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REPORT TO THE BOARD OF DIRECTORS 

 

Subject: Integrated Performance Report 

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

Author(s): Paul Buckley, Deputy Director of Strategy and Planning; 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:  The Single Oversight Framework was published by NHS Improvement in September 2016 and contains a list of performance indicators that cover quality of care, 
operational performance and finance/use of resources.  Those not currently included within the Trust’s Integrated Performance Report (IPR) were presented to the Board in October.  It 
was agreed that they would be included in the IPR for the reporting period from 1 October.  These have now been added to the list of indicators included in the IPR and have been 
highlighted as “SOF” in the target type column.  These data will now be included in all future IPRs.  Some national guidance on targets and the calculation of the indicators are still 
awaited in some instances and these will be updated as and when further information and guidance becomes available. 

RECOMMENDATIONS 

The Board is asked to: 

a) Receive the Integrated Performance Report for October 2016. 

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. 

d) Approve the inclusion of the new Single Oversight Framework Indicators as well as the overall segmentation rating from NHS Improvement. 

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: 14
th 

December 2016 12
th
 December 2016 21

st
 December 2016 

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 0 cases of Trust assigned MRSA bacteraemia recorded for the month of October.  The year to date total is 2 cases.  
 There were 6 Trust attributable cases of MSSA bacteraemia recorded in October; this is worse than the monthly trajectory that the Trust has set itself. The full year 

performance is 41 cases of MSSA against an internal threshold of 25 cases.  Further information is available in the exception report. 
 The Trust recorded 7 cases of C. diff for October.  This is better than the monthly target of 7.25 cases.  The full year performance is 59 cases of C. diff against an 

internal threshold of 45.5 and a Monitor threshold of 51.  

Health Care Governance Committee Update 

 During the reporting period, the Trust has received one CQC’ Information of Concern Notification’.  The patient partnership team have met with the patient’s family. 
 In response to the misclassification of a reported incident to the National Reporting and Learning Scheme, the Trust have now provided a full update to the CQC 

with a rationale for the down grading from catastrophic to medium. 
 The updated CQC action plan was presented, reflecting the monitoring arrangements set by the Trust against the ‘must do’ and ‘should do’ compliance 

requirements.  An update on progress will be received at the January 2017 Healthcare Governance Committee. 
 The revised Healthcare Governance Arrangements Policy and Framework for Delivery including the Safety and Risk Management Board terms of reference were 

received and approved by the Committee.  The policy describes the local healthcare governance structures, systems and processes that clinical directorates and 
corporate departments are required to have in place.  This approach ensures that there is consistency and structured local governance arrangements to meet the 
requirements of the Trust. 

 Three new serious incidents have been reported.  All currently are under investigation.  Six incidents remain on-going, all within the expected completion date. 
Three incidents have been closed during the reporting period. 

 The Committee received a presentation on the ‘Trust’s approach to delivering against the ‘Sign up to Safety’ campaign’.  A number of initiatives have been put in 
place, all of which are aimed at addressing patient safety and the management of the deteriorating patient.  These initiatives include the introduction of ‘safety 
huddles’, sepsis management, acute kidney management (AKI), falls reduction and the patient safety zone work   

 The Integrated Risk and Assurance report remains consistent in its reporting of risk; nurse staffing remains at 20 (extreme) with two other risks presenting as an 
increase in their rating, the electronic patient record and care of patients in an inappropriate setting, as rating 20 ( extreme).  Six risks rated as 16 (extreme) are; 
care of older people, under delivery of planned maintenance and refurbishment of wards, healthcare associated infection, midwifery staffing, IT stabilisation, 
asbestos management and failure to meet appraisal targets has reduced from 12 (high) to 8 (high). 

 The Radiation Safety Steering Group (RSSG) annual report provided an overview of the groups activity in monitoring radiation (ionising and non-ionising) and the 
Trusts’ compliance against national legislation to ensure the safety of staff, public and patients. 

 The Maternity Exception Report (August –November 2016) provided the Committee with a comprehensive overview of all actions rated as an exception from a total 
of 12 separate reports, as received by the Trust relating to obstetrics, gynaecology and neonatology (OGN).  Monitoring of all actions is led by the OGN Healthcare 
Governance group.  A further update was requested by the Committee as assurance against progress. 

 An update was received on the introduction of the new Quality Surveillance Implementation System (QSIS) and completion of the Trust’s self-declaration process 
for 2016/17.  The self-declaration process has required an assessment against a number of quality indicators derived from the relevant specialised services 
specification. 

 The Annual Health and Safety Report (2015/2016) was presented highlighting activity against health and safety objectives for the year.  Also summarised was the 
occupational health and safety data for the period of 1 April 2015 to March 31st 2016.  
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 The Committee received the Annual Safeguarding Children Report 2015-2016 which provided assurance that STH meets the standards and identified key priorities 
for the forthcoming year. 

 Also received was the Annual Safeguarding Adults Report 2015- 2016. 
 A summary of current activity against Patient Reported Outcome Measures (PROMS) was received.  The Committee were made aware that the 2015/16 PROMS 

results remain provisional until August 2017.  Analysis is undertaken quarterly, the Comparator Tool is used to benchmark against other trusts and national 
performance.  Provisional analysis has shown that the Trust scores compare favourably against national scores. 

PROVIDE PATIENT CENTRED SERVICES 

 Complaints - 91% of complaints were responded to within 25 working days.   
 FFT response rates inpatient: the response rate in September was 30.8% which is better than the internal target of 30%.   
 FFT response rates A&E: the response rate in September was 21.8% which is above the internal target of 20%.  
 FFT score inpatient: the score for September was 96% which is above the internal target of 95%. 
 New outpatient activity was 6.28% below target in October 2016 and 6.26% below target for the year to date  
 Follow up activity was 6.03% below target in October 2016 and 4.86% below target for the year to date. 
 The level of elective inpatient activity was 2.90% above target October 2016.  For the year to date the position is 1.95% below target. 
 Non-elective activity was 4.54% below target in October 2016 and 1.86% below for the year to date. 
 Accident and Emergency activity was 4.00% above target in October 2016 and 0.02% above target for the year to date. 
 In October 2016 there was an average of 131 patients whose discharge was delayed compared to 101 in September 2016. 
 The number of operations cancelled on the day for non-clinical reasons in October was 154, compared to 88 in September, 88 in October 2015. 
 In October there were 8 patients that were treated who had not been readmitted within 28 days.  These were 5 in Ophthalmology, 1 Vitreoretinal Surgery, 1 in 

Urology and 1 in Upper GI.  Directorates have now put processes in place to ensure that patients are readmitted within 28 days.  
 The number of patients on incomplete pathways at the end of October was 46,677 compared to 47,759 at the end of September and 48,330 at the end of August.  

As at the end of October 43,547 (93.46%) of these had a waiting time of less than 18 weeks (target 92%). 
 In October 2016 the local waiting time standard for non-admitted patients was not achieved, with 92.34% of patients being seen within 18 weeks (target 95%). 
 The local target was not achieved in October 2016 for admitted patients where 83.50% were seen within 18 weeks (target of 90%) compared to 82.40% in 

September 2016.  
 One patient was waiting more than 52 weeks in October 2016 for treatment in Oral Surgery. 
 For diagnostic tests during October 2016 99.69% were seen within 6 weeks compared to the target of 99%. 
 The percentage of patients who did not attend for both new and follow up appointments remains below the benchmark in October 2016; this is also the case for the 

year to date. 
 The percentage of outpatient appointments cancelled by the hospital and by the patient remains above the benchmark both for October 2016 and for the year to 

date.  For hospital cancellations this was 11.30% compared to the benchmark of 6.64% and for patient cancellations 9.66% compared to the benchmark of 6.20%. 
 Many of the key challenges associated with activity across the organisation are being overseen by the Lorenzo Improvement Group and the Waiting Times 

Performance Overview Group.  Key actions and improvement trajectories have been identified and are being tracked at a specialty level. 
 The average length of stay for non-elective remains above the Dr Foster benchmark. 
 In October 2016 85.60% of patients attending A&E were seen within 4 hours compared to the standard of 95%.  This was below the improvement trajectory agreed 

with NHSI and NHS Sheffield CCG of 93.50%.  An appeal has been submitted to NHSE against the resultant withholding of STF funding, details are contained 
within the exception report. 

 The percentage of patients whose clinical handover from the ambulance service to A&E took less than 15 minutes has reduced to 66.11% in October from 70.64% 
in September and 68.91% in August.  The number where the handover took more than 30 minutes also increased somewhat in October 2016 rising to 1.18% from 
0.46% in September and 0.25% in August. 



4 | P a g e  

 

 The percentage of referrals received through the e-Referrals service has improved in October 2016 to 31.62% but remains below the 50% target. 
 The final position for cancer waiting times for quarter 2 shows all the standards being met apart from the 62 day GP referral to treatment target where the 

performance was 81.7% against the target of 85%.  The performance for STH originated pathways was 90.3%.   
 The performance for Cancer Waiting Times for quarter 3 for all pathways currently (25th November) stands at 77.8% against a target of 85%.  However, the 

performance for STH originated pathways stands at 87.1%.   

EMPLOY CARING AND CARED FOR STAFF 

The HR team continue to work with directorate teams to refine their action plans and support delivery of all the priorities and workforce targets for The Trust. 

Key Performance Indicators 

 Sickness absence in October was 4.89% compared to the target of 4%.  This figure has increased from 4.47 % in September the increase has been caused by a 
0.02% increase in short term absence and a 0.06% increase in long term sickness absence. 

 The year to date figure was 4.26 %, the figures can be split as follows: 

 Long term 2.62% (YTD) 

 Short term 1.64% (YTD). 
 Discussions regarding the Trust’s Managing Attendance Policy, which has been under review with Trade Union colleagues, have now concluded without 

agreement.  The policy will in particular provide guidance in relation to the management of short term intermittent absence.  A paper is to be considered at TEG on 
30thNovember 2015. 

 The Trust saw a slight decrease in the number of appraisals which have been carried out in the preceding 12 month period with the rate standing at 83.1%, even 
though some Directorates have improved their appraisal figures.  Directorate level action plans are being established to address the areas of concern. 
Managers are working with their HR Business Partner to ensure that the target can be achieved in 2016/17 by realigning the timing of appraisals to avoid peak 
operational pressures wherever possible. 

 There was a slight increase in compliance levels for mandatory training where the rate increased to 89.3% at the end of October 2016.  Whilst still short of the 90% 
target this figure continues to reflect the upward trend in compliance. 

 Safer staffing - overall, the actual fill rate for day shifts for registered nurses was 89.2% and for other care staff against the planned levels was 103%.  At night 
these fill rates were 90.6% for registered nurses and 107.1% 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 

 The flu campaign for 2016/17 has commenced with the aim of delivering the CQUIN target of 75% of frontline staff being vaccinated by 31 December 2016.  The 
emphasis in the campaign will be on the health and wellbeing of staff, their families and their patients.  The campaign made a successful start with 56.4 % of the 
targeted group being vaccinated by the end of October, and by the end of November this had increased to 68.42% of frontline staff. 

SPEND PUBLIC MONEY WISELY 

 The month 7 position shows a £2,747.4k (0.5%) deficit against plan.  This is an improvement of £0.7m on the September position. 
 There was an activity under-performance of £10.8m after 7 months with a deterioration of £0.76m in October.  This is a significant improvement on previous 

months.  Each specialty has produced recovery plans aiming to deliver significant improvement by the end of the year, the “Seamless Surgery” initiative 
commenced on 1st October and the Lorenzo Improvement Group is focussing on addressing barriers to productive outpatient services.  It is hoped that the October 
position is a result of these actions such that a sustainable improvement is seen for the remainder of the year. 
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 There was a small, but slightly increased, overall underspend on pay to the end of October.  Bank and agency staffing costs are over £7m lower than for the same 
period in 2015 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 is a £1.2m under delivery (10.9%) against efficiency plans for the year-to-date. 
 Overall, clinical directorates reported positions £9.1m worse than their plans at month 7, largely driven by the activity and efficiency positions.  Whilst this is a major 

concern, the deterioration in October was much lower than in previous months. 
 The Financial Plan and current position assumes receipt of virtually all of the £19.3m of national Sustainability and Transformation funding (STF) available to the 

Trust.  To receive this the Trust has to deliver a financial “Control Total” (70%) and service target trajectories (30%).  The Control Total is a £5m surplus (equating 
to an income and expenditure surplus of around £3m) and the service trajectories relate to the A&E, Referral to Treatment (RTT) and Cancer 62 Day targets.  The 
Q1 STF has been confirmed and it is expected that Q2 funding will be received except for around £400k relating to the A&E trajectory.  However, the Trust intends 
to appeal against this loss given the impact of the social care (STIT) issues which are outside of its control. 

 There are no issues of concern at this stage in respect of the working capital position, balance sheet or capital programme. 
 The financial position remains of concern, although there is some encouragement from the October performance.  Work continues to improve activity delivery, 

control expenditure, mitigate contract income losses, improve efficiency and maximise contingencies.  The success of actions to maximise CQUIN income 
achievement, secure System Resilience funding and address social care (STIT) issues will be critical.  Any failure to deliver the Control Total will be compounded 
by the consequent loss of STF. 

DELIVER EXCELLENT RESEARCH, EDUCATION AND INNOVATION 

 Sheffield Teaching Hospitals 2016/17 ‘recruitment to trials’ performance is on target, as demonstrated by both the total number of patient accruals to portfolio 
studies and the percentage of clinical trials meeting the National Institute for Health Research (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 Q2 of 2016/17 is 1734, the year to date total is 3738.  This was 83% of our 
Yorkshire and Humber Clinical Research Network (YHCRN) year to date target at Q2 of 4500, with Sheffield Teaching Hospitals remaining one of the Network’s top 
performers. 

 Performance on clinical trials meeting the NIHR 70 day benchmark (from receipt of a Valid Research Application to Recruitment of First Eligible Patient) for Q1 
2016/17 was 91%.  This is significantly above the NIHR national target of 80%. 

 Sheffield Teaching Hospitals 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 Sheffield Teaching Hospitals 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 October H

NHSI Segmentation Compliance with Monitor defined targets Green/Amber or better National Q1 16/17 2 H

Hospital Mortality HSMR As expected or lower SOF Aug-15 to Jul-16 H

Hospital Mortality SHMI As expected or lower SOF Apr-15 to Mar-16 H

Hospital Mortality HSMR (weekend only) As expected or lower SOF Aug-15 to Jul-16

MRSA bacteraemia Actual numbers Zero cases SOF October 0.00 2 H

MSSA bacteraemia Actual numbers Max 3.5 case a month Local October 6 39 H

C Diff Actual numbers October = 7 SOF October 7 59 H

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

Serious Incidents Number of serious incidents (SI) Number Local October 4 25

Serious Incidents Approved SI Report submitted within timescales No overdue reports Local October 1

Incidents Total number of incidents reported Number of incidents reported Local October 974 14065 H

Incidents Incidents not approved after 35 days Zero Local October 735

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

Average LOS Elective 4.13 days (Dr Foster) Local Sep-15 to Aug-16 4.10

Average LOS Non Elective 4.98 days (Dr Foster) Local Sep-15 to Aug-16 5.39

C-Section rate Emergency Caesarean section rate as proportion of all births to be determined SOF October 18.5% 18.4%

Patient Safety Alerts Number of outstanding Patient Safety Alerts Zero SOF October 0

Patient Falls Number of patient falls 331 per month (5% reduction from 14/15) Local October 201 2177 H

Never Events Number of never events Zero SOF October 0 0 H

 A&E 4-hour wait Patients seen within 4 hours 95% SOF October 0.8559642 89.0%

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

Ambulance turnaround Time taken for ambulance handover of patient 100% within 15 minutes National October 0.6610615 66.93% H

Ambulance turnaround Time taken for ambulance handover of patient 0% in excess of 30 minutes National October 0.0118234 0.74% H

Percentage of admitted (un-adjusted) patients treated within 18 weeks 90% Local October 0.8355104 M

Percentage of non-admitted patients treated within 18 weeks 95% Local October 0.9234256 M

Percentage of patients on incomplete pathways waiting less than 18 weeks 92% SOF October 0.9366489 M

52 week waits Actual numbers Zero National October 1 5 M

6 week diagnostic waiting Percentage of patients seen within 6 weeks 99% SOF October 0.9968703 M

Number of operations cancelled on the day for non clinical reasons 75 per month Local October 154 890 H

Number of patients cancelled on the day and not readmitted within 28 days Zero Local October 8 33 H

Percentage of out-patient appointments cancelled by hospital 6.64% (National figure 2014/15) Local October 0.1113301 11.62% H

Percentage of out-patient appointments cancelled by patient 6.20% (National figure 2014/15) Local October 0.0964452 9.39% H

Percentage of new out-patient appointments where patients DNA 7.72% (National figure 2014/15) Local October 0.0665241 6.65% H

Percentage of follow-up out-patient appointments where patients DNA 7.97% (National figure 2014/15) Local October 0.0708765 7.74% H

Patient seen within 2 weeks 93% National Q2 16/17 0.944 H

Breast symptomatic seen within 2 weeks 93% National Q2 16/17 0.984 H

62 days from referral to treatment (GP referral) 85% SOF Q2 16/17 0.817 H

62 days from referral to treatment (Cancer Screening Service) 90% SOF Q2 16/17

31 day first treatment 96% National Q2 16/17 0.975 H

31 day subsequent treatment  (Surgery) 94% National Q2 16/17 0.99 H

31 day subsequent treatment  (Radiotherapy) 94% National Q2 16/17 0.967

31 day subsequent treatment  (Drugs) 98% National Q2 16/17 1

e-Referral Service Percentage of appointments booked through e-Referral 50% Local October 0.31619 28.94%

Ethnic Origin data collection % valid ethnic group 85% National October 0.9055631 91.17% H

Elective Inpatient activity Variance from contract schedules On plan Local October 2.90% H

Non elective inpatient activity Variance from contract schedules On plan Local October -0.0454249 H

New outpatient attendances Variance from contract schedules On plan Local October -0.0627756 -6.26% H

Follow up op attendances Variance from contract schedules On plan Local October -0.0603394 -4.86% H

A&E attendances Variance from contract schedules On plan Local October 0.02% H

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

Provide Patient Centred Services

18 week waits referral to 

treatment time 

Cancelled Operations

Cancelled Outpatient 

appointments

DNA rate

Cancer Waits 

Deliver The Best Clinical Outcomes

Average Length of Stay (by 

discharges)

Data Quality
Indicator Measure Standard Target Type

Current Data 

Month

Month 

Actual 
YTD Trend
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TRUST PERFORMANCE OVERVIEW (continued) 

A V R&C T R C&C

Complaints Percentage of complaints answered within 25 working days 85% answered within 25 days Local October 0.9035088 89.74% M

Written Complaints Rate Written complaints rate per 10,000 fces to be determined SOF Q1 16/17 51.1

FFT Response Rates Increased response rates for inpatient areas 30% National October 0.3082143 M

FFT Recommended Patients recommending STH for inpatient treatment 95% National October 0.959908 M

FFT Response Rates Increased response rates for A&E 20% National October 0.2176785 M

FFT Recommended Patients recommending STH for A&E treatment 95% National October 0.8294798

FFT Response Rates Increased response rates for Maternity 20% National October 0.2754209

FFT Recommended Patients recommending STH for Maternity treatment 95% SOF October 0.9535452

FFT Response Rates Increased response rates for Community 20% National October 0.2149644

FFT Recommended Patients recommending STH for Community treatment 95% SOF October 0.9005525

RTT information completeness 50% National Q2 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 October 0.902849 90% M

Readmissions within 30 days Readmissions as proportion of all emergency admissions to be determined SOF October 17.1% 16.7%

VTE VTE Risk Assessment completed as proportion of all inpatient admissions 95% SOF Q2 16/17 0.9527

Mixed Sex Accommodation Number of breaches of Mixed Sex Accommodation standard Zero SOF October 0 0 M

Sickness Absence All days lost as a percentage of those available 4.00% SOF October 0.0489092 4.26% M

Appraisals Completed appraisals in last year 90% Local October 0.8308891 M

Mandatory Training Overall percentage of completed mandatory training 90% Local October 0.8926591 M

Percentage of planned shifts worked by Registered Nurses/midwives during the day 85% of planned hours or greater worked Local October 0.8918984 M

Percentage of planned shifts worked by  Registered Nurses/midwives during the night 85% of planned hours or greater worked Local October 0.9056169 M

Percentage of planned shifts worked by Clinical Support Workers during the day 85% of planned hours or greater worked Local October 1.0300113 M

Percentage of planned shifts worked by Clinical Support Workers during the night 85% of planned hours or greater worked Local October 1.0997328 M

Executive Team trunover to be determined SOF October Zero Zero

Number of leavers as a percentage of total head count (rolliing 12 months to be determined SOF October 8.15%

Temporary Staff Proportion of temporary staff to be determined SOF October 9.40%

Distance from provider cap <=0% SOF October

Agency and bank spend as a percentage of total pay budget 8% Local October 3.99% M

I & E YTD actual I & E surplus/deficit in comparison to YTD plan I & E surplus/deficit >=0% SOF October 0.78% H

I & E Margin I & E surplus or deficit asa percentage of toal revenue >1% SOF October 1.29%

Cost Reduction Aggressive cost reduction plans Under development SOF October

Contract performance Variance from plan On plan Local October H

Efficiency Variance from plan On plan Local October -10.91% M

Cash Actual Above profile Local October 83.91% H

Liquidity

Days of operating costs held in cash or cash equivalents including wholly committted lines 

of credit available for drawdown >0 SOF October 3.4

Capital Service Capacity - degree to which provider's generated income covers its financial 

obligations >2.5times SOF October 3.58x

Expenditure - variance from plan On plan Local Q2 16/17 66.80% H

Distance from Plan Distance from control total or financial plan On Plan Local Q2 16/17 267.55%

Total number of patient accruals to portfolio studies 9000 Regional -Y&H 2016/17 83%

70 Day Benchmark for recruitment of first patient to a clinical trial 80% National 2016/17 91%

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

Provide Patient Centred Services - continued

Target Type
Current Data 

Month

Month 

Actual 
YTD Trend

Deliver Excellent Research, Education & Innovation

Recruitment to trials

Annually Reported Indicators

Spend Public Money Wisely

Staff Turnover

Capital

Agency spend

Indicator Measure
Data Quality

Employ Caring & Cared for Staff

Safer Staffing

Community care –information 

completeness

Standard
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TRUST PERFORMANCE REPORT BY EXCEPTION 

DELIVER THE BEST CLINICAL OUTCOMES 

MSSA 
(Actual Numbers) 

SERIOUS INCIDENTS 
(Approved SI Report Not Submitted within Timescales) 

 

 

Lead: Hilary Chapman, Chief Nurse Timescale: January 2017 Lead: David Throssell, Medical Director Timescale: November 2016 

Key Issues: During October 2016, the Trust did not meet its monthly target for MSSA 
record 6 cases against a threshold of 3.5 cases. 

Key Issues: One report remained outstanding from July 2016 to October 2016 due to its 
complexity. This has now been submitted to Sheffield CCG (November 2016). The Trust 
currently has no outstanding reports. 

Key Actions: The Trust performance on rates of MSSA bacteraemia continues to be 
discussed by the Infection Control Team at the Infection Control Operational Group.  The 
Group is currently exploring whether patients in some clinical areas should undergo 
decolonisation similar to the arrangements for MRSA.  Members of the Group have 
arranged to visit Leicester to see how the decolonise patients with a view to introducing 
this at STH. 

Key Actions: Report approved and submitted to the CCG November 2016. 
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INCIDENTS 
(Incidents Not Approved After 35 Days) 

NON ELECTIVE LENGTH OF STAY 
(Average LOS Non Elective) 

 

 

Lead: David Throssell, Medical Director Timescale: January 2017 Lead: Kirsten Major, Director of Strategy 
and Operations 

Timescale: January 2017 

Key Issues: All directorates have reduced the number of reported incidents not approved 
after 35 days.  Significant improvements have been made and the reported number is at 
its lowest level since October 2015. 

Key Issues: The Dr Foster based target is 4.98 days based on the period August 2015 to 
July 2016, the actual length of stay at month 4 is 5.39 days.  Theoretically if STH were to 
achieve the Dr Foster casemix average LOS target it would deliver 96 beds per day 
across the Trust based on static averages. 

Key Actions: All directorates are provided with specific reports to assist them in 
developing improvement plans and monitor compliance. 

The three directorates reporting the largest number of incidents have made progress in 
reducing the total number of outstanding incidents within their areas; but continue to be 
responsible for approximately 40% of the total number reported beyond the approval 
target. 

Key Actions: Increasing the provision of ambulatory care pathways to reduce the need 
for hospital admission.  Provision of hot clinics to patients referred by their GP through the 
Single Point of Access (SPA) and clinician to clinician conversations are being piloted by 
General Surgery, Geriatrics and Acute Medicine. 

Early identification of patients in the Emergency Department (ED) who are appropriate for 
ambulatory care in the Medical Assessment Centre and developments to the front door 
assessment process are being piloted in December and January for launch in February 
2017. 

Ongoing delays of patients is contributing to prolonged lengths of stay for patients. 
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PROVIDE PATIENT CENTRED SERVICES 

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

AMBULANCE TURNAROUND 
(Time Taken for Ambulance Handover of Patient) 

  

Lead: Kirsten Major, Director of Strategy 
and Operations 

Timescale: February 2017 Lead: Kirsten Major, Director of Strategy 
and Operations 

Timescale: December 2016 

Key Issues: The percentage of patients seen within 4 hours in October 2016 remains 
below national requirements at 85.60% compared to the target of 95%.  The target of 
95% was met on 1 day in October. As part of the Sustainability and Transformation 
programme funding a recovery trajectory has been agreed for performance against the 4 
hour standard.  The trajectory for October 2016 is 93.50%.  55% of the breaches were 
for admitted patients. 

An appeal has been submitted to NHSE against the resultant withholding of STF funding.  
The appeal, supported by SCCG, is based on the direct link between the reduction in 
Local Authority provided STIT discharge capacity and STH inpatient flow, leading to a 
material change in the number of breaches in ED not anticipated when the STF 
trajectory was submitted.   

Key Issues: The percentage of 999 arrivals that were clinically handed over within 15 
minutes of arriving in the ED has decreased this month to 66.11% and this can be 
attributed to an average increase in ambulance arrivals of 12 per day during October.  
However, the number of clinical handovers which took more than 30 minutes has 
deteriorated to 1.18%; this represents 45 patients waiting longer than 30 minutes for 
handover during October. 

Key Actions: An improvement plan has been developed by SCCG, reportable to NHSE, 
aimed at reducing reportable DToC to pre-Easter levels and thereby improving flow at 
STH.  In parallel, a RAP has been agreed between STH and SCCG on the internal 
actions required to improve ED flow.  As a result, a revised quarter 4 trajectory, with an 
agreed delivery and assurance programme, has been shared with SCCG. 

The department continues to explore process improvements supported by the A&E 
Improvement group to further improve performance.  

Key Actions: Continued audit and challenge of C3 data for all clinical handovers in 
excess of 30 minutes to ensure data is robust.  ED work streams are focussing on 
streamlining ambulance processes to support timely registration and completion of 
clinical handover within 15 minutes. 
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18 WEEKS RTT 
(% of Admitted (Unadjusted) Patients Treated within 18 Weeks) 

18 WEEKS RTT 

(% of Non-Admitted Patients Treated within 18 Weeks) 

  

Lead: Kirsten Major, Director of Strategy 
and Operations 

Timescale:  March 2017 Lead: Kirsten Major, Director of Strategy 
and Operations 

Timescale:  March 2017 

Key Issues: The percentage of admitted patients treated within the 18 week referral to 
treatment target has seen an improvement in October to 83.50% from 82.40% in 
September after 4 consecutive months of worsening performance against the national 
target. 

At month 7 of last year 85.31% of admitted patients were seen within the 18 week RTT 
national target. 

Key Issues: The percentage of non-admitted patients treated within the 18 week referral 
to treatment target fell again in October to 92.34% from 92.50% in September having 
seen an improvement in August. 

At month 7 of last year 95.80% of non-admitted patients were seen within the 18 week 
RTT national target. 

Key Actions: Detailed capacity and activity plans have been developed and reviewed at 
an organisational and directorate level, led by the Chief Operating Officer and overseen 
by the Board sub-committee on waiting times.  The delivery of the plans is underway and 
being monitored on a regular basis.  In some specialities the recovery plans are 
dependent on the recruitment of medical staff and are therefore not yet assured and are 
being revised in a systematic way. 

Directorates have been asked to ensure that the completed pathways are validated to 
ensure that the length of the pathway is correct. 

Key Actions: All directorates have produced plans and trajectories to recover the 
position as soon as possible.  Performance is being monitored on a weekly basis and is 
overseen by the Waiting Times Performance Overview Group.  In some specialities the 
recovery plans are dependent on the recruitment of medical staff and are therefore not 
yet assured and are being reviewed in a systematic way. 

Directorates have been asked to ensure that the completed pathways are validated to 
ensure that the length of the pathway is correct. 
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52 WEEK WAITS 
CANCELLED OPERATIONS 

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

  

Lead: Kirsten Major, Director of Strategy 
and Operations 

Timescale:  January 2017 Lead: Kirsten Major, Director of Strategy 
and Operations 

Timescale:  March 2017 

Key Issues: In October there was 1 patient waiting more than 52 weeks for treatment.  
The delay in this patient’s treatment was due to incorrect discharge following an 
Orthodontics outpatient attendance and the referral letter not reaching the Oral Surgery 
team. 

The patient’s GDP subsequently made a new referral to Oral Surgery as an enquiry 
regarding the patient’s extraction, at which point a new RTT pathway was started and the 
patient was listed for extraction under local anaesthetic.  The patient requested general 
anaesthetic and was ultimately treated at Sheffield Children’s Hospital. 

There have been 5 breaches for the year-to-date. 

Key Issues: In October 154 patients had their operation cancelled on the day for non 
clinical reasons, 66 more than in September.  26% of the cancellations were attributed to 
bed availability, 14% for theatre overruns and 11% due to administrative errors.  60% of 
the cancellations were at NGH and 27% at RHH.  Cardiology accounted for 24% of the 
cancellations, Cardiac Surgery 12% and Ophthalmology 18%. 

The increase in October is predominantly due to lack of bed availability.  64 patients 
were cancelled due to a lack of a general bed and 15 for lack of a critical care bed.  This 
is linked to the increase in delays for social care and subsequent decrease in discharges 
and increased bed occupancy.  The largest proportion of cancellations were in 
Cardiology where the Chesterman 2 day ward was consistently used for overnight 
medical outlier surge capacity throughout October.   

Key Actions: A “safety net check” process has been implemented across the secretarial 
teams at Charles Clifford Dental Hospital where referral letter instructions are accurately 
recorded on Lorenzo and that the patient’s RTT pathway is accurately recorded.  Re-
training has taken place for all secretarial and clerical staff. 

Key Actions: Work continues with SCCG and SCC colleagues to reduce delayed 
transfers of care as well as development of the Winter Plan to manage surge going into 
winter.  It should also be noted that there was an electricity power outage across areas 
of Yorkshire in October which affected the Hallamshire site and resulted in 8 on day 
cancelled operations. 

The Seamless Surgery programme is now underway and should improve the flow 
through theatres and reduce on the day cancellations due to theatre issues. The projects 
to reduce length of stay and flow across the organisation should reduce the number of 
cancellations due to bed availablity. 
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CANCELLED OPERATIONS 
(Number of Patients Cancelled on the Day and not Readmitted within 28 Days) 

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

  

Lead: Kirsten Major, Director of Strategy 
and Operations 

Timescale:  January 2017 Lead: Kirsten Major, Director of Strategy 
and Operations 

Timescale:  March 2017 

Key Issues:  In October 8 patients were not readmitted for their surgery within the 28 
day threshhold for patients who have had their surgery cancelled on the day. 

5 breaches related to Ophthalmology, 4 of the patients were cancelled due to surgeon 
illness, 1 due to the previous theatre session overrunning.  There was 1 in Vitreoretinal 
Surgery 1 due to the theatre being required for an emergency. The delays in readmission 
ranged between 6 and 20 days. 

Urology had 1 patient cancelled due to surgeon illness, who was readmitted 7 days after 
the 28 day threshhold.  There was 1 Surgical Services patient (Upper GI) who was 
readmitted 7 days after the threshhold; the cancellation was due to the patient not having 
been sent for imaging prior to the procedure. 

Key Issues: The percentage of outpatient appointments cancelled by the hospital in 
October was 11.30% which was an improvement on the September cancellations of 
12.20% but marginally worse than the August cancellations at 11.23%. 

Key Actions: Reports of patients whose operations are cancelled on the day are now 
sent to directorates on a daily basis to enable speedier follow up. Directorates are putting 
procedures in place to ensure that patients are redated within the 28 day period. 

Key Actions: Further analysis of the cancellations is required to separate out those 
where the patients have been cancelled and rebooked into a different time slot and those 
where the clinic has been restructured and the patient has been cancelled and rebooked 
into the same slot as part of that process.  It is intended to replicate the detailed work 
done on DNA’s to determine the reasons for cancellations and how these can be 
reduced. 
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CANCELLED OUTPATIENT APPOINTMENTS 
(% of Outpatient Appointments Cancelled by Patient) 

CANCER WAIT 
(62 Days from GP Referral to Treatment) 

  

Lead: Kirsten Major, Director of Strategy 
and Operations 

Timescale: March 2017 Lead: Kirsten Major, Director of Strategy 
and Operations 

Timescale: March 2017 

Key Issues: the percentage of outpatient appointments cancelled by the patient 
improved again in October to 9.66% having been 9.77% in September but is still worse 
than the cancellations in August which stood at 9.05%. 

Key Issues: The reported performance for Q2 of 2016/17 (as at 14
th
 November 2016) is 

81.7% (threshold 85%).  The cancer sites below the threshold are, Head and Neck 
(52.5%), Lower GI (78.5%), Lung (77.0%), Sarcoma (75.0%), Upper GI (69.9%) and 
Urology (75.4%).  STHFT performance for non-shared pathways in Q1 is 90.3% 
(threshold 85%).  Breach reasons are mainly attributed to inter provider transfer late in 
pathway/after breach date; healthcare provider initiated delay to diagnostic test or 
treatment planning; and complex diagnostic pathway. 

Key Actions: More detailed analysis will be undertaken, similar to that done for DNA’s 
to determine the reasons for patient cancellations and ways of reducing these. 

Key Actions: Cancer Waiting Times (CWT) performance is circulated throughout the 
organisation on a weekly basis for information/action.  All teams who perform below the 
threshold on final monthly performance are requested to implement an action plan for 
recovery of their CWT performance.  Currently the teams working through a recovery 
plan are the Urology, Sarcoma, Head and Neck, Haematology, Upper GI, Lower GI and 
Gynaecology.  Breach reports are submitted to senior management for review at the end 
of each month.  The Trust has recently worked with a South Yorkshire CWT Task and 
Finish Group with the purpose of improving patient pathways.  From April 2016, the 
Cancer Management Group meet with the relevant Associate Clinical Director, from NHS 
Sheffield CCG to review all STHFT GP 62 day breach reports on a bi monthly basis.  
The national Breach Allocation Guidance (2016) came into effect from 1st October 2016 
for pathways with a day 0 after the 1st October and will be reflected in performance for 
Q3 2016/17. 
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e-REFERRAL SERVICE 
(% of Appointments Booked Through e-Referral) 

NEW OUTPATIENT APPOINTMENTS 
(Variance from Contract Schedules) 

 
 

Lead: Kirsten Major, Director of Strategy 
and Operations 

Timescale: March 2017 Lead: Kirsten Major, Director of Strategy 
and Operations 

Timescale: March 2017 

Key Issues: The percentage of outpatient appointments booked through the e-Referrals 
Services (e-RS) increased slightly in October to 31.62% from 27.31% in September and 
27.92% in August. 

Key Issues: The number of new outpatient attendances in October was down on 
September however performance against the contract improved at 6.28% below target a 
small improvement on September’s 6.79% below target, August attendances were 
4.61% below target.  The year-to-date performance is 6.28% below target; month 7 year-
to-date peformance last year was 1.12% below target. 

The under performance was across all care groups apart from OSSCA, Emergency Care 
and LEGION. 

Key Actions: Work is underway to resolve the technical issues between the Trust 
system and the National Electronic Referrals Service. 

A working group has been established with NHS Sheffield CCG to drive an increase in 
the use of the electronic system.  Following the inculsion in the standard contract for 
2017/19 of a number of targets relating to the use of e-RS, the remit and action plan will 
be reviewed. The CASES project is using e-RS as the only method of referral for these 
specilaities, so the use of e-RS will increase as the use of CASES increases. 

Key Actions: Recovery plans have been received from all directorates and work to 
deliver the activity are being implemented.  Progress aginast these plans is being 
reviewed on a monthly basis. 
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 PROVIDE PATIENT CENTRED SERVICES EMPLOY CARING AND CARED FOR STAFF 

FOLLOW UP OUTPATIENT APPOINTMENTS 
(Variance from Contract Schedules) 

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

  

Lead: Kirsten Major, Director of Strategy 
and Operations 

Timescale: March 2017 Lead: Mark Gwilliam, Head of HR and 
Organisational Development 

Timescale:  April 2017 

Key Issues: Follow up outpatient attendances were also below the September levels but 
performance against the contract target worsened to 6.03% below target from 4.84% in 
September and 3.58% in August.  The year-to-date performance is 4.86% below target a 
similar position to October 2015 when the Trust was 4.66% below contract target. 

The under performance is across the majority of the care groups with the exception of 
Combined Community and Acute, OSSCA, LEGION and SYRS. 

Key Issues:  The monthly sickness absence figure is 4.89% with a year to date figure of 
4.26 %. This is compared with the October 2015 figure of 4.38 % year to date. 

 

Key Actions: Recovery plans have been received from all directorates and work to 
deliver the activity are being implemented.  Progress aginast these plans is being 
reviewed on a monthly basis. 

Key Actions: All directorates which are 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. 

Based on previous years it is anticipated that sickness absence levels will be affected by 
seasonal variation before the end of the financial year. Assuming that sickness levels will 
increase due to general illness within the community in the next few months it is unlikely 
that the YTD target of 4% can be realised before April 2017. The focus however will still 
be to minimise levels of absence and be able to demonstrate improvement compared to 
last year. 
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EMPLOY CARING AND CARED FOR STAFF 

APPRAISALS 
(Completed Appraisals in Last Year) 

MANDATORY TRAINING 
(Overall % of Completed Mandatory Training) 

  

Lead: Mark Gwilliam, Head of HR and 
Organisational Development 

Timescale: April 2017 Lead: Mark Gwilliam, Head of HR and 
Organisational Development 

Timescale: April 2017 

Key Issues:  The cumulative position for completed appraisals during the past twelve 
months at the end of October is 83.1% which was short of the target of 90%.  Focus will 
continue on the achievement of this target. 

Key Issues:  Compliance rates remain reasonably steady, with a monthly rate of 89.3%.  
Progress continues towards the target of 90%. 

Key Actions: Directorates have been asked to develop action plans in conjunction with 
their HR Business Partner in order that they can achieve compliance of the target in 
2016/17,  this will include the need to realign the timing of appraisals. Work is also 
underway at a corporate level to identify and address perceived barriers. This will be 
monitored by the Finance and Workforce Performance committee. 

Key Actions:  Central mandatory training sessions continue in order to make the 
training more readily available.  Clinical areas continue to make use of their clinical 
educators in delivering this training locally and further support is being given to support 
the programme across the Trust. 
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 SPEND PUBLIC MONEY WISELY  

EFFICIENCY 
(Variance from Plan) 

 

 

 

Lead: Neil Priestley, Director of Finance Timescale:  Lead:  Timescale:  

Key Issue: The 2016/17 total P&E risk adjusted plan is £20.4m. Directorates have 
underperformed at M7 and have delivered £9.88m against a plan of £11m. The full year  
forecast position has worsened again (down from -7% to -12% behind plan), predicting 
delivery of only £18m against plan of £20.4m. 

Key Issues:  

Key Actions: A focus on underperforming efficiency schemes against the wider financial 
position of care groups continues to be given attention in the CEO PMO. Support from 
wider programmes within Making It Better is being offered and directorates where there 
is shortfall are requested to identify other schemes. 

The Efficiency planning cycle for 17/18 has started and has been communicated across 
the Trust. Workshops on clinical coding and demand and capacity have been completed 
and well received. Efficiency Drop in sessions are planned for December to identify 
further schemes for 17 / 18 and provide assurance of existing schemes identified. 

Key Actions:  
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APPENDIX 1: REVIEW OF DEEP DIVES AND PROGRESS AGAINST ACTIONS 

    

TITLE BOARD 
MEETING 

KEY ACTIONS UPDATE 

Front Door of A&E 
Including 
Ambulance 
Turnaround 

Paul Walker 

November 2016  Transformation of how we deliver the process 
to create concurrent activity. 

Symptom based pathways developed currently in test environment to iron out any 
issues before being made live, this is key to improving the front door process. 

  Establish the most effective and timely 
process for receiving ambulances. 

A first test of the new system is due on 8
th
 December and includes YAS locality 

manager to ensure the designed process works for both organisations. 

  Changes to the physical environment to 

improve dignity, privacy and warmth for 

patients and staff are underway and will be 

complete by mid-December 2016. 

The building work is currently on schedule to be handed back to the department on 
13

th
 December. 

Infection 
Prevention and 
Control 

Chris Morley 

October 2016  Pilot patients’ universal decolonisation 

irrespective of screening for MSSA or MRSA. 

Members of the Infection Control Operational group have arranged to visit Leicester 
to see how they decolonise patients with a view to introducing this at STHFT. 

  Targeted deep clean of wards particularly on 

the Northern Campus 

Robert Hadfield 6 and Firth2 have been deep cleaned, with plans in place for Firth 
9, 8 and 4 to be deep cleaned before Christmas. 

  Optimise commode and toilet cleaning. A standard operating procedure regarding the cleaning of commodes is being 
produced and will be distributed to wards and department. 

  Work with Acute Medical and other 

assessment units to ensure optimal Infection 

Prevention and Control practice. 

Infection Control Team to meet Senior Sisters / Charge Nurses from AMU and other 
assessment units to discuss further by 30th November 2016. 

  Improve the management of patients with 

diarrhoea whatever the underlying pathology. 

To ensure the optimal management of patients with diarrhoea through early 
isolation into side rooms, Consultant Microbiologist to design a sticker to trial with 
patients who are detected as having diarrhoea to direct that the patient is isolated. 

  Reduce delayed sampling on admission. Optimal management of diarrhoea through the timely screening of patients with 
diarrhoea to be included in the sticker identified above 
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TITLE BOARD 
MEETING 

KEY ACTIONS UPDATE 

Cancer Waiting 
Times 

Gill Guest/Jill 
Tyack 

September 2016  Trust Remedial Action Plan (RAP) to recover 

the 62-day standard. 

Work on going to progress the Trust Remedial Action Plan against the GP 62 day 
standard. 

  Monthly reviews of improvement plans for 

Urology, Cardiothoracic Services, Head and 

Neck, Sarcoma, and Upper and Lower GI 

including Gastroenterology, based on breach 

analysis, and capacity, demand modelling and 

specific issues relevant to the tumour sites. 

Work continues with teams identified to complete a recovery action plan against the 
GP 62 day standard.  Teams include Urology, Cardiothoracic, Head and Neck, 
Sarcoma, Upper and Lower GI (including Gastroenterology) and Gynaecology. 

  Agree a clinical dataset to record an IPT date 

for patients on a 62 day pathway who are 

referred into STH for cancer treatment.  This 

includes the review and development of MDT 

referral pro forma. 

All teams have contributed to the development of a clinical dataset to facilitate the 
recording of an IPT date for patients treated on a shared pathway. 

CQC Strategy – 
Shaping the Future 
2016-2021 

Sandi Carman 

July 2016  Ensure the systems and processes are in 

place to support an annual unannounced 

inspection alongside an annual review of the 

well led domain. 

The Trusts historical position with regards to unannounced inspections has been 
good.  David Throssell is the lead Executive Director and any visits are supported 
by Healthcare Governance. 

There is no formal process in place from CQC regarding the review of the well led 
domain, however we have completed part one of the NHSI well led review and will 
be looking to complete part 2 in the new financial year. 

Day Surgery Rates 

Annette Peck 

June 2016  Directorates to review administrative 

procedures to ensure that patients who do not 

stay overnight are recorded correctly as day 

cases. 

The report was shared with Operational Directors and they were asked to review 
their administrative processes and correct these as appropriate 

 

 

   Directorates to undertake the directorate level 

analysis of the percentage of day cases and 

outpatient procedures compared to the BADS 

target. 

Directorates to be asked for update on progress to be reported to RTT Activity 
Group (RAG) in January. 

 

   Benchmark performance against our peer 

group and identify best practice. 

New benchmarking software is currently being implemented and training in its use 
is underway.  The specific work on day case rates will be undertaken during 
February. 
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TITLE BOARD 
MEETING 

KEY ACTIONS UPDATE 

Day Surgery Rates 

Annette Peck 

(continued) 

  Analysis and support for pathway changes on 

procedures more than 20% below target 

where the total activity exceeds 100 cases for 

the year. 

This has now been subsumed by the Seamless Surgery Project. 

Waiting List Task 
and Finish Group 

Balbir Bhogal 

May 2016  Monthly review of improvement trajectories at 

WLTFG to ensure delivery against target. 

Trajectories are reviewed each month at the Waiting Performance Overview Group 
(formerly Waiting list Task and Finish Group) to track progress against delivery 
milestones. 

   New process of operational assurance 

implemented to ensure that clinic booking and 

theatre booking was undertaken in a timely 

manner. 

Clinic utilisation and Theatre utilisation dashboards are in reviewed on a weekly 
basis to ensure that booking is undertaken in a timely manner. 

   Weekly calls between the Operations Director 

and the Performance and Information Director 

or Chief Operating Officer to ensure 

operational focus on maximising clinical and 

theatre capacity. 

Weekly calls/ email updates are in place with Operations Directors. Significant 
progress has been made to ensure that capacity review takes place on a regular 
basis. 

   Overseeing the validation of patients recorded 

as waiting longer than the date they were due 

to be seen. 

The validation of overdue review patients is underway with regular progress reports 
to the Waiting Times Performance Overview Group. 

The Patient Voice 

Sue Butler 

April 2016  National Surveys The CQC programme of national surveys for maternity, inpatient, outpatient and 
A&E is to be changed from 2017 as follows: 

 Merge the inpatient and outpatient surveys and run these annually 
 Review the A&E survey to include all relevant urgent care services and run this 

on rotation with the maternity survey, every two years 
 Pilot a new community health services survey 

The national cancer survey, which is commissioned by NHS England, will continue 
to run annually. 
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TITLE BOARD 
MEETING 

KEY ACTIONS UPDATE 

The Patient Voice 

Sue Butler 

(continued) 

  Friends and family test. Wards experiencing low response rates have switched from the postcard to the 
text/voice call method of administering the test for a 6 month trial period.  Early 
indications show that most wards have seen improved response rates, however 
some have not improved and low response rates could be due to ward 
demographics.  The Patient Experience Committee will continue to receive monthly 
updates in relation to the outcomes from the trial. 

An additional question is to be added to the FFT to test the value of asking one 
extra question, which can be changed as required. The question relates to staff 
attitudes and the final wording of the question is to be approved by the Patient 
Experience Committee. 

   Local surveys. New inpatient, outpatient and community surveys commenced in July 2016, 
surveying over 1/3 of the Trust’s patients.  Results are now being reported in the 
quarterly Complaints and Feedback reports and have been fed back locally for 
action planning.  In addition, the End of Life Care survey has commenced and final 
results will be reported in May 2017, with an interim report in February 2017.  Plans 
are now being made to commence a survey of the experience of carers, to 
commence in April 2017. 

   Formal complaints and informal concerns. The new complaints policy is currently out for consultation in draft form and will be 
ratified during early 2017. 

   Mystery shopping. A new programme will commence in 2017 and will include inpatient as well as 
outpatient areas 

Average LoS for 
Non-Elective Spells 

Nicola Platts 

February/ 
March 2016 

 The Microsystem Coaching Academy (MCA) 
ward collaborative are testing changes 
including MDT meeting processes, discharge 
processes, noise levels on the wards, ward 
rounds, handovers, patient information, 
standardising paperwork, patient nutrition, 
patient entertainment and Board Rounds. 

Ward teams continuing to be actively involved in improvement holding regular 1 
hour improvement meetings.  Next phase to develop good practice around 
discharge practices learning from local and national best evidence eg SAFER 
bundle. 

   Identify eligible patients for full 24 hour 
support in their home up to 5 days. 

Big Room test with Active Recovery.  Initial tests were positive not possible to 
extend with current operational issues. 
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TITLE BOARD 
MEETING 

KEY ACTIONS UPDATE 

Average LoS for 
Non-Elective Spells 

Nicola Platts 

(continued) 

  The Microsystem Coaching Academy (MCA) 
flow programme coaching improvement at on 
6 pathways; Stroke, Skin Cancer, COPD, 
Chronic Widespread Pain, Fractured Neck of 
Femur and Head and Neck Cancer. 

Fractured Neck of Femur, Stroke and COPD have established regular improvement 
meetings involving staff across acute and community care. 

   Reviewing with specialties the 49+ potential 

ambulatory care conditions listed in the 

Directory of Ambulatory Care to identify 

opportunities to both improve existing 

pathways. 

Local directory of available ambulatory pathways has been created. 

   Development of local comprehensive 

diagnostic tool to identify the ambulatory care 

opportunity for a directorate. 

Plan to test an ambulatory score to identify patients suitable for ambulatory care in 
addition to developing further high impact ambulatory pathways. 

   Improvement support to the Discharge 

Lounge and an LIA and Service Improvement 

project focused on transport. 

New transport manager appointed who is linking to the Frailty Unit and AMU/MAC 
to explore opportunities to improve transport. 

   All directorates assess their current position 

against the STH SAFER care bundle to help 

identify opportunities for improvement. 

Completed.  Link to the Ward Collaborative above and to be linked to the Excellent 
Emergency Care Making it Better theme. 

   Regular monitoring by PMO of Clinical 

Haematology, Colorectal Surgery, 

Hepatobiliary and Pancreatic Surgery and 

Upper GI Surgery. 

Monthly monitoring at CEO PMO of length of stay and associated P&E schemes. 

Diagnostic Waiting 
Times 

Balbir Bhogal 

January 2016  Monitor performance against this target on a 
monthly basis through Waiting List to Finish 
Group. 

Waiting Times Performance Overview Group monitor diagnostic waiting times 
performance on a monthly basis 

   Improve data capture for each individual test 
working with the leads in each area. 

Work has been undertaken with Urodynamics, Cystoscopy and Clinical 
Neurophysiology. 
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TITLE BOARD 
MEETING 

KEY ACTIONS UPDATE 

Diagnostic Waiting 
Times 

Balbir Bhogal 

(continued) 

  Develop a system for early identification of 
potential breaches. 

The reporting has been refined to allow directorates to have targeted lists of 
patients to be dated. 

  Recovery plans for all areas that are not 
currently meeting the target. 

Recovery plans have been received from areas currently not meeting the target 
with a trajectory for all services to deliver the standard from February 2017. 

Performance for 
Elective Inpatients 
and Outpatients 

Balbir Bhogal 

December 2015  Directorate plans to ensure a detailed 
understanding of the extent to which recovery 
of the position is likely to be delivered. 

Recovery plans submitted by directorates but difficulty in recruiting staff 
compounded delivery. 

  Detailed piece of work with work with 2 or 3 
Directorates to:  

 understand the underlying reasons for 
significant under-delivery of plan;  

 actions to recover the position in Q4; and  

 planning processes and systems 16/17 to 
avoid a similar situation 

Additional capacity was the key challenge.  Use of off-site capacity commenced 
where possible. 

Formalised capacity planning process commenced at the end of March 2016 with 
monthly reviews of delivery against plan. 

Mandatory Training 

Linda Crofts 

November 2015  Refinement of training content Training content reviewed and updated.  Work in progress for standardisation of 
some topics through the Working Together MT vanguard project.  Listening into 
Action scheme to find out what changes users require for MT and implementing 
outcomes. 

   PALMS enhancements for operational 
usability 

Many system enhancements and bug fixes implemented, system upgrade planned 
and interface redesign. 

   PALMS training to increase the number of 
expert users across all directorates 

Increased the number of PALMS training options including video walkthroughs, 
local training content to meet local requirements, issues reporting and support 
system in place to further help users. 

  Ensure data quality, accuracy and timeliness Improved data quality by disseminating regular data reports at a strategic and 
detailed level for managers.  Regular meetings with stakeholders to discuss issues 
and data recording issues.  Many data quality improvements implemented using 
automated data scripts and exception reports.  Continue to develop this in order by 
stakeholder request. 
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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 0 0 0

MSSA bacteraemia Actual numbers 6 1 2 0 3 0 4 0 0 0 0 3 0

C Diff Actual numbers 2 0 5 0 7 0 12 0 0 0 1 3 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 0 1 0 1 2 7 0 0 0 0 0 1

Incidents  Number of Incidents 299 1034 336 186 344 603 1697 324 195 550 171 597 193

Incidents  Incidents not approved after 35 days 325 1236 251 136 381 387 1010 169 54 232 94 107 100

Average LOS Elective -2.81 -1.64 -0.88 -0.06 26.70 8.21 0.96 -0.07 -1.76 -0.14

Average LOS Non Elective 1.46 -2.98 1.04 0.09 4.39 21.04 -0.75 -0.49 -0.55 0.42

Patient Falls Number of patient falls 104 69 126 0 91 14 711 25 56 3 16 127 5

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

Percentage of admitted (unadjusted) patients treated within 18 weeks (90%) 100.00% 100.00% 89.66% 100.00% 100.00% 100.00% 71.39% 92.41% 92.55% 74.57%

Percentage of non-admitted patients treated within 18 weeks (95%) 98.19% 100.00% 77.34% 99.52% 97.62% 100.00% 79.95% 95.00% 87.59% 95.37%

Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 98.33% 98.97% 89.72% 99.63% 95.98% 85.42% 91.22% 97.85% 94.00% 93.84%

52 week waits Actual numbers 0 0 0 0 0 0 0 0 2 0 0 0

6 week diagnostic waiting  Percentage of patients seen within 6 weeks 98.01% 100.00% 100.00% 95.44%

Number of operations cancelled on the day for non clinical reasons 78 11 52 178

Number of patients cancelled on the day and not readmitted within 28 days 4 0 1 16

Percentage of out-patient appointments cancelled by hospital 0.92% 22.06% 7.68% 10.17% 11.04% 15.70% 6.60%

Percentage of out-patient appointments cancelled by patient 0.11% 13.73% 12.79% 14.83% 11.57% 12.12% 10.76%

Percentage of new out-patient appointments where patients DNA 0.00% 13.78% 11.04% 14.56% 5.15% 10.42% 4.93%

Percentage of follow-up out-patient appointments where patients DNA 14.76% 9.21% 12.72% 7.76% 11.12% 4.39%

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% 0.00% 100.00% 0.00% 50.00% 0.00%

e-Referral Service Percentage of appointments booked through e-Referral 14.87% 28.78% 19.52% 20.40% 17.08% 1.06% 52.82% 17.11% 38.17%

Ethnic Origin data collection % valid ethnic group (85%) 95.46% 93.04% 90.43% 96.53% 96.25% 87.06% 92.67% 87.35% 87.25%

Elective Inpatient activity Variance from contract schedules -0.70% -12.94% 35.09% -51.62% -4.88% -17.83% -2.20% -9.64%

Non elective inpatient activity Variance from contract schedules -4.45% 9.05% -4.26% -5.83% -7.81% -6.21% -6.23% -18.17% 8.91% -14.10%

New outpatient attendances Variance from contract schedules 7.52% 10.71% -23.54% 6.06% -17.16% -27.12% -0.52% -11.98% -14.07% -12.71%

Follow up op attendances Variance from contract schedules -3.28% -88.13% -26.12% 5.65% 0.06% 0.12% -2.78% -15.42% -1.36% -6.51%

Complaints Percentage of complaints answered within 25 working days 60% 71% 86% 100% 56% 100% 96% 100% 92% 79% 100% 100% 98%

FFT Response Rates  Increased response rates for inpatient areas 24.05% 22.27% 18.29% 31.42% 28.09% 15.07% 50.53%

FFT Recommended  Patients recommending STH for treatment 100.00% 98.21% 99.17% 98.92% 98.81% 90.24% 98.26%

FFT Response Rates  Increased response rates for A&E 21.77%

Day surgery rates BADS - day surgery rates 0 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 0

Sickness Absence All days lost as a percentage of those available 6.86% 4.36% 3.65% 3.22% 3.13% 4.81% 5.76% 4.68% 3.55% 3.95% 2.79% 3.21% 3.65%

Appraisals  Completed appraisal in last year 90.05% 90.05% 90.05% 90.05% 90.05% 90.05% 90.05% 90.05% 90.05% 90.05% 90.05% 90.05% 90.05%

Mandatory Training  Overall percentage of completed mandatory training 86.52% 77.23% 88.96% 97.48% 85.95% 86.72% 73.51% 89.88% 88.25% 87.68% 85.69% 92.23% 90.71%

Agency spend Agency and bank spend as a percentage of total pay budget 10.07% 7.66% 8.28% 0.44% 9.00% 2.76% 8.80% 1.59% 1.75% 0.70% 6.53% 1.60% 7.27%

I & E Variance from plan 2.98% -4.80% 13.14% 0.94% 11.10% -0.63% 19.38% 1.20% 2.98% 0.61% 8.31% 3.15% 12.09%

Contract performance Variance from plan -1.57% 2.18% -5.89% -123.20% -0.92% 0.00% -2.61% 2924.60% -2.29% -0.78% -5.21% -0.99% 0.47%

Productivity & Efficiency Variance from plan -81.10% -53.47% 18.99% -3.75% -41.69% -4.53% -66.69% -22.42% -14.56% -23.99% -71.23% -68.29% -54.14%

Cancer Waits 

Average Length of Stay (by 

discharges) 

18 week waits referral to treatment 

time 

Cancelled Operations

Cancelled Outpatient appointments

DNA rate



 

 

 

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 0 0 1 0 0 0 0 0 0 0 0 0 0

MSSA bacteraemia Actual numbers 0 0 1 1 1 3 1 0 4 2 3 4 0 0

C Diff Actual numbers 0 0 0 3 3 0 4 3 2 0 9 3 0 2

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

Serious Incidents Number of serious incidents (SI) 0 0 3 3 1 1 0 0 1 0 1 0 0 1

Incidents  Number of Incidents 864 480 867 757 768 741 592 112 553 283 521 430 109 128

Incidents  Incidents not approved after 35 days 207 12 286 245 240 161 102 49 181 95 201 268 65 113

Average LOS Elective -0.70 -0.17 21.61 1.04 -4.27 -0.57 -0.01 8.78 -0.88 0.86 -0.28 0.74

Average LOS Non Elective 0.12 0.99 -0.29 0.44 1.67 2.25 1.33 78.69 -2.13 0.00 -0.39 -0.99

Patient Falls Number of patient falls 0 2 24 211 8 117 86 39 76 36 87 90 19 32

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

Percentage of admitted patients treated within 18 weeks (90%) 76.61% 84.70% 75.26% 100.00% 81.72% 96.09% 100.00% 96.92% 77.43% 94.88% 95.52%

Percentage of non-admitted patients treated within 18 weeks (95%) 61.76% 93.76% 95.80% 100.00% 85.43% 100.00% 92.00% 93.60% 100.00% 98.33% 90.51% 99.27% 95.98%

Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 76.60% 90.07% 93.27% 91.82% 99.72% 92.71% 95.81% 92.19% 99.51% 93.04% 95.61% 96.46%

52 week waits Actual numbers 0 0 0 0 0 0 0 2 0 0 0 1 0 0

6 week diagnostic waiting  Percentage of patients seen within 6 weeks 100.00% 100.00% 100.00% 98.26%

Number of operations cancelled on the day for non clinical reasons 44 94 219 36 72 48 58

Number of patients cancelled on the day and not readmitted within 28 days 0 3 0 2 1 4 0 2

Percentage of out-patient appointments cancelled by hospital 15.91% 3.54% 8.75% 10.48% 6.70% 8.53% 18.02% 12.80% 16.37% 12.26% 19.50% 13.05% 8.71% 15.93%

Percentage of out-patient appointments cancelled by patient 15.52% 22.45% 4.51% 8.90% 5.82% 5.34% 8.39% 9.18% 8.51% 13.24% 4.48% 12.22% 10.48% 12.46%

Percentage of new out-patient appointments where patients DNA 14.43% 10.59% 7.52% 3.58% 2.38% 5.64% 9.41% 4.08% 10.48% 15.89% 5.31% 8.07% 5.33% 9.84%

Percentage of follow-up out-patient appointments where patients DNA 7.10% 9.83% 4.15% 9.55% 2.01% 4.84% 11.61% 5.80% 7.49% 6.49% 5.64% 7.28% 8.82% 6.92%

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

Breast symptomatic seen within 2 weeks (93% compliance) 100.00%

62 days from referral to treatment (85% compliance) 100.00% 0.00% 33.33% 30.77% 0.00% 66.67% 0.00%

31 day first treatment (96% compliance) 100.00% 0.00% 66.67% 61.54% 100.00% 100.00% 0.00%

e-Referral Service Percentage of appointments booked through e-Referral 15.18% 27.62% 0.00% 25.24% 38.82% 51.14% 35.61% 45.82%

Ethnic Origin data collection % valid ethnic group (85%) 95.74% 91.33% 75.00% 87.67% 95.92% 91.02% 91.28% 92.18%

Elective Inpatient activity Variance from contract schedules 7.25% 20.33% -5.69% 18.39% -6.23% 6.39% 1.65% -3.45% -3.49% -6.73%

Non elective inpatient activity Variance from contract schedules 0.46% -4.26% -2.83% 3.39% -21.70% -21.99% -100.00% -0.47% 6.06% -12.50% -15.34%

New outpatient attendances Variance from contract schedules 20.24% 0.72% -10.86% -0.98% -5.64% -6.76% -8.51% -14.53% -9.79% -22.06% -0.96% -9.44%

Follow up op attendances Variance from contract schedules 29.56% 0.55% -9.52% 5.34% 8.77% 3.63% -11.37% -13.96% -1.46% 2.85% -3.80% -10.80%

Complaints Percentage of complaints answered within 25 working days 100% 93% 94% 94% 100% 90% 100% 92% 95% 92% 94% 94% 100% 95%

FFT Response Rates  Increased response rates for inpatient areas 46.75% 48.74% 23.00% 22.63% 37.68% 19.07% 50.84%

FFT Recommended  Patients recommending STH for treatment 95.65% 95.40% 100.00% 100.00% 100.00% 92.16% 97.80%

FFT Response Rates  Increased response rates for A&E 

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

Sickness Absence All days lost as a percentage of those available 3.15% 2.94% 4.34% 3.95% 4.68% 4.04% 4.30% 3.90% 3.95% 3.95% 3.10% 4.77% 3.43% 5.32%

Appraisals  Completed appraisal in last year 84.68% 90.05% 60.98% 87.24% 83.96% 64.02% 79.48% 81.08% 84.11% 73.86% 83.73% 88.64% 90.22% 78.76%

Mandatory Training  Overall percentage of completed mandatory training 96.94% 96.28% 85.26% 90.95% 89.34% 84.37% 86.84% 88.15% 90.17% 89.52% 92.18% 89.78% 89.04% 91.48%

Agency spend Agency and bank spend as a percentage of total pay budget 1.18% 1.44% 1.55% 5.11% 3.03% 6.48% 1.00% 3.50% 3.50% 6.83% 6.81% 5.11% 6.12% 7.07%

I & E Variance from plan 3.49% 1.44% 6.85% 0.50% -3.34% 1.33% -0.73% 14.81% -0.10% 2.66% 11.76% -0.74% 0.58% 7.59%

Contract performance Variance from plan -6.06% -8.81% -1.13% -0.79% -6.43% -0.21% -5.52% 0.00% 0.23% -1.20% 0.11% -1.67% -3.65%

Productivity & Efficiency Variance from plan -46.46% 17.78% -69.95% 30.84% 65.88% 74.23% -40.26% 32.05% -45.45% 44.46% -61.04% 35.82% -35.50% -35.69%

Average Length of Stay (by 

discharges) 

18 week waits referral to treatment 

time 

Cancelled Operations

Cancelled Outpatient appointments

DNA rate

Cancer Waits 


