
SHEFFIELD TEACHING HOSPITALS NHS FOUNDATION TRUST 

EXECUTIVE SUMMARY 

REPORT TO COUNCIL OF GOVERNORS 

HELD ON 2 SEPTEMBER 2014 

Subject: 2013/14 Winter Story 

Supporting Director: Kirsten Major Director of Strategy and Operations 

Author: Kirsten Major, Director of Strategy and Operations 

Ellen Ryabov, Chief Operating Officer 

Lisa Needham, Deputy Chief Operating Officer 

Status (see footnote): N

PURPOSE OF THE REPORT: 

This paper provides Council of Governors with a description of the experience of 
Winter 2013/14 and compares this experience to that of 2012/13. 

It also provides an overview of the system and process changes implemented within 

Clinical Operations and the wider Trust during winter 2013/14 and their perceived impact 

when comparing the winter of 2012/13 with the winter of 2013/14. 

This reflection and learning will form the basis of developing plans for winter 2014/15. 

KEY POINTS: 

The key points to note are: 

 Improved level of performance by STHFT when compared with the previous winter despite
similar levels of activity and acuity 


 Improved level of performance by STHFT when compared with other NHS Trusts

both locally and nationally 
 The range of changes implemented in preparation for the winter of 2013/14 


 The proposed work programme to be continued/delivered in readiness for the winter of

2014/15 

IMPLICATIONS: 

TICK AS APPROPRIATE 

1 Deliver the best clinical outcomes 

2 Provide patient centred services 

3 Employ caring and cared for staff 

4 Spend public money wisely 

5 Deliver excellent research, education & innovation 
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RECOMMENDATIONS: 

 To note the analysis of Winter 2013/14. 
 To note that this analysis will form the basis of planning for next winter. 


 To note the development of a communications plan that ensures the staff involved 

in the wide range of actions and plans implemented understand the positive 

contribution this had on operational delivery and delivery of patient care. 
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Board of Directors 16 July 2014 

1
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Approv D = Debate

N = Note

2
 Against the five aims of the STHFT Corporate Strategy 2012-2017
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The Sheffield Teaching Hospital NHS Foundation Trust Winter Story 2013/14 

1. Introduction:

1.1 Winter has, and remains a challenging time for STHFT, the local health economy and 

the wider NHS generally as demand for urgent and emergency care increases along 

with the prevalence of infections such as C Diff and Norovirus.  

1.2 The winter of 2012/13 was extremely difficult for STHFT and we did not achieve the 

required 95% performance against the 4-hour A&E target in quarters 3 & 4 of 

2012/13. This failure to deliver the required level of performance subsequently 

resulted in a number of changes and interventions being implemented to support 

improvement in the efficiency and effectiveness of the trust in readiness for the winter 

of 2013/14.  

1.3 As a result of the changes instigated prior to and during the winter of 2013/14 STHFT 

did achieve the 4-hour A&E target and, as a consequence, we considered it 

important to take stock and fully understand why performance in the winter of 

2013/14 was significantly improved when compared to that delivered in the winter of 

2012/13.  

1.4 The general questions to be asked were, what did we do differently in 2013/14 and 
what changed as a result?  

1.5 If we are to plan appropriately for the winter of 2014/15 then we need to fully 

understand the context of our achievement, or for example if the improvement 

achieved occurred as part of wider national trends beyond our control. If not, then we 

need to be clear about those changes instigated within STHFT, and more specifically, 

to identify those that we believe supported our improved performance during the 

winter of 2013/14.  

1.6 Understanding the situation for 2013/14 will not only support our planning 

assumptions for the winter of 2014/15, but will enable STHFT to move quickly in 

progressing change and/or deploying additional resource where this may be required. 

This will ensure a consistent approach to winter and sustained delivery of 

performance improvement moving forward.  

1.7 There are inevitable challenges in surmising causation between action and effect in 

assessing something as multi-factorial as winter and without a range of counter-

factuals to observe, however assessment and judgement is imperative if we are to 

pursue the approaches and actions that we believe will offer us the best chance of 

success in delivering high quality and sustainable care to our patients.  

2. The National and Local Context:

2.1 The peak of winter pressures occurred across the country in Q4 of 2012/13. STHFT 

was affected by the “winter pressures” of 2012/13 during which 95 (65%) of Acute 

Trusts failed to achieve the 4-hour target in the “winter” period.  
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2.2 In terms of actual delivery of the 4-hour performance target in the 8 quarters from 1 

April 2012 to 31 March 2014 a total of 74% of Acute Trusts failed one or more 

quarters in each year. Approximately 50% of Trusts failed 3 quarters, 30% failed half 

of the quarters and 8 Trusts failed all 8 quarters during this period.  

2.3 The national NHS Unify data show that 46 Trusts failed consecutive quarters (Q3 & 

Q4) in 2012/13 and a total of 95 Trusts failed to deliver either Q3 or Q4 or both. 

STHFT was in the former group having failed Q3 & Q4 consecutively in the winter of 

2012/13.  

2.4 Of the 46 trusts that failed to deliver Q3 & Q4 consecutively in 2012/13 only 3 

organisations fully recovered their 4-hour position to deliver successfully all 4 

consecutive quarters the following year i.e. 2013/14.  

2.5 Those organisations were: 

 Burton NHST 
 Doncaster and Bassetlaw NHSFT 

 Sheffield NHSFT 

Of the remaining 43 Trusts that failed Q3 & Q4 in 2012/13 and did not then achieve 
to deliver 95% in all quarters in 2013/14: 

 12 failed every quarter 

 11 failed 3 of the 4 quarters 

 11 failed 2 of the 4 quarters 

 9 failed 1 of the 4 quarters 



2.6 Therefore, STHFT was one of only 3 organisations that successfully recovered their 

position in 2013/14 having failed consecutive quarters in 2012/13 whilst a total of 43 

other NHS organisations did not do so.  

2.7 Only 7 organisations that failed either Q3 or Q4 in 2012/13 then went on to achieve a 
“clear” performance on 4-hours for all quarters in 2013/14.  

2.8 In totality, 85 Acute Trusts did not achieve the A&E 4-hour target in 2013/14 and 

whilst this was a more than 10% improvement on the 95 that failed the previous year, 

it does demonstrate the ongoing difficulties for the majority of Trusts in 2013/14. This 

was despite significant political and Department of Health interest and attention 

culminating in an increase in available national monies to support winter this year.  

2.9 If successful delivery of the 4-hour A&E performance target is a reasonable proxy for 

system health then one could suggest that the above analysis demonstrates that 

STHFT was one of a very select group of three organisations that successfully 

recovered their respective position between 2012/13 and 2013/14. In addition, if we 

also agree with the assumption that each and every Trust would have set out to 

ensure that they could improve their 4-hour performance from one year to the next 

then we must ask why STHFT were successful and other Trusts were not.  
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2.10 The inference that can be drawn from the improvement seen at STHFT, Doncaster & 

Bassetlaw and Burton is that either our respective organisations must have acted 

positively and organised ourselves differently to achieve this success or we 

experienced a considerable easing of pressure and demand that was not 

experienced elsewhere in the NHS system.  

3. What happened in Winter 2013/14?

3.1 STHFT performance against the 4-hour target between 2012/13 and 2013/14 saw a 

significant improvement. At the same time, we saw a slight increase in A&E 

attendances of 0.06% compared to the previous year, in addition there was no real 

change in the percentage of patients arriving by ambulance, an average of 41.2% of 

all attendances and a peak of 44.3% during the winter months. The actual details for 

4-hour performance and ambulance arrivals are shown in Appendices 1a and b.  

3.2 In terms of total admissions, these were 4062 higher; details are outlined in 

Appendices 2a, b and c. It is clear from this activity data that whilst the number of 

patients attending remained constant, and ambulances were broadly similar total 

patient throughput increased. Non elective admissions were slightly higher and 

elective admissions accounted for most of the 2013/14 increase.  

3.3 In addition performance delivered against the 4-hour target improved such that the 

minimum weekly performance for Q4 13/14 was 91.1% with a maximum of 99.4% 

compared with that achieved in Q4 12/13 which saw a minimum of 81.9% and a 

maximum of 95.1%.  

3.4 Analysis of activity by day of the week for both years illustrates that admissions 

decreased by 2.3% on a Wednesday and increased on the remaining six days, with a 

9.4% and 9.8% increase observed on a Friday and Saturday respectively. Some of 

this will have resulted from the move of Orthopaedic activity to NGH site in October 

2013 when the bulk of available theatre capacity was later in the week.  

3.5 More in depth analysis at specialty level within care group illustrates that Upper GI 

Surgery, General Medicine, General Surgery, Cardiac Surgery (including 

cardiothoracic and thoracic surgery) and Neurology saw the greatest increase in 

number of admissions.  

3.6 The most notable difference between the winters of 2012/13 and 2013/14 was that in 

2013/14 (and despite the increased number of admissions) we actually discharged 

more patients than we admitted, as detailed in Appendices 3a, b and c. The 

increase in discharge numbers was, we believe, delivered as a consequence of 

improved patient flow stemming from significant system change between the two 

winter periods.  
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3.7 Dr Foster case mix adjusted data for winter 2013/14, shown in Table 1, illustrates that 

our observed elective length of stay is better than expected, (this improved slightly 

between both winters), however our non-elective length of stay remained broadly the 

same during both periods and continues to be higher than expected in some 

speciality areas. Achievement of the expected non elective length of stay for all 

specialities would potentially release 47.6 beds equivalent to 1.7 wards and project 

work to address this issue is currently underway within the Trust.  

Table 1 Observed and Expected Length of Stay Winter 2013/14 

Admission Spells IP DC Expected Observed Diff Bed Beds 

Type LoS LoS Nights 

Elective 64868 12127 52741 4.8 3.8 .1 -12127 -33.2 

Non 34758 34758 0 5.3 5.8 0.5 17379 47.6 

Elective 

Total 99626 46885 52741 5252 14.4 

3.8 Whilst STHFT average length of stay (ALOS) has not significantly changed during the 

period, Appendix 4 provides a more detailed overview of discharges by specialty; 

the increase in discharge numbers, in part, can be attributed to the reduction in 

delayed transfers of care.  

3.9 Prior to August 2013 delayed transfers of care were not captured routinely, and those 

that were captured were not captured correctly, and as such were not reported 

routinely. With the introduction of Patient Centre STHFT had a more robust process 

to ensure oversight and scrutiny of the delays which in turn, made it much easier to 

highlight and challenge both ourselves and our partners on the increasing levels of 

delays and in doing so seek agreement on what action would be taken as a result.  

3.10 The number of delayed transfers of care reached a peak of 144 in January 2014 and 

from this point the numbers have significantly reduced week on week reducing to 78 

at the end of March 2014. Agreement was reached with our partner organisations 

that we should seek to have no more than 36 delayed transfers of care for all acute 

sites and the most recent numbers on delayed transfer of care were 42 (as at 

27/5/14).  

3.11 The overall increase in discharges from hospital can also be attributed to significant 

improvements in the community infrastructure, processes and response to demand. 

Winter 2013/14 saw an increase in performance across the key components of the 

community pathway; with active recovery (AR) packages increasing by 15% across 

the range of services it supports and the community stroke service increased by 

17%. 
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3.12 When comparing the winters of 2012/13 with 2013/14 in relation to the use of offsite 

beds, overall usage improved and we saw a 61% increase in total admission 

numbers as a result of the increase in capacity, however patient turnover within these 

beds did not improve in line with initial expectations. The increase in bed capacity 

was partly matched with an increase in length of stay and long staying patient 

numbers increased such that in 2013/14 we saw an average of 33 patients at any 

point in time staying > 35 days against an average number of 25 staying beyond this 

point in the winter of 2012/13, the detail of bed numbers, admissions and occupancy 

rates for the intermediate care off-site beds are shown for information in Appendices  

5a and 5b.  

3.13 In September 2013, and as part of an agreed plan to replace the previous “Home of 

Choice” process, there was a significant change to the patient pathway for this 

complex group, most of whom would be likely to require some form of long term care. 

This change unfortunately created a significant and adverse impact on the use and 

turnover of the additional intermediate care beds, resulting in a cohort of patients 

being transferred for rehabilitation who we now believe did not necessarily benefit 

from this extended stay process. In retrospect, it was clear that there were a group of 

patients transferred to intermediate care that stayed longer, and required greater 

input than was anticipated, resulting in increased delays for others and ultimately 

creating blockage to an effective transfer system. This position has now been 

reversed, with an agreement (for this year) that the overall number of intermediate 

care beds will reduce in 2014/15. An alternative pathway process for this group of 

patients has now been deployed that will deliver a significant increase in resource to 

fund additional AR packages to support discharge, including discharge to assess. We 

believe that this change will support and sustain the significant reduction in delayed 

transfers of care seen to date.  

3.14 To further drive patient flow the operating hours of the discharge lounge were 

increased in the winter of 2013/14, and although not all specialties and wards used 

the facility, it played an important role in facilitating earlier discharge from base wards 

which in turn further improved flow from the Medical and Surgical Assessment Units 

and ultimately A&E, details of the increased usage in the discharge lounge are 

shown in Appendix 6.  

3.15 Another significant contributing factor to the overall performance improvement of 

STHFT during the winter of 2013/14 was the very significant reduction in medical 

outliers. The reduction in outlier numbers not only delivered an improved quality of 

care for emergency patients (by ensuring patients were treated in the right place at 

the right time) it also increased available bed capacity which was essential to support 

delivery of timely elective activity.  

3.16 The Trust has an internal mechanism for recharging medical outliers to the 

responsible speciality and the recharge value for 2012/13 was £3,574m as compared 

with £1,334m for 2013/14 an overall reduction of 6042 bed nights equating to 

£2,240m or circa 63% improvement.  
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3.17 In addition, the reduced number of outliers ensured that clinical teams did not have to 

manage and care for multiple patients outside of their base ward area thereby 

ensuring consistent clinical management. With a significantly lower number of outliers 

it was also easier to both understand and manage our bed position on a day to day 

basis and this fact, coupled with an increased willingness to “hold our nerve” on 

elective activity has resulted in increased elective activity and a significant reduction 

in “on the day” and “day before” hospital cancellations.  

3.18 The reduction in outlier numbers has ultimately removed waste from our system by 

reducing administrative rework and downtime in theatres which result from 

cancellations, and more importantly this improvement has delivered a positive impact 

on the experience of our patients. When comparing the winter period of 2012/13 with 

2013/14 the hospital reduced the number of cancelled elective operations by 868 in 

2013/14 when compared to the previous year, the most notable reduction being 

those patients cancelled due to “lack of general beds” which accounted for just under 

50% of the total reduction at 441, or 2.5 less patients cancelled per day, in addition 

there were 26 less patients cancelled in 2013/14 due to a “lack of critical care beds”.  

3.19 Pharmacy was a key contributor to the improvement of flow during the winter of 

2013/14. The major benefits were delivered by the clinical pharmacy ward-based 

service to Huntsman 5 (7 days) plus the enhanced weekend dispensary service to 

fast track discharge prescriptions Sat & Sun. Although the pharmacy services were 

already delivering slow and steady improvements, there was a noticeable step-

change from October onwards as outlined below:  

As can be seen from the above there was a 25% improvement (down from 
100 minutes to 80 minutes) between January 2013 and March 2014. 
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As can be seen from the above, in relation to TTO completion times for those TTOs 

completed within 120 minutes there was a 20% improvement (up from 68% to 82%) 

in completed TTOs between January 2013 and March 2014. In relation to those 

completed within 60 minutes this has also improved by circa 18% (up from 38% to 

45%) within 60 minutes in the same period. 

3.20 In particular, the additional service to Huntsman 5 – which is now the highest 
turnover ward in the Trust (as measured by the number of discharge prescriptions) – 
has been so successful that a decision was taken to keep the service going beyond 
winter.  

3.21 One of the key messages from the pharmacy team was that they had significant 
difficulties in obtaining locum staff and this delayed the start of the service expansion, 
and therefore whilst they are of the view that they would still staff the service in 
exactly the same way, they would do it with directly employed staff which would 
enable the team to provide a better service across more beds with a lower total cost  

3.22 In 2013/14 the number of Norovirus cases at NGH were 152, a significant reduction 

when compared with the 309 cases that occurred in 2012/13. Lost beds days in the 

winter of 2013/14 were also reduced at 567 compared to 1259 the previous year.  

3.23 However, it is also worth to note that the Norovirus outbreak of 2013/14 began some 
14 weeks later than that which took place in 2012/13, reaching a peak in mid-January 
2014 as opposed to the beginning of October in 2012/13. In effect numbers at NGH 
were approximately halved albeit that there were little or no cases prior to January 
2014 which was essentially half way through the normal winter season. Details of 
Norovirus activity for NGH are outlined in Table 2 below:  
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Table 2 Observed Norovirus cases and Lost Bed days (LBD) 2012/13 - 2013/14 NGH 

Site 2012/13 2013/14 Commentary 

NGH LBD 1259* LBD 567* As before Norovirus outbreaks managed with partial ward closure 

Confirmed Confirmed Bed numbers not reduced over this period and case mix remains 

Norovirus Norovirus acute 

cases = cases = 
Few bed days lost to diarrhoea of unproven cause 309 152 

Numbers nationally are lower than in 2012/13 

* numbers as at end March; season not yet over

3.24 The number of Norovirus cases at the RHH site actually increased in 2013/14 
reaching 17 when compared to the 11 cases that occurred in 2012/13. This increase 
may have resulted from an increase in patient transfers between the NGH/RHH sites. 
A brief comparison of Norovirus cases over 2012/13 and 2013/14, purely in terms of 
lost bed days, suggests the disruption remained similar at RHH although the overall 
numbers were relatively small. Details of Norovirus activity are outlined in Table 3 
below:  

Table 3 Observed Norovirus cases and Lost Bed days (LBD) 2012/13 - 2013/14 RHH 

2012/13 2013/14 Commentary 

RHH LBD 65* LBD 75* Slightly more LBD and confirmed cases at CC in 2013/14 despite 

Confirmed Confirmed 
much later onset of Norovirus (later by 14 weeks) than in 2012/13 

Norovirus Norovirus Transfers across to RHH from NGH seen more frequently and 

cases = cases = 17 may have influenced numbers 

11 
Few bed days lost to diarrhoea of unproven cause 

* numbers as at end March; season not yet over

3.25 As was the case with previous winters Norovirus outbreaks were managed with 
partial rather than whole ward closure, which is consistent with national guidelines. 

3.26 It is not unusual to see a close correlation between the Norovirus activity seen locally 

and that observed nationally. The most striking difference in the winter season of 

2013/14 was that Norovirus wasn’t active nationally until mid-January which accounts 

largely for the much lower numbers seen both nationally and at STHFT during the 

same period. The current Public Health England graph outlining Norovirus activity 

(January to December) 2013 and 2014 is outlined below in Table 4.  
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Table 4 Observed National Norovirus Cases 2012/13 - 2013/14 

3.27 The total number of influenza cases in 2013/14 at 198 was lower than the seasonal 

levels previously experienced in 2012/13 of 317 these reductions were in line with 

the national trends. Guidance for staff on the management of patients with seasonal 

influenza was revised and republished via the STHFT intranet with some further 

developments;  

 links to resources from STHFT home page 

 summary advice on home page 

 email announcements of the start and end of the influenza season 

 regular updates on numbers of cases alongside ‘epidemic’ curve 



3.28 There remains still more work to do in terms of improving preparedness for dealing 
with seasonal influenza and managing the pathway for these patients. 

3.29 The future planning for flu is being combined with planning for Norovirus and general 

preparedness for the winter of 2014/15 and this work is included in the planned work 

for the Infection Prevention and Control Programme.  

3.30 Hence, in short 2013/14 was not better because there was no snow, no norovirus 

and no ‘flu and therefore fewer admissions – STH saw similar levels of emergency 

activity, increased elective activity and similar acuity to the previous winter as well as 

the improved organisational performance, and an improved staff and patient 

experience which must be attributable to key actions we undertook collectively.  

3.31 There were some extremely difficult patches of organisational performance and it is 

crucial we build on what we have done to date to minimise these further. It is 

imperative that we learn what worked well and what needs to be sustained to ensure 

ongoing improvement.  

3.32 All of the above improvements have been extremely positive, there were additional 

‘corporate’ benefits also delivered that improve the functioning of the whole 
organisation.  
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4. Organisational benefits:

4.1 One of the key benefits from the operational and clinical performance improvements 

delivered in the winter of 2013/14 was that the financial year end out-turn predicted 

at month 8 of £3,528m significantly improved. In the last quarter of 2013/14 actual 

year end out-turn was £6,890m and this was a significant improvement of some 

£3,362m when compared to that expected in month 8.  

4.2 It is of note that there had been a similar increase in activity in the latter stages of 

2012/13, however the increase at that point in time related almost exclusively to 

emergency activity and this increased level of emergency activity was subsequently 

built into the planned contract activity levels for 2013/14.  

4.3 What our performance in 2013/14 demonstrates is that we not only delivered this 

additional level of emergency activity as part of the baseline workload, but that we 

also delivered slightly more emergency activity in addition to that planned during 

2013/14, most of which was delivered during Q4 of the winter period.  

4.4 As outlined above, the most significant change in activity undertaken in the latter 

stages of 2013/14 was increased delivery of elective activity. Our ability to deliver this 

work is clear testament to the positive impact of our increased number of discharges, 

reduced outliers, and fewer on the day, and day before cancelled operations. It would 

not have been possible to have supported this increase in activity if these 

improvements had not been achieved.  

4.5 Winter funding for 2012/13 and 2013/14 remained broadly comparable at £1,889m 

versus £2,045m although there was an additional £1,097m provided by the CCG for 

increased community provision such as off-site beds, AR etc. A more detailed 

overview of the financial impacts between 2012/13 and those of 2013/14 are shown 

for information in Appendix 7.  

5. Summary of Winter 2013/14:

5.1 The local context; A&E Q1-Q4 performance 95.6% despite a slight increase in overall 

activity and STHFT compares favourably with other local Trusts and delivered above 

the National average for 4-hour performance;  

Barnsley 93.4%, Rotherham 95.7%, Doncaster 96% and England 

95.2% The overall picture for STHFT demonstrated that;  

 Emergency and elective admissions increased 
 Discharge numbers exceeded admission numbers 
 Less infection and resultant bed closures 
 Discharge Lounge utilisation increased significantly 
 Outliers numbers reduced significantly 
 Significantly less elective activity cancelled (both on day and next day) 
 Community waiting times reduced 
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5.2 Delivery of this improved performance was made possible as a consequence of the 
following interventions:  

 Improved Emergency Department (ED) facility following completion of the agreed
capital expansion scheme 

 The minors stream in ED was kept open more often 


 Increased, planned acute bed capacity as a consequence of inter

Directorate plans for winter bed usage and specific allocation of winter beds

to those requiring additional capacity 
 Held our nerve on electives and cancelled less patients as a result 


 Implemented a new Clinical Operations structure – Patient Flow Matrons

and Patient Flow Sisters 
 Introduced the SitREP Procedure within Clinical Operations to support flow 
 Improved escalation and operational planning processes introduced 
 Weekly Delayed Transfers of Care (DToC) Meeting 
 Weekly Nurse Directors (NDs) Internal Flow Meeting 
 Weekly Right First Time (RFT) Flow Meeting 
 Provision of pharmacy support to Huntsman 5 


 Clear expectations of internal and external partners in supporting

performance delivery 


 Held our partners externally and colleagues internally to account for their agreed
areas of responsibility 


 Increased rigour and monitoring of performance daily, weekly including consistent

weekend and bank holiday planning 


 Several new appointments within clinical operations, not overly concerned or
focused on issue of previous winter – clear focus on getting it right for this winter 


 In January 2014 we raised concerns re the level of delayed transfers of care -

wait for IC beds was 14 days now 1-2 days, wait for CICS was 7 – 10 days now

2-3 days (excluding stroke) 


 Increased community capacity and engagement to drive the pathway and
support flow out of acute beds 

 Discharge Lounge opening times extended to evenings and weekends 


 Provision of pharmacy support to the Discharge Lounge to support
earlier discharge and improve patient quality of medicines distribution 

 Purchased additional transport capacity for A&E and discharge lounge 


 Improved performance against the “front line staff” flu vaccination target – winter
12/13 57% increased to 76.5% in winter 13/14 

6. Next Steps – Preparing for Winter 2014/15:

6.1 Work has commenced with the Sheffield Clinical Commissioning Group (CCG), 

Sheffield Social Care (SSC) and other external partners to develop a robust winter 

plan for 2014/15, one that will build on the key developments and learning obtained 

from our winter plan of 2013/14.  
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6.2 In developing our Trust submission to the wider plan, we do need to be mindful that 

Easter falls in April 2015, and given some of the very recent challenges that we have 

faced during the Easter/May bank holiday periods in 2013/14 it is clear that effective 

plans to support delivery during this extended bank holiday period next year must be 

included in our winter plan for 2014/15.  

6.3 During April 2014 we have learnt that the immediate withdrawal of schemes at the 

end of March (inevitably in the lead up to the four day bank holiday) did have a 

significant adverse impact on patient care, operational flow and ultimately overall 

performance against the 4-hour A&E target which occurred not only in April but has 

persisted through the latter stages of May as the bank holiday periods continued.  

6.4 If we are to ensure that our winter plan, and how it fits into the wider health economy 

plan, is to be both successful, and delivers a value for money solution, we intend to 

complete our staffing and infrastructure plans for discussion and agreement in July, 

with agreed actions developed for implementation following swiftly thereafter.  

6.5 If we are expecting to build on the successful elements of the 2013/14 winter period 

and create the sustainable infrastructure required to deliver it – speed of 

implementation will be crucial. As such, successful delivery of our winter plan in 

2014/15 will be dependent not only on the development of our plan, but should 

include a robust process that ensures agreement and receipt of funding to support 

this plan in a timely manner. This would ensure that our plan can be delivered in the 

most cost effective and efficient way. To further support this process we need to:  

 Review and build on the learning from the winter plan of 2013/14 


 In collaboration with Human Resources and Medical Personnel review sickness

and absence trends and patterns for medical, nursing and other staff and take

action as required to reduce variation and increase attendance at work / reduce

short notice sickness 


 Develop and implement a revised medical bank and agency system for junior
doctors akin to the electronic NHSP system currently used for nursing staff 


 Review our policy in relation to the allocation of annual and study leave at key

holiday times both internally and with external partners to ensure that the practice

in operation enables the Trust to meet the needs of our clinical services during

peak holiday periods, specifically related to bank holidays and school holidays

when historically we have had difficulties in supporting our services fully 


 Review all special but obvious events to ensure sufficient capacity is in place to

meet predicted increases in demand and oversight rotas are developed for each

event 
 Develop and implement a robust medical model for A&E 
 Develop and implement a robust medical model for the acute take 


 Develop and implement a robust model for ambulatory care and short stay

emergencies 


 Review phlebotomy cover in A&E to ensure it meets the needs of the service and
implement any changes required to deliver the required level of support 


 Develop the role, responsibilities and focus of the A&E co-ordinator role to

emphasise the importance of the role in supporting flow out of A&E 
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 Develop, test and implement A&E escalation plans 


 Develop mental health pathways to ensure sufficient capacity to meet demand to
reduce waits in A&E 


 Develop robust city wide alcohol and drug dependency pathways with sufficient

capacity to meet demand and reduce waits in A&E 


 Strengthen the out of hours support for hospital/clinical operations including a
review of the current on call system and implementation of its recommendations 


 Review Patient Flow Management with specific emphasis on the requirement for

cover at the RHH site 


 Establish a Service Improvement Project to improve ambulance / patient

transport performance to improve the efficiency and effectiveness of the booking

process, improve response times and ensure the contract meets the needs of our

services 
 Develop and embed an assessment model for SAC, including escalation 
 Develop and embed an assessment model for MAUs, including escalation 


 Build on the ward board round work to date and spread best practice across the

organisation 


 Understand what resources, support and training are required to deliver real time

Patient Centre to support electronic bed management reducing waste and

duplication in the process to deliver improvements to the bed management

process 
 Roll out discharge to assess in line with the agreed mobilisation plan 


 Improve repatriation processes, including timely and accurate recording on

Patient Centre, specifically but not solely on the cardiac pathway 




7. Conclusions:

7.1 In conclusion, we believe that fundamental to our success in the winter of 2013/14 

has been the ability to drive whole system change, this has proved challenging in 

parts but could not have been delivered without the support of our internal and 

external partners.  

7.2 It is also clear that much of the internal change could not have been delivered without 

driving cultural change and this is not resource driven, but dependant on people 

supporting the required change across the organisation and out into community.  

7.3 It is clear that there is still some way to go with our cultural change, but the success 
of this year has demonstrated what is possible.  

7.4 We now have greater clarity of what worked well and are therefore in a good position 
to continue to build on what has been achieved to date.  

7.5 We therefore need to share this Winter Story across the organisation to ensure that 

everyone who has been involved in shaping our success has an opportunity to share 

in the success they have helped deliver. Through raising awareness we aspire to 

build on what we know now and to both generate and receive new ideas, to welcome 

suggestions and to feed these into the 2014/15 winter planning process.  

15 
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Appendix 1a 

 

Appendix 1b 
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No real change in ambulance arrivals 12/13 & 13/14 – Overall Acuity Same 
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 STH All Winter Admissions Variance
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Expansion of Clinical Decisions Unit (CDU) increased throughput +27% 
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Appendix 4 

Discharges by Specialty within Care Group 
 

 

Sum of 

12/13 

Sum of 

13/14 

Sum of  

Variance 

Critical Care, Anaesthesia & Operating Services ANAESTHETICS 5 1 -4  

  PAIN MANAGEMENT 382 412 30  

Critical Care, Anaesthesia & Operating Services Total   387 413 26  

Emergency Care  ACCIDENT AND EMERGENCY 159 134 -25  

  ADULT CYSTIC FIBROSIS 299 381 82  

  CARE OF THE ELDERLY 3264 3097 -167  

  CHEST MEDICINE 3436 3457 21  

  DIABETES 971 965 -6  

  ENDOCRINOLOGY 666 699 33  

  GASTROENTEROLOGY 9834 10406 572  

  GENERAL MEDICINE 2428 2820 392  

  HEPATOLOGY 597 760 163  

  PRIMARY PULMONARY HYPERTENSION 1610 1569 -41  

Emergency Care  Total   23264 24288 1024  

Head & Neck Services EAR NOSE AND THROAT 1564 1479 -85  

  MEDICAL OPHTHALMOLOGY 340 196 -144  

  NEUROLOGY 3078 3568 490  

  NEUROSURGERY 1328 1406 78  

  OCULAR ONCOLOGY 216 190 -26  

  OPHTHALMOLOGY 3449 3809 360  

  ORAL SURGERY 3004 3371 367  

  PAEDIATRIC DENTISTRY 354 458 104  

  REHABILITATION 41 39 -2  

  STEREOTACTIC RADIOSURGERY 510 476 -34  

  TRANSIENT ISCHAMIC ATTACK 41 39 -2  

  VITREORETINAL SURGERY 508 561 53  

Head & Neck Services Total   14433 15592 1159  

Obstetrics Gynaecology, Neonatology GYNAECOLOGY 3676 3628 -48  

  GYNAECOLOGY ONCOLOGY 363 343 -20  

  MIDWIFE INPATIENT EPISODE 4177 4432 255  

  NEONATOLOGY 2384 2291 -93  

  OBSTETRICS 6376 7033 657  

  WELL BABIES 1452 1514 62  

Obstetrics Gynaecology, Neonatology Total   18428 19241 813  

South Yorkshire Regional Services  CARDIAC SURGERY 66 366 300  

  CARDIOLOGY 3623 3860 237  

  CARDIOTHORACIC SURGERY 891 453 -438  

  DIAGNOSTIC CARDIOLOGY 12 11 -1  

  NEPHROLOGY 1561 1511 -50  

  RENAL 0 3 3  

  THORACIC SURGERY 13 252 239  

  VASCULAR RADIOLOGY 382 397 15 

  VASCULAR SURGERY 618 641 23  
 

South Yorkshire Regional Services  Total 
 

 7166 7494 328  
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Specialised Cancer, Medicine & Rehabilitation ANTI-COAGULATION 2 4 2  

  CHORIOCARCINOMA 213 194 -19  

  CLINICAL IMMUNOLOGY 956 870 -86  

  CLINICAL ONCOLOGY 8275 8111 -164  

  DERMATOLOGY 511 597 86  

  GENITO-URINARY MEDICINE 30 27 -3  

  HAEMATOLOGY 4928 5000 72  

  INFECTIOUS DISEASES 1371 1473 102  

  MEDICAL ONCOLOGY 4047 4449 402  

  METABOLIC BONE 783 848 65  

  PALLIATIVE MEDICINE 172 163 -9  

  RHEUMATOLOGY 1292 1403 111  

  SPINAL INJURIES 401 422 21  

Specialised Cancer, Medicine & Rehabilitation Total   22981 23561 580  

Surgical Services BREAST SURGERY 14 6 -8  

  BURNS 58 74 16  

  COLORECTAL SURGERY 3261 3307 46  

  GENERAL SURGERY 3228 3663 435  

  HEPATOBILIARY & PANCREATIC SURGERY 841 798 -43  

  OBESITY SURGERY 68 64 -4  

  ORTHOPAEDIC 5481 4687 -794  

  PLASTIC SURGERY 3365 3398 33  

  SPINAL SURGERY SERVICE 0 18 18  

  UPPER GASTROINTESTINAL SURGERY 471 642 171  

  UROLOGY 3903 4266 363  

Surgical Services Total   20690 20923 233  

Grand Total   107349 111512 4163  
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Appendix 5a 

2012/13   2013/14 

Week 
Num 

Total 
Beds 

Admissi
ons 

Beds 
Occupied 
at end of 

week 
Occupanc

y rate 

LOS 
over 
35 

days   

Total 
Bed

s 
Admission

s 

Beds 
Occupied 
at end of 

week 
Occupanc

y rate 

LOS 
over 
35 

days 

27 109 12 97 94% 27   151 29 149 97% 27 

28 116 26 102 89% 30   159 25 154 97% 30 

29 121 26 105 89% 30   159 25 156 98% 32 

30 121 17 101 86% 26   159 26 150 97% 36 

31 121 23 108 89% 24   159 29 147 94% 36 

32 121 16 107 90% 25   177 37 158 95% 28 

33 122 16 101 88% 27   177 33 163 94% 29 

34 122 16 96 85% 25   177 24 165 96% 27 

35 122 15 98 82% 28   177 26 169 95% 18 

36 122 24 95 80% 29   178 25 168 96% 25 

37 122 19 102 83% 29   177 30 172 96% 31 

38 122 27 96       177 22 159 96% 47 

39 122 17 103       177 27 155 86% 43 

40 122 19 108 87% 34   177 30 158 89% 38 

41 122 15 106 91% 28   199 45 179 84% 49 

42 122 29 114 91% 27   197 33 191 94% 38 

43 122 8 109 93% 33   198 23 185 97% 34 

44 122 13 101 87% 33   199 46 192 94% 33 

45 122 27 107 86% 22   200 25 188 94% 37 

46 122 24 113 88% 20   200 38 184 93% 35 

47 122 20 113 93% 22   199 40 190 94% 26 

48 122 18 110 92% 24   199 43 187 94% 33 

49 122 19 107 89% 16   201 44 195 94% 35 

50 124 19 101 90% 11   201 33 193 93% 31 

51 122 32 112 90% 16   201 26 192 95% 23 

52 125 16 114 91% 16   202 41 187 95% 46 

    513     25.1     825     33.3 

     % difference 61%    
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Appendix 5b 
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Appendix 6 
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SHEFFIELD TEACHING HOSPITALS NHSFT Appendix 7

Month 8 
Variance 

from target
(£'000)

M8 Variance 
pro-rate to full 

year
(£'000)

Actual OT 
variance 

from target
 (£'000)

Difference 
(£'000) - Note 

1

Whole Trust
2013/14 - all services 2,352 3,528 6,890 3,362
2012/13 - all services 3,380 5,070 8,979 3,909

2013/14 Non-elective inpatients only 3,168 4,752 4,981 229
2012/13 Non-elective inpatients only 3,933 5,900 8,714 2,815

Total Activity Variance 13/14 by Directorate (Note 2)
Gen CC 972 1,458 2,024 565
Chest Med 1,150 1,724 2,164 440
Gen Med 494 742 1,171 429
Geriatrics 365 548 309 -239
Neuro -1,343 -2,015 -1,437 578
Ophthal 177 266 710 444
Cardiology -834 -1,250 -920 330
Cardiothoracic 123 184 846 662
Specialist Cancer Services 1,060 1,590 1,269 -321
Orthopaedics -3,033 -4,550 -5,112 -563
Urology 870 1,305 1,647 342

Non Elective Activity Variance 13/14 by Directorate  (Note 3)
Chest Medicine 1,210 1,815 2,221 406
Geriatrics 425 638 431 -207
General Medicine 496 743 1,170 427
Cardiology -65 -98 197 294
Specialist Cancer Services -91 -136 -320 -184
Surgery 688 1,031 707 -324
Urology 12 18 145 127

YTD variance from Budget Variance 13/14 by Director ate (Note 4)
(Deficit)/Surplus
Whole Trust -410 -615 564 1,179

Emergency Medicine 24 36 237 201
Neurosciences -499 -749 -369 380
Ophthalmology 378 567 797 230
Obs & Gynae -1,814 -2,721 -2,336 385
Specialist Cancer Services 27 41 -160 -201
Comm Diseases 166 249 6 -243
General Surgery -1,114 -1,671 -1,194 477
Cardiothoracic Services -1,853 -2,780 -2,311 469

NOTES

1  This equates to the growth in the value of activity in the period Dec-March compared to the rest of the year
 - For the whole Trust this indicates similar level of growth in last 4 months of 13/14 (all services), but not as much growth in non-electives 
2 These are the Directorates which experienced the greatest variation from trend on the C&V contract in the period Dec-March compared to the first 8 months
3 These are the Directorates which experienced the greatest variation from trend on the C&V contract (non-elective only) in the period Dec-March compared to the first 8 months
4 These are the Directorates which experienced the greatest variation from trend on variance from budget in the period Dec-March compared to the first 8 months
 - Most experienced an improvement against trend in the period.

Costed Contract Monitoring position - Cost & Volume
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