wider determinants of health as these impact on the most 
vulnerable members of our community. We will strengthen the resilience and self-efficacy of 
vulnerable families and individuals, and use social models of care, such as social prescribing, 
to enable patients to address their wider needs. 

Secondly, we will provide urgent care that is integrated with primary, community, mental 
health and social care, reducing the need for emergency or unplanned interventions.   
Patients who need hospital care for their physical or mental health conditions will be able to 
access it quickly and safely, and be confident of receiving the very best treatment.  Patients will 
be discharged safely and promptly once they are medically fit, and will receive the ongoing 
care they need. 
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Thirdly, we will ensure that people with ongoing care needs receive better coordinated 
care, with more services provided in the home and community settings. We will deliver 
this through integrated, multi-disciplinary community teams, by linking hospital specialists to 
community-based care, and by making greater use of technology to deliver care remotely.  We 
will use data, combined with the insights of care professionals to systematically identify those 
at greatest risk of future ill health, and take action to reduce risks.  There will be clear, agreed 
care plans for all those at risk. 

Fourthly we will do all we can to manage people with the most complex health needs in 
the community, bringing together expertise from hospital, community and primary care. 
Through these measures, we expect to be able to slow the growth in hospital utilisation and 
reduce hospital length of stay, meeting future demand without the need to increase the number 
of hospital beds, with inpatient care only for those who need intensive or complex care. 

In order to be successful, citizens and care professionals will be able to access a shared care 
record wherever and whenever required.  This means that care professionals will be able to 
access and share patient information, between primary, community and acute care, in the out-
of-hours primary care service, and in locality based extended primary care teams. 

As set out in the Hampshire and Isle of Wight STP, the estate and facilities in which NHS 
care will be delivered to enable this model will be: 
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4.3 Delivering service transformation 

In order to deliver and sustain service improvements, we have organised our improvement 
activity in four programmes, each with clear priorities: 

Urgent and 
Emergency Care 

To improve urgent care access and performance, reduce demand, 
reduce harm, and manage clinical variation, enabling the system to 
meet A&E and Delayed Transfers of Care targets 

New models of out 
of hospital care 

To strengthen prevention and build the strong, sustainable primary 
and community care services and support required to proactively 
manage the needs of the population at home and the community 

Elective demand 
and capacity 

To improve how we manage demand for elective care, and to 
redesign how we provide elective care, ensuring demand and 
capacity are in balance to enable constitutional targets to be met. 

Mental Health To improve the quality of and access to mental health care for 
adults and children 

Our traditional approach to delivering service change in this system is no longer fit for purpose. 
The challenges faced in this system require collective effort, focussing the talents and 
resources of the whole system on the action that will have the greatest impact.  Together, 
through this plan, providers and commissioners are committing to take a new approach. 

The redesign programme for each service improvement area will be led by a Chief Executive 
Sponsor, managed by a Senior Responsible Officer (SRO) with authority and a mandate to act, 
and supported by a Clinical Lead.  There will be clarity about the roles of responsibility of each 
part of the system to deliver successfully.  The roles of the chief executive sponsor, SRO and 
clinical are summarised in the table below: 

Chief Executive 
Sponsor 

▪ Role undertaken by one of the system Chief Executives
▪ Provides overall leadership and direction to the programme
▪ Supports the SRO to deliver the programme objectives
▪ The point of escalation to the Chief Executives Group through the

system convenor
▪ Involves approx. 2 hours per week of time

Senior 
Responsible 
Officer 

▪ Role undertaken by an Executive Director of one of the statutory
bodies in the system

▪ Accountable for the delivery of the programme
▪ Recognised as the leader of the change
▪ Ensures strategic alignment and that the planned benefits of the

programme are realised
▪ Makes certain that risks are managed and that recommendations

or concerns from Gateway reviews are addressed
▪ Involves approx. 2 days per week of time

Clinical Lead ▪ Provides clinical leadership to the improvement programme
▪ Creates a clinical vision for the change which is shared by

clinicians and care professionals from providers, commissioners
and social care and provides guidance on redesign priorities

▪ Ensures the models of care implemented are robust, patient
focussed and deliver real benefits Engages and works
collaboratively with other clinical and professional groups, to
ensure support and commitment

▪ Promotes an evidence based approach to the programme

The following paragraphs describe the initial priorities for each of the four service 
improvement programmes. 
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4.3.1 Urgent and Emergency Care Redesign 

A comprehensive workplan for urgent and emergency care has been developed and is being 
managed by the A&E Delivery Board.  The workplan (a summary of which can be found in 
Appendix 2) describes action in four areas: 

▪ Preventing admissions
▪ Front door and improved patient flow

▪ Integrated discharge pathways
▪ System resilience

We can’t do everything at the same time, and so our workplan tackles the improvements in 
phases.  A new medical model was introduced in A&E in September 2017 and is now being 
embedded.  A revised and enhanced GP streaming service is in the process of being 
implemented, to release capacity for type 1 A&E patients.  The next four key initiatives 
prioritised for action by the A&E Delivery Board are underway, to deliver improved performance 
in the key A&E waiting time target.  These initiatives are: 

1. Improving patient flow at Queen Alexandra Hospital, in order to reduce ambulance
queuing at A&E and reduce A&E waiting times by improving simple discharges through
the full implementation of the SAFER patient flow bundle – a practical tool being utilised
across the NHS to reduce delays for patients in adult inpatient wards.  Implementing the
SAFER bundle is the responsibility of Portsmouth Hospitals.

2. Clearing the backlog of patients who are medically fit for discharge in order to create
acute capacity and enable escalation beds to be closed.  Responsibility for clearing the
backlog in Portsmouth rests with Solent NHS Trust and Portsmouth City Council, utilising
funding agreed by Portsmouth CCG.  Responsibility for clearing the backlog in Fareham &
Gosport and South Eastern Hampshire rests with Southern Health NHSFT and Hampshire
County Council, with funding agreed by Fareham & Gosport and South Eastern Hampshire
CCGs.  The roles and responsibilities of each partner in delivery are set out in more detail
in an Accountability Agreement for this initiative.

3. To put in place a consistent primary and community care response across the system for
frail elderly patients, for people who fall, and for people at the end of life.
Responsibility: CCGs with Solent NHS Trust, Southern Health, Primary Care Alliances and
Local Authorities.

4. Implementing the Enhanced Health in Care Homes model, to improve care for
residents, improve anticipatory care planning and reduce emergency admissions from care
homes, as demonstrated by the Care Home Vanguards.  Responsibility: CCGs with Solent
NHS Trust, Southern Health, Primary Care Alliances and Local Authorities.

Portsmouth Hospitals has developed an Urgent Care Plan describing the action required to 
sustainability deliver the performance targets and maintain patient flow.  This Urgent Care Plan 
and the A&E Delivery Plan will be aligned during November 2017. 

The Chief Executive of Portsmouth Hospitals will sponsor this programme.  Sarah Austin (Chief 
Operating Officer, Solent NHS Trust) is the system SRO for this programme, with Dr Elizabeth 
Fellows (Clinical Chair, Portsmouth CCG) the clinical lead. 

4.3.2 New models of Out of Hospital Care 

The priority actions we will undertake together as a system are to: 

1. Implement the prevention and early intervention workplan for Portsmouth and South
East Hampshire.  This includes action to educate families and communities about self
care; to support family resilience and self-efficacy; to increase the rates of cervical
screening; improve diabetes education, prevention and support; reduce smoking rates; and
improve self-management including the ‘Making Every Contact Count’ initiative and use of
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the Patient Activation Measure tool.  Delivery is the responsibility of the three CCGs and 
local authorities. 

2. Fully deliver GP Extended Access for Portsmouth and South East Hampshire –
providing out of hours access to general practice at the beginning and end of the day and
at weekends, in Fareham & Gosport and South Eastern Hampshire, by the end of
September 2017 and in Portsmouth with phased implementation concluding by June 2018.
Delivery is the responsibility of the respective CCGs and GP Alliances.

3. Improving care for frail patients and those with ongoing care needs by fully
implementing extended primary care teams, an Extensivist model and Long Term
Condition hubs in each locality of 30-50,000 population.  Delivery is the responsibility
of Solent NHS Trust in Portsmouth, and Southern Health NHSFT in Fareham & Gosport
and South Eastern Hampshire, with the respective GP Alliances and Local Authorities.

4. Improve the utilisation of non-acute inpatient beds with a single bed management
system in order to reduce extended stays in hospital, reduce costs and reduce out of area
placements.  Responsibility: Solent NHS Trust and Southern Health NHS FT

5. Agree and implement the next phase of delivery of the model of integrated out of
hospital care in Portsmouth and South East Hampshire.  This requires us to describe
how services need to be organised to deliver the model, including the workforce
requirements, estate and other infrastructure, within the available resources, and then to
work together to implement that model.  Responsibility: CCGs to lead

The leadership of the out of hospital service for the Portsmouth & South East Hampshire
population by multiple independent sovereign organisations - operating with different
objectives, policies and governance arrangements - increases complexity and hinders the
delivery of the required transformation of services.  Our medium term aim is to establish a
single leadership model for the out of hospital system, through the introduction of a Multi-
Speciality Community Provider.  As a next step, and without changing the employment
contracts of staff, or the contracts between CCGs and providers, it is proposed to
implement a single leadership and governance structure for community services for the
Portsmouth and South East Hampshire population as soon as practically possible.  This will
enable the management of the community workforce as a whole within a single set of
policies, a single strategic plan and a single operational delivery plan.

The new models of out of hospital care programme is managed through the New Models of 
Care Board. Innes Richens (Portsmouth CCG & Portsmouth City Council) will be the Executive 
Sponsor for the programme. Sara Tiller, (Director of Primary Care, Hampshire CCG 
Partnership) is the system SRO for this programme.  Dr Rumi Chhapia, GP, is the clinical lead. 

4.3.3 Elective Care Redesign 

The priority actions in the elective care redesign programme are set out below. Each initiative 
involves and requires input from a number of different partners.  Overall responsibility for 
delivery of each initiatives has been identified and an elective care board will be established to 
oversee delivery of the priorities and ensure there is no duplication of effort. 

1. Improve waiting list management processes to address the issues highlighted by the
recent external review.  Responsibility: Portsmouth Hospitals

2. Improve referral management and access to specialist care, with a focus on surgery,
urology and musculo-skeletal services.  The aim is to ensure that the right patients are
referred to hospital, to simplify access to care, to ensure that outpatients is used as
effectively as possible, and that repeat visits to hospital are minimised wherever possible.
Responsibility: Portsmouth Hospitals, CCGs and the Primary Care Alliances
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3. Identify, agree and implement the preferred solution to address the surgical
demand/capacity imbalance in urology services. Responsibility: Portsmouth Hospitals
with the three CCGs.

4. Fully implement e-Referrals, starting with 2 week wait referrals and moving on to advice
and guidance, and routine referrals, in order to reduce waste, improve patient experience
and assist with the management of demand.  Responsibility: Portsmouth Hospitals and the
three CCGs.

Dr Linda Collie, Clinical Chief Officer at Portsmouth CCG is the Chief Executive Sponsor for 
this programme.  An Executive Director (tbc, Portsmouth Hospitals) will be the system SRO; Dr 
Richard Jones, Portsmouth Hospitals, will be the clinical lead. 

4.3.4 Mental Health Care Redesign 

The priority actions we will take in the local mental health redesign programme are: 

1. To manage the Solent NHS Trust and Southern Health NHS Foundation Trust acute
adult mental health and older people’s mental health beds as a single resource,
aligning the admission and discharge criteria, reducing length of stay and eliminating the
need for patients to travel out of the area for adult mental health inpatient care.
Responsibility: Solent NHS Trust and Southern Health NHS Foundation Trust.

2. Improve mental health and wellbeing support in Primary Care.  Responsibility: CCGs.

3. Improve the urgent/emergency care service at Queen Alexandra Hospital for people
with mental health needs.  Responsibility: Southern Health and Portsmouth Hospitals.

4. Agree and implement a common pathway across Portsmouth and South East
Hampshire for patients with emotionally unstable personality disorders, with the
objective of improving the care providing to these patients and reducing the number of
patients with these conditions in hospital beds.  Responsibility: CCGs

5. To ensure full coverage across Portsmouth and South East Hampshire of a
harmonised crisis resolution service, resourced to offer 24/7 community crisis response
and intensive home treatment as a genuine alternative to admission. Responsibility:
Southern Health and Solent NHS Trust.

6. Implement the ‘Future in Mind’ transformation plans to strengthen mental health
provision for children and young people.  Responsibility: Local Authorities

Julie Dawes, Southern Health NHS Trust is the Executive Sponsor for this programme.  
Suzannah Rosenberg, Portsmouth CCG, is the system SRO; Dr Dan Meron, Solent NHS Trust 
is the clinical lead. 

4.4 Our collective plans for workforce, estate and information 

Delivery of the service improvement plan also requires collaboration in terms of workforce, 
estate and information technology.  Our priority actions in these areas are summarised here: 

4.4.1 Workforce 
In 2017, the Portsmouth and South East Hampshire health and care system employs c12,500 
people. There are many challenges to ensure we have the right numbers of staff with the skills 
we need caring for our population.  Some issues are best resolved locally but many require a 
wider approach within the Hampshire and Isle of Wight area.  The Hampshire and Isle of Wight 
STP workforce workstream brings together workforce leaders across the system.  They have 
agreed the following four priorities areas of action: 
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1. Workforce planning and transformation – each Local Delivery System will have a
named lead who’s role is to work in partnership with clinical and service leaders to develop
a workforce plan for their area.  Each Local Delivery System plan will come together to
form a Hampshire and Isle of Wight system-wide workforce plan.

2. Removing barriers to staff mobility.  24% of staff leaving us move to a different
health/social care employer within Hampshire and the Isle of Wight.  Each time requiring
retraining, rechecking and passing through the usual recruitment/induction process.  By
agreeing standardised processes which are portable across the system, staff will be able
to move more flexibly and access training more suitable to their location.  This will reduce
costs to the employer and increase time staff can spend with the people they care for.

3. Taking a collaborative approach to temporary staff management.  We have staff
shortages in many areas and currently compete for hard-to-recruit staff.  Where this
requires use of agencies and other temporary staff providers this can lead to an increase
in costs and poor rota planning.  The Workforce leaders are agreeing a Hampshire and
Isle of Wight concordat to ensure we share workforce and control costs across the system.

4. Workforce retention.  Hampshire and Isle of Wight has a 5% higher turnover than
average within health services and for workers such as those within domiciliary care our
turnover can be as high as 24%.  We are developing a local employee retention policy
which will offer further rotational and career development opportunities for staff in addition
to other retention/engagement initiatives.

In addition to these STP wide activities, workforce leaders in the Portsmouth and South East 
Hampshire system are also establishing a plan to work collaboratively to resolve some of our 
key local workforce challenges. 

4.4.2 Estate 
Strategic estate plans are in place for each of the CCG areas in Portsmouth and South East 
Hampshire.  The immediate estate priorities are to: 

1. Complete the disposal of St James’ Hospital, generating revenue savings of c£2.5m, and
the associated development of the Area Health Hub at St Mary’s Hospital.

2. The development of the health campus at Bordon New Town.
3. Delivery of the action plan to minimise void and underutilised space in existing estate

4.4.3 Information 
Good availability and use of Business Intelligence and Technology is pivotal to the success of 
the system and early progress in this area is critical to support the analysis of current and 
future activity for each of the service improvement programmes.  Currently the information 
supporting this activity is ‘owned’ and managed by multiple organisations with no centralised 
function with the capacity or authority to combine and analyse this data to an appropriate level 
of detail.   

To appropriately support the delivery of this plan the immediate priorities are as follows: 

1. Business Intelligence and analytical support for the priority programmes.  The A&E
reporting sub group which is staffed by members from each of the provider and
commissioner organisations has been broadened to provide information analytical support
for each of the service transformation programmes, with nominated leads for each key
area.  The initial objective for this group is to prototype then automate the provision of pan
system data and support analysis.  Work to support the Emergency Care work stream is
already underway with new reporting process already prototyped and automation due for
completion in October.  The same process will be followed for the remaining areas by the
end of December.

2. There is a clear need to share information from across the system to facilitate the
required change.  Agreement from the system leaders to support the central analysis and
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provision of data to support each of the work steams (including formalising the resource 
allocation from each member organisation) is needed and will be achieved by October. 

3. Review of applications and infrastructure to support longer term integration.  In
addition to the immediate actions above, there is the need to review the current
applications and underlying infrastructure used across Portsmouth and SE Hampshire and
wider STP patch.  This will enable decisions to be made around rationalising and
standardising on applications and infrastructure to remove duplication as well as simplify
support and integration.  This review will take into account current and future IT strategies
for all member organisations.

Following on from the above work the model will have to develop rapidly to provide data 
analysis to facilitate decision making around changes to patient flow and new ways of working.  
This will be a significant piece of work which will require substantive resources to complete.  
Building on the early collaborative work in the system it is essential and duplication of effort is 
removed across teams to enable existing staff to be freed up to commit the appropriate level of 
resource to this work.  Options to centralise data warehousing, performance analysis and 
statutory returns will be explored in Q3.  Following on from the review of applications and 
infrastructure it is likely that there will be a significant programme of work to rationalise the 
number of applications and technology infrastructure currently in use to free up costs and 
improve access for all.   
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5 NHS finance, activity and performance plan5 
5.1 Summary of the system financial position and savings plan 

The total NHS financial resources in the Portsmouth and South East Hampshire system are in 
the order of £1.1b6.  This comprises CCG allocations of £865m and c£240m of other income 
received by providers in the system, primarily from NHS England.  

The opening financial gap for the Portsmouth and South East Hampshire system in 2017/18 
was £76.2m.  At the end of July 2017, QIPP and CIP schemes had been identified totalling 
£71.8m.  The table below summarises the opening financial gap, the organisations in which 
this gap sits, and the total identified schemes to close the gap. 

FGSEH 
CCGs 

£m 

Ports 
CCG 
£m 

PHT 

£m 

SHFT 

£m 

Solent 
NHST 

£m 

Total 

£m 

Opening System Gap 26.36 9.20 34.60 2.80 3.20 76.16 

Identified QIPP/CIP at M4 24.76 9.05 34.20 1.90 1.90 71.81 

Unidentified QIPP/CIP 1.60 0.15 0.40 0.90 1.30 4.35 

The savings plans in place drive cost reduction in a variety of areas, for example - reduced 
length of stay; closing additional capacity; reduce waiting list initiatives and outsourcing; 
workforce; theatres productivity; cost control; benefits from the aligned incentive contract; 
estates; prescribing; community bed remodelling; prevention; continuing health care; 
ambulance handovers; back office. 

Savings schemes have been risk assessed and the system is facing emerging cost 
pressures.  Together this has resulted in an unmitigated risk to the system of £47m in 
2017/18. 

A system wide approach is now being taken to reduce the risks of delivery in the identified 
schemes, and to find further savings.  A baseline review has been completed; system savings 
plans have been stress tested; an aligned incentive contract with agreed ways of working has 
been set up; a financial framework is being finalised and agreed with Boards. In addition, a 
System Savings Programme Director has commenced working at the start of August; we have 
obtained 160 days of project support from a national QIPP programme; we are developing a 
system ‘resource map’ to pull together current vs anticipated activity, beds and workforce; we 
are establishing governance processes around taking forward ‘unpalatable’ options. 

A Chief Operating Officer Leadership team has been developed, and in addition a Finance 
Board has been established to manage and co-ordinate the system wide financial recovery. 

Further options to generate savings and close the financial gap are being identified.  Options 
will then be discussed by member organisations and overseen by the Finance Board. 

5 Information about relevant local authority finance, activity and performance will be presented in future versions 
of this plan 
6 Source: PWC analysis summer 2017 
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5.2 Summary of the system activity plan 

The table below summarises the system activity plan for 2017/18, and the underpinning 
assumptions.  The plan assumes a significant moderation in growth in A&E attendances, 
elective admissions, and outpatient attendances, and a reduction in emergency admissions as 
a result of delivery of the service improvement plan. 

2016/17 
Outturn 

2017/18 
Plan 

2016/17-
2017/18 
Planned 

Change (%) 

2014/15-
2016/17 
Actual 

change (%) 

A&E attendances 178,178 180,416 +1.3% +10%

Emergency admissions 61,780 59,627 -3.5% +3%

Elective admissions 71,852 72,597 +1.0% +13%

Excess bed days 31,817 28,778 -9.6% N/A 

First outpatient appointments 136,981 139,894 +2.1% N/A 

Critical Care bed days 5,937 6,512 +9.7% N/A 

5.3 Performance Trajectories 

The graph below summarises the performance trajectories that have been agreed for A&E 
waiting times, Referral to Treatment waiting times, and Cancer 62-day waiting times targets. 

PSEH system performance trajectories 2017/18 – 2018/19 

A&E 4 hour wait target 

Referral to Treatment target 

Cancer 62-day target 
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6 A new way of working together: Accountable Care 
6.1 The case for a new approach 

Multiple attempts have been made in Portsmouth and South East Hampshire to align providers 
and commissioners and deliver service and performance improvement.   However, even with 
the best efforts of individual members of staff, clinical and managerial leaders, the approaches 
we have taken to date have not brought about transformational change, improvement or 
financial savings quickly enough to respond to the challenges we face.     

Agreeing what we need to do is a necessary, but not sufficient step to deliver transformation in 
this system.  Our conclusion is that we are not able to bring about the changes required for our 
population without also changing how we work together, and overcoming the organisational 
boundaries than hinder change.  These issues are faced by systems across the NHS, and 
whilst any changes to the Health and Care Act are a number of years away, all providers and 
commissioners recognise that their roles will evolve, as we move from a system characterised 
by markets and independence, to one of collaboration and interdependence.  

Our aim is to move from the current 
ways of working in which: 

To a new approach which will: 

▪ Individual organisational interests tend to
‘trump’ system interests.  Each
organisation has its own goals and
objectives, measures its own success
differently, and is assured using different
measures, rather than there being a
shared goal, and common purpose

▪ Incentives are not aligned in the system
to deliver the common purpose.  A range
of different payment and contract
mechanisms exist, which are not aligned
to the new models of care, and with risk
held in the system in inappropriate
places.

▪ Acting alone organisations don’t have
sufficient leverage, strength and influence
to drive transformation, and multiple
opinions about the right approach leads
to misalignment and confusion.

▪ Patients experience disjointed, sub
optimal care, and costs spiral, because
there are multiple sovereign
organisations working to deliver care to
individuals, in particular for individuals
with complex needs, which increases
hand-offs and service fragmentation.

▪ Give us common purpose, aligning the
goals and incentives for all parts of the
system to deliver the service
transformation plan and performance
improvements, and a single set of
operational, quality and financial
objectives.

▪ Nurture collaboration and teamwork,
overcoming organisational and
professional silos to deliver co-ordinated
care, and to actively help rather than
hinder staff to do the right thing

▪ Drive cost savings by reducing
duplication, improving efficiency, treating
patients earlier, and reducing transaction
costs

▪ Overcome fragmentation between
providers and between provision and
commissioning.  The aim is to create a
system where all parts of the system work
together in a seamless way, focussed on
what is best for the local population.

▪ Provide the ability to make and implement
decisions to reshape services across the
whole system.
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6.2 Establishing a new way of working together to deliver 

To support us to deliver our plan to improve performance we have agreed practical action that 
will change how we work together, overcoming the barriers to delivery.  Specifically we will: 

1. Agree a Memorandum of Understanding for each organisation setting out its role
and responsibilities in the delivery of the single system plan and priorities.  The MoU
will be based on the responsibilities set out in this plan and summarised in Appendix 3.

2. Develop a single operating plan for the Portsmouth and South East Hampshire Local
Delivery System for 2018/19.  In the past we have tried to ‘add together’ the individual
plans of each organisation in the system, once they are finalised, to create a system plan.
This time we will start by creating an overall system plan, setting out the system priorities,
key transformation programmes, and financial strategy, which will inform the development
of the operating plans of each provider and commissioner.  The Director of Planning and
Performance for the 3 CCGs will take responsibility for developing the system plan.  The
plan will require the support and approval of all system partners.

3. Ensure that CCG funding for providers for 2018/19, and the incentives in contracts,
are consistent with the agreed system plan.  Responsibility: CCGs, working together.

4. Build a coherent clinical leadership network for the system, bringing together clinicians
from providers and commissioners; acute, mental health, primary and community care, with
social care, to take overall responsibility for the development of a clear and compelling
clinical vision, aligning care professionals with the delivery of that vision, and providing
clinical leadership to the redesign of services and pathways, across the system.  This will
bring together a number of existing groups, reducing duplication, strengthening the clinical
voice and bringing consistency and greater clarity.

5. Create a single, shared business intelligence function in Portsmouth and South East
Hampshire, and then as a next step establish shared back office functions, in order to
simplify processes, and to reduce duplication and waste.  Responsibility: Chief Information
Officer, Solent NHS Trust.

In order to translate these intentions into reality, to enable organisations to hold each other to 
account and to increase operational ‘grip’, clearer governance arrangements are required.  It is 
therefore proposed that: 

1. The implementation of the single system improvement plan is led by the
Accountable Officers of the statutory bodies in Portsmouth and South East
Hampshire7.  The Accountable Officers will meet on a regular basis to review progress,
overcome barriers to delivery and hold each other to account.  They will deploy their
combined workforce, estate and financial resources to deliver the plan.  The System
Convenor will chair the meetings of the Accountable Officers. When they meet the
Accountable Officers will:

▪ Review the delivery of the system transformation plan, together addressing barriers to
change and taking action where delivery is not in line with agreed milestones

▪ Review system performance, agreeing collective action where performance
improvement is not line with the agreed trajectories

▪ Review the delivery of the system financial recovery plan
▪ Provide leadership to create the cultures and behaviours required to ensure success

7 The Chief Executives of Portsmouth Hospitals NHS Trust, Solent NHS Trust, Southern Health NHS Foundation 
Trust, South Central Ambulance Service and the Hampshire CCG Partnership; the Clinical Chief Officer of 
Portsmouth City CCG; the Directors of Adult Social Services, Children’s Services and Public Health for Portsmouth 
City Council and Hampshire County Council 
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2. A Senior Responsible Officer (SRO) will be designated to lead each of the four
Service Improvement Programmes, supported by rigorous programme management
through a system programme management office.  Each SRO will have a clear mandate to
act in the system to deliver the objectives of the transformation programme, on behalf of,
working to, and supported by the Accountable Officers Group.  The SRO will be
responsible at system level for delivery of the programme, recognised as the leader of the
change, will hold programme leads to account for delivery of all projects, ensure the
outcomes of change are fully exploited, and will ensure strategic fit and benefits realisation.
Collectively we will focus on delivery of milestones, on time, escalating barriers to change
and non-delivery through the system.

3. The Portsmouth and South East Hampshire Accountable Care Board will provide
strategic leadership and oversight to the Portsmouth and South East Hampshire
Local Delivery System.  With executive and non-executive membership, and with an
independent chair, it will be the mechanism through which providers and commissioners,
with local authorities, align themselves to deliver the system objectives.  The membership
of the Board is set out in Appendix 4. Whilst the Board is not a statutory body, it
supplements the ongoing role of individual boards and organisations.  The Board will meet
4-6 times per year and will operate within the framework of the Hampshire and Isle of
Wight STP, as the delivery vehicle for the Portsmouth and South East Hampshire Local
Delivery System.  A lay/non-executive director working group has been established to
support the system wide oversight of the programme.

Working together in this way we will move to a model in which providers of acute, community, 
mental health and primary care services, with NHS commissioners and local authorities, take 
collective responsibility for the health of the population, the performance of the system and the 
system resources.   

The Boards of each provider and commissioner have statutory responsibilities which remain in 
place.  Working in the way described in this plan doesn’t change these responsibilities; CCGs 
continue to be responsible and accountable for the delivery of their statutory functions, as do 
providers.  What does change is that, alongside these statutory roles and responsibilities, we 
also take collective responsibility, standing ‘shoulder to shoulder’, deploying our collective 
effort, clear about the work each of us has to do, facing into the issues that get in the way, 
holding each other to account, and supporting each other to deliver. 

The national direction of travel is that some mature Sustainability and Transformation 
Partnerships – or parts of those STPs – may evolve into Accountable Care Systems, and in 
some areas then may develop into an Accountable Care Organisation, where commissioners 
hold a longer term contract with a single provider entity to manage the health and healthcare 
provision for the whole population.   However, contemplating possible longer-term business 
models runs the high risk of distracting us from delivery.  Our current and immediate focus is 
to take the action described in this plan to deliver improvements in performance and to 
establish a new way of working together to ensure we succeed. 

In supporting this plan 

a) CCGs in Portsmouth, Fareham & Gosport and South Eastern Hampshire will further
extend the existing CCG collaborative model so that, from the perspective of the
Accountable Care System Board, and external partners, there is a single, consistent
commissioning voice for Portsmouth and South East Hampshire.

b) Providers will build mechanisms through which service delivery can be fully integrated, to
deliver the single system plan.
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7 Risks and barriers to delivery 
The table below summarises the key strategic risks and barriers to delivery. 

Risk Notes 

Risk that there is insufficient 
operational grip to deliver 
the actions we have agreed 

Through the commitment of all Boards to the delivery of a 
single plan, refreshed senior leadership, the instigation of a 
Senior Responsible Officer with a mandate to act, clarity 
about roles and responsibilities, and a process (through the 
Accountable Care Board) where partners can hold each other 
to account, the focus on operational grip has been increased. 

Risk that we have 
insufficient resources to 
deliver 

By pooling our collective change resources around the 
delivery of system improvement plans we are reducing the 
risk of duplication, targeting effort and maximising the 
resources available.  Delivering change in the context of a 
significant financial gap will be hard, but there isn’t any more 
money.  Our task as leaders is to inspire our teams and create 
a can-do culture where our people are able to succeed. 

Risk that we are unable to 
overcome the statutory 
structure of splintered and 
partial accountabilities 

The extant statutory structures are complex.  Whilst much can 
be achieved through greater collaboration around a shared 
Improvement Plan, each organisational entity retains separate 
accountability and sovereignty and will continue to be judged 
against that by its respective Regulators. The NHS and local 
government have very different powers, decision making 
processes and requirements.  The partners are committed to 
do all they can to work together as one, recognising these 
very real constraints. 

Risk that the different 
cultures of the 
organisations involved may 
be difficult to reconcile and 
may hinder change 

Boards and leaders appreciate the diversity of culture across 
the system, will model the new ways of working, and will ‘call 
out’ behaviours which are contrary to those required. 

Risk that developing 
towards an Accountable 
Care System distracts from 
delivering improvements to 
services 

The purpose of creating new ways of working together is to 
make it easier for staff to deliver change, by aligning 
organisations, overcoming organisational barriers, enabling 
resources to be deployed in the right place in the system, and 
providing routes to escalate and resolve issues as they arise. 
We know that without changing how we work, we will not 
succeed in delivering our plans.  We will need to be pragmatic 
as leaders and ensure the focus of our teams remains on 
delivery.   

Risk that our improvement 
plans don’t deliver change 
sufficiently quickly 

The Chief Executives Group will closely monitor delivery of 
the agreed milestones, and will act, ahead of time, to prevent 
milestones being missed, and to take corrective action when 
performance doesn’t improve in line with agreed trajectories. 

Risk that each local delivery 
system in the Hampshire 
and Isle of Wight STP 
progresses at different 
paces 

The Accountable Care Board will work to manage the risk that 
as each system develops at a different pace that there are 
increased risks of complexity, additional costs and duplication 
across the STP 
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8 Conclusions and Recommendations 
The purpose of this document is to formally secure the support of the leadership and decision 
making bodies of NHS providers and commissioners and local authorities in the Portsmouth 
and South East Hampshire health and care system to the plan to address the significant 
challenges facing the system.   

This plan will be considered by: 

▪ the Boards of Portsmouth Hospitals NHS Trust, Solent NHS Trust, Southern Health NHS
Foundation Trust, South Central Ambulance Service NHS Foundation Trust and the GP
Alliances in Portsmouth and South East Hampshire/Fareham & Gosport

▪ the Governing Bodies of NHS Fareham & Gosport CCG, NHS South Eastern Hampshire
CCG, and NHS Portsmouth CCG

▪ Portsmouth City Council and Hampshire County Council

In considering this plan, Boards and Governing Bodies are invited to: 

1. Confirm their commitment to working together in Portsmouth and South East Hampshire,
and to the shared objectives of the system set out in chapter 3 of this plan.

2. Confirm their agreement to the collective focus on the delivery of the single system
improvement plan and priorities set out in chapter 4 of this plan

3. Confirm the Board’s commitment to deliver the actions and initiatives for which it is
responsible.  As a next step, a clear written agreement will be reached with each
organisation confirming its role and responsibility in delivery of the plan (a Memorandum of
Understanding) based on the responsibilities set out in Appendix 3.

4. Confirm support for the proposed actions to establish a new way of working together as set
out in chapter 6, and for the leadership and governance arrangements to manage the
delivery of the Portsmouth and South East Hampshire Local Delivery System.
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Appendix 1 
Documents reviewed in the preparation of this paper 
ACS improvement programmes July 2017 
ACS leadership team structure July 2017 
Action Plan FGSEH CCG Local Estates 
Forum Feb 2017 
Action Plan Portsmouth CCG Local Estates 
Forum Feb 2017 
Better Local Care NMOC Baseline 
Assessment  
Better Local Care Q1 review August 2017 
Blueprint for Health and Care in Portsmouth 
and relationship to the delivery system 
CCG commissioning strategy for planned care 
2012 
Clinical Assembly feedback on LTC model 
Commissioning Planning ACS workshop 
presentation July 2017 
Contract Package for Accountable Care: NHS 
England guidance August 2017 
FGSEH CCG Local Estate Forum estate 
summary of list of properties Feb 2017 
FGSEH Primary Care Operating Plan 2016/17 
– 2019
Gosport capitation plan Feb 2016
HIOW STP Capital Bid Summary submissions
1/9/17
Integrated Discharge Service and Discharge
to Assess Model final
Milliman Analytics and analysis for PSEH
October 2015
National Memorandum of Understanding with
Accountable Care Systems
National Service Specification for Integrated
Urgent Care Services August 2017
PHT and CCG RTT recovery plan January
2017
PHT and CCG RTT recovery plan March 2017
Plan for new model of care for the emergency
medical take and improving the timeliness and
consistency of simple discharge, at PHT
Portsmouth ACS vision (of one GP)
Portsmouth Blueprint

Portsmouth capacity map 2009 
Portsmouth CCG Local Estate Forum estate 
summary of list of properties Feb 2017 
Portsmouth Hospitals NHST operating plan 
Portsmouth System ACS Governance draft 4 
August 2017 
Presentation on ACOs/ACSs to clinical 
assembly 
Presentation to Portsmouth GPs about long 
term conditions and NMOC 
PSEH ACS 150 day plan 
PSEH ACS Clinical Cabinet Terms of 
Reference  
PSEH ACS leadership team structure, 
governance and ‘trains’ July 2017 
PSEH cancer priorities July 2017 
PSEH CCG activity analysis report July 2017 
PSEH CCG Joint Operating Plan 2016/17 
PSEH draft system collaboration compact 
PSEH Financial Baseline report (pwc) June 
2017 
PSEH LDS plan June 2017 
PSEH local delivery system mental health 
STP return August 2017 
PSEH local health economy plan 2009 
PSEH MCP case for change March 2017 
PSEH MFFD outline business case  
PSEH NMC Plan August 2017 
PSEH operating plan and activity trajectories 
June 2016 
PSEH STP Assurance meeting feedback letter 
Review of Outcome indicators for PSEH 
system July 2017 
Schedule of ACS New Care Model projects 
August 2017 
Schedule of RightCare opportunities for PSEH 
June 2016 
Solent NHST operating plan 
Southern Health NHSFT operating plan 
STP Hubs summary v7 November 2016 
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Appendix 2 
PSEH Urgent and Emergency Care Workplan 
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Appendix 3 
Summary of the responsibilities of each partner 
In various places throughout this plan actions and responsibility for actions are described.  The table 
below summarises the actions and responsibility for delivery of those actions, by organisation, with 
reference to the page in the plan where the action is described in more detail. 

Organisation Responsibilities 
Solent NHS 
Trust 

General commitments, common to all partners 
▪ Confirm commitment to the shared objectives of the system (p12).
▪ Confirm agreement to the collective focus on the delivery of the single system

improvement plan and priorities (chapter 4)
▪ Confirm support for the actions to establish a new way of working together, and for

the leadership and governance arrangements to manage the delivery of the
Portsmouth and South East Hampshire Local Delivery System (chapter 6)

Specific additional commitments 
▪ Providing the SRO for the Urgent Care Programme (p16)
▪ Deliver the agreed Trust actions to clear the backlog in patients who are Medically

Fit for Discharge (p16)
▪ Working with Southern Health, the primary care alliances, the three CCGs and the

local authorities, put in place a consistent primary and community response for frail
elderly people, people who fall and patients at the end of life (p16)

▪ Working with Southern Health, the primary care alliances, the three CCGs and the
local authorities, implement the Enhanced Health in Care Homes model (p16)

▪ Lead the work to fully implement multi-disciplinary extended primary care teams
and Long Term Condition hubs in each locality of 30-50,000 population in
Portsmouth, with an initial focus on frailty (p16)

▪ Improve the utilisation of non-acute inpatient beds, with a single bed management
system in place with Southern Health (p17)

▪ Implement arrangements to manage the Solent and Southern Health acute adult
mental health and older people’s mental health beds as a single resource (p18)

▪ Ensure full coverage across Portsmouth and South East Hampshire of a
harmonised crisis resolution service, working with Southern Health (p18)

▪ Support the creation of a coherent clinical leadership network for the system (p24)
▪ Lead the work to create a single, shared business intelligence function in

Portsmouth and South East Hampshire (p24)
▪ Build mechanisms with other providers through which service delivery can be fully

integrated, to deliver the single system plan (p25)

Southern 
Health NHS 
Foundation 
Trust 

General commitments, common to all partners 
▪ Confirm commitment to the shared objectives of the system (p12).
▪ Confirm agreement to the collective focus on the delivery of the single system

improvement plan and priorities (chapter 4)
▪ Confirm support for the actions to establish a new way of working together, and for

the leadership and governance arrangements to manage the delivery of the
Portsmouth and South East Hampshire Local Delivery System (chapter 6)

Specific additional commitments 
▪ Deliver the agreed Trust actions to clear the backlog in patients who are Medically

Fit for Discharge (p16)
▪ Working with Solent NHS Trust, the primary care alliances, the three CCGs and the

local authorities, put in place a consistent primary and community response for frail
elderly people, people who fall and patients at the end of life (p16)

▪ Working with Solent NHS Trust, the primary care alliances, the three CCGs and the
local authorities, implement the Enhanced Health in Care Homes model (p16)

▪ Lead the work to fully implement multi-disciplinary extended primary care teams
and LTC hubs in each locality of 30-50,000 population in Fareham & Gosport and
South Eastern Hampshire, with an initial focus on frailty (p17)
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▪ Improve the utilisation of non-acute inpatient beds, with a single bed management
system in place with Solent NHS Trust (p17)

▪ Implement arrangements to manage the Solent and Southern Health acute adult
mental health and older people’s mental health beds as a single resource (p18)

▪ Deliver the required actions to improve the urgent/emergency care service at
Queen Alexandra Hospital for people with mental health needs (p18)

▪ Ensure full coverage across Portsmouth and South East Hampshire of a
harmonised crisis resolution service, working with Solent NHS Trust (p18)

▪ Support the creation of a coherent clinical leadership network for the system (p24)
▪ Actively support the creation of a single, shared business intelligence function in

PSEH, (work led by Solent NHS Trust) (p24)
▪ Build mechanisms with other providers through which service delivery can be fully

integrated, to deliver the single system plan (p25)

Portsmouth 
Hospitals NHS 
Trust 

General commitments, common to all partners 
▪ Confirm commitment to the shared objectives of the system (p12).
▪ Confirm agreement to the collective focus on the delivery of the single system

improvement plan and priorities (chapter 4)
▪ Confirm support for the actions to establish a new way of working together, and for

the leadership and governance arrangements to manage the delivery of the
Portsmouth and South East Hampshire Local Delivery System (chapter 6)

Specific additional commitments 
▪ Fully implement the SAFER patient flow bundle to reduce delays for patients in

adult inpatient wards (p16)
▪ Contributing to the implementation of multi-disciplinary extended primary care

teams and Long Term Condition hubs in each locality of 30-50,000 population in
Portsmouth, with an initial focus on frailty (p17)

▪ Improve waiting list management processes (p17)
▪ Working with the three CCGs, improve referral management and outpatient

services in surgery, urology and musculo-skeletal services (p17)
▪ Working with the three CCGs, identify, agree and implement the preferred solution

to address the surgical demand/capacity imbalance in urology (p18)
▪ Working with the three CCGs, fully implement e-Referrals (p18)
▪ Provide the SRO for the Elective Care Redesign Programme (p18)
▪ Support the creation of a coherent clinical leadership network for the system (p24)
▪ Actively support the creation of a single, shared business intelligence function in

PSEH, (work led by Solent NHS Trust) (p24)
▪ Build mechanisms with other providers through which service delivery can be fully

integrated, to deliver the single system plan (p25)

South Central 
Ambulance 
Service NHS 
Foundation 
Trust 

General commitments, common to all partners 
▪ Confirm commitment to the shared objectives of the system (p12).
▪ Confirm agreement to the collective focus on the delivery of the single system

improvement plan and priorities (chapter 4)
▪ Confirm support for the actions to establish a new way of working together, and for

the leadership and governance arrangements to manage the delivery of the
Portsmouth and South East Hampshire Local Delivery System (chapter 6)

Specific additional commitments 
▪ To develop a joint strategic plan with this system to realise the benefits of providing

999, 111 and Patient Transport Services at scale, whilst also responding to local
circumstances and priorities

▪ To share benchmarking analysis of emergency and urgent care demand and
patient flows across the numerous local systems served by SCAS, in order to
highlight areas with scope for improvement and support more people at home.
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Clinical 
Commissioning 
Groups 

General commitments, common to all partners 
▪ Confirm commitment to the shared objectives of the system (p12).
▪ Confirm agreement to the collective focus on the delivery of the single system

improvement plan and priorities (chapter 4)
▪ Confirm support for the actions to establish a new way of working together, and for

the leadership and governance arrangements to manage the delivery of the
Portsmouth and South East Hampshire Local Delivery System (chapter 6)

Specific additional commitments 
▪ Fund the agreed programmes to clear the backlog in patients who are Medically Fit

for Discharge (p16)
▪ Working with Solent NHS Trust, Southern Health, the primary care alliances and

local authorities, put in place a consistent primary and community response for frail
elderly people, people who fall and patients at the end of life (p16)

▪ Working with Solent NHS Trust, Southern Health, the primary care alliances and
local authorities, implement the Enhanced Health in Care Homes model (p16)

▪ Lead the implementation of the prevention workplan (p16)
▪ Deliver GP Extended Access for Portsmouth and South East Hampshire, working

with the respective GP Alliances (p17)
▪ Lead the work to agree and implement the next phase of delivery of the model of

integrated out of hospital care in Portsmouth and South East Hampshire (p17)
▪ Provide the SRO for the New Models of Care Programme (p17)
▪ Working with Portsmouth Hospitals, improve referral management and outpatient

services in surgery, urology and musculo-skeletal services (p17)
▪ Working with Portsmouth Hospitals, identify, agree and implement the preferred

solution to address the surgical demand/capacity imbalance in urology (p18)
▪ Working with Portsmouth Hospitals, fully implement e-Referrals (p18)
▪ Provide the SRO for the mental health redesign programme (p18)
▪ Deliver the agreed actions to improve mental health and wellbeing support in

Primary Care (p18)
▪ Agree and implement a common pathway across Portsmouth and South East

Hampshire for patients with emotionally unstable personality disorders (p18)
▪ Lead the development of a single operating plan for the Portsmouth and South East

Hampshire Local Delivery System for 2018/19 (p24)
▪ Ensure that CCG funding for providers for 2018/19, and the incentives in contracts,

are consistent with the agreed system plan (p24)
▪ Support the creation of a coherent clinical leadership network for the system (p24)
▪ Actively support the creation of a single, shared business intelligence function in

PSEH, (work led by Solent NHS Trust) (p24)
▪ Further extend the existing CCG collaborative model so that, from the perspective

of the Accountable Care System Board, and external partners, there is a single,
consistent commissioning voice for Portsmouth and South East Hampshire (p25)

Primary Care 
Alliances 

General commitments, common to all partners 
▪ Confirm commitment to the shared objectives of the system (p12).
▪ Confirm agreement to the collective focus on the delivery of the single system

improvement plan and priorities (chapter 4)
▪ Confirm support for the actions to establish a new way of working together, and for

the leadership and governance arrangements to manage the delivery of the
Portsmouth and South East Hampshire Local Delivery System (chapter 6)

Specific additional commitments 
▪ Working with Solent NHS Trust, Southern Health and the three CCGs, put in place

a consistent primary and community response for frail elderly people, people who
fall and patients at the end of life (p16)

▪ Working with Solent NHS Trust, Southern Health, and the three CCGs, implement
the Enhanced Health in Care Homes model (p16)

▪ Contributing to the implementation of multi-disciplinary extended primary care
teams and Long Term Condition hubs in each locality of 30-50,000 population in
Portsmouth, with an initial focus on frailty (p17)

▪ Implement referral management with GPs, with a focus on surgery, urology and
musculo-skeletal services (p17)
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▪ Support the delivery of the agreed actions to improve mental health and wellbeing
support in Primary Care (p17)

▪ Support the creation of a coherent clinical leadership network for the system (p24)
▪ Build mechanisms with other providers through which service delivery can be fully

integrated, to deliver the single system plan (p25)

Local 
Authorities 

General commitments, common to all partners 
▪ Confirm commitment to the shared objectives of the system (p12).
▪ Confirm agreement to the collective focus on the delivery of the single system

improvement plan and priorities (chapter 4)
▪ Confirm support for the actions to establish a new way of working together, and for

the leadership and governance arrangements to manage the delivery of the
Portsmouth and South East Hampshire Local Delivery System (chapter 6)

Specific additional commitments 
▪ Deliver the agreed local authority actions to clear the backlog in patients who are

Medically Fit for Discharge (p16)
▪ Working with Solent NHS Trust, Southern Health, the primary care alliances and

local authorities, put in place a consistent primary and community response for frail
elderly people, people who fall and patients at the end of life (p16)

▪ Working with Solent NHS Trust, Southern Health, the primary care alliances and
local authorities, to improve the quality of life and healthcare for people in care
homes (p16)

▪ Support the implementation of the prevention workplan, including action to educate
families and communities about self-care, and to support family resilience and self
efficacy (p16).

▪ Contribute to the implementation of multi-disciplinary extended primary care teams
and Long Term Condition hubs in each locality of 30-50,000 population in
Portsmouth, with an initial focus on frailty (p17)

▪ Lead the implementation of the ‘Future in Mind’ transformation plans to strengthen
mental health provision for children and young people (p17).
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Appendix 4 
Membership of the Accountable Care System Board 
for Portsmouth and South East Hampshire 
Independent Chair 
System Convenor 
Chair, Fareham & Gosport CCG 
Chair, South Eastern Hampshire CCG 
Chair, Portsmouth CCG 
Lay member, Fareham & Gosport CCG/South Eastern Hampshire CCG 
Lay member, Portsmouth CCG 
Chief Executive, Hampshire CCG Partnership 
Chief Officer, Portsmouth CCG 
Chief Executive, Hampshire County Council 
Cabinet Member for Health Hampshire 
Cabinet Member for Health Portsmouth 
Chief Executive, Portsmouth City Council 
Chief Executive, Portsmouth Hospitals NHS Trust 
Chair, Portsmouth Hospitals NHS Trust 
Chair, Solent NHS Trust 
Chief Executive, Solent NHS Trust 
Chief Executive, Southern Health NHS Foundation Trust 
Chair, Southern Health NHS Foundation Trust 
Chief Executive, South Central Ambulance Service 
Chair, South Central Ambulance Service 
Chair, System Clinical Leadership Body 
Chair, Portsmouth City Primary Care Alliance 
Chair, Fareham & Gosport and South Eastern Hampshire Primary Care Alliance 
Chief Executive, Wessex LMC 
Representative, NHS Improvement 
Representative, NHS England 
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TRUST BOARD PUBLIC – FEBRUARY 2018   Agenda Item Number: 17/18 
         Enclosure Number: (10) 

Subject: Workforce Retention Plan for Nursing 
 

Prepared by: 
 
Sponsored & Presented by: 

Debra Elliott – Deputy Director of Nursing 
 
Theresa Murphy – Chief Nurse 
 

Purpose of paper · The paper briefly outlines the actions being taken within 
nursing to retain staff and to outline the proposal for 
recruitment of Band 4 staff to support the shortfall in 
registered nurses. 

· Provide information regarding vacancies and recruitment. 
Key points for Trust Board 
members 
Briefly summarise in bullet 
point format the main points 
and key issues that the Trust 
Board members should focus 
on including conclusions and 
proposals 

This paper provides supplemental information following the 
December Safe Staffing paper on recruitment of nursing staff, 
the proposals for how to retain nursing staff. The paper also 
details an option to recruit Band 4 staff into Band 5 posts to 
provide a consistent workforce to care for patients. 

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

Trust Board is requested to discuss the attached paper at open 
board and confirm support of the plan to the Chief Nurse. 

Next steps / future actions: 
Clearly identify what will follow 
the Trust Board’s discussion 

Suggestions outlined in the paper will be put into action. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

 
 
 

 
Links to Portsmouth Hospitals NHS Trust  Board Strategic Aims, Assurance 
Framework/Corporate Risk Register 
Strategic Aim Strategic Aim 1: To deliver safe, high quality patient centred care 

Strategic Aim 4: Be a hospital whose staff recommend the Trust as 
a place to work and a place to receive treatment. 

BAF/Corporate Risk 
Register Reference (if 
applicable) 

1.1, 1.2, 1.3, 1.4, 1.9, 4.1, 4.3 

Risk Description  
CQC Reference All Domains 
 
Committees/Meetings at which paper has been approved: Date 
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 Introduction 1.
 

Nurse staffing is recognised as a challenge nationally. Central decisions to reduce nursing 
commissions over the past ten years with a subsequent increase in registered nurse (RN) 
requirements following the Mid Staffordshire Report (2013) National Quality Board (2013) 
expectations and Care Quality Commission focus on staffing requirements have led to a 
position where most organisations have a shortfall in the registered nurse workforce. This has 
been further compounded by a requirement for European Nurses to have an International 
English Language Testing Score (IELTS) of 7 – reducing the ability to recruit large number of 
nurses to help with the shortfall from Europe.  
 
The purpose of this report is to update the Board on the actions being taken within PHT to 
recruit to the nursing workforce and to retain those staff already within the Trust.  

 
 Current staffing position 2.

 
The overall vacancy position for Nursing and Midwifery (RN and HCSW) is 251 wte as of end 
Dec 2017. This is 7.73% vacancies overall. This is broken down into 273 wte registered staff 
(bands 5-9) and over establishments by 22.94 wte unregistered staff. (bands 1-4) There are 
approximately 24 Nurses awaiting Nursing Midwifery Council (NMC) Pin numbers working as 
either a band 3 or band 4. These are either EU RN’s without IELTS or International RN’s 
without OSCE passes. The vacancies are predominantly in the ward and departments rather 
than the non-ward based staff. 

 
 
Table 1 CSC Ward Based vacancies Dec 2017 
 
CSC RN Vacancies against budgeted 

establishment 
Emergency Medicine 4% 
Critical Care + 1% 
Medicine 35% 
Surgery & Cancer 12% 
Renal 8% 
Women & Children 10% 
MSK 28% 
Head & Neck 29% 
MOPRS 31% 
 

 
 

 Recruitment 3.
 

Generic pro-active recruitment for band 5 RNs and band 2 Health Care Support workers 
(HCSWs) is managed centrally from within the Corporate Nursing team. This is supplemented 
by targeted CSC recruitment. The Trust has recruited nurses from Europe the Philippines and 
the UK over the last six months. The total RNs and HCSWs recruited substantively to the Trust 
during the last six months of 2017 is shown in Table 1.  
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Table 2. Substantive staff recruited as RN and HCSW in last six months of 2017. 
 

Registered Nurses and Health Care Support Workers recruited 
Month Number of RNs  Number of HCSWs 
December 2017 5 9 
November 2017 12 11 
October 2017 34 39 
September 2017 32 50 
August 2017 12 8 
July 2017 15 22 
Total 110 139 

 
Generic recruitment consists of constant band 5 and band 2 adverts via NHS Jobs. We have 
been recruiting Registered Nurses in the EU, but this pipeline has completely ceased over the 
last 9 months, with occasional applicants which are picked up individually. Intelligence from 
our recruitment agencies advise this is due to Brexit, IELTS requirements and the strength of 
the pound. There is currently an increase in our EU nurses leaving the Trust to return home. 
Our most recent cohort of 9 commenced in September 2017. 

 
In February, May & October 2017 the Trust recruited in the Philippines. The total job offers 
made to band 5 nurses is 440 across all CSC’s. Due to strict visa, language and NMC 
requirements, the prediction is that we would expect to achieve one third of the successful 
candidates arriving to commence their post in PHT over the course of 18 months. Bi-monthly 
recruitment internationally alternating between India and the Philippines is scheduled for 2018.  
A team is currently in India and as before, large numbers of staff are likely to be offered posts 
– again IELTS and Visas will ultimately determine numbers that start in post. Table 2 shows 
the generic recruitment pipeline.  
 
There is targeted recruitment within MOPRS and Medicine CSC due to their increasing gaps in 
RN’s. In addition to the bulk EU, International, Global Learners programme we are engaging 
with other recruitment agencies to source immediately available UK based RN’s. This new 
initiative requires commitment from the CSC’s to offer interviews the day following the CV 
arrival. This is being supported by a sole HR resource. 
 

 
Table 3. The generic recruitment pipeline for 2017/2018 
 

Date RN’s Source HCSW’s Source Total 
January 18 6 Philippines 10 Generic 19 
February 18 10 Philippines 50 Recruitment 

Day (Jan 18) 
60 

March 18 9 Philippines 40  49 
April18 
onwards 

70 in 
pipeline 

Philippines    

Totals 95  100  195 
 
Recruitment of 95wte by May 2018 will maintain the vacancy rate at 7.73% assuming an RN 
turnover rate of average 20 wte per month. 
 
Recognising and responding to these changing patterns the Trust have sought the following 
initiatives s to increase numbers of registered nurses.   
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· Working with Health Education England (HEE) to participate in the Global Learners 

Programme. HEE work with International healthcare providers to recruit International 
RN’s to work in the UK and enhance their education and skills, with a view to return after 
3 years. At this current time 39 CVs are being reviewed with expected start dates within 
40 weeks.  

· Developing Health Care Support Workers (HCSWs) through an Associate Practitioner 
route via a foundation degree and 14 trainees are in post to become associate 
practitioners in nursing teams. Another key development is the advanced practitioner 
role, both clinical and nursing, and funding has been awarded to progress this role to 
enhance the skills of existing staff to address workforce and acute care needs. 

· Recruitment directly of Band 4 Nurse Associates from the UK and EU 

 
 Recruitment into Band 4 posts 4.
 
All of these initiatives are useful and help provide a continuous recruitment pipeline and supply 
of staff to the Trust; however the numbers are not large enough to redress the current 
vacancies when mapped to turnover. The only other option to obtain large numbers of staff who 
already have skills and qualifications is to recruit staff with a registered nurse qualification who 
do not have the required IELTS level 7 to become registered with the NMC directly into Band 4 
posts. IELTS level 7 is the equivalent of masters’ level English and it is well known that many 
UK staff and Australian Nurses have failed the IELTS at level 7 when tested. The staff the Trust 
would recruit would have an average of level 6.5 and an adequate level of spoken English for 
the Band 4 role. The Trust would undertake this recruitment with an established framework 
agency who we have worked with over the last five years known for their ethical recruitment 
principles. The staff would be recruited for a minimum of one year and have the opportunity to 
apply for a Band 5 post if they do achieve the required IELTS. 
 
To make this affordable, the Band 4 roles would need to replace Band 5 roles not HCSW posts.  
Ward establishments have been carefully reviewed to consider the appropriate numbers of staff 
at Band 4 that can be recruited to each ward and department. This is shown in table 4 and 
totals 118.3 WTE.  
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Table 4 Recruitment of Band 4 Nurse Associates to band 5 posts 
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I  
Minimum recommended RN:Patient ratios of 1:8 during the day and 1:10 at night will still be 
achieved. Skill mix ratios of RN/HCSW will be below the 65/35 recommendation for acute 
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wards. It should be noted that whilst the skill mix will be reduced, having a consistent workforce, 
trained and developed to understand the Policies, Procedures and expectations of care delivery 
at PHT is more valuable than transient members of the team from a variety of agencies who are 
not familiar with Trust Policies and procedures. There is a potential in year saving of up to £132, 
426 if this is undertaken compared to substantive Band 5s in post. Compared to high cost 
agency staff which the Trust is needing to use due to escalation beds and the shortfall. It is hard 
to predict the saving from temporary however is we assume 50 wte temp are replaced by 50 
wte band 4’s the saving would be circa 1 million. 
 
Cost per band 4        £25,000 
Cost per band 5 average NHSP to high cost agency   £45,000 
 
 

 Retention plans being developed 5.
 

Turnover for nursing staff has increased and sits at: 
 

· Turnover for band 5 RN’s is 16%. This is above national average. The range of 
band 5 leavers since April 2017 is 8-26 wte per month.  

· Turnover for band 6-9 RN’s is 7.8%. The range of band 6-9 leavers since April 2017 
is 2-10 per month. 

· Turnover for band 1-4 RN’s is 14%. The range of band 1-4 leavers since April 2017 
is 3-19. 

A Retention Strategy Group has been established and is led by the Deputy Director of 
Workforce and Organisational Development; who along with the The Lead Nurse for Workforce, 
Recruitment Sister have attended the NHSI Masterclass on Retention to ensure at PHT we are 
offering best practice to retain staff.  

 
Plans to reduce turnover and increase retention include: 
 

· Identifying Band 5 staff and where they are through their career e.g. Fresher, Junior or 
Senior Staff Nurse.  Some departments already strata staff by skills and find 
acknowledgement of experience by title and development is a good retention tool.  Plan 
is to model this and take Trust wide. 

· Have an explicit ‘transfer window’ where staff can openly approach other CSCs and 
Departments and move around the organisation.  Although this is feasible currently, 
making staff more aware and making the move seamless enables staff to stay at PHT 
and seek other experience. 

· A plaudit culture is being piloted by the Clinical Director in Critical Care using the Datix 
system. If successful this will be rolled out and more formally captures peer to peer 
plaudits in addition to ‘shout it out boards’ which many wards have in place. 

· Retire and return scheme.  HR reviewing the next likely 100 staff to retire and engaging 
with individuals to offer contracts with less hours, flexible working, reduced responsibility 
roles etc post retirement. 

· Consideration is being given to increasing the notice period to twelve weeks for Band 5 
staff and eight weeks for HCSWs. If we are unable to retain the staff member with other 
opportunities, then planning for their leaving is easier with this notice period. 

· Women and Children have offered Talent Panels to staff where they can talk through 
their skills and career aspirations and divert them to roles in the Trust.  These will be 
taken forward as Careers clinics Trustwide. 
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· The Trust work very closely with both University of Southampton and University of 
Portsmouth and offer students the opportunity to join the NHSP bank as a HCSW whilst 
undertaking their pre-registration programme. Consideration is being given to automatic 
job offers for student nurses in their second year. 

· The Trust Staff Benefit Programme is also being reviewed.  
· Introduce more rotation posts for substantive as well and new staff such as AMU and 

ED. 

 Financial impact 6.
 
Each International RN costs approx. £10,000 to recruit and provide the educational, regulatory 
and immigration requirements. Each EU RN costs approx. £3500 to recruit and provide 
educational support for English Language. Following Brexit this is likely to increase for EU RN’s 
as it is likely that the same immigration requirements as International recruits will be put in 
place.  
 
Reduction of the turnover rate by 1% will retain 25 RN’s resulting in a saving of 250K in 
International recruitment fees or 212K in temporary staffing costs.(difference between 
substantive and tier 2 agency) 

 
 Summary 7.

 
 

Utilising a Band 4 role instead of temporary staff at Band 5 for a specified number of posts 
has the potential to improve quality of care through a consistent workforce whilst also offering 
in year savings. 
 
Working with NHSI to ensure the trust is operating best practice for retention and ensuring 
practices are fresh and meet the differing needs of four generations in the workforce will 
proactively reduce the numbers of staff seeking employment elsewhere if they are not sure of 
what other opportunities are available in PHT.  
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TRUST BOARD PUBLIC – FEBRUARY 2018    Agenda Item Number: 18/18 
        Enclosure Number: (11) 

Subject: Corporate Governance Review 

Sponsored & Presented by: Lois Howell, Director of Integrated Governance  

Purpose of paper To seek Board views on outline proposals for revision of Board 
Committee structure 

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

· The CQC has required the Trust to review its governance 
arrangements, and in particular the mechanisms by which 
risks are escalated to the Board 

· Current corporate governance structures are set out at 
Appendix 1 

· Best practice guidance has been reviewed to inform 
recommendations 

· A draft revised structure is set out at Appendix 2 as an 
recommendation for consideration and further development   

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

· The Board is asked to indicate whether the structure set out 
at Appendix 2 is the preferred form for the Board’s 
committees to enable further development of governance 
arrangements 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

Terms of reference and work programmes will be drafted for the new 
committees and submitted to the board for consideration and 
adoption 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

None relevant 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

None relevant 

 

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

Organisational Priorities The proposed structure will support effective delivery of all priorities 

Board Assurance Framework/ 
Risk Register Reference 

The proposed structure will support improved management of 
strategic and operational risks 

Risk Description N/A 

CQC Reference All domains, but particularly Well -led 

 

Committees/Meetings at which paper has been discussed/ approved: Date 
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The case for review / revision 
1. The Trust’s corporate governance systems were reviewed by CQC as part of the 

May 2017 inspection and assessed thus: 
 

“The governance processes to get reports to the board, and how committees 
and meetings feed into the board framework was disjointed. The 
misalignment of governance functions enabled key risks to go unidentified 
and unsighted by the trust board.  The framework for escalating risk 
management matters through the governance process required review. For 
example safeguarding was rarely discussed at board level, despite concerns 
raised through CQC inspections over the previous few months.” 
 

2. As a result of that assessment the CQC imposed the following requirement: 
 

Action the board MUST take to improve: 
“Review the board assurance framework, board minutes, and processes for 
reporting at board to ensure risks are identified and managed by the trust, 
and that the minutes are appropriately recorded.” 

 
3. The CQC’s concerns can be  summarised as: 
 

a) Inconsistent analysis of quality* data at local levels to enable local  
i. Identification, reporting and management of risks 
ii. Identification of quality improvement needs 
iii. Development of plans to reduce risks and improve services 

 
b) Ineffective processes for monitoring implementation of improvement plans (at 

local and board levels) 
 
c) Unclear route for information to get from ward to board unclear – a disconnect 

between frontline governance committees and board 
 

d) Inadequate analysis of quality data and risk information when presented to 
the board 

*Quality data: patient safety incidents, complaints, audit outcomes, 
internal/external assessments and reviews, NICE  compliance, safety alert 
responses  

 
Good practice / guidance reviewed 

 
4. A range of good practice and guidance was reviewed:   

 
· NHS Improvement:  Developmental reviews of leadership and governance 

using the well-led framework: guidance for NHS Trusts and NHS Foundation 
Trusts 2017 
 

· Good Governance Institute:  Good Governance Handbook 2015 
 

· NHS Leadership Academy:  The Healthy NHS Board: Principles for Good 
Governance 2013 
 

· Care Quality Commission:  Well-led Framework  
 
5. The guidance contains no template for committee structures, but the following 

observations were identified. 
 
Good Governance Institute: 
 

“The only required board sub-committees are audit and remuneration and 
appointments. Many organisations will have a charitable trust committee. Mental 263



health service providers and commissioners will require appropriate structures 
and assurance for their application of Deprivation of Liberty Safeguards 
(DOLS)15 and review. 
 
Advice over the years has also recommended clinical governance/quality, 
investment & risk committees. Various NHS governance tests are predicated on 
boards having a quality committee or similar.” 
 
Task and finish groups – these ad hoc groups will be set up by the board to take 
on a delegated, specific and time limited responsibility, usually around a particular 
task or to provide the board with specific advice. This might include financial or 
performance turnaround, adoption of a new status or regulatory regime or 
consideration of mergers and acquisitions. 

 
The Good Governance Handbook, 2015 

NHS Leadership Academy:  
 

“In order to enable accountability, boards are required to establish committees 
responsible for audit and remuneration. Current good practice also recommends 
a quality-focused committee of the board. 
  
Over time NHS organisations have configured board committees in a variety of 
ways to discharge these functions. For ease of reference, these are described as 
three core committees which are:  

i. Audit 
ii. Remuneration 
iii. Quality 

 
The Healthy NHS Board: Principles for Good Governance 2013 

 
Ward to Board approach  

 
6. A “ward to board” approach will be essential to address the CQC’s concerns.  

The revisions to governance systems must focus on local (CSCs, corporate 
services and specialist advisers) governance as much if not even more than 
board structures. 
 

7. Data quality, analysis and presentation of information and associated options are 
also essential elements of effective governance, and the review in hand must 
also include a review of the quality, timeliness, range and format of performance 
data used to hold CSC etc to account. 
 

8. The Performance / accountability meetings at CSC / corporate service level are 
currently under consideration by the Director of Performance & Strategy and 
Director of Operations.  Those discussions will also include essential quality 
matters, to ensure that there is a comprehensive view of each CSC.  financial, 
performance and quality    
 

9. These local performance / accountability meetings should then be used to inform 
Trust wide reports for board and board committees. 
 

Outline of proposed changes 
 
10. Appendix 1 sets out the current committee structure beneath the Board. 

 
11. Appendix 2 sets out the proposed revised structure. 

 
12. If Board members are broadly satisfied with the proposal contained in Appendix 

2 (in combination with the planned revisions to the performance and 
accountability meetings, a further report will be presented to the Board at its 
meeting in March, containing proposed terms of reference and work 
programmes for the new committee structures.      
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TRUST BOARD PUBLIC – FEBRUARY 2018    Agenda Item Number: 19/18 
        Enclosure Number: (12) 

Subject: Standing Orders, Standing Financial Instructions, Scheme of 
Delegation, Reservation of Powers to the Board and Code of 
Financial Procedures update 

Prepared by: 
Sponsored & Presented by: 

Lee Williams, Head of Financial Accounting 

Chris Adcock, Director of Finance 

Purpose of paper For noting and ratification of the above policy documents 

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

- The Standing Orders, Standing Financial Instructions and Code 
of Financial Procedures were received and reviewed by Audit 
Committee at its December meeting. 

- The Scheme of Delegation and Reservation of Powers to the 
Board will be reviewed as part of the ongoing governance 
review and as such require the review date to be extended. 

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

- To ratify the Standing Orders, Standing Financial Instructions 
and Code of Financial Procedures for publication. 

- To agree the extension of the review date for the Scheme of 
Delegation and Reservation of Powers to the Board to 31st 
March. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

- Publication of revised policies on the Trust Intranet. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 

 

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

Organisational Priorities 5 – Achieve financial health and sustainability 

Board Assurance Framework/ 
Risk Register Reference 

N/A 

Risk Description N/A 

CQC Reference N/A 

 

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

Audit Committee 21/12/17 
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STANDING ORDERS 

 
 

 
 

Version 10 

Name of responsible (ratifying) committee Trust Board 

Date ratified  01/02/18 

Document Manager (job title) Head of Financial Accounting 

Date issued  TBC 

Review date 30/11/2019 

Electronic location Corporate Policies 

Related Procedural Documents 
Standing Orders, Detailed Scheme of delegation, 
Reservation of Powers to the Board of Directors and 
Delegation of Powers. 

Key Words (to aid with searching) 

Standing Financial Instructions; SFIs;  Central financial 
control; Financial management; Financial policy; 
Directors of Finance; Management structure; 
Accountability; Legal liability; Financial audit; Risk 
management; Financial information systems; 
Budgetary control; Asset management; Gifts; 
Charitable funding. 

 
Version Tracking 

Version Date Ratified Brief Summary of Changes Author 

11.1 28/11/13 Updating some terminology and new sections on 
eProcurement and electronic auctions. 

Head of Financial 
Accounting 

 14/01/16 Deferring review date for review by new DoF Head of Financial 
Accounting 
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QUICK REFERENCE GUIDE 
 

FOREWORD 
 

  NHS Trusts need to agree Standing Orders (SOs) for the regulation of 
their proceedings and business.  Regulation 19 of the NHS Trusts 
(Membership and Procedure) Regulations 1990 (SI(1990)2024) requires 
the meetings and proceedings of an NHS Trust to be conducted in 
accordance with the rules set out in the Schedule to those Regulations 
and with Standing Orders made under regulation 19(2). The Codes of 
Conduct and Accountability (EL(94)40) require Boards to adopt  
schedules of reservation of powers and delegation of powers. 

   
  The above documents, together with Standing Financial Instructions, 

provide a regulatory framework for the business conduct of the Trust.  
They fulfil the dual role of protecting the Trust's interests and protecting 
staff from any possible accusation that they have acted less than 
properly. 

   
  The Standing Orders, Delegated Powers and Standing Financial 

Instructions provide a comprehensive business framework.  All executive 
and non-executive directors, and all relevant members of staff, should be 
aware of the existence of these documents and, where necessary, be 
familiar with the detailed provisions. 

   
The Standing Orders incorporate provisions of the National Health 
Service Trusts (Membership and Procedure) Regulations 1990 
SI(1990)2024 as amended by SI(1990)2160 and SI(1996); [such 
provisions are indicated in italics and are not subject to suspension under 
SO 6.2.22]. 
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1.  INTRODUCTION 
 

Statutory Framework 
 

The Portsmouth Hospitals NHS Trust (the Trust) is a body corporate, which was established 
under the SI 1992 (2506) National Health Service Trust (Establishment) Order 1992 (the 
Establishment Order).  

  
 The principal place of business of the Trust is Queen Alexandra Hospital, Cosham.  
 
 NHS Trusts are governed by statute, mainly the National Health Service Act 2006, as amended 
by the Health and Social Care Act 2012 (the 2006 Act) and the National Health Service Act 1977 
(the 1977 Actand together with the 2006 Act, the NHS Acts). 

   
 The statutory functions conferred on the Trust are set out in the Actsand in the Trust's 

Establishment Order.  
 

 As a body corporate the Trust has specific powers to contract in its own name and to act as a 
corporate Trustee.  In the latter role it is accountable to the Charity Commission for those funds 
deemed to be charitable as well as to the Secretary of State for Health. The Trust also has a 
common law duty as a bailee for patients' property held by the Trust on behalf of patients.  

 
 The Membership and Procedure Regulations 1990 (SI(1990) 2024) requires the Trust to adopt 

Standing Orders (SOs) for the regulation of its proceedings and business.  The "Directions on 
Financial Management in England" issued under HSG(96)12 in 1996, require Health Bodies to 
adopt Standing Financial Instructions (SFIs) setting out the responsibilities of individuals.  These 
directions are not mandatory on NHS Trusts but Trusts are asked to observe them and, as a 
matter of good practice, ensure they meet the standards they lay down. 

  
 NHS Framework  

 
 In addition to the statutory requirements the Secretary of State through the Department of Health 

issues further requirements and guidance, normally under cover of a circular or letter. Many of 
these are contained within the  Corporate Governance Framework Manual (Finance).  The 
manual also contains a list of the main statutes and legislation relevant to NHS Trusts.  
Guidance is also issued by NHS Improvement. 

 
Included in the Manual are the Codes of Conduct and Accountability for NHS Boards.  The Code 
of Accountability requires that, inter alia, Boards draw up a schedule of decisions reserved to the 
Board, and ensure that management arrangements are in place to enable responsibility to be 
clearly delegated to senior executives (a scheme of delegation). The code also requires the 
establishment of audit and remuneration committees with formally agreed terms of reference.  
The Code of Conduct makes various requirements concerning possible conflicts of interest of 
Board directors. 

  
Also included in the Corporate Governance Framework Manual (Finance) is the Code of Practice 
on Openness in the NHS, which sets out the requirements for public access to information on the 
NHS. 

 
 
 
  

Delegation of Powers  
 

 Under the Standing Orders relating to the Arrangements for the Exercise of Functions (SO 6.3) 
the Board exercises its powers to make arrangements for the exercise, on behalf of the Trust, of 
any of its functions by a committee or sub-committee appointed by virtue of SO 6.4 or by an 
officer of the Trust, in each case subject to such restrictions and conditions as the Board thinks fit 
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or as the Secretary of State may direct.  Delegated Powers are covered in a separate document 
(Reservation of Powers to the Board and Delegation of Powers). That document has effect as if 
incorporated into the Standing Orders.  

 
 

2. PURPOSE 

Standing Orders set out the composition and responsibilities of the Board of Directors and the 
code of conduct to which it should comply. They also set out how Board business should be 
conducted and contain the Trust’s rules in relation to procurement and tendering.  They should 
be used in conjunction with the Standing Financial Instructions, Reservation of powers to the 
Board and Delegation of Powers and the Detailed Scheme of Delegation adopted by the Trust, 
all of which have effect as if incorporated in these Standing Orders. 

 
3. SCOPE 

 
3.1 Standing Orders provide a regulatory framework for the business conduct of the Trust and 

apply to everyone working for the Trust and its constituent organisations including Trading 
Units.  They do not provide detailed procedural advice and should be read in conjunction with 
the detailed departmental procedure notes and the Code of Financial Procedures.  All financial 
procedures must be approved by the Director of Finance. 

 
3.2 Should any difficulties arise regarding the interpretation or application of any of the Standing 

Orders then the advice of the Director of Finance must be sought before acting.  The user of 
these Standing Orders should also be familiar with and comply with the provisions of the Trust’s 
Standing Financial Instructions. 

 
3.3 In the event of an infection outbreak, flu pandemic or major incident, the Trust recognises 

that it may not be possible to adhere to all aspects of this document. In such circumstances, 
staff should take advice from their manager and all possible action must be taken to 
maintain ongoing patient and staff safety. 

 
4. DEFINITIONS 

 
4.1 Save as permitted by law, at any meeting the Chairman of the Trust shall be the final authority on 

the interpretation of Standing Orders on which they should be advised by the Chief Executive. 
 

4.2 Any expression to which a meaning is given in the NHS Acts or in the Regulations or Orders made 
under the Acts shall have the same meaning in this interpretation and in addition: 
 

  "ACCOUNTABLE  OFFICER" shall be the Officer responsible and accountable for funds 
entrusted to the Trust.  The Officer shall be responsible for ensuring the proper 
stewardship of public funds and assets.  For this Trust it shall be the Chief Executive. 

  "TRUST" means the Portsmouth Hospitals NHS Trust 
 

  "BOARD" shall mean the Chairman and Non-Executive Directors, appointed by the 
Secretary of State, and the Executive Directors appointed by the relevant committee of the 
Trust 
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  "BUDGET" shall mean a resource, expressed in financial terms, proposed by the Board for 
the purpose of carrying out, for a specific period, any or all of the functions of the Trust.  
The budget should, wherever possible, be supported by budgets relating to workforce and 
activity. 

  "CHAIRMAN" is the person appointed by the Secretary of State for Health (delegated to 
NHS Improvement) to lead the Board and to ensure that it successfully discharges its 
overall responsibility for the Trust as a whole. The title, “the Chairman of the Trust” shall 
be deemed to include the Deputy-chairman of the Trust if the Chairman is absent from 
the meeting or is otherwise unavailable.  
 

  "CHIEF EXECUTIVE" shall mean the chief officer of the Trust. 
 

  "COMMITTEE" shall mean a committee, group, or team appointed by the Trust. 
 

  "COMMITTEE MEMBERS" shall be persons formally appointed by the Trust to sit on or to chair 
specific committees.   
 

  "DIRECTOR" shall mean a person appointed as a director in accordance with the 
Membership and Procedure Regulations and includes the Chairman.  

    

  "DIRECTOR OF FINANCE" shall mean the chief finance officer of the Trust. 

 

   "ESTABLISHMENT ORDER" shall mean the Portsmouth Hospitals National Health Service Trust 
(Establishment) Order 1992  (SI(1992)2506). 
 

  "FUNDS HELD ON TRUST" shall mean those funds which the Trust holds at its date of incorporation, 
receives on distribution by statutory instrument, or chooses subsequently to accept under powers 
derived under the NHS Acts . Such funds may or may not be charitable. 
 

  "MEMBERSHIP AND PROCEDURE REGULATIONS" shall mean the National Health Service Trust 
(Membership and Procedure) Regulations 1990 (SI(1990) 2024) and subsequent 
amendments. 

   

  "MOTION" means a formal proposition to be discussed and voted on during the course of a 
meeting. 
 

  "NOMINATED OFFICER" means an officer charged with the responsibility of discharging specific 
tasks within SOs and SFIs. 

 

  "OFFICER" means an employee of the Trust. 
 

  "SECRETARY" means a person appointed by the Trust to act independently of the Board 
and monitor the Trust's compliance with the law, SOs, and observance of NHS Executive 
guidance.  
 

  "SFIS" means Standing Financial Instructions.  
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  "SOS" means Standing Orders.  
 

  "DEPUTY-CHAIRMAN" means the non-executive director appointed by the Trust to take on 
the Chairman’s duties if the Chairman is absent for any reason. 

 
 The use of the masculine gender shall be interpreted to cover the feminine. 

 
5. DUTIES AND RESPONSIBILITIES 

 
5.1 The Board will function as a corporate decision making body, Executive and Non-Executive 

Directors will be full and equal members.  Their role as members of the Board will be to 
consider the key strategic and managerial issues facing the Trust in carrying out its statutory 
and other functions. 

 
5.2 Executive Directors 

The Executive Directors shall exercise their authority within the terms of these Standing Orders 
and Detailed Scheme of Delegation. 

 
5.3 Chief Exeutive 
 The Chief Executive shall be responsible for the overall performance of the executive functions 

of the Trust.  They are the Accountable Officer for the Trust and shall be responsible for 
ensuring the discharge of obligations under financial directions and in line with the Accountable 
Officer Memorandum for Trust Chief Executives. 

 
5.4 Director of Finance 
 The Director of Finance shall be responsible for the provision of financial advice to the Trust 

and for the supervision of financial control and accounting systems.  They shall be responsible 
along with the Chief Executive for ensuring the discharge of obligations under relevant financial 
directions. 

 
5.5 Non-Executive Directors 
 The Non-Executive Directors shall not be granted nor should they seek to exercise any 

individual executive powers on behalf of the Trust.  They may, however, exercise collective 
authority when acting as members of or when chairing a committee of the Trust that has 
delegated powers. 

 
5.6 Chairman 
 The Chairman shall be responsible for the operation of the Board and chair all Board meetings 

when present.  The Chairman has certain delegated executive powers.  The Chairman must 
comply with the terms of appointment and with these Standing Orders. 

 
 The Chairman shall liaise with NHS Improvement over the appointment of Non-Executive 

Directors and once appointed, shall take responsibility, either directly or indirectly, for their 
induction, their portfolios of interests and assignments and their performance. 

 
 The Chairman shall work in close harmony with the Chief Executive and shall ensure that key 

and appropriate issues are discussed by the Board in a timely manner with all the necessary 
information and advice being made available to the Board to inform the debate and ultimate 
resolutions. 
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6. PROCESS 
 

6.1 THE TRUST 
   

6.1.1 All business shall be conducted in the name of the Trust. 
 

6.1.2 All funds received in trust shall be in the name of the Trust as corporate Trustee.  In relation to 
funds held on Trust, powers exercised by the Trust as corporate Trustee shall be exercised 
separately and distinctly from those powers exercised as a Trust. 

 
6.1.3 The Trust has the functions conferred on it by the NHS Acts and by its Establishment Order. 

 
6.1.4 Directors acting on behalf of the Trust as a corporate Trustee are acting as quasi-Trustees. 

Accountability for charitable funds held on Trust is to the Charity Commission and to the 
Secretary of State for Health.  Accountability for non-charitable funds held on Trust is only to the 
Secretary of State for Health.  

 
6.1.5 The Trust has resolved that certain powers and decisions may only be exercised or made by the 

Board in formal session. These powers and decisions are set out in "Reservation of Powers to 
the Board" and have effect as if incorporated into the Standing Orders. 

6.1.6 Composition of the Trust - In accordance with the Establishment Order and Membership 
and Procedure Regulations the composition of the Board of the Trust shall be: 

 
· The Chairman of the Trust 
· 5 Non-Executive Directors 
· 5 executive directors including: 

- the Chief Executive (the Accountable Officer) 
- the Director of Finance (the Chief Finance Officer) 

  - a medical or dental practitioner 
  - a registered nurse or midwife 

 
6.1.7 Appointment of the Chairman and Directors - The Chairman and Non-Executive Directors are 

appointed by the Secretary of State, delegated to NHS Improvement.  The Trust shall appoint a 
committee, whose members shall be the Chairman and Non-Executive Directors of the Trust 
whose function will be to appoint the Chief Officer as a director of the Trust.   

 
6.1.8 Terms of Office of the Chairman and Directors - The regulations governing the period of 

tenure of office of the Chairman and directors and the termination or suspension of office of the 
Chairman and directors are contained in the Membership and Procedure Regulations. 

 
6.1.9 Appointment of Deputy-Chairman and Senior Independent Director - For the purpose of 

enabling the proceedings of the Trust to be conducted in the absence of the Chairman, the 
directors of the Trust may appoint a non-executive director from amongst them to be Deputy-
Chairman for such a period, not exceeding the remainder of his term as non-executive director of 
the Trust, as they may specify on appointing him.  The non-executive directors can nominate one 
from amongst them to act as the Senior Independent Director.    

 
6.1.10 Any non-executive director so elected may at any time resign from the office of Deputy-Chairman 

or that of Senior Independent Director by giving notice in writing to the Chairman and the 
directors of the Trust may thereupon appoint another non-executive director as Deputy-
Chairman in accordance with paragraph 6.1.9. 

 
6.1.11 Powers of Deputy-Chairman - Where the Chairman of an NHS Trust has died or has otherwise 

ceased to hold office or where he has been unable to perform his duties as Chairman owing to 
illness, absence from England and Wales or any other cause, references to the chairman in the 
Schedule to these Regulations shall, so long as there is no Chairman able to perform his duties, 
be taken to include references to the Deputy-Chairman.  
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6.1.12 Joint Directors - Where more than one person is appointed jointly to a post in the Trust which 
qualifies the holder for executive directorship or in relation to which an executive director is to be 
appointed, those persons shall become appointed as an executive director jointly, and shall 
count for the purpose of Standing Order 6.1.6 as one person. 

 
6.2. MEETINGS OF THE TRUST  
 
6.2.1 Admission of the Public and the Press – The public and representatives of the press shall be 

afforded facilities to attend all formal meetings of the Board but shall be required to withdraw 
upon the Board resolving as follows: 

 
“That representatives of the press and other members of the public be excluded from the 
remainder of this meeting having regard to the confidential nature of the business to be 
transacted, publicity on which would be prejudicial to the public interest” (Section 1 (2) Public 
Bodies (Admission to Meetings) Act 1960) 
 
6.2.1.1 The Chairman (or Deputy-Chairman) shall give such directions as he thinks fit in regard 

to the arrangements for meetings and accommodation of the public and representatives 
of the press such as to ensure that the Board’s business shall be conducted without 
interruption and disruption and, without prejudice to the power to exclude on grounds of 
the confidential nature of the business to be transacted, the public will be required to 
withdraw upon the Board resolving as follows: 

 
“That in the interests of public order the meeting adjourn for (the period to be specified) to 
enable the Board to complete business without the presence of the public” (Section 1 (8) 
Public Bodies (Admission to Meetings) Act 1960). 

 
6.2.1.2 Nothing in these Standing Orders shall require the Board to allow members of the public 

or representatives of the press to record proceedings in any manner whatsoever, other 
than writing, or to make any oral report of proceedings as they take place without the 
agreement of the Board. 

 
6.2.2 Calling Meetings - Ordinary meetings of the Trust shall be held at such times and places as the 

Board may determine. 
 

6.2.3 The Chairman may call a meeting of the Board at any time.  If the Chairman refuses to call a 
meeting after a requisition for that purpose, signed by at least one-third of the whole number of 
directors, has been presented to him, or if, without so refusing, the Chairman does not call a 
meeting within seven days after such requisition has been presented to him, at the Trust’s 
Headquarters, such one third or more directors may forthwith call a meeting. 

 
6.2.4 Notice of Meetings - Before each meeting of the Trust, a notice of the meeting, specifying the 

business proposed to be transacted shall be issued to every member so as to be available to 
members at least three clear days before the meeting. 

 
6.2.5 Lack of service of the notice on any director shall not affect the validity of a meeting. 
 
6.2.6 In the case of a meeting called by directors in default of the Chairman, the notice shall be signed 

by those directors and no business shall be transacted at the meeting other than that specified in 
the notice. 

 
6.2.7 Failure to serve such a notice on more than three directors will invalidate the meeting.  A notice 

shall be presumed to have been served at the time at which the notice would be delivered in the 
ordinary course of the post. 

  
6.2.8 Setting the Agenda - The Trust may determine that certain matters shall appear on every 

agenda for a meeting of the Trust and shall be addressed prior to any other business being 
conducted.  (Such matters may be identified within these SOs or following subsequent resolution 
shall be listed in an Appendix to the SOs.) 
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6.2.9 A director desiring a matter to be included on an agenda shall make his request in writing to the 

Chairman or Company Secretary at least 15 working days before the meeting, subject to SO 6.2.  
Requests made less than 15 working days before a meeting may be included on the agenda at 
the discretion of the Chairman. 

 
6.2.10 Chairman of Meeting - At any meeting of the Trust, the Chairman, if present, shall preside. If 

the Chairman is absent from the meeting the Deputy-Chairman, if there is one and he is present, 
shall preside. If both the Chairman and Deputy-Chairman are absent another non-executive 
director shall be chosen to preside by those other directors present.  

 
6.2.11 If the Chairman is absent from a meeting temporarily on the grounds of a declared conflict of 

interest the Deputy-Chairman, if present, shall preside.  If the Chairman and Deputy-Chairman 
are absent, or are disqualified from participating, another non-executive director shall be chosen 
to preside by those other directors present. 

 
6.2.12 Annual Public Meeting - The Trust will publicise and hold an annual public meeting in 

accordance with the NHS Trusts (Public Meetings) Regulations 1991 (SI(1991)482). 
 
6.2.13 Notices of Motion - A director of the Trust desiring to move or amend a motion shall send a 

written notice thereof at least 15 working days before the meeting to the Chairman or Company 
Secretary, who shall insert in the agenda for the meeting all notices so received subject to the 
notice being permissible under the appropriate regulations.  This paragraph shall not prevent any 
motion being moved during the meeting, without notice on any business mentioned on the 
agenda subject to SO 6.2.17. 

 
6.2.14 Withdrawal of Motion or Amendments - A motion or amendment once moved and seconded 

may be withdrawn by the proposer with the concurrence of the seconder and the consent of the 
Chairman. 

 
6.2.15 Motion to Rescind a Resolution - Notice of motion to amend or rescind any resolution (or the 

general substance of any resolution) which has been passed within the preceding 6 calendar 
months shall bear the signature of the directors who gives it and also the signature of 3 other 
directors.  When any such motion has been disposed of by the Trust, it shall not be competent 
for any director other than the Chairman to propose a motion to the same effect within 6 months. 
 The Chairman however may do so if he considers it appropriate.  

 
6.2.16 Motions - The mover of a motion shall have a right of reply at the close of any discussion on the 

motion or any amendment thereto. 
 
6.2.17 When a motion is under discussion or immediately prior to discussion it shall be open to a 

director to move: 
  
 • An amendment to the motion. 
 • The adjournment of the discussion or the meeting. 
 • That the meeting proceed to the next business. (*) 
 • The appointment of an ad hoc committee to deal with a specific item of business. 

 • That the motion be now put. (*) 
• A motion resolving to exclude the public and press 

 
  * In the case of sub-paragraphs denoted by (*) above, to ensure 

objectivity, motions may only be put by a director who has not previously 
taken part in the debate.  

 
 No amendment to the motion shall be admitted if, in the opinion of the Chairman of the meeting, 

the amendment negates the substance of the motion. 
 
6.2.18 Chairman’s Ruling - Statements of directors made at meetings of the Trust shall be relevant to 

the matter under discussion at the material time and the decision of the Chairman of the meeting 
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on questions of order, relevancy, regularity and any other matters shall be observed at the 
meeting. 

 
6.2.19 Voting - Every question at a meeting may be determined by a majority of the votes of the 

directors present and voting on the question and, in the case of any equality of votes, the person 
presiding may have a second or casting vote.  The following members of the Board are voting 
members: 

 
Chairman 

 Chief Executive 
 All Non-Executive Directors 
 Director of Finance 
 The Medical Director 
 Chief Operating Officer 

     Director of Nursing 
 

6.2.19.1 All questions put to the vote shall, at the discretion of the Chairman of the meeting, be 
determined by oral expression or by a show of hands.  A paper ballot may also be used 
if a majority of the directors present so request. 

 
6.2.19.2 If at least one-third of the directors present so request, the voting (other than by paper 

ballot) on any question may be recorded to show how each director present voted or 
abstained.   

 
6.2.19.3 If a director so requests, his vote shall be recorded by name upon any vote (other than 

by paper ballot). 
 
6.2.19.4 In no circumstances may an absent director vote by proxy.  Absence is defined as being 

absent at the time of the vote. 
 
6.2.19.5 An officer who has been appointed formally by the Board to act up for an executive 

director during a period of incapacity or temporarily to fill an executive director vacancy, 
shall be entitled to exercise the voting rights of the executive director.  An officer 
attending the Board to represent an executive director during a period of incapacity or 
temporary absence without formal acting up status may not exercise the voting rights of 
the executive director. An officer’s status when attending a meeting shall be recorded in 
the minutes. 

 
6.2.20 Minutes - The Minutes of the proceedings of a meeting shall be drawn up and submitted for 

agreement at the next ensuing meeting where they will be signed by the person presiding at it. 
 

6.2.20.1 No discussion shall take place upon the minutes except upon their accuracy or where 
the Chairman considers discussion appropriate.  Any amendment to the minutes shall 
be agreed and recorded at the next meeting. 

 
6.2.20.2 Minutes shall be circulated in accordance with directors' wishes. Where providing a 

record of a public meeting the minutes shall be made available to the public (required by 
Code of Practice on Openness in the NHS). 

 
6.2.21 Joint Directors - Where a post of executive director is shared by more than one person: 

 
(a) both persons shall be entitled to attend meetings of the Trust: 
 
(b) either of those persons shall be eligible to vote in the case of agreement between them:  
 
(c) in the case of disagreement between them no vote should be cast; 

 
(d) the presence of either or both of those persons shall count as one person for the 

purposes of SO 6.2.29 Quorum. 
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6.2.22 Suspension of Standing Orders - Except where this would contravene any statutory provision 

or any direction made by the Secretary of State, any one or more of the Standing Orders may be 
suspended at any meeting, provided that at least two-thirds of the Board are present, including 
one executive director and one non-executive director, and that a majority of those present vote 
in favour of suspension. 

 
6.2.23 A decision to suspend SOs shall be recorded in the minutes of the meeting. 

 
6.2.24 A separate record of matters discussed during the suspension of SOs shall be made and shall 

be available to the directors. 
 

6.2.25 No formal business may be transacted while SOs are suspended. 
 

6.2.26 The Audit Committee shall review every decision to suspend SOs. 
 

6.2.27 Variation and Amendment of Standing Orders - These Standing Orders shall be amended 
only if: 

 
 • a notice of motion under Standing Order 6.2.13 has been given; and 
 • no fewer than half the total of the Trust’s Non-Executive Directors vote in favour of 

amendment; and 
 • at least two-thirds of the directors are present; and 
 • the variation proposed does not contravene a statutory provision or direction made by the 

Secretary of State. 
 

6.2.28 Record of Attendance - The names of the directors present at the meeting shall be recorded in 
the minutes. 

 
6.2.29 Quorum - No business shall be transacted at a meeting of the Trust unless at least one-third of 

the directors are present including at least one executive director and one non-executive director. 
 
6.2.30 An officer in attendance for an executive director but without formal acting up status may not 

count towards the quorum. 
 

6.2.31 If a director has been disqualified from participating in the discussion on any matter and/or from 
voting on any resolution by reason of the declaration of a conflict of interest (see SO 6 or 7) he 
shall no longer count towards the quorum.  If a quorum is then not available for the discussion 
and/or the passing of a resolution on any matter, that matter may not be discussed further or 
voted upon at that meeting.  Such a position shall be recorded in the minutes of the meeting.  
The meeting must then proceed to the next business. The above requirement for at least one 
executive director to form part of the quorum shall not apply where the executive directors are 
excluded from a meeting (for example when the Board considers the recommendations of the 
Remuneration Committee). 

 
6.3. ARRANGEMENTS FOR THE EXERCISE OF FUNCTIONS OTHER THAN AT MEETINGS OF 
THE BOARD 

 
6.3.1 Subject to SO 6.1.7 and such directions as may be given by the Secretary of State, the Board 

may make arrangements for the exercise, on behalf of the Trust, of any of its functions by a 
committee or sub-committee, appointed by virtue of SO 6.4.1 or 6.4.2 below or by a director or 
an officer of the Trust in each case subject to such restrictions and conditions as the Board 
thinks fit.  The Board may also exercise its powers by written resolution, as indicated below at 
6.3.2 

 
6.3.2 Written Resolution – Subject to the exclusions and procedural requirements and procedural 

requirements cited below, the Board may exercise its decision making powers outside of a 
formal meeting of the Board by written resolution. 
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6.3.2.1 This power may only be exercised if a majority of voting members of the Board agree, at a 
meeting of the Board, to its later use in specified circumstances. 

 
6.3.2.2 Agreement to use of the power, and voting on a motion by written resolution, may be indicated 

by e-mail but must be followed up by signed hard copy. 
 
6.3.2.3 A written resolution can tke effect immediately upon receipt of all votes (or indications of 

abstentions) to be cast by Directors participating in the vote. 
 
6.3.2.4 The provisions of paragraph 6.2.19 ‘Voting’ apply to decisions made by written resolution. 
 
6.3.2.5 The passing of a motion by written resolution must be recorded at the next full meeting of the 

Board. 
 
6.3.2.6 The power to make a decision by written resolution must not be used as a means to avoid the 

Board’s obligation to make decisions in public. 
 
6.3.3 Emergency Powers - The powers which the Board has retained to itself within these Standing 

Orders (SO 6.1.5) may in emergency be exercised by the Chief Executive and the Chairman 
after having consulted at least two Non-Executive Directors.  The exercise of such powers by the 
Chief Executive and the Chairman shall be reported to the next formal meeting of the Board for 
ratification. 

 
6.3.4 Delegation to Committees - The Board shall agree from time to time to the delegation of 

executive powers to be exercised by committees or sub-committees, which it has formally 
constituted. The Board shall approve the constitution and terms of reference of these 
committees, or sub-committees, and their specific executive powers. 

 
6.3.5 Delegation to Officers - Those functions of the Trust which have not been retained as reserved 

by the Board or delegated to an executive committee or sub-committee shall be exercised on 
behalf of the Board by the Chief Executive. The Chief Executive shall determine which functions 
he will perform personally and shall nominate officers to undertake the remaining functions for 
which he will still retain accountability to the Board.  

 
6.3.6 The Chief Executive shall prepare a Scheme of Delegation identifying his proposals which shall 

be considered and approved by the Board, subject to any amendment agreed during the 
discussion. The Chief Executive may periodically propose amendment to the Scheme of 
Delegation, which shall be considered and approved by the Board as indicated above.  

 
6.3.7 Nothing in the Scheme of Delegation shall impair the discharge of the direct accountability to the 

Board of the Director of Finance or other executive director to provide information and advise the 
Board in accordance with any statutory requirements.  

 
6.3.8 The arrangements made by the Board as set out in the "Reservation of Powers to the Board and 

Delegation of Powers" shall have effect as if incorporated in these Standing Orders. 
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6.4. COMMITTEES 
 

6.4.1 Appointment of Committees - Subject to SO 6.1.7 and such directions as may be given by the 
Secretary of State, the Trust may and, if directed by him/her, shall appoint committees of the 
Trust, consisting wholly or partly of directors of the Trust or wholly of persons who are not 
directors of the Trust. 

 
6.4.2 A committee appointed under SO 6.4.1 may, subject to such directions as may be given by the 

Secretary of State or the Trust appoint sub-committees consisting wholly or partly of members of 
the committee (whether or not they include directors of the Trust) or wholly of persons who are 
not members of the Trust committee (whether or not they include directors of the Trust). 

 
6.4.3 The Standing Orders of the Trust, as far as they are applicable, shall apply with appropriate 

alteration to meetings of any committees or sub-committee established by the Trust. 
 

6.4.4 Each such committee or sub-committee shall have such terms of reference and powers and be 
subject to such conditions (as to reporting back to the Board), as the Board shall decide. Such 
terms of reference shall have effect as if incorporated into the Standing Orders. 

 
6.4.5 Committees may not delegate their executive powers to a sub-committee unless expressly 

authorised by the Board. 
 

6.4.6 The Board shall approve the appointments to each of the committees, which it has formally 
constituted. Where the Board determines that persons, who are neither directors nor officers, 
shall be appointed to a committee, the terms of such appointment shall be determined by the 
Board subject to the payment of travelling and other allowances being in accordance with such 
sum as may be determined by the Secretary of State with the approval of the Treasury (see NHS 
& CC Act Sch 2 para 9). 

 
6.4.7 Where the Trust is required to appoint persons to a committee and/or to undertake statutory 

functions as required by the Secretary of State, and where such appointments are to operate 
independently of the Trust such appointment shall be made in accordance with the regulations 
laid down by the Secretary of State. 

 
6.4.8 The committees and sub-committees established by the Trust are:  
 

· Audit Committee             
· Appointments & Remuneration Committee 
· Charitable Funds Committee 
· Finance and Performance Committee 
· Governance & Quality Committee  
· Risk Assurance Committee 

 
Other advisory groups established to discharge the Board’s responsibilities include: 

 
· Senior Management Team 
· Performance Review Meetings 

 
6.4.9 Confidentiality - A member of a committee shall not disclose a matter dealt with by, or brought 

before, the committee without its permission until the committee shall have reported to the Board 
or shall otherwise have concluded on that matter. 

 
6.4.9.1 A Director of the Trust or a member of a committee shall not disclose any matter reported 

to the Board or otherwise dealt with by the committee, notwithstanding that the matter 
has been reported or action has been concluded, if the Board or committee shall resolve 
that it is confidential. 
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6.5. DECLARATIONS OF INTERESTS AND REGISTER OF INTERESTS 

 
6.5.1 Declaration of Interests - The Code of Accountability requires Board directors to declare 

interests which are relevant and material to the NHS Board of which they are a director. All 
existing Board directors should declare such interests. Any Board directors appointed 
subsequently should do so on appointment. 

 
6.5.2 Interests which should be regarded as "relevant and material" are: 

 
 a) Directorships, including Non-Executive Directorships held in private companies or PLCs 

(with the exception of those of dormant companies). 
 b) Ownership or part-ownership of private companies, businesses or consultancies likely or 

possibly seeking to do business with the NHS. 
 c) Majority or controlling share holdings in organisations likely or possibly seeking to do 

business with the NHS. 
 d) A position of authority in a charity or voluntary organisation in the field of health and social 

care. 

 e) Any connection with a voluntary or other organisation contracting for NHS services. 
 

6.5.3 If Board directors have any doubt about the relevance of an interest, this should be discussed 
with the Chairman or Company Secretary. 

 
6.5.4 At the time Board directors' interests are declared, they should be recorded in the Board 

minutes.  Any changes in interests should be declared at the next Board meeting following the 
change occurring. 

 
6.5.5 Board directors' directorships of companies likely or possibly seeking to do business with the 

NHS should be published in the Board's annual report. The information should be kept up to date 
for inclusion in succeeding annual reports. 

 
6.5.6 During the course of a Board meeting, if a conflict of interest is established, the Board director 

concerned should withdraw from the meeting and play no part in the relevant discussion or 
decision.  

 
6.5.7 There is no requirement for the interests of Board director' spouses or partners to be declared. 

Note however that SO 6.6 which is based on the Membership and Procedure regulations 
requires that the interest of directors' spouses and partners in contracts, if living together, should 
be declared. 

 
6.5.8 Register of Interests - The Chief Executive will ensure that a Register of Interests is established 

to record formally declarations of interests of directors. In particular the Register will include 
details of all directorships and other relevant and material interests that have been declared by 
both executive and non-executive Board directors, as defined in SO 6.5.1. 

 
6.5.9 These details will be kept up to date by means of an annual review of the Register in which any 

changes to interests declared during the preceding twelve months will be incorporated. 
 
6.5.10 The Register will be available to the public and the Chief Executive will take reasonable steps to 

bring the existence of the Register to the attention of the local population and to publicise 
arrangements for viewing it. 
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6.6. DISABILITY OF DIRECTORS IN PROCEEDINGS ON ACCOUNT OF PECUNIARY INTEREST 
 

The entire text of this section is based on the Membership and Procedure regulations. 
 

6.6.1 Subject to the following provisions of this Standing Order, if a director of the Trust has any 
pecuniary interest, direct or indirect, in any contract, proposed contract or other matter and is 
present at a meeting of the Trust at which the contract or other matter is the subject of 
consideration, he shall at the meeting and as soon as practicable after its commencement 
disclose the fact and shall not take part in the consideration or discussion of the contract or other 
matter or vote on any question with respect to it. 

 
6.6.2 The Secretary of State may, subject to such conditions as he may think fit to impose, remove 

any disability imposed by this Standing Order in any case in which it appears to him in the 
interests of the National Health Service that the disability shall be removed. 

 
6.6.3 The Board may, by resolution duly moved seconded and carried, exclude a director from a 

meeting of the Trust while any contract, proposed contract or other matter in which he has a 
pecuniary interest, is under consideration. (Under Regulation 20 of the Membership and 
Procedure regulations Trusts may provide for such exclusion) 

 
6.6.4 Any remuneration, compensation or allowances payable to a director by virtue of paragraph 9 of 

Schedule 2 to the NHS & CC Act 1990 shall not be treated as a pecuniary interest for the 
purpose of this Standing Order. 

 
6.6.5 For the purpose of this Standing Order the Chairman or a director shall be treated, subject to SO 

6.6.2 and SO 6.6.6, as having indirectly a pecuniary interest in a contract, proposed contract or 
other matter, if:  

 
 (a) he, or a nominee of his, is a director of a company or other body, not being a public body, 

with which the contract was made or is proposed to be made or which has a direct 
pecuniary interest in the other matter under consideration; 

  or 
 (b) he is a partner of, or is in the employment of a person with whom the contract 

was made or is proposed to be made or who has a direct pecuniary interest in the 
other matter under consideration; 

 
 and in the case of  persons living together the interest of one shall, if known to the other, be 

deemed for the purposes of this Standing Order to be also an interest of the other. 
 

6.6.6 A director shall not be treated as having a pecuniary interest in any contract, proposed contract 
or other matter by reason only: 

 (a) of his membership of a company or other body, if he has no beneficial interest in any 
securities of that company or other body; 

 
 (b) of an interest in any company, body or person with which he is connected as mentioned 

in SO 6.6.5 above which is so remote or insignificant that it cannot reasonably be 
regarded as likely to influence a director in the consideration or discussion of or in voting 
on, any question with respect to that contract or matter. 

 
6.6.7 Where a director:  

 
 (a) has an indirect pecuniary interest in a contract, proposed contract or other matter by 

reason only of a beneficial interest in securities of a company or other body, and  
 

 (b) the total nominal value of those securities does not exceed £5,000 or one-hundredth of 
the total nominal value of the issued share capital of the company or body, whichever is 
the less, and  
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 (c) if the share capital is of more than one class, the total nominal value of shares of any one 
class in which he has a beneficial interest does not exceed one-hundredth of the total 
issued share capital of that class,  

 
 this Standing Order shall not prohibit him/her from taking part in the consideration or discussion 

of the contract or other matter or from voting on any question with respect to it without prejudice 
however to his duty to disclose his interest. 

 
6.6.8 Standing Order 6.6 applies to a committee or sub-committee of the Trust as it applies to the 

Trust and applies to any member of any such committee or sub-committee (whether or not he is 
also a director of the Trust) as it applies to a director of the Trust. 

 
6.7. STANDARDS OF BUSINESS CONDUCT  

 
6.7.1 Policy - Staff must comply with the national guidance contained in HSG(93)5 `Standards of 

Business Conduct for NHS staff'.  The following provisions should be read in conjunction with 
this document. 

 
6.7.2 Interest of Officers in Contracts - If it comes to the knowledge of a director or an officer of the 

Trust that a contract in which he has any pecuniary interest not being a contract to which he is 
himself a party, has been, or is proposed to be, entered into by the Trust he shall, at once, give 
notice in writing to the Chief Executive of the fact that he is interested therein. In the case of 
married persons, or persons, living together as partners the interest of one partner shall, if known 
to the other, be deemed to be also the interest of that partner.  

 
6.7.3 An officer must also declare to the Chief Executive any other employment or business or other 

relationship of his, or of a cohabiting spouse or partner, that conflicts, or might reasonably be 
predicted could conflict with the interests of the Trust. Any interest so declared by staff should be 
entered in a register of interests of staff. 

 
6.7.4 In relation to the tendering of contracts, the sponsor, members of the Project Team and/or 

Evaluation Panel shall declare if they are subject to any conflict of interest. The Project Initiation 
Document and other procurement engagement documents shall reflect if any conflict exists and 
the actions taken by the Trust to mitigate the risks derivate of those conflicts 

 
6.7.5 Canvassing of, and Recommendations by, Directors in Relation to Appointments - 

Canvassing of directors of the Trust or members of any committee of the Trust directly or 
indirectly for any appointment under the Trust shall disqualify the candidate for such 
appointment. The contents of this paragraph of the Standing Order shall be included in 
application forms or otherwise brought to the attention of candidates. 

 
6.7.6 A director of the Trust shall not solicit for any person any appointment under the Trust or 

recommend any person for such appointment: but this paragraph of this Standing Order shall not 
preclude a director from giving written testimonial of a candidate's ability, experience or character 
for submission to the Trust. 

 
6.7.7 Informal discussions outside appointments panels or committees, whether solicited or 

unsolicited, should be declared to the panel or committee. 
 

6.7.8 Relatives of Directors or Officers - Candidates for any staff appointment shall when making 
application disclose in writing whether they are closely related to any director or the holder of any 
office under the Trust.  Failure to disclose such a relationship shall disqualify a candidate and, if 
appointed, render him/her liable to instant dismissal.   

 
6.7.9 The directors and every officer of the Trust shall disclose to the Chief Executive any relationship 

with a candidate of whose candidature that director or officer is aware.  It shall be the duty of the 
Chief Executive to report to the Trust any such disclosure made. 
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6.7.10 On appointment, directors (and prior to acceptance of an appointment in the case of executive 
directors) should disclose to the Trust whether they are related to any other director or holder of 
any office under the Trust. 

 
6.7.11 Where the relationship of an officer or another director to a director of the Trust is disclosed, the 

Standing Order headed ‘Disability of directors in proceedings on account of pecuniary interest' 
(SO 6.6) shall apply. 
 

6.7.12 Relationships to which this order applies are those of husband/wife and partner or where either 
of the two or the spouse of either of them is the son or daughter or grandson or grand-daughter 
or brother or sister or nephew or niece of the other or of the spouse of the other. 

 
6.8. TENDERING AND CONTRACT PROCEDURE 
 
For specific information refer to the Procurement Manual 

 
6.8.1 Duty to comply with Standing Orders and Local Policies - The procedure for making all 

contracts by or on behalf of the Trust shall comply with these Standing Orders (except where SO 
6.2.22 (Suspension of SOs) is applied), and shall be deemed to incorporate the Trusts SFIs.  
The Trusts Local Anti-Fraud, Bribery and Corruption policy shall also apply as appropriate. 

 
6.8.2 EU Directives and National Regulations Governing Public Procurement - the European 

Union Directive on public contracts and the national Public Contracts Regulations on their latest 
version and related legislation promulgated by the Department of Health (DoH) prescribing 
procedures for awarding all forms of contracts shall have effect as if incorporated in these 
Standing Orders. 

 
6.8.3 The Trust shall comply as far, as is practicable with the requirements of the pre-contract 

procurement fraud and corruption guidance issued by NHS Protect in 2013. 
 
6.8.4 Prior to tenders being invited, it must be confirmed that funding approval has been granted by 

the relevant board or committee; the proposed goods, services or works have been adequately 
specified; as appropriate and any required statutory approvals have been obtained 

 
6.8.5 Formal Competitive Tendering (contract value of £50,000  inclusive of VAT or more) – 
  
6.8.5.1 General Applicability 
 
  The Trust shall ensure that competitive process is undertaken and tenders are invited for: 
 
 -  the supply of goods, materials and manufactured articles; and 
 - for the tendering of services including all forms of managed services and consultancy services 

(other than specialised services sought from or provided by the DoH); and 
 
 -  for the design, construction and maintenance of building and engineering works (including 

construction and maintenance of grounds and gardens); and  
 
 - for disposals. 
 
6.8.5.2 Exceptions and instances where formal tendering don’t need to be applied 
 
 Formal tendering procedures need not be applied where: 
 
 (a) the estimated expenditure over the life of the contract or income of the projects is, or is 

reasonably expected to be, less than £4,999 (inclusive of VAT), Standing Financial Instruction re 
verbal and written quotation applies instead; 
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 (b) the estimated expenditure over the life of the contract or income of the projects is, or is 
reasonably expected to be, from £5,000 to £49,999 (excluding VAT), Standing Financial 
Instruction re formal written quotations applies instead  

 
 
6.8.5.3 Formal tendering procedures may be waived by officers (and agreed with the Director of 

Procurement and Commercial services) to whom powers have been delegated by the Chief 
Executive without reference to the Chief Executive (except in (b) to (e) below) where: 

 
 (a) where the supply is proposed under special arrangements negotiated by the DoH in 

which event the said special arrangements must be complied with; or 
 

 (b) the timescale genuinely precludes competitive tendering. Failure to plan the work 
properly is not a justification for single tender; or 

 
 (c) specialist expertise is required and it is demonstrated that it is available from only one 

source; or 
 

 (d) the task is essential to complete the project, AND arises as a consequence of a recently 
completed assignment and engaging different consultants for the new task would be 
inappropriate; or 

 
 (e) there is a clear benefit to be gained from maintaining continuity with an earlier project. 

However in such cases the benefits of such continuity must outweigh any potential 
financial advantage to be gained by competitive tendering; or 

 
(f) where provided for in the Capital Investment Manual. 
 

6.8.5.4 The limited application of the single tender rules should not be used to avoid competition or for 
administrative convenience or to award further work to a consultant originally appointed through 
a competitive procedure.  

  
6.8.5.5  Where it is decided that competitive tendering is not applicable and should be waived by virtue of 

(b) to (e) above the fact of the waiver and the reasons should be documented and reported by 
the Chief Executive (if over £100,000) to the Board in a formal meeting, (if under £100,000 the 
Director of Procurement and Commercial Services will maintain this record). All tenders, 
including single tenders, should be subject to the appropriate NHS Conditions of Contract. 

 
6.8.5.6 The waiving of competitive tendering procedures should not be used to avoid competition or 

 for administrative convenience or to award further work to a company originally appointed 
 through a competitive procedure. 

 
6.8.6 Fair and Adequate Competition 
 
 Except where SO 6.8.5.3, applies, the Board shall ensure that invitations to tender are sent to a 

sufficient number of firms/individuals to provide fair and adequate competition as appropriate, 
and in no case less than three firms/individuals, having regard to their capacity to supply the 
goods or materials or to undertake the services or works required. 

 
 
6.8.8 Contracting/Tendering procedures (specific information is contained on Appendix A) 
 

6.8.8.1 Verbal and written Quotations - are required under SFI 13 and where the intended 
expenditure or income (for the supplier or the Trust), is not expected to exceed £4,999. 
Competitive quotes are not required; however, a written quotation must be obtained from 
the preferred supplier 

 
6.8.8.2  Formal Written Quotations Where quotations are required under SFI 10.5 and where 

the intended expenditure or income (for the supplier or the Trusts is expected to be 
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between £5,000 to £49,999  they should be obtained from at least three 
companies/individuals based on specifications or terms of reference prepared by, or on 
behalf of, the Board. 

 
6.8.9 Quotations should be in writing and, following the official process lead by the Procurement 

Department, subject to the appropriate NHS Conditions of Contract. No quotation shall be 
accepted which will commit expenditure in excess of that which has been allocated by the Trust 
and which is not in accordance with Standing Financial Instructions except with the authorisation 
of either the Chief Executive or Chief Financial Officer. 

 
6.8.10 All quotations should be treated as confidential and should be retained for inspection. 

 
6.8.11 The Chief Executive or nominated officer should evaluate the quotations and select that 

 which gives the best value for money (taking into account available weighting criteria). If this 
 is not the lowest then this fact and the reasons why the lowest quotation was not chosen 
 should be recorded. For competitive tendering exercises, a decision will be based on the 
 results of a pre-determined weighting criterion.  
 

6.8.12 The Chief Executive shall be responsible for ensuring that best value for money can be 
demonstrated for all services provided under contract or in-house. The Board may also 
determine from time to time that in-house services should be market tested by competitive 
tendering (SO 6.10). 

 
6.8.13 Private Finance - When the Board proposes, or is required, to use finance provided by the 

private sector the following should apply: 
 

 (a) The Chief Executive shall demonstrate that the use of private finance represents value 
for money and genuinely transfers risk to the private sector. 

 
 (b) Where the sum exceeds delegated limits, a business case must be referred to the 

appropriate Strategic Health Authority for approval or treated as per current guidelines. 
 

 (c) The proposal must be specifically agreed by the Trust in the light of such professional 
advice as should reasonably be sought in particular with regard to vires. 

 
 (d) The selection of a contractor/finance company must be on the basis of competitive 

tendering or quotations. 
 
6.8.14 Contracts - The Trust may only enter into contracts within its statutory powers and shall comply 

with: 
 

 (a) these Standing Orders; 
 

 (b) the Trust's SFIs; 
 

 (c) EU Directives, National regulations and other statutory provisions;  
 

 (d) any relevant directions including the Capital Investment Manual, Medical Devices Policy  
and guidance on the Procurement and Management of Consultants; 

 
 (e) such of the NHS Standard Conditions of Contract as are applicable. 

 
 Where appropriate contracts shall be in or embody the same terms and conditions of contract as 

was the basis on which tenders or quotations were invited. 
 

6.8.15 In all contracts made by the Trust, the Board shall endeavour to obtain best value for money.  
The Director of Procurement and Commercial services shall nominate an officer who shall 
oversee and manage each contract on behalf of the Trust. 
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6.8.16 Personnel and Agency or Temporary Staff Contracts - The Chief Executive shall nominate 
officers with delegated authority to enter into contracts for the employment of other officers, to 
authorise regrading of staff, and enter into contracts for the employment of agency staff or 
temporary staff. 

 
6.8.17 Healthcare Service Contracts - made between two NHS organisations for example with health 

authorities for the supply of healthcare services, may need to be procured as per procurement 
legislation and are subject to the provisions of the NHS and Community Care Act 1990, National 
Health Service Act 2006, and Health and Social Care Act 2012.  Such agreements do not give 
rise to contractual rights or liabilities but a dispute may be referred to Monitor 

 
6.8.18 The Chief Executive shall nominate officers with power to agree the provision of healthcare 

services with purchasers of healthcare.   
 
6.8.19 Cancellation of Contracts - Except where specific provision is made in model Forms of 

Contracts or standard Schedules of Conditions approved for use within the National Health 
Service and in accordance with Standing Orders 6.8.2 and 6.8.3, there shall be inserted in every 
written contract a clause empowering the Trust to cancel the contract and to recover from the 
contractor the amount of any loss resulting from such cancellation, if the contractor shall have 
offered, or given or agreed to give, any person any gift or consideration of any kind as an 
inducement or reward for doing or forbearing to do or for having done or forborne to do any 
action in relation to the obtaining or execution of the contract or any other contract with the Trust, 
or for showing or forbearing to show favour or disfavour to any person in relation to the contracts 
or any other contract with the Trust, or if the like acts shall have been done by any person 
employed by him or acting on his behalf (whether with or without the knowledge of the 
contractor), or if in relation to any contract with the Trust the contractor or any person employed 
by him/her or acting on his behalf shall have committed any offence under the Prevention of 
Corruption Acts 1889 and 1916 and other appropriate legislation. 

 
6.8.20 Contracts Involving Funds Held on Trust - contracts involving charitable funds shall comply 

with the requirements of the Charities Acts. The same procurement rules will apply to purchases 
made from charitable funds and all whole life costing needs to be fully understood and agreed by 
the revenue budget holders prior to the item being purchased.    

 
6.9. DISPOSALS 

 
 Competitive Tendering or Quotation procedures shall not apply to the disposal of: 

 
 (a) any matter in respect of which a fair price can be obtained only by negotiation or sale by 

auction as determined (or pre-determined in a reserve) by the Chief Executive or his 
nominated officer; 

 
 (b) obsolete or condemned articles and stores, which may be disposed of in accordance with 

the policy of the Trust; 
 

 (c) items to be disposed of with an estimated sale value of less than £5, 000, this figure to be 
reviewed annually; 

 
 (d) items arising from works of construction, demolition or site clearance, which should be 

dealt with in accordance with the relevant contract; 
 
 (e) land or buildings concerning which DoH guidance has been issued but subject to 

compliance with such guidance. 
 

6.10. IN-HOUSE SERVICES 
 

6.10.1 In all cases where the Trust determines that in-house services should be subject to competitive 
tendering the following groups shall be set up: 
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 (a) Specification group, comprising the Chief Executive or nominated officer(s) and 
specialist(s). 

 
 (b) In-house tender group, comprising representatives of the in-house team, a nominee of 

the Chief Executive and technical support. 
 

 (c) Evaluation group, comprising normally a specialist officer, a supplies officer and a 
Director of Finance representative. For services having a likely annual expenditure 
exceeding £500,000 a non-executive director should be a member of the evaluation 
team. 

 
6.10.2 All groups should work independently of each other but individual officers may be a member of 

more than one group.  No member of the in-house tender group may, however, participate in the 
evaluation of tenders. 

 
6.10.3 The evaluation group shall make recommendations to the Board. 

 
6.10.4 The Chief Executive shall nominate an officer to oversee and manage the contract. 

 
6.11. CUSTODY OF SEAL AND SEALING OF DOCUMENTS 

 
6.11.1 Custody of Seal - The Common Seal of the Trust shall be kept by the Company Secretary in a 

secure place and procedures for its release shall be maintained. 
 
6.11.2 Sealing of Documents - The Seal of the Trust shall not be fixed to any documents unless the 

sealing has been authorised by a resolution of the Board or of a committee thereof or where the 
Board has delegated its powers. Unless the Board otherwise direct the seal shall be affixed in 
the presence of the Chairman, or other Board member, and of the Chief Executive or other 
designated officer and it shall be attested by them as follows: 
 

“The Seal of the Portsmouth Hospitals NHS Trust was hereunto affixed in the presence of 
……………………..” 
 

6.11.3 Before any building, engineering, property or capital document is sealed it must be approved and 
signed by the Director of Finance (or an officer nominated by him/her) and authorised and 
countersigned by the Chief Executive (or an officer nominated by him/her who shall not be within 
the originating directorate). 
  

6.11.4 Register of Sealing - An entry of every sealing shall be made and numbered consecutively in a 
book provided for that purpose, and shall be signed by the persons who shall have approved 
and authorised the document and those who attested the seal.  A report of all sealing shall be 
made to the Trust at least quarterly.  (The report shall contain details of the seal number, the 
description of the document and date of sealing). 

 
6.12. SIGNATURE OF DOCUMENTS 

 
6.12.1 Where the signature of any document will be a necessary step in legal proceedings involving the 

Trust, it shall be signed by the Chief Executive, unless any enactment otherwise requires or 
authorises, or the Board shall have given the necessary authority to some other person for the 
purpose of such proceedings. 

 
6.12.2 The Chief Executive or nominated officers shall be authorised, by resolution of the Board, to sign 

on behalf of the Trust any agreement or other document (not required to be executed as a deed) 
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the subject matter of which has been approved by the Board or committee or sub-committee to 
which the Board has delegated appropriate authority. 

 
6.13. MISCELLANEOUS 

 
6.13.1 Standing Orders to be given to Directors and Officers - It is the duty of the Chief Executive to 

ensure that existing directors and officers and all new appointees are notified of and understand 
their responsibilities within Standing Orders and SFIs.  Updated copies shall be issued to staff 
designated by the Chief Executive.  New designated officers shall be informed in writing and 
shall receive copies where appropriate of SOs. 

 
6.13.2 Documents having the authority of Standing Orders - Standing Financial Instructions and 

Reservation of Powers to the Board and Delegation of Powers shall have the effect as if 
incorporated into SOs. 

 
6.13.3 Review of Standing Orders - Standing Orders shall be reviewed annually by the Trust. The 

requirement for review extends to all documents having the effect as if incorporated in SOs.  
 

6.14  USE OF ELECTRONIC TENDERING (E-TENDERING)  
 

The Trust shall use tendering procedures using electronic means, hereinafter referred to as e-
Procurement.  

 
6.15  USE OF E-PROCUREMENT  
 

(i) The Director of Procurement and Commercial services or authorised member of staff, may 
conduct any tendering exercise or enter into any contract using e-tendering.  
 
(ii) The Director of Procurement and Commercial services or authorised member of their staff, 
may only use e-tendering where:  
 
a) The e-tendering is to take place using a system approved by the Trust  
 
b) To do so would not significantly restrict or distort competition.  

 
6.16  RECEIPT AND CUSTODY OF TENDERS 

(i) No tender submitted using e-tendering will be considered unless it is received in the format 
requested by the Trust in the tender documents and at the electronic address specified by the 
Trust and unless it is received prior to the deadline for the receipt of tenders, as stated in the 
tender documents.  

 
(ii) The Director of Procurement and Commercial services or authorised member of their staff, 
shall ensure that each tender is kept unopened in a single secure electronic mailbox that 
cannot be opened before the deadline for the receipt of tenders.  
 
(iii) The system used must not allow the identity of the contractor submitting the tender to be 
revealed prior to the tender being opened after the deadline for the receipt of tenders.  
 
(iv) The Director of Procurement and Commercial services or authorised member of their 
staff, shall ensure that for each procurement project, the system used shall keep and, if 
required, produce a record showing the time and date of receipt of all tenders received.  
 
(v) Late tenders or tenders received in the wrong format or not at the notified address will not 
be considered as specified in the tender documents and they shall be returned to the tenderer 
with an explanation as to why that tender has not been considered.  

 
6.17  OPENING OF TENDERS  
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(i) All tenders for an e-tendering project shall be opened immediately one after the other 
during one session.  

 
6.18  REGISTER OF TENDERS  
 

(i) Details of all tenders, which have been invited using e-tendering, will be entered in the 
Register of Tenders, held by the Director of Procurement and Commercial services  

 
6.19  ACCEPTANCE OF TENDERS 
 

Acceptance of tenders invited using e-tendering shall be made in accordance with Contract 
Standing Orders  

 
6.20  USE OF ELECTRONIC AUCTIONS  
 

The Trust at its discretion may, if the category of procured goods or service is suitable, use an 
electronic auction to obtain tender submissions as allowed by procurement legislation  

 
6.21. TENDERS SUBMITTED BY POST 

 
6.21.1 Any tenders and tender processes that are requested to be submitted by post will be formally 

expressed by Procurement prior to any submission and Procurement process and will require 
Appendix A to be adhered to. 

 
7. TRAINING REQUIREMENTS 

 
This document should be read in conjunction with the Trust’s, Reservation of Powers to the 
Trust Board, Standing Financial Instructions and Detailed Scheme of Delegation. 
 
TO ADD SOMETHING RE BUDGET MANAGER TRAINING 
 

8. REFERENCES AND ASSOCIATED DOCUMENTATION 
 

· NHS trust model standing orders, reservation and delegation of powers and standing financial 
Instructions  
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/
DH_4132059 
 

· Code of Accountability for Trust Boards –  
http://www.nhsbsa.nhs.uk/Documents/Sect_1_-_D_-_Codes_of_Conduct_Acc.pdf 
 
 

9. EQUALITY IMPACT STATEMENT 
 
Portsmouth Hospitals NHS Trust is committed to ensuring that, as far as is reasonably 
practicable, the way we provide services to the public and the way we treat our staff reflects 
their individual needs and does not discriminate against individuals or groups on any grounds. 
 
This policy has been assessed accordingly 
 
 
Our values are the core of what Portsmouth Hospitals NHS Trust is and what we cherish.  They 
are beliefs that manifest in the behaviours our employees display in the workplace.  
 
Our Values were developed after listening to our staff.  They bring the Trust closer to its vision 
to be the best hospital, providing the best care by the best people and ensure that our patients 
are at the centre of all we do. 
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We are committed to promoting a culture founded on these values which form the ‘heart’ of our 
Trust: 
 
Respect and dignity 
Quality of care 
Working together 
Efficiency 
 
This policy should be read and implemented with the Trust Values in mind at all times. 
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10. MONITORING COMPLIANCE WITH PROCEDURAL DOCUMENTS 

 

 
This document will be monitored to ensure it is effective and to assurance compliance. 

    
 

The effectiveness in practice of all procedural documents should be routinely monitored (audited) to ensure the document objectives are being 
achieved. The process for how the monitoring will be performed should be included in the procedural document, using the template above.  

 
The details of the monitoring to be considered include: 

 
· The aspects of the procedural document to be monitored: identify standards or key performance indicators (KPIs); 
· The lead for ensuring the audit is undertaken 
· The tool to be used for monitoring e.g. spot checks, observation audit, data collection; 
· Frequency of the monitoring e.g. quarterly, annually; 
· The reporting arrangements i.e. the committee or group who will be responsible for receiving the results and taking action as required. 

In most circumstances this will be the committee which ratified the document. The template for the policy audit report can be found on 
the Trust Intranet Trust Intranet -> Policies -> Policy Documentation 

· The lead(s) for acting on any recommendations necessary. 

Minimum requirement  to 
be monitored 

Lead Tool Frequency of Report 
of Compliance 

Reporting arrangements Lead(s) for acting on 
Recommendations 

Internal Audit Head of 
Internal Audit 

Internal Audit Annually Policy audit  report to:  
· Audit Committee 

Head of Financial 
Accounting 

External Audit Statutory 
Auditor 

External Audit Annually Policy audit  report to: 
· Audit Committee 

Head of Financial 
Accounting 
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APPENDIX A: TENDERING PROCEDURE 
 

1. Invitation to Tender 
 

1.1 From 2016 all procurement exercises shall be undertaken per Electronic means as per 
 European Union regulations. The Trust will use electronic e-tendering system, paper tenders 
 will only by required whenever the e- tendering system is inoperative and the tender needs to 
 be published urgently  
 
 The Electronic e-tendering system used and approved by the Trust for EU Tenders enables 
 a more secure and auditable trail and its functionality may differ from the manual tender 
 procedure below. However the principles remain the same and the Director of Procurement 
 and Commercial services will apply the appropriate protocol. 
 
 The Director of Procurement and Commercial services or authorised member of staff may 
 conduct any tendering exercise or enter into any contract using e-tendering.  
 The Director of Procurement and Commercial services or authorised member of their staff, 
 when using e-tendering should:  

 
 (i) All invitations to tender shall state the latest date and time for the receipt  of tenders.  
 
 (ii) All invitations to tender shall state that no tender will be accepted unless:  
 
 - Submitted in  a closed electronic envelop  via the Trust E-tendering tool 
 
  - Received by the time and date stated as the latest time for receipt 
 
 (iii) Every tender for goods, materials, services or disposals shall embody such of the NHS 
 Standard Contract Conditions as are applicable.  
 
  (iv) The identity of firms being invited to tender shall not be revealed to other tenderers for 
 that contract. 
 
  (v) Every tender must have given, or give a written undertaking, not to engage in collusive 
 tendering or other restrictive practice. 
 

1.2 Every tender for building and engineering works, except for maintenance work only where 
Estmancode guidance should be followed, shall embody or be in the terms of the current 
edition of the appropriate Joint Contracts Tribunal (JCT) or Department of the Environment 
(GC/Wks) standard forms of contract amended to comply with Concode. When the content of 
the works is primarily engineering, tenders shall embody or be in the terms of the General 
Conditions of Contract recommended by the Institution of Mechanical Engineers and the 
Association of Consulting Engineers (Form A) or, in the case of civil engineering work, the 
General Conditions of Contract recommended by the Institution of Civil Engineers. The 
standard documents should be amended to comply with Concode and, in minor respects, to 
cover special features of individual projects. Tendering based on other forms of contract may 
be used only after prior consultation with the DoH. 

 
2. Receipt, Safe Custody and Record of Formal Tenders 
 
2.1 Receipt and Custody  
 (i) No tender submitted using e-tendering will be considered unless it is received in the 
 format requested by the Trust in the tender documents and at the electronic address 
 specified by the Trust and unless it is received prior to the deadline for the receipt of 
 tenders, as stated in the tender documents.  
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 (ii) The Director of Procurement and Commercial services or authorised member of their 
 staff, shall ensure that each tender is kept unopened in a single secure electronic mailbox 
 that cannot be opened before the deadline for the receipt of tenders.  
 
 (iii) The system used must not allow the identity of the contractor submitting the tender to 
 be revealed prior to the tender being opened after the deadline for the receipt of tenders.  
 
 (iv) The Director of Procurement and Commercial services or authorised member of their 
 staff, shall ensure that for each procurement project, the system used shall keep and, if 
 required, produce a record showing the time and date of receipt of all tenders received.  
 
 (v) Late tenders or tenders received in the wrong format or not at the notified e-tendering 
 system  will not be considered as specified in the tender documents and an explanation as 
 to why that tender has not been considered shall be sent to the tenderers.  
 
2.2 Opening of Tenders  
 All tenders for an e-tendering project shall be opened immediately one after the other 
 during one session.  
 
2.3 Register of Tenders  
 Details of all tenders, which have been invited using e-tendering, will be entered in the 
 Register of Tenders, held by the Director of Procurement and Commercial services. 
 
3. Opening Formal Tenders 
 
  (i) As soon as practicable after the date and time stated as being the latest time for the receipt 

of tenders, they shall be opened by designated senior officers of the Trust as set out below. 
 
 Paper tenders must be delivered under seal to the Trust Offices and opened and recorded by 

two Trust Directors or by one Trust Director and the Deputy Trust Secretary. Sealed tenders 
must be opened by two officers of the Trust drawn from the Director of Corporate Affairs and 
Trust Secretary, the Deputy Trust Secretary and Trust Directors (electronic process). 

 
 (ii) The involvement of Finance Directorate staff in the preparation of a tender proposal will not 

preclude the Chief Financial Officer from serving as one of the designated Directors to open 
tenders. 

 
 (iii) The Director of Procurement and Commercial services will count as a Director for the 

purposes of opening tenders. 
 
 (iv) Every tender received shall be marked with the date of opening and signed by those 

present at the opening.( if paper tenders) 
 

4. Retention of tender documentation 
 

4.1 The returned tender and responses, the specification and evaluation notes and Minutes must 
be retained for audit purposes for the financial year in which the tender exercise falls plus nine 
financial years. Internal and External Audit will periodically review all aspects of procurement, 
including the choice of companies invited to tender and the operation of these procedures. The 
process  may also be challenged by unsuccessful bidders. It is therefore vital that complete 
documentation demonstrating the decision making process is produced and retained. 

 
4.2 A permanent record shall be maintained to show for each set of competitive tender invitations 

despatched, which would be maintained on the trusts e-tendering tool: 
 

 (a) the names of firms/individuals invited; 
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 (b) the names of, and the number of, firms/individuals from which tenders have been 
received; 

 (c) the total price(s) tendered; 

 (d) closing date and time; 

 (e) date and time of opening;  
 

4. Admissibility and Acceptance of Formal Tenders 
 

4.1 In considering which tender to accept, if any, the designated officers shall have regard to 
whether value for money will be obtained by the Trust and whether the number of tenders 
received provides adequate competition, to be reflected on the evaluation criteria.   In cases of 
doubt they shall consult the Chief Executive. 

 
4.2 Tenders received after the due time and date may be considered only if the Chief Executive 

or nominated officer decides that there are exceptional circumstances, e.g. where 
significant financial, technical or delivery advantages would accrue, and is satisfied that 
there is no reason to doubt the bona fides of the tenders concerned.  The Chief Executive 
or nominated officer shall decide whether such tenders are admissible and whether re-
tendering is desirable.  Re-tendering may be limited to those tenders reasonably in the field 
of consideration in the original competition.   If the tender is accepted the late arrival of the 
tender should be reported to the Board at its next meeting. 

 
4.3 Technically, late tenders (i.e. those despatched in good time but delayed through no fault of 

the tenderer) may, at the discretion of the Chief Executive, be regarded as having arrived in 
due time. 

 
4.4 Incomplete tenders (i.e. those from which information necessary for the adjudication of the 

tender is missing) and amended tenders (i.e. those amended by the tenderer upon his own 
initiative either orally or in writing after the due time for receipt) should be dealt with in the 
same way as late tenders under Section 4.2. 

 
4.5 Where examination of tenders reveals errors, which would affect the tender figure, the 

tenderer is to be given details of such errors and afforded the opportunity of confirming or 
withdrawing his offer. 

 
4.6 Necessary discussions with a tenderer on the contents of his tender, in order to elucidate 

technical points etc, before the award of a contract, need not disqualify the tender. Any written 
amendments are to be submitted via the e-tendering portal with words “Tender Amendment” 
followed by the subject to which it relates and the latest date and time for the receipt off such 
tender amendment as set by the Trust. All such tender amendment envelopes to be handled 
in accordance with Sections 2 and 3 above. 

 
4.7 While decisions as to the admissibility of late, incomplete, or amended tenders are under 

consideration and while re-tenders are being obtained, the tender documents shall remain 
strictly confidential and kept in safekeeping by an officer designated by the Chief Executive. 

 
4.8 When the number of tenders received is less than the recommended minimum the Chief 

Executive shall decide whether re-tendering is desirable except in those instances in which he 
has been involved in tendering in which case the Chief executive and Finance Director shall 
decide. Where only one tender/quotation is received the Trust shall, as far as practicable, 
ensure that the price to be paid is fair and reasonable. 

 
4.9 A tender other than the most advantageous economic offer shall not be accepted unless for 

good and sufficient reason the Board decides otherwise and records that decision in their 
minutes and in the record referred to in 4.2 above. 
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4.10 Where the form of contract includes a fluctuation clause all applications for price variations 

must be submitted in writing by the tenderer and shall be approved by the Chief Executive or 
nominated officer. 

 
4.11 All tenders should be treated as confidential and should be retained for inspection. 
 
Where post tender negotiations are carried out in person they should be conducted before a witness 
and all consequent amendments to tender prices are to be recorded in writing.  
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QUICK REFERENCE GUIDE 
 
1. Standing Financial Instructions (SFIs) are issued in accordance with the Trust (Functions) 

Directions 2000 issued by the Secretary of State which require that each Trust shall agree 
SFIs for the regulation of the conduct of its members and officers in relation to all financial 
matters with which they are concerned.  They shall have effect as if incorporated in the 
Standing Orders (SOs).  

  
2.  SFIs detail the financial responsibilities, policies and procedures adopted by the Trust.  They 

are designed to ensure that the Trust's financial transactions are carried out in accordance 
with the law and with Government policy in order to achieve probity, accuracy, economy, 
efficiency and effectiveness.  They should be used in conjunction with the Reservation of 
Powers to the Board and the Scheme of Delegation adopted by the Trust. 

 
3.   These SFIs identify the financial responsibilities which apply to everyone working for the Trust 

and its constituent organisations including Trading Units.  They do not provide detailed 
procedural advice and should be read in conjunction with the detailed departmental and 
financial procedure notes.  All financial procedures must be approved by the Director of 
Finance. 

 
4. The failure to comply with SFIs and SOs can in certain circumstances be regarded as a 

disciplinary matter that could result in dismissal. 
 

5.      Overriding SFIs – If for any reason these SFIs are not complied with, full details of the non-
compliance and any justification for non-compliance and the circumstances around the non-
compliance shall be reported to the next formal meeting of the Audit Committee for referring 
action or ratification.  All members of the Board and staff have a duty to disclose any non-
compliance with these SFIs to the Director of Finance as soon as possible. 
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1.  INTRODUCTION 
 

1.1 These SFIs are issued in accordance with the Trust (Functions) Directions 2000 issued by the 
Secretary of State which require that each Trust shall agree SFIs for the regulation of the 
conduct of its members and officers in relation to all financial matters with which they are 
concerned.  They shall have effect as if incorporated in the SOs.  

 
1.2 Save as otherwise permitted by law, at any meeting the Chairman of the Trust shall be the 

final authority on the interpretation of SOs (on which they should be advised by the Chief 
Executive or Secretary of the Board). 

 
 

2. PURPOSE 
 

SFIs detail the financial responsibilities, policies and procedures adopted by the Trust.  They 
are designed to ensure that the Trust's financial transactions are carried out in accordance 
with the law and with Government policy in order to achieve probity, accuracy, economy, 
efficiency and effectiveness.  They should be used in conjunction with the Reservation of 
Powers to the Board and the Scheme of Delegation adopted by the Trust. 

 
3. SCOPE 

 
3.1 SFIs identify the financial responsibilities which apply to everyone working for the Trust and 

its constituent organisations including Trading Units.  They do not provide detailed procedural 
advice and should be read in conjunction with the detailed departmental and financial 
procedure notes.  All financial procedures must be approved by the Director of Finance. 

 
3.2 Should any difficulties arise regarding the interpretation or application of any of the SFIs then 

the advice of the Director of Finance must be sought before acting.  The user of these SFIs 
should also be familiar with and comply with the provisions of the Trust’s SOs. 

 
3.3 In the event of an infection outbreak, flu pandemic or major incident, the Trust recognises 

that it may not be possible to adhere to all aspects of this document. In such 
circumstances, staff should take advice from their manager and all possible action must 
be taken to maintain ongoing patient and staff safety. 

 
4. DEFINITIONS 

 
4.1  Any expression to which a meaning is given in the National Health Service Act 1977, National 

Health Service and Community Care Act 1990 and other Acts relating to the National Health 
Service or in the Financial Regulations made under the Acts shall have the same meaning in 
these SOs and SFIs and in addition: 

 
 “Accountable Officer” means the NHS Officer responsible and accountable for funds 

entrusted to the Trust.  The officer shall be responsible for ensuring the proper stewardship of 
public funds and assets.  For this Trust it shall be the Chief Executive. 

 
 “Associate Member” means a person appointed to perform specific statutory and non-

statutory duties which have been delegated by the Trust Board for them to perform and these 
duties have been recorded in an appropriate Trust Board minute or other suitable record. 

 
 

 “Trust” means the Portsmouth Hospitals NHS Trust. 
 

 “Board” means the Chairman, officer and non-officer members of the Trust collectively as a 
body. 
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“Budget” means a resource, expressed in financial terms, proposed by the Board for the 
purpose of carrying out, for a specific period, any or all of the functions of the Trust. 

 
 “Budget holder” means the director or employee with delegated authority to manage 

finances (Income and Expenditure) for a specific area of the organisation. 
 

 “Chairman of the Board (or Trust)” is the person appointed by the Secretary of State for 
Health to lead the Board and to ensure that it successfully discharges its overall responsibility 
for the Trust as a whole.  The expression “the Chairman of the Trust” shall be deemed to 
include the Vice-Chairman of the Trust if the Chairman is absent from the meeting or is 
otherwise unavailable. 

 
 “Chief Executive” means the chief officer of the Trust. 
 

“Governance and Quality Committee” means a committee whose functions are concerned 
with the arrangements for the purpose of monitoring and improving the quality of healthcare 
for which the Portsmouth Hospitals NHS Trust has responsibility. 

 
“Commissioning” means the process for determining the need for and for obtaining the 
supply of healthcare and related services by the Trust within available resources. 

 
 “Committee” means a committee or sub-committee created and appointed by the Trust. 
 

“Committee members” means persons formally appointed by the Board to sit on or to chair 
specific committees. 

 
“Contracting and procuring” means the systems for obtaining the supply of goods, 
materials, manufactured items, services, building and engineering services, works of 
construction and maintenance and for disposal of surplus and obsolete assets. 
 
“Deputy-Chairman” means the non-officer member appointed by the Board to take on the 
Chairman’s duties if the Chairman is absent for any reason. 
 

 “Director of Finance” means the Chief Financial Officer of the Trust. 
 

 “Funds held on Trust” shall mean those funds which the Trust holds on date of 
incorporation, receives on distribution by statutory instrument or chooses subsequently to 
accept under powers derived under S.90 of the NHS Act 1977, as amended.  Such funds may 
or may not be charitable. 

 
“Member” means officer or non-officer member of the Board as the context permits.  Member 
in relation to the Board does not include its Chairman. 

 
  “Membership, Procedure and Administration Arrangements Regulations” means NHS 

Membership and Procedure Regulations (SI 1990/2024) and subsequent amendments. 
 

 “Nominated officer” means an officer charged with the responsibility for discharging specific 
tasks within SOs and SFIs. 

 
 “Non-officer member” means a member of the Trust who is not an officer of the Trust and is 

not to be treated as an officer by virtue of regulation 1(3) of the Membership, Procedure and 
Administration Arrangements Regulations. 

 
“Officer” means employee of the Trust or any other person holding a paid appointment or 
office with the Trust. 

 
“Officer member” means a member of the Trust who is either an officer of the Trust or is to 
be treated as an officer by virtue of regulation 1(3) (i.e. the Chairman of the Trust or any 
person nominated by such a Committee for appointment as a Trust member). 
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 “Secretary” means a person appointed to act independently of the Board to provide advice 

on corporate governance issues to the Board and the Chairman and monitor the Trust’s 
compliance with the law, SOs, and Department of Health guidance. 

 
 “SFIs” means SFIs. 
 

 “SOs” means SOs. 
 

5. DUTIES AND RESPONSIBILITIES 
 

5.1 SFIs identify the financial responsibilities which apply to everyone working for the Trust and 
its constituent organisations including Trading Units.  They do not provide detailed procedural 
advice and should be read in conjunction with the detailed departmental and financial 
procedure notes.  All financial procedures must be approved by the Director of Finance. 

 
6. PROCESS 

 
6.1 General 

 
6.1.1 These SFIs are issued in accordance with the Trust (Functions) Directions 2000 issued by the 

Secretary of State which require that each Trust shall agree SFIs for the regulation of the 
conduct of its members and officers in relation to all financial matters with which they are 
concerned.  They shall have effect as if incorporated in the SOs.  

 
6.1.2 These SFIs detail the financial responsibilities, policies and procedures adopted by the Trust.  

They are designed to ensure that the Trust's financial transactions are carried out in 
accordance with the law and with Government policy in order to achieve probity, accuracy, 
economy, efficiency and effectiveness.  They should be used in conjunction with the Schedule 
of Decisions Reserved to the Board and the Scheme of Delegation adopted by the Trust. 

 
6.1.2 These SFIs identify the financial responsibilities which apply to everyone working for the Trust 

and its constituent organisations including Trading Units.  They do not provide detailed 
procedural advice and should be read in conjunction with the detailed departmental and 
financial procedure notes.  All financial procedures must be approved by the Director of 
Finance. 

 
6.1.3 Should any difficulties arise regarding the interpretation or application of any of the SFIs then 

the advice of the Director of Finance must be sought before acting.  The user of these SFIs 
should also be familiar with and comply with the provisions of the Trust’s SOs. 

 
6.1.4 The failure to comply with SFIs and SOs can in certain circumstances be regarded as a 

disciplinary matter that could result in dismissal. 
 

6.1.5   Overriding SFIs – If for any reason these SFIs are not complied with, full details of the non-
compliance and any justification for non-compliance and the circumstances around the non-
compliance shall be reported to the next formal meeting of the Audit Committee for referring 
action or ratification.  All members of the Board and staff have a duty to disclose any non-
compliance with these SFIs to the Director of Finance as soon as possible. 
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6.2 Responsibilities and delegation 
 
6.2.1 The Trust Board 
 
 The Board exercises financial supervision and control by: 

 
 (a) formulating the financial strategy; 

 
 (b) requiring the submission and approval of budgets within approved  allocations/overall 

income; 

 (c) defining and approving essential features in respect of important procedures and 
 financial systems (including the need to obtain value for money);  

 (d) defining specific responsibilities placed on members of the Board and employees as 
indicated in the Scheme of Delegation document. 

6.2.2 The Board has resolved that certain powers and decisions may only be exercised by the 
Board in formal session. These are set out in the ‘Reservation of Powers to the Board’ 
document. All other powers have been delegated to such other committees as the Trust has 
established. 

 
6.2.3 The Chief Executive and Director of Finance 
 
 The Chief Executive and Director of Finance will, as far as possible, delegate their detailed 

responsibilities, but they remain accountable for financial control. 
  
 Within the SFIs, it is acknowledged that the Chief Executive is ultimately accountable to the 

Board, and as Accountable Officer, to the Secretary of State, for ensuring that the Board 
meets its obligation to perform its functions within the available financial resources.  The Chief 
Executive has overall executive responsibility for the Trust’s activities; is responsible to the 
Chairman and the Board for ensuring that its financial obligations and targets are met and has 
overall responsibility for the Trust’s system of internal control. 

 
6.2.4 It is a duty of the Chief Executive to ensure that Members of the Board and, employees and 

all new appointees are notified of, and put in a position to understand their responsibilities 
within these Instructions. 

 
6.2.5 The Director of Finance 

 
 The Director of Finance is responsible for: 

 
 (a) implementing the Trust’s financial policies and for coordinating any corrective action 

necessary to further these policies; 

 (b) maintaining an effective system of internal financial control including ensuring that 
detailed financial procedures and systems incorporating the principles of separation of 
duties and internal checks are prepared, documented and maintained to supplement 
these instructions; 

 (c) ensuring that sufficient records are maintained to show and explain the Trust’s 
transactions, in order to disclose, with reasonable accuracy, the financial position of 
the Trust at any time; 

 
 and, without prejudice to any other functions of the Trust, and employees of the Trust, the 

duties of the Director of Finance include: 

 
 (d) the provision of financial advice to other members of the Board and employees; 

 (e) the design, implementation and supervision of systems of internal financial control;  

303



SFIs : Issue 9.0 – 01/02/18 
(Review date: 30/11/19 (unless requirements change)) 

(f) the preparation and maintenance of such accounts, certificates, estimates, records 
and reports as the Trust may require for the purpose of carrying out its statutory 
duties. 

 

6.2.6 Board Members and Employees 
 
 All members of the Board and employees of the Trust, severally and collectively, are 

responsible for: 

 (a) the security of the property of the Trust; 
 
 (b) avoiding loss; 
 
 (c) exercising economy and efficiency in the use of resources;  
 

(d) conforming with the requirements of SOs, SFIs, Financial Procedures and the Scheme 
of Delegation. 

 
For all members of the Board and any employees who carry out a financial function, the form in 

which financial records are kept and the manner in which members of the Board and 
employees discharge their duties must be to the satisfaction of the Director of Finance. 

6.2.7 Contractors and their employees 
 
 Any contractor or employee of a contractor who is empowered by the Trust to commit the 

Trust to expenditure or who is authorised to obtain income shall be covered by these 
instructions.  It is the responsibility of the Chief Executive to ensure that such persons are 
made aware of this. 

 
 
7. AUDIT 

 
7.1 Audit Committee 

 
7.1.1 In accordance with SOs, the Board shall formally establish an Audit Committee, with clearly 

defined terms of reference and following guidance from the NHS Audit Committee 
Handbook (2014), which will provide an independent and objective view of internal control 
by: 

 
 (a) overseeing Internal and External Audit services; 

 
(b) reviewing financial and information systems and monitoring the integrity of the 

financial statements and reviewing significant financial reporting judgments. 
 
(c) review  the  establishment  and  maintenance  of  an  effective  system of integrated   

governance,   risk   management   and  internal   control,  across   the whole of the 
organisation’s  activities  (both  clinical  and non-clinical),  that supports  the  
achievement  of  the organisation’s objectives; 

 
(d) monitoring compliance with SOs and SFIs; 

 
(e) reviewing schedules of losses and compensations and making recommendations to 

the Board; 
 

(f) Reviewing the arrangements in place to support the Assurance Framework process 
prepared on behalf of the Board and advising the Board accordingly. 
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7.1.2  Where the Audit Committee considers there is evidence of ultra vires transactions, evidence 
of improper acts, or if there are other important matters that the Committee wishes to raise, 
the Chairman of the Audit Committee should raise the matter at a full meeting of the Board.  
Exceptionally, the matter may need to be referred to the Department of Health. (To the 
Director of Finance in the first instance.) 

 
7.1.3 It is the responsibility of the Director of Finance to ensure an adequate Internal Audit service 

is provided and the Audit Committee shall be involved in the selection process when/if an 
Internal Audit service provider is changed. 

 
7.2 Director of Finance 

 
7.2.1 The Director of Finance is responsible for : 

 
(a) ensuring there are arrangements to review, evaluate and report on the effectiveness 

of internal financial control including the establishment of an effective Internal Audit 
function; 

(b) ensuring that the Internal Audit is adequate and meets the NHS mandatory audit 
standards; 

(c) deciding at what stage to involve the police in cases of misappropriation and other 
irregularities not involving fraud or corruption; 

(d) ensuring that an annual internal audit report is prepared for the consideration of the 
Audit Committee [and the Board].  The report must cover: 

  (i) a clear opinion on the effectiveness of internal control in accordance with current 
assurance framework guidance issued by the Department of Health including for 
example compliance with control criteria and standards; 

(ii) major internal financial control weaknesses discovered; 
(iii) progress on the implementation of internal audit recommendations; 
(iv) progress against plan over the previous year; 
(v) strategic audit plan covering the coming three years; 
(vi) a detailed plan for the coming year. 

 
7.2.2 The Director of Finance or designated auditors are entitled without necessarily giving prior 

notice to require and receive: 
 

(a) access to all records, documents and correspondence relating to any financial or other 
relevant transactions, including documents of a confidential nature; 

 
(b) access at all reasonable times to any land, premises or  members of the Board or 

employee of the Trust; 
 

(c) the production of any cash, stores or other property of the Trust under a member of 
the Board and an employee's control; and 

 
(d) explanations concerning any matter under investigation. 

 
7.3 Role of Internal Audit 

 
7.3.1 Internal Audit will review, appraise and report upon: 

 
(a) the extent of compliance with, and the financial effect of, relevant established policies, 

plans and procedures; 
 

(b) the adequacy and application of financial and other related management controls; 
 
(c) the suitability of financial and other related management data; 
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(d) the extent to which the Trust’s assets and interests are accounted for and 
safeguarded from loss of any kind, arising from: 

 
(i) fraud and other offences; 
(ii) waste, extravagance, inefficient administration; 
(iii) poor value for money or other causes. 

 
(e) Internal Audit shall also independently verify the Assurance Statements in accordance 

with guidance from the Department of Health. 
 

7.3.2 Whenever any matter arises which involves, or is thought to involve, irregularities 
concerning cash, stores, or other property or any suspected irregularity in the exercise of 
any function of a pecuniary nature, the Director of Finance must be notified immediately. 

 
7.3.3 The Head of Internal Audit or representative will attend Audit Committee meetings and has a 

right of access to all Audit Committee members, the Chairman and Chief Executive of the 
Trust. 

 
7.3.4 The Head of Internal Audit shall be accountable to the Director of Finance.  The reporting 

system for internal audit shall be agreed between the Director of Finance, the Audit 
Committee and the Head of Internal Audit.  The agreement shall be in writing and shall 
comply with the guidance on reporting contained in the NHS Internal Audit Standards.  The 
reporting system shall be reviewed at least every three years. 

 
7.4 External Audit  

 
7.4.1 The External Auditor is paid for by the Trust.  The Audit Committee must ensure a cost-

efficient service.  If there are any problems relating to the service provided by the External 
Auditor, then this should be raised with the External Auditor and referred on if the issue 
cannot be resolved. 

 
7.5 Fraud and Corruption 

 
7.5.1 In line with their responsibilities, the Trust Chief Executive and Director of Finance shall 

monitor and ensure compliance with the NHS standard contract. 

7.5.2 The Trust shall nominate a suitable person to carry out the duties of the Local Counter 
Fraud Specialist as specified by the NHS Standard Contract and the NHS Protect Anti-Fraud 
manual. 

 
7.5.3 The Local Counter Fraud Specialist shall report to the Trust Director of Finance and shall 

work with staff in the NHS Protect in accordance with the NHS Anti-Fraud Manual. 
 
7.5.4 The Local Counter Fraud Specialist will provide a written report, at least annually, on anti-

fraud, bribery and corruption work within the Trust. 
 
7.5.5 The Trust’s Local Anti-Fraud, Bribery and Corruption policy applies to all staff and must be 

read in conjunction with these SFI’s. 
 

7.6 Security Management 
 

7.6.1 In line with their responsibilities, the Trust Chief Executive will monitor and ensure 
compliance with the NHS Standard Contract.  

 
7.6.2 The Trust shall employ a suitable person to carry out the duties of the Accredited Security 

Management Specialist (ASMS) as specified by the NHS Standard Contract. 
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7.6.3 The Chief Executive has overall responsibility for controlling and coordinating security. 
However, key tasks are delegated to the Security Management Director  (SMD) and the 
appointed Accredited Security Management Specialist (ASMS). 

 
8. ALLOCATIONS, PLANNING, BUDGETS, BUDGETARY CONTROL, AND MONITORING 

 
8.1  Preparation and Approval of Plans and Budgets 

 
8.1.1 The Chief Executive will compile and submit to the Board an Annual Business Plan which 

takes into account financial targets and forecast limits of available resources.  The Annual 
Business Plan will contain: 

 
 (a) a statement of the significant assumptions on which the plan is based; 

 
 (b) details of major changes in workload, delivery of services or resources required to 

achieve the plan. 
 

8.1.2 Prior to the start of the financial year the Director of Finance will, on behalf of the Chief 
Executive, prepare and submit budgets for approval by the Board.  Such budgets will: 

 
(a) be in accordance with the aims and objectives set out in the Annual Business Plan; 
 
(b) accord with workload and manpower plans; 
 
(c) be produced following discussion and agreement with appropriate budget holders; 
 
(d) be prepared within the limits of available funds;  
 
(e) identify potential risks and mitigations; 

  
(f) Have due consideration of the impact on the quality and safety of patient care; 

 
(g) Consider the need to enter into contracts with third parties and the process required to 

do so, including the time required. 

 
8.1.3 The Director of Finance shall monitor financial performance against budget and plan, 

periodically review them, and report to the Board. 
 
8.1.4 All budget holders must provide information as required by the Director of Finance to enable 

budgets to be compiled.  
 

8.1.5 Clinical Service Centre Teams (or equivalents) will be required to sign off financial plans as 
part of the annual Team Commitments (as described within the Trust’s Performance 
Management Framework). 

 
8.1.6 The Director of Finance has a responsibility to ensure that adequate training is delivered on 

an on-going basis to budget holders to help them manage successfully. 
 
8.2 Budgetary Delegation 
 
8.2.1 The Chief Executive may delegate the management of a budget to a budget holder to permit 

the performance of a defined range of activities.  This delegation must be in writing and be 
accompanied by a clear definition of: 
 
(a) the amount of the budget; 
(b) the purpose(s) of each budget heading; 
(c) individual and group responsibilities; 
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(d) authority to exercise virement; 
(e) achievement of planned levels of service;  
(f) the provision of regular reports. 
 

8.2.2 The Chief Executive and delegated budget holders must not exceed the budgetary total or 
virement limits set by the Board. 

 
8.2.3 Any budgeted funds not required for their designated purpose(s) revert to the immediate 

control of the Chief Executive, subject to any authorised use of   . 
 
8.2.4 Non-recurring budgets should not be used to finance recurring expenditure without the 

authority in writing of the Chief Executive, as advised by the Director of Finance. 
 
8.3 Budgetary Control and Reporting 

 
8.3.1 The Director of Finance will devise and maintain systems of budgetary control and financial 

reporting.  These will include: 
 

(a) monthly financial reports to the Board in a form approved by the Board containing: 
 
 (i) income and expenditure to date showing variances to plan, trends and forecast 

year-end position; 
 

(ii) movements in working capital; 
 
  (iii) movements in cash and capital;  

 
 (iv) capital project spend and projected outturn against plan; 
 
 (v) explanations of any material variances from plan; 
 
 (vi) details of any corrective action where necessary and the Chief Executive's and/or 

Director of Finance's view of whether such actions are sufficient to correct the 
situation; 

 
(b) the issue of timely, accurate and comprehensible advice and financial reports to each 

budget holder, covering the areas for which they are responsible; 
 
(c) investigation and reporting of variances from financial, workload and manpower 

budgets; 
 
(d) monitoring of management action to correct variances; and 
 
(e) arrangements for the authorisation of budget transfers. 

 
 

8.3.2  Each Budget Holder is responsible for ensuring that: 
 

(a) any likely overspending or reduction of income which cannot be met by virement is not 
incurred without the prior consent of the Board; 

 
(b) the amount provided in the approved budget is not used in whole or in part for any 

purpose other than that specifically authorised subject to the rules of virement;  
 
(c) no permanent employees are appointed outside the funded establishment without the 

approval of the Chief Executive and subject to any locally or Trust-wide established 
control panels (such as the Workforce Control Panels). 
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(e) The systems of budgetary control established by the Director of Finance are complied 
with fully. 

 
8.3.3 The Chief Executive is responsible for identifying and implementing cost improvements and 

income generation initiatives in accordance with the requirements of the  business plan  and 
a balanced budget. 

 
8.3.4 All employees of the Trust, especially those involved with the budgetary processes, have a 

responsibility to the Board for identifying all possible opportunities to make savings or to use 
resources more effectively.  All such opportunities should be brought to the attention of the 
appropriate Executive Director, Clinical Director ot Head of Service for consideration and 
possible inclusion in the plans of the CSC. 

 
8.3.5 The budgetary process requires adherence to particular timescales for the performance of 

routines and duties.  These timescales change periodically and will be issued by the Finance 
Department annually.  The Director of Finance is responsible for issuing and reviewing 
guidance on budgetary timetables.  It is the responsibility of all Executive Directors, Clinical 
Directors and Heads of Service to adhere to such timetables and to inform the Director of 
Finance of any reasons preventing the achievement of a specific deadline. 

 
8.3.6 The Trust Board is responsible for ensuring that the Trust’s financial performance is within 

the targets agreed by DH and NHSI.  In exercising this responsibility the Trust Board will be 
guided by the advice of the Chief Executive and the Director of Finance. 

 
8.3.7 The Director of Finance reserves the right to have access to all Budget Holders and has the 

authority to require explanations on performance, spending and income trends within the 
remit of the Budget Holder.  In normal circumstances access will be through the relevant 
Executive Director and or CSC General Manager. 

 
 
8.4 Virements 
 
8.4.1 Virement is defined as the transfer of budget sums within the areas for which a budget 

holder is responsible, or transfers to other budget holders, i.e. any redistribution of budgeted 
amounts. 

 
8.4.2 There are occasions where virement is generally appropriate.  These include: 
 

(a) Adjustments to reflect changes that could not have been foreseen at the start of the 
financial year 
 

(b) Where planned actions by managers mean that resources previously allocated for one 
purpose are no longer required for that purpose 

8.4.3 There are occasions where virement is not generally appropriate.  These include: 
 

(a) Smoothing budget statements to mask underlying issues 
 

(b) Using fortuitous underspends to support pressures in other areas 
 

 
8.4.4 To maintain central control of funding and recognizing the need for the Trust to meet its 

statutory financial duties, limitations on the extent to which virement can be applied are 
needed.  These limits provide a degree of flexibility for budget holders while recognising the 
need for overall control of spending within the Trust. 
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8.4.5 The following types of virement will generally not be considered unless a very strong case is 
made by the Budget Holder: 

 
(a) Virement between non-recurrent and recurrent resources 

  
(b) Virement between income and any other category 

 
8.4.6 The Trust Board has defined appropriate rules for virement between budgets.  These rules 

are based upon an escalating basis of significance of the virement: 
 
  

Virement Authorisation required by 
Budget moves between income, pay or non-
pay 

Budget Holder and Director of Finance 

Budget moves between pay to pay and non-
pay to non-pay 

CSC General Managers and or 
Specialty/Corporate Managers 

Re-phasing of budgets Budget Holder and Director of Finance 
 
 
8.4.7 All virements must be communicated to the appropriate Finance Business Partner and 

authorised through completion of the required virement authorisation form (see Appendix 1).  
 
8.4.8 The Chief Executive and delegated budget holders must not exceed the budgetary total or 

virement limits set by the Trust Board. 
 
8.4.9 Any budgeted funds not required for their designated purpose/s revert to the immediate 

control of the Chief Executive, subject to any authorised use of virement. 
 
8.4.10 Non-recurring budgets should not be used to finance recurring expenditure without the 

authority in writing of the Chief Executive, as advised by the Director of Finance. 
 
8.4.11 Any virement movements will be reported to the Finance and Performance Committee. 
 
8.5 Reserves 
 
8.5.1 The Director of Finance, on behalf of the Chief Executive, will endeavor to create such 

reserves as are deemed necessary to secure the ability of the Trust to meet its financial 
targets.  Reserves may include sums to cover future pay awards, price inflation, unforeseen 
contingencies, non-recurrent spending and other specific items as yet not allocated to 
individual budgets. 

 
8.5.2 The Director of Finance may exercise discretion to partly or wholly allocate reserves directly 

to CSC’s or subsequently allocate to specific budgets.  In these circumstances, a clear 
definition of the rules governing the authority to apply the reserve/s will be required. 

 
8.5.3 Applications to draw down reserves must follow the process specified by the Director of 

Finance and be approved by the Director of Finance. 
 
8.6 Revenue Business Cases 
 
8.6.1 Revenue business cases are required to allocate additional revenue funding from that 

specified in the annual budget setting process (including supporting invest to save proposals 
that require additional funding with a view to producing additional income/savings). 

 
8.6.2 Any revenue business cases developed should have the support of the CSC management 

team or Corporate Director as appropriate and should be in line with the Trust’s priorities. 
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8.6.3 The Business Case Review Group (BCRG) will oversee the revenue business case approval 
process.  The BCRG has delegated authority from the Board to approve business cases up 
to a set value.  This value may change as required and will be recorded in the procedural 
document for the submission and approval of business cases.  BCRG will report monthly to 
the Executive Management Team (EMT) to confirm decisions made at BCRG and also take 
any business cases for revenue investment over the BCRG limit for approval. 

 
8.6.4 NHSI are also required to approve any revenue business cases which exceed the Trust’s 

delegated limit following Trust Board approval being given.  This limit may be reduced at the 
discretion of NHSI where the Trust is reporting a year end deficit against plan. 

 
8.6.5 Revenue business cases have to go through all the relevant approval groups, dependent on 

values, e.g. a case of over £5m will require approval from BCRG, who will recommend to 
EMT, who will recommend to Trust Board for approval.  The case will then be recommended 
to NHSI for approval. 

 
8.6.7 The values quoted in 8.6 are inclusive of VAT and represent either annual expenditure or 

annual income level.  No netting off between expenditure and income should be undertaken 
in identifying these annual values. 

 
8.6.8 Business cases which have both capital and revenue funding requirements should be fully 

completed (i.e. including all capital and revenue implications) and the capital funding source 
should be confirmed via the Capital Priorities Group (CPG) prior to the business case being 
finally approved. 

 
8.7 Capital Expenditure 

 
8.7.1 The general rules applying to delegation and reporting shall also apply to capital expenditure 

(the particular applications relating to capital are contained in SFI 19). 
 

8.8 Monitoring Returns 
 

8.8.1 The Chief Executive is responsible for ensuring that the appropriate monitoring forms are 
submitted to the requisite monitoring organisation in the format and timeframes required. 

 
8.8.2 The internal monitoring of the Trust’s and departmental business plans will take place 

through regular performance reviews at Executive level with appropriate support. 
 

9. ANNUAL ACCOUNTS AND REPORTS 
 

9.1 The Director of Finance, on behalf of the Trust, will: 
 

(a) prepare financial returns in accordance with the accounting policies and  guidance 
given by the Department of Health and the Treasury, the Trust’s accounting policies, 
and generally accepted accounting practice; 

 
(b) prepare and submit annual financial reports to the Department of Health certified in 

accordance with current guidelines;  
 
(c) submit financial returns to the Department of Health for each financial year in 

accordance with the timetable prescribed by the Department of Health. 
 

9.1.1 The Trust’s annual accounts must be audited by an auditor appointed by the Audit 
Commission. The Trust’s audited annual accounts must be presented to a public meeting 
and made available to the public.   

 
9.1.2 The Trust will publish an annual report, in accordance with guidelines on local accountability.  

This will be presented to the Board for approval or to the Audit Committee as delegated by 
the Board for approval.  The annual report will also be presented at a public meeting. The 
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document will comply with the Department of Health's Group Accounting Manual. 
 

10 BANK ACCOUNTS 
 

10.1 General 
 

10.1.1 The Director of Finance is responsible for managing the Trust’s banking arrangements and 
for advising the Trust on the provision of banking services and operation of accounts.  This 
advice will take into account guidance and directions issued from time to time by the 
Department of Health. In line with ‘Cash Management in the NHS’ Trusts should minimise 
the use of commercial bank accounts and consider using Government Banking System 
(GBS) accounts for all banking services. 

 
10.1.2 The Board shall approve the banking arrangements. 

 
10.2 Bank and GBS Accounts 

 
10.2.1 The Director of Finance is responsible for: 

 
(a) bank accounts and Government Banking System (GBS) accounts; 
 
(b) establishing separate bank accounts for the Trust’s non-exchequer funds; 
 
(c) ensuring payments made from bank accounts do not exceed the amount credited to 

the account except where arrangements have been made;  
 
(d) reporting to the Board all arrangements made with the Trust’s bankers for accounts to 

be overdrawn.  
 
(e) monitoring compliance with DH guidance on the level of cleared funds. 

 
(f) establishing treasury policies and procedures to ensure effective management of cash 

and bank balances. 

 
10.2.2 All funds shall be held in an account in the name of the Trust.  No officer other than the 

Director of Finance shall open any bank account in the name of the Trust. 
 
10.3 Banking Procedures 

 
10.3.1 The Director of Finance will prepare detailed instructions on the operation of bank accounts 

which must include: 
 

(a) the conditions under which each bank account is to be operated; 
 
(b) those authorised to sign cheques or other orders drawn on the Trust’s accounts. 
 

10.3.2 The Director of Finance must advise the Trust’s bankers in writing of the conditions under 
which each account will be operated. 

 
10.3.4 Competitive tenders should be sought at least every five years.  The results of the tendering 

exercise should be reported to the Board. This review is not necessary for GBS accounts. 
 
10.4.1 10.3.3 The Director of Finance will review the commercial banking arrangements of the Trust 

at regular intervals to ensure they reflect best practice and represent best value for money by 
periodically seeking competitive tenders for the Trust’s commercial banking business. 

 
10.4 Tendering and Review 
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10.4.1 EU and National legislation on Public Procurement: the European Union Directive on 
the coordination of procedures for the award of public contracts and the national 
Public Contracts Regulations on their latest version will govern Public Procurement. 
Legislation, prescribing procedures for awarding all forms of contracts, shall have effect as if 
incorporated in these SFIs. Tendering and Contract procedure would be specified on the SOs. 

 
10.4.2  The Trust shall comply as far as is practicable with the requirements of the Department of  

Health "Capital Investment Manual" and “Estatecode” and shall consider the guidance "Best 
Practice in making Investments for NHS Foundation Trusts" and such other guidance as 
may be issued by the Independent Regulator from time to time in respect of capital 
investment and estate and property transactions. In the case of management consultancy 
contracts the Trust shall comply as far as is practicable with Department of Health guidance 
"The Procurement and Management of Consultants within the NHS". 

 
10.5 Tender and Quotation Thresholds and Approval Limits for Supply of Goods/Service 

Contracts 
 
In all instances these values are for the total contract value, including if a requirement is split across several  
suppliers. All values must include all VAT implications       
For competitive quotations / tenders 
       

Written Quotation Formal Written 
Quotation via the 
Procurement Dept 

Formal Written Competitive 
Tenders via the 

Procurement Dept 

Minimum number 
of quotations / 

tenders (all 
values)   

  

From £0 to £4,999 From £5,000 to 
£49,999 

From £50,000 upwards 3 
 

 
  

        

Approval authorisation to agreement via a competitive exercise       

Up to £5k Up to £1m** Over £1m      

Authorised signatory for value of non 
stock requisition 

Director of Finance 
or Chief Executive 
(once Head of 
Procurement 
approved) 

Trust Board Approval 

 

  

  

**  If part of an approved capital programme already signed off by the Director of Finance, Deputy Director of Finance or can sign off up to ££500k  
        
        
Head of Procurement signature is required on all Ratification Reports.      
        

Approval authorisation for single tender actions / waivers:      

Up to £100k Up to £1m** Over £1m      
Director of Finance (once Head of 
Procurement has approved) 

Director of Finance 
or Chief Executive 

Trust Board Approval 

 

 

 

  

** If part of an approved capital programme already signed off by the Director of Finance, Deputy Director of Finance  
can sign off up to £500k.        
        
Note: All contract approval requests will come via the Procurement  Department, who will forward them on to the necessary Approving Trust  
Officer. Thresholds for advertising in the Official Journal of the European  Union  is mandatory for all contracts with an expected award 
value of over £113K         
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11. INCOME, FEES AND CHARGES AND SECURITY OF CASH, CHEQUES AND OTHER 
NEGOTIABLE INSTRUMENTS 

 
11.1 Income Systems 

 
11.1.1 The Director of Finance is responsible for designing, maintaining and ensuring compliance 

with systems for the proper recording, invoicing, collection and coding of all monies due. 
 
11.1.2 The Director of Finance is also responsible for the prompt banking of all monies received. 
 
11.1.3 Any income raised from income generation and from contracts with non NHS bodies will be 

reinvested in service provision. 
 
11.2 Fees and Charges 

 
11.2.1 The Trust shall follow the Department of Health's Operating Framework and National Tariff 

Payment system in setting prices for NHS service agreements. 
 
11.2.2 The Director of Finance is responsible for approving and regularly reviewing the level of all 

fees and charges other than those determined by the Department of Health or by Statute.  
Independent professional advice on matters of valuation shall be taken as necessary. Where 
sponsorship income (including items in kind such as subsidised goods or loans of 
equipment) is considered the guidance in the Department of Health’s Commercial 
Sponsorship – Ethical standards in the NHS shall be followed. 

 
11.2.3 All employees must ensure that the appropriate Trust financial procedures are followed with 

regards to accurately and promptly recording any money due to the Trust arising from 
transactions which they initiate/deal with, including all contracts, leases, tenancy 
agreements, private patient undertakings and other transactions. 

 
11.2.4 The Director of Finance shall be responsible for implementing any such guidance issued by 

the Department of Health in relation to the costing and pricing of services, and in particular 
services provided to NHS commissioning bodies. 

 
11.2.5 Patient activity income will be subject to compliance with the latest applicable National Tariff 

Payment system guidance.  
 
11.3 Debt Recovery 

 
11.3.1 The Director of Finance is responsible for the appropriate recovery action on all outstanding 

debts. 
 

11.3.2 The Director of Finance shall establish procedures for the write off of debts after all 
reasonable steps have been taken to secure payment, including debt recovery by external 
organisations.  Where sums to be written off exceed £50,000 the Director of Finance will 
seek the consent of the Chief Executive and Board.  

 
11.3.3 Income not received should be dealt with in accordance with losses procedures. 

 
11.3.4 Overpayments should be detected (or preferably prevented) and recovery initiated. 

 
12. SECURITY OF CASH, CHEQUES AND OTHER NEGOTIABLE INSTRUMENTS 

 
12.1 The Director of Finance is responsible for: 

 
(a) approving the form of all receipt books, agreement forms, or other means of officially 

acknowledging or recording monies received or receivable; 
 
(b) ordering and securely controlling any such stationery; 
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(c) the provision of adequate facilities and systems for employees whose duties include 

collecting and holding cash, including the provision of safes or lockable cash boxes, 
the procedures for keys, and for coin operated machines;  

 
(d) prescribing systems and procedures for handling cash and negotiable securities on 

behalf of the Trust. 
 

12.1.1 Official money shall not under any circumstances be used for the encashment of private 
cheques or IOUs. 

 
12.1.2 All cheques, postal orders, cash etc., shall be banked intact.  Disbursements shall not be 

made from cash received, except under arrangements approved by the Director of Finance. 
 
12.1.3 The holders of safe keys shall not accept unofficial funds for depositing in their safes unless 

such deposits are in special sealed envelopes or locked containers.  It shall be made clear 
to the depositors that the Trust is not to be held liable for any loss, and written indemnities 
must be obtained from the organisation or individuals absolving the Trust from responsibility 
for any loss. 

 
12.1.4 Any loss or shortfall of cash, cheques or other negotiable instruments, however occasioned, 

shall be reported immediately in accordance with losses procedures. 
 
12.1.5 All payments made on behalf of the Trust to third parties should normally be made using the 

Bankers Automated Clearing System (BACS) or by Faster Payments and drawn in 
accordance with these instructions, except with the agreement of the Director of Finance, as 
appropriate, who shall be satisfied about security arrangements. 

 
12.1.6 To comply with money laundering legislation, under no circumstances will the Trust accept 

cash payments in excess of £10,000 in respect of any single transaction.  Any attempts by 
an individual to effect payment above this amount shall be notified immediately to the 
Director of Finance. 

 
13. TENDERING AND CONTRACTING PROCEDURE  

 
13.1   Please refer to SOs policy 6.8 for detailed procedures. 
 
14. NHS SERVICE AGREEMENTS FOR PROVISION OF SERVICES  
 
14.1 Contractual Agreements 
 
14.1.1 The Chief Executive, as the Accountable Officer, is responsible for negotiating contracts 

with commissioners for the provision of services to patients in accordance with the Business 
Plan and for establishing the arrangements for providing extra-contractual services. 

 
 All NHS contracts should follow the National Standard Contract and will thus cover all the 

requirements for such Contracts. 
 
14.1.2 These contracts are legally binding and appropriate legal advice identifying the Trust’s 

liabilities under the terms of the contract should be considered as appropriate. 
 
14.1.3 In carrying out these functions, the Chief Executive should take into account the advice of 

the Director of Finance regarding: 
 
 a) Costing and pricing of services 
 
 b) National Tariff Payment system 
 
 c) Payment terms and conditions 
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 d) Penalty and fine implications 
 
 e) Billing systems and cash flow management 
 
 f) Any other matters of a financial nature 
 
 g) The contract negotiation process and timetable 
 
 h) The provision of contract data 
 

i) Contract monitoring arrangements 

 j) Amendments to contracts and extra-contractual arrangements 
 
k) Targets and performance/quality standards specified in the contract 
 
l) Any other matters relating to contracts of a legal or non financial nature 
 

14.1.4 Contracts should be so devised as to minimise the risk whilst maximizing the Trust’s 
opportunity to generate income 

 
14.1.5 Any pricing of contracts at marginal cost must be undertaken by the Director of Finance and, 

where material, reported to the Board. 
 
14.1.6 Contracts with NHS commissioning bodies require the signature of the Chief Executive or 

the Director of Finance. 
 
14.2 Involving Partners and jointly managing risk  
 
 The National Operating Framework and the standard national model contracts set out the 

mechanisms governing the joint working of all parties.   
 

14.3 Reports to Board on Contractual Agreements 
 
14.3.1 The Chief Executive, as the Accountable Officer, will need to ensure that regular reports are 

provided to the Board detailing actual and forecast income from the contractual agreements.  
This will include information on costing arrangements in line with the National Tariff Payment 
System.  Where specific services are outside the scope of the National Tariff Payment 
system, all parties should agree a common currency for application across the range of 
contractual agreements. 

 
14.3.2 The report should also include information regarding the risks and mitigations in place 

relating to the contract. 
 
15. TERMS OF SERVICE, ALLOWANCES AND PAYMENT OF MEMBERS OF THE TRUST 

BOARD AND EXECUTIVE COMMITTEE AND EMPLOYEES 
 
15.1 Remuneration and Terms of Service (see overlap with SO No. 6.1) 
 
15.1.1 In accordance with SOs the Board shall establish an Appointments and Remuneration 

Committee, with clearly defined terms of reference, specifying which posts fall within its area 
of responsibility, its composition, and the arrangements for reporting.  (See NHS guidance 
contained in the Higgs report.) 

 
15.1.2 The Committee will: 
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(a) advise the Board about appropriate remuneration and terms of service for the Chief 
Executive, other officer members employed by the Trust and other senior employees 
including:  

 
(i) all aspects of salary (including any performance-related elements/bonuses); 
 
(ii) provisions for other benefits, including pensions and cars; 
 
(iii) arrangements for termination of employment and other contractual terms; 
 

(b) make such recommendations to the Board on the remuneration and terms of service 
of officer members of the Board (and other senior employees) to ensure they are fairly 
rewarded for their individual contribution to the Trust - having proper regard to the 
Trust’s circumstances and performance and to the provisions of any national 
arrangements for such members and staff where appropriate; 

 
(c) monitor and evaluate the performance of individual officer members (and 

other senior employees);  
 
(d) advise on and oversee appropriate contractual arrangements for such staff including 

the proper calculation and scrutiny of termination payments taking account of such 
national guidance as is appropriate. 

 
15.1.3 The Committee shall report in writing to the Board the basis for its recommendations.  The 

Board shall use the report as the basis for their decisions, but remain accountable for taking 
decisions on the remuneration and terms of service of officer members. Minutes of the 
Board's meetings should record such decisions. 

 
15.1.4 The Board will consider and need to approve proposals presented by the Chief Executive for 

the setting of remuneration and conditions of service for those employees and officers not 
covered by the Committee. 

 
15.1.5 The Trust will pay allowances to the Chairman and non-officer members of the Board in 

accordance with instructions issued by the Secretary of State for Health. 
 

15.2 Funded Establishment 
 

15.2.1 The workforce plans incorporated within the annual budget will form the funded 
establishment. 

 
15.2.2 The funded establishment of any department may not be varied without the approval of the 

Chief Executive as specified in the Scheme of Delegation or as determined by the workforce 
plan taking into account management of changes and business cases. 

 
15.3 Staff Appointments 

 
15.3.1 No officer or Member of the Trust Board or employee may engage, re-engage, or re-grade 

employees, either on a permanent or temporary nature, or hire agency staff, or agree to 
changes in any aspect of remuneration: 

 
(a) unless authorised to do so by the Chief Executive or nominated officer; and 

 
(b) within the limit of their approved budget and funded establishment; and 
 
(c) it is in accordance with any local or Trust-wide controls placed on recruitment to 

vacant positions. 
 

15.3.2 The Board will approve procedures presented by the Chief Executive for the determination 
of commencing pay rates, condition of service, etc, for employees. 
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15.3.3 A manager may only action such a change against those cost centres/budgets for which 

they have formal responsibility. 
 
15.3.4 Advertisements for all posts must be placed via the Employee Resourcing  Department. 

 
15.4 Processing Payroll 

 
15.4.1 The Director of Finance is responsible for: 

 
(a) Performance managing the outsourced payroll provision to ensure it is in line with the 

contract and service continuity is maintained and where necessary reporting any 
variations to the contract or significant areas of risk in relation to the service to the 
Board. 

 
(b) specifying timetables for submission of properly authorised time records and other 

notifications; 
 
(c) the final determination of pay and allowances; 
 
(d) making payment on agreed dates;  
 
(e) agreeing method of payment. 

 
15.4.2 The Director of Finance will issue instructions regarding: 

 
(a) verification and documentation of data; 
 
(b) the timetable for receipt and preparation of payroll data and the payment of employees 

and allowances; 
 
(c) maintenance of subsidiary records for superannuation, income tax, social security and 

other authorised deductions from pay; 
 
(d) security and confidentiality of payroll information; 
 
(e) checks to be applied to completed payroll before and after payment; 
 
(f) authority to release payroll data under the provisions of the Data Protection Act; 
 
(g) methods of payment available to various categories of employee and officers; 
 
(h) procedures for payment by cheque, bank credit, to employees and officers; 
 
(I) procedures for the recall of cheques and bank credits; 
 
(j) pay advances and their recovery; 
 
(k) maintenance of regular and independent reconciliation of pay control accounts; 
 
(l) separation of duties of preparing records and handling cash;  
 
(m) a system to ensure the recovery from those leaving the employment of the Trust of 

sums of money and property due by them to the Trust. 
 

15.4.3 Appropriately nominated managers have delegated responsibility for: 
 

(a) submitting time records, and other notifications in accordance with agreed timetables; 
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(b) completing time records and other notifications in accordance with the Director of 
Finance's instructions and in the form prescribed by the Director of Finance;  

 
(c) submitting termination details on ESR Manager Self Service immediately upon 

knowing the effective date of an employee's or officer’s resignation, termination or 
retirement.  Where an employee fails to report for duty or to fulfill obligations in 
circumstances that suggest they have left without notice, the appropriate Director or 
Budget Holder must be informed immediately. 

 
15.4.4 Regardless of the arrangements for providing the payroll service, the Director of Finance 

shall ensure that the chosen method is supported by appropriate (contracted) terms and 
conditions, adequate internal controls and audit review procedures and that suitable 
arrangements are made for the collection of payroll deductions and payment of these to 
appropriate bodies. 

 
15.5 Contracts of Employment 

 
15.5.1 The Board shall delegate responsibility to the Director of Workforce and Organisational 

Development for: 
 
 (a) ensuring that all employees are issued with a Contract of Employment in a form 

approved by the Board and which complies with employment legislation;  
 
 (b) dealing with variations to, or termination of, contracts of employment. 
 
16. NON-PAY EXPENDITURE 
 
16.1 Delegation of Authority 
 
16.1.1 The Board will approve the level of non-pay expenditure on an annual basis and the Chief 

Executive will determine the level of delegation to budget managers. 
 
16.1.2 The Chief Executive will set out: 
 
 (a) the list of managers who are authorised to place requisitions for the supply of goods 

and services;  
 
 (b) the maximum level of each requisition and the system for authorisation above that 

level. 
 
16.1.3 The Chief Executive shall set out procedures on the seeking of professional advice 

regarding the supply of goods and services. 
 
16.2 Choice, Requisitioning, Ordering, Receipt and Payment for Goods and Services 
 
16.2.1  The requisitioner, in choosing the item to be supplied (or the service to be performed) shall 

always obtain the best value for money for the Trust.  In so doing, the advice of the Trust’s 
Procurement Department shall be sought.  Where this advice is not acceptable to the 
requisitioner, the Director of Finance (and/or the Chief Executive) shall be consulted. 

   
16.2.2 Under no circumstances should a requisition be split in such a way to circumvent 

particular spending limits attached as per the Scheme of Delegation. 
 
16.2.3 The Director of Finance shall be responsible for the prompt payment of accounts, invoices  

and claims.  Payment of contract invoices shall be in accordance with contract terms, or 
otherwise, in accordance with national guidance. 

 
16.2.4 The Director of Finance will: 
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 (a) advise the Board regarding the setting of thresholds above which quotations 
(competitive or otherwise) or formal tenders must be obtained; and, once approved, 
the thresholds should be incorporated in SOs and SFIs and regularly reviewed; 

 
 (b) prepare procedural instructions or guidance within the Scheme of Delegation on the 

obtaining of goods, works and services incorporating the thresholds; 
 
 (c) be responsible for the prompt payment of all properly authorised accounts and claims; 
 
 (d) be responsible for designing and maintaining a system of verification, recording and 

payment of all amounts payable.  The system shall provide for: 
 

(i) A list of employees authorised to certify invoices and the value to which they can 
authorise. 

 
 (ii) Certification that: 
 

- goods have been duly received, examined and are in accordance with 
specification and the prices are correct; 

 
- work done or services rendered have been satisfactorily carried out in accordance 

with the order, and, where applicable, the materials used are of the requisite 
standard and the charges are correct; 

 
- in the case of contracts based on the measurement of time, materials or expenses, 

the time charged is in accordance with the time sheets, the rates of labour are in 
accordance with the appropriate rates, the materials have been checked as 
regards quantity, quality, and price and the charges for the use of vehicles, plant 
and machinery have been examined; 

 
- where appropriate, the expenditure is in accordance with regulations and all 

necessary authorisations have been obtained; 
 
- the account is arithmetically correct; 
 
- the account is in order for payment.  

-  
(iii) A timetable and system for submission to the Director of Finance of accounts for 

payment; provision shall be made for the early submission of accounts subject to 
cash discounts or otherwise requiring early payment. 

 
(iv) Instructions to employees regarding the handling and payment of accounts within 

the Finance Department. 
 

 (e) be responsible for ensuring that payment for goods and services is only made once 
the goods and services are received. The only exceptions are set out in SFI No. 16.2.4 
below. 

 
16.2.4 Prepayments 
 
 Prepayments are only permitted where exceptional circumstances apply.  In such instances: 

 
 (a) Prepayments are only permitted where the financial advantages outweigh the 

disadvantages (i.e. cash flows must be discounted to NPV using the National Loans 
Fund (NLF) rate plus 2%).  

 
 (b) The appropriate officer must provide, in the form of a written report, a case setting out 

all relevant circumstances of the purchase.  The report must set out the effects on the 
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Trust if the supplier is at some time during the course of the prepayment agreement 
unable to meet his commitments; 

 
 (c) The Director of Finance will need to be satisfied with the proposed arrangements 

before contractual arrangements proceed (taking into account the EU public 
procurement rules where the contract is above a stipulated financial threshold);  

 
 (d) The budget holder is responsible for ensuring that all items due under a prepayment 

contract are received and they must immediately inform the appropriate Director or 
Chief Executive if problems are encountered. 

 
16.2.5 Official orders 

 
 Official Orders must: 

 
(a) be consecutively numbered; 
 
(b) be in a form approved by the Director of Finance; 
 
(c) state the Trust’s terms and conditions of trade;  
 
(d) only be issued to, and used by, those duly authorised by the Chief Executive. 
 

16.2.6 Duties of Managers and Officers 
 
 Managers and officers must ensure that they comply fully with the guidance and limits 

specified by the Director of Finance and that: 
 
(a) all contracts (except as otherwise provided for in the Scheme of Delegation), leases, 

tenancy agreements and other commitments which may result in a liability are notified 
to the Director of Finance in advance of any commitment being made; 

 
(b) contracts above specified thresholds are advertised and awarded in accordance with 

EU rules on public procurement; 
 
(c) where consultancy advice is being obtained, the procurement of such advice must be 

in accordance with guidance issued by the Department of Health; 
 
(d) in accordance with the Trust’s Business Conduct Standards policy, no order shall be 

issued for any item or items to any firm which has made an offer of gifts, reward or 
benefit to directors or employees, other than: 

 
(i) isolated gifts of a trivial character or inexpensive seasonal gifts, such as 

calendars; 
 

(ii) conventional hospitality, such as lunches in the course of working visits; 
 

(e) no requisition/order is placed for any item or items for which there is no budget 
provision unless authorised by the Director of Finance on behalf of the Chief 
Executive; 

 
(f) all goods, services, or works are ordered using an official purchase order except for 

purchases from petty cash or with explicit approval of the Director of Finance. 
 
(g) verbal orders must only be issued very exceptionally - by an employee designated by 

the Chief Executive and only in cases of emergency or urgent necessity.  These must 
be confirmed by an official purchase order and clearly marked "Confirmation Order"; 
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(h) orders are not split or otherwise placed in a manner devised so as to avoid the 
financial thresholds; 

 
(i) goods are not taken on trial or loan in circumstances that could commit the Trust to a 

future uncompetitive purchase; 
 
(j) changes to the list of employees and officers authorised to certify invoices are notified 

to the Director of Finance; 
 
(k) purchases from petty cash are restricted to a maximum value of £50 and by type of 

purchase in accordance with instructions issued by the Director of Finance; 
 
(l) petty cash records are maintained in a form as determined by the Director of Finance. 
 

16.2.7 The Chief Executive and Director of Finance shall ensure that the arrangements for financial 
control and financial audit of building and engineering contracts and property transactions 
comply with the guidance contained within CONCODE and ESTATECODE.  The technical 
audit of these contracts shall be the responsibility of the relevant Director. 

 
16.3 Joint Finance Arrangements with Local Authorities and Voluntary Bodies  
 
16.3.1 Payments to local authorities and voluntary organisations made under the powers of section 

28A of the NHS Act shall comply with procedures laid down by the Director of Finance 
which shall be in accordance with these Acts.  

 
17. EXTERNAL BORROWING 

 
17.1 The Director of Finance will advise the Board concerning the Trust’s ability to pay dividend 

on, and repay Public Dividend Capital (PDC) and any proposed new borrowing, within the 
limits set by the Department of Health. The Director of Finance is also responsible for 
reporting periodically to the Board concerning the PDC debt and all loans and overdrafts. 

 
17.1.1 The Board will agree the list of employees (including specimens of their signatures) who are 

authorised to make short term borrowings on behalf of the Trust. This must contain the Chief 
Executive and the Director of Finance.  

 
17.1.2 The Director of Finance must prepare detailed procedural instructions concerning 

applications for loans and overdrafts. 
 

17.1.3 All short-term borrowings should be kept to the minimum period of time possible, consistent 
with the overall cashflow position, represent good value for money, and comply with the 
latest guidance from the Department of Health. 

 
17.1.4 Any short-term borrowing must be with the authority of two members of an authorised 

panel, one of which must be the Chief Executive or the Director of Finance. The Board 
must be made aware of all short term borrowings at the next Board meeting. 

 
17.1.5 All long-term borrowing must be consistent with the plans outlined in the current LDP and be 

approved by the Trust Board. 
 

17.2 INVESTMENTS 
 

17.2.1 Temporary cash surpluses must be held only in such public or private sector investments as 
notified by the Secretary of State and authorised by the Board. 

 
17.2.2 The Director of Finance is responsible for advising the Board on investments and shall 

report periodically to the Board concerning the performance of investments held. 
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17.2.3 The Director of Finance and Investment will prepare detailed procedural instructions on the 
operation of investment accounts and on the records to be maintained. 

 
18. FINANCIAL FRAMEWORK 

 
18.1 The Director of Finance should ensure that members of the Board are aware of the Financial 

Framework. This document contains directions which the Trust must follow The Director of 
Finance should also ensure that the direction and guidance in the framework is followed by 
the Trust.  
 

19. CAPITAL INVESTMENT, PRIVATE FINANCING, FIXED ASSET REGISTERS AND 
SECURITY OF ASSETS 

 
19.1 Capital Investment 

 
19.1.1 The Chief Executive: 

 
(a) shall ensure that there is an adequate appraisal and approval process in place for 

determining capital expenditure priorities and the effect of each proposal upon 
business plans; 
 

(b) is responsible for the management of all stages of capital schemes and for ensuring 
that schemes are delivered on time and to cost;  

 
(c) shall ensure that the capital investment is not undertaken without confirmation of 

purchaser(s) support and the availability of resources to finance all revenue 
consequences, including capital charges.  Any resource required outside of agreed 
budgets will be taken through the required authorization process; 
  

(d) That a capital investment programme, produced on an annual basis, is submitted to 
and approved by the Board prior to the start of the financial year. 

19.1.2 The approval of a capital programme shall not constitute approval for expenditure on any 
scheme, i.e. a completed capital bid and, where applicable, capital business case will still be 
required. 

 
19.1.3 For every capital expenditure proposal the Chief Executive shall ensure: 

 
(a) a capital bid is prepared and approved through the agreed process;  

 
(b) all proposals to lease, hire or rent fixed asets have been subject to appraisal of their 

impact on the Trust’s ability to achieve its financial targets and, where appropriate, 
subject to legal advice from the Trust’s legal advisor on the terms of the proposed 
contract. 

 
19.1.4 For capital schemes where the contracts stipulate stage payments, the Chief Executive will 

issue procedures for their management, incorporating the recommendations of 
“Estatecode”. 

 
 

19.1.5 The Director of Finance shall issue procedures for the regular reporting of expenditure and 
commitment against authorised expenditure. 

 
19.1.6 The Chief Executive shall issue to the manager responsible for any scheme: 

 
(a) specific authority to commit expenditure; 
 
(b) authority to proceed to tender ( see overlap with SO 6.89); 
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(c) approval to accept a successful tender (see overlap with SO 6.8). 
 

 The Chief Executive will issue a scheme of delegation for capital investment management in 
accordance with "Estatecode" guidance and the Trust’s SOs. 
 

19.1.7 The Director of Finance shall issue procedures governing the financial management, 
including variations to contract, of capital investment projects and valuation for accounting 
purposes. These procedures shall fully take into account the delegated limits for capital 
schemes included in the NHS Improvement document “Capital regime, investment and 
property business case approval guidance for NHS trusts and foundation trusts”.. 

 
19.2 Private Finance    

 
19.2.1 The Trust should normally test for PFI when considering capital procurement. When the 

Trust proposes to use finance which is to be provided other than through its Allocations, the 
following procedures shall apply: 

 
(a) The Director of Finance shall demonstrate that the use of private finance represents 

value for money and genuinely transfers significant risk to the private sector. 
 
(b) Where the sum involved exceeds delegated limits, the business case must be referred 

to the Department of Health or in line with any current guidelines. 
 
(c) The proposal must be specifically agreed by the Board. 

 
19.3 Asset Registers 

 
19.3.1 The Chief Executive is responsible for the maintenance of registers of assets, taking 

account of the advice of the Director of Finance concerning the form of any register and the 
method of updating, and arranging for a physical check of assets against the asset register 
to be conducted once a year. 

 
19.3.2 The Trust shall maintain an asset register recording fixed assets.  The minimum data set to 

be held within these registers is determined by International Accounting standard (IAS) 16 
which requires each asset component be treated separately for depreciation purposes. 

 
19.3.3 Additions to the fixed asset register must be clearly identified to an appropriate budget 

holder and be validated by reference to: 
 

(a) properly authorised and approved agreements, architect's certificates, supplier's 
invoices and other documentary evidence in respect of purchases from third parties; 

 
(b) stores, requisitions and wages records for own materials and labour including 

appropriate overheads;  
 
(c) lease agreements in respect of assets held under a finance lease and capitalised. 
 

19.3.4 Where capital assets are sold, scrapped, lost or otherwise disposed of, their value must be 
removed from the accounting records and each disposal must be validated by reference to 
authorisation documents and invoices (where appropriate). 

 
19.3.5 The Director of Finance shall approve procedures for reconciling balances on fixed assets 

accounts in ledgers against balances on fixed asset registers. 
 

19.3.6 The value of each class of asset will be determined by the Director of Finance with reference 
to IAS 16 which states that revaluations should be carried out with sufficient regularity that 
the carrying amount does not differ materially from that which would be determined using 
fair value at the balance sheet date. 
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19.3.7 The value of each asset shall be depreciated as determined by the Director of to comply 

with the requirements of IAS 16. 
 

19.3.8 The Director of Finance of the Trust shall calculate and pay capital charges in accordance 
with Department of Health requirements. 

  
19.4 Security of Assets 

 
19.4.1 The overall control of fixed assets is the responsibility of the Chief Executive. 

 
19.4.2 Asset control procedures (including fixed assets, cash, cheques and negotiable instruments, 

and also including donated assets) must be approved by the Director of Finance.  This 
procedure shall make provision for: 

 
(a) recording managerial responsibility for each asset; 
 
(b) identification of additions and disposals; 
 
(c) identification of all repairs and maintenance expenses; 
 
(d) physical security of assets; 
 
(e) periodic verification of the existence of, condition of, and title to, assets recorded; 
 
(f) identification and reporting of all costs associated with the retention of an asset;  
 
(g) reporting, recording and safekeeping of cash, cheques, and negotiable instruments. 
 

19.4.3 All discrepancies revealed by verification of physical assets to fixed asset register shall be 
notified to the Director of Finance. 

 
19.4.4 Whilst each employee and officer has a responsibility for the security of property of the 

Trust, it is the responsibility of Board members and senior employees in all disciplines to 
apply such appropriate routine security practices in relation to NHS property as may be 
determined by the Board.  Any breach of agreed security practices must be reported in 
accordance with agreed procedures. 

 
19.4.5 Any damage to the Trust’s premises, vehicles and equipment, or any loss of equipment, 

stores or supplies must be reported by Board members and employees in accordance with 
the procedure for reporting losses. 

 
19.4.6 Where practical, assets should be marked as Trust property. 
 
20. STORES AND RECEIPT OF GOODS 

 
20.1 General position 
 
20.1.1 Stores, defined in terms of controlled stores and departmental stores (for immediate use) 

should be: 
 

(a) kept to a minimum; 
 
(b) subjected to annual stock take; 
 
(c) valued at the lower of cost and net realisable value. 
 

20.2 Control of Stores, Stocktaking, condemnations and disposal 
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20.2.1 Subject to the responsibility of the Director of Finance for the systems of control, overall 
responsibility for the control of stores shall be delegated to an employee by the Chief 
Executive.  The day-to-day responsibility may be delegated by him to departmental 
employees and stores managers/keepers, subject to such delegation being entered in a 
record available to the Director of Finance.  The control of any Pharmaceutical stocks shall 
be the responsibility of a designated Pharmaceutical Officer; the control of any fuel oil and 
coal of a designated estates manager. 

 
20.2.2 The responsibility for security arrangements and the custody of keys for any stores and 

locations shall be clearly defined in writing by the designated manager/Pharmaceutical 
Officer.  Wherever practicable, stocks should be marked as health service property. 

 
20.2.3 The Director of Finance shall set out procedures and systems to regulate the stores 

including records for receipt of goods, issues, and returns to stores, and losses. 
 

20.2.4 Stocktaking arrangements shall be agreed with the Director of Finance and there shall be a 
physical check covering all items in store at least once a year. 

 
20.2.5 Where a complete system of stores control is not justified, alternative arrangements shall 

require the approval of the Director of Finance. 
 

20.2.6 The designated Manager/Pharmaceutical Officer shall be responsible for a system approved 
by the Director of Finance for a review of slow moving and obsolete items and for 
condemnation, disposal, and replacement of all unserviceable articles.  The designated 
Officer shall report to the Director of Finance any evidence of significant overstocking and of 
any negligence or malpractice (see also overlap with SFI No. 21 Disposals and 
Condemnations, Losses and Special Payments).  Procedures for the disposal of obsolete 
stock shall follow the procedures set out for disposal of all surplus and obsolete goods. 

 
20.3 Goods supplied by NHS Supply Chain 

 
20.3.1 For goods supplied via the NHS Supply Chain central warehouses, the Chief Executive shall 

identify those authorised to requisition and accept goods from the store.  The authorised 
person shall check receipt against the delivery note and advise NHS Supply Chain of any 
differences. Once checked, delivery notes should be filed to provide an audit trail.  

 
 
21. DISPOSALS AND CONDEMNATIONS, LOSSES AND SPECIAL PAYMENTS 

 
21.1 Disposals and Condemnations 

 
21.1.1 Procedures 
 
 The Director of Finance must prepare detailed procedures for the disposal of assets 

including condemnations, and ensure that these are notified to managers. 
 

21.1.2 When it is decided to dispose of a Trust asset, the Head of Department or authorised deputy 
will determine and advise the Director of Finance of the estimated market value of the item, 
taking account of professional advice where appropriate. 

 
21.1.3 All unserviceable articles shall be: 

 
(a) condemned or otherwise disposed of by an employee authorised for that purpose by 

the Director of Finance; 
 
(b) recorded by the Condemning Officer in a form approved by the Director of Finance 

which will indicate whether the articles are to be converted, destroyed or otherwise 
disposed of.  All entries shall be confirmed by the countersignature of a second 
employee authorised for the purpose by the Director of Finance. 
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21.1.4 The Condemning Officer shall satisfy himself as to whether or not there is evidence of 

negligence in use and shall report any such evidence to the Director of Finance who will 
take the appropriate action.  

 
21.2 Losses and Special Payments  

 
21.2.1 Procedures 
 
 The Director of Finance must prepare procedural instructions on the recording of and 

accounting for condemnations, losses, and special payments.   
 

21.2.2 Any employee or officer discovering or suspecting a loss of any kind must either immediately 
inform their head of department, who must immediately inform the Chief Executive and the 
Director of Finance or inform an officer charged with responsibility for responding to 
concerns involving loss.  This officer will then appropriately inform the Director of Finance 
and/or Chief Executive.  Where a criminal offence is suspected, the Director of Finance must 
immediately inform the police if theft or arson is involved.  In cases of fraud and corruption or 
of anomalies which may indicate fraud or corruption, the Director of Finance must inform the 
relevant LCFS and NHS Counter Fraud Service regional team in accordance with the NHS 
standard contract. 

 
 The Director of Finance must notify the NHS Counter Fraud Service (NHS CFS) and the 

External Auditor of all frauds. 
 

21.2.3 For losses apparently caused by theft, arson, neglect of duty or gross carelessness, except 
if trivial, the Director of Finance must immediately notify:  

 
(a) the Board, 
 
(b) the External Auditor. 
 

21.2.4 Within limits delegated to it by the Department of Health, the Board shall approve the 
writing-off of losses. 

 
21.2.5 The Director of Finance shall be authorised to take any necessary steps to safeguard the 

Trust’s interests in bankruptcies and company liquidations. 
 
21.2.6 For any loss, the Director of Finance should consider whether any insurance claim can be 

made. 
 
21.2.7 The Director of Finance shall maintain a Losses and Special Payments Register in which 

write-off action is recorded. 
 
21.2.8 No special payments exceeding delegated limits shall be made without the prior approval of 

the Department of Health. 
 
21.2.9 All losses and special payments must be reported to the Audit Committee annually.  

Accounts receivable write-offs are reported at every meeting. 
 
22. INFORMATION TECHNOLOGY 

 
22.1 Responsibilities and duties of the Director Workforce and Organisation Development  
 
22.1.1 The Director of Workforce and Organisation Development, who is responsible for the 

accuracy and security of the computerised financial data of the Trust, shall: 
 

(a) devise and implement any necessary procedures to ensure  adequate (reasonable) 
protection of the Trust’s data, programs  and computer hardware for which the Director 
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is responsible from accidental or intentional disclosure to unauthorised persons, 
deletion or modification, theft or damage, having due regard for the Data Protection 
Act 1998; 

 
(b) ensure that adequate (reasonable) controls exist over data entry, processing, storage, 

transmission and output to ensure security, privacy, accuracy, completeness, and 
timeliness of the data, as well as the efficient and effective operation of the system; 

 
(c) ensure that adequate controls exist such that the computer operation is separated 

from development, maintenance and amendment; 
 
(d) ensure that an adequate management (audit) trail exists through the computerised 

system and that such computer audit reviews as the Director may consider necessary 
are being carried out. 

 
22.1.2 The Director of Finance shall need to ensure that new financial systems and amendments to 

current financial systems are developed in a controlled manner and thoroughly tested prior 
to implementation.  Where this is undertaken by another organisation, assurances of 
adequacy must be obtained from them prior to implementation. 

 
22.1.3 The Company Secretary shall publish and maintain a Freedom of Information (FOI) 

Publication Scheme, or adopt a model Publication Scheme approved by the information 
Commissioner.  A Publication Scheme is a complete guide to the information routinely 
published by a public authority.  It describes the classes or types of information about our 
Trust that we make publicly available. 

 
22.2 Responsibilities and duties of other Directors and Officers in relation to computer 

systems of a general application 
 

22.2.1 In the case of computer systems which are proposed General Applications (i.e. normally 
those applications which the majority of Trust’s in the Region wish to sponsor jointly) all 
responsible directors and employees will send to the Director of Finance: 
 
(a) details of the outline design of the system; 
 
(b) in the case of packages acquired either from a commercial organisation, from the 

NHS, or from another public sector organisation, the operational requirement. 
 

22.3 Contracts for Computer Services with other health bodies or outside agencies 
 
22.3.1 The Director of Workforce and Organisation Development  shall ensure that contracts 

for computer services for financial applications with another health organisation or any 
other agency shall clearly define the responsibility of all parties for the security, privacy, 
accuracy, completeness, and timeliness of data during processing, transmission and 
storage.  The contract should also ensure rights of access for audit purposes. Contracts 
for Computer services and related information and technology shall be subject to 
Procurement Rules and shall be purchased according to this SFIs and the SOs 

 
22.3.2 Where another health organisation or any other agency provides a computer service for 

financial applications, the Director of Finance shall periodically seek assurances that 
adequate controls are in operation. 

 
22.4 Risk Assessment 

 
The Director of Workforce and Organisation Development  shall ensure that risks to the 
Trust arising from the use of IT are effectively identified and considered and appropriate 
action taken to mitigate or control risk. This shall include the preparation and testing of 
appropriate disaster recovery plans. 
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22.5 Requirements for Computer Systems which have an impact on corporate financial 
systems  

 
 Where computer systems have an impact on corporate financial systems the Director of 

Finance shall need to be satisfied that: 
 

(a) systems acquisition, development and maintenance are in line with corporate policies 
such as an Information Technology Strategy; 

 
(b) data produced for use with financial systems is adequate, accurate, complete and 

timely, and that a management (audit) trail exists;  
 
(c) Director of Finance staff have access to such data;  
 
(d) such computer audit reviews as are considered necessary are being carried out. 
 

23. PATIENTS' PROPERTY  
 

23.1 The Trust has a responsibility to provide safe custody for money and other personal property 
(hereafter referred to as "property") handed in by patients, in the possession of unconscious 
or confused patients, or found in the possession of patients dying in hospital or dead on 
arrival. 

 
23.2 The Chief Executive is responsible for ensuring that patients or their guardians, as 

appropriate, are informed before or at admission by: 
 

- notices and information booklets; (notices are subject to sensitivity guidance) 
- hospital admission documentation and property records; 
- the oral advice of administrative and nursing staff responsible for admissions, 

 
 that the Trust discourages patients from bringing in valuables and will not accept 

responsibility or liability for patients' property brought into Health Service premises, unless it 
is handed in for safe custody and a copy of an official patients' property record is obtained 
as a receipt. 

 
23.3 The Director of Finance must provide detailed written instructions on the collection, custody, 

investment, recording, safekeeping, and disposal of patients' property (including instructions 
on the disposal of the property of deceased patients and of patients transferred to other 
premises) for all staff whose duty is to administer, in any way, the property of patients.  Due 
care should be exercised in the management of a patient's money in order to maximise the 
benefits to the patient. 

 
23.4 Where Department of Health instructions require the opening of separate accounts for 

patients' moneys, these shall be opened and operated under arrangements agreed by the 
Director of Finance. 

 
23.5 In all cases where property of a deceased patient is of a total value in excess of £5,000 (or 

such other amount as may be prescribed by any amendment to the Administration of 
Estates, Small Payments, Act 1965), the production of Probate or Letters of Administration 
shall be required before any of the property is released.  Where the total value of property is 
£5,000 or less, forms of indemnity shall be obtained. 

 
23.6 Staff should be informed, on appointment, by the appropriate departmental or senior 

manager of their responsibilities and duties for the administration of the property of patients. 
 
23.7 Where patients' property or income is received for specific purposes and held for 

safekeeping the property or income shall be used only for that purpose, unless any variation 
is approved by the donor or patient in writing. 
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24. FUNDS HELD ON TRUST 
 

24.1 Corporate Trustee 
 

(1) Standing Order No. 6.1 outlines the Trust’s responsibilities as a corporate trustee for the 
management of funds it holds on trust.  

 
(2) The discharge of the Trust’s corporate trustee responsibilities are distinct from its 

responsibilities for exchequer funds and may not necessarily be discharged in the same 
manner, but there must still be adherence to the overriding general principles of financial 
regularity, prudence and propriety.  Trustee responsibilities cover both charitable and non-
charitable purposes.   

 
The Director of Finance shall ensure that each trust fund which the Trust is responsible for 
managing is managed appropriately with regard to its purpose and to its requirements. 

 
24.2 Accountability to Charity Commission  

 
(1) The trustee responsibilities must be discharged separately and full recognition given to 

the Trust’s accountabilities to the Charity Commission for charitable funds held on trust. 
 

(2) The Schedule of Matters Reserved to the Board and the Scheme of Delegation make 
clear where decisions regarding the exercise of discretion regarding the disposal and 
use of the funds are to be taken and by whom.  All Trust Board members and Trust 
officers must take account of that guidance before taking action.  

 
24.3 Applicability of SFIs to funds held on Trust 
 

(1) In so far as it is possible to do so, most of the sections of these SFIs will apply to the 
management of funds held on trust. 

 
(2) The over-riding principle is that the integrity of the Trust must be maintained and 

statutory and Trust obligations met.  Materiality must be assessed separately from 
Exchequer activities and funds. 

 
25. ACCEPTANCE OF GIFTS BY STAFF AND LINK TO STANDARDS OF BUSINESS 

CONDUCT (see overlap with Standards of Business Conduct policy) 
 
25.1 The Director of Finance shall ensure that all staff are made aware of the Trust policy on 

acceptance of gifts and other benefits in kind by staff. This policy follows the guidance 
contained in the Department of Health circular HSG (93) 5 ‘Standards of Business Conduct 
for NHS Staff’ and is also deemed to be an integral part of these SOs and SFIs. 

 
26. RETENTION OF RECORDS 

 
26.1 The Chief Executive shall be responsible for maintaining archives for all records required to 

be retained in accordance with Department of Health guidelines. 
 

26.2 The records held in archives shall be capable of retrieval by authorised persons. 
 

26.3 Records held in accordance with latest Department of Health guidance shall only be 
destroyed at the express instigation of the Chief Executive. Detail shall be maintained of 
records so destroyed. 

 
27. RISK MANAGEMENT AND INSURANCE  

 
27.1 Programme of Risk Management 
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 The Chief Executive shall ensure that the Trust has a programme of risk management, in 
accordance with current Department of Health assurance framework requirements, which 
must be approved and monitored by the Board. 

 
 The programme of risk management shall include: 

 
a) a process for identifying and quantifying risks and potential liabilities; 
 
b) engendering among all levels of staff a positive attitude towards the control of risk; 
 
c) management processes to ensure all significant risks and potential liabilities are 

addressed including effective systems of internal control, cost effective insurance 
cover, and decisions on the acceptable level of retained risk; 

 
d) contingency plans to offset the impact of adverse events; 
 

e) audit arrangements including; Internal Audit, clinical audit, health and safety review; 
 
f) a clear indication of which risks shall be insured; 
 
g) arrangements to review the Risk Management programme. 
 

  The existence, integration and evaluation of the above elements will assist in providing a 
basis to make a statement on the effectiveness of internal control (Annual Governance 
Statement) within the Annual Report and Accounts as required by current Department of 
Health guidance. 

 
27.2 Insurance: Risk Pooling Schemes administered by NHSLA 
 
 The Board shall decide if the Trust will insure through the risk pooling schemes administered 

by the NHS Litigation Authority or self insure for some or all of the risks covered by the risk 
pooling schemes. If the Board decides not to use the risk pooling schemes for any of the risk 
areas (clinical, property and employers/third party liability) covered by the scheme this 
decision shall be reviewed annually.  

 
27.3 Insurance arrangements with commercial insurers 
 
27.3.1 There is a general prohibition on entering into insurance arrangements with commercial 

insurers. There are, however, three exceptions when Trust’s may enter into insurance 
arrangements with commercial insurers. The exceptions are: 

 
(1) Trust’s may enter commercial arrangements for insuring motor vehicles owned by the 

Trust including insuring third party liability arising from their use; 
 
(2)  where the Trust is involved with a consortium in a Private Finance Initiative contract 

and the other consortium members require that commercial insurance arrangements are 
entered into; and  

 
(3) where income generation activities take place. Income generation activities should 

normally be insured against all risks using commercial insurance. If the income 
generation activity is also an activity normally carried out by the Trust for a NHS purpose 
the activity may be covered in the risk pool. Confirmation of coverage in the risk pool 
must be obtained from the Litigation Authority. In any case of doubt concerning a Trust’s 
powers to enter into commercial insurance arrangements the Finance Director should 
consult the Department of Health. 

 
27.4 Arrangements to be followed by the Board in agreeing Insurance cover  
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(1) Where the Board decides to use the risk pooling schemes administered by the NHS 
Litigation Authority the Director of Finance shall ensure that the arrangements entered 
into are appropriate and complementary to the risk management programme. The 
Director of Finance shall ensure that documented procedures cover these 
arrangements. 

 
(2) Where the Board decides not to use the risk pooling schemes administered by the NHS 

Litigation Authority for one or other of the risks covered by the schemes, the Director of 
Finance shall ensure that the Board is informed of the nature and extent of the risks that 
are self insured as a result of this decision. The Director of Finance will draw up formal 
documented procedures for the management of any claims arising from third parties and 
payments in respect of losses which will not be reimbursed.   

 
(3) All the risk pooling schemes require Scheme members to make some contribution to the 

settlement of claims (the ‘deductible’).  The Director of Finance should ensure 
documented procedures also cover the management of claims and payments below the 
deductible in each case. 

 
28 TRAINING REQUIREMENTS 

 
This document should be read in conjunction with the Trust’s, Reservation of Powers to the 
Trust Board, SOs and Detailed Scheme of Delegation. 
 

29 REFERENCES AND ASSOCIATED DOCUMENTATION 
 

· NHS trust model SOs, reservation and delegation of powers and SFIs  
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/
DH_4132059 
 

· Code of Accountability for Trust Boards –  
http://www.nhsbsa.nhs.uk/Documents/Sect_1_-_D_-_Codes_of_Conduct_Acc.pdf 
 

30 EQUALITY IMPACT STATEMENT 
 
Portsmouth Hospitals NHS Trust is committed to ensuring that, as far as is reasonably 
practicable, the way we provide services to the public and the way we treat our staff reflects 
their individual needs and does not discriminate against individuals or groups on any grounds. 
 
This policy has been assessed accordingly. 
 
Our values are the core of what Portsmouth Hospitals NHS Trust is and what we cherish.  They 
are beliefs that manifest in the behaviours our employees display in the workplace.  
 
Our Values were developed after listening to our staff.  They bring the Trust closer to its vision 
to be the best hospital, providing the best care by the best people and ensure that our patients 
are at the centre of all we do. 
 
We are committed to promoting a culture founded on these values which form the ‘heart’ of our 
Trust: 
 
Respect and dignity 
Quality of care 
Working together 
Efficiency 
 
This policy should be read and implemented with the Trust Values in mind at all times. 
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APPENDIX 1 – VIREMENT APPROVAL FORM 
 
SECTION 1 – BUDGET/BUDGET HOLDER DETAILS 
Directorate: 
 

 

Department name: 
 

 

Budget Holder: 
 

 

 
SECTION 2 – VIREMENT DETAILS 
Reason for Virement: 
 
 
 
 
 In-Year Full Year 
Amount of Virement: £ £ 
Nature of virement (delete as appropriate): Non-Recurrent/Recurrent 
Source of virement (full financial code): FROM  
Destination of virement (full financial code): TO  
  
 
SECTION 3 – APPROVAL OF VIREMENT 

a) CSC Receiving Funding 

Signature of Chief of Service/General 
Manager: 

 

Date: 
 

 

 
b) CSC Transferring Funding 

Signature of Chief of Service/General 
Manager: 

 

Date: 
 

 

 
c) Finance/Chief Executive 

Signature of Director of Finance/Chief 
Executive: 

 

Date: 
 

 

 
SECTION 4 – ACTION  

Virement Actioned  
Signature:  
Financial Period Actioned:  
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31 MONITORING COMPLIANCE WITH PROCEDURAL DOCUMENTS 

 

 
This document will be monitored to ensure it is effective and to assurance compliance. 
 

Minimum requirement  to 
be monitored 

Lead Tool Frequency of Report 
of Compliance 

Reporting arrangements Lead(s) for acting on 
Recommendations 

Internal Audit Head of 
Internal Audit 

Internal Audit Annually Policy audit  report to:  
· Audit Committee 

Head of Financial 
Accounting 

External Audit Statutory 
Auditor 

External Audit Annually Policy audit  report to: 
· Audit Committee 

Head of Financial 
Accounting 
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QUICK REFERENCE GUIDE 
 
 

1.  The Code of Financial Procedures set out the basic standards for financial management 
and financial control to be followed within the Trust. 

 
2. The Code should be read in conjunction with Standing Orders, Standing Financial 

Instructions, Reservation of Powers, Detailed scheme of delegation and other Trust 
policies and procedures.  

 
3. All managers and staff working directly or indirectly for the Trust must comply with the 

provisions of this code and the ‘7 principles of public life’ published on the www.gov.uk 
website. 
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1 INTRODUCTION 
 
1.1 The Code of Financial Procedures set out the basic standards for financial management 

and financial control to be followed within the Trust. The Code should be read in 
conjunction with Standing Orders, Standing Financial Instructions, Reservation of Powers 
and detailed scheme of delegation, all other official policies and procedures issued by the 
Trust and the ‘7 principles of public life’ published on the www.gov.uk website. 

 
2. PURPOSE 
 
2.1 The Code of financial procedures provides a more detailed guide for managers on the 

financial processes to be followed within the Trust.  
 
3. SCOPE 
 
3.1 All managers and staff working directly or indirectly for the Trust must comply with the 

provisions of this code. 
 

3.2 ‘In the event of an infection outbreak, flu pandemic or major incident, the Trust 
recognises that it may not be possible to adhere to all aspects of this document. In such 
circumstances, staff should take advice from their manager and all possible action must 
be taken to maintain ongoing patient and staff safety’ 

 
4. DEFINITIONS 
 
4.1 In this Code the word “must” means the section of the Code is mandatory and all staff are 

expected to comply with that part of the Code.  Failure to comply with the mandatory parts 
of this Code could result in the dismissal of the staff involved.  The word “should” means 
that it is considered to be best practice and the staff should aim to comply with the 
provision if at all possible. 

 
“Trust Board” means the executive and non-executive Directors of the Trust. 
 
“Employee” means any person employed by the Trust on either a temporary or permanent 
basis.  Under some circumstances it includes contractors of the Trust. 
 
“Manager” or “Budget Manager” means any member of staff who is responsible for 
either one or more budgets or one or more other members of staff. 
 
“Budget” means the anticipated income and/or expenditure attributable to one or a group 
of accounting cost centres. 

  
“Charitable Fund” or “Funds held on Trust” mean those funds which the Trust holds on 
the date of incorporation, receives on distribution by statutory instrument or chooses 
subsequently to accept under powers derived under S.90 of the NHS Act 1977, as 
amended.   

  
“Legal Adviser” means the person or company appointed by the Trust to provide it with 
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Legal advice or carry out Legal functions on behalf of the Trust. 
 
 
 “Trust” means the Portsmouth Hospitals NHS Trust. 

 
 “Chief Executive” means the chief officer of the Trust. 

 
“Commissioning” means the process for determining the need for and obtaining the 
supply of healthcare and related services by the Trust within available resources. 

 
 “Committee” means a committee or sub-committee created and appointed by the Trust. 

 
“Contracting and procuring” means the systems for obtaining the supply of goods, 
materials, manufactured items, services, building and engineering services, works of 
construction and maintenance and for disposal of surplus and obsolete assets. 

 
 “Director of Finance” means the Chief Financial Officer of the Trust. 

 
“Member” means officer or non-officer member of the Board as the context permits.  
Member in relation to the Board does not include its Chairman. 

 
“Officer” means employee of the Trust or any other person holding a paid appointment 
or office with the Trust. 

 
 “Secretary” means a person appointed to act independently of the Board to provide 

advice on corporate governance issues to the Board and the Chairman and monitor the 
Trust’s compliance with the law, Standing Orders, and Department of Health guidance. 
 

 “SFIs” means Standing Financial Instructions. 
 

 “SOs” means Standing Orders. 
 

Words imparting the masculine gender include the feminine 
  

5. DUTIES AND RESPONSIBILITIES 
 
5.1 The code of financial procedures set out the basic standards of financial control and 

financial management which apply to the main financial processes of the Trust. The Code 
should be read in conjunction with the detailed procedures which will exist for systems.  

 
5.2 The Trust as a public organisation expects high standards of financial control and 

regulation, and in particular::- 
 

a) that all financial procedures should be subject to adequate internal check, that is, the 
actions of one person are scrutinised in some way by another; 
 

b) that staff recognise that the Trust is funded primarily by public money and that high  
standards apply to the control and use of public funds. 
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c) it is in the interest of all staff that adequate controls operate within the Trust. 
 Internal control is an essential requirement of any system and can be defined as the 

whole system of controls and methods of working which are established to safeguard 
assets, ensure reliability of records, promote operational efficiency and ensure 
compliance with Trust policies and directives. 

 

6. PROCESS 
 
6.1   It is the responsibility of each manager to ensure that every financial system for 

which he/she is responsible is secure and based on sound principles of financial 
control. If managers and staff are in any doubt as to the interpretation of any 
part of this Code, the advice of the Director of Finance should be sought before 
any action is taken. 

 
6.2   Staff must take reasonable precautions to safeguard Trust cash and property 

and they must act as diligently in this regard as they would if the cash or 
property was their own. 

 
6.3 No new financial or administrative system (impacting upon the financial 

processes of the Trust) should be introduced until the Director of Finance has 
appraised its impact and the adequacy of its internal control. 

 
 

6.4   It is the responsibility of managers to ensure that all financial systems (and 
administrative systems having an impact upon the finances of the Trust) should 
have detailed “desk top” procedures to enable adequate control to be exercised 
in the absence of management or other key staff and also to assist in the 
training of new users of those systems. These procedures will be required for 
review by Audit.  
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7. MANPOWER 
 

7.1. Appointment Procedures 
 

7.1.1  The Trust should establish and keep under review a manpower establishment which 
will comprise all Trust posts. 

 
7.1.2 The responsibility for the appointment of staff will rest with the appropriate Budget 

Manager in consultation with their Finance Business Partner.  The hours and grades 
of all permanent staff appointed to an established post should be within the grade and 
hours set for that post, with all new or replacement permanent posts approved by a 
Trust Board Director via the appropriate approval process in place at that time i.e. 
Workforce Control Panel (WCP), Business Case Review Group (BCRG). 

 
7.1.3 If advertising is to be used to recruit staff, this will be undertaken following the 

WCP/BCRG approval process. The advert request form (PHT1 form) advert, job 
description, person specification and job plan must be fully completed by the line 
manager, authorised by the Clinical Service Centre management team and forwarded 
to Finance Group Mailbox for checking and onward submission to the approval 
committee.   

 
7.1.4 Recruitment and employment checks will be undertaken in line with the Trust’s 

Recruitment and Selection, pre employment and employment checks policies and 
must be completed prior to the new starter joining the Trust. 
 
The details of all new employees should be entered onto a PHT2 Starter form which 
should be completed and signed by the Budget Manager and forwarded to the HR 
Inbox as soon as the offer of employment has been made. 
  

7.1.5 A written Statement of Main Terms and Conditions of Employment (Contract of 
Employment) should be provided for all staff before they take up their appointment, 
and MUST be provided to staff within eight weeks of their appointment. 

 
7.1.6 The Terms of the “Main Terms and Conditions of Employment” must comply with 

either the requirements of the ,”Agenda for Change”, Terms and Conditions of 
Employment, or the appropriate Whitley Council where these conditions apply, as 
well as any others prescribed by the Trust. 

 
7.1.7 The Statement of “Main Terms and Conditions of Employment” must be signed by 

both the employee and a Human Resources Manager acting for the Trust and the 
appropriate details forwarded to the payroll provider. 

7.1.8 
 
 
 

The HR Department will provide details to new employees of their options with regard 
to pension provision when they take up the post. All staff will be automatically 
enrolled in an appropriate pension scheme. If an employee wishes to make or 
continue their own pension arrangements, the HR department should be informed of 
this.  

7.1.9 Employees are paid via the Electronic Staff Record System (ESR) 
 

7.2 Relocation Expenses 
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7.2.1 All staff entitled to relocation expenses must be paid in accordance with the policy for 

Relocation Expenses.   
 

7.2.2 Receipts, tickets or other proof of expenditure MUST be produced to substantiate the 
payment due before reimbursement can occur and reimbursement will normally take 
place through the payroll.  Claims must be submitted within three months of 
expenditure. 

 
7.3 Time Sheets and Salary Claims 

 
7.3.1 All staff, regardless of their method of payment, should keep, or have kept for them, 

records which show their daily time of attendance at work, any absences due to 
annual leave, sickness, etc. any overtime or enhanced hours worked and other 
appropriate information.  In particular, the remaining annual leave entitlement of staff 
and their credit or debit hours if they work flexible hours must be recorded and 
monitored. 

 
7.3.2 All staff are required to report periods of absence to their line manager and an 

unauthorised absence should be reported within two hours of the start of the 
unauthorised absence. Line managers are required to ensure that all absences are 
recorded and managed. There are currently two systems in place for recording 
absences, ESR or e-rostering. 

 
7.3.3 The systems identified at 7.3.2 are also used to record and pay permanent staff for 

additional or unsocial hours worked and all hours worked for temporary staff. 
 

7.3.4 Staff will normally be paid by BACS transfer 
 

7.3.5 Where an electronic e-rostering system is in use additional payment of hours will be 
submitted to payroll on behalf of the employee by the designated deadline each 
month. Where staff are paid on an ,”attendance ” basis, claims for payment MUST be 
completed by individual employees, authorised by their budget manager or supervisor 
and submitted to the payroll department, in accordance with the deadlines set via the 
E-Pay system.   
 

7.3.6 Payments should only be made in respect of estimated hours worked at the discretion 
of the Director of Finance. 

 
7.3.7 All payments to staff MUST be made through the Payroll system and all claims MUST 

be made within three months of the date worked. 
 

7.3.8 Pay slips will normally be distributed to managers by the Director of Finance (via the 
Cashiers Department) and will be available for collection by managers before the 
related payments are made. Managers or their nominees should hand pay slips to 
staff as soon as possible. Where an employee is not at work i.e. on maternity leave 
or long term sick the line manager should ensure the payslip is forwarded to the 
member of staff.  Any pay slips or cheques that cannot be distributed must be 
returned promptly to the Human Resources Department for investigation and the 
appropriate action.   
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7.4 Amendments to Staff Contracts 

 
7.4.1 No member of staff may be re-graded or their pay otherwise enhanced beyond their 

normal incremental progression unless in line with the Job Evaluation Policy and 
approved by the appropriate approval process i.e. Workforce Control Panel. 

 
7.4.2 All changes to staff details must be notified to the Human Resources Department 

using ESR Manager Self Service. This will immediately notify SBS of the change. The 
Human Resources Department must liaise with SBS immediately if the change will 
result in an overpayment to the employee’s pay.  

 
7.4.3 In the exceptional situation that ESR Manager Self Service cannot be used a PHT3 

form should be submitted to the Human Resources Department. 
 

7.5 Travelling and Subsistence Expenses 
 

7.5.1 All travelling and subsistence expenses must be reimbursed in accordance with the 
employee’s terms and conditions of employment. 

 
7.5.2 Each claim must be made using ePay (or the official form for this purpose if 

applicable) entered by the claimant and authorised by the appropriate Budget 
Manager.  Wherever possible, claims should be made on a monthly basis (and in any 
case within three months). Claims over 3 months old submitted for reimbursement will 
be returned to the appropriate Finance Business Partner for scrutiny and further 
authorisation before payment can be made. 

 
7.5.3 Claims for employees must only be reimbursed through Payroll.   

 
7.5.4 Records of the miles travelled and payments made in respect of them must be kept 

for each employee so that this information can be provided to Her Majesty’s Revenue 
& Customs (HMRC)  where required at the end of each year.  This information will be 
kept and provided to HMRC by the Payroll Department. 

 
7.5.5 Candidates attending job interviews should be reimbursed for the costs of travelling 

and other expenses incurred in attending the interview. Applicants who are offered a 
post but decline it, or who accept a post but do not actually start work should not have 
their expenses reimbursed. 

 
7.5.6 Staff claiming travel and subsistence expenses to attend non-vocational courses 

should be reimbursed in accordance with current Trust policies and procedures. 
 

7.5.7 Staff must carry insurance cover for business use if they use their vehicle on Trust 
business. 
 

7.6 Performance Schemes 
 

7.6.1 Any performance scheme introduced must comply with the Trust Terms and 
Conditions. 
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7.6.2 All schemes must be financially appraised by the Director of Finance before they are 
introduced.  No scheme should be introduced unless it can be demonstrated that it is 
easily measurable, is reasonably safe from abuse, covers nearly all aspects of the 
employee’s work and is to the financial advantage of the Trust. 
 

7.6.3 The information required to calculate the performance payments due to staff must be 
supplied to the Director of Finance as necessary.  Scheme managers must also be 
able to regularly demonstrate to the Director of Finance that the scheme(s) managed 
by them remains financially viable. 

 
7.6.4 All schemes in operation should be reviewed at least every two years by the Pay and 

Reward Manager and the Executive Management Team. 
 

7.7 Sick Pay following an Accident 
 

7.7.1 Any employee who is absent from work as a result of an accident which is the fault of 
a third party should not normally be paid sick pay. 

 
7.7.2 With the approval of the Director of Finance, a sum equivalent to the sick pay that the 

employee would have received, may be paid by way of a loan, provided the employee 
signs a written undertaking that they will pass on to the Trust the equivalent amount 
of any damages or compensation they may receive. 

 
7.7.3 The Director of Finance should record all payments made under this arrangement 

and is responsible for the recovery of these payments once the final liability to pay 
damages (if any) is known.  
 

7.8 Other Information 
 

7.8.1 Human Resources will update ESR for new starters bank account details  however 
existing employees have responsibility for changing their own bank details on ESR 
using,” Employee Self Service”. Where employees wish to make voluntary or other 
deductions from their pay, Payroll should be advised of the details by completing the 
employee servicedesk web-form http://www.sbs.nhs.uk/esd When deductions made 
from employees’ pay are paid to the authorised body they will be supplied with 
sufficient details to identify the employee amounts included in the payment. 
 

7.8.2 Personal information relating to an employee can be accessed using ESR and should 
be reviewed periodically and updated as required. 

 
7.8.3 Budget Managers must be informed on a monthly basis of the costs of all employees 

who are paid and charged to their budget(s) (nominal roll). Managers are responsible 
for reviewing the payroll information provided and making a timely positive return to 
the Finance Department confirming that the payments made to employees are 
correct.  Queries must be notified immediately to the appropriate Clinical Service 
Centre (CSC) Accountant and HR Manager as appropriate. 
 

7.9 Termination Procedures 
 

7.9.1 The Manager must action the terminations on ESR via manager Self Service prior to 
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the employees leaving date. A forwarding address should be obtained and included if 
possible. 
 

7.9.2 When a member of staff leaves without giving the proper notice, they should be paid 
up to the date they last worked (plus any owed leave as at that date). 
 

7.9.3 The employee’s manager is responsible for the recovery of all keys, security passes, 
uniforms, loaned equipment etc. from the employee before he leaves.  The 
appropriate budget may be charged if items have not been returned. Action must be 
taken by the line manager to remove the employee’s access to any information 
systems and/or authorised signatory list. 
 

7.9.4 NHS SBS are responsible for recovering any monies owed by a leaving employee by 
making a deduction from the employee’s final salary or, exceptionally, by issuing a 
debtor’s invoice. Where full recovery is not possible the Head of Financial Accounting 
should be consulted. 

 
7.10 Seconded Staff 

 
7.10.1 Staff seconded to other bodies must have this fact recorded on their contract.  The 

name and signed approval of the third party to be recharged must be entered on the 
contract or contract variation document. 

 
7.10.2 No employee should be seconded until their manager has confirmed that the third 

party is prepared to meet the full costs of that employee, inclusive of annual leave 
entitlement and employers on-costs etc. 
 

7.10.3 The Director of Finance must arrange to recover the Payroll costs of the employee 
(including employers’ costs) and other expenses (e.g. travelling and subsistence) 
from the third party. 
 

7.11 Private Interests 
 

7.11.1 The rules governing the conduct of Trust staff when their private and work interests 
conflict, together with the procedures for dealing with the receipt of gifts and other 
hospitality are outlined in the following Trust policies, “Standards of Business 
Conduct”, standing orders section 6.7, and standing financial instructions section 25. 
 

7.11.2 Managers must ensure that all staff are acquainted with Trust policy and private 
interests must be reported to and agreed in writing with the appropriate CSC 
manager who must then pass this information onto the Company Secretary for 
inclusion in the Trust register. 
 

7.11.3 All Trust staff involved in any tendering exercise will be asked to sign a “Declaration 
of Interest” form. This will be issued by the South of England Procurement Services 
team at the outset of the tendering process and interests identified will be sent to the 
Company Secretary. 
   

7.11.4 Any failure to comply with the procedures referred to above could be regarded as a 
serious breach of contract of employment, which could lead to dismissal and/or 
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prosecution.  
 

8. OTHER EXPENDITURE 
 
8.1 Introduction 

 
8.1.1 The user guides included in this document are a summary, additional information and 

clarification on the use of the Trust’s procurement system e-Proc can be found on the 
intranet at: http://pht/PoliciesGuidelines/ManagementPolicies/Lists/Links/AllItems.aspx. 

 
8.1.2 Advice in respect of purchases using Charitable Funds is contained within the Charitable 

Funds Procedures which can be found at:  
http://www.porthosp.nhs.uk/Management-Policies/CharitableFundsCodeofProcedures.doc 

 
8.2 Purchasing of goods & services 

 
8.2.1 Any purchase of Goods and Services made on behalf of the Trust must: 

 
 a) have budgetary provision and business case when required; 

 
 b) 

 
 

be in accordance with the Standing Orders of the Trust and not be placed so as 
to avoid expenditure thresholds within Standing Orders; 

 
 c) obtain the best value for money for the Trust; 

 
 d) be made only after appropriate advice has been sought via NHS South of 

England Procurement Services; 
 

 e) enter into contracts for the applicable goods or services, be placed in accordance 
with NHS Terms and Conditions. 

 
 Any document involving the signature of an authorised officer of the Trust, as per the 

Scheme of Delegation, must be supported by the name of that officer, clearly printed. 
 

All electronic documents in respect of the purchasing of goods and services must be 
routed through an appropriate authorisation process prior to being issued to the 
supplier. 

 
8.2.2 Any purchase of goods or services on behalf of the Trust should be made by way of an 

official order except for : 
 

 a) Items purchased using petty cash; (Section 8.5 refers). 
 

 b) 
 

Payments with the approval of Director of Finance, for example, rates or utilities. 
 

 c) 
 

Purchase cards (only in circumstances where purchase orders are not possible) 
 

 d) 
 

Travel, including Redfern, must be approved by the budget holder. 

8.2.3 Goods must not be taken on trial or on loan in circumstances that could commit the 
Trust to any future purchase and all trials must be in line with Procurement process 
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and procedures. Staff should be aware of the Trusts loan/consignment stock and 
representative policy 
http://pht/PoliciesGuidelines/ManagementPolicies/Lists/Links/AllItems.aspx before 
entering into such arrangements. 

 
8.2.4 No employee may receive any payment apart from:- 

 
 a) Payments they are entitled to under their Contract of Employment with the Trust; 

 
 b) Reimbursement of direct expenditure incurred by them on Trust business. 

 
8.3 Ordering of Goods and Services 

 
8.3.1 Budget Managers may receive goods from either NHS South of England Procurement 

Services (SoEPS) supply chain staff or directly from the supplier using the Eproc 
ordering system. Where the SoEPS route is used budget managers may authorise the 
SoEPS Supply chain staff to replenish consumable goods up to agreed stock levels. 

  
8.3.2 Clinical and Executive Directors shall nominate Budget Holders and other designated 

officers who shall have authority to requisition through the E-proc system items within 
the limits established by the Trust’s scheme of delegation or lower if determined by the 
Finance and Performance Committee or CSC Managers. 
 

8.3.3 Each requisition (either Catalogue or Non-catalogue item request) must be approved 
by the appropriate budget manager and an additional authorising manager. Although 
the system itself will separate the requisitioning function from that of authorising by 
requiring different electronic signatures at each stage of the process the budget 
manager must also ensure that these roles are separated in practice. 

 
8.3.4 When requisitioned items are delivered by the NHS Supply Chain details of the items 

supplied must be listed on a delivery note that should be included with the items.  All 
deliveries must be checked to ensure that they are in accordance with both the items 
originally requisitioned and those shown on the delivery note. 
 

8.3.5 If a delivery is found to be in order, the delivery note should be signed by the officer 
who checked the delivery and retained for record purposes.  Where there are 
discrepancies in a delivery the NHS Supply Chain must be informed of these as soon 
as possible via the SoEPS, Supply Chain staff. 

 
8.3.6 All requisitions are to be generated through the Eproc system. This will ensure the 

following information is provided before the request is approved for purchase: 
 

(a) details of the officer raising the requisition, together with a point of contact 
(b) full details of the goods and/or services required, with a nominated supplier if 

this is appropriate. 
(c) the estimated cost of the requisition or best estimate 
(d) the expenditure code(s) to be charged 
(e) if the order is to be charged against funds held in trust (charitable funds) and is 

eligible for VAT exemption the requisitioning officer should annotate the 
requisition and request a VAT Exemption Declaration form from the Fund 

349



Code of Financial Procedures : Issue Number 3.3 Issue Date TBC.  Review Date November 2019 
(Unless circumstances change) 

 
Page 11 of 47 

Raising Team. The requisitioning officer should then attach this to the non-
catalogue request. The form should be sent electronically with the electronic 
requisition. Charitable funds expenditure of £5k and above requires additional 
approval, contact the Fund Raising Team for advice. 

(f) for medical equipment purchases specific approvals are required via the, 
“medical devices management committee” (MDMC) on an ME form. Once 
approved by MDMC the Clinical Engineering team will raise an electronic 
requisition. 

(g) Where computer hardware or software is being purchased I.T. must also 
authorise the purchase so paperwork must be forwarded to I.T. for approval and 
to raise the order through E-proc. 

  
8.3.7 Once approved the electronic requisition will progress through the system dependant 

on the goods or services being requested. If the item is contracted at a fixed price, the 
details will be matched within the system and an approval order will be automatically 
generated and forwarded electronically to the supplier. If the goods are not contracted 
then the approval request will be passed through to the SoEPS operational buying 
team to determine the route of supply and generate an order which will be forwarded 
electronically to the supplier. 

 
8.3.8 All goods or services ordered must be confirmed as received within the Eproc system 

by a different officer from the one who authorised the requisition. No payment should 
be made in respect of any part of the order until satisfactory completion has been 
confirmed. 

   
8.3.9 All stationery items must be ordered using the Eproc system as with other orders. 

 
8.4 Payment for Supplies and Services 

 
8.4.1 The Director of Finance shall be responsible for the payment of all accounts and claims 

within the settlement terms agreed with the supplier or the terms of the Better Payment 
Practice Code (all payment to be made within 30 days of the invoice date or receipt of 
goods).This is to maximise the cash flow benefit to the Trust whilst ensuring that 
prompt payment discounts are taken where they represent good value.  If the date by 
which payment must be made to obtain a discount is missed for an invoice, the 
discount should, at the discretion of the Director of Finance, still be taken.  
Arrangements made should include provision for making urgent payments where 
necessary. 

 
8.4.2 All officers shall inform the Director of Finance promptly of all monies payable by the 

Trust arising from transactions which they initiate, including trading contracts, leases, 
tenancy agreements and other transactions. 

 
8.4.3 Where the submitting of an invoice by a supplier would be inappropriate, payments 

should be made using a Cheque Request form which must be treated as controlled 
stationery (Section 10.8 refers).  All forms must be authorised by the appropriate 
Budget Manager and forwarded to the Director of Finance, via the relevant CSC 
Accountant together with any associated documentation, for payment.  A list of 
authorised signatories should be maintained by the Directorate of Finance. 
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8.4.3 The supplier must send invoices directly to NHS Shared Business Services (NHS SBS) 
at the following address: 
 
Portsmouth Hospitals NHS Trust 
RHU Payables Z845 
Phoenix House 
Topcliffe Lane 
Wakefield 
West Yorkshire 
WF3 1WE 
 
NHS SBS are responsible for electronically scanning invoices into the Oracle 
payments system on behalf of the Trust.  Payment on copy invoices will not normally 
be made.  However, where, exceptionally, the original invoice has been lost, the copy 
should be quite clearly labelled.   

 
8.4.4 The Director of Finance must ensure that before passing payment the following checks 

have been applied; 
 

 a) that goods have been recorded as received in accordance with the order placed 
and invoice rendered; 

   
 b) that prices and quantities are within the accepted tolerances as measured against 

the original order; 
 

 c) the account has not been previously passed for payment. 
 

8.4.5 The Director of Finance shall maintain a register of payments for each capital scheme 
approved by the Board and forming a charge against the Capital Resource Limit 
(CRL).  An interim or final contract certificate authorised by an independent architect or 
quantity surveyor may be regarded as sufficient to enable payment of that certificate to 
be made, provided the appropriate project officer has also checked and signed the 
certificate. 

 
8.4.6 Payments in advance for goods or services are only made in exceptional cases and 

must be specifically authorised by the Director of Finance (per standing financial 
instruction 16.2.4). The budget holder is responsible for ensuring that all goods or 
services due under a prepayment are received. 

 
8.4.7 Payments for services provided within the Trust must be made within the Trust’s 

accounting system by way of a Journal transfer.  The Director of Finance will specify a 
range of account codes to be used for these “internal” transactions. 
 

8.5 Petty Cash 
 

8.5.1 Petty cash should not normally be used for the following purposes:- 
 

 a) To purchase any item costing more than £50 which could reasonably have been 
obtained using an official Trust order; 
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 b) To make any payment to staff apart from the direct reimbursement of expenditure 
they have incurred; 
 

 c) To make payments to a supplier for goods and services which could reasonably 
have been obtained on credit. 
 

8.5.2 All disbursements from imprests must be supported by receipts or otherwise 
documented. All vouchers must be authorised by the imprest holder and signed by the 
recipient of the disbursement to confirm receipt.  The vouchers within each claim 
should be serially numbered.  In the case of any cash advanced on the basis that 
receipts will be provided subsequently, it is the responsibility of the Petty Cash holder 
to obtain these. 
 

8.5.3 Sub-float holders must be authorised by the Director of Finance. Any officer holding a 
sub-float is responsible for the administration and safe custody of it.  Imprest holders 
must ensure that the holders of sub-floats produce both vouchers and remaining cash 
balances when they claim reimbursement of their float.  If claims are infrequent, the 
main imprest holders should satisfy themselves that the sub-float is still required. 
 

8.5.4 Reimbursement of the imprest should be claimed from the Director of Finance as and 
when required using the documentation specified by him. The imprest holder must sign 
the claim for reimbursement and attach the vouchers supporting it and send the claim 
to the Director of Finance. 
 

8.5.5 
 

When each claim is made, as well as on the 31 March each year, the imprest holder 
and another officer must reconcile the cash in hand and payment vouchers either held 
or awaiting reimbursement with the amount of the imprest.  The imprest holder must 
also ensure that all sub-floats have been reconciled. Any discrepancy must be 
reported immediately to the Director of Finance. 
 

8.5.6 Whenever responsibility for the imprest is to be surrendered by the imprest holder, the 
cash and vouchers held should be reconciled to the total of the imprest by both the 
usual and temporary imprest holders.  Details of the handover must be recorded and 
signed by two officers. 
 

8.5.7 When a permanent change of imprest holder is imminent, a handover certificate, 
signed by both the outgoing and incoming holder, must be completed and sent to the 
Director of Finance. The imprest must be reconciled at the same time.  A copy of the 
completed certificate should be retained by the outgoing imprest holder.  Where the 
outgoing holder leaves before the new holder arrives to take charge of the imprest, a 
handover as detailed in Section 8.5.5, should be carried out, followed by a permanent 
handover when the new holder arrives. 
 

8.5.8 The Director of Finance should carry out a continuous review of the operation of the 
petty cash imprest system.  In particular, he should regularly inspect a sample of petty 
cash vouchers to ensure that the facility is being properly used, as well as regularly 
reviewing the level of each imprest and adjusting it as necessary.  The Director of 
Finance and Local Counter Fraud Officer should be informed of any cases of apparent 
abuse of petty cash facilities. 
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8.5.9 The Director of Finance may, at his discretion, withdraw petty cash facilities from 
individual officers who, in his opinion, have failed to fulfil the requirements of this Code 
to his satisfaction. 

 
8.6 Contract Management 

 
8.6.1 Each contract let, regardless of whether the contractor is part of the Trust or not, 

should have appointed for it a contract monitoring officer who is responsible for 
ensuring that the terms and conditions of the contract have been met by the contractor. 

 
8.6.2 Each department within the Trust undertaking contracts (trading), either for the Trust or 

other “customers”, should have its income and expenditure recorded separately within 
the Trust’s accounts.  The full cost of all overheads incurred by or on behalf of the 
contracting department should be charged to the account.  The income credited to the 
account should be that due under the contract, together with any income earned from 
other trading activities. 

 
8.6.3 The account should “break even” and any surpluses or deficits made each year will be 

dealt with in accordance with the Trust’s policy on the operation of Trading Accounts. 
 

8.7 
 

Patient’s Travelling Expenses 
 

8.7.1 All payments to patients in respect of their travelling expenses to attend hospital or clinic 
for treatment must be made in accordance with the Department of Health regulations 
currently in force (Healthcare Travel Costs Scheme).  
 

8.7.2 Generally travel expenses may only be paid if: 
 

 a.  in receipt of one of the qualifying benefits or allowances specified in the 2003 
Regulations (or in certain cases be a member of the same family as a person receiving a 
qualifying benefit or allowance), or 
 

 b. be named on a NHS Low Income Scheme certificate HC2 or HC3 (or in certain cases be 
a member of the same family as a person named on a NHS Low Income Scheme 
certificate). 
 

8.7.3 No payments may be made to anyone visiting a patient. 
 

8.7.4 Reimbursement on the grounds of medical need should only be made on production of 
a signed certificate by a member of the medical staff.  Where patients claim 
reimbursement on the grounds of low income, proof of this should be obtained before 
any payment is made.  Patients should be reminded that they will have to bring with 
them proof of entitlement if they intend to reclaim their travelling expenses. 

 
8.7.5 Travel costs should be calculated on the basis of the cheapest form of public transport 

available to the patient.  Where a patient has used or been transported by private car, 
reimbursement should be made at an appropriate “petrol only” rate. Generally taxi fares 
may only be reimbursed where there is no public transport available or it has been 
previously agreed as medically necessary.  Car parking charges incurred should also be 
reimbursed provided the claimant can provide suitable proof of payment. 
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9.  INCOME 

 
9.1 Cash Income 

 
9.1.1 Any member of the public or staff wishing to make a payment to the Trust should be 

directed to the Trust’s Cashiers Office on level ‘C’ Queen Alexandra Hospital.   
 

9.1.2 All mail which is likely to contain either cash or cheques should be addressed to the 
Trust’s Cashiers office.  
 

9.1.3 All cheques, postal orders etc. must be crossed with the name of the Trust as soon as 
they are received. 

 
9.1.4 Receipts must be sent or supplied in respect of the following:- 

 
a) to anyone who asks for one or pays monies in person 
 
b) to anyone making a donation to a Charitable Fund 
 
c) to anyone making a payment by cash or postal order 
 

9.1.5 Each receipt must show from whom the remittance was received, for what, the method 
of payment, the correct accounting code(s) and the amount received. 
 

9.1.6 Where manual receipts have to be cancelled, all three copies of the receipt should be 
suitably endorsed and retained in the receipt book.   
 

9.1.7 Details of cheques are individually entered on the cash receipting system and the bank 
paying in slip must show a total with an add-list of all cheques. 
 

9.1.8 Where cash is received at any point other than the Trust Cash Office and not rung into 
a till, an official Trust receipt must be issued for every cash sum received. 
 

9.1.9 Copy receipts should be disposed of as follows:- 
 

 Top layer copy 
Second layer copy 
Bottom layer copy 

forwarded to payer or retained in the receipt book 
sent to Cashiers with payment 
retained in receipt book. 

  
9.1.10 Cash collected using tills should have a “Z” reading taken by the supervisor and the 

cash placed uncounted in a sealed bag, together with the reading. The bag will be 
collected by a member of the Cashiers and Security.  A record should be kept of the 
amount due and collected together with details of any discrepancies.  A receipt must 
then be completed for the amount collected.  Till operators must not be able to clear 
the ‘Z’ readings on their cash registers. 
 

9.1.11 If a till is to be left unattended for a short length of time, the till drawer should be locked 
by the till operator.  If a till is unattended for a lengthy period, the till drawer and its 
contents should be removed to a safe place. 
 

9.1.12 Managers should ensure that till operators have access to an adequate supply of 
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reserve till rolls. 
 

9.1.13 Where it is not possible to hand over the till keys at the end of a shift, they should be 
placed in a sealed envelope which should be endorsed by the outgoing cashier and left 
in a secure place where they can be collected by the next operator on duty.  The till 
float should also be kept securely until collected by the incoming till operator. 
 

9.1.14 Coin boxes, where a total of the cash collected is not produced automatically (for 
example telephone boxes), must be transported, emptied and counted by two 
members of staff.  A receipt must be completed for the amount collected and 
forwarded to the Communications Manager. 
 

9.1.15 The Communications Manager should compare the receipts from coin boxes with any 
corresponding tariff charges.  Cases where the income is significantly different from 
that expected should be investigated. 
 

9.2 Cash Security, Banking and Bank Accounts 
 

9.2.1 Whenever responsibility for the safe is surrendered by the permanent cashiers 
because of leave, sickness, etc., the safe contents should be reconciled by both the 
permanent and temporary cashier, or if this is not possible, by the temporary cashier 
and another officer.  When the permanent cashier returns, the process should be 
repeated, details of the handover should be recorded in a book. 
 

9.2.2 All income must be reconciled to its associated receipts prior to banking.  Significant 
discrepancies must be promptly investigated and reported. 
 

9.2.3 All income must be kept in a locked box or drawer when not being handled.  If it is 
more than £100 in value, it should be kept in a safe. 
 

9.2.4 The keys to all cash boxes and drawers must be held in the custody of the cashier at 
all times. Other spare keys may be kept on site but only in a safe or otherwise under 
lock and key. 
 

9.2.5 All monies collected should be taken to the Trust Cashiers Office or night safe facility 
at least weekly.  Where more than £100 has been collected this should be deposited 
immediately. 

 
9.2.6 Cash should be banked or deposited with proper regard for security.  For sizeable 

sums for example, over £300, two people should accompany the income (Security 
may be used). 

 
9.2.7 Apart from cash used to provide change for floats etc. and to reimburse petty cash 

imprests, all monies should be banked intact i.e. with all “overs” and “unders” included. 
Where income is used to reimburse petty cash imprests this use must be properly 
documented.  Any discrepancies between the total amounts due and banked should 
be documented and where an underbanking occurs an adverse incident reporting form 
(AIR) should be completed and forwarded to the Director of Finance and Risk 
Management Department (Section 13 refers). 
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9.2.8 Personal cheques must never be cashed. 
 

9.2.9 Income which does not belong to the Trust but is being held for safe keeping, must be 
placed in an identifiable sealed envelope so as to keep it separated from Trust income 
within Cashiers, and recorded in a register.  The owners of the income should be 
required to indemnify the Trust liability for its loss however caused. 
 

9.3 Credit Income 
 

9.3.1 It is recommended that any invoice raised should be for at least £10 unless for a 
statutory charge such as prescriptions.  The Director of Finance has the right not to 
raise an invoice where it is felt to be uneconomic to do so, but the supporting 
documentation will be authorised to this effect and retained. 
 

9.3.2 All invoices must be raised by the Director of Finance or by a Department authorised 
by the Director of Finance. Invoices will be raised using the information supplied on 
official Invoice Request Forms, obtainable from the Director of Finance, or other 
sources approved by the Director of Finance.  
 

9.3.3 Where invoices are raised the sales order number should be entered on any source 
documentation. 
 

9.3.4 Invoices must not be raised by any officer who may receive any of the payments made 
in respect of them.  The officer(s) responsible for debt recovery must not have 
payments passed to them. 
 

9.3.5 All invoices must clearly state how they can be paid and give advice to the debtor to 
make payment to the Director of Finance. 
 

9.3.6 The Director of Finance should use his best endeavours to recover any sums owing in 
respect of invoices raised, having regard to the size and circumstances of the debt.  
These may include reminder letters, personal or telephone approaches or court action.   
 

9.3.7 Should recovery action fail the debt may be written off by the Director of Finance if less 
than £1,000. The Audit committee may authorise write offs of up to £25,000 and the 
Trust Board amounts greater than £25,000. 
 

9.4 Income for Clinical Services 
 

9.4.1 The Chief Executive is responsible for ensuring that agreements are made with health 
care purchasers, which reflect the volume, type and cost of services to be provided. 
The agreements should reflect the Trust’s Business plan and Clinical Strategy. In 
carrying out this task the Chief Executive should take into account the advice of the 
Director of Finance regarding: 
 
a) The appropriate tariffs and payment by results guidance: 
b) The costing and pricing of services; 
c) The strategic aims of the Trust 
d) The requirements of the Cost Improvement Programme. 
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9.4.2 The goal must be to ensure that the financial health of the Trust is not put at undue 
risk, whilst at the same time recognising national requirements and the needs of the 
local health economy. Any agreement to provide services at a price that is lower than 
prescribed by normal PbR rules must be agreed with the Director of Finance. 

  
9.5 Non Contractual Activity (NCA’s) 

 
9.5.1 Non-contractual activity is defined as patients who receive treatment from the Trust 

where the Purchaser responsible for the patient does not have a service agreement 
directly with the Trust. The financial arrangements for NCA’s are dictated through 
national rules published as part of the Department of Health’s broader ,”payment by 
results” guidance. 
 

9.5.2 Services should only be funded through NCA’s where a specific pre arranged service 
agreement would be impractical. It is intended that NCA’s should be used primarily for 
emergencies. 
 

9.5.3 Every admission and treatment point must ensure that all potential NCA cases are 
identified. Particular care should be taken with students, visitors to the district, 
including overseas visitors, and temporary residents. 
 

9.5.4 
 

Particular care must be made to identify the correct GP concerned and to ensure the 
correct activity is recorded on the hospital information system 

 
9.5.5 

 
There is no prior approval required for NCA’s but before a referral is accepted, the 
specialty should ensure that it is a procedure or treatment normally provided by the 
Trust i.e. not a new service. If there is any doubt, then advice must be sought from the 
relevant General Manager or from the contracts team. 
 

9.5.6 The Trust is required to provide the Department of Health with information in respect of 
the treatment of overseas visitors (i.e. those exempt from charges), in order that the 
UK can recover the costs from foreign governments. This includes activity in respect of 
Channel Island residents. 
  

9.5.7 The Trust should ensure its compliance with the provisions of the Data Protection Act 
in all aspects of NCA’s (section 14 of this Code refers). 

  
9.6 Private and Overseas Patients 

 
9.6.1 The charges made to private patients should be set each year by the Trust in 

accordance with any guidelines provided by the Department of Health.  These specify 
that all costs (including administration) should be recovered in the charges made which 
should also aim to at least cover the average cost of the treatment being given. 
 

9.6.2 Every admission and treatment point should ensure that all patients are identified as 
either NHS, overseas or private patients when they are admitted.   
 

9.6.3 A All private patients must, before they begin their treatment, be provided with full 
information on the hospital charges for private patient treatment and complete and sign 
an agreement stating that either they or their insurers will pay the charges due (see 
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9.6.6.).   
 

9.6.4 Where a patient claims to be insured, either the patient’s insurance policy should be 
checked or his insurer contacted before any treatment is begun to confirm that his 
cover is adequate and that the insurer will meet the cost of the treatment. If the patient 
is only receiving outpatient treatment, due to Data Protection restrictions, the 
responsibility of ensuring the insurance policy will cover the cost of the treatment has 
to lie with the patient not Portsmouth Hospitals NHS Trust.  The patient should come to 
the hospital knowing their authorisation code, which will cover this outpatient 
treatment, and complete this on the contract they sign.  

 
9.6.5 If a patient is adequately insured, a debtor invoice in the patients name for the full cost 

of the treatment should be forwarded to the patient’s insurers when the treatment has 
been completed. 
 

9.6.6 If a patient has no insurance, he must pay a deposit equal to the estimated cost of his 
treatment before that treatment commences either by credit or debit card.  When the 
treatment has been completed, the actual cost should be compared with the estimate 
and the difference either refunded to the patient or, a debtor invoice raised as 
appropriate. 

 
9.6.7 Different arrangements operate for the treatment of officers in the armed forces.  The 

Department of Health Manual of Guidance (the “Green Book”) identifies who may be 
charged and for what.  In all other respects, the procedures for the collection of this 
income should be the same as for other private patient income. 

 
9.6.8 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Overseas patients from countries within the European Economic Area, who have a 
reciprocal agreement with the United Kingdom should not be charged for treatment 
outside of the Accident and Emergency Department if they can produce a valid 
European Health Insurance Card. If they are unable to do this, then a deposit should 
be taken from the patient. These EEA patients can contact their country’s health 
authority and obtain a replacement certificate for their emergency treatment, however  
if this replacement certificate is not obtained then the Overseas Department will raise 
an invoice and the patient will pay this and then claim this back from their health 
authority when they return to their country of residence.   
 
Patients from the European Economic Area who have been referred to the United 
Kingdom for specific treatment must have an E112/S2 form issued by their ‘home’ 
country that covers them for the treatment being provided.  Treatment should not be 
started without the E112/S2 form, unless the treatment is immediately necessary. 
 
Chargeable Overseas patients who come from countries with no reciprocal healthcare 
arrangements are currently only eligible for ‘emergency’ treatment. Any treatment 
received outside of the Accident and Emergency Department is chargeable.  These 
patients should be put onto the hospital Patient administrative system (PAS) system as 
an Overseas Paying Patient, an Overseas contract should be signed by the patient 
and where possible a deposit taken from the patient even if they claim to have travel 
insurance.  If an Overseas Patient is not able to pay, treatment should not be withheld 
or the patient put at clinical risk. An invoice is raised in accordance with the current 
National Tariff, inclusive of local Market Forces Factor, relating to the HRG their 
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9.6.7 

treatment has attracted.  An overseas paying patient unable to pay should receive 
minimal treatment so they are not at clinical risk and once stabilised should be 
discharged to enable them to return to their own country to complete their treatment. 
 
Full details can be found in the Trust’s Overseas Patients Policy. 

 
9.7 Road Traffic Accidents 

 
9.7.1 Income may be due to the Trust in respect of the costs of treating patients as a result 

of a Road Traffic Accident (RTA). The Trust must, therefore, identify and record on the 
Patient administrative system (PAS) details of RTA patients treated.  
 

9.7.2 
 
 
 
 
9.7.3 
 

The Benefits Agency Compensation Recovery Unit (CRU) administers arrangements 
directly with insurance companies relating to RTAs. Insurance companies have a 
statutory duty to notify the CRU that a compensation payment is to be made to a victim 
of an RTA. 
 
The Director of Finance will ensure that periodically (at least weekly) information on 
RTA’s is provided to the CRU via the Information Recovery Costs system.   
 

9.8 Prescription Charges 
 

9.8.1 The charges made for prescriptions must be in accordance with any regulations issued 
by the Department of Health.  Patients should be advised when given an appointment 
that any prescriptions issued will have a charge (unless exempt) and that payment 
must be made before the prescription is completed.   
 

9.8.2 Prescriptions should only be dispensed from hospital pharmacies on sight of an official 
prescription form authorised by a qualified practitioner.  Where a hospital does not 
have a pharmacy, the prescription should be made out using form FP10(HP) and the 
prescription dispensed either at a local chemist or at a hospital which has a pharmacy. 
 

9.8.3 Dispensed prescription forms should be retained by the appropriate pharmacy.  
Prescription Pads used for dispensing must be treated as controlled stationery in line 
with the procedures set out in Section 10.8. 
 

9.8.4 Prescription charges should be collected by each pharmacy.  The officer dispensing 
the prescription should verify the patient’s entitlement to be exempt from prescription 
charges.  Any patient who cannot positively prove their exemption should be charged, 
with the charge being refunded if this should prove to be necessary.  Where charges 
are not payable, the prescription should be endorsed accordingly. 
 

9.8.5 Where the patient is liable for the charge and makes a payment, a receipt must be 
issued to the patient.  Further information on the procedure for receipts is given in 
Sections 9.1.4 to 9.1.10 of this Code. 
 

9.8.6 Exceptionally where a patient is not exempt but is unable to pay for the prescription 
and it is deemed medically necessary for the patient to take the medicine without delay 
a debtor invoice may be raised.  
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9.9 Renting of Trust Property 
 

9.9.1 All rooms, houses, garages and other accommodation which do not have a permanent 
resident, including rooms in hospital buildings, should be recorded in a register 
maintained by the responsible manager.  The register should show the location and 
user/occupier of each item of accommodation. 

 
9.9.2 Scales of charges for facilities should be drawn up where appropriate.  These charges 

should aim as a minimum to cover all costs incurred in providing the facility (i.e. 
including overheads and capital charges). 
 

9.9.3 Where facilities are rented out, all tenants or hirers should be required to complete an 
agreement stating the charges to be paid and other conditions of the hire.  Where 
residential accommodation is rented, tenants should be provided with a tenancy 
agreement in accordance with the Trust’s accommodation policy. 
 

9.9.4 Where appropriate, charges should be set and recovered from visitors who spend one 
or more nights in Trust accommodation. 
 

9.9.5 Where tenants are employees of the Trust the cost of accommodation should be 
deducted directly from the employee’s salary. 

 
9.9.6 Occupiers of accommodation who are not on the Trust payroll should have their 

accommodation charges collected by raising a debtor invoice. It is the responsibility of 
the department raising the invoice to ensure that the invoice is paid within 30 days or 
notice should be given to the tenant.  
 

9.9.7 An inventory of the items in each house, room or flat should be made and checked by 
the manager of the accommodation at each change of tenancy.  Unless otherwise 
agreed, all losses or damage should be recharged to the outgoing tenant. 
 

9.10 Private Telephone Calls and Photocopying  
 

9.10.1 The overriding principle is that all private telephone calls, faxes and photocopying 
made by Trust Employees must be paid for.  The charges made for the use of these 
facilities should be agreed by the Director of Finance. 
 

9.10.2 Wherever practicable, staff should be expected to make their private telephone calls 
from mobile or public telephones. 
 

9.10.3 Reverse charge calls must not be accepted on any Trust telephone. 
 

9.10.4 
 

The Telecommunications Manager should ensure that details of calls made are 
recorded and inform the Director of Finance of the names and payroll numbers of the 
callers, details of the calls they have made and their cost.  The Director of Finance 
should recover the charges due from each employee by way of a deduction from their 
pay or by debtor invoice as appropriate. 
 

9.10.5 Mobile Phones.  Staff who hold mobile phones as a requirement of their employment, 
must sign a statement agreeing to repay the Trust for the cost of any private calls.  
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Private calls should be avoided whenever possible.  Where employees use a mobile 
phone for private calls, they are responsible for any taxable benefit. 
 

9.11 Sales of Equipment and Waste 
 

9.11.1 Details of all items held by managers which are surplus to requirements should be 
notified to Solent Supplies Team and the Clinical Engineering Team in writing by 
completing a ,”Disposal Form and Procedure” ( which is located on the Supplies page 
of the intranet) and sending it to the link representative in both departments via email. 
Items should be offered for sale with the aim of maximising the income to the Trust 
where these items cannot be redeployed within the Trust. In accordance with the 
procedures laid down in the Trust’s Standing Orders, surplus items should be disposed 
of by using the following protocol:- 
 
a) to Departments within the Trust; 

 
b) to the supplier of the items for credit; 

 
c) to other Trusts; 

 
d) to local companies or individuals; 

 
e) for sale to charities. 
 
f) to the appointed auctioneers 
 
Should these avenues prove to be unsuccessful, Solent Supplies should arrange for 
the destruction of the items. 

 
9.11.2 Where items are sold for less than their original cost or are destroyed, the “loss” on the 

disposal must be submitted for write-off in accordance with the procedures outlined in 
Section 13.1. 
 

9.11.3 Budget Managers should ensure that items for disposal are securely held until they are 
collected by the buyer, Solent Supplies Team, or Clinical Engineering. 
 

9.11.4 Where surplus items are disposed of on a regular basis, for example, used X-ray film, 
Solent Supplies should tender and draw up contracts of the disposal of the items. 
 

9.11.5 When terms for the sale of disposals have been agreed, the selling manager should 
ensure that payment has been receipted before the goods are released to the buyer.  If 
this is not practicable, the Trust should raise an invoice to the purchaser for the cost of 
the items. 
 

9.11.6 All monies payable for disposed of items should be sent directly to the Cashiers 
Department and a copy of the relevant disposal form sent to Solent Supplies Team. 
 

9.11.7 Where surplus items are disposed of that may not be completely safe to use, the buyer 
must be made to sign a disclaimer indicating that he accepts full liability for any loss or 
damage which may result in his use of the equipment or others. 
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9.12 Other Charges 

 
9.12.1 Where treatment includes services provided by medical staff which are outside the 

range of normal NHS services, for example, some examinations, blood tests, 
preparing reports etc., the Trust must be informed by the staff concerned of the fees 
they wish to charge for these services. 

 
9.12.2 All monies from fees must be paid into Trust Exchequer funds.  

 
 

10  FINANCIAL ADMINISTRATION AND MANAGEMENT 
 

10.1 Financial Planning and Programming 
 

10.1.1 Each CSC must prepare in consultation with the Director of Finance an Annual 
Business Plan which must include the agreed financial and management targets for 
the CSC as well as the following information: 
 
a)  the significant assumptions on which the Plan is based; 
 
b)  details of any major changes in workload, delivery of services or resources which 
will be required to implement the Plan. 
 

10.1.2 The Chief Executive will prepare an Annual Business Plan for the Trust taking into 
account the Business Plans of the CSC’s.  The consolidated Business Plan must be 
submitted to the Board for approval. 
 

10.1.3 As soon as there is reasonable clarity in respect of income levels a Financial 
Programme for the year must be approved by the Trust Board within which all 
financial activity must be contained. 

 
10.1.4 The net total of the annual budgets for the Trust need not necessarily be zero.  

However, the Trust must not plan to be in deficit at the end of any financial year, 
taking into account any available reserves. 
 

10.2 Budgetary Control  
 

10.2.1 The Chief Executive must define a management structure for the Trust and allocate 
budgets and responsibility for their control in accordance with this. 
 

10.2.2 The Director of Finance should compile lists of valid account codes and cost centres 
and disseminate these for Budget Managers to use. 
 

10.2.3 Budgets should be prepared on an annual basis for every accounting cost centre 
within the limits set by the Financial Programme approved by the Trust Board.  
Individual cost centre budgets should not be set at a level below £1,000 per annum. 
 

10.2.4 Budgets designed to provide for the costs of staff should be based on a fixed number 
of whole time staff posts, each post having a grade and whole time equivalent on 
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which the budget should be based. 
 

10.2.5 Every budget for the financial year should be reviewed and adjusted as necessary by 
the CSC General Managers, having taken advice from the CSC Finance Manager, to 
produce a balanced budget. Budget Managers must provide such information as may 
be required in order to properly carry out this task. As part of this process, all fees 
and charges should be reviewed.  Proposals for increases should be made to the 
Director of Finance for review prior to the commencement of the SLA process each 
year. The Financial Programmes approved by the Trust Board will reflect the outcome 
from this process. 
 

10.2.6 The phasing of income and expenditure for each budget through the course of the 
year should be determined and the Director of Finance notified accordingly. 
 

10.2.7 As part of the annual budget setting process, CSC Finance Managers should assess 
the assumptions on which each budget is based and be satisfied as to adequacy and 
reasonableness. Potential problem areas must be highlighted to the Operational 
Director and Director of Finance. 
 

10.2.8 Funding for inflation will be allocated to pay budgets automatically from central 
reserves once pay awards have been agreed.  Funding for non-pay inflation will be 
held at the discretion of the Director of Finance. 
 

10.2.9 Expenditure should not be incurred unless a budget exists.  
 

10.2.10 Non-recurring funds should not be used to finance recurring expenditure without the 
approval in writing of the Director of Finance. 
 

10.2.11 The Director of Finance must produce Budget statements reporting the financial 
position of the Trust, promptly after the end of each month. 
 

10.2.12 CSC Finance Managers must make a projection each month based on all information 
available as to the likely year end position for the CSC and pass this to the Director of 
Finance together with the assumptions made in reaching the projection.  Where this 
indicates a deviation from the plan the Operational Director must submit an action 
plan aimed at correcting the position. 
 

10.2.13 The Chief Executive is responsible for ensuring that the Trust does not exceed its net 
annual budget.  Where this may occur, the Chief Executive, with the advice of the 
Director of Finance, must inform the Trust Board of the action being taken to prevent 
the budget being exceeded and ensure that whatever action agreed is carried out. 
 

10.2.14 Budget Managers and CSC Finance Business Partners must monitor the budgets of 
the Trust.  Each Budget Manager is responsible for ensuring that budgets are 
contained within resources. 

 
10.2.15 Budget Managers should also identify opportunities for cost improvement and income 

generation within the areas for which they are responsible.  
 

10.2.16 Expenditure should be recorded on an accrual basis, i.e., expenditure should be 
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recorded where goods or services have been received but not yet paid for. 
 

10.2.17 Any additions to total funds made available to the CSC’s may only be approved by 
the Chief Executive having taken advice from the Director of Finance. Individual 
changes to finance programmes in excess of £100,000 non-recurring and £50,000 
recurring must be advised to the Trust Board for specific ratification.  Other changes 
will be highlighted at the discretion of the Director of Finance. 
 

10.2.18 Where funding reallocation is made within a CSC or between CSCs the Director of 
Finance must be advised and informed of the cause and nature (ie. Recurring or non-
recurring) of the adjustment. 
 

10.2.19 Budgets may be moved or vired from one activity to another provided the appropriate 
budget Managers concerned agree.  Where the amount to be moved exceeds 
£25,000, the agreement of the Director of Finance must also be obtained. 
 

10.2.20 The Trust Board will approve a policy relating to the carry forward of year-end 
variations on financial programmes from one year to another.  CSCs will design their 
own policies for application consistent with the year-end funding adjustment resulting 
from the application of the Trust’s policy. 
 

10.3           Cash Management 
 

103.1 The Director of Finance should maintain a profile of cash requirements and cash flow 
in order to manage the Trust’s cash requirements. 

 
10.3.2  Surplus cash must only be invested with counterparties and to the limits approved by 

the Trust Board. As a non Foundation Trust the Trust is limited by the Department of 
Health to investing surplus funds with the National Loans Fund. 

 
10.3.3 Regular reports of the amount of cash held by the Trust must be made to the Board. 

 
10.3.4 The Trust is not permitted to incur a bank overdraft. 

 
10.3.5 The Board must be kept informed of the status of the Trust’s Public Dividend Capital 

and loans. 
 

10.3.6 NHS SBS hold the list of senior officers who may authorise CHAPS and ‘Faster’ 
payments 
.  

10.3.7 CHAPS and ‘Faster’ documentation is processed at NHS SBS and a manual 
electronic request for authorisation is then received through the Oracle payments 
system at the Trust.  
 

10.4 
 

10.4.1 

Project Appraisal 
 
No project or material change to the costs of an approved project should proceed 
until at least a business case outline for it has been produced. 

 
10.4.2 All projects should initially be discussed and costings agreed by the appropriate CSC 
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 Accountant. 
 

10.4.3 
 

A Business Case Outline must be submitted to the Director of Strategy and Business 
Development for review.  
 

10.4.4 Schemes with a lifetime cost of <£25k may not be required to follow the full business 
process (subject to agreement by the Director of Strategy and Business 
Development) and confirmation: 
 
 (i) From the CSC Finance Manager that the necessary revenue funding is available. 
(ii) From the capital group that the necessary capital funds are available. 
  

10.4.5 Generally there is a requirement to identify: 
 

 
 
 

 
 
 
 
 
 
 

a)  the need for the scheme; 
 

b)  the capital costs; 
 

c)  the revenue costs in the first and future years; 
 

d)  the benefits (both financial and non-financial); 
 

e)  the sources of finance for the scheme; 
 

f)  confirmation that purchasers are prepared to fund the costs of the scheme; 
 

g)  alternative methods (if any) which would achieve the objectives of the scheme. 
 

10.4.6 Budgets for both the capital and revenue elements of new schemes should be 
established.  The monitoring and reporting of variances to budgets should be carried 
out in accordance with Section 10.2 of this Code. 
 

10.4.7 Schemes costing more than £3 million (or £1 million if the Trust is in financial deficit) 
are subject to approval by the Strategic Health Authority. 
 

10.4.8 Where it is proposed to lease any asset, the Director of Finance must be consulted 
before any agreement is entered into. 
 

10.4.9 With the exception of lease finance, the Board must approve every case where a 
proposed scheme involves the use of private sector finance. 

 
10.5 Capital Finance and Capital Charges 

 
10.5.1 The Trust should prepare a rolling capital programme for the current and following 

four financial years.  This will incorporate a statement indicating how it is intended to 
finance the schemes identified. No scheme should be included in the current year of 
the capital programme unless it has been identified within the Trust Business Plan. All 
proposed investment must be approved by the Capital Priorities Group and follow 
the Business case approval process prior to any commitment in accordance with 
standing orders and section 10.4 of this code. 
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10.5.2 Capital charges were first introduced into the NHS in 1990 with 3 main objectives in 

mind:- 
 

a)  to increase the awareness of health service managers of the cost of capital 
b)  to provide incentives for the efficient use of capital resources 
c) to allow evaluation of NHS costs on a basis which is comparable between the NHS 
and private sector. 

  
10.5.3 NHS Trusts are required to depreciate their capital assets and to earn a return on 

their relevant net assets (currently 3.5%). 
 

10.5.4 There are four categories of asset: 
 
· Tangible Assets – Land 
· Tangible Assets – Buildings 
· Tangible Assets – Equipment 
· Intangible Assets - Computer Software Licences 
 
The capital asset registers are held centrally by the Director of Finance. It is the 
responsibility for relevant managers to notify the Director of Finance immediately of 
any amendments required to update the Asset Register. 

 
10.5.5 The Trust Asset Register is updated on a monthly basis. 

 
10.5.6 Procedures for Managers can be obtained from the Director of Finance.  

 
10.5.7 The following documentation must be used to record purchases, disposals and 

transfers of assets and authorise the updating of the Asset Register: 
 
a)  Asset Purchase Form  
 
b)  Asset Disposal Form 
 
c)  Transfer of Asset Form 
 

10.5.8 Capital charges on new purchases are payable on the first day of the quarter 
following the date the asset was received and available for use. 

 
10.5.9 

 
 

 
 
10.5.10 
 
 

Capital charges cease to be payable when an asset is disposed of. Disposal is 
deemed to arise when an asset is no longer available for use, at this point a disposal 
form should be completed and sent to the Director of Finance, the asset will then be 
removed from the Asset Register. 
 
Assets should be disposed of through South of England Procurement Services to 
ensure that sales revenue is maximised. Where assets are worthless, equipment 
should be disabled prior to disposal taking account of all appropriate Health and 
Safety issues. 
 

10.5.11 A full verification exercise is undertaken during each financial year. Budget Holders 
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10.5.12 
 
 
 

must sign a verification form to confirm their agreement that the information supplied 
is a true and accurate record of the Asset Register within their managerial control, 
and return to the Director of Finance. Any exception highlighted must be fully 
investigated by the Budget Holder and appropriate action taken to ensure the 
accuracy of the Asset Register. 
 
Wherever possible the Trust’s equipment assets should be labelled with the Trust 
asset register unique reference number, both the number and label are available from 
the Director of Finance. 

10.6 Trading Activities and Income Generation  
 

10.6.1 Trading activities are defined as any goods or services provided by the Trust which 
are not part of the Trust’s primary activities (the provision of health care services).  
Managers need to test with the Trust’s legal services before any new area of trading 
activity is entered into, that it is within the Trust’s powers and is not ultra vires. 
 

10.6.2 Before any trading activity is started, estimates of income and expenditure must be 
prepared and submitted to the Director of Finance for his evaluation. 
 

10.6.3 The basic aim of every trading activity should be for the income to at least cover the 
additional expenditure incurred in respect of the activity, together with an appropriate 
contribution to Trust overheads. 
 

10.6.4 All costs, including support services and other overheads must be offset against the 
income received in respect of the trading activity.  The income and expenditure 
should be coded to only one accounting cost centre if possible. 
   

10.6.5 Stock checks of goods to be sold should be made at least every six months and the 
opening and closing stocks reflected in the accounts of each trading activity on a 
monthly basis. 
 

10.6.6 Each trading activity should be monitored by the Director of Finance and a trading 
account prepared for it.  A policy covering the operation of Trading Accounts has 
been approved by the Trust and reference should be made to this documentation as 
if it were part of these procedures.  A Memorandum Trading Account should be 
prepared for each activity with an annual turnover in excess of £25,000 to comply 
with Department of Health guidance. 
 

10.7 Control and Holding Accounts 
 

10.7.1 Control accounts must be set up for the following:- 
 
a) all bank accounts; 
 
b) all stock accounts; 

 c) payroll; 
 
d) sundry debtors; 
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e) sundry creditors; 
 
f) petty cash; 
 
g) Value Added Tax. 
 

10.7.2 Control accounts for other purposes may be set up as required by the Director of 
Finance. 

 
10.7.3 The Director of Finance is responsible for all control accounts and only he may make 

or allow transactions to be made to any account. 
 

10.7.4 Each control account must be balanced and reconciled by the Director of Finance on 
a monthly basis.  The inability to reconcile an account or any doubtful transactions 
identified in the course of reconciliation should be fully investigated by the Chief 
Accountant. Prompt action must be taken to clear control account entries. 
 

10.8 Controlled Stationery 
 

10.8.1 All tickets, receipt books, requisitions, orders or anything else which records money 
receivable or payable must be treated as controlled stationery.  This stationery must 
bear the name of the Trust and be in a form prescribed by the Director of Finance, 
issued by him and consecutively numbered.  Controlled stationery must be kept and 
treated as if it were cash. 

 
10.8.2 The basic principle of controlled stationery is to account for the use (non-use) of each 

item.  To assist in this process, the Director of Finance should keep a record of all 
controlled stationery issued to and held by users. 
 

10.8.3 All users must acknowledge receipt in writing of all controlled stationery issued to 
them.  Periodically holders will be required by the Director of Finance  to confirm that 
they have either used, cancelled or still retain all the controlled stationery shown as 
having been issued to them. 
 

10.8.4 Stationery used out of sequence or cases where stationery had not been used for 
longer than 12 months should be investigated by the Director of Finance. 
 

10.8.5 The Director of Finance must be informed immediately of any losses of controlled 
stationery in order that any subsequent use can be detected and investigated. 
 

10.9 Value Added Tax (VAT) 
 

10.9.1 
 
 
 
 
 
 
 

The Trust is required to properly account for VAT on its income and expenditure. The 
regulations covering this area are complex and liable to change but in general terms, 
the income the Trust receives from providing healthcare is outside the scope of VAT 
and the VAT paid on invoices to suppliers is not recoverable. Incorrect treatment of 
VAT may open the Trust to penalty by HM Revenue & Custom (HMRC) and therefore 
it is important to ensure that the VAT treatment is correct each time a requisition for 
goods and/or services or an invoice is raised in respect of services supplied by the 
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Trust. Where there is doubt over VAT treatment advice should be sought from the 
Director of Finance. 
 

10.9.2 The Director of Finance is responsible for ensuring that VAT Returns are completed 
on a monthly basis for HMRC and that the figures contained within them are 
accurate.   
 

10.9.3 All invoices raised must show whether the charge made is subject to VAT and the 
amount of VAT (if any) being charged.  Where receipts for VATable income are 
issued, the Trust’s VAT Registration Number and the rate of VAT being charged must 
be shown on the receipt. 
 

10.9.4 No VAT may be reclaimed in respect of any payment unless an official VAT invoice 
that fully complies with the requirement of HM Revenue and Customs substantiates it.  
Separate rules apply for small payments (less than £50) where a till receipt may 
qualify as adequate documentation. 
 

10.9.5 The Director of Finance must maintain a VAT account to which all receipts, payments 
and reimbursement of VAT made by the Trust must be posted.  This account should 
be consistent with the VAT claim and must be reconciled monthly.  
 

10.10 Funds held on Trust (Charitable Funds) 
 

10.10.1 Charitable Funds refer to monies donated to the Trust for specific purposes.  The 
Trust Board is the ultimate trustee for all Funds although day to day control may be 
delegated to Trust staff. 
 

10.10.2 
 
 
10.10.3 
 
 

The Director of Finance must invest the balances of all Charitable Funds in 
accordance with guidelines set by the Trust Board. 
 
Charitable fund policies stipulate that donated monies are spent in a reasonable time 
and that funds are not accumulated unnecessarily, refer to the Charitable Funds code 
of procedures section 6 for further clarification. 

10.10.4 Each Charitable Fund must have written objectives registered with the Charity 
Commission, with defined charitable purposes,  
 
The objectives of the “ General” and the “Specialty” charities are: 
 
The trustees shall hold the charitable fund for any charitable purposes relating to the 
[Specialty] services provided by the Trust. 
 
The objectives of the Rocky Appeal is: 
 
The trustees shall hold the charitable fund for the relief of sickness by the 
development, improvement and maintenance of clinical services provided by the 
Trust.  

 
10.10.5 The Director of Finance has immediate responsibility for ensuring that charitable 
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funds are properly managed. 
 

10.10.6 The day to day responsibility for each Charitable fund is delegated to at least two 
officers, to be appointed by the Chief Executive.  All should be employees of the 
Trust. 
 

10.10.7 Each Charitable Fund must be allocated a separate accounting cost centre.  The 
balances held in Charitable Funds must be identified and accounted for separately in 
the Trust’s accounts. 
 

10.10.8 No Charitable Fund may be overdrawn at any time. 
 

10.10.9 A donation to a Charitable Fund must be acknowledged to the donor by way of an 
official receipt, and banked as directed by the Director of Finance. 
 

10.10.10 The Director of Finance should ensure that all donations which do not identify a 
specific Charitable Fund are credited to a fund that has objectives that are in 
accordance with the intention of the donor. 
 

10.10.11 One authorised officer plus the Charitable Funds Accountant must approve all 
expenditure requests. Expenditure should be approved in accordance with the 
detailed policy agreed by the Trust Board and relevant legislation. 
 

10.10.12 Detailed procedures have been produced in respect of the Charitable Funds and 
copies are available on the Trust intranet site. All staff dealing with Charitable Funds 
must be familiar with these procedures. 
 

10.11 Lotteries 
 

10.11.1 No lottery should be organised without the express and prior approval of the Chief 
Executive. 
 

10.11.2 Deductions for the Trust Staff Lottery Scheme must be made from the pay of 
participating staff each month. 
 

10.12 Insurance 
 

10.12.1 The Trust is unable to commercially insure against its normal business risks 
(healthcare) however it is able to insure against non –NHS business risks. 
 
Managers are responsible for informing the Trust Company Secretary of risk arising 
from Non NHS business activities who will consider if commercial insurance is 
appropriate to mitigate the risk.   The risks against which insurance cover should be 
considered include:- 
 

 a) theft of income; 
 

b) loss of income due to the interruption of the activity due to fire or breakdown of 
equipment; 
 

370



Code of Financial Procedures : Issue Number 3.3 Issue Date TBC.  Review Date November 2019 
(Unless circumstances change) 

 
Page 32 of 47 

c) liability to third parties. 
 

 The need for and level of insurance cover should be based on:- 
 
a) the likelihood of any loss occurring; 

 
b) the overall effect on the Trust if a loss was to occur. 
 

10.12.2 
 
 
 
 

Wherever possible, the Trust should reduce its exposure to liability against product 
liability claims by advising purchasers that the Trust will not be held liable for any loss 
or damage they may sustain.  Product or service liability may be reduced or 
eliminated by putting an appropriate clause in agreements and contracts. 

10.12.3 The Trust is a member of the NHS Litigation Authority risk pooling scheme which 
provides cover to members against medical negligence (CNST), third party claims 
(LTPS) and property and equipment (PES).  Enquiries about this cover should be 
made to the Legal Services Manager (CNST and LTPS) or Company Secretary 
(PES). 
 

10.12.4 Managers must remind staff of the need to ensure that when they use vehicles for 
business that their vehicle is insured for business use (Section 7.5.7 refers). 
 

10.13 
 
10.13.1 

Construction Industry Scheme 
 
As a result of the arrangement around the PFI contract the Trust is not impacted by 
the construction scheme regulations.   
 

10.14 
 
10.14.1 
 
 
10.14.2 
 
 
 
 
10.14.3 
 
 
 
 
 
 
10.14.4 
 

Leasing  
 
Leasing is a complex area, with leases being defined as either Operating or Finance, 
and a fundamental difference between the accounting treatment of each type. 
 
Operating leases have a purely revenue impact whereas a Finance lease is regarded 
as capital which will have a corresponding impact upon the Trust External Finance 
Limit (EFL) and Capital Resource Limit (CRL) and also have a revenue impact over 
the life of the lease. 
 
 Due to the complex financial impact of leases, it is essential that prior to entering into 
a lease, the Director of Finance is fully involved in: 
 

a) classifying the type of lease 
b) confirming value for money 
c) ensuring that the revenue consequences are accounted for. 
 

The Director of Finance holds a lease register to allow details of leases to be 
reflected within the Trust’s Annual Accounts and, therefore, all managers are 
required to submit a copy of finalised lease agreements to the Director of Finance. 
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11  MANAGEMENT OF ASSETS 
 
11.1 Land and Property 

 
11.1.1 The Director of Redevelopment must keep an up-to-date terrier of all Trust land and 

buildings.  This should be in both a written register and map form. The register should 
show for each  item:- 
 
a)  the location and details of the property; 
 
b)  the current use of the property; 
 
c)  the acreage or floor area of the property; 
 
d)  the original purchase or construction costs of the property; 
 
e)  the date purchased; 
 
f)  the latest valuation of the property and the source of the valuation; 
 
g)  the annual capital charges payable in respect of the property; 
 
h)  the accounting cost centre to which maintenance costs are recharged; 
 
i)  the officer managing the property; 
 
j)  the annual income (if any) earned from the site 
 
 

11.1.2 No property transaction may take place without the involvement of the Trust’s Legal 
Advisers. 
 

11.1.3 The Chief Executive should examine the register at least biennially and review the use 
made of each site identified as being vacant or otherwise surplus to requirements.  A 
return of vacant property and sites must be made to the Director of Finance for 
consideration in compiling the Trust’s accounts.  These sites should be either disposed 
of or rented out.  If it is intended to either dispose of or rent out any property for longer 
than five years, this should be done in consultation with the NHS Strategic Health 
Authority. 
 

11.1.4 Where land or property is to be acquired, the District Valuer must be consulted so that 
he can advise on the purchase price to be paid for the property. When the transaction 
has been completed, the Director of Redevelopment must be informed so that he may 
update the property terrier. 
 

11.1.5 The District Valuer should be asked to periodically perform a revaluation of the entire 
estate in line with current NHS guidance. 
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11.2 Inventories 
 

11.2.1 
 
 
 
 
 

 
11.2.2 

 
 
 
 
 

A Capital Assets Register, detailing every individual item or linked items the value of 
which exceeds the level at which capital charges become payable (currently £5000), 
must be kept by the Director of Finance  (See Section 10.5).  Each Budget Manager 
must inform him immediately when assets are acquired, or assets have been 
enhanced, are no longer used, disposed of, transferred or passed to another manager. 
 
It is a manager’s responsibility to ensure that all assets of the Trust are protected 
against misappropriation or misuse. Accordingly, assets should be marked and 
properly recorded in an inventory. As it is clearly impractical to record all assets this 
needs to done with judgement and a focus on “attractive items” which are more likely 
to be misappropriated. Managers must take reasonable precautions to ensure control 
over the property of the Trust.  
 

11.2.3 
 
 
 
 
 
 
 
 
 

11.2.4 
 

In addition to the above Register, inventories must be maintained of equipment which 
has a life expectancy greater than one year and costs in excess of £500. Although 
below the value for recording on the Capital Assets Register they may nonetheless be 
portable or attractive. Inventory records should record sufficient detail to identify the 
individual item, the date of purchase, cost, location and date and method of disposal. 
An inventory must be maintained for each physical location which is subject to 
separate management. It may be appropriate to maintain an inventory for each room, 
which is retained in the room with a copy consolidated in a CSC or Specialty inventory.   
An inventory for all IT equipment must be held centrally by the I .T. Dept. 
 
Periodic management verification of inventories should occur with the check being 
recorded. 
 

11.2.5 When items are disposed of, proof of disposal should be attached to the inventory.  All 
disposals should be made in accordance with the procedures detailed in Section 9.11 
of this Code. 
 

11.2.6 Items that are available to be loaned should not be included in departmental 
inventories but shown instead in the records of loaned items held (Section 11.3 refers). 
 

11.2.7 Wherever possible, inventory items should be indelibly marked with their inventory 
number to indicate that they are the property of the Trust.  This mark could also be 
used to confirm where appropriate that the item has been included on the Trust’s 
Capital Assets Register. 
 

11.2.8 The Budget Manager should confirm the continued existence of each item on the 
inventory each year. 
 

11.2.9 Items that cannot be accounted for should be removed from the inventory using the 
procedures for the reporting of losses detailed in Section 13.1 of this Code. 
 

11.3 Loans of Equipment (including Laptop Computers and Mobile Phones) 
 

11.3.1. Any member of staff who removes an item of Trust property or uses it on non-Trust 
business without permission of their manager will be regarded as having stolen the 
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item and be dealt with accordingly.  No item may be loaned without the agreement of 
the manager who is responsible for it. 
 

11.3.2. A record of every item loaned must be kept showing the item loaned, the name and 
address of the person or organisation to whom it has been loaned, the date it is due to 
be returned and the date of return.  Before any borrowed items are handed over, the 
borrower must sign to acknowledge receipt of the items and agree not to use the asset 
for private use and indemnify the Trust in writing against loss or damage of the item 
while it is in his custody.  The borrower should be advised that it is their responsibility 
to obtain suitable insurance for the item. 

 
11.3.3. Where items taken are to be loaned to a patient, the patient must sign to acknowledge 

receipt of the item. 
 

11.3.4. The manager responsible for loaned equipment should check at least annually that all 
equipment on loan is still needed and being used by the borrower.  Where this is not 
the case, the borrower should be pursued with a view to returning the loaned item. 

11.3.5. When loaned items are returned, their condition should be checked by the manager 
responsible for them and the loan record amended to show the item as returned.  The 
borrower should be required to pay the full cost of repair or replacement (whichever is 
the lower) if the items are not returned or returned in a damaged condition. 

 
11.3.6. Once an item has been loaned to a patient it should never be directly transferred to 

another patient but should be returned to the Trust before being reissued to the next 
patient. 

 
11.3.7 Staff using a Trust mobile phone in the course of their job must sign an undertaking to 

reimburse the Trust for all private calls, and pay any taxable benefit (see section 
9.10.5). 

 
11.4. Stock ( Inventory) Control 

 
11.4.1. A written or computerised record of all stocks and stores must be compiled and 

maintained by the Budget Manager responsible for them. 
 

11.4.2. Stocks and stores should be held by Budget Managers so as to minimise stock levels 
and maximise the efficiency of their purchase and use. Stocks should also be held with 
due regard to security. 

 
11.4.3 All stocks must be physically checked to the records of stock held at least annually by 

two officers at least one of whom should be independent of the day to day operation of 
the stores.  For larger stocks, it is recommended that the stock take is carried out on a 
“rolling” basis. 

 
11.4.4 Any discrepancies discovered during stock taking must be dealt with in accordance 

with Section 13.1.  Where discrepancies are due to breakages or other unavoidable 
losses, any evidence of the loss should be retained until the stock take has been 
completed and any discrepancies dealt with. 

 
11.4.5 A certificate of the value of stocks held at the 31st March each year must be produced 
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by the Budget Manager responsible for them and forwarded as soon as possible after 
that date to the Director of Finance. Stocks should be valued at either their purchase 
cost or net realisable value whichever the lower is. 

 
11.4.6 All write-offs of stocks and stores, including losses on disposals, must be submitted for 

approval by the Director of Finance.  
 

11.4.7 All issues from any store must be controlled by the use of a standard requisition form 
which must be treated as controlled stationery (Section 10.8 refers).  All requests must 
be authorised by the appropriate Budget Manager and show the expenditure code 
which is to bear the cost of the items being issued. 

 
11.4.8 All returns to stores must be controlled in a similar way to issues and acknowledged as 

received by the store keeper. 
 

11.4.9 The Director of Finance should be informed of all returns to suppliers.  He should 
ensure that the appropriate credit is obtained from the supplier for the goods returned. 

 
11.4.10 Budget Managers who hold stocks should review their use at least every six months.  

Where items have not been used and their further use is unlikely within the next six 
months, arrangements should be made for their disposal in accordance with Section 
9.11 of this Code. 

 
12. PATIENTS MONIES AND VALUABLES 

 
12.1 Short Term Patients 

 
12.1.1 Any patient entering the premises of the Trust to receive treatment whether as an in or 

out patient, should be advised that the Trust is not liable in law for the loss of any 
personal money or property belonging to them, unless it has been specifically handed 
to the Trust for safe keeping.  Notices to this effect should be displayed in all 
appropriate places and shown on all patient admission documentation. 
 

12.1.2 As a general rule, patients must bear the cost of any money or property they may lose 
on Trust premises unless they have handed it in for safe keeping or the Trust or its 
staff have been negligent. 
 

12.1.3 Patients should be encouraged to bring with them only the items they are likely to need 
during their stay. 
 

12.1.4 Where patients may be required to undress for examination, facilities where their 
valuables can be kept safe should be provided for them. 
 

12.1.5 The Department of Works and Pensions should be informed of all patients who have 
been or are likely to be in hospital for more than a week in order that the patient may 
receive any benefits to which they are entitled.  Where the Agency has been advised 
of a patient’s admission, they should also be informed of that patient’s discharge or 
transport to another hospital. 
 

12.1.6 Where patients have no next of kin in the area, the local Social Services Department 
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should be informed so that arrangements can be made to look after the patient’s 
property and other domestic matters where required. 
 

12.1.7 Standard receipts (which must be treated as controlled stationery - Section 10.8 refers) 
must be used to record the receipt of all patients’ money and valuables.  They  must be 
used when: 
 
a) cash or valuables are handed in for safe keeping; 

 
b) cash and valuables are found in the possession of patients who die in hospital; 

 
c) patients are admitted to hospital and are unable for whatever reason to look after 

themselves. 
 

12.1.8 Receipts should be filled out by hospital staff and countersigned by the patient to 
confirm that the details are correct.  If they are unable to do so, a relative of the patient, 
or failing that two members of staff should sign.  Full details of the cash and other 
items handed over (for a mobile phone, make, model etc.) must be entered on the 
form. 
 
Completed forms should be distributed as follows:- 
 

 Top copy – (white) sent with receipted items to Cashiers Office 
Second copy – (yellow) handed to patient or relative 
Third copy (green) retained on the ward 
Fourth copy (pink) sent with receipted items to Cashiers Office 
 

12.1.9 Each copy of a spoilt receipt must be marked “Cancelled”. All four copies of spoilt 
receipts should be forwarded to the Cashiers Office. 
 

12.1.10 Deposited valuables together with their associated receipts should be forwarded to the 
Cashiers Office who is responsible for their safe keeping.  The items relating to each 
receipt should be put into separate sealed envelopes, endorsed with the number of the 
receipt which applies to them and placed in a safe.  Property should never be left on 
wards. 
 

12.1.11 Cash of more than £300 should be banked as soon as possible and any cash which is 
expected to be held for more than two weeks should be receipted and banked along 
with other Trust income.  Where income is banked, the appropriate Patients Property 
Receipt should be endorsed with the corresponding Trust receipt number. 
Reimbursement of banked cash may be by cheque or cash dependant on the patient 
preference and the value concerned. 
 

12.1.12 The reference numbers of Building Society books, etc. should be noted on the property 
receipt.  The number of the next cheque, or any balances of account shown, as 
applicable should also be noted. 
 

12.1.13 No items of property should be passed to the friends or relatives of a patient without 
their written consent.  A receipt for items handed over must always be obtained from 
the recipient.  Where a patient dies in hospital, the procedures outlined in Section 12.3 
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should be followed. 
 

12.1.14 When a patient is transferred to another ward within the same hospital, the ward copy 
of the receipt should be forwarded to the new ward and Cashiers advised of the 
transfer. 
 

12.1.15 When a patient is discharged or transferred to another hospital, their property should 
be returned to them by the Cashiers Office.  They must sign the Cashier Office’s copy 
of the Property Receipt to acknowledge receipt of the items.  The discharging ward 
should endorse their copy of the receipt to indicate that the patient has been 
discharged.   
 

12.1.16 If a patient’s money or valuables have been held for an unusually long time enquiry 
should be made by the Cashiers Office to ascertain the current state of the patient.  
Action should be taken as appropriate. 

  
12.2 
 
12.2.1 
 
 

Out of Hours Access 
 
Out of hours access to the Cashiers Department to release valuables can be arranged 
via the Duty Manager. 

12.3 Patients who die in hospital 
  
12.3.1 When patients die in hospital Bereavement Services Officer must be informed. 

 
12.3.2 Cash or valuables not deposited with the hospital for safe keeping should be receipted 

as in Section 12.1.7 to 12.1.12. If items are removed from the body of a patient, a 
receipt should be completed with two staff signing (as in section 12.1.8). 
 

12.3.3 Where valuables are not removed from the body of a patient while they are at the 
hospital, a Patient’s Property Receipt for the items must be completed.  The fourth 
(pink) copy will be passed to the Bereavement Services Office, the third (green) 
retained on the ward and remaining two copies (white and yellow) attached to the 
shroud.  A discharge shall be obtained from whoever collects the body by signing 
through the top two copies.  
 

12.3.4 On receipt of the body into the hospital mortuary the Mortuary Attendant shall sign the 
two copies of the Patient property Receipt to acknowledge receipt of items.  When the 
body is collected (normally by the undertaker) the top (white) and second (yellow) 
copies should be signed with the second (yellow) copy being given as receipt.  The top 
(white) copy will be retained by the Mortuary. 
 

12.3.5 Patients’ clothing and items with a combined value of less than £250 may be handed 
to relatives provided they have proof of identity, are aged 18 or older and sign an 
undertaking to return any items handed to them if this should become necessary. 
 

12.3.6 Where a patient dies with cash and property worth less than £5,000, the Bereavement 
Services Officer should complete enquiry forms to ascertain who may claim on the 
estate. Once this have been established, property held may be released to the 
Executor (if there is one) or a relative provided that they indemnify the Trust as in 
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Section 12.3.5. If possible, the consent of the other claimants on the estate should be 
obtained before any cash or property is handed over. 
 

12.3.7 Where a patient dies with cash or property worth more than £5,000, a Grant of Probate 
or Letter of Administration will need to be obtained from the Court before assets can be 
handed over to relatives or Executor. 
 

12.3.8 Forms of enquiry and indemnities should be filed so that they can be linked to the copy 
of the Patients Property receipt to which they refer. 
 

12.3.9 Where relatives of a deceased patient claim property held by the Trust on behalf of the 
patient, but will not either arrange or pay for the deceased’s burial, no property held 
should be released to them. 
 

12.3.10 If the Trust has to arrange the funeral of a deceased patient, the Trust should meet the 
cost by using the cash or property held in the patient’s estate.  If there are insufficient 
funds in the estate, the relatives should be approached and asked to meet the 
remaining costs unless:- 
 
a) the deceased patient has no traceable relatives; 

 
b) the deceased’s relatives could not be reasonably be expected to meet the cost, for 

example, they are receiving Income Support. 
 

12.3.11 Bereavement Services Offices and Cashiers Offices should arrange for the disposal of 
any property which is held on behalf of any patient who died or was discharged more 
than six years previously.  The procedure to be used is that specified in Section 9.11 of 
this Code.  Proof of disposal should be attached to the appropriate copy of the Patients 
Property Receipt. 

 
12.4 

 
Brought in Dead 
 

12.4.1 When a body is brought in by ambulance it will be taken directly to the mortuary and 
where there are valuables either with the body or on the body on arrival the ambulance 
crew (2 people) should complete a Patient Property Receipt at the Mortuary noting 
loose valuables and any valuables seen on the body. Once completed the Patient 
Property Receipt should be signed by two people and the top three copies of the 
receipt placed together with any loose valuables (wallet, etc) in an Orange property 
bag and dropped in the Mortuary safe. The fourth copy of the receipt (pink) should be 
left with the body. If there are no loose patent valuables the Patient property form may 
be dropped directly into the Mortuary safe (without an orange bag).  
 
 The mortuary safe should be emptied on a daily basis by two mortuary staff, the 
sealed bags opened and the bag contents checked against the ,”Patient Property 
Receipt”. 
 
Loose valuables should be taken to Bereavement Services together with the “Patient 
property Receipt”. Bereavement Services will sign the receipt and return the second 
(yellow) and third copy (green) as a receipt. 
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Where the patient property form also record items still on the body the copies of the,” 
Patient Property Receipt” will be updated to reflect this. 
 
When the body is collected the person collecting should sign the remaining copies of 
the, “Patient property Receipt” recording the valuables remaining on the body and be 
given the (yellow) copy as a receipt with the white copy remaining with the Mortuary. 
 
Normally items should not be returned to relatives from the Mortuary without the 
agreement of the police however items may be returned subject to the provisions of 
paragraph 12.3.6- 12.3.9 above. If there is doubt about returning an item of property 
guidance should be sought from Bereavement Services. 
 
 

 
13 LOSSES AND SPECIAL PAYMENTS 

 
13.1 Trust Property 

 
13.1.1 Losses are defined as any loss with a monetary value arising due to:- 

 
a) theft or other crime, negligence or carelessness; 

 
b) inefficiency, or other maladministration; 

 
c) any other cause. 

 
 Further details are given in Chapter 5 of the Manual for Accounts. 

 
13.1.2 When a loss is detected, management and staff must:- 

 
a) identify the cause of the loss; 

 
b) prevent further losses if they are still continuing; 

 
c) take steps to try to prevent the loss from happening again; 

 
d) establish who (if anyone) can be held responsible for the loss; 

 
e) if possible, try to recover the lost money or goods; 

 
f) record and report the loss (Section 13.1.3 and 13.1.4 refer). 

 
13.1.3 Any member of staff discovering a loss must report it to their Manager as soon as 

possible. 
 

13.1.4 
 
 
 
 

Losses should, initially, be handled like any other adverse incident. The person who 
discovers the loss must complete an adverse incident reporting form (AIR) and forward 
the top copy to the Risk Management Department. The second copy should be 
completed by the Line Manager who should then forward it to the Risk Management 
Department. The third copy should be retained in the AIR folder in the area which has 
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incurred the loss. 

13.1.5 Any loss that is considered so serious as to be classified as a “red” incident should be 
notified to the Risk Management Department immediately by telephone. 
 

13.1.6 In the cases of loss occurring where fraud is suspected, an AIR should still be 
completed but the loss should be reported immediately to the Director of Finance, 
Operational Manager and the Local Counter Fraud Specialist.  
 

13.1.7 In every case where crime is known or suspected, the police must be informed as soon 
as possible after detection of the loss. 
 

13.1.8 All losses must be recorded in the Trust’s Accounts.  A report of all losses incurred 
should be prepared each year by the Director of Finance and submitted to the Trust 
Board for acceptance.  Although the Trust Board is generally able to authorise its own 
losses and special payments, novel, contentious, or repercussive cases must still be 
referred to the Department of Health for approval. 
 

13.1.9 Where a loss is more than £1000 a check list as identified in the Manual for Accounts 
must be completed.  The Director of Finance will co-ordinate the completion of the 
checklist where necessary. 
 

13.2 Lost Property 
 

13.2.1 Notices should be displayed in all public areas (including wards) stating that the Trust 
is not liable for loss or damage to any money or property unless it has been handed in 
for safe keeping.  This includes areas such as car parks. 
 

13.2.2 Where losses occur to property which has been handed in for safe keeping, the 
procedures outlined in Sections 13.1.2 to 13.1.7 should be followed. 
 

13.2.3 All cash or valuables lost property found on Trust premises should be handed into 
Cashiers and a lost Property form completed. The form which is treated as controlled 
stationery (Section 10.8 refers) will show:- 
 
a) the date, place and time the property was found; 

 
b) a description of the property; 

 
c) the name and address of the finder. 

 
A copy of the form must be given to the finder as a receipt. 
 

13.2.4 Lost property which is not valuable (items of clothing or patient appliances) should be 
handed into the nearest reception desk. A record should be kept at the reception desk  
of: 
 

a) the date, place and time the property was found 
b) a description of the property 
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13.2.5 Non-valuable property should be kept for one month and then disposed of by following 
the process for disposing of surplus equipment the “Disposal form” and Procedure can 
be found at: 
http://pht/Departments/SoEPS/Templates1/Generic%20Templates/Stage%204/SoEPS
%20Terms%20and%20Conditions%20for%20the%20%20Sale-
Disposal%20of%20Assets.docx 

13.2.6 Valuable property will be kept by Cashiers for one month and If it remains unclaimed 
will be returned to the finder who will be required to produce identification and sign the 
Property Receipt to acknowledge the handing of the property to him.  If the property 
was found by a member of staff in the course of their normal duties, the Trust should 
be regarded as the finder and Cashiers will arrange for its disposal or sale through 
Solent Supplies as above. 
 

13.2.7 Claimants of lost property must sign to confirm receipt and ownership should be 
ascertained as far as possible before handing over the property. 
 

13.2.7 Any property which is not claimed or the finder does not wish to have should be kept 
for a further month after it was found and then passed to Solent Supplies for them to 
arrange for its disposal. 
 

13.3 Compensation Payments  
 

13.3.1 
 
 
 
13.3.2 

Claims for compensation should be referred either to the Legal Services Manager 
(legal claims against the Trust) or the Head of Risk Management (claims for lost 
items). 
 
Whenever compensation claims are made, there should be no admission of liability by 
the Trust. 
 

13.3.3 The Trust must obtain the approval of the NHS Executive when any proposed payment 
exceeds the limits delegated to the Trust. 
 

13.3.4 The Director of Finance must be informed of all compensation payments made in order 
that these details can be included in the Trust Annual Accounts. 

13.3.5 Where a compensation payment is more than a £1,000, the procedure outlined in 
Section 13.1.9 should be followed. 

14  DATA PROTECTION 
 

14.1 Every Information Asset should have appointed for it an Information Asset Owner (IAO) 
who is responsible for ensuring that all aspects of the system comply both with the 
provisions of the Data Protection Act and the Trust Data Protection Policy.  This officer 
must ensure that any system that directly holds, or affects, the management of 
personal data is appropriately registered and risk assessed. 
 

14.1.1 Every CSC and Corporate Department should nominate an Information Asset Owner.  
This officer should ensure that full details of the data held on all applicable Information 
Assets within the CSC / Corporate Department are passed promptly to the Information 
Governance Manager. 
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14.1.2 Each Information Asset Owner should review the computer systems used within his 

area of responsibility.  If any new systems are identified, or the use of data held within 
systems changes or systems are no longer used, details of these changes should be 
passed to the Information Governance Manager. 

 
14.1.3 All members of staff are individually responsible for ensuring that they comply with the 

Act.  In addition, all members of staff must undertake Information Governance Training 
(which covers the Data Protection Act) as part of their induction and as a mandatory 
annual refresher. 
 

14.1.4 The eight basic principles of the Data Protection Act with which all applicable computer 
systems must comply are:- 
 
1. Personal data shall be processed fairly and lawfully and, in particular, shall not be 

processed unless-  
(a) at least one of the conditions in Schedule 2 is met, and 
(b) in the case of sensitive personal data, at least one of the conditions in Schedule 
3 is also met. 

2. Personal data shall be obtained only for one or more specified and lawful purposes, 
and shall not be further processed in any manner incompatible with that purpose or 
those purposes. 

3. Personal data shall be adequate, relevant and not excessive in relation to the 
purpose or purposes for which they are processed. 

4. Personal data shall be accurate and, where necessary, kept up to date. 
5. Personal data processed for any purpose or purposes shall not be kept for longer 

than is necessary for that purpose or those purposes. 
6. Personal data shall be processed in accordance with the rights of data subjects 

under this Act. 
7. Appropriate technical and organisational measures shall be taken against 

unauthorised or unlawful processing of personal data and against accidental loss or 
destruction of, or damage to, personal data. 

8. Personal data shall not be transferred to a country or territory outside the European 
Economic Area unless that country or territory ensures an adequate level of 
protection for the rights and freedoms of data subjects in relation to the processing 
of personal data. 

 
14.1.5 All officers must take special care not to disclose information concerning individuals to 

any person not authorised to receive it, and to use information obtained solely for the 
purpose for which it was collected. Passwords to computer systems should be kept 
confidential and disclosure will be regarded as a disciplinary offence and the employee 
concerned dealt with accordingly. 
 

14.1.6 When data subjects (living individuals who have medical information about them held 
on computer) request to see that information, their request must be complied with.  All 
requests (for clinical records) should be forwarded to the Correspondence Office and 
for staff / personnel requests to the appropriate line manager.  A charge is made for 
requests to access copies of clinical records (see Access to Personal Records Policy 
for further information).  The charge has to be prepaid. Standard charges are currently 
£50 for paper copies of medical records (which can include a CD of x-rays) and £10 for 
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electronic data i.e. x-ray. 

 
15 RETENTION OF FINANCIAL RECORDS 

 
15.1 Introduction 

 
15.1.1 The following paragraphs detail the requirements for the retention of financial and 

other records. These requirements are prescribed by the (Department of Health) 
Records Management – NHS Code Of Practice (Part 2), HM Revenue and Customs, 
and all such requirements must be strictly adhered to. 
 

15.1.2 All records must be kept in their original form for at least the current and preceding 
financial years. Unless otherwise indicated however, original documents which are 
more than two years old need not be retained providing the storage media used 
produces an exact record of the document.  Media satisfying this criterion include 
microfilm and optical disc but exclude microfiche. 
 

15.2 Financial Records 
 

15.2.1 One set of the Annual Accounts and Statements of the Trust should be permanently 
preserved. Estimates and the documentation supporting them should be kept for at 
least three years. 
 

15.2.2 All primary accounting records such as invoices, bank statements, journals, ledgers, 
etc. should be retained for six years. 
 

15.2.3 All minor accounting records such as petty cash vouchers, cancelled cheques, paying-
in slips etc. should be retained for two years. 
 

15.2.4 All documents relating to the employment of staff including contracts of employment, 
references and sickness records should be retained for least six years after the 
employee leaves service. 
 

15.2.5 Salaries and Wages and Superannuation records should be kept for ten years or until 
the person or persons concerned has reached retirement age, whichever is the later.  
For this purpose, computerised records would be considered adequate. 
 

15.3 Property Records 
 

15.3.1 All original title deeds and correspondence relating to the acquisition, disposal, renting 
or leasing of land and property should be kept indefinitely. 
 

15.3.2 Capital Asset Registers should be kept for three years (2 years from completion of 
audit). 
 

15.3.3 Inventories of assets (apart from the Capital Assets Register) should be retained for 18 
months after the last item shown on the inventory has been disposed of. 
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15.4 Contract Records 
 

15.4.1 The records relating to contracts for the supply of goods and services to the Trust 
should be retained for six years after they have ended. 
 

15.5 Capital Works Records 
 

15.5.1 The originals of all contract documents, drawings, certificates and final accounts 
should be retained indefinitely. 
 

15.5.2 The records relating to the supply of goods or services other than to a patient should 
be kept for 11 years after the date of supply. 
 

15.6 Stores Records 
 

15.6.1 Store ledgers and other Stores records should be retained for six years.  Stores 
requisitions, orders, goods received notes and goods returned notes should be 
retained for 18 months. 
 

15.7 Charitable Fund Records 
 

15.7.1 Any document relating to the establishment and purposes for which donated funds 
may be used should be kept indefinitely. 
 

15.8 Patients Records 
 

15.8.1 The retention periods listed below reflect the minimum requirements of clinical need. 
Personal health records may be required as evidence in legal actions and the 
minimum retention periods take account of this requirement. It is not necessary to keep 
every piece of paper received in connection with patients, consultation should take 
place with health professionals to determine which elements should be considered as 
a permanent part of the record, and which should be transient and discarded as their 
value ceases. 
 

15.8.2 Children and young people - records should be retained until the patient’s 25th 
birthday or 26th if the young person was 17 at the conclusion of treatment, or 8 years 
after the patient’s death if death occurred before their 18th birthday. 
 

15.8.3 
 
 
 
15.8.4 
 
 
15.8.5 
 
 
 
15.8.6 

Donor records - records to be retained 30 years post transplantation, per the 
Committee on Microbiological Safety of Blood and Tissues for Transplantation (MSBT) 
guidance issued in 1996. 
 
Maternity (all obstetric and midwifery records including those of episodes of maternity 
care that end in stillbirth or where the child later dies) - 25 years after last live birth. 
 
Mentally disordered persons (within the meaning of the Mental Health Act 1983) - 20 
years after no further treatment was considered necessary, or 8 years after the 
patient’s death if the patient died while receiving treatment. 
 
Oncology - 30 years after conclusion of treatment, especially when surgery only 
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15.8.7 

involved. 
 
Patients involved in clinical trials - 15 years after the conclusion of treatment. 
 

15.8.8 All other records should be kept for eight years after the episode of treatment has 
ended. 
 

15.9 Destruction of Confidential Records 
 

15.9.1 When records are destroyed, this must be done so as to ensure that confidentiality is 
maintained.  This can best be achieved by placing them in sealed boxes or bags and 
either shredding or incinerating them.  Advice from an appropriate member of the 
Consultant medical staff should be obtained before any medical records are destroyed. 

 
16.  BACK UPS OF PERSONAL COMPUTERS 

 
16.1.1 All individuals using networked Personal Computers (PCs) are responsible for ensuring 

that all data is saved to Trust networked drives, which are backed-up by the ICT 
Department on a daily basis.  Local PC hard drives must not be used for storing or 
backing-up Trust information. 

 
16.1.2 In the event of files on networked drives becoming lost or corrupted, individuals should 

contact the ICT Service Desk for assistance in recovering them. 
 

16.1.3 Where using laptops or PCs that are not normally connected to the Trust network, non-
personal identifiable data may be saved to local hard drives temporarily, but must at 
least fortnightly be backed-up by copying to networked drives, either by connecting 
laptops to the Trust network and copying files across, or via portable storage media such 
us CDs or USB sticks transferred to networked PCs.  Following transfer to networked 
drives, the data must be deleted from the portable storage media, or otherwise rendered 
inaccessible. 

 
16.1.4 Personal data must not be stored or transferred using any “Flash Memory” device 

without prior approval from the ICT Department. Refer to.”ICT Security Policy” (policy no. 
8.2 and,”ICT Portable Computing & data storage devices policy” (policy 8.4) for further 
information. 

 
 
 

385



 
 

 TRUST BOARD PUBLIC – FEBRUARY 2018               Agenda Item Number: 20/18 
                  Enclosure Number: (13) 

Subject: Summary of Council of Governors Most Recent Business 

Prepared by: 
Sponsored & Presented by: 

Emma McKinney, Director of Communications and Engagement 

Purpose of paper To keep the Trust Board abreast of Council of Governors business 

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

To note the content of the paper and attached minutes as below: 
 
Full Council of Governors Meeting 

- 11th October 2017 
 

Best Hospital, People and Care TAG Meeting 
- 15th November 2017 

 
Planning and Performance TAG Meeting 

- 8th November 2017 
 

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

The Trust Board is asked to consider if there is any detailed piece of 
work/review that it would like the Council of Governors to carry out 
on its behalf. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

A summary of business will be shared with the Trust Board on a 
regular basis 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 

 

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

Organisational Priorities N/A 

Board Assurance Framework/ 
Risk Register Reference N/A 

Risk Description N/A 

CQC Reference N/A 

 

Committees/Meetings at which paper has been discussed/ approved: Date 
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Council of Governors most recent business: 

 
 

Full Council of Governors  
 
The full Council of Governors met on 12 January. 
 
The Chairman formally introduced the new members of the Executive Team/Non-
Executive Directors, present at the meeting. 
 
The Chairman discussed with the Governors at some length, her thoughts on how 
she would like to take the role of Governor forward, now that the Trust would no 
longer become a Foundation Trust. It was her belief that they should become 
‘Protectors’ of the Trust’ and she asked them to give consideration to her ideas and 
suggestions which would be explored further at a Workshop planned for the 
Governors on 26 February. 
 
The Lead for the Sustainability and Transformation Lead for Hampshire and IOW, 
Richard Samuel, provided an update on the Sustainability and Transformation Plan.  
 
The Head of Patient Experience had been invited to an open discussion with the 
Governors, immediately following the formal part of the Full Council of Governors 
meeting, to discuss her role within the organisation and how she and the Governors 
could work together in the future to best utilise their skills and expertise 
 
Best Hospital People & Care Trust Advisory Group 
 
The Best Hospital People & Care TAG met on 10 January. 
 
The Associate Director of Nursing, Alison Fitzsimmons provided an overview of the 
provision for Mental Health patients at QAH and spoke in detail of the many 
improvements that had been made to the service, following the inadequacies raised 
in the most recent CQC report. 
 
The group was asked to give consideration as to who might Chair this Trust Advisory 
Group in 2018. 
 
Planning & Performance Trust Advisory Group 
 
The Planning & Performance TAG met on 5 January. 
  
The Chief Operating Officer had been invited to talk to the Group about MFFD 
patients and the impact that they were having on the Emergency Department. 
However, due to hospital pressures he was unable to attend and would be invited to 
a future meeting. 
 
It was agreed that Richard Mackay would remain as Chair of this Trust Advisory 
Group for a further year. 
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  MINUTES OF THE FIFTY NINTH MEETING OF THE COUNCIL OF GOVERNORS  
OF PORTSMOUTH HOSPITALS NHS TRUST 

 
Wednesday 11th October 2017 

 
13.30 – 16.00 

 
Oasis Centre, Queen Alexandra Hospital, Southwick Hill Road,  

Cosham, Portsmouth, PO6 3LY 
 

PRESENT:  
  
Public – Fareham & Gosport: 
Richard Mackay 
 
Public – Havant & East Hampshire: 
Ernie Wells  
Roland Howes 
 

Public – Portsmouth City: 
Ken Thompson 
Robin Lander-Brinkley 
Lez Ward 
 
Patient/Carer: 

Appointed Governors: 
Norman Robson - West Sussex  
Adel Resouly – SE Hants CCG 
Cllr Luke Stubbs - Portsmouth City Council 
Richard Thelwell - University of Portsmouth 
Elizabeth Kerwood- Fareham & Gosport and SE Hants CCG 
 

Staff Governors: 
Les Jones  
 

IN ATTENDANCE: 
Mark Nellthorp – Interim Chairman 
Tim Powell – Director of Workforce & Organisational Development 
Peter Mellor – Director of Corporate Affairs 
Rachael Roberts – Team Manager, PCC  
Anne Veale – District Manager, PCC 
Dawn Humphrey - Personal Assistant to Council of Governors (Minutes)  
 
APOLOGIES: 
Mark Cubbon, Chief Executive 
Cllr Peter Edgar – Hampshire County Council 
Cdre Inga Kennedy – RN 
Mary Sheppard – Fareham & Gosport 
Jayne Jempson -  Staff 
Robin Marsh – Patient/Carer 
Jocelyn Booth – Havant & East Hampshire 
Sarah Edmonds – Portsmouth City 
Frances Bates – Havant & East Hampshire 
 
DID NOT ATTEND: 
David Gattrell  
 
44-17 
 

APOLOGIES 
 
The Interim Chairman read those apologies that had been received in advance of the meeting. 
 
 

 DECLARATIONS OF INTEREST 
 
The regular declaration of interest was recorded for Richard Mackay. There were no further 
declarations. 
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45-17 MINUTES OF THE PREVIOUS MEETING 

 
It was agreed that the Minutes of the meeting held on 11 July 2017 were a true and accurate 
record. 
 

46-17 MATTERS ARISING / ACTION GRID 
 
All actions were complete and therefore removed from the grid, with the exception of: 
 
25-17– Outpatient Check in Data 
The Director of Corporate Affairs advised that the Chief Operating Officer, who had been committed 
to clinic data being analysed to assist in the planning of consultants work plans and work load, had 
since left the Trust and he was therefore uncertain if this had been actioned. He agreed to find out 
and would provide an update at the meeting in December.  
 
20-17- Outpatient Phlebotomy Service 
The Director of Corporate Affairs advised that no further update had been provided by the General 
Manager for Clinical Support and Head of Professions, who had been in negotiations with 
Commissioners regarding the service. However, he would seek a response and provide an update 
at the meeting in December. 
 
Richard Mackay asked if the Outpatient Phlebotomy leaflet had now been updated and asked for a 
copy of the most current version. 
Action: Dawn Humphrey 
 
Matters Arising 
Norman Robson raised a concern around the statistics within the Integrated Performance Report, 
for the completion of appraisals. The Director of Corporate Affairs agreed that this was an area 
which had been highlighted by the CQC, who sought reassurance that staff had the required skills 
and capability to adequately deliver the patient care required, with a deadline of 31 October 2017. 
This had been built into the Quality Improvement Plan. Norman Robson asked if the Governors 
could be provided with an update at the next meeting in December. 
Action: Director of Corporate Affairs 
 
Les Jones had recently attended an Appraiser training course and felt strongly that the statistics 
would improve considerably if more staff were given training in ‘how to conduct an appraisal’ but he 
felt that most staff would find the current training course too lengthy and thus difficult to schedule 
into a busy workload. The Director of Workforce & Organisational Development confirmed that the 
simplification of the appraisal form, to help speed up the process, was being discussed.  There 
would be a new system in place by end of December, however, he agreed that the idea of a bigger 
cohort of appraisers was worthy of consideration. 
 
Roland Howes compared our own staff appraisal performance to that of the military staff in the 
hospital. The Director of Workforce explained that the military staffing rotas provided more 
opportunity for appraisals, training and personal development than the normal Trust rotas.  
However, he did recognise the discipline within the military workforce.  
 
The Chairman agreed that this was an area of concern. He was aware that there were sometimes 
cases of appraisals of front line staff having to be postponed at the last minute because of clinical 
pressures. Whilst understanding why this might happen, he emphasised that this did not make it 
acceptable. There needed to be a significant improvement. 
 
There were no further matters arising. 
 

47-17 CHAIRMAN’S REPORT 
 
The Chairman announced that his term as a Non-Executive Director would come to an end on 
November 30th. He was delighted to be able to announce some substantive new members to the 
Trust Board, including the new Chief Executive Mark Cubbon, Chief Operating Officer, Paul 
Bytheway, Chief Medical Officer, John Knighton and a new Chief Nurse, Theresa Murphy. A new 
Chairman would also be in post by the beginning of December. 
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48-17 FEEDBACK FROM TRUST’S ADVISORY GROUPS 
 
Planning & Performance TAG 
 
Richard Mackay advised that the Director of Finance had presented a progress report on the 
Financial Plan 2017/18. 
 
Norman Robson referred to page 45 of the August 2017 Integrated Performance Report (Finance 
Report) and highlighted that the income was not as had been expected and that in his opinion, it 
was too late in the year to take remedial action; he asked the Chairman for his view. The Chairman 
agreed that the Trust was not where it should be at this point in time, but that every effort was being 
made to redress the situation. He assured the Governors that the Trust Board was fully focussed on 
the need for financial recovery. 
 
Best Hospital, People & Care TAG 
 
Richard Mackay provided an update on behalf of Sarah Edmonds. At the last meeting, the Deputy 
Director of Nursing, Debra Elliott, had provided a very detailed overview of the CQC Report and the 
resultant Action Plan. 
 
Richard Mackay provided some feedback from the Governor’s recent visits to AMU that there was 
frustration amongst the junior doctors with the DOLS process; they felt that precious time was 
wasted in completing forms which were then not made use of because of a shortage of staff. 
 
There were no questions. 
 

49-17 SOCIAL SERVICES BASED AT QAH 
 
This item was taken out of turn. 
 
Paul Thomas, IDS Lead and a representative from the Hampshire Social Services team were both 
regrettably, unable to attend the meeting and therefore, Rachael Roberts, Team Manager and Anne 
Veale, District Manager, for Portsmouth City Council were in attendance to answer the Governors 
questions on the Social Services provision based at QAH. 
 
The Chairman reminded that approximately a quarter of the hospitals bed stock was occupied by 
patients who were medically fit for discharge.  He commended the Portsmouth City Council Team 
for the significant improvements that had been made in the local provision of packages of care.      
 
Roland Howes asked how many patients were currently Medically Fit and Ready for Discharge. The 
Director of Workforce answered that this was approximately 240.  
 
Robin Lander Brinkley asked the representatives from Portsmouth City Council what they found 
frustrating in dealing with the hospital. They replied that in the past, they had found the hospital very 
inward looking but during the past 6 months this had changed and the relationship was now more 
positive, with far more open and productive conversations taking place.  
 
Robin Lander Brinkley asked for an explanation of the process.   
 
Rachael Roberts explained that the ward sent the team an assessment notification and a note 
advising them that a patient may need community care services, which could come at any time in 
the patient’s journey. This was followed by a discharge notification; so the earlier that the referral 
was received, the earlier they could enable the discharge and go to the brokerage team for an 
appropriate care package. 
 
Robin Lander Brinkley asked if the process was being made any easier for them. Rachael Roberts 
answered that there now seemed to be a greater understanding and more collaborative working. 
Although the current referral process from the wards was complicated, this was being reviewed 
which would hopefully simplify things.  
 
Les Jones asked if a case was assigned to one particular member of staff. Rachael Roberts 
confirmed that this would usually be the case. He also asked if there was a different team that was 
involved with those discharged on medical grounds from those on mental health grounds and if 
there were different teams for each. Rachael Roberts replied that it would be the hospital Social 
Work team.  
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Norman Robson asked what the aspirations for the team were for the next 12 months.  Anne Veale 
replied: 
 

· All patients needing an assessment were allocated one, so there would be no waiting list. 
· No delays reported weekly to the DoH (last week they had 9). 
· To develop a 7-day working service; which is currently run only on a goodwill basis. 
· For there to be no MFFD Portsmouth patients, who were the responsibility of the Council. 

 
Cllr Luke Stubbs said that Solent was possibly performing better than Southern because they had 
been able to employ some extra HCSW staff who had made a significant difference. One of the 
problems that Hampshire Social Services faced was in trying to arrange care packages for those 
patients in rural areas. 
 
Ken Thompson asked if the necessary level of staffing was available over the weekend. Weekend 
cover was dependent on goodwill so was not always available.  However, a member of staff had 
recently been appointed for 3 months to support the FIT project and she would also provide cover 
at weekends.  
 
Richard Mackay referred to a chart showing a high number of patients for Portsmouth and 
Hampshire awaiting assessments and asked what was the main cause of the delay. Anne Veale 
replied that staff sickness had been a problem but now patients should not wait more than a day 
following receipt of the referral for their assessment. The Chairman agreed that Portsmouth Social 
Services had done a huge amount of work to tackle the challenges that they faced in regard to 
patients awaiting discharge.  
 
The Chairman asked the Governors if they would benefit from representatives from Hampshire 
attending a future meeting as they had been unable to attend today.  It was agreed that the problem 
could be re-visited in the future if it was felt necessary.  
 

50-17 FEEDBACK FROM GOVERNORS VISITS TO INTEGRATED DISCHARGE SERVICE 
 
This item was taken out of turn. 
 
Richard Mackay presented the attached and explained that two groups of Governors had visited the 
IDS on 3 July and 16 August, followed by a meeting on 21 September to discuss their 
recommendations. He had also visited some wards and a nursing home. One of their suggestions 
was that a one page document explaining to patients, carers and families, the impact of remaining 
in hospital be given to them by Staff.  
 

Feedback from 
Governor's visits to ID   
Richard Mackay asked if the Governors could be provided with some feedback on the suggestions 
that they had made. The Chairman suggested that the Director of Corporate Affairs seek responses 
from individuals and then summarise in a report to the Governors. 
Action: Director of Corporate Affairs 
 
There were no questions. 
 

51-17 DECISION ON SUMMARY OF INFORMATION TO BE SHARED WITH THE TRUST BOARD 
 
There was a general concern around HR Indicators within the wards, which the Director of 
Corporate Affairs would share with the Trust Board. 
 
He would also reiterate the Governors concerns around the Trust’s financial position and the high 
numbers of MFFD patients. 
 

52-17 FEEDBACK OF ANY THEMES FROM PUBLIC CONCERNS 
 
The Director of Corporate Affairs asked if Governors had received any feedback from members of 
the public.  
 
Roland Howes noted that there had been two examples of patient complaints that had been 
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discussed at the last Trust Board meeting on 5 October and asked if there were would be any 
repercussions for any member of staff found to be in the wrong. The Chairman confirmed that any 
staff issue would be addressed appropriately. 
 
Richard Mackay highlighted his frustration over the ongoing debate the Trust was having with the 
CCGs regarding the provision of the Phlebotomy Service/Phlebotomy leaflet and the slow decision 
making process; he would like to see a conclusion. Elizabeth Kerwood explained that this was a 
complicated process which involved multiple providers. However, she would look into this and 
provide the Governors with an update. 
Action: Elizabeth Kerwood/Dawn Humphrey 
 

53-17 PROPOSED AGENDA ITEMS FOR NEXT MEETING 
 
Norman Robson suggested an update on progress with the Sustainability and Transformation Plan. 
The Director of Workforce & OD explained that the county-wide STP footprint had now been split 
into 4 local delivery systems which would influence how we worked together in the future.  
Action: Dawn Humphrey 
 
The Chairman suggested that Governors feedback to the Director of Corporate Affairs any ideas for 
future Agenda items. 
 
Richard Mackay suggested the Financial Recovery Plan.  It was agreed that this would be included 
in the Work plan for 2018. 
Action: Dawn Humphrey 
 

54-17 ANY OTHER BUSINESS 
 
AMU 
Ken Thompson referred to the Governor’s visits to AMU (Acute Medical Unit). During his own visit, 
he had observed that because of the way the department was set up, much of the space was 
unusable. He asked if a business case had been put forward for the changes to the department that 
were required. The Director of Corporate Affairs agreed that he would find out. 
Action: Director of Corporate Affairs 
 
4 year Nursing training programme 
Richard Mackay referred to the availability of the 4 year Nursing training programme and asked 
whether it was offered to our staff. The Director of Workforce & OD confirmed that it was. 
 
Trust Open Day/Public Constituency Meetings 
The Director of Corporate Affairs reminded the Governors of the Trust Open Day on Saturday 14 
October and of the forthcoming Public Constituency Meetings in October and November.  
 
The Chairman confirmed the date of the next meeting of the Full Council of Governors and thanked 
those Governors who had taken part in the recent Director appointment stakeholder meetings.  
 
The Chairman thanked the Governors for their significant contribution to the Trust throughout the 
last ten years.  
 

 DATE OF NEXT MEETING 
Wednesday  6 December, 13:00 – 15:30, Oasis Centre, QAH 
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COUNCIL OF GOVERNORS’ TRUST ADVISORY GROUP 
 

BEST HOSPITAL, PEOPLE AND CARE  
 

Wednesday 15 November 
 

13.30 – 15.30 
 

Board Room, Education Centre, QAH 
 

MINUTES 
 

Present: Sarah Edmonds (Chair) Lez Ward 
 Roland Howes                           Jocelyn Booth 
 Richard Mackay Robin Marsh 
 Mary Sheppard  

                                       
In attendance:    Dawn Humphrey (Minutes) 

   Peter Mellor, Director of Corporate Affairs 
           Alison Fitzsimmons, Associate Director of Nursing 
             

1 Apologies 
 
 

 
Apologies were received from Robin Lander-Brinkley.   

  
2 Minutes of the last meeting 
  

The minutes of the last meeting on 12 September were agreed as a true and accurate record. 
 

3 Action Grid / Matters Arising 
  

All actions completed and removed from the grid. 
 
Robin Marsh referred to the presentation given by Gary Bryant at the last Planning and 
Performance meeting on 8 November, during which he had highlighted the significant NHSLA 
(NHS Litigation Authority) premium of £21m and explained that this was largely because of the 
maternity unit and the potential size of claims in the event of litigation. The Director of 
Corporate Affairs was aware that the Chief Executive had recently met with the Chairman of 
NHS Resolution and that it had been agreed that discussions should be held to consider how 
we might be able to reduce our premium. 
 
Robin Marsh asked if the Director of Midwifery could be asked to attend to talk about what was 
being done to reduce the risk. After some discussion, it was decided that she would be asked 
to provide data for both Southampton and North Hampshire (Basingstoke), compared to 
Portsmouth, which could be circulated to the group. 
Action: Dawn Humphrey 
 

4 SAFER Work Plan Update 
  

Alison Fitzsimons was in attendance to present the attached update on the SAFER Work Plan: 
 

SAFER Work Plan 
update  

With regard to Red2Green days, Richard Mackay asked why a patient might not be having 
anything done on a ‘red’ day.  
Alison Fitzsimons explained that they had been able to drill down and find out what were the 
most common reasons; the top three were: 
 

 Waiting for packages of care 
 Waiting for a scan CT and MRI) 393



 Waiting to be reviewed by another specialty 
 
Roland Howes asked about the patient who might be at Queen Alexandra Hospital awaiting 
surgery in another hospital and where did they fit in? Alison Fitzsimons explained that if all of 
the required tests/scans had been completed, but the patient was waiting to be transferred, 
they would appear as ‘red’. She offered to return to a future meeting to talk about Red2Green 
in greater detail. 
 
Richard Mackay referred to the SAFER targets and asked if any thought was being given to 
making the targets more relevant. Alison Fitzsimmons agreed that there may be some merit in 
the targets being re-set as some had been set some 10 years ago and things had since 
changed. 
 
Richard Mackay asked that an explanation of the difference between MFFD and DTOC be 
circulated to the group.  
 
Post meeting note:  
The Urgent Care Transformation Programme Manager clarified that DTOC were a subset of 
the MFFD number who fitted the agreed national DTOC criteria. 
 
There were no further questions. 
 

5 Agenda for the next meeting 
 
It was agreed that the agenda item for the meeting in January would be Mental Health. This 
had been an area of significant concern to the Care Quality Commission in a recent inspection 
and it would therefore be appropriate to look at the progress against the remedial action plan 
that had been put in place. The Director of Corporate Affairs would ask the Director of Nursing 
who would be best placed to come and present on the subject. 
 
Work Plan 
Mary Sheppard referred to a recent very sad complaint from an inpatient on Ward G2 or G3, 
which had reminded her that she had asked the Director of Nursing some months ago, for 
detailed information on the type of complaints that the Trust received and if there were any 
common themes. The Director of Corporate Affairs would arrange for the Governors to be 
provided with data for the number of complaints for the year and in which CSC they had 
occurred. 
Action: Dawn Humphrey 
 
It was agreed that ‘Complaints’ would be a suitable Agenda item for a future meeting and it 
was agreed to discuss at the January 2018 meeting when this should take place.. 
Action: Dawn Humphrey 

  
6 Committee Feedback 
  

Richard Mackay had not attended the Finance and Performance Committee meeting, so had 
no feedback. 
 
Robin Marsh had been unable to attend the Governance & Quality Committee meeting due to 
ill health. 
 
Roland Howes had attended the Risk Assurance Committee meeting and having read the 
minutes, asked the Director of Corporate Affairs for clarification on how items came to be on 
the risk register. He explained that there was a clear escalation process and that each CSC 
had its own Governance Team and its own internal Risk Register.  
 
If the risk began to affect the Trust as a whole and not just their own CSC, then it should be 
escalated to the Risk Assurance Committee, who would consider if it was appropriate to go 
onto the Trust-wide Risk Register. 
 
The Director of Corporate Affairs explained that the Risk Assurance Meeting scheduled for 16 
November had been cancelled due to the Hospital’s operational situation.  
 
Jocelyn Booth advised that Roland Howes had attended the Patient Experience meeting on 
her behalf. Lez Ward had also attended; they had nothing to report. 
 
Lez Ward had attended the Medical Devices Committee meeting. He commented that ticketed 
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items were limited to those on the Risk Register or those with successful business cases and 
was not aware of any acquisitions going ahead which were not already being assessed on the 
Risk Register. He had been surprised that one of the large cost items was bed spreads and 
mattresses. The Director of Corporate Affairs thought that these would have been specialist 
ripple mattresses.  

  
7 AOB 
  

Lez Ward commented that some years’ ago at the PEC meetings, there had been criticism 
around the increase in the population in the Portsmouth area, and the effect that this might 
have on mental health; in particular the number of suicides. 
Mary Sheppard reminded that Mental Health was the topic for the next meeting in January. 
 
Roland Howes referred to an inpatient who was lactose intolerant and had been offered only 
fish with a sauce containing milk. The Director of Corporate Affairs replied that if the ward staff 
were aware of a patient’s dietary needs, then a meal could be provided to cater for their 
particular requirements. 
 
Roland Howes had been contacted by the family of a patient who needed a colonoscopy. 
However, they had been told by their GP that the Hospital would not be carrying out this 
procedure for a year. The Director of Corporate affairs recognised that Endoscopy was a very 
busy department but thought that clinical need would determine the likely waiting time for an 
appointment. The Trust also had targets to meet, such as 18 weeks and different cancer 
pathways. Mary Sheppard felt that this would most likely be because of the GPs budget. 
 
Robin Marsh referred to a SUHT policy document for the admission of Acute Medical patients 
to hospital. He would forward the document to the Director of Corporate Affairs for 
consideration as an agenda topic at a future meeting. 
Action: Robin Marsh    
 
Jocelyn Booth reminded the group of the next Quality Care Review which would take place 
next week and that people were still being encouraged to attend. 
 
The Director of Corporate Affairs updated that each Emergency Department should have 
within it, a GP led Urgent Care Centre. Initially, no extra funding had been granted to 
Portsmouth Hospitals NHS Trust but the Chief Executive had negotiated a £850,000 capital 
grant to provide a stand-alone building, outside of, but near to, the Emergency Department, to 
accommodate a modern and effective Urgent Care Centre. It was anticipated that the 
conversion would be completed by Spring 2018. 
 
The Director of Corporate Affairs informed the Governors that although the new Chairman was 
regrettably unable to be at the next Full Council of Governors meeting on 6 December, she 
was very keen to meet with them and a date would be arranged in January 2018.  
 

 Date of Next meeting 
 
 
 
 

 
Wednesday 10 January 2018 at  14.00 – 16.00 
Boardroom, Education Centre, E Level, QAH 
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Hap+- 
 
 

COUNCIL OF GOVERNORS TRUST ADVISORY GROUP 
 

PLANNING AND PERFORMANCE 
 

Wednesday 8 November 2017 
 

13.30 – 15.30 
 

Boardroom, Education Centre, E Level, QAH 
 

MINUTES 
Present:  
  
 
 
 
 
In attendance:       Peter Mellor, Director of Corporate Affairs 
                               Gary Bryant, Operational Director of Finance 
                               Karen Roberts, PA to Chief Operating Officer 
                               Dawn Humphrey, PA to Council of Governors (Minutes)    
                                   

ITEM MINUTE 
  
1 Apologies 
  

Apologies were received from Adel Resouly. 
 

2 Previous Minutes  
  

The minutes of the previous meeting on 6 June were agreed as a true and accurate record.  
 

3 Action Grid / Matters Arising 
  

Richard Mackay referred to the suggestions that Governors had submitted, following their visits 
to the IDS and remarked that they had yet to receive any feedback. He asked the Director of 
Corporate Affairs to follow up with the Chief Operating Officer. 
Action: Director of Corporate Affairs 
 
The Director of Corporate Affairs had previously circulated the analysis of the information that 
had been requested regarding re-admissions. 
 
All remaining actions had been completed and therefore removed from the grid. 

  
4 Current Year Financial Situation and Year End Forecast 
  

Gary Bryant was in attendance. He spoke to the group at some length about the current financial 
position and year-end forecast. 
 
He explained that all CSCs had been asked what they could do to maintain or improve upon their 
future run rate and their current spending. The end of year forecast was a £32m deficit, although 
this had yet to be agreed with NHSI. Deloitte’s has been commissioned to support our financial 
recovery programme and, in particular, our savings plans for 2018/19. 
 
Richard Mackay asked what were the key things that needed to be delivered.  
 
Gary Bryant answered that there was an assumption around income in terms of our risk pool. 
Negotiations were advanced, and he felt that this was achievable. It was essential that CSC’s 
reduce their staff agency bill and that the use of high cost Thornbury nurses also stop.   
 
Ken Thompson asked how this would be balanced with the extra winter pressures. Gary replied 

Richard Mackay (Chair) Ken Thompson 
Robin Lander-Brinkley Roland Howes 
Frances Bates Robin Marsh 
Jocelyn Booth  
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that he had been involved in some work around the winter plan.  The elective Orthopaedic work 
had reduced because of the need to open the Frailty Unit, with a consequential reduction in 
income. The Director of Corporate Affairs confirmed that there was a commitment to resume 
normal elective Orthopaedic surgery at the end of March 2018. 
 
Richard Mackay asked about the financial and operational plans for next year. Gary Bryant 
confirmed that work was currently underway for next year’s plan which he hoped would be 
completed by Christmas, with an integrated plan by March 2018, to be signed off by the Board in 
April. It was anticipated that a five year clinical strategy would be in place by June. 
 
The Director of Corporate Affairs said that the Chairman, Chief Executive and Director of Finance 
would be meeting with NHSI at the end of November to explain how we had arrived at the £32m 
deficit and what we would need to do to resolve it. 
 
Robin Marsh asked if the Trust was close to being put into ‘Special Measures’. Gary Bryant 
replied that this would no doubt be discussed and decided at the meeting with NHSI at the end of 
November but that if NHSI was convinced that the Trust was committed to an achievable 
recovery plan, then that was less likely. 
 
Robin Marsh asked about Carillion’s current financial situation and how this might impact on the 
Trust’s finances. The Director of Corporate Affairs reminded that Carillion provides only our 
soft FM services and that the main PFI contractual relationship was with the Hospital 
Company (THC). 
  
There were no further questions. 
 

5 Integrated Performance Report 
  

Richard Mackay referred to the last Integrated Performance Report which had been sent to the 
group and was concerned that he had received no question from the Governors. 
 
The Director of Corporate Affairs explained that the Chief Operating Officer was working on 
producing a better, more focussed version of the IPR, which would include the necessary 
information in a way that was easy to access. 
 
Richard Mackay reminded that each of the group had been allotted one area of the IPR to which 
they paid particular attention. He suggested that the original list be reviewed and updated at the 
next meeting in January.  
Action: Dawn Humphrey   
 
Robin Marsh asked for a hard copy of the IPR to be sent to him, in addition to an electronic copy. 
 

6 Agenda for next meeting 
  

The Chief Operating Officer would be asked to attend and provide an update on MFFD patients 
and how this impacted on the Emergency Department. 
 
Ken Thompson suggested that it might be beneficial for the Governors to visit the Emergency 
Department, as they had with the IDS Department. Dawn Humphrey to email the Governors to 
see who would be interested in doing so. 
Action: Dawn Humphrey 
 

7 Items of concern requiring feedback to Full Council of Governors 
  

Ken Thompson suggested that the Director of Corporate Affairs feedback to the full Council of 
Governors that there had been a very good attendance at the Portsmouth Public Constituency 
Meeting. It was agreed that these meetings worked better when the Trust joined with other 
groups. 
 
 
Robin Lander Brinkley remarked that Dr Elizabeth Fellows, Portsmouth City CCG, had attended 
the Portsmouth meeting and had made a supportive and positive contribution. 
 
Richard Mackay suggested that Governors might like to offer their own feedback on the meetings 
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that they had attended. 
 

8 Any Other Business 
  

Ken Thompson asked if staff could raise a concern anonymously with the Freedom To Speak Up 
Guardian (FTSUG). Jocelyn Booth explained her role as Trust Guardian for Staff and the process 
for raising a concern. She confirmed that the Trust Guardian contact number was: 07798564648 
and that further details could also be found on the home page of the intranet. 
 
Roland Howes asked who would replace Jocelyn Booth in her role as Trust Guardian. The 
Director of Corporate Affairs advised that the position was currently being advertised within the 
Trust and that there might be more than one person fulfilling the role, in addition to the Trust 
Guardian Advocates. 

  
 Date of Next Meeting 
  

Friday 5 January, 14.00 – 16.00, Boardroom, Education Centre, E Level, QAH 
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TRUST BOARD PUBLIC – FEBRUARY 2018    Agenda Item Number: 21/18 
        Enclosure Number: (14) 

Subject: Charitable Funds Activity 

Prepared by: 
Sponsored & Presented by: 

Amanda Lipsham, Financial Accountant 

Emma McKinney, Director of Communications and Engagement 

Purpose of paper To update the Trust Board, in their capacity as Trustee, on recent 
charity activity. 

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

Charitable Funds meeting update 
Rocky Appeal funds balance as at 31st Dec 17 
General Data Protection Regulations in relation to charitable funds 
(GDPR) 

 

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

To note and receive the report. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

To be reported bi-monthly 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Not applicable. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Not applicable. 

 

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

Organisational Priorities Not applicable 

Board Assurance Framework/ 
Risk Register Reference Not applicable 

Risk Description Not applicable 

CQC Reference Not applicable 

 

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

Charitable Funds Committee  18th Jan 2018 399



 
PORTSMOUTH HOSPITALS NHS TRUST GENERAL CHARITABLE FUND 
REPORT TO TRUST BOARD – January 2018 
 
Issue for consideration: 
To update the Trust Board, in their capacity as Trustee, on the main points from the 
meeting held Thursday 18th January 
 

 
1. New committee members in attendance 

Following changes to the Directors and Non-executive Directors, new 
members were welcomed to the committee.  
New members in attendance: Melloney Poole – Chair of Trust, Gary Hay – 
Non-Executive Director, and Emma McKinney. 
 

2. Financial Activity -Total Funds 
The report is presented with Portsmouth Hospitals NHS Trust General 
Charitable Fund has a fund balance of £1,476,282.80 as at 31st December 
2017. 
 

3. Investments 
Investment held is with CCLA of £124,000. Further investigation required by 
Financial Accountant to see if the Funds can invest further. Investment with 
depend of levels of funds and availability of investment options.  
 

4. General Data Protection Regulations 
The impact of this change requires the charitable fund to contact donors to 
obtain consent to contact them with marketing literature. The fundraising team 
have begun to inform donors via the monthly newsletter, there has been a low 
response rate so far (as at meeting date). It was agreed that collaboration 
between the fundraising team and Emma McKinney/Gary Hay would take 
place to consider options available. Impact on charitable fund needs to be 
documented, and this would be added to the charitable funds risk register. 

 
5. The Rocky Appeal Report and Financial position 

Funding raising report presented by Mick Lyons providing details of events 
and amounts raised.  
The committee recognised Mick’s fund raising efforts for the appeal. 
The appeal is due to end in June 2018; it was highlighted that donors must be 
informed of this to ensure donations can be used by other funds following the 
end of the appeal. Any press releases need to account for this. 
The Rocky appeal has a fund balance £167,972 as at 31st December 2017.  
The report presented advised that in order to meet the 5th year payment of the 
Lease, funds need to be raised £218,249. 

 
6. Fundraising 

Fundraising report highlights: 
 
Current small projects 
Paediatrics ED – Interactive Floor- Total cost £10,000 – amount raised 
£5,504 
MOPRs - Dementia Trolleys – Total £17,500 (for 25 trolleys plus activities)- 
amount raised £107 
Stroke Team- Sensory equipment - Total £5,000 –amount raised £4,533 
Paediatrics Garden renovations –Total £29,000-amount raised £20,694 

 
October/ November saw our best couple of months for press releases with 34 
positive written articles; this equates to just fewer than 4 press releases a 
week. 
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Charity led events 
• Great Wall of China Trek- 22nd to 30th September 2018 
• Southampton Marathon/ ½ Marathon & 10K- 22nd April 
• WardWalk- 20th May 
• Skydive, Salisbury-  9th June 
 
 
Event cost and income information to be provided to future committees for 
information.  
 

7. General Amenity fund 
The fund balance is £71,441.31 as at 31st December 2017. 
This includes committed and uncommitted funds. Two committed expenditure 
requests reviewed and further action required. Phonographic licence and 
Slave monitor installation. 
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Trust Board – Rolling Annual Work Plan 2017 
 

 

Trust Board 
Date Item Item 

February 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Care Quality Commission Update 
§ Board Assurance Framework (BAF) 
§ Review Finance & Performance Committee 

TOR 
§ Trust Guardian Report 

 
§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Q3 forecast review 
§ Quarterly Legal Services Report 
§ Summary of Governors Business 

 

March 

§ Urgent Care Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Contract Negotiations 
§ Equality & Diversity Annual Report 
§ Quarterly Complaints Report 
§ Care Quality Commission Update 
§ Board Assurance Framework (BAF) 
§ Quarterly Research and Innovation Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 

April 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ National Staff Survey 
§ Annual Education, Learning & Development 

Report 
§ Audit Committee Report 
§ Audit Committee Forward Planner 
§ Care Quality Commission Update 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Draft Quality Account Priorities 
§ Quarterly Legal Services Report 
§ Summary of Governors Business 

May 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Care Quality Commission Update 
§ Board Assurance Framework (BAF) 
§ Trust Guardian Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Draft Quality Accounts 

June 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update 
§ Annual Paediatric Safeguarding Report  
§ Quarterly Complaint Report 
§ Care Quality Commission Update 
§ Board Assurance Framework (BAF) 
§ Final Quality Accounts 
§ Quarterly Research and Innovation Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Summary of Governor Business 
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July 

§ Urgent Care Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Care Quality Commission Update 
§ Safer Staffing Report Nursing & Midwifery 
§ Board Assurance Framework (BAF) 
§ Final Annual Governance Statement 
§ Final Annual Accounts 
§ Final Annual Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Quarterly Legal Services Report 

September 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Audit Committee Report 
§ Annual Complaints Report 
§ Department of Infection Prevention 

Committee Annual Report 
§ Revalidation 
§ Annual Adult Safeguarding Report 
§ Care Quality Commission Update 
§ Board Assurance Framework (BAF) 
§ Trust Guardian Report 
§ Quarterly Research and Innovation 

Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Q1 forecast review 
§ Summary of Governor Business 
 

October 

§ Urgent Care Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Winter Plan 
§ Information Risk SIRO Annual Report 
§ Quarterly Complaint Report 
§ Care Quality Commission Update 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Quarterly Legal Services Report 

November 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Care Quality Commission Update 
§ Board Assurance Framework (BAF) 
§ Annual Staff Health and Well-being 

Report 
§ Trust Guardian Report 

 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Q2 forecast review 
§ Summary of Governor Business 

December 

§ Patient Story  
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Charitable Funds Report and Accounts 
§ Care Quality Commission Update 
§ Board Assurance Framework (BAF) 
§ Safer Staffing Report Nursing & Midwifery 
§ Quarterly Research and Innovation Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
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02-M
ar-17

06-A
pr-17

04-M
ay-17

01-Jun-17

06-Jul-17

01-Sep-17

05-O
ct-17

02-N
ov-17

07-D
ec-17

01-Feb-18

Directors

Mark Cubbon ü ü ü ü
Tim Powell ü X ü ü ü ü ü ü ü
John Knighton X ü ü ü ü
Chris Adcock ü ü ü ü X ü ü ü ü
Theresa Murphy ü ü ü ü
Paul Bytheway ü ü ü
Emma McKinney ü
Lois Howell ü
Peter Mellor ü ü ü ü ü ü ü ü ü
Rob Haigh X ü ü ü ü ü X
Sheila Roberts ü ü ü ü ü ü
Nicola Ryley ü ü
Ed Donald ü ü ü ü ü
Rebecca Kopecek ü ü ü X ü
Simon Holmes ü ü ü ü
Cathy Stone ü

Non-Executive Directors

Melloney Poole ü X ü ü ü ü ü
Christine Slaymaker ü ü ü ü ü ü
David Parfitt ü ü ü ü ü ü
Gary Hay
Greg Brown
Jon Watson
Mark Nellthorp ü ü ü ü ü ü ü ü
Michael Attenborough-Cox ü X ü ü X ü X
Sir Ian Carruthers ü ü ü ü
Elizabeth Conway ü ü
Steve Erskine ü
Dr John Smith X

ü

X

t

Attended

Apologies given

Absent on Trust Business

TRUST BOARD ATTENDANCE RECORD
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