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GE Aviation, Kings Avenue, Hamble-Le-Rice, SO31 4NF 

Application Reference: O/18/84191  

University Hospital Southampton NHS Foundation Trust’s Consultation 

Response and Regulation 122 CIL compliance statement in respect of the  

above  planning application : 

Definitions  

 Accident and emergency care: An A&E department (also known as emergency 

department or casualty) deals with genuine life-threatening emergencies requiring 

urgent assessment and/or intervention. 

 Acute care: This is a branch of hospital healthcare where a patient receives active 

but short-term treatment for a severe injury or episode of illness, an urgent medical 

condition, or during recovery from surgery. In medical terms, care for acute health 

conditions is the opposite from chronic care, or longer term care.  

 Clinical Commissioning Group: CCGs are clinically-led statutory NHS bodies 

responsible for the planning and commissioning of health care services for their local 

area. 

 Commissioning for Quality and Innovation payment frame (CQUIN) is a 

framework that supports improvements in the quality of services and the creation of 

new, improved patterns of care. The system was introduced to make a proportion of 

healthcare providers’ income conditional on demonstrating improvements in quality 

and innovation in specified areas of patient care. 

 Dr Foster: Dr Foster allows the Trust to understand the patient flow throughout the 

regions around the hospital and has developed methodologies to support 

organisations to improve quality and efficiency through the use of data. 

 Emergency care: Care which is unplanned and urgent.  

 MRET: Marginal Rate Emergency Threshold, expressed as an agreed historic 

baseline level of activity and income for emergency admissions. Once the MRET 

threshold is reached, a marginal rate is applied to the national tariff income the Trust 
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receives for each additional patient. The tariff is reduced to 70% of the value it would 

have been had the threshold not been exceeded.  

 ONS: Office of National Statistics. 

 National Tariff Payment System is a system of paying NHS healthcare providers a 

standard national price or tariff for each patient seen or treated, taking into account 

the complexity of the patient's healthcare needs.  

 Planned care: Medical care that is provided by a specialist or facility upon referral by 

a primary care physician and that requires more specialised knowledge, skill, or 

equipment than the primary care physician can provide. 

 Premium Costs:  Premium costs incurred can include the supply of agency staff, 

Locum Medical Staff and payments to deliver services  to meet operational pressures 

which exceed the costs incurred when delivering with substantive staff. The Trust 

also sub-contracts the provision of certain services to third parties to meet demand. 

Introduction 

As our evidence will demonstrate, University Hospital Southampton NHS Foundation 

Trust (the Trust) is currently operating at full capacity in the provision of acute and 

planned healthcare. It is further demonstrated that although the Trust has plans to 

cater for the known population growth, it cannot plan for unanticipated additional 

growth in the short to medium term. The Trust is paid for the activity it has delivered 

subject to satisfying the quality requirements set down in the NHS Standard Contract. 

Quality requirements are linked to the on-time delivery of care and intervention and 

are evidenced by best clinical practice to ensure optimal outcomes for patients. The 

contract is agreed annually based on previous year’s activity plus any pre-agreed 

additional activity for clinical service development and predicted population growth 

(this does not include ad-hoc housing developments). The following year’s contract 

does not pay previous year’s increased activity. The contribution is being sought not 

to support a government body but rather to enable that body to provide services 

needed by the occupants of the new development, and the funding for which, as 

outlined below, cannot be sourced from elsewhere. The development directly affects 

the ability to provide the health service required to those who live in the development 

and the community at large. Without the contribution, the development is not 

sustainable and should be refused. 
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The Trust considers that the request made is in accordance with Regulation 122: 

“(2) A planning obligation may only constitute a reason for granting planning permission for 

the development if the obligation is—  

(a) necessary to make the development acceptable in planning terms; 

(b) directly related to the development; and 

(c) fairly and reasonably related in scale and kind to the development.” 

Regulation 123 does not apply to this s 106 Contribution. The request is not to fund 

infrastructure as defined by S 216 of the Planning Act 2008. 

Evidence 

1. University Hospital Southampton NHS Foundation Trust has an obligation to provide 

healthcare services. Although run independently, NHS Foundation Trusts remain fully 

part of the NHS. They have been set up in law under the Health and Social Care 

(Community Health and Standards) Act 2003 as legally independent organisations 

called Public Benefit Corporations, with the primary obligation to provide NHS 

services to NHS patients and users according to NHS principles and standards - free 

care, based on need and not ability to pay. NHS Foundation Trusts were established 

as an important part of the government's programme to create a "patient-led" NHS. 

Their stated purpose is to devolve decision-making from a centralised NHS to local 

communities in an effort to be more responsive to their needs and wishes. However, 

they cannot work in isolation; they are bound in law to work closely with partner 

organisations in their local area.  

2. The Trust is a public sector NHS body and is directly accountable to Parliament for 

the effective use of public funds. The Trust is funded from the social security 

contributions and other State funding, providing services free of charge to affiliated 

persons of universal coverage. The Trust is commissioned to provide acute 

healthcare services to the population of (but not limited to) the Clinical 

Commissioning Groups (CCGs): 

 Southampton City CCG 

 West Hampshire CCG 
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 Fareham and Gosport CCG 

 Dorset CCG 

 North Hampshire CCG 

 Wiltshire CCG and 

 Isle of Wight CCG  

3. The Trust is a secondary care and community services provider delivering a range of 

planned and emergency hospital services to residents of the aforementioned areas. It 

provides urgent and emergency care services for residents for whom it is the nearest 

Accident and Emergency (A&E) provider and often for residents from further afield 

when their closest A&E is under particular pressure. 

 

4. The Trust provides planned and emergency hospital and community services, which 

will be used by the new occupants of this development. 

5. The Trust was established as an NHS Foundation Trust on 1st October 2010. NHS 

Foundation Trusts are part of the NHS and subject to NHS standards, performance 

ratings and systems of inspection. They have a duty to provide NHS services to NHS 

patients according to NHS quality standards and principles. They have stronger local 

ownership and greater involvement of their local communities through their links with 

their members. Local people, patients, carers, and staff are all able to become 

members of their local NHS Foundation Trust.  

6. Every NHS Foundation Trust is authorised to operate by a licence issued by the 

Independent Regulator.  The terms of each NHS Foundation Trust’s licence sets out 

the conditions under which they must operate including: 

 The health services that the Trust is authorised and required to provide to the 

NHS; 

 The standards to which they must operate and against which the Care Quality 

Commission (CQC) will inspect; 

 A list of assets such as buildings, land or equipment that are designated as 

‘protected’ because they are needed to provide required NHS services;  
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 The amount of money an NHS Foundation Trust is allowed to borrow. 

7. Like all other NHS bodies, NHS Foundation Trusts are inspected against national 

standards by the Care Quality Commission (CQC). The Independent Regulator, NHS 

Improvement, monitors each NHS Foundation Trust to ensure they do not breach the 

terms of their authorisation.  If an NHS Foundation Trust significantly breaches the 

terms of its authorisation, or finds itself in difficulty, NHS Improvement has a range of 

intervention powers, including powers to: 

 Issue warning notices; 

 Require the Board of Governors or Board of Directors to take certain actions; 

 Suspend or remove the Board of Governors or members of the Board of 

Directors. 

 In the most serious cases, where NHS Improvement intervention cannot resolve 

the breach, an NHS Foundation Trust can be dissolved.  

Funding Arrangements for the NHS Foundation Trust 

8. The Southampton City, West Hampshire, Fareham and Gosport, Dorset, North 

Hampshire, Wiltshire and the Isle of Wight CCG commission University Hospital 

Southampton NHS Foundation Trust to provide acute and community healthcare 

services to the population of those areas under the terms of the NHS Standard 

Contract. This involves identifying the health needs of the population and 

commissioning the appropriate high quality services necessary to meet these needs 

within the funding allocated. The CCGs commission planned and emergency acute 

healthcare from the Trust and agree a service level agreement, including activity 

volumes and values on an annual basis.  The Trust directly provides the majority of 

healthcare services through employed staff but has some staff sub-contracted 

agency and or locum staff for services when under operational pressure. 

9.  The Trust is required to provide the commissioned health services to all people that 

present or who are referred to the Trust. “The Trust must accept any Referral of a 

Service User however it is made unless permitted to reject the Referral under this 

Service Condition”1. There is no option for the Trust to refuse to admit or treat a 

                                                
1 NHS Standard Contract- Service Condition SC7  
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patient on the grounds of a lack of capacity to provide the service/s. This obligation 

extends to all services from emergency treatment at A&E to routine/non-urgent 

referrals. Whilst patients are able in some cases to exercise choice over where they 

access NHS services, in the case of an emergency, they are taken to their nearest 

appropriate A&E Department by the ambulance service. The University Hospital 

Southampton is one of the nearest A&E department to this proposed development. 

Since 2008, patients have been able to choose which provider they use for their 

healthcare for particular services.  The 2014/15 Choice Framework explains when 

patients have a legal right to choice about treatment and care in the NHS. The legal 

right to choice does not apply to all healthcare services, and for acute healthcare it 

only applies to first outpatient appointments, specialist tests, maternity services and 

changing hospitals if waiting time targets are not met.  

Activity Based Payment System Funding 

10. The Trust is paid for the activity it delivers in line with the National Tariff Payment 

System and more recently the Provider Sustainability Fund. Elements of these 

funding streams are reliant in the activity delivered meeting national and regional 

quality standards and timeframes. The quality requirements are linked to the on-time 

delivery of care and intervention and are evidenced by best clinical practice to ensure 

optimal outcomes for patients.  

11. The Trust had an annual turnover of c. £760m per annum.  The Trust must find 

efficiency savings of around of £32m.          

12. The National Tariff Payment System is published annually via the NHS England and 

NHS Improvement.   It is a system of paying NHS healthcare providers a standard 

national price or tariff for each patient seen or treated, based on the average cost of 

delivering that care across all NHS organisation  

National Tariff Payment System  

13. Although the Trust receives the National Tariff for all eligible activity delivered, in 

2010/11 the National Payment guidance mandated a marginal rate for emergency 

admissions which exceed a threshold. This rule currently ensures NHS providers are 
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paid only 70% of the National Tariff price for emergency admissions where activity 

exceeds a baseline linked to 2008/2009 volumes. 

14. None of the additional expenditure spent outside the current year’s funding is ever 

recovered in the following year’s funding. The new funding is only based on the 

previous year’s activity.  

15. Commissioner funding is finite and they are unable to plan/cater for planning 

permissions for new housing they are unable to predict 

16. The Commissioning for Quality and Innovation (the “CQUIN”) payment framework 

makes a proportion of NHS healthcare provider income conditional on achieving 

certain improvement goals. In 2016/2017 the Trust was conditional upon achieving 

improvement goals. The conditional income for 2015/2016 was £11,309,000 and in  

2016/17 was £13,366,000.2 An impact which interferes with the achievement of the 

CQUIN’s improvement goals will jeopardise the additional income received through 

the CQUIN. This residential development will have a detrimental impact on the 

Trust’s ability to provide those goals. 

Planning for the Future 

17. It is evident that the existing, ageing population and future population growth will 

require additional healthcare infrastructure to enable it to continue to meet the acute 

and community healthcare needs of the local population.  

18. It is not sensible for the Trust to plan strategies to cope with further population growth 

on a piecemeal basis. The cost and planning implications of so doing are 

impracticable. Instead, the Trust has considered the anticipated population and 

demographic growth across our area and looked at the overall impact of the 

proposed increased population through an internal process, which acts as an 

anticipated healthcare demand-forecasting tool to serve the future healthcare needs 

of the growing population. This process takes into account the trend for the increased 

delivery of healthcare both in and out of the hospital and into the community and the 

impact of an aging population on the provision of acute healthcare.  

                                                
2 University Hospitals Southampton NHS Foundation Trust, Annual Reports and Accounts 2016/2017 page 153 
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Current Position 

19. Across England, the number of acute beds is one-third less than it was 25 years 

ago3, but in contrast to this the number of emergency admissions has seen a 22% 

increase in the last 10 years4. The number of emergency admissions is currently at 

an all-time high. 

20. The Trust’s hospitals are now at full capacity and there are limited opportunities for it 

to further improve hospital capacity utilisation. Whilst the Trust is currently managing 

to provide the services in a manner that complies with the Quality Requirements of 

the NHS, there are not sufficient resources or space within the existing facilities to 

accommodate sudden population growth created by the development, without the 

quality of the service as monitored under the standards set out in the Quality 

Requirements dropping, and ultimately the Trust facing sanctions for external factors 

which it is unable to control.  

21. In order to maintain adequate standards of care as set out in the NHS Standard 

Contract quality requirements, it is well evidenced in the Dr Foster Hospital Guide 

that a key factor to deliver on-time care without delay is the availability of beds to 

ensure timely patient flow through the hospital. The key level of bed provision should 

support a maximum bed occupancy of 85%. The 85% occupancy rate is evidenced to 

result in better care for patients and better outcomes5. This enables patients to be 

placed in the right bed, under the right team and to get the right clinical care for the 

duration of their hospital stay. Where the right capacity is not available in the right 

wards for the treatment of a particular ailment, the patient will be admitted and 

treated in the best possible alternative location and transferred as space becomes 

available. Although multiple bed/ward moves increases the length of stay for the 

patient and is known to have a detrimental impact on the quality of care. 

Consequently, when hospitals run at occupancy rates higher than 85%, patients are 

at more risk of delays to their treatment, sub-optimal care and being put at significant 

risk. 

22. Appendix 2 details that the Trust’s utilisation of acute bed capacity exceeded the 

optimal 85% occupancy rate for the majority of 2016/17. This demonstrates that 

current occupancy levels are highly unsatisfactory, and the problem will be 

                                                
3 Older people and emergency bed use, Exploring variation. London: King’s Fund 2012 
4 Hospital Episode Statistics.www.hesonline.nhs.uk/Ease/servlet/ContentServer?siteID=1937 
5 British Medical Journal- Dynamics of bed use in accommodating emergency admissions: stochastic simulation model 
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compounded by an increase in the population, which does not coincide, with an 

increase in the number of bed spaces available at the Hospital. This is the inevitable 

result where clinical facilities are forced to operate at over-capacity and is why there 

is now a very real need to expand the Trust facilities. Any new residential 

development will add a further strain on the current acute healthcare system. 

23. During 2016/17, residents from Southampton City, West Hampshire, Fareham and 

Gosport, Dorset, North Hampshire, Wiltshire and the Isle of Wight CCG attended the 

Trust’s A&E Department  

24. The existing infrastructure for acute and planned health care is unable to meet the 

additional demand generated as a result of the proposed development. The 

population increase associated with this proposed development will significantly 

impact on the service delivery and performance of the Trust until contracted activity 

volumes include the population increase. As a consequence of the development and 

its associated demand for acute and planned health care, there will be an adverse 

effect on the Trust’s ability to provide “on time” care delivery without delay due to 

inadequate funding to meet demand because of the preceding year’s outturn activity 

volume based contract which will result in financial penalties due to the Payment by 

Results regime.   

25. The only way that the Trust can maintain the “on time” service delivery without delay 

and comply with NHS quality requirements is that the developer contributes towards 

the cost of providing the necessary capacity for the Trust to maintain service delivery 

during the first year of occupation of each dwelling. Without securing such 

contributions, the Trust will have no funding to meet healthcare demand arising from 

each dwelling during the first year of occupation and the health care provided by the 

Trust would be significantly delayed and compromised, putting the local people at 

risk.  

Impact Assessment Formula 

26. Residents from Hythe here are currently generating significant interventions per head 

of population per year.  This is detailed in full in Appendix 3.  

Component Abbreviation Description 

Developer 
Contribution DCont 

The amount sought to cover unfunded cost pressures on 
the Trust that are directly linked to this development 
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Development 
Population DP 

The forecast population of this development calculated 
from ONS Population Data 

Development 
Activity Rate per 
Head of 
Population DAct 

The expected activity demand rate this development will 
place on the Trust 

Total Activity TA DP multiplied by DAct 

Cost Per Activity CPA The Trusts costs for delivering the Development Activity 

Total Delivery 
Cost TDC Total Activity multiplied by Cost Per Activity 

Trust Pay Cost % Pay% The total Pay costs incurred by the Trust 

Premium Pay 
Cost%@ 40.78% PremPay% 

Cost pressure associated with using Premium Staffing 
Models 

Premium Staff 
Factor @ 3 
Years PremFac 

The number of years Premium Pay Cost pressure being 
claimed 

MRET at 30% MRET % The 30% Shortfall of Revenue for each additional unit of 
Emergency activity, applied only to the Total Delivery 
cost of  Emergency Activity.  

Developer Contribution = (Total Delivery Cost x Trust Pay Costs % x Premium Pay 

Costs% x Premium Staff Factor) + (Total Delivery Cost x 30%) 

27. This proposed development comprises of 148 residential dwellings and based on 

the 2011 Census average household size per dwelling, we have calculated that this 

development will accommodate a population of 355 residents.  This means that this 

residential development will generate 339 interventions for the Trust based on the 

average calculation above. The consequences of that number of interventions and 

the costs of them are set out in Appendix 3. The contribution requested is based on 

this calculation and by that means ensures that the request for the relevant 

landowner or developer to contribute towards the cost of health care provision is 

directly related to the development proposals and is fairly and reasonably related in 

scale and kind. Without the contribution, being paid the development would not be 

acceptable in planning terms because the consequence would be that there would be 

inadequate healthcare services available to support it and it would adversely impact 

on the delivery of healthcare for others in the Trust’s area. 

28. As a consequence of the above and due to the payment mechanisms the Trust is 

subject to, it is necessary that the developer contributes towards the cost of providing 

capacity for the Trust to maintain service delivery during the first year of occupation 

of each dwelling in the context of Marginal Rate Emergency Tariff (MRET) and during 
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the first three years of occupation of each dwelling for Premium Staffing Costs. The 

Trust will receive no commissioner funding to meet each dwelling’s healthcare 

demand in the first year of occupation due to the preceding year’s outturn activity 

volume based contract and there is no mechanism for the Trust to recover these 

costs in subsequent years. Without securing such contributions, the Trust would be 

unable to support the proposals and would object to the application because of the 

direct and adverse impact of it on the delivery of health care in the Trust’s area. 

Therefore, the contribution requested for this proposed development is £135,578.00. 

This contribution will be used directly to provide additional services to meet patient 

demand. 

29. Having considered the cost projections, and phasing of capacity delivery that the 

Trust requires for this development, it is necessary that the Trust receives 100% of 

the above figure on the implementation of the planning permission. This will help us 

to ensure that the services are delivered in a timely manner. 

Summary  

30. As our evidence demonstrates, the Trust is currently operating at full capacity in the 

provision of acute and planned healthcare. It is further demonstrated that although 

the Trust has plans to cater for the ageing population and growth, it will not be able to 

plan for the growth in a piecemeal manner. The contribution is being sought not to 

support a government body but rather to enable that body to provide services needed 

by the occupants of the new homes. The development directly affects the ability to 

provide the health service required to those who live in the development and the 

community at large. Without contributions to maintain the delivery of health care 

services at the required quality standard and to secure adequate health care for the 

locality the proposed development will put too much strain on the said infrastructure, 

putting people at significant risk. This development imposes an additional demand on 

existing over-burdened healthcare services, and failure to make the requested level 

of healthcare provision will detrimentally affect safety and care quality for both new 

and existing local population. This will mean that patients will receive substandard 

care, resulting in poorer health outcomes and pro-longed health problems. Such an 

outcome is not sustainable. One of the three overarching objectives to be pursued in 

order to achieve sustainable development is to include b) a social objective – to 

support strong, vibrant and healthy communities … by fostering a well-designed and 

safe built environment, with accessible services and open spaces that reflect current 
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and future needs and support communities’ health, social and cultural well-being:” 

NPPF paragraph 8. There will be a dramatic reduction in safety and quality as the 

Trust will be forced to operate over available capacity as the Trust is unable to refuse 

care to emergency patients. There will also be increased waiting times for planned 

operations and patients will be at risk of multiple cancellations. This will be an 

unacceptable scenario for both the existing and new population. The contribution is 

necessary to maintain sustainable development. Further the contribution is carefully 

calculated based on specific evidence and fairly and reasonably related in scale and 

kind to the development. It would also be in the accordance with Council's Adopted 

Local Plan.  

 

Adopted local plan review document 2001- 2011 
 
 

190.IN Proposals for development will only be permitted where adequate 
services and infrastructure are available or suitable arrangements can be made 
for their provision.  

  
191.IN Appropriate proposals for development will be permitted provided that the 
developer has made arrangements for the provision of the infrastructure, 
services, facilities and amenities directly made necessary by the development or 
has made arrangements to contribute towards the early improvement of existing 
infrastructure, services, facilities and amenities, the need for which will increase 
as a direct result of the development proposed 

 
 

Chapter 8 of the NPPF elaborates paragraph 8 in paragraph 92, which directs that: 

To provide the social, recreational and cultural facilities and services the community 

needs, planning policies and decisions should:  

a) … ;  

b) … ;  

c) guard against the unnecessary loss of valued facilities and services, particularly 

where this would reduce the community’s ability to meet its day-to-day needs;  

d) ensure that established shops, facilities and services are able to develop and 

modernise, and are retained for the benefit of the community; and  
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e) … .  

 

Further, the Planning Practice Guidance (‘PPG’) provides that: 

 

Local planning authorities should ensure that health and wellbeing, and health 

infrastructure are considered in local and neighbourhood plans and in planning 

decision making. Public health organisations, health service organisations, 

commissioners and providers, and local communities should use this guidance to 

help them work effectively with local planning authorities in order to promote healthy 

communities and support appropriate health infrastructure. 

Paragraph: 001 Reference ID: 53-001-20140306 

  

The PPG goes on to suggest that information about the impact of a development on the 

demand for healthcare services[1]: 

… should assist local planning authorities consider whether the identified impact(s) 

should be addressed through a Section 106 obligation or a planning condition. 

…Paragraph: 004 Reference ID: 53-004-20140306 

 

31. In the circumstances, without the requested contributions to support the services  

infrastructure the planning permission should not be granted.   

Date: 13 November 2018   

 
 

 

                                                
[1] It is acknowledged that this arises in the context of a discussion of consultation with Clinical Commissioning Groups and NHS 
England, but plainly it would also apply with equal force to information provided by the Trust. 
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Appendix 1 
Extract from Fit For the Future, The Dr Foster Hospital Guide 2012 
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Appendix 2 
 
Bed Occupancy 

The chart below details Trust’s actual bed occupancy during 2016/17 as published in the nationally reported open data figures available from 

the KH03 Bed Availability and Occupancy Data – Overnight 

The KH03 is a quarterly collection from all NHS organizations that operate beds, open overnight or day only. It collects the total number of available bed days 
and the total number of occupied bed days by consultant main specialty.  

:https://www.england.nhs.uk/statistics/statistical-work-areas/bed-availability-and-occupancy/bed-data-overnight/ 
 
2016/17 

Total Q1 
General & 
Acute 
Services 

89.4% 92.0% 

Total Q2 
 

89.7% 96.3% 

Total Q3 
 

91.9% 94.4% 

Total Q3 
 

95.1% 96.2% 

 
 
 
 

https://www.england.nhs.uk/statistics/statistical-work-areas/bed-availability-and-occupancy/bed-data-overnight/
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Appendix 3 
Breakdown of Costs for requested contribution 
 

 


