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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): 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 November 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. 

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: 11
th
 January 2017 9

th
 January 2017 18

th
 January 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 0 cases of Trust assigned MRSA bacteraemia recorded for the month of November.  The year to date total is 2 cases.  
 There were 3 Trust attributable cases of MSSA bacteraemia recorded in November; this is better than the monthly trajectory that the Trust has set itself. The full 

year performance is 44 cases of MSSA against an internal threshold of 28 cases.   
 The Trust recorded 7 cases of C.diff for November.  This is better than the monthly target of 7.25 cases.  The full year performance is 66 cases of C.diff against an 

internal threshold of 52 and a NHS Improvement threshold of 58. 

Health Care Governance Committee Update 

 During the reporting period no new CQC Information of Concern notifications have been received. 
 Progress continues to be made against the CQC action plan following the Trust’s inspection. The repository to store all evidence has now been implemented.  
 One new serious incident has been reported and is currently under investigation, no serious incidents have been closed and seven remain on-going. 
 The Integrated Risk and Assurance report was presented highlighting three as rating 20 (Extreme).  These were nurse staffing, the Electronic Patient Record (EPR) 

(incident relating to the management of appointment letters) and care of patients in an inappropriate setting.  In addition six risks are rated as 16 (Extreme) care of 
older people, under delivery of planned maintenance and refurbishment of wards, healthcare associated infection, midwifery staffing, IT stabilisation and asbestos 
management. 

 The Medical Gases Annual Report was presented.  The safe and appropriate management of medical gases in accordance with national standards continues to be 
a major undertaking. However, the Trust has a comprehensive and effective multidisciplinary programme of action, overseen by the Medical Gases Committee to 
progress and monitor all areas requiring intervention. 

 The Security Annual Report highlighted that the number of security incidents had risen from 4,779 (2014/15) to 5,344 (2015/16) this included the number of 
incidents where staff reported acts of violence. Following analysis the themes indicated that the majority were related to medical / patient related factors. The 
Committee were provided with progress against the actions following a breach in access to the Central Campus via entrance points (January 2016). Operational 
procedures have now been reviewed and updated. The Trust is currently implementing a new access control system due to be completed by March 2017.  The 
Security Management Work Plan has been ratified by the Trust and accepted by NHS Protect. 

 The Patient Incidents, Concerns, Claims and Inquests report was presented, which highlighted that the number of claims and inquests relating to LEGION and 
South Yorkshire Regional Services had increased, it was acknowledged that work continues to understand the trends and themes to inform the learning. The top 3 
reported incidents related to medication, pressure ulcers and falls.  The Trust continues to use the learning to address quality and safety improvements, this is 
further supported by the Trust’s recruitment to the NHS Improvement Falls Collaborative Programme. 

 The Resuscitation Equipment Update highlighted that the Trust was implementing automated defibrillator checks, all of which would be ‘code ready’ at any given 
time.  Audit of the process is scheduled to commence February 2017 both within the acute setting and community environment.     

 The Medicine Code Update highlighted a number of amendments.  These included the registering and update of authorised independent prescribers in line with 
national legislation.  It was noted that this now included a process by which pharmacists at on-site Boots could perform clinical checks of outpatient prescriptions, 
excluding chemotherapy.  The Medicine Code had been approved by the Trust Executive Group. 

 The Hospital Mortality Report highlighted the following: 
HSMR – Most Recent 12-Month Rolling 
1st September 2015 – 31st August 2016 *updated 17 November 2016) 
103 (99-107) for All Admissions and “as expected” when compared with hospital trusts nationally.  HSMR is updated monthly. 
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SHMI – Most Recent 12-Month Rolling 
1st April 2015 – 31st March 2016 (published 22 September 2016) 
0.96 (0.90-1.11 over-dispersion control limits of 95%).  This was in the “as expected” range and rebased.  SHMI is updated three-monthly.  The next publication 
was expected 15 December 2016. 
Crude Mortality – Most Recent 12-Month Rolling 
(Taken from SHMI Deaths Associated with Hospitalisation April 2015 – March 2016, HSCIC, September 2016) 
For the period 1st April 2015 – 31st March 2015: 
3.21 (3,585 deaths / 111,681 spells) versus national rate of 3.20 for all non-specialist acute providers 
A case note review of 64 Fractured Neck of Femur in-patient deaths during 2015 has been undertaken using the Structured Judgement Review method. This was 
cross referenced with the Medical Examiner Office database to establish trends and themes. Initial results have been discussed with the Mortality Governance 
Committee and with the multidisciplinary team, led by the Associate Medical Director, Dr Paul Whiting. A separate report is to be presented to the Healthcare 
Governance Committee in February 2017. 

PROVIDE PATIENT CENTRED SERVICES 

 FFT response rates inpatient – the response rate in November was 32% which is better than the internal target of 30%.   
 FFT score inpatient – the score for November was 96% which is above the internal target of 95%.  
 FFT response rates A&E– the response rate in November was 25% which is above the internal target of 20%.  
 FFT score for A&E - the score for November was 86.4% which is just above the internal target of 86%.   
 New outpatient activity for November 2016 was 1.64% below the contract target; for the year to date the Trust is 5.29% below the contract target. 
 Follow up outpatient activity for November 2016 was 0.51% below the contract target; for the year to date the Trust is 3.75% below the contract target. 
 Elective activity for November 2016 was 5.66% above the contract target; for the year to date the Trust is 0.92% below the contract target. 
 Non-elective activity was 1.94% below the contract target in November 2016; for the year to date the Trust is 1.86% below the contract target. 
 Accident and Emergency activity was 1.66% below target in November 2016; for the year to date the Trust is 0.18% below the contract target. 
 The average number of patients who had a delayed transfer of care in November 2016 was 141 compared to 131 in October and 101 in September. 
 The number of operations cancelled on the day for non-clinical reasons in November was 142, compared to 154 in October and 88 in September. 
 The number of patients on incomplete pathways at the end of November was 45,299 compared to 46,677 at the end of October and 47,759 at the end of 

September.  As at the end of November 43,547 (93.9%) of these had a waiting time of less than 18 weeks (target 92%). 
 In November 2016 the local waiting time standard for non-admitted patients was not achieved, with 93.05% of patients being seen within 18 weeks (target 95%) 

compared to 92.34% in October. 
 The local target for admitted patients was also not achieved in November 2016 where 84.69% were seen within 18 weeks (target of 90%) compared to 83.55% in 

October 2016.  
 No patients were waiting more than 52 weeks in November 2016. 
 For diagnostic tests during November 2016, 99.84% of patients 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 November 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 November 2016 and for the year to 

date.  For hospital cancellations this was 10.53% compared to the benchmark of 6.64% and for patient cancellations 9.95% compared to the benchmark of 6.20%. 
 The average length of stay for non-elective remains above the Dr Foster benchmark; 5.39 days against the benchmark of 4.98 days for the most recent data 

available (August 2016). 
 In November 2016 86.35% 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 94.00%. 
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 The percentage of patients whose clinical handover from the ambulance service to A&E took less than 15 minutes has reduced to 63.07% in November from 
66.11% in October and 70.64% in September.  The number where the handover took more than 30 minutes also increased in November 2016 rising to 2.11% from 
1.18% in October and 0.46% in September. 

 The percentage of referrals received through the e-Referrals service has deteriorated in November 2016 to 29.99% and remains below the 50% target. 
 The final position for cancer waiting times for quarter 2 showed 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 (28th December) stands at 77.2% against a target of 85%.  However, the 

performance for STH originated pathways stands at 84.7%.   

EMPLOY CARING AND CARED FOR STAFF 

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

Key Performance Indicators 

 Sickness absence in November was 5.09% compared to the target of 4%.  This figure has increased from 4.89 % in October.  The increase has been caused by a 
0.28% increase in short term absence and a 0.08% decrease in long term sick.  The year to date figure is 4.34 %, the figures can be split as follows: 

 Long term 2.63% (YTD), Short term 1.71% (YTD). 
 There are some clinical directorates and corporate directorates that are hitting the 4% or less absence targets, however a number of directorates have absence 

figures above 5% and a few are over 7%.  Both long term and short term absence figures require focus, which HR Business Partners are providing. 
 Discussions regarding the Trust’s Managing Attendance Policy which has been under review with Trade Union colleagues have now concluded.  The policy will in 

particular provide guidance in relation to the management of short term intermittent absence.  A paper was provided to TEG and further consideration is required. 
 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.  The 2015 
figure for the same month last year was 89.70% increasing to 89.8 % in December 2015. 
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 decrease in compliance levels for mandatory training where the rate decreased from 89.3% to 88.8%. 
 Annual leaver rate was 7.88%.  There have been no changes to the executive team so far this year. 
 The proportion of the Trust workforce that is temporary was 9.81%. 
 Safer staffing – overall, the actual fill rate for day shifts for registered nurses was 93% and for other care staff against the planned levels was 105.9%.  At night 

these fill rates were 93.1% for registered nurses and 110.3% 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 commenced with the aim of delivering the CQUIN target of 75% of frontline staff being vaccinated by 31 December 2016.  The Trust 
achieved this target by 23rd December 2016. 

 Occupational Health Services are working with SHU as health check assessors have now completed their training.  Over 50 health checks have been completed; 
health assessments will continue across the Trust in 2017. 

 Other health schemes under review include the access to support for mental health issues, access to support for weight management and the continued progress 
of the access to physiotherapy for staff. 

 In accordance with the wider health agenda the food environment for staff is being reviewed and line manager training to support this has begun. 
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SPEND PUBLIC MONEY WISELY 

 The month 8 position shows a £2,444.2k (0.4%) deficit against plan.  This is a further improvement of £0.3m in November following the £0.7m improvement in 
October. 

 There was an activity under performance of £10.5m after 8 months with an improvement of £0.3m in November.  Following the October position, this is a further 
significant improvement on performance in the first half of the year.  The improvement seen in October is due to specialty recovery plans, the “Seamless Surgery” 
initiative and the Lorenzo Improvement Group’s work has been sustained in November.  It is hoped that this improvement can be maintained for the remainder of 
the year, although winter pressures may have some impact. 

 There was a small but slightly reduced overall under spend on pay to the end of November.  Medical staffing is the main pressure area, which is largely due to 
agency costs to fill critical vacancies, with the major under spend in nursing due to vacancies.  Bank and agency staffing costs are £7.5m 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 £0.9m under delivery (7.2%) against efficiency plans for the year to date. 
 Overall, clinical directorates reported positions £9.7m worse than their plans at month 8, largely driven by the activity and efficiency positions.  Whilst this is a major 

concern, the deterioration in October and November 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 I&E surplus of around £3m) and the service trajectories relate to the A&E, RTT and Cancer 62 Day targets.  The quarter 1 STF was received in full and 
quarter 2 funding has been received except for around £400k relating to the A&E trajectory and £240k for the Cancer 62 Day target.  The Trust has appealed 
against these losses given the impact of social care (STIT) issues and late district general hospital cancer referrals which are outside of our 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 performance in the last 2 months.  Work continues to improve activity 

delivery, control expenditure, mitigate contract income losses, improve efficiency and maximise contingencies.  Sheffield CCG has agreed to provide £1m of 
System Resilience funding but the success of actions to maximise CQUIN income achievement and address social care (STIT) issues will also be critical.  Any 
failure to deliver the Control Total will be compounded by the consequent loss of STF. 

DELIVER EXCELLENT RESEARCH, EDUCATION AND INNOVATION 

 The position is as previously reported.  An update on performance for Q3 will be available in May 2107. 
 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 November 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 November 0.00 2 H

MSSA bacteraemia Actual numbers Max 3.5 case a month Local November 3 39 H

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

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

Serious Incidents Number of serious incidents (SI) Number Local November 2 27

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

Incidents Total number of incidents reported Number of incidents reported Local November 1273 16618 H

Incidents Incidents not approved after 35 days Zero Local November 885

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

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 November 18.1% 18.4%

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

Patient Falls Number of patient falls 331 per month (5% reduction from 14/15) Local November 243 2578 H

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

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

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

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

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

Percentage of admitted patients treated within 18 weeks 90% Local November 0.8355104 M

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

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

52 week waits Actual numbers Zero National November 0 5 M

6 week diagnostic waiting Percentage of patients seen within 6 weeks 99% SOF November 99.84 M

Number of operations cancelled on the day for non clinical reasons 75 per month Local November 142 890 H

Number of patients cancelled on the day and not readmitted within 28 days Zero Local November 0 33 H

Percentage of out-patient appointments cancelled by hospital 6.64% (National figure 2014/15) Local November 10.53% 11.62% H

Percentage of out-patient appointments cancelled by patient 6.20% (National figure 2014/15) Local November 9.95% 9.39% H

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

Percentage of follow-up out-patient appointments where patients DNA 7.97% (National figure 2014/15) Local November 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 November 0.31619 28.94%

Ethnic Origin data collection % valid ethnic group 85% National November 0.912 91.03% H

Elective Inpatient activity Variance from contract schedules On plan Local November 5.56% H

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

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

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

A&E attendances Variance from contract schedules On plan Local November H

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 November 0.8519 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 November 0.3219 M

FFT Recommended Patients recommending STH for inpatient treatment 95% National November 0.9587 M

FFT Response Rates Increased response rates for A&E 20% National November 0.2339 M

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

FFT Response Rates Increased response rates for Maternity 20% National November 0.3499

FFT Recommended Patients recommending STH for Maternity treatment 95% SOF November 0.9546

FFT Response Rates Increased response rates for Community 20% National November 0.2594

RTT information completeness 50% National Q2 16/17 M

Referral information completeness 50% National Q2 16/17 M

Activity information completeness 50% National Q2 16/17 M

Day surgery rates BADS - day surgery rates 88% Local November 0.902849 90% M

Readmissions within 30 days Readmissions as proportion of all emergency admissions to be determined SOF November 17.3% 16.8%

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 November 0 0 M

Safety Thermometer Harm free 95% harm free National October 0

Sickness Absence All days lost as a percentage of those available 4.00% SOF November 0.509 4.26% M

Appraisals Completed appraisals in last year 90% Local November 0.827 M

Mandatory Training Overall percentage of completed mandatory training 90% Local November 0.8881 M

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

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

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

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

Executive Team trunover to be determined SOF November Zero Zero

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

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

Distance from provider cap <=0% SOF November

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

I & E YTD actual I & E surplus/deficit in comparison to YTD plan I & E surplus/deficit >=0% SOF November 0.37% H

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

Cost Reduction Aggressive cost reduction plans Under development SOF November

Contract performance Variance from plan On plan Local November H

Efficiency Variance from plan On plan Local November -7.24% M

Cash Actual Above profile Local November 85.74% H

Liquidity

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

of credit available for drawdown >0 SOF November

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

obligations >2.5times SOF November

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 

INCIDENTS 
(Incidents Not Approved After 35 Days) 

NON ELECTIVE LENGTH OF STAY 
(Average LOS Non Elective) 
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Length of Stay Dr Foster Target

 

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

Timescale: February 2017 

Key Issues: The increase during this month is anticipated to be as a result of the 
pressures within the Trust. During this period some directorates have continued to reduce 
their incidents requiring approval within the timeframe but there has been a marked 
increase in the numbers requiring approval in the areas where the pressure is greatest in 
particular within the Emergency Medicine Directorate. 

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 5 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. 

Directorate performance continues to be monitored at Safety and Risk Management 
Board. 

Key Actions: Development of a strategic case for development of a specialised regional 
HASU as part of the Working Together Programme and Sustainability and Transformation 
Plans to reduce the number of Hyper Acute Stroke Services.  Aim to expand services at 
RHH and improve services at NGH for patients presenting there. 

Continuing discussions for the development of the Frailty Unit clinical model aiming to pull 
patients quicker from the Emergency Department and increase the number of 0 day 
length of stay patients from as baseline of 15%. 
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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) 
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Lead: Kirsten Major, Director of Strategy 
and Operations 

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

Timescale: February 2017 

Key Issues: The percentage of patients seen within 4 hours in November 2016 remains 
below national requirements at 86.35% compared to the target of 95%.  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 November 2016 
is 94.00%.  

An appeal has been submitted to NHSE against the resultant withholding of STF funding 
for Q2.  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 63.07%. Also, the number of 
clinical handovers which took more than 30 minutes has deteriorated to 2.11%; this 
represents 77 patients waiting longer than 30 minutes for handover during November. 

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 recovery action plan 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. 

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. 

The Department has begun to improve the available handover space at the front door to 
improve patient flow and continues to progress the staffing model to improve handover 
timeliness. 
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18 WEEKS RTT 
(% of Admitted (Unadjusted) Patients Treated within 18 Weeks) 
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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 again in November to 84.6% from 83.6% in 
October.  

At month 8 of last year 85.4% 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 improved in November to 93.1 % compared to 92.5%.   

At month 8 of last year 95.60% of non-admitted patients were seen within the 18 week 
RTT national target. 

Key Actions: All areas failing to meet the standard have been asked to review delivery 
trajectories and resubmit to the Waiting Times Performance Overview Group for sign off. 

Key Actions: All areas failing to meet the standard have been asked to review delivery 
trajectories and resubmit to the Waiting Times Performance Overview Group for sign off. 
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CANCELLED OPERATIONS 
(Number of Operations Cancelled on the Day for Non Clinical Reasons) 

CANCELLED OUTPATIENT APPOINTMENTS 
(% of Outpatient Appointments Cancelled by Hospital) 
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Lead: Kirsten Major, Director of Strategy 
and Operations 

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

Timescale:  March 2017 

Key Issues: In November 142 patients had their operation cancelled on the day for non 
clinical reasons, 12 less than in October.  44% of the cancellations were attributed to bed 
availability, 30% to theatre issues and 8% to staffing issues.  65% of the cancellations 
were at NGH and 22% at RHH.  Cardiology accounted for 11% of the cancellations, 
Cardiac Surgery 18% and Orthopaedic 18%. 

The lack of bed availability is linked to the increase in delays for social care and 
subsequent decrease in discharges and increased bed occupancy. 

Key Issues: The percentage of outpatient appointments cancelled by the hospital in 
November was 10.53% which was an improvement on October (11.30%) and on 
September (12.20%),  

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.   

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. 

Key Actions: Analysis of the cancellations has now been done 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.  This has shown that the percentage of ‘true’ 
cancellations is reduced by around 1.24% making the year to date position 10.27% 
compared to 11.51% if rescheduled appointments are included. 
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CANCELLED OUTPATIENT APPOINTMENTS 
(% of Outpatient Appointments Cancelled by Patient) 

e-REFERRAL SERVICE 
(% of Appointments Booked Through e-Referral) 
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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 
worsened slightly in November to 9.95% having been 9.66% in October and 9.77% in 
September, but is significantly better than the level of cancellations reported in January 
2015 when cancellations were at 14.60%. 

Key Issues: The percentage of outpatient appointments booked through the e-Referral 
Services (e-RS) fell slightly in November to 29.99% from 31.62% in October and 27.31% 
in September.  Just 7 directorates received 50% or more referrals electronically, these 
were Dermatology, ENT, Endocrinology, Plastic Surgery, Rheumatology, Thoracic 
Surgery and Hepatobiliary and Pancreatic Surgery.  

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. 

Key Actions: 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. 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 of the existing joint working group will need to be 
updated.  The availability of appointment slots in e-RS is currently being reveiwed. 
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EMPLOY CARING AND CARED FOR STAFF 

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

APPRAISALS 
(Completed Appraisals in Last Year) 
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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 monthly sickness absence figure is 5.09% with a year to date figure of 
4.34 %. This is compared with the November 2015 figure of 4.45% year to date. 

Key Issues:  The cumulative position for completed appraisals during the past 12 
months at the end of November is 83.1% which was short of the target of 90%; focus will 
continue on the achievement of this target. 

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. 

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. 
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 EMPLOY CARING AND CARED FOR STAFF SPEND PUBLIC MONEY WISELY 

MANDATORY TRAINING 
(Overall % of Completed Mandatory Training) 

EFFICIENCY 
(Variance from Plan) 
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Lead: Mark Gwilliam, Head of HR and 
Organisational Development 

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

Key Issues:  Compliance rates remain reasonably steady, with a monthly rate of 88.8%.  
Progress continues towards the target of 90%. 

Key Issue: The 2016/17 total P&E risk adjusted plan is £20.4m.  Directorates under 
performed at month 8 and have under delivered against the year to date plan of £0.9m 
(7.6%); month 7 stood at £1.2m (10.9%).  The forecast outturn shows an under delivery 
against plan of £2.1m (10%).  Although it must be noted there is an improvement in 
delivery and a hope that this trend continues into month 9. 

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. 

Key Actions: A focus on under performing 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 a shortfall are requested to identify other schemes. 

The efficiency planning cycle for 2017/18 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 2017/18 and provide assurance of existing schemes 
identified. 
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APPENDIX 1: DEEP DIVE - AVERAGE LENGTH OF STAY FOR NON ELECTIVE SPELLS UPDATE 

1. INTRODUCTION 

A Deep Dive Report on non-elective length of stay (LOS) went to the Board as part of the Integrated Performance Report on 16th March 2016.  Following subsequent 
discussions at the Board meeting on 18th May 2016 a request was made for metrics to monitor the impact of the work being undertaken within the Trust to improve 
management of the long LOS patients outlined in the Deep Dive Report. 

This paper seeks to provide an update on the progress made in the overall reduction of inpatient LOS as demonstrated by the 3 metrics developed. 

2. MANAGING PATIENTS WITH A LONG LOS – METRICS USED 

In the analysis undertaken for the original Deep Dive Report it was identified that the majority of non-elective inpatients (41.50%) will stay 1 night or less, these patients 
consumed just 3.1% of the total bed nights over the monitoring period; 4.5% of non-elective patients stay 29 nights and over but consumed 36.7% of the bed nights; 
and there is a similar pattern for elective inpatients.  The metrics that were developed to monitor progress on reducing LOS were: 

 Metric 1: Number of Inpatients by LOS Band by Month 

This would take a snapshot of the current inpatients on the first day of the month to see if and how the distribution changed over time.  This would provide a counter 
measure to Metric 2. 

 Metric 2: Number of Discharges by LOS 

Directorates focussed on the inpatients with the longest LOS first.  It was therefore expected that reportable LOS would increase in the first instance as this is recorded 
when patients are discharged. 

 Metric 3: Number of Bed Nights Consumed by 3.6% of Inpatients 

The aim is that by reducing the small number of patients with the longest LOS, significant reductions in bed night occupancy can be achieved, monitored by this metric. 

In order to improve LOS, a process was agreed whereby each Clinical Director, Operations Directors and Nurse Directors would meet as a triumvirate to review their 
patients with the longest LOS.  On a monthly basis, the Chief Operating Officer and Deputy Chief Nurse would review the longest LOS across the organisation to gain 
assurance that triumvirates were managing these patients and had a clear plan to facilitate and expedite discharge, over and above the usual operational business 
rhythm. 

The LOS bands used are: 14-27, 28-41, 42-55, >56 days. 
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2.1 Metric 1: Number of Inpatients on First Day of the Month by LOS Band 

The graphs below show the number of patients in bed on the first day of the month by LOS band, both in absolute numbers and as a percentage of patients with a LOS 
of 14 days or more.  The absolute numbers of beds occupied by patients with a LOS of longer than 56 days has varied from a low of 93 in January to a high of 126 in 
December 2016.  The monthly profile of the total number of patients with a LOS over 14 days tracks that of the volume of delayed transfers of care.  As a result, whilst 
leadership by the triumvirates has reduced the number of non-medically fit for discharge (MFFD) patients with a long LOS, the increasing waits of MFFD patients has 
skewed performance against this metric. 

Graph 1: The Number of Long LOS Patients in an Inpatient Bed 

 

Graph 2: The Percentage of Long LOS Patients in an Inpatient Bed 
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2.2 Metric 2: Number of Discharges by LOS 

There has been a focus on discharging the patients with the longest LOS.  Details of the patients concerned have been circulated to Operations Directors on a weekly 
basis and the threshold for ‘qualifying’ as a long stay patient has been reduced over time.  These patients are those with complex conditions and require complicated 
care packages post discharge.  The success of this strategy for reducing LOS will lead to an increase in the number of patients being discharged who have had a long 
LOS.  As can be seen from the graphs below both the absolute numbers and the percentage of patients discharged with a LOS of over 56 days have increased over 
the months from 833 (14.41%) in January to March 2016 to 1035 (16.10%) in October to December 2016 indicating some success with this strategy. 

Graph 3: Number of Long LOS Patients Discharged During the Month 

 

Graph 4: Percentage Split of Long LOS Patients Discharged During the Month 

 

As the number of such patients decreases the ability to increase the numbers of these patients discharged decreases.  This is particularly true of the very complex-very 
long length of stay patients.  Therefore, efforts are now being focused on those with a ‘medium’ length of stay, namely those in the 14-28 day bracket.  It is hoped that 
a specific focus on these patients will support earlier discharge and prevention of the patients becoming complex very long stay patients. 
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2.3 Metric 3: Number of Bed Nights Consumed by 3.6% of Inpatients 

Another measure of the impact of long lengths of stay is the fact that a small number of patients consume a large percentage of the bed nights.  The graph below 
shows the percentage of bed nights consumed by 3.6% of the patients by month since January 2016. This has reduced from 39.2% in January 2016 to 31.8% in 
December 2016 with a noticeable increase in quarter 3 as the triumvirate process has become embedded.. 

Graph 5: The Percentage of Bed Nights Consumed by 3.6% of Inpatients 

 

 

3. RECOMMENDATIONS 

The Board are asked to: 

 Note the progress on reducing the number of long stay patients but the continued work required. 

 Acknowledge the counter impact of STIT delays on length of stay. 

 Note the updated action plan to additionally focus on the patients with a length of stay between 14 and 28 days. 

4. ACTIONS 

 The work on targeting patients with long lengths of stay will continue 

 Focus on reducing the LOS of patients with a LOS over 14 days 

 Review the metrics being used to monitor progress to ensure that they are the most appropriate
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APPENDIX 2: DEEP DIVE - SINGLE OVERSIGHT FRAMEWORK AND PROVIDER SEGMENTATION 

INTRODUCTION 

NHS Improvement (NHSI) was created on 1st April 2016, bringing together Monitor, the NHS Trust Development Authority (TDA), Patient Safety, Advancing Change 
Team and Intensive Support Teams, and is responsible for overseeing NHS foundation Trusts, NHS Trusts and independent providers.  NHSI supports NHS trusts and 
foundation trusts to deliver safe, high quality, compassionate care within local health systems that are financially sustainable; and to maintain or achieve Care Quality 
Commission (CQC) ratings of ‘good’ or ‘outstanding’. 

The CQC and NHSI are working towards aligning their approaches and developing a single combined assessment of quality and use of resources, and are also jointly 
developing the well led framework and the support needs for improvement capability. 

The aim is for the CQC and NHSI to share data and develop common data sets where possible, and the NHSI’s Single Oversight Framework (SOF) is a single 
combined assessment of quality and use of resources, with a single set of metrics.  To support this, a national online information portal is being implemented called the 
‘Model Hospital’ that contains comparative information on a number of indicators.  This will enable the Trust to assess its performance in the context of similar 
organisations. 

SINGLE OVERSIGHT FRAMEWORK 

The NHSI SOF is the single framework for overseeing providers allowing NHSI to identify potential support needs as they emerge and tailor support to the specific 
needs of providers. 

There are 5 themes within the SOF (Figure 1) against which providers are assessed, and these 5 themes are linked, although not replicated by the CQC’s 5 key 
questions of all care services, see Table 1. 

Figure 1 

LEADERSHIP AND IMPROVEMENT 

    

QUALITY FINANCE AND USE OF RESOURCES OPERATIONAL PERFORMANCE STRATEGIC CHANGE 
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Table 1 

SOF THEMES CQC KEY QUESTIONS 

1. Quality of care (safe, effective, caring, responsive 
2. Finance and use of resources. 
3. Operational performance. 
4. Strategic change. 
5. Leadership and improvement capability (well-led). 

1. Are they safe? 
2. Are they effective? 
3. Are they caring? 
4. Are they responsive to people’s needs? 
5. Are they well led? 

The CQC’s 5 key questions will be supplemented by an assessment of the use of resources, and this assessment is being jointly developed by the CQC and NHSI. 

The SOF proposes 39 indicators to supplement CQC information to identify where providers may need support under the theme of quality.  Not all of these indicators 
apply to this Trust, but the indicators that do apply and were not previously in the IPR are listed in Table 2 which shows the indicators the Trust was not previously 
monitoring through the Trust Integrated Performance Report (IPR) and the progress towards full inclusion.

Table 2 

Proposed quality of 
care monitoring 
metrics 

Measure Target/Threshold Strategic Theme Progress 

Clostridium Difficile - 
infection rate 

Rate per 100,000 bed days = 

((N
o 
of CDI reports for the 

time period/(Avg daily bed 
occupancy x n

o
 of days in the 

time period) )x 100,000 

2015/16 rate of infection 
was 26 per 100,000. 

Awaiting publication of the 
monitoring threshold. 

Deliver the best clinical 
outcomes. 

Included in the Trust Overview; but the measure has yet to be 
finalised therefore monitoring has not commenced. 

Emergency c-section 
rate 

Emergency c-section rate as 
proportion of births. 

Awaiting publication of the 
monitoring threshold. 

Deliver the best clinical 
outcomes. 

Included in the Trust Overview.  Reporting as a percentage and will 
be RAG rated once the national target/threshold is published. 

Hospital Standardised 
Mortality Ratio - 
Weekend (DFI) 

Ratio of observed to 
expected deaths x 100 

As expected or lower. 

(published annually) 

Deliver the best clinical 
outcomes. 

Included in the Trust Overview and being monitored against the 
target/threshold.  The Trust is currently RAG rated ‘green’. 

NHSE/NHSI Patient 
Safety Alerts 
outstanding 

Number of outstanding 
Patient Safety Alerts. 

Zero. Deliver the best clinical 
outcomes. 

Included in the Trust Overview and being monitored against the 
target/threshold.  The Trust is currently RAG rated ‘green’. 

Potential under-
reporting of patient 
safety incidents 

Under reporting of patient 
safety incidents. 

To be published. Deliver the best clinical 
outcomes. 

Included in the Trust Overview.  Methodology for determining under 
reporting not yet published, and the target/threshold it should be 
monitored against for the RAG rating is not available. 
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Proposed quality of 
care monitoring 
metrics 

Measure Target/Threshold Strategic Theme Progress 

Executive team 
turnover  

Number of leavers against 
total Executive Team 
headcount. 

To be published. Employ caring and cared 
for staff. 

Included in the Trust Overview.  Reporting against the measure but 
no target/threshold to monitor against for the RAG rating. 

Proportion of 
Temporary Staff  

Proportion of staff on 
temporary contracts against 
total headcount. 

To be published. Employ caring and cared 
for staff. 

Included in the Trust Overview.  Reporting against the measure but 
no target/threshold to monitor against for the RAG rating. 

Staff turnover 
Number of leavers against 
total headcount. 

To be published. Employ caring and cared 
for staff. 

Included in the Trust Overview.  Reporting against the measure but 
no target/threshold to monitor against for the RAG rating. 

Maternity Scores from 
Friends and Family 
Test - % positive 

Patients recommending STH 
for treatment. 

95% positive. Provide patient-centred 
services. 

Included in the Trust Overview.  STH currently RAG rated green. 

VTE Risk Assessment 
Assessments completed as 
proportion of all inpatient 
admissions. 

95% Provide patient-centred 
services. 

Included in the Trust Overview.  STH currently RAG rated green. 

Written Complaints - 
rate 

Written complaints rate per 
10,000 FCE’s. 

Indicator is still under 
development. 

Preliminary figures have 
been published by NHS 
digital for Q1 2016/17. 

Provide patient-centred 
services. 

Included in the Trust Overview.  Reporting against the measure but 
no target/threshold to monitor against for the RAG rating. 

Aggressive Cost 
Reduction Plans  

Aggressive cost reduction 
plan. 

Under development. Spend public money 
wisely. 

Included in the Trust Overview.  Data to come from a provider 
return.  As yet there is no clarity on the format of the return or any 
target/threshold. 

A Trust’s potential support needs are ‘triggered’ by monitoring against the SOF and taking into account any associated circumstances.  A summary of the information used and the triggers 
used and the triggers is summarised in 

Table 3. 
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Table 3 

Theme Trigger 

Quality of Care 
 CQC inspection findings: 

  inadequate or requires improvement in 1 or more of safe, effective, caring or responsive 
 Warning notice 
 Civil or criminal actions 
 SOF Quality metrics 
 Delivery against agreed trajectory for the 4 priority standards for 7-day hospital services 

Finance and Use of Resources 
 SOF Finance metrics – average score of 3 or 4; or score of 4 in any individual metric 
 Concerns about value for money – national benchmarking through Model Hospital; management consultancy spend, pay bill growth; 

consolidation of back office and pathology services etc. 

Operational Performance 
 Failure to meet Sustainability and Transformation Fund (STF) trajectory for 2 consecutive months (quarter for quarterly metrics) 
 Failure to meet key national access standards, including NHS Constitution standards 

Strategic Change 
 Provider’s contribution to developing, agreeing and delivery Sustainability and Transformation Plans (STP’s) 
 Implementation of new care models and implementation of devolution 

Leadership and Improvement Capability 
 Material concerns 
 CQC inadequate or requires improvement against well led 
 SOF Organisational Health metrics 
 SOF Operational Efficiency metrics 
 CQC Well-Led Assessment 
 Collection, use and submission of robust data 
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The provider sector is segmented by NHSI according to the scale of the issues identified through the SOF monitoring and by NHSI’s judgement based on an 
understanding of providers’ circumstances.  The segment the provider is placed within determines the level of support provided by NHSI. 

NHSI SEGMENTATION 

The NHSI is segmenting the provider sector into 4.   

Segment 1: no potential support needs identified across the five themes; this is the lowest level of oversight and there is an expectation that the provider will support 
other providers in other segments 

Segment 2: providers are offered targeted support; potential support needed in one or more of the five themes, but not in breach of licence (or equivalent for NHS 
trusts) and/or formal action is not needed 

Segment 3: providers receive mandated support for significant concerns; the provider is in actual/ suspected breach of the licence (or equivalent for NHS trusts) 

Segment 4: special measures; the provider is in actual/suspected breach of its licence with very serious/complex issues that mean that they are in special measures 

The majority (60%) of providers are in segments 1 and 2 (see  

Figure 2: NHSI Segmentation 

 

 

Figure 3: NHSI Segmentation by Trust Type 

 

 

); STH is currently in Segment 2; and as can be seen from Figure 3 it is evident that the acute sector is facing extreme pressures with 59% of acute trusts either 
receiving mandated support or in special measures. 
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Figure 2: NHSI Segmentation 

 

 

Figure 3: NHSI Segmentation by Trust Type 

 

 

MODEL HOSPITAL 

This is a nationally available online information system, and its development is one of the recommendations to come out of the Carter review.  The system comprises 
key performance metrics covering various aspects of hospital and community services and best practice guidance.  The prototype is already available and is being 
populated with data and metrics.  The metrics used in the SOF are included in the Model Hospital; this enables comparison of performance and improvement needs 
against peers and national benchmarks. 

Figure 4 below shows the front end of the Model Hospital; the areas in green are those which have started to be populated.  The dashboards are available at the level 
of:- 

 Board 

 Clinical Service Lines 

 Operational 

 People 

 Patient Experience 
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Figure 4 

 

SUMMARY 

The metrics used in the Single Oversight Framework are amongst the measures used to determine provider performance; these metrics are used to populate the 
Model Hospital which will be used to compare providers’ performance nationally.  STH was already monitoring performance against many of the SOF metrics and 
progress has been made towards including the outstanding metrics.  However, not all metrics are clearly defined by NHSI and in some cases the target/threshold is not 
defined against which to rate the Trust’s performance. 

RECOMMENDATIONS 

1. The Board is asked to note the inclusion of these indicators in the Integrated Performance Report. 

 The indicators should be reviewed and refined as and when further guidance and monitoring thresholds are publishe 
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APPENDIX 3: 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 3 0 3 0 4 0 0 0 0 5 0

C Diff Actual numbers 3 0 5 0 10 0 13 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 8 0 0 0 0 0 1

Incidents  Number of Incidents 417 1099 405 257 409 715 1997 394 217 648 211 682 228

Incidents  Incidents not approved after 35 days 345 1414 260 169 438 436 1100 186 59 301 122 127 110

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 143 73 155 0 100 17 851 34 65 4 16 146 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% 94.23% 100.00% 100.00% 100.00% 79.00% 91.33% 93.33% 77.03%

Percentage of non-admitted patients treated within 18 weeks (95%) 98.30% 100.00% 73.86% 99.48% 95.89% 92.31% 86.56% 97.18% 87.85% 95.80%

Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 98.73% 88.60% 90.40% 99.58% 98.56% 96.43% 91.60% 96.87% 94.41% 94.47%

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 99.10% 100.00% 100.00%

Number of operations cancelled on the day for non clinical reasons 88 11 61 190

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 10.72% 0.80% 13.28% 21.16% 7.84% 9.76% 10.56% 15.15% 6.56%

Percentage of out-patient appointments cancelled by patient 12.11% 0.10% 13.32% 13.63% 12.64% 14.72% 11.57% 12.18% 10.75%

Percentage of new out-patient appointments where patients DNA 14.80% 0.00% 9.37% 14.50% 10.31% 14.00% 5.13% 10.31% 4.94%

Percentage of follow-up out-patient appointments where patients DNA 10.39% 10.18% 14.06% 9.24% 12.54% 7.57% 11.06% 4.47%

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 15.49% 27.67% 20.41% 16.92% 1.03% 53.51% 16.55% 37.49%

Ethnic Origin data collection % valid ethnic group (85%) 95.40% 92.83% 90.36% 96.26% 86.49% 92.67% 87.00% 86.82%

Elective Inpatient activity Variance from contract schedules -0.42% -11.33% 34.41% -52.26% -3.49% -17.54% -1.34% -7.79%

Non elective inpatient activity Variance from contract schedules -3.93% 6.91% -5.25% -4.93% -6.64% -4.15% -4.59% -17.78% 7.29% -13.08%

New outpatient attendances Variance from contract schedules 5.75% 10.37% -21.94% 7.42% -16.28% -25.66% 1.52% -10.15% -12.97% -11.63%

Follow up op attendances Variance from contract schedules -2.36% -85.53% -25.41% 6.55% 1.43% -1.69% -1.50% -13.28% 1.21% -5.92%

Complaints Percentage of complaints answered within 25 working days 56% 71% 81% 100% 53% 100% 95% 100% 93% 80% 100% 99% 98%

FFT Response Rates  Increased response rates for inpatient areas 

FFT Recommended  Patients recommending STH for treatment

FFT Response Rates  Increased response rates for A&E 23.39%

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 7.00% 4.43% 3.65% 3.38% 3.20% 5.05% 5.81% 4.62% 3.87% 3.90% 2.61% 3.23% 3.84%

Appraisals  Completed appraisal in last year 85.64% 85.64% 85.64% 85.64% 85.64% 85.64% 85.64% 85.64% 85.64% 85.64% 85.64% 85.64% 85.64%

Mandatory Training  Overall percentage of completed mandatory training 87.17% 72.35% 87.88% 97.77% 83.26% 86.27% 73.09% 88.87% 91.93% 86.54% 85.67% 92.23% 90.13%

Agency spend Agency and bank spend as a percentage of total pay budget 10.52% 7.90% 8.19% 0.47% 9.41% 2.73% 8.74% 1.49% 1.71% 0.76% 6.51% 1.79% 7.18%

I & E Variance from plan 2.82% -4.09% 11.17% 0.02% 6.95% -0.40% 25.24% 0.73% 2.66% 0.54% 7.51% 2.92% 10.75%

Contract performance Variance from plan -1.28% 1.88% -5.68% -103.48% -0.64% 0.00% -2.05% 2516.95% -1.83% -0.37% -4.71% -1.13% 0.94%

Productivity & Efficiency Variance from plan -85.03% -53.47% 31.92% -3.98% -64.54% -6.88% -68.48% -22.93% -12.77% -23.33% -69.02% -67.85% -54.25%

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 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 4 0 4 3 2 0 9 4 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 1 0 1

Incidents  Number of Incidents 1080 572 1029 906 908 882 697 137 639 309 603 490 139 189

Incidents  Incidents not approved after 35 days 235 13 327 266 253 171 107 54 203 104 212 318 90 128

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 29 243 9 139 96 50 88 41 103 104 23 39

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%) 77.35% 83.60% 68.66% 100.00% 79.05% 97.74% 100.00% 98.55% 85.99% 93.75% 97.24%

Percentage of non-admitted patients treated within 18 weeks (95%) 45.65% 95.04% 93.48% 87.84% 100.00% 96.74% 94.02% 95.00% 98.70% 92.69% 99.47% 93.74%

Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 88.33% 90.76% 92.76% 100.00% 93.25% 100.00% 91.66% 96.10% 95.74% 99.27% 93.07% 94.60% 96.57%

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% 98.98% 100.00% 98.91%

Number of operations cancelled on the day for non clinical reasons 44 118 263 43 91 52 67

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 14.09% 3.75% 8.62% 10.58% 5.97% 8.43% 17.92% 12.57% 16.32% 11.97% 19.09% 12.90% 8.51% 15.59%

Percentage of out-patient appointments cancelled by patient 14.93% 22.34% 4.86% 9.03% 5.82% 5.37% 8.31% 9.08% 8.64% 13.10% 4.45% 12.36% 10.57% 12.46%

Percentage of new out-patient appointments where patients DNA 14.46% 10.70% 7.96% 3.62% 2.22% 5.63% 9.18% 3.93% 10.58% 14.63% 5.32% 7.79% 5.30% 9.36%

Percentage of follow-up out-patient appointments where patients DNA 6.08% 9.54% 4.11% 9.50% 1.86% 4.64% 11.41% 5.64% 7.47% 6.51% 5.57% 7.14% 8.66% 6.82%

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 14.73% 27.37% 0.00% 25.25% 39.06% 51.67% 36.13% 46.19%

Ethnic Origin data collection % valid ethnic group (85%) 95.66% 91.27% 75.00% 87.17% 96.14% 90.92% 91.19% 92.22%

Elective Inpatient activity Variance from contract schedules 9.42% 19.72% -5.88% 17.75% -4.36% 7.30% 2.25% -2.87% -2.12% -6.22%

Non elective inpatient activity Variance from contract schedules 0.86% -4.83% -2.35% 2.88% -20.40% -21.00% -100.00% -0.89% 5.40% -15.81% -13.32%

New outpatient attendances Variance from contract schedules 30.54% 1.27% -10.14% -0.92% -5.75% -7.21% -6.99% -12.70% -8.66% -21.04% 1.16% -8.76%

Follow up op attendances Variance from contract schedules 33.16% 1.56% -8.94% 7.29% 10.12% 3.73% -11.19% -12.03% -0.36% 4.52% -1.63% -8.32%

Complaints Percentage of complaints answered within 25 working days 100% 94% 92% 94% 100% 91% 100% 92% 93% 93% 95% 93% 100% 95%

FFT Response Rates  Increased response rates for inpatient areas 

FFT Recommended  Patients recommending STH for treatment

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 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 3.33% 3.23% 4.42% 4.15% 4.71% 4.03% 4.59% 3.77% 4.11% 4.22% 3.11% 4.89% 3.12% 5.07%

Appraisals  Completed appraisal in last year 84.86% 91.10% 66.89% 86.78% 82.99% 61.81% 73.61% 80.00% 85.27% 78.75% 80.80% 84.20% 89.36% 77.39%

Mandatory Training  Overall percentage of completed mandatory training 97.04% 95.96% 83.62% 89.01% 87.50% 86.19% 83.27% 89.35% 89.42% 88.43% 90.93% 89.59% 87.32% 91.48%

Agency spend Agency and bank spend as a percentage of total pay budget 1.12% 1.51% 1.58% 5.53% 3.28% 6.41% 0.95% 3.23% 3.40% 6.70% 7.37% 5.21% 6.03% 6.97%

I & E Variance from plan 2.96% 2.28% 6.37% 0.47% -3.50% 1.77% -1.30% 11.41% -1.90% 2.53% 10.84% -0.26% -0.42% 6.23%

Contract performance Variance from plan -5.27% -10.71% -0.81% -0.86% -698.66% -3.14% 0.15% -4.70% 0.26% 0.23% -0.86% -0.03% -1.56% -3.12%

Productivity & Efficiency Variance from plan -12.61% 17.69% -68.34% 21.91% 50.50% 75.20% 64.09% 52.36% -44.36% 83.09% -53.94% 57.38% 6.57% -12.24%

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 


