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REPORT TO THE BOARD OF DIRECTORS 

 

Subject: Integrated Performance Report 

Supporting Directors: Kirsten Major, Deputy Chief Executive; Neil Priestley, Director of Finance; Hilary Chapman, Chief Nurse; Mark Gwilliam, Director 
of Human Resources and Organisational Development; David Throssell, Medical Director. 

Author(s): Balbir Bhogal, Director of Information and Performance; Annette Peck, Head of Information; Jane Lynch, Acting Information and 
Performance Manager. 

Status (see footnote): A* 

PURPOSE OF THE REPORT: To provide the Board with a detailed assessment of performance against the agreed indicators and measures.  The report describes 
the specific actions that are under way to deliver the required standards. 

KEY POINTS:   

RECOMMENDATIONS 

The Board is asked to: 

a) Receive the Integrated Performance Report for March 2017. 

b) Note the performance standards that are being achieved. 

c) Be assured that where performance standards are not currently met, a detailed analysis has been undertaken and actions are in place to ensure an improvement 
is made. 

IMPLICATIONS  APPROVAL PROCESS 

STH Strategic Aims 
Tick as 

appropriate 
 Meeting: Trust Executive Group 

Finance, Performance 
and Workforce 

Committee 
Board of Directors 

1 Deliver the best clinical outcomes   Approved Y/N:    

2 Provide patient centred services   Date: 10th May 2017 8th May 2017 17th May 2017 

3 Employ caring and cared for staff   

A = Approval; A* = Approval and Requiring Board Approval; D = Debate; N = Note 
4 Spend public money wisely   

5 Deliver excellent research, 
education and innovation 
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EXECUTIVE SUMMARY 

DELIVER THE BEST CLINICAL OUTCOMES 

 There have been no cases of Trust assigned MRSA bacteraemia recorded for the month of March.  The 2016/17 total is 2 cases with a further case which had 
been assigned to the Trust, currently under further review by the Regional Arbitration Panel. 

 There were 5 Trust attributable case of MSSA bacteraemia recorded in March; the full year performance is 57 cases of MSSA against an internal threshold of 42 
cases.      

 The Trust recorded 7 cases of C.diff for March.    The full year performance is 110 cases of C.diff against an internal threshold of 78 and an NHS Improvement 
threshold of 87.   

 The average length of stay for non-elective remains above the Dr Foster benchmark; 5.37 days against the benchmark of 4.94 days for the most recent data 
available (February 2015 to January 2016). 

 The average length of stay for elective was below the Dr Foster benchmark 4.18 days against the benchmark of 4.20 days for the most recent data available 
(February 2015 to January 2016).  

 The percentage of patients that were readmitted within 30 days during March 2017 was 18.2%, February was 16.2% which was higher than January (15.34%). 
 The target that 95% of inpatients should receive a VTE assessment was met in March. 
 The performance of the Trust against the standard in the Safety Thermometer of 95% harm free care was 91.66%.  This data is collected as a snap shot on a 

designated day each month.  There continues to be issues with the accuracy and completeness of this data and this is being addressed by the Safer Care 
Committee. 

Health Care Governance Committee (HCGC) Update 

 One new Information of Concern (IoC) notification had been received from the CQC, requesting information following a recent Coroner’s Regulation 28: Report to 
Prevent Future Deaths.  A copy of the Trust’s action plan in response to the Regulation 28 report had been forwarded to the CQC. In relation to the IoC notification 
regarding a complaint, which was identified in the February report, the response to the complaint had now been forwarded to the CQC. 

 The CQC Action Plan was in the process of being updated and this would be presented, in the new reporting format, at the April Healthcare Governance 
Committee meeting.  

 Six new serious incidents, including two Never Events, were reported and are currently under investigation.  Eight serious incidents were on-going and no 
incidents were closed during this period.  Since December 2016 there had been four Never Events, relating to surgical procedures. The Chief Nurse and Medical Director 

are meeting staff in each of the relevant directorates and the Safer Surgery Checklist will be further reinforced. 

 The ‘Learning from Incidents’ internal audit report was presented and provided an independent assurance opinion regarding the effectiveness of processes in 
place within the Trust for learning from incidents that were not classified as SUIs.   

 The Integrated Risk and Assurance report was presented, highlighting ‘Nurse staffing’ and ‘Care of patients in an inappropriate setting’ as scoring the highest 
score of 20. 

 A nutrition update was provided highlighting that the Trust’s Nutrition Steering Group had prioritised the further development and implementation of the Hydration 
and Nutrition Assurance Toolkit (HaNAT).  This had demonstrated improvements in nutritional care across the organisation. A Trust Nutrition Policy and a Food 
and Drink Strategy would be agreed during 2017/18.   

 An update on the Dementia CQUIN was provided.  The Trust remained fully compliant with all three components of the former national dementia CQUIN.  
Compliance had been achieved by embedding cognitive testing within the clerking process, a suite of training initiatives and monthly, nurse-led surveys.  Prior to 
commencement of the CQUIN, dementia diagnosis rates were less than 50%.  In January 2017, the national diagnosis rate of dementia in England was 67.4% and 
Sheffield’s diagnosis rate was 80.4%. 
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 The Hospital Mortality Report for quarter three was presented.  
 The Trust’s 12-month rolling HSMR was ‘higher than expected’ when compared with hospital trusts nationally. The 12-month rolling SHMI was in the ‘as expected’ 

range and rebased. The 12-month rolling Crude Mortality rate is 3.21 for this Trust, which is the same as the national rate for all non-specialist acute providers. 
Work was on-going to review the rise in the Trust’s overall HSMR value; however it was highlighted that the ‘rolling’ HSMR values were still influenced by high 
values in February and March 2016, which were thought to be related at least in part to misclassification of some non-elective patients as elective.  The on-going 
work would focus on this and other potential contributory factors and updates would be provided to the committee as soon as further information became available.  

 A presentation was received relating to Fractured Neck of Femur (#NoF) Mortality.  Key points highlighted include: 
 

 Overall care of patients on the fractured neck of femur pathway was good to excellent in 93% of cases reviewed. 

 The #NoF flow group continued to comprehensively review the available data and improve the pathway. 

 Standardised mortality ratios could not and did not reflect quality of care. 

 Data from the Medical Examiner, key factors identified from Structured Judgement Reviews (SJR) and analytics looking at the impact of length of stay on the 
pathway were being triangulated. In addition, the #NOF flow group would further review length of stay and the transfer and flow of this group of patients.   

PROVIDE PATIENT CENTRED SERVICES  

 94% of complaints were responded to within 25 working days. 
 The inpatient FFT score for March was 95% which is the same as the internal target of 95%. 
 The A&E FFT score for March was 88% which is better than the internal target of 86%. 
 The Maternity FFT score for March was 97% which is better than the internal target of 96%. 
 The Trust reported 1 mixed sex accommodation breach in March. 
 New outpatient activity for March 2017 was 5.94% below the contract target; for 2016/17 the Trust was 4.58% below the contract target. 
 Follow up outpatient activity for March 2017 was 2.55% above the contract target; for 2016/17 the Trust was 1.41% below the contract target. 
 Elective activity for March 2017 was 2.54% above the contract target; for 2016/17 the Trust was 0.14% below the contract target. 
 Non-elective activity was 0.68% above the contract target in March 2017; for 2016/17 the Trust was 1.63% below the contract target. 
 A&E activity was 0.08% above target in March 2017; for 2016/17 the Trust was 1.15% below the contract target. 
 The average number of patients who had a delayed transfer of care in March 2017 was 156 compared to 156 in February and 140 in January. 
 The number of operations cancelled on the day for non-clinical reasons in March 2017 was 94 compared to 111 in February and 154 in January. 
 The number of patients on incomplete pathways at the end of March 2017 was 41,205 compared to 41,031 in February and 41,428 in January.  As at the end of 

March 39,309 (95.40%) of the patients on the waiting list had waited less than 18 weeks (target 92%). 
 In March 2017 94.79% of non-admitted patients who were seen had waited less than 18 weeks (local target 95%) compared to 93.47% in February and 92.94% in 

January. 
 In March 2017, 88.07% of patients admitted for treatment had waited less than 18 weeks (local target 90%) compared to 85.5% in February and 86.8% in January. 
 There were no patients waiting more than 52 weeks at the end of March 2017. 
 During March 2017 99.94% of patients waited less than 6 weeks for diagnostic tests compared to the target of 99%. 
 The percentage of patients who did not attend for both new (5.38%) and follow up appointments (6.69%) remains better than the benchmarks of 7.72% and 7.97% 

respectively in March 2017; this is also the case for the whole of 2016/17. 
 In March the percentage of outpatient appointments cancelled by the hospital was 11.49% this is above the benchmark we have set of 6.64% and for patient 

initiated cancellations it was 9.72% compared to the benchmark of 6.20%. 
 In March 2017, performance improved for patients attending A&E and being discharged or admitted within 4 hours, and was 87.86% against the target of 95%.  

This was a further improvement on the February position and there were 4 days when the 95% target was achieved or exceeded.  The Trust continues to work to 
the improvement trajectory agreed with NHS Improvement and NHS Sheffield CCG. 

 No patients had a trolley wait of more than 12 hours in A&E during March 2017. 
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 The percentage of patients whose clinical handover from the ambulance service to A&E took less than 15 minutes increased again in March to 48.41% from 
43.34% in February and 42.15% in January.  The percentage where the handover took more than 30 minutes fell in March to 1.58% from 4.06% in February and 
5.66% in January.  In 2016/17 1.81% handovers took more than 30 minutes () which compares to 3.09% in 2015/16, representing a considerable improvement 
over the year. 

 The percentage of referrals received through the e-Referrals service has improved again in March 2017 to 31.91% from 30.33% in February and 29.43% in 
January and work continues to reach 50%. 

 The current position (as at 28th April 2017) for cancer waiting times for quarter 4 is the Trust is below threshold on 1 of the national targets; the GP 62 Day target 
(85%) at 78.7% for all pathways and 85.0% for STH only pathways, without applying the new breach allocations rules.  All other cancer targets are being met. 

 For Quarter 1 to date, (as at 28th April 2017) all national cancer targets are being met apart from the GP 62 Day target (85%) at 80.6% for all pathways and 89.3% 
for STH only pathways, without applying the new breach allocations rules.  

 The day surgery rate of 88.79% for the Trust was higher than the BADS target (88%) in March. 

EMPLOY CARING AND CARED FOR STAFF 

Directorate plans and actions with relation to HR key performance indicators on workforce, agency and staff matters continue to be prioritised across the Trust. 

 The sickness absence rate for March 2017 was 4.44% compared to a target of 4%.  This figure has decreased from 5.04 % in February. The decrease is a result of 
a 0.11% decrease in short term absence (from 2.49 % to 2.38%) and a 0.48% decrease in long term absence (from 2.54% to 2.06%).  The 2016/17 sickness 
absence rate was 4.56%, which can be split into the long term sickness absence rate of 2.75% and the short term sickness absence rate of 1.82%.    There has 
been an increase in the clinical and corporate directorates achieving the 4% or less absence target. The new Managing Attendance Policy is being implemented 
from 1st April 2017.  Progress in terms of reducing sickness absence is to be continuously reviewed and it has been agreed that if sickness absence levels have not 
reduced close to 4% or under within 9 months, discussions regarding the policy will be re-opened. 

 The Trust saw an increase over the past 4 weeks in the number of appraisals which have been carried out with the rate moving from 85.2% to 86.72%.  The HR 
Operations Director is reviewing this monthly.  Directorate level action plans are being established to address areas of concern and managers are working with HR 
Business Partners to ensure that the target can be achieved going forward. 

 Compliance levels for mandatory training increased to 90 %.   
 Annual Turnover rate was 7.39% and the lowest turnover rate was 4.4% for Healthcare Scientists.  
 Proportion of Temporary staff was 9.99%.  
 Safer staffing: overall, the actual fill rate for day shifts for registered nurses was 88.8% and for other care staff against the planned levels was 110.9%.  At night 

these fill rates were 91.7% for registered nurses and 118.7% for other care staff.  On a number of individual wards the fill rate fell below 85% and the reasons for 
this are outlined in the paper discussed at the Healthcare Governance Committee. 

 

Staff Health and Wellbeing 

 Occupational Health Services have co-ordinated and completed over 500 health checks against an internal target of 500.  Health Assessments will continue across 
the Trust in 2017. 

 Health schemes still under review include the access to support for mental health issues, for weight management and continued progress of access to 
physiotherapy for staff.  In accordance with the wider health agenda the food environment for staff is also being reviewed. 

SPEND PUBLIC MONEY WISELY 

 The draft 2016/17 Annual Accounts show a surplus of £5,766.3k (0.6%). The positive position reflects the receipt of further unplanned Sustainability & 
Transformation Funding and the release of further contingencies (see below). 
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 The final activity under-performance for the year was £10.9m with an improvement of £0.4m in March. Again, it is worth noting that the position at Month 6 was a 
£10.0m underperformance with only a small under-performance in the second half of the year. It would, therefore, appear that the improvements arising from 
Specialty recovery plans, the “Seamless Surgery” initiative and the Lorenzo Improvement Group’s work have been significant and on-going with the improved 
income position being the key factor in the improved overall financial performance. 

 There was ultimately a very small overall overspend on pay (£141k on a budget of nearly £606m). Medical staffing was the main pressure area largely due to 
agency costs to fill critical vacancies; with the major underspend in nursing due to vacancies. Bank and Agency staffing costs were £8.1m lower than for 2015/16 
from a combination of payment caps, conversion to fixed term or permanent appointments, additional recruitment, enhanced controls and lower levels of IT 
Programme expenditure.  

 There was a £2.3m (11.4%) under delivery against efficiency plans for the year. 
 Overall, Clinical Directorates reported positions £13.9m worse than their plans, largely driven by the activity and efficiency positions. The rate of deficit against plan 

slowed significantly in the second half of the year. 
 Given the Directorate positions, the Trust was only able to achieve a surplus position because of £18m of contingencies/other one-off gains. The reported position 

included £10m of “planned” contingencies from Month 6 but a further £8m of unplanned one-off benefits was identified over the second half of the year and 
released into the final position.  

 The Financial Plan assumed receipt of all of the £19.3m of national Sustainability and Transformation funding available to the Trust. To receive this, the Trust had 
to deliver a financial “Control Total” (70%) and service target trajectories (30%). The Trust has ultimately earned all of the £19.3m but was also awarded a further 
£4.6m at the year-end as a reward for over delivery against the Control Total. 

 There were no issues of concern in respect of the working capital position, balance sheet or capital programme. However, the significant capital slippage and 
increased level of debts outstanding with NHS organisations are worthy of note.  

 The final 2016/17 position is very satisfactory and reflects a significant improvement in performance over the second half of the year. However, it is important to 
recognise the level of contingencies/one-off gains and unexpected Sustainability & Transformation funding which have supported the position. These gains are not 
assumed to recur in 2017/18 which means that the underlying Directorate positions and further income losses/pressures will make the new year extremely 
challenging. 

DELIVER EXCELLENT RESEARCH, EDUCATION AND INNOVATION 

 As reported previously, STH performance for 2016/17 for recruitment to trials is on target, as demonstrated by both the total number of patient accruals to portfolio 
studies and the percentage of clinical trials meeting the NIHR 70 day benchmark, which is used nationally as an indicator of efficient study setup. 

 The number of patient accruals to portfolio adopted grant and commercial studies for 2016/17 Q3 was 4,438 and year to date total was 8,476.  This was 125% 
of our Yorkshire and Humber Clinical Research Network (YHCRN) target of 6,750 for 2016/17 to end of Q3, with STH remaining one of the Network’s top 
performers.  This data is preliminary and subject to change however any change will be further positive. 

 Performance for clinical trials meeting the NIHR 70 day benchmark (from receipt of a Valid Research Application to Recruitment of First Eligible Patient) for 
2016/17 Q2 was 90%.  This is significantly above the NIHR national target of 80%. 

 STH continues to maintain research performance as a result of several factors including shortened research and development setup times, active recruitment 
by researchers and collaborative working between the Clinical Research Office, YHCRN, and STH research facilities.
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TRUST PERFORMANCE OVERVIEW 

 

A V R&C T R C&C

CQC Compliance Outcome of CQC inspection Good in all five domains National March H

NHSI Segmentation Compliance with Monitor defined targets Green/Amber or better National Q1 16/17 H

Hospital Mortality HSMR As expected or lower SOF Feb-16 to Jan-17 H

Hospital Mortality SHMI As expected or lower SOF Oct-15 to Sep-16 H

Hospital Mortality HSMR (weekend only) As expected or lower SOF Feb-16 to Jan-17

MRSA bacteraemia Actual numbers Zero cases SOF March 0.00 2 H

MSSA bacteraemia Actual numbers Max 3.5 case a month Local March 5 55 H

C Diff Actual numbers March = 7 SOF March 7 110 H

C Diff - infection rate to be determined to be determined SOF March

Serious Incidents Number of serious incidents (SI) Number Local March 4 39

Serious Incidents Approved SI Report submitted within timescales No overdue reports Local March 0

Incidents Total number of incidents reported Number of incidents reported Local March 1099 25538 H

Incidents Incidents not approved after 35 days Zero Local March 980

Incidents Potential under reporting of patient safety incidents to be determined SOF March

Average LOS Elective 4.13 days (Dr Foster) Local Feb-16 to Jan-17 4.18

Average LOS Non Elective 4.98 days (Dr Foster) Local Feb-16 to Jan-17 5.37

C-Section rate Emergency Caesarean section rate as proportion of all births to be determined SOF March 18.0% 18.4%

Patient Safety Alerts Number of outstanding Patient Safety Alerts Zero SOF March

Patient Falls Number of patient falls 331 per month (5% reduction from 14/15) Local March 275 4107 H

Never Events Number of never events Zero SOF March 0 4 H

Readmissions within 30 days Readmissions as proportion of all emergency admissions to be determined SOF March 18.2% 16.7%

VTE VTE Risk Assessment completed as proportion of all inpatient admissions 95% SOF Q3 16/17 0.9530462

Safety Thermometer Harm free 95% harm free National March 0.9166

 A&E 4-hour wait Patients seen within 4 hours 95% SOF March 0.8786278 86.8%

>12 hr Trolley waits in A&E No. of patients waiting > 12 hours Zero National March 0 3 H

Ambulance turnaround Time taken for ambulance handover of patient 100% within 15 minutes National March 0.4840915 59.09% H

Ambulance turnaround Time taken for ambulance handover of patient 0% in excess of 30 minutes National March 0.015777 1.81% H

Percentage of admitted (un-adjusted) patients treated within 18 weeks 90% Local March 0.8810685 M

Percentage of non-admitted patients treated within 18 weeks 95% Local March 0.9479636 M

Percentage of patients on incomplete pathways waiting less than 18 weeks 92% SOF March 0.9540788 M

52 week waits Actual numbers Zero National March 2 29 M

6 week diagnostic waiting Percentage of patients seen within 6 weeks 99% SOF March 0.9993756 M

Number of operations cancelled on the day for non clinical reasons 75 per month Local March 0 1256 H

Number of patients cancelled on the day and not readmitted within 28 days Zero Local March 0 38 H

Percentage of out-patient appointments cancelled by hospital 6.64% (National figure 2014/15) Local March 0 11.42% H

Percentage of out-patient appointments cancelled by patient 6.20% (National figure 2014/15) Local March 0 9.66% H

Percentage of new out-patient appointments where patients DNA 7.72% (National figure 2014/15) Local March 0 6.35% H

Percentage of follow-up out-patient appointments where patients DNA 7.97% (National figure 2014/15) Local March 0 7.41% H

Patient seen within 2 weeks 93% National Q3 16/17 0.952 H

Breast symptomatic seen within 2 weeks 93% National Q3 16/17 0.99 H

62 days from referral to treatment (GP referral) 85% SOF Q3 16/17 0.789 H

62 days from referral to treatment (Cancer Screening Service) 90% SOF Q3 16/17 0.951

31 day first treatment 96% National Q3 16/17 0.976 H

31 day subsequent treatment  (Surgery) 94% National Q3 16/17 0.984 H

31 day subsequent treatment  (Radiotherapy) 94% National Q3 16/17 0.97

31 day subsequent treatment  (Drugs) 98% National Q3 16/17 1

e-Referral Service Percentage of appointments booked through e-Referral 50% Local March 0 29.73%

Ethnic Origin data collection % valid ethnic group 85% National March 1 91.33% H

Elective Inpatient activity Variance from contract schedules On plan Local March 2.54% 0.14% H

Non elective inpatient activity Variance from contract schedules On plan Local March 0.0067795 -1.63% H

A = Accuracy, V = Validity, R&C = Reliability & Consistency, T = Timeliness, R = Relevance, C&C = Completeness & Coverage

Deliver The Best Clinical Outcomes

Data Quality
Indicator Measure Standard Target Type

Current Data 

Month

Month 

Actual 
YTD Trend

Average Length of Stay (by 

discharges)

Provide Patient Centred Services

18 week waits referral to 

treatment time 

Cancelled Operations

Cancelled Outpatient 

appointments

DNA rate

Cancer Waits 
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TRUST PERFORMANCE OVERVIEW (continued) 

A V R&C T R C&C

New outpatient attendances Variance from contract schedules On plan Local March -0.128461 -4.67% H

Follow up op attendances Variance from contract schedules On plan Local March -0.0048788 -1.95% H

A&E attendances Variance from contract schedules On plan Local March 0.0007793 -1.15% H

Complaints Percentage of complaints answered within 25 working days 85% answered within 25 days Local March 1 89.46% M

Written Complaints Rate Written complaints rate per 10,000 fces Total number upheld SOF Q2 16/17 146

FFT Response Rates Increased response rates for inpatient areas 30% National March 0 M

FFT Recommended Patients recommending STH for inpatient treatment 95% National March 1 M

FFT Response Rates Increased response rates for A&E 20% National March 0 M

FFT Recommended Patients recommending STH for A&E treatment 86% National March 0.8802153

FFT Response Rates Increased response rates for Maternity 20% National March 0.2729748

FFT Recommended Patients recommending STH for Maternity treatment 96% SOF March 0.9700748

RTT information completeness 50% National Q3 16/17 M

Referral information completeness 50% National Q1 16/17 M

Activity information completeness 50% National Q1 16/17 M

Day surgery rates BADS - day surgery rates 88% Local March 0.8879225 90% M

Mixed Sex Accommodation Number of breaches of Mixed Sex Accommodation standard Zero SOF March 1 1 M

Sickness Absence All days lost as a percentage of those available 4.00% SOF March 0.0443935 4.56% M

Appraisals Completed appraisals in last year 90% Local March 0.8666617 M

Mandatory Training Overall percentage of completed mandatory training 90% Local March 0.9040414 M

Percentage of planned shifts worked by Registered Nurses/midwives during the day 85% of planned hours or greater worked Local March 0.8884987 M

Percentage of planned shifts worked by  Registered Nurses/midwives during the night 85% of planned hours or greater worked Local March 0.9166842 M

Percentage of planned shifts worked by Clinical Support Workers during the day 85% of planned hours or greater worked Local March 1.1090296 M

Percentage of planned shifts worked by Clinical Support Workers during the night 85% of planned hours or greater worked Local March 1.1867517 M

Executive Team turnover to be determined SOF March 0

Number of leavers as a percentage of total head count (rolliing 12 months) to be determined SOF March 0.00%

Temporary Staff Proportion of temporary staff to be determined SOF March 0

Distance from provider cap <=0% SOF March M

Agency and bank spend as a percentage of total pay budget 8% Local March 4.23%

I & E YTD actual I & E surplus/deficit in comparison to YTD plan I & E surplus/deficit >=0% SOF March -0.12% H

I & E Margin I & E surplus or deficit asa percentage of total revenue >1% SOF March 0.00%

Cost Reduction Aggressive cost reduction plans Under development SOF March

Contract performance Variance from plan On plan Local March -1.30% H

Efficiency Variance from plan On plan Local March -11.42% M

Cash Actual Above profile Local March 91.53% H

Liquidity Days of operating costs held in cash or cash equivalents including wholly committted lines of credit available for drawdown >0 SOF March 4.40

Capital Service Capacity - degree to which provider's generated income covers its financial obligations >2.5times SOF March 3.40 H

Expenditure - variance from plan On plan Local Q2 16/17

Distance from Plan Distance from control total or financial plan On Plan Local Q2 16/17 113.00%

Total number of patient accruals to portfolio studies 9000 Regional -Y&H 2016/17 189%

70 Day Benchmark for recruitment of first patient to a clinical trial 80% National 2016/17 90%

Quality recommendation % staff who would recommend STH to a friend / relative for treatment 69% SOF 2015 0.76 M

Work recommendation % staff who would recommend STH as a place to work 61% National 2015 0.64 M

Staff Engagement Staff engagement score 3.80 SOF 2015 3.82

CQC Inpatient Survey RAG rating for overall score determined by CQC to be determined SOF

A = Accuracy, V = Validity, R&C = Reliability & Consistency, T = Timeliness, R = Relevance, C&C = Completeness & Coverage

Deliver Excellent Research, Education & Innovation

Recruitment to trials

Annually Reported Indicators

Provide Patient Centred Services

Spend Public Money Wisely

Indicator Measure Standard Target Type Trend
Data Quality

Staff Turnover

Employ Caring & Cared for Staff

Community care –information 

completeness

Agency spend

Safer Staffing

Capital

Month 

Actual 
YTD

Current Data 

Month
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TRUST PERFORMANCE REPORT BY EXCEPTION 

DELIVER THE BEST CLINICAL OUTCOMES 

MSSA 
(Number) 

INCIDENTS 
(Incidents Not Approved After 35 Days) 

  

Lead: Hilary Chapman, Chief Nurse Timescale:  June  2017 Lead: David Throssell, Medical Director Timescale:  June  2017 

Key Issues: During March 2017 the Trust recorded 5 cases of MSSA. Key Issues:  There is varying achievement of this target across the clinical groups and 
directorates.  

Key Actions:  A research grant proposal to test decolonisation in some specific clinical 
areas has been submitted and the Trust will be informed of whether this proposal has 
been successful shortly.  

Key Actions: Directorates are provided with monthly performance reports to assist them 
in monitoring their own performance and developing improvement plans.  The monthly 
reports are presented and discussed at each Safety and Risk Management Board 
meeting and directorates with consistently low compliance are required to provide details 
of improvement plans.   
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                         NON-ELECTIVE LENGTH OF STAY 
                                 (Average LOS Non Elective) 

                                         SAFETY THERMOMETER 
                                                    (Harm Free) 

  

Lead: Kirsten Major, Deputy Chief 
Executive 

Timescale:  June  2017 Lead: David Throssell, Medical Director  Timescale:  June  2017 

Key Issues: The Dr. Foster based variable target for non-elective length of stay (LoS) for 
January 2016 is 4.94 days and is based on a rolling 12 month period from February 2015 
to January 2016.  Actual LOS at January 2017 is 5.37 days. Theoretically if STH were to 
achieve the Dr Foster casemix average LOS target it would deliver 100 beds per day 
across the Trust based on static averages. 

Key Issues: Work is on-going to ensure consistency of reporting across all areas 

Key Actions: The increasing LOS reflects significant operational pressures over the 
winter period and a higher volume of DTOC (delayed transfers of care), linked to social 
care pressures. The Trust is taking a number of actions to sustainably improve length of 
stay including ongoing discussions at executive level to improve hospital and social care 
interface; ward improvement work with 26 wards to improve flow by focusing on areas 
such as improving board rounds and introducing standardised ward and discharge 
processes.  Through the Vital Room, specialties across the Trust meet to improve 
assessment processes and new processes including hot clinics to avoid admission.  
Additionally, a significant capital case is being progressed for an improved Frailty Unit for 
geriatric patients, as part of a new future model of assessment.  The Chief Operating 
Officer’s team continue to co-ordinate a strong operational focus on long staying patients 
and DTOC working with partners across the city. 

Key Actions: Safety Thermometer data continues to be presented and reviewed at the 
monthly Safer Care Committee meeting.  Email reminders are sent to clinical staff to 
collect the data in a timely manner.  Ward based training continues to clarify harms 
definitions, ongoing discussions with community based teams to standardise their practice 
where possible.  The generic ward login access is now discontinued which will prevent 
access other than with personal access details.  This enables a robust process of data 
quality audit and targeted data improvement support if required.   
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PROVIDE PATIENT CENTRED SERVICES 

A&E 4 HOUR WAIT  
(Patients Seen & Discharged or Seen & Admitted Within 4 Hours) 

AMBULANCE TURNAROUND  
(Time Taken for Ambulance Handover of Patient) 

  

Lead: Kirsten Major, Deputy Chief 
Executive 

Timescale:  June  2017 Lead: Kirsten Major, Deputy Chief 
Executive 

Timescale:  June  2017 

Key Issues: In March 2017, performance improved against the target of patients 
attending A&E and being discharged or admitted within 4 hours was 87.86% against the 
target of 95%.  This was a further improvement on the February position and there were 4 
days when the 95% target was achieved or exceeded.  The Trust continues to work to the 
improvement trajectory agreed with NHS Improvement and NHS Sheffield CCG. 

The Trust achieved 84.46% for the final quarter of the year and 86.78% for the year as a 
whole. 

Key Issues: The percentage of 999 arrivals that were clinically handed over within 15 
minutes of arriving in the Emergency Department has improved again in March to 48.41% 
having been 43.34% in February and 42.15% in January.  The number of clinical 
handovers which took more than 30 minutes has also improved reducing to 1.58% in 
March from 4.06% in February and 5.66% in January. 

 

Key Actions: CEO level discussions continue across Sheffield  Health and Social Care 
organisations, aimed at providing an immediate improvement in the increasing number of 
inpatients waiting for STIT care.  In parallel, a recovery action plan has been agreed 
between STH and SCCG on the internal actions required to improve internal Emergency 
Department flow.  A new local score card of key metrics has also been developed.. 

Key Actions: The improvements to the environment completed at the end of last year for 
patient handover from ambulances supports the Front Door process being developed, 
focussing on streamlining ambulance handover processes to support timely registration 
and completion of clinical handover within 15 minutes. This process is underpinned by 
recruitment to additional Emergency Department staff which continues. 
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                                                18 WEEKS RTT 
                         % of Admitted Patients Treated within 18 Weeks 

                                            18 WEEKS RTT 
                   % of Non-Admitted Patients Treated within 18 Weeks 

 
 

Lead: Kirsten Major, Deputy Chief 
Executive 

Timescale:  June 2017 Lead: Kirsten Major, Deputy Chief 
Executive 

Timescale:  June  2017 

Key Issues: The percentage of admitted patients treated within the 18 week referral to 
treatment target has seen an improvement in March to 88.07% from 85.47% in February 
and 86.81% in January.  

By comparison, at month 12 of last year 84.98% of admitted patients were seen within the 
18 week RTT national target and therefore this represents an appreciable improvement. 

Key Issues: The percentage of non-admitted patients treated within the 18 week referral 
to treatment target improved in March to 94.79% from 93.47% in February and 92.94% in 
January, only marginally missing the 95% target. 

At month 12 of last year 94.03% of non-admitted patients were seen within the 18 week 
RTT national target. 

Key Actions: All areas not currently meeting the required waiting times have 
produced revised delivery trajectories to the Waiting Times Performance 
Overview Group.  The Group will monitor progress against recovery plans on a 
monthly basis.  Performance across all directorates is managed and maintained 
by the RTT (Referral to Treatment) Action Group. 

Key Actions: All areas not meeting the required waiting time have produced revised 
delivery trajectories to the and submitted these to the Waiting Times Performance 
Overview Group.  The Group will monitor progress against recovery plans on a monthly 
basis.  Performance across all directorates is managed and maintained by the RTT 
(Referral to Treatment) Action Group. 

80%

85%

90%

95%

100%

M
a

r 
1

6

A
p

r 
1

6

M
a

y 
1

6

Ju
n

 1
6

Ju
l 1

6

A
u

g 
1

6

Se
p

 1
6

O
ct

 1
6

N
o

v 
16

D
e

c 
1

6

Ja
n

 1
7

Fe
b

 1
7

M
a

r 
1

7

% <18 Weeks Admitted Unadjusted Pathways Target



 

12 | P a g e  

CANCELLED OPERATIONS 
(Number of Operations Cancelled on the Day for Non Clinical Reasons) 

CANCELLED OUTPATIENT APPOINTMENTS  
(% of Outpatient Appointments Cancelled by Hospital) 

 
 

Lead: Kirsten Major, Deputy Chief 
Executive 

Timescale:  June 2017 Lead: Kirsten Major, Deputy Chief 
Executive 

Timescale:  June 2017 

Key Issues: In March there were 94 patients who had their operation cancelled on the day 
for non-clinical reasons against a threshold of 75.  This represents a considerable 
improvement and is 17 less than February and 60 less than January.  
 
Clinical operations continues to work closely with theatres to understand the detailed root 
cause of all cancellations and develop plans to ensure these are minimised and reduced 
further. 
  

Key Issues: The percentage of outpatient appointments cancelled by the hospital in March 
was 11.49% compared to February when it was 11.24%. It is an improvement on the 
position in March 2016 when cancellations were over 12%. 

Key Actions: Details of cancelled operations are sent out daily to Operational Directors 
and are fully investigated. Further work is underway to ensure the accurate recording of the 
on the day cancellations; and the Seamless Surgery Programme is working with surgical 
directorates to implement best practice and improve patient experience. 

Key Actions: A new report is now available from Information Services providing details of 
hospital cancellations by care group, directorate and specialty as a result of the work done 
in the RTT Activity Group meeting.  

Directorates are currently reviewing this information for their areas to understand what is 
contributing to cancellation rates. 
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CANCELLED OUTPATIENT APPOINTMENTS  
(% of Outpatient Appointments Cancelled by Patient) 

e-REFERRAL SERVICE  
(% of Appointments Booked Through e-Referral) 

 
 

Lead: Kirsten Major, Deputy Chief 
Executive 

Timescale:  June 2017 Lead: Kirsten Major, Deputy Chief 
Executive 

Timescale:  June 2017 

Key Issues: The percentage of outpatient appointments cancelled by the patient 
improved for the third consecutive month in March to 9.72% from 9.98% in February and 
10.00% in January. 

Key Issues: The percentage of outpatient appointments that took place in March that 
were booked through the e-Referral Services (e-RS) increased again to 31.91% from 
30.33% in February and 29.43% in January. 

Breast Surgery, Dermatology, and ENT have the highest number of eRS referrals; 
Breast Surgery had 51.87% of referrals through eRS, Dermatology 71.64% and ENT 
60.12% . 

Key Actions: Individual care groups are investigating the reasons that patients cancel 
their appointments.  The use of the ‘remind’ system is being reviewed to ensure that 
requests from patients to rearrange their appointment are followed  up.  Further analysis 
is to be undertaken at a specialty level to determine what impact communication with 
patients regarding appointments has on the rate of cancellations.  

Key Actions: Given the introduction of the e-RS CQUIN the Trust is establishing a task 
and finish group to understand current baselines and specific actions to increase 
utilisation. The first meeting of the group is now scheduled for May.  The CQUIN for e-
Referrals relates to GP referrals to consultant-led first outpatient services only and the 
availability of services and appointments on the e-Referral Service. 
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PROVIDE PATIENT CENTRED SERVICES EMPLOY CARING AND CARED FOR STAFF 

MIXED SEX ACCOMMODATION 
(Number of Breaches of Standard) 

SICKNESS ABSENCE 
(All Days Lost as a % of Days Available)  

  

Lead: Hilary Chapman, Head of Nursing Timescale: March 2018 Lead: Mark Gwilliam, Head of HR and 
Organisational Development 

Timescale:  March 2018 

Key Issues: The Trust did not meet its monthly target for mixed sex accommodation, 
recording 1 breach against a target of 0.   

Key Issues:  The monthly sickness absence figure is 4.44% with a 2016/17 figure of 
4.56%. 

Key Actions:  The circumstances of the breach have been fully reviewed and it was 

felt that every effort had been made to try and avoid the breach but exceptional 
operational demand had made it difficult to avoid. 

The Trust reported this breach to the Department of Health and NHS Sheffield Clinical 
Commissioning Group; the breach will also be reported in the Trust Quality Report. 

Key Actions: All directorates above the Trust target of 4% have developed their own 
action plans which are continuously reviewed; HR Business Partners continue to work 
with directorates to develop individual action plans for all those staff that have been off 
sick for more than 3 months.  The Trust will continue to progress the Healthy Workplace 
agenda with a view to providing positive support for staff. 

Introduction of a new managing attendance policy. 
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EMPLOY CARING AND CARED FOR STAFF                                                         SPEND PUBLIC MONEY WISELY 

APPRAISALS 
(Completed Appraisals in Last Year) 

EFFICIENCY 
(Variance from Plan) 

 
 

Lead: Mark Gwilliam, Head of HR and 
Organisational Development 

Timescale:  March 2018 Lead: Neil Priestley, Director of Finance Timescale: March 2017 

Key Issues:  The cumulative position for completed appraisals during the past 12 
months at the end of March is 86.7 % compared to the target of 90%; focus will continue 
on the achievement of this target. 

Key Issue: The 2016/17 total P&E risk adjusted plan is £20.4m.  Directorates have 
under delivered against the 2016/17 plan by £2.3m (11.4%); month 11 was £2.6m 
(14.2%) below plan. 

Key Actions:  Directorates have developed action plans in conjunction with their HR 
Business Partners in order that they can achieve compliance of the target in 2017/18, 
this includes the need to realign the timing of appraisals. 

Key Actions:  A review will be undertaken to understand under-delivery and identify any 
lessons learnt that can be taken on board for next year’s schemes and wider programme 
management.   Focus within the last month has been on ensuring that next year’s 
efficiency plans are robust and that strong delivery mechanisms are in place in the 
directorates.  For high risk plans additional assurance meetings have taken place to 
identify where risks can be mitigated and support provided.  The Programme 
Management Office will continue to ensure that there is a complete view of efficiency 
opportunities across the Trust. 
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APPENDIX 1: DEEP DIVE – ADVICE AND GUIDANCE CQUIN 

1. BACKGROUND   

For 2017-19 under the terms of the NHS Standard Contract the Trust is being mandated to implement a national CQUIN scheme for Offering Advice and Guidance 
(A&G). Advice and Guidance is a mechanism whereby General Practitioners can seek the advice of Consultants within the Trust on the management of their patient 
prior to a formal referral to secondary care. 

The rationale for the introduction of the CQUIN scheme is that in areas where A&G services have been trialled they have been found to offer opportunities to reduce 
the number of patients who are seen in outpatient clinics. 

2. COMMISSIONING FOR QUALITY AND INNOVATION (CQUIN) TARGETS  

The CQUIN scheme is being used as a vehicle nationally to increase the number of services where Trusts operate A&G for non-urgent GP referrals. 

For 2017-18 the CQUIN requires the Trust to achieve A&G services operational for specialties covering at least 35% of total GP referrals by the start of quarter 4 
(January 2018) and sustained across the quarter.  In addition the Trust has to achieve quality standards for provision of A&G which will be agreed with the CCG in 
quarter 1. 

For 2018-19 the CQUIN requires the Trust to increase the volume of A&G services operational for specialties to cover at least 75% of total GP referrals by start of 
quarter 4 (January 2019) and sustained across the quarter. 

There are quarterly milestones that need to be achieved in each year to secure the full payment of £648k.  Full details of the CQUIN scheme and the milestones are contained in Table 1,  
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Table 2 and Table 3. 

The CQUIN scheme specifically states that A&G refers to structured, non-urgent, electronic A&G provided via telephone, email, or an online system. 

Examples of the type of A&G response may include: 

 Virtual review of test results (e.g. ECG, bloods) and advice on next steps required 
 Supply of a suggested treatment or management plan to the GP (which may include carrying out further investigations in primary care) 
 Direct booking of diagnostic test (e.g. endoscopy) 
 Direct booking of intervention, where indicated 
 Advice on the appropriate clinic referral (reducing redirected appointments) 

3. CURRENT PERFORMANCE 

The CQUIN scheme specifically states that A&G refers to structured, non-urgent, electronic A&G provided via telephone, email, or an online system.  A stocktake was 
undertaken to determine if any specialities offer A&G services that would meet the definition of the CQUIN scheme.  The outcome of the stocktake by speciality is 
detailed in Table 4. 

A&G services have historically not been formally commissioned from the Trust and as a consequence the current arrangements, where they exist, are largely on an ad 
hoc basis with consultants providing A&G via letter or through on-call arrangements.  One example of a more structured scheme to provide A&G to GP’s on COPD is 
referenced. 

It is likely that there is far more A&G work undertaken than is captured by the stocktake and a more detailed review to fully understand the current picture including the 
scale and nature of A&G activity and resource implications will be undertaken.  As A&G services are not commissioned and do not attract additional funding there has 
never been a reason to formally describe and specify these services and this will have to be addressed in order for the Trust to be able to evidence that it is meeting 
the CQUIN requirements. 

In addition it will be necessary to engage with the CCG on how the A&G CQUIN and the CASES (Clinical Assessments, Services, Education and Support) service can 
work alongside each other.  It is a CCG commissioned service where the CCG, Primary Care Sheffield (PCS) and the Trust are working together to provide a referral 
review and education service for 7 specialities; Cardiology, Dermatology, Ear Nose and Throat, Gastroenterology, Gynaecology, Respiratory, and Urology. 

GP practices refer into CASES via the Electronic Referral Service (ERS).  The referrals are peer reviewed by another GP who has received mentoring and support 
from individual consultants from STHFT.  The outcome of the referral is then communicated back to the GP and if there is an opportunity for advice and guidance it is 
offered.  In their 2017-18 commissioning intentions the CCG speak about extending CASES to all specialities during 2017-18. 

Analysis has been undertaken to identify the volume of non-urgent GP referrals into individual specialities (refer to Table 5).  If you consider CASES specialities only, 
they account for 37.83% of non-urgent GP referrals.  To establish new stand-alone STHFT A&G services for these specialities would risk undermining the CASES 
service and would be a duplication of effort.  Instead, engagement with the CCG and PCS, to build on and formalise the current mentoring and A&G arrangements, 
including working with the CCG and PCS to develop clinical pathways, referral guidance and education resources for GPs.  This would provide an opportunity both for 
the Trust to meet its’ CQUIN obligations and ensure CASES is as effective as possible. 

4. ACTIONS REQUIRED 

The Contracts Team are leading on the delivery of the A&G CQUIN.  Delivery will be overseen by the newly established CQUIN Steering Group.  The following actions 
will be required: 

 To undertake a more detailed stocktake of the scale and nature of current A&G activity and resource implications, taking into account the CQUIN definitions of A&G. 
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 To review and document A&G services that are already being provided by the Trust. 
 To review and document support that is currently being provided to the CASES service. 
 To engage with PCS and the CCG to define what Trust input is required to support the further development of CASES. 
 To agree a plan for implementation with the CCG by the end of quarter 1 to meet the CQUIN requirements for 2017-18. Specifically the plan to include: 

 Identification of specialties with the highest volume of GP referrals for A&G implementation 

 A trajectory, timetable and implementation plan for A&G services to cover a group of specialties responsible for at least 35% of GP referrals by quarter 4 
2017/18 

 Agreement on the local quality standards for provision of A&G, including that 80% of asynchronous responses are provided within 2 working days  
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Table 1: Requirements of the CQUIN for Offering A&G 

Indicator name Offering advice and Guidance (A&G) 

Indicator weighting  

(% of CQUIN scheme available) 

0.25% 

Description of indicator The scheme requires providers to set up and operate A&G services for non-urgent GP referrals, allowing GPs to 
access consultant advice prior to referring patients in to secondary care.  A&G support should be provided either 
through the ERS platform or local solutions where systems agree this offers a better alternative. 

A&G in the context of this CQUIN refers to structured, non-urgent, electronic A&G provided via telephone, email, or 
an online system.  CCGs may agree with trusts how the local programme of A&G will operate, and the definition of an 
A&G response may include: 

 Virtual review of test results (e.g. ECG, bloods) and advice on next steps required 
 Supply of a suggested treatment or management plan to the GP (which may include carrying out further 

investigations in primary care) 
 Direct booking of diagnostic test (e.g. endoscopy) 
 Direct booking of intervention, where indicated 
 Advice on the appropriate clinic referral (reducing redirected appointments) 

Clinical responsibility will remain with the GP accessing the A&G service, unless or until the patient is seen face to 
face in secondary care. 

Numerator A&G coverage: number of GP referrals to elective outpatient specialties which provide A&G. 

Denominator Total number of GP referrals to elective outpatient services. 

Data source For the purposes of the main indicator denominator, referral data is already captured in the Monthly Activity Return 
(MAR).  For the numerator, providers will need to report on which specialties are covered by A&G services (this is not 
already collected) and this will be linked to MAR data to quantify performance.  

Demand on elective specialties covered by A&G should be tracked locally to provide insight on the impact of the 
service. 

Frequency of data collection Quarterly.  

Organisation responsible for data 

collection 

The numerator and denominator will be collected at Provider level.   

Frequency of reporting to commissioner The provider will meet with Commissioners at least quarterly, initially to review the implementation of the A&G service 
and then to monitor impact through the main indicator.  Providers of all levels participating in the scheme will have an 
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Indicator name Offering advice and Guidance (A&G) 

incentive to earn the reward and improve, as the target is expressed as a proportion of local referral volumes. 

Baseline period/date The target for the main indicator is not relative to a baseline but quarter 1 2017/18 will provide a picture of A&G 
coverage prior to CQUIN mobilisation. 

Baseline value Proportion of GP referrals made to elective outpatient specialties which provide access to A&G services. 

Final indicator period/date (on which 

payment is based) 

Q4 2018/19 

Final indicator value (payment threshold) 75% of GP referrals are made to elective outpatient specialties which provide access to A&G services. 

Final indicator reporting date 30th April 2019 
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Table 2: Rules for Achievement 

Date/period 
milestone 
relates to 

Rules for achievement of milestones 

(including evidence to be supplied to commissioner) 

Date milestone to be 
reported 

Milestone 
weighting 
(% of 
CQUIN 
scheme 
available) 

Q1 2017/18  Agree specialties with highest volume of GP referrals for A&G implementation 
 Agree trajectory for A&G services to cover a group of specialties responsible for at least 35% of GP 

referrals by Q4 2017/18 
 Agree timetable and implementation plan for introduction of A&G to these specialties during the 

remainder of 2017/18 
 Agree local quality standard for provision of A&G, including that 80% of asynchronous responses 

are provided within 2 working days 

30 July 2017 25% of year 
1 reward 

Q2 2017/18  A&G services mobilised for first agreed tranche of specialties in line with implementation plan and 
trajectory 

 Local quality standard for provision of A&G finalised 
 Baseline data for main indicator provided 

31 October 2017 25% of year 
1 reward 

Q3 2017/18  A&G services operational for first agreed tranche of specialties 
 Quality standards for provision of A&G met 
 Data for main indicators provided 
 Timetable, implementation plan and trajectory agreed for rollout of A&G services to cover a group 

of specialties responsible for at least 75% of GP referrals by Q4 2018/19 

31 January 2018 25% of year 
1 reward 

Q4 2017/18  A&G services operational for specialties covering at least 35% of total GP referrals by start of Q4 
and sustained across the quarter 

 Quality standards for provision of A&G met 
 Data for main indicator provided 

31 May 2018 25% of year 
1 reward 

Q1 2018/19  A&G services introduced in line with Q1 trajectory and implementation plan 
 Quality standards for provision of A&G met 
 Data for main indicator provided 

31 July 2018 15% of year 
2 reward 

Q2 2018/19  A&G services introduced in line with Q1 trajectory and implementation plan 
 Quality standards for provision of A&G met 
 Data for main indicator provided 

31 October 2018 15% of year 
2 reward 
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Date/period 
milestone 
relates to 

Rules for achievement of milestones 

(including evidence to be supplied to commissioner) 

Date milestone to be 
reported 

Milestone 
weighting 
(% of 
CQUIN 
scheme 
available) 

Q3 2018/19  A&G services introduced in line with Q1 trajectory and implementation plan 
 Quality standards for provision of A&G met 
 Data for main indicator provided 

31 January 2019 15% of year 
2 reward 

Q4 2018/19  A&G services in place for a group of specialties responsible for receiving 75% of total GP referrals 
by start of Q4 and sustained across the quarter 

 Local quality standards met 
 Data for main indicator provided 

30 May 2019 55% of year 
2 reward 
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Table 3: Rules for Partial Achievement 

Final indicator value for the 
partial achievement threshold 

% of CQUIN scheme available for 
meeting final indicator value 

≥35% 100% of Q4 2017/18 reward 

30% - <35% 80% of Q4 2017/18 reward 

25% - <30% 60% of Q4 2017/18 reward 

20% - <25% 40% of Q4 2017/18 reward 

≥75% 100% of Q4 2018/19 reward 

65% - <75% 80% of Q4 2018/19 reward 

55% - <65% 60% of Q4 2018/19 reward 

45% - <55% 40% of Q4 2018/19 reward 

Table 4: Stocktake of Current A&G Services 

Specialty Current Status 

Acute Medicine No structured A&G 

Anaesthetics Could only apply to their pre-op assessments 

Anticoagulation Some A&G provided by letter/communication from MDT. 

Assisted Conception Unit No structured A&G 

Audiological Medicine No structured A&G 

Cardiology No structured A&G 

Cardiothoracic Surgery No structured A&G 

Care Of The Elderly Planning to set something up during 2017/18. 

Chemical Pathology Ad hoc enquiries to the relevant clinician. 

Chest Medicine CF Service; small stable population of patients rare to get GP's contacting them as patients contact consultants direct. 

Chest Medicine 
PVDU; COPD service did a pilot telephone advice service for GP's which is due to be re-run as part of a service improvement 
initiative. 
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Specialty Current Status 

Chest Medicine Some A&G provided by letter/communication from MDT. 

Clinical Immunology Think this comes under LEGION at present and not Specialised Med 

Clinical Inherited Genetics No structured A&G 

Clinical Neurophysiology Done on a casual non-structured basis. 

Clinical Oncology Advice tends to be other secondary care consultants rather than GP's 

Dermatology A&G provided by letter. 

Diabetes No structured A&G 

Ear Nose And Throat No structured A&G 

Endocrinology No structured A&G 

Gastroenterology No structured A&G 

General Surgery No structured A&G 

Gynaecology A GP would normally contact the on-call consultant by telephone. 

Haematology A&G provided by letter. 

Hepatology No structured A&G 

Histopathology Ad hoc enquiries to the relevant clinician. 

Infectious Diseases No structured A&G 

Medical Oncology Advice tends to be other secondary care consultants rather than GP's 

Metabolic Bone No structured A&G 

Nephrology Informal service provided. 

Neurology 
Done on a casual non-structured basis; mostly by letter marked 'Advice Only'.  Roughly 4-7 per week ranging from drug 
therapies to scan review. 

Neuroradiology Info available on website; iRefer provides clinical guidelines for GP's. 

Neurosurgery Informal advice provided on an ad hoc basis, this is an infrequent occurrence. 

Obstetrics A GP would normally contact the on-call consultant by telephone. 

Ophthalmology Option to do through ERS specialties but has never been used and no named clinicians.  Informal service provided by telephone. 

Oral & Maxillofacial Surgery No structured A&G 
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Specialty Current Status 

Oral Medicine No structured A&G 

Oral Surgery No structured A&G 

Orthodontics No structured A&G 

Orthopaedic No structured A&G 

Paediatric Dentistry No structured A&G 

Paediatric Neurology Done on a casual non-structured basis. 

Paediatric Surgery No structured A&G 

Paediatrics/Neonatology A GP would normally contact the on-call consultant by telephone. 

Palliative Medicine No structured A&G 

Plastic Surgery No structured A&G 

Radiology Info available on website; iRefer provides clinical guidelines for GP's. 

Rehabilitation Done on a casual non-structured basis. 

Respiratory Medicine No structured A&G 

Restorative Dentistry No structured A&G 

Rheumatology No structured A&G 

Sexual Health Sheffield No structured A&G 

Spinal Injuries No structured A&G 

Thoracic Surgery No structured A&G 

Urology No structured A&G 

Vascular Radiology Consultant can be contacted by GP through on-call. 

Vascular Surgery Consultant can be contacted by GP through on-call. 
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Table 5: Non-urgent GP Referrals (All CCGs) by Specialty (April 2016-March 2017) 

Specialty 
GP 

Referrals 
% of 
total 

Cumulative 
Total 

Gynaecology* 15123 10.70% 10.70% 

Cardiology* 10429 7.38% 18.08% 

Dermatology* 8810 6.23% 24.31% 

Orthopaedic 8580 6.07% 30.38% 

Ear Nose And Throat* 8076 5.71% 36.09% 

Neurology 7433 5.26% 41.35% 

Oral Surgery 6749 4.78% 46.13% 

Restorative Dentistry 5433 3.84% 49.97% 

Urology* 5153 3.65% 53.62% 

Ophthalmology 4509 3.19% 56.81% 

Gastroenterology* 4012 2.84% 59.65% 

Paediatric Dentistry 3808 2.69% 62.34% 

Plastic Surgery 3411 2.41% 64.75% 

Hearing Services 3201 2.27% 67.02% 

Colorectal Surgery 3069 2.17% 69.19% 

Diabetes 2738 1.94% 71.13% 

Osteoporosis 2622 1.86% 72.99% 

Neurosurgery 2501 1.77% 74.76% 

General Surgery 2439 1.73% 76.49% 

Vascular Surgery 2359 1.67% 78.16% 

Breast Surgery 2253 1.59% 79.75% 

Rheumatology 2112 1.49% 81.24% 

Spinal Surgery Service 2008 1.42% 82.66% 

Chest Medicine* 1862 1.32% 83.98% 

Clinical Immunology 1820 1.29% 85.27% 

Oral Medicine 1789 1.27% 86.54% 

Specialty 
GP 

Referrals 
% of 
total 

Cumulative 
Total 

Endocrinology 1745 1.23% 87.77% 

Pain Management 1533 1.08% 88.85% 

Diabetic Education 1507 1.07% 89.92% 

Orthodontics 1411 1.00% 90.92% 

Nephrology 1333 0.94% 91.86% 

Haematology 1245 0.88% 92.74% 

Respiratory Physiology 1005 0.71% 93.45% 

Hepatology 945 0.67% 94.12% 

Infectious Diseases 770 0.54% 94.66% 

Care Of The Elderly 744 0.53% 95.19% 

Upper Gastrointestinal Surgery 723 0.51% 95.70% 

Audiological Medicine 585 0.41% 96.11% 

Clinical Inherited Genetics 511 0.36% 96.47% 

Maxillofacial Surgery 504 0.36% 96.83% 

Clinical Neurophysiology 496 0.35% 97.18% 

Chemical Pathology 453 0.32% 97.50% 

Hepatobiliary & Pancreatic Surgery 453 0.32% 97.82% 

Medical Ophthalmology 398 0.28% 98.10% 

Transient Ischaemic Attack 375 0.27% 98.37% 

Unknown 337 0.24% 98.61% 

Vitreoretinal Surgery 263 0.19% 98.80% 

Vascular Radiology 225 0.16% 98.96% 

Paediatric Maxillofacial Surgery 188 0.13% 99.09% 

Anti-Coagulation 133 0.09% 99.18% 

Podiatric Surgery 120 0.08% 99.26% 

Other Specialities <100 Referrals 1011 0.70% 99.96% 

* CASES specialities 
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APPENDIX 2: DIRECTORATES DASHBOARD 

 

Indicator Measure
Diab & 

Endo

Emerg 

Med
Gastro Pharm

Resp 

Med

Integ 

Comm 

Care

GSM

Prim 

Care & 

Int/Serv

Therap & 

Pall Care
CCDS ENT Neuro Ophthal

MRSA bacteraemia Actual numbers 1 0 0 0 0 0 0 0 0 0

MSSA bacteraemia Actual numbers 6 1 3 6 6 0 0 0 5 0

C Diff Actual numbers 6 3 5 15 20 0 0 2 8 0

Serious Incidents Approved SI Report submitted within timescales 0 0 0 0 0 0 0 0 0 0 0 0 0

Serious Incidents Number of serious incidents (SI) 0 2 2 0 1 2 9 0 0 0 0 1 1

Incidents  Number of Incidents 649 1705 537 428 747 1132 3117 638 355 1024 283 1016 319

Incidents  Incidents not approved after 35 days 22 159 27 25 70 64 136 25 2 22 20 15 21

Average LOS Elective -0.51 -7.09 -1.06 1.02 37.36 10.89 0.76 0.35 -1.82 -0.30

Average LOS Non Elective 1.84 -2.88 0.80 0.13 5.58 16.74 -1.12 -0.36 -0.45 -0.30

Patient Falls Number of patient falls 218 139 200 0 211 23 1357 63 101 4 27 220 7

Never Events Number of never events 0 0 0 0 0 0 0 0 0 1 0 0 0

Percentage of admitted (unadjusted) patients treated within 18 weeks (90%) 100.00% 100.00% 95.05% 100.00% 77.65% 94.55% 96.89% 84.07%

Percentage of non-admitted patients treated within 18 weeks (95%) 99.50% 100.00% 82.01% 100.00% 100.00% 87.41% 98.06% 92.84% 96.25%

Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 99.89% 100.00% 96.30% 100.00% 97.87% 94.65% 98.94% 96.69% 94.81%

52 week waits Actual numbers 0 0 0 0 0 0 0 0 13 0 0 12

6 week diagnostic waiting  Percentage of patients seen within 6 weeks 99.09% 99.52% 100.00%

Number of operations cancelled on the day for non clinical reasons 98 14 56 180

Number of patients cancelled on the day and not readmitted within 28 days 4 0 1 17

Percentage of out-patient appointments cancelled by hospital 10.41% 0.96% 13.93% 19.41% 8.92% 10.00% 10.69% 14.19% 7.06%

Percentage of out-patient appointments cancelled by patient 11.86% 0.12% 13.42% 13.74% 12.14% 14.47% 11.75% 12.49% 10.90%

Percentage of new out-patient appointments where patients DNA 13.13% 0.00% 9.80% 14.92% 9.89% 12.80% 4.87% 10.04% 4.88%

Percentage of follow-up out-patient appointments where patients DNA 9.80% 9.97% 13.98% 8.87% 11.78% 7.59% 10.88% 4.35%

Patient seen within 2 weeks (93% compliance) 50.00% 100.00% 100.00% 100.00% 100.00% 100.00%

Breast symptomatic seen within 2 weeks (93% compliance)

62 days from referral to treatment (85% compliance) 0.00% 0.00% 0.00% 0.00% 50.00% 0.00%

31 day first treatment (96% compliance) 100.00% 100.00% 0.00% 0.00% 50.00% 0.00%

e-Referral Service Percentage of appointments booked through e-Referral 14.91% 25.23% 18.99% 17.13% 1.08% 54.73% 14.93% 38.48%

Ethnic Origin data collection % valid ethnic group (85%) 95.45% 93.01% 90.86% 95.86% 86.25% 92.16% 87.53% 90.15%

Elective Inpatient activity Variance from contract schedules -1.47% -8.79% 8.14% -54.72% -3.01% -16.37% -0.42% -4.36%

Non elective inpatient activity Variance from contract schedules -4.14% 3.78% -9.23% 4.31% -2.58% -3.64% -7.26% -10.32% 4.06% -20.10%

New outpatient attendances Variance from contract schedules 6.21% 10.11% -19.65% 10.69% -18.79% -18.68% 4.02% -10.66% -11.60% -11.63%

Follow up op attendances Variance from contract schedules 0.03% 45.83% -20.88% 10.26% -1.14% -0.90% 2.02% -9.99% 2.39% -2.06%

Complaints Percentage of complaints answered within 25 working days 62% 64% 81% 100% 55% 100% 96% 100% 95% 91% 100% 99% 99%

FFT Response Rates  Increased response rates for inpatient areas 38.64% 24.81% 26.31% 44.59% 15.43% 36.36%

FFT Recommended  Patients recommending STH for treatment 94.12% 95.18% 96.13% 95.95% 88.46% 97.92%

FFT Response Rates  Increased response rates for A&E 24.53%

Day surgery rates BADS - day surgery rates 0 1 0 0 0 0 0

Mixed Sex Accommodation Number of breaches of Mixed Sex Accommodation standard 0 0 0 0 0 0 0 0 0 0 0 0

Sickness Absence All days lost as a percentage of those available 7.14% 4.61% 4.04% 3.82% 3.71% 5.41% 6.01% 4.93% 3.88% 4.13% 3.07% 3.59% 3.92%

Appraisals  Completed appraisal in last year 88.52% 88.52% 88.52% 88.52% 88.52% 88.52% 88.52% 88.52% 88.52% 88.52% 88.52% 88.52% 88.52%

Mandatory Training  Overall percentage of completed mandatory training 90.27% 76.37% 91.00% 99.37% 89.45% 84.09% 79.39% 87.74% 90.59% 87.92% 90.61% 94.12% 93.22%

Agency spend Agency and bank spend as a percentage of total pay budget 10.64% 9.02% 7.60% 0.53% 9.93% 2.74% 9.78% 1.60% 1.50% 0.77% 7.62% 1.73% 7.16%

I & E Variance from plan 5.61% -2.78% 14.64% -0.83% 2.88% -0.49% 25.88% 0.05% 1.36% 1.11% 6.89% 2.44% 7.59%

Contract performance Variance from plan -1.28% 0.48% -5.40% -61.08% 0.91% 0.00% 0.39% 2412.47% -0.66% 0.79% -4.25% -0.55% 2.41%

Productivity & Efficiency Variance from plan -88.68% -53.47% 37.38% -4.49% -43.28% -1.74% -88.04% -9.65% -17.63% -27.78% -72.23% -69.99% -55.90%

Performance is YTD unless specified:

 Last complete month

 Rolling 12 months

 Current quarter to date

Cancer Waits 

Average Length of Stay (by 

discharges) 

18 week waits referral to treatment 

time 

Cancelled Operations

Cancelled Outpatient appointments

DNA rate
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APPENDIX 2: DIRECTORATES DASHBOARD (continued) 

 

Indicator Measure Lab Med MIMP OGN MSK OSSCA Cardiac Renal Vasc

Comm 

Dis & 

Spec 

Med

Spec 

Rehab

Spec 

Cancer
Gen Surg

Plastic 

Surg
Urology

MRSA bacteraemia Actual numbers 0 1 0 0 0 0 0 0 0 0 0 0

MSSA bacteraemia Actual numbers 1 2 2 5 1 0 5 2 3 5 2 0

C Diff Actual numbers 0 5 5 3 6 5 3 3 11 7 0 3

Serious Incidents Approved SI Report submitted within timescales 0 0 2 0 0 0 0 0 4 0 0 0 0 0

Serious Incidents Number of serious incidents (SI) 0 1 6 4 1 2 1 0 1 0 1 1 0 1

Incidents  Number of Incidents 1531 804 1560 1439 1370 1327 1033 252 988 469 873 800 238 269

Incidents  Incidents not approved after 35 days 38 0 35 43 15 12 7 7 25 26 37 62 17 19

Average LOS Elective -0.48 -0.31 0.00 1.02 -4.49 -0.59 -1.22 11.39 -0.77 1.09 -0.21 0.51

Average LOS Non Elective 0.02 1.11 -0.29 0.45 0.90 2.87 0.82 85.73 -1.87 -0.06 -0.26 -1.04

Patient Falls Number of patient falls 0 9 47 394 17 204 155 88 138 54 159 170 39 55

Never Events Number of never events 0 0 2 1 0 0 0 0 0 0 0 0 0 0

Percentage of admitted patients treated within 18 weeks (90%) 81.45% 83.83% 81.19% 100.00% 78.45% 97.75% 100.00% 92.48% 94.41% 97.51%

Percentage of non-admitted patients treated within 18 weeks (95%) 100.00% 97.98% 95.10% 86.79% 100.00% 84.52% 96.16% 99.00% 95.22% 99.62% 95.89%

Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 100.00% 94.68% 93.59% 100.00% 93.49% 100.00% 86.30% 96.25% 99.71% 94.93% 96.58% 95.67%

52 week waits Actual numbers 0 0 0 0 0 0 0 3 0 0 0 1 0 0

6 week diagnostic waiting  Percentage of patients seen within 6 weeks 100.00% 100.00% 100.00% 99.59%

Number of operations cancelled on the day for non clinical reasons 47 178 329 59 119 71 99

Number of patients cancelled on the day and not readmitted within 28 days 0 5 4 1 4 0 2

Percentage of out-patient appointments cancelled by hospital 12.57% 4.29% 8.15% 10.87% 5.60% 8.43% 17.14% 12.66% 15.63% 11.04% 19.12% 12.83% 8.44% 15.11%

Percentage of out-patient appointments cancelled by patient 15.23% 22.58% 5.57% 9.28% 6.10% 5.42% 8.65% 9.22% 8.93% 14.49% 4.44% 12.72% 10.79% 12.90%

Percentage of new out-patient appointments where patients DNA 11.32% 10.57% 7.94% 3.45% 3.80% 5.50% 8.92% 3.93% 10.27% 13.82% 4.87% 7.47% 5.03% 8.76%

Percentage of follow-up out-patient appointments where patients DNA 5.91% 9.67% 4.07% 9.29% 2.51% 4.18% 11.11% 5.49% 7.28% 6.60% 5.35% 6.88% 8.29% 6.71%

Patient seen within 2 weeks (93% compliance) 100.00% 100.00% 33.33% 100.00% 66.67% 100.00%

Breast symptomatic seen within 2 weeks (93% compliance) 0.00%

62 days from referral to treatment (85% compliance) 100.00% 0.00% 66.67% 38.46% 0.00% 66.67% 0.00%

31 day first treatment (96% compliance) 0.00% 100.00% 66.67% 69.23% 100.00% 100.00% 50.00%

e-Referral Service Percentage of appointments booked through e-Referral 15.80% 29.50% 25.02% 54.56% 36.96% 47.65%

Ethnic Origin data collection % valid ethnic group (85%) 95.87% 91.50% 87.20% 91.20% 91.55% 92.33%

Elective Inpatient activity Variance from contract schedules 9.38% 5.92% -7.74% 16.62% -4.83% 7.74% 4.34% -1.60% -0.41% -8.34%

Non elective inpatient activity Variance from contract schedules -0.43% -5.29% -2.24% 2.45% -17.81% -15.27% -100.00% -0.80% 4.80% -20.69% -13.57%

New outpatient attendances Variance from contract schedules 59.32% 2.52% -10.43% -3.72% -6.76% -10.09% -10.30% -18.44% -5.49% -18.54% 0.81% -10.20%

Follow up op attendances Variance from contract schedules 25.79% 4.00% -6.55% 7.33% 12.40% 3.17% -10.45% -9.28% 0.80% 2.31% 0.89% -4.93%

Complaints Percentage of complaints answered within 25 working days 100% 96% 92% 95% 100% 95% 100% 94% 95% 95% 97% 93% 100% 96%

FFT Response Rates  Increased response rates for inpatient areas 32.80% 37.97% 31.55% 21.88% 26.44% 100.00%

FFT Recommended  Patients recommending STH for treatment 95.12% 94.12% 96.92% 96.43% 89.71% 100.00%

FFT Response Rates  Increased response rates for A&E 

Day surgery rates BADS - day surgery rates 0 0 0 0 0 0 0 0 0 0

Mixed Sex Accommodation Number of breaches of Mixed Sex Accommodation standard 0 0 1 0 0 0 0 0 0 0 0 0

Sickness Absence All days lost as a percentage of those available 3.59% 3.63% 4.68% 4.49% 4.96% 3.92% 4.83% 3.72% 4.59% 4.88% 3.38% 4.79% 3.13% 4.59%

Appraisals  Completed appraisal in last year 83.16% 89.79% 82.29% 90.61% 94.04% 71.05% 85.51% 77.11% 84.40% 75.16% 81.06% 85.10% 92.63% 90.35%

Mandatory Training  Overall percentage of completed mandatory training 96.89% 96.17% 86.95% 91.09% 91.05% 85.48% 93.39% 90.05% 90.74% 85.83% 89.22% 93.06% 91.83% 91.46%

Agency spend Agency and bank spend as a percentage of total pay budget 1.02% 1.41% 1.93% 5.40% 3.55% 6.23% 1.05% 4.16% 3.51% 6.59% 8.54% 5.58% 5.88% 7.09%

I & E Variance from plan 1.35% 1.36% 6.45% 0.30% -2.55% 3.19% -1.97% 8.19% -3.09% 1.86% 11.54% -2.55% -2.03% 7.65%

Contract performance Variance from plan -3.27% -5.13% -1.06% -0.77% -603.62% -3.26% 0.68% -3.79% 0.76% -0.22% -0.22% 0.19% -1.09% -3.50%

Productivity & Efficiency Variance from plan -14.88% 6.37% -66.44% 17.78% 29.09% 31.33% 107.99% 131.99% -47.32% 72.86% -59.30% 80.02% 9.92% -15.75%

Performance is YTD unless specified:

 Last complete month

 Rolling 12 months

 Current quarter to date

Average Length of Stay (by 

discharges) 

18 week waits referral to treatment 

time 

Cancelled Operations

Cancelled Outpatient appointments

DNA rate

Cancer Waits 


