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RECOMMENDATIONS 

The Board is asked to: 
a) Receive the Integrated Performance Report for November 2019. 
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 and 
Performance 
Committee 

Board of Directors 

1 Deliver the best clinical outcomes   Approved Y/N:    

2 Provide patient centred services   Date: 15 January 2020 13 January 2020 28 January 2020 

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 was one case of Trust assigned MRSA bacteraemia recorded for November.  
 The number of cases of MSSA bacteraemia and C diff are now reported on a quarterly basis.  
 There were 55 cases of Trust attributable pressure ulcers reported in November, which is below the Trust threshold of 98. Review at the Pressure Ulcer 

Review Meeting has not identified any category 4 pressure ulcers associated with a lapse in care. 
 Hospital standardised mortality ratio is within the ‘as expected’ range.  
 There was one new never event reported in November.  
 90% of incidents were approved within 35 days, which is below the internal target of 95%. 
 There were no serious incidents not approved within timescales. 
 The average length of stay for non-elective patients for the reportable period (August) was higher than the Dr Foster threshold. Length of stay for elective 

patients was lower that the Dr Foster threshold. 
 
PROVIDING PATIENT CENTRED SERVICES 

 Complaints – 85% of complaints were responded to within 25 working days. This is below the threshold of 90%  
 FFT score inpatient – the score for November was 95.6% which is better than the internal target of 95%.  
 FFT score A&E – the score for November was 83.1% which was below the internal target of 86%.  
 FFT score Maternity – the score for November was 97.8% which exceeds the internal target of 95%. 
 FFT score Community – the score for November was 90.4% which exceeds the internal target of 90%. 
 Mixed sex accommodation – there were no breaches reported in November.  The national standard is 0.  
 Referrals received and accepted during November 2019 were below the baseline level included in the Trust’s plan. This does not include the number of 

electronic referrals that have not yet been accepted and booked. 
 New outpatient activity for November was 10.0% below the contract target. This is predominantly due to late recording of November attendances in the A&E 

Clinical Decisions Unit. This data is yet to be coded but it is anticipated that once complete, this will result in performance for November being 1.6% above the 
contract target. 

 Follow up outpatient activity for November was 0.4% above the contract target.   
 Accident and Emergency activity was 1.8% above target in November 2019. 
 Elective activity for November was 1.5% above the contract target.   
 Non-elective activity for November was 1.6% above the contract target.  
 The average number of patients who had a delayed transfer of care in November was 37, compared to 49 in October. 
 97 operations were cancelled on the day for non-clinical reasons in November, compared to 99 in October.  
 Three patients had their operation cancelled on the day of admission for non-clinical reasons and were not re-admitted within 28 days. All three patients have 

now received treatment. 
 In November, 81.84% of patients attending A&E were seen within 4 hours compared to a local target of 90% and the national target of 95%. 
 58.35% of ambulance handovers occurred within 15 minutes, compared to 66.42% in October. 4.86% of ambulance handovers took more than 30 minutes, 

compared to 3.00% in October.  
 The percentage of patients who had been waiting less than 18 weeks for their treatment at the end of November was 92.47% which is better than the national 
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target (92%).  The percentage of patients who received treatment in November and had waited less than 18 weeks was 83.31% for admitted patients (local 
target 90%) and 90.24% for non-admitted patients (local target 95%). 

 At the end of November there were no patients waiting over 52 weeks for treatment. 
 At the end of November the percentage of patients waiting less than 6 weeks for their diagnostic test was 99.92% which is above the national target of 99%.  
 The percentage of outpatient appointments cancelled by the hospital and cancelled by patients remains higher than the national benchmark. 
 The percentage of patients that did not attend for their outpatient appointment was better than the national benchmark. 
 For November unpublished cancer waiting times performance, STH are currently compliant for Two Week Wait, Breast Symptomatic (Two Week Wait), 31 day 

first treatment and 31 Day Subsequent Treatments (Surgery and Anti-Cancer Drug). 
 For 62 day referral to treatment (GP Referral), November STH performance for non-shared pathways is 81.4%, shared performance is currently 73.0% 

(threshold 85%).       
 31 day subsequent treatment (Radiotherapy) performance is below threshold at 91.7% (threshold 94%). 
 For 62 day screening pathways November performance is 87.5% (threshold 90%)  

 
EMPLOYING CARING AND CARED FOR STAFF 

 Sickness absence for November was 4.40%. The year to date (YTD) figure is 4.05%, which is above the Trust target of 4%.   
 Short term absence for November was 2.05%. YTD figure is 1.35%.  
 Long term absence for November was 2.35%. YTD figure is 2.70%.     
 The Trust appraisal rate was 87% in November, which is below the Trust Target of 90%.   
 Compliance levels for mandatory training are at 90%, which meets the Trust Target of 90%.      
 The lowest turnover rates for November were 4.4% for Healthcare Scientist staff and the highest leaver rates were 9.9% for Administrative and Clerical roles.  
 Retention figures for the Trust are at 91% which has been consistently above the target of 85% for over 12 months.  
 Safer staffing – overall, the percentage of care hours per patient day (CHPPD) for registered nurses was 90.86% and for all care staff was 101.10%.  Any 

areas where the registered nurse CHPPD was below 85% is highlighted in a report to the Human Resources & Organisational Development Committee, 
together with information from the Ward Assurance Dashboard to see whether this may have impacted on the quality of patient care.   
 

SPEND PUBLIC MONEY WISELY   
 The Month 8 position shows a £2,541.7k (0.3%) deficit against the Financial Plan. This is an improvement of £0.4m following the disappointing October 

position. 
 There was an activity income under-performance of £1.8m to the end of November, which is a £1.2m improvement in-month.  The deficit is still mainly on 

elective (although the position improved significantly in November), out-patients and critical care activity. As always, management of winter pressures will be 
critical to the activity position for the remainder of the year. 

 There was a pay overspend of £1.1m (0.2%) after 8 months which reflects a small deterioration in November. Medical and Dental staffing remains the main 
pressure area (£7.0m overspend) offset by underspends in other areas. 

 There was just a £0.7m over delivery against efficiency plans at the end of November which is a further small improvement.  
  After the significant deterioration in the non-pay position in October, the position has improved by £0.1m in November to a £1.6m over-spend. 
 Overall, Directorates reported positions £3.6m worse than their plans at Month 8 which is a £0.6m improvement 
 The Financial Plan and reported position assume receipt of all of the £13m of national Provider Sustainability Funding (PSF) available to the Trust. To receive 

this, the Trust has to deliver the financial Control Total and the ICS System Control Total also has to be met. The position will again be assessed on a 
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quarterly basis but with a significantly greater weighting placed on the later quarters. The Trust has met its Control Total for Q1 (as has the system) and Q2. 
Some pressures are being reported by other SYB Trusts in Q3. The Trust has also been allocated a further £0.9m for 2018/19 PSF in the current year 
following a late change to another Trust’s 2018/19 financial position and PSF allocation. 

 There are no issues of concern at this stage in respect of the working capital position, balance sheet or capital programme.  
 The key risks for 2019/20 continue to relate to internal delivery of activity, efficiency and financial plans; particularly over the winter period; residual 

contracting issues, including QIPP consequences, receipt of CQUIN and any challenges; financial, workforce and service pressures; and receipt of the PSF. 
 Work therefore continues to ensure activity plan delivery, control expenditure, ensure delivery of expected contract income, improve efficiency, manage risks 

and maximise contingencies. 
 

DELIVER EXCELLENT RESEARCH, EDUCATION & INNOVATION 

 As reported previously, the number of patient accruals to portfolio adopted grant and commercial studies for 2019/20 to Q2 was 2,671. This was below our 
Yorkshire and Humber Clinical Research Network year to date target of 4,583. On-going collaborative working is being explored, with a view to establishing 
new observational studies at STH. 
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TRUST PERFORMANCE OVERVIEW  

 
 

Indicator Measure Standard Target Type
Current Data 

Month

Month 

Actual 
YTD Trend

Data 

Quality

CQC Compliance Outcome of CQC inspection Good in all five domains National November

NHSI Segmentation Compliance with Monitor defined targets Green/Amber or better National Q1 17/18

Hospital Mortality HSMR As expected or lower SOF Apr 18 to March 19 103.70

Hospital Mortality SHMI As expected or lower SOF Jan-18 to Dec-18 0.96

MRSA bacteraemia Trust Attributable / Assigned cases only Zero cases SOF November 1.00 1

MSSA bacteraemia Trust Attributable cases only Max 16 per quarter (63 per year) Local Q2 19/20 13

C.diff Trust Attributable cases only Max 24 per quarter (94 per year) SOF Q2 19/20 33

C.diff Healthcare Associated cases Max 18 per quarter (72 per year) SOF Q2 19/20 11

E.coli Trust Attributable cases only to be determined Local November 0 87

MSSA - infection rate MSSA bacteraemia rate per 100,000 bed days (Public Health England - national rate is 34.4) to be determined SOF 2017/18 32.1

C.diff - infection rate C.difficile infection rate per 100,000 bed days (Public Health England - national rate is 36.7) to be determined SOF 2016/17 49.2

E.coli - infection rate E.coli bacteraemia rate per 100,000 bed days (Public Health England - national rate is 115.9) to be determined SOF 2016/17 125.4

Serious Incidents Number of serious incidents (SI) Number Local November 5 54

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

Incidents Number of finally approved incidents based on incident date Number of incidents Local November 1862 18948

Incidents Percentage of incidents approved within 35 days based on approval date 95% within 35 days Local November 0.8992718

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

Average LOS Elective 4.18 days (Dr Foster) Local Sep-18 to Aug-19 4.00

Average LOS Non Elective 4.60 days (Dr Foster) Local Sep-18 to Aug-19 4.83

C-Section rate Emergency Caesarean section rate as proportion of all births Target is being confirmed SOF November 21.2% 18.4%

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

Patient Falls Number of patient falls Target is being confirmed Local November 239 2306

Pressure Ulcers Number of pressure ulcers acquired within STH Max 98 per month (1176 per year) Local November 55 681

Pressure Ulcers Category 4 pressure ulcers Zero Local November 0.00 1

Never Events Number of never events Zero SOF November 1 6

VTE VTE Risk Assessment completed as proportion of all inpatient admissions 95% SOF Q4 18/19 95.20%

Dementia Dementia Assessment and Referral 90% SOF Q4 18/19 100.00%

 A&E 4-hour wait Patients seen within 4 hours 95% SOF November 0.8183651 83.8%

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

Ambulance turnaround Time taken for ambulance handover of patient 100% within 15 minutes National November 0.5676161 57.60%

Ambulance turnaround Time taken for ambulance handover of patient 0% in excess of 30 minutes National November 0.1375417 4.97%

Ambulance turnaround Time taken for ambulance handover of patient 0% in excess of 60 minutes Local November 0.0146266 0.63%

Percentage of admitted patients treated within 18 weeks 90% Local November 0.8331434

Percentage of non-admitted patients treated within 18 weeks 95% Local November 0.9024228

Percentage of patients on incomplete pathways waiting less than 18 weeks 92% SOF November 0.9246502

52 week waits Actual numbers Zero National November 0 0

6 week diagnostic waiting Percentage of patients seen within 6 weeks 99% SOF November 0.9992049
Number of operations cancelled on the day for non clinical reasons 75 per month Local November 97 721

Number of patients cancelled on the day and not readmitted within 28 days Zero Local November 3 0

Percentage of out-patient appointments cancelled by hospital 7.48% (National figure 2017/18) Local November 0 11.01%

Percentage of out-patient appointments cancelled by patient 7.13% (National figure 2017/18) Local November 0 10.65%

Percentage of new out-patient appointments where patients DNA 7.66% (National figure 2017/18) Local November 0 6.41%

Percentage of follow-up out-patient appointments where patients DNA 7.88% (National figure 2017/18) Local November 0 6.92%

Patient seen within 2 weeks 93% National Q2 19/20 0.949

Breast symptomatic seen within 2 weeks 93% National Q2 19/20 0.966

62 days from referral to treatment (GP referral) 85% SOF Q2 19/20 0.734

62 days from referral to treatment (Cancer Screening Service) 90% SOF Q2 19/20 0.902

31 day first treatment 96% National Q2 19/20 0.953

31 day subsequent treatment  (Surgery) 94% National Q2 19/20 0.898

31 day subsequent treatment  (Radiotherapy) 94% National Q2 19/20 0.933

31 day subsequent treatment  (Drugs) 98% National Q2 19/20 0.996

e-Referral Service Percentage of eligible GP referrals received through ERS 90% Local November 1 99.23%

Ethnic group data collection % valid ethnic group 85% National November 1 89.90%

Elective Inpatient activity Variance from contract schedules On plan Local November 1.47% -0.85%

Non elective inpatient activity Variance from contract schedules On plan Local November 1.63% -0.09%

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

Provide Patient Centred Services

18 week waits referral to 
treatment time 

Cancelled Operations

Cancelled Outpatient 
appointments

DNA rate

Cancer Waits 

Deliver The Best Clinical Outcomes

Average Length of Stay (by 
discharges)
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New outpatient attendances Variance from contract schedules On plan Local November -10.04% -1.35%

Follow up op attendances Variance from contract schedules On plan Local November 0.40% 0.43%

A&E attendances Variance from contract schedules On plan Local November 1.77% 1.67%

Complaints Percentage of complaints answered within 25 working days 90% answered within 25 days Local November 1 1

Written Complaints Rate Written complaints rate per 10,000 fces Total number upheld SOF Q4 18/19 99

FFT Recommended Patients recommending STH for Inpatient treatment 95% National November 1

FFT Recommended Patients recommending STH for A&E treatment 86% National November 0.8309859

FFT Recommended Patients recommending STH for Maternity treatment 95% SOF November 0.9775641

FFT Recommended Patients recommending STH for Community treatment 90% Local November 0.9043779

RTT information completeness 50% National 2017/18 @ Q4 61%

Referral information completeness 50% National 2017/18 @ Q4 100%

Activity information completeness 50% National 2017/18 @ Q4 100%

Day surgery rates Aggregate percentage of all BADS procedures recommended to be treated as day case or outpatient 88% Local November 1 94%

Mixed Sex Accommodation Number of breaches of Mixed Sex Accommodation standard Zero SOF November 0 0

Sickness Absence All days lost as a percentage of those available 4.00% SOF November 0.044 4.05%

Appraisals Completed appraisals in last year 90% Local November 0.880

Mandatory Training Overall percentage of completed mandatory training 90% Local November 0.900

Care Hours per patient day (Registered Nurses) 85% of planned hours or greater Local November 0.9085775

Care Hours per patient day (Total) 85% of planned hours or greater Local November 1.0108668

Executive Team turnover (number of leavers as a percentage of total executive head count - rolling 12 months) 0% SOF November 0.1428571

Number of leavers as a percentage of total head count (rolliing 12 months) to be determined SOF November 8.0%

Retention Rate 85% November 1
Temporary Staff Proportion of temporary staff to be determined SOF November 10.8%

Under/overspending against Agency Control Total <=0 SOF November 2.00%

Agency and bank spend as a percentage of total pay budget 8% Local November 3.57%

I & E YTD actual I & E surplus/deficit in comparison to YTD plan I & E surplus/deficit >=0 SOF November 0.35%

I & E Margin I & E surplus/deficit as a percentage of total revenue >=0 SOF November 0.30%

Contract performance Contracted Activity performance - variance from plan On plan Local November -0.32%

Efficiency Variance from plan On plan Local November 4.94%

Cash Actual Above profile Local November 61.35%

Liquidity Days of operating costs held in cash or cash equivalents >0 SOF November 9.01

Capital Service Capacity - degree to which the provider's generated income covers its financial obligations >2.5times SOF November 2.82

Expenditure - variance from plan On plan Local November 90.70%

Use of Resources Overall Use of Resources - NHSi weighted risk rating <=2 SOF November 100.00%

Total number of patient accruals to portfolio studies 4583 Regional -Y&H Q2 19/20 56%

Quality recommendation % staff who would recommend STH to a friend / relative for treatment 81.0% SOF 2018 0.81

Work recommendation % staff who would recommend STH as a place to work 67.8% National 2018 0.68

Staff Engagement Staff engagement score 3.80 (5 point scale); 7.01 (10 point scale) SOF 2018 3.83

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

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

Deliver Excellent Research, Education & Innovation

Recruitment to trials

Annually Reported Indicators

Provide Patient Centred Services

Spend Public Money Wisely

Indicator Measure Standard Target Type Trend

Employ Caring & Cared for Staff

Community care –information 

completeness

Agency spend

Safer Staffing

Capital

Month 

Actual 
YTD

Current Data 

Month

Staff Turnover
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                                                                                                       DELIVER THE BEST CLINICAL OUTCOMES                                                                                    
 

 

MRSA 
INCIDENTS  

(% Approved Within 35 Days) 

  

Lead:   Chris Morley, Chief Nurse    Timescale:  Ongoing Lead:   David Hughes, Medical Director Timescale:   Ongoing 

Key Issues:   During November 2019, the Trust recorded 1 case of MRSA. Key Issues:   The number of incidents approved within 35 days in November was 90%. 
This is below the target of 95%.  Performance in relation to the 95% target has improved 
and the 90% reported for November represents the highest recorded to date. 

Key Actions:   A root cause analysis has been carried out on this case which has 
identified that all appropriate actions were taken and the patient was isolated and cared 
for appropriately. The patient was swabbed correctly on admission and was negative for 
MRSA. A set of blood cultures subsequently indicated an MRSA bacteraemia, however 
further blood cultures and swabs proved negative. 
This means that it is highly likely that the blood culture was positive due to a contaminant 
and not because the patient had a bacteraemia. 
 
 

Key Actions:   Action plans have now been received from all directorates not meeting 
the desired 95% target. Ways of working from areas achieving the target and areas that 
have made significant progress have been identified and shared with all governance 
leads.  
 
A central dashboard providing a visual indicator of performance against the target has 
been created within Datix to be the default page for all Datix users. 
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NON-ELECTIVE LENGTH OF STAY 

(Average LOS Non Elective) 
NEVER EVENTS 

  

Lead:   David Hughes, Medical Director    Timescale:  Ongoing Lead:   David Hughes Medical Director Timescale:   Ongoing 

Key Issues:    The average non-elective length of stay for the year ending August 2019 
was 4.83 days, which is above the Dr Foster benchmark of 4.60.      

Key Issues:    One never event was reported in November 2019. This incident related to 
the administration of an insulin dose.  

Key Actions:  The weekly Long Length of Stay review process is now well embedded 
and is identifying themes of delay for patients. The Flow Working Group and Flow 
Overview Groups continue to lead the discussion with directorates on ward level 
performance.  Roll out of the SAFER process across wards continues.   

Key Actions:    The patient has been fully informed and an investigation has 
commenced. 
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PROVIDE PATIENT CENTRED SERVICES 

 

 

A&E 4 HOUR WAIT  

(Patients Seen & Discharged or Seen & Admitted Within 4 Hours) 
AMBULANCE TURNAROUND  

 (Time Taken for Ambulance Handover of Patient) 

  

Lead:    Michael Harper, Chief Operating Officer      Timescale:  Ongoing   Lead:     Michael Harper, Chief Operating Officer        Timescale:   Ongoing 

Key Issues:  The percentage of A&E attendances that were discharged or admitted within 4 
hours in November was 81.84% against a local trajectory of 90%. This is compared to 
82.95% in October.        

Key Issues:  The pecentage of ambulance handovers completed within 15 minutes in 
November was 58.35%, compared to 65.42% in October.  
The percentage of handovers that took over 30 minutes was 4.86% in November 
compared to 3.00% in October.  
   

Key Actions:   Performance is managed daily through the Morning Operational Group 
Meeting.  A weekly score card is discussed at a weekly performance meeting between the 
A&E team and the Chief Operating Officer and the Performance and Information 
Director.  External support is being provided to develop a plan for improving performance 
with a departmental focus on reduction of non-admitted breaches. 
  

Key Actions:     Actions have been developed following the audit undertaken with the 
Yorkshire Ambulance Service.  
 
 

75.00%

80.00%

85.00%

90.00%

95.00%

100.00%

% seen within 4 hours PSF Trajectory National target

0.00%

1.00%

2.00%

3.00%

4.00%

5.00%

6.00%

7.00%

8.00%

9.00%

10.00%

40.00%

45.00%

50.00%

55.00%

60.00%

65.00%

70.00%

H
an

d
o

ve
r 

> 
3

0
 m

in
s 

H
an

d
o

ve
r 

< 
1

5
 m

in
s 

Handover ≤ 15 Min Handover > 30 Min



 

9 
 

E  

 
 
 
 
 
 

18 WEEKS RTT 
 % of Admitted Patients Treated within 18 Weeks 

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

  

Lead:    Michael Harper, Chief Operating Officer        Timescale:   Ongoing Lead:      Michael Harper, Chief Operating Officer      Timescale:   Ongoing 

Key Issues:    The percentage of admitted patients treated within 18 weeks in November 
was 83.31% compared to 80.84% in October.  
 
 

Key Issues:   The percentage of  non-admitted patients treated within 18 weeks in 
November was 90.24% compared to 90.69% in October.   
 

Key Actions:    Performance is reviewed on an individual specialty basis at the monthly 
Elective Care Working Group and escalated to the Waiting Times Performance Overview 
Group (WTPOG). Admitted target recovery plans and trajectories have been provided by all 
non-performing specialties. Forward plans for delivery over the next six months are being 
detailed by services. 

Key Actions:   Performance is reviewed on an individual specialty basis at the 
monthly Elective Care Working Group and escalated to the Waiting Times 
Performance Overview Group (WTPOG). Non-Admitted target recovery plans and 
trajectories have been provided by all non-performing specialties.  Forward plans for 
delivery over the next six months are being detailed by services. 
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CANCELLED OPERATIONS 

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

CANCELLED OPERATIONS 

(Number of Operations Cancelled on the Day and Not Re-dated Within 28 Days) 

  

Lead:   Michael Harper, Chief Operating Officer   Timescale   Ongoing   Lead:   Michael Harper, Chief Operting Officer    Timescale   Ongoing   

Key Issues:   In November, 97 patients had their operation cancelled on the day for 
non-clinical reasons against a threshold of 75. 
 

Key Issues:   Three patients had their operations cancelled on the day of admission in 
November for non-clinical reasons, and were not re-dated within 28 days.  These patients 
have now all been treated.  

Key Actions: The Elective Care working group continues to monitor  the number of 
on-day cancellations.  Analysis has identified specific areas for improvement and the 
Seamless Surgery Board has started to work on improvement in specific specialties to 
support pathways in main theatres. 

Key Actions: A patient tracking list has been established which is being used to aid in 
managing patient pathways.This enables bed managers and patient flow staff to have ready 
access to live, accurate, easy to understand information about patients who are at risk of 
breaching 28 days so as to enable consistent and accurate prioritisation of patients being 
admitted for care. 
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CANCELLED OUTPATIENT APPOINTMENTS  
(% of Outpatient Appointments Cancelled by Hospital) 

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

 

  

Lead: Michael Harper, Chief Operating Officer Timescale: Ongoing Lead: Michael Harper, Chief Operating Officer Timescale: Ongoing 

Key Issues: The percentage of outpatient appointments cancelled by the Hospital in 
November was 10.12%. 

Key Issues: The percentage of outpatient appointments cancelled by the patient in 
November was 11.10%. 
 

Key Actions: Outstanding Outpatients continue to support improvement work in this area. 
The Patient’s Booking Hub has been focussing on establishing a clear and consistent 
process for cancelling and reducing clinics. Escalation policies are being built into their 
processess to ensure minimal impact on the pathways of patients whose appointments are 
cancelled. 
 

Key Actions: Outstanding Outpatients diagnostics data is being used to select the 
directorates who who would benefit most from focussed improvement work in this area. 
Directorate specific targets have now been set and included in the Directorate 
Dashboards.   
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COMPLAINTS 

(% of complaint responses within 25 working days) FRIENDS & FAMILY TEST – A&E 

 
 

 

 

Lead: Chris Morley, Chief Nurse Timescale: Ongoing Lead: Chris Morley, Chief Nurse Timescale:  Ongoing 

Key Issues: 85% of complaints were responded to within 25 working days which is a 
shortfall against the target of 90%.  
 
 

Key Issues:. The FFT score for A&E in November was 83.1% which is less than the 
internal target of 86%. 
 

Key Actions: A number of actions have been undertaken to improve the complaints 
response time including: electronic review process for sign off, which will be rolled out in 
January, roll out of signing off  low risk complaints at care group level and an end to end 
review of the complaints process.  A weekly update of complaints performance is being 
reviewed.  
 

Key Actions: An action plan has been developed by A&E, which is in the process of being 
implemented, the results of which will be presented to the Patient Experience Committee 
in February 2020.  The refurbishment of the A&E waiting area completed early in 
November and it is hoped that this improved environment will contribute to improved 
scores. 
 
 
 
 

 
 
 
 
 

75%

80%

85%

90%

95%

Performance Target

75%

77%

79%

81%

83%

85%

87%

89%

91%

93%

Performance Target



 

13 
 

 
EMPLOY CARING AND CARED FOR STAFF 

                                                          
                                                                                                                                                                                           

APPRAISALS SICKNESS ABSENCE 

  

Lead: Mark Gwilliam, Director of Human Resources Timescale: Ongoing Lead: Mark Gwilliam, Director of Human Resources Timescale: Ongoing 

Key Issues: The cumulative position for completed appraisals during the past twelve 
months at the end of November 2019 is 87%. 
 

Key Issues: The monthly sickness absence figure is 4.4% 

Key Actions: All Directorates have developed action plans in conjunction with their HR 
Business Partners in order that they can achieve compliance of the target.   

Key Actions:   All directorates have developed their own action plans which are continuously 
reviewed; HR Business Partners continue to work with directorates to develop individual 
action plans for staff that have been off on long term sick. Based on previous years it is 
anticipated that sickness absence levels could well be affected by seasonal variation; 
however we are monitoring sickness absence levels closely on a weekly basis. 
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EXECUTIVE TEAM TURNOVER 

 

 

Lead: Mark Gwilliam, Director of Human Resources Timescale:   March 2020 

Key Issues:   Based on rolling 12 month data, the executive team turnover rate is 
currently 14.29% 
  
Key Actions:    Executive Turnover has been as a consequence of a number of 
planned retirements during 2018 and early 2019.  With such a small team any changes 
mean that the percentage appears to be disproportionately high.  All vacant posts have 
now been substantively recruited and appointed as follows: 
 Chief Nurse - October 2018 
 Medical Director - February 2019 
 CEO - March 2019 (previously Deputy CEO) 
 Vacant Deputy CEO post has been removed from the executive structure and 

replaced with an Executive Chief Operating Officer post appointed substantively 
from June 2019. 
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APPENDIX 1: DEEP DIVE – HOSPITAL MORTALITY 
 
1. Introduction 

In March 2017 The National Quality Board (NQB) published ‘National Guidance on Learning from Deaths’ which described significant changes to the requirements 
on acute trusts.  This was followed in July 2018 by national ‘Learning from Deaths - Guidance for NHS trusts on working with bereaved families and carers’ which 
advises trusts on how they should support, communicate and engage with families following the death of someone in their care. 
 
This paper is an update on the Trust position, describing the current programme of mortality review in STHFT and outlining the progress with implementation of the 
changes needed to comply with the National Guidance on Learning from Deaths and the requirements of the national Medical Examiner System (MES) 
implementation from April 2019. 
 
To fulfil the National Guidance on Learning from Deaths, “Trusts should ensure their governance arrangements and processes include, facilitate and give due focus 
to the review, investigation and reporting of deaths, including those deaths that are determined more likely than not to have resulted from problems in care. Trusts 
should also ensure that they share and act upon any learning derived from these processes”.  The Executive Director taking responsibility for the learning from 
deaths agenda is the Medical Director. 

 
In line with the guidance, information on deaths is reported to the Healthcare Governance Committee and then to the public Board meeting.  The data includes the 
total number of in-patient deaths, those deaths that were subjected to case record review. and the number of deaths were judged more likely than not to have been 
due to problems in care.   
 
Following on from the national Medical Examiner (ME) Pilot Project 2009-2019, a new MES began roll-out in April 2019 (initially in a non-statutory phase until April 
2021) across England and Wales. It is envisaged that eventually all deaths in England will be subject to review by a ME but the initial focus will be on delivering a 
review of all deaths within acute hospitals. This links closely with the Learning from Deaths programme to improve mortality governance and promote 
compassionate and open care for bereaved families. ME’s highlight cases to be considered for review and ensure these are flagged to the Structured Judgement 
Review (SJR) programme. 
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2. Governance Structures and Mortality Review at STH NHSFT 

The Trust has a clear and mature patient safety culture and mortality governance structure at all levels from ‘ward to Board’. 
 
2.1. Governance of mortality  

a) Review of Metrics 

Trust-level mortality indicators such as SHMI HSMR and crude mortality, and Regulation 28 reports from Coroners are routinely reported both internally and 
externally to the Trust and any mortality outlier alertsa are fed into the SJR process as appropriate 
 
The first publication of the Summary Hospital-level Mortality Indicator (SHMI) covering the period April 2010-March 2011 was introduced by the NHS Information 
Centre in October 2011 and thereafter has been published quarterly until May 2019, when publication moved to a monthly basis.  Prior to this the Hospital 
Standardised Mortality Ratio (HSMR) has been available, generated from our raw data via various Dr Foster analysis tools and updated monthly.  Both the HSMR 
and the SHMI are monitored closely and reported internally by the Clinical Effectiveness Unit to the Mortality Governance Committee, the Clinical Effectiveness 
Committee and directly to, the Medical Director. 
 
External reporting and monitoring includes the Trust Quality Report and the Care Quality Commission (CQC) Insight Report (which also is overseen by the HCGC).  
The CQC also monitors Trust mortality via the Mortality Outliers Programme - a process that involves analysing data concerning trends in the death rate for specific 
conditions or operations and requesting local responses to any mortality alerts.  
 
The HSMR and SHMI are high level indicators of healthcare quality that measure whether the death rate at a hospital (and up to 30 days from discharge for SHMI) 
is higher or lower than expected.  The expected number of deaths is estimated using the characteristics of the patients treated – some variables are common to 
both indicators and others only apply to HSMR.  During 2019, the SHMI has remained fairly constant at just below 1.0 and in the ‘as expected’ banding.  However, 
the Trust has seen some variation in the HSMR with some rolling 12-month values ‘as expected’ and some ‘higher than expected’ (more recently following rebasing 
of the national benchmark).  This has been investigated, with key actions taken including; implementing routine validation checks to ensure accurate classification 
of source and method of admission, ensuring any palliative care coding is positioned appropriately to be picked up by Dr Foster in their HSMR calculation and 
conducting coding audits to determine whether there are any errors in coding for particular diagnosis groups that ‘alert’ for mortality.  Key actions have also 
included clinical case note review via SJR or other valid structured review methods for particular diagnosis groups that ‘alert’ 
a an alert is triggered when mortality for a particular diagnosis group is considered to be out-of-control on the SPC chart (double the national average).  
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Figure 1 
 

 
 
Figure 1 shows the annual rolling HSMR trend over the past 12 months.  On rebasing some recent ‘as expected’ values have moved into the ‘higher than 
expected’ banding, though the overall annual rolling HSMR trend has decreased. 
 
Work has now been completed to address the low expected rate on a number of indices which feed into the calculation of the ‘expected mortality’. These include 
Admission Source, Admission Method, palliative care coding and co-morbidity recording.  Remedial action has been implemented which should have contributed 
to the improvement in data quality seen from April 2019 onwards. 
 
Next steps include further work on understanding how case mix and pathways of care at STH influence the expected mortality rate. Possible explanations include 
inaccurate representation of the complexity of patients in the coding, reduced accuracy of recording primary diagnosis and features of the case mix or patient 
pathways that can’t easily be represented. Work with the support of Dr Foster is ongoing to evidence these possibilities. 

 
Although the mortality metrics mentioned are indicators of healthcare quality they are no substitute for case note mortality review as, although they enable us to 
pose questions about rates of death in any hospital in England, they do not provide answers.  Measuring mortality alone will not reduce mortality rates.   
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b) Mortality Governance Committee (MGC) 

The role and membership of the MGC has been redefined, including review and update of the Committee’s Terms of Reference, ratified by the Trust Executive 
Group.  Membership now includes the Neonatal Mortality Lead and the Maternal Mortality Lead.  
 
The Committee meets monthly, reports to the HCGC and is responsible for overseeing all matters relating to mortality review. The MGC is now chaired by the 
Deputy Medical Director with responsibility for mortality on behalf of the Medical Director and its proceedings have been modified to take into account the recent 
guidance.   

.   
c) Expert Structured Judgement Review Group 

2019 has seen some variation in the membership of the Expert SJR Group which is being addressed by two further appointments to these roles. There has also 
been a change of Learning from Deaths Facilitator who helps to co-ordinate the implementation of the SJR process and deal with any process queries.   
 
The Expert SJR Group has met on a scheduled basis with the Associate Medical Director and SJR Facilitator to network and share experiences.  Some early 
feedback on the thematic analysis of SJR reviews has been provided and areas highlighted for more detailed analysis. The MGC has agreed that learning can be 
gleaned from individual cases actioned in the directorate concerned, broad outline Trust wide themes identified from the Datix platform via word clouds and the 
central collation of the comments and actions emanating from the individual cases to look for themes that require action.   
 
d) Serious Incident Group 

The weekly Serious Incidents Group chaired by the Assistant Chief Executive receives information about Serious Incidents which are investigated either internally 
within directorates or externally. This group also receives other alerts and Never Event notification and works very closely with the Patient Safety Team of the Trust.  
Where two SJR reviews on the same case have been carried out and both score 2 or 1 (poor or very poor care) the following process is activated; 
The Directorate is informed of this and asked to complete and submit contextual information which will then be used to determine whether care, more likely than 
not, contributed to the death.  If the directorate consider the care more likely than not contributed to the death this triggers a Paper A and is reported as a potential 
serious incident.  In such cases the Serious Incident Group will activate the serious incident investigation process. The process for when the directorate does not 
believe the care contributed to the death awaits final approval. 

 
e) Audit of Learning from Deaths 

A review has recently been completed in respect of Learning from Deaths. The review examined the effectiveness of controls in place and was undertaken in 
accordance with the Public Sector Internal Audit Standards by 360 Assurance. 
 
The aim of this review was to provide independent assurance over the systems and processes the Trust has in place for learning from deaths, with specific focus 
on the risks relating to the process for identifying episodes requiring review, the process for carrying out Structured Judgement Reviews and the process for 
implementing and disseminating active learning from deaths.  
 
The audit opinion was categorised as ‘Significant Assurance’ and concluded that the risk management activities and controls were suitably designed, and were 
operating with sufficient effectiveness, to provide reasonable assurance that the control environment was effectively managed during the period under review.   
There were some specific actions identified for improvement and these have been agreed and implementation is being overseen by the MGC. 
The action points being actively pursued by the MGC are: 
The Learning from Deaths policy is under review and a draft update will be discussed at the January Mortality Governance Committee meeting.  
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Medical Examiner System (MES) 

For the past ten years, the Trust has benefitted from a well-established Medical Examiner System based at the Northern General Hospital (NGH) site established 
as part of a national pilot project. The MES was created to try and improve the processes that occur after a patient dies in hospital or community. This includes 
improving the quality and accuracy of the information on death certificates as well as improving the type and nature of information given to bereaved relatives at a 
very crucial time.  From April 2019 the Medical Examiner led system began roll out within hospitals in England and Wales as a non-statutory system whereby all 
deaths will be subject to either a Medical Examiner’s scrutiny or a coroner’s investigation. In practice this means the MES will be introduced within hospitals 
alongside existing cremation processes and some of the fees paid will help to fund the MES nationally and locally. 

 
It is important that the Trust sustains and builds upon the current ME function during this initial non-statutory roll out to deliver the statutory requirements arising 
from the Learning from Deaths (LfD) Guidance 2017. The range of the number of deaths in the Trust, excluding stillbirths, is between 2700 and 2900 per annum.  
 
f) The proposed schedule for complete implementation 

The DHSC has stated that the implementation of the MES will be at “net-neutral cost to providers” and is only applicable in the “non-statutory phase” of this process 
envisaged to be up to April 2021. The MES is unlikely to be fully implemented in a single phase, either locally or nationally, and therefore a phased approach 
should be taken by the Trust.   
 
To enable the phased implementation of the MES during the current non-statutory period, the following actions are in progress; 

 
Action 1 – Appointment of a Lead Medical Examiner (Dr Sherif Hemaya in post December 2019) and a Lead MEO (recruited January 2020 to take up post 17 
February 2020). A MEO will then be recruited to support the Lead MEO to take up post by March / April 2020. 

 
Action 2 – Agree a solution to accommodate the increase in MEO’s at the Northern General and explore future options to accommodate all of the MES personnel.  
With a functioning MES, the subsequent focus will be on supporting, training and mentoring subsequent ME’s. The current group of ME’s were appointed in 
October 2018, being mentored by the Lead ME at the time and more recently the Lead MEO (now Lead MEO for Wales).  At the time of appointment it was not 
within the remit of the ME’s to undertake the completion of Cremation Form 5, though it is envisaged that some will do this. This function will be central to the ME 
role in any further recruitment.  

 
Action 3 – The current ME’s will be operational in 2020. Training for ME’s, which includes those new to the role and those who have worked in pilot sites 
previously, has two components – e-learning followed by a mix of national and local face-to-face training.  All MEs undergo; 
 26 core eLearning modules (to be completed before starting work in the role) 
 Attendance at face to face training run by the Royal College of Pathologists (within six months of starting in the role) 
 Local training, site specific, but it is recommended that MEs spend some time with the coroner’s office, mortuary and the bereavement office.  The MEs at 

STHFT have the advantage of case discussions with experienced MEs (Dr DaCosta) and the Lead MEO (Dr Sherif Hemaya).   The Lead ME will facilitate the 
group and share cases for learning and discussion groups.  

 Further recruitment will be required over the coming months to increase the capacity to a level that creates a fully operational service with both income 
generation and ME function delivered. 
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Action 4 - Expansion to the Central Campus would require an additional 0.5 WTE MEO to be recruited in in summer 2020  
 
Once there is a full complement of ME’s to cover both campuses, the MES can replace the cremation Form 5 completion function currently provided by Specialist 
Registrars. 

  
It is anticipated that there will be a fully staffed and functioning MES by March 31st 2021. During the Non-Statutory period, funding for the MEO function is intended 
to be through cremation Form 5 completion and DHSC qualifying payment.  
 
A communication received on 5th December 2019 from NHS England and NHS Improvement has provided further detail on reimbursement of ME costs and this will 
be actively followed. 
 
g) Care of the Deceased Patient  Group 

An executive-led group has been established with the remit of overseeing the implementation of the full MES, the accommodation of the whole service and to 
consider appropriate adjustments to the whole pathway. 

 
3. Requirements of National Guidance on Learning from Deaths for Acute Trusts 

The Trust has met the new requirements included in the Learning from deaths framework: The Learning from Deaths Framework placed a number of new 
requirements on trusts including: 
• From April 2017 onwards quarterly information on deaths, reviews, investigations and resulting quality improvement has been collected 
• A Learning from Deaths Policy on how the Trust responds to and learns from the deaths of patients in its care was published in April 2018 and is accessible 

from the Trust website 
• From Q3 2017 onwards, information on deaths, reviews and investigations has been published via a paper to Public Board meetings 
• In June 2018 and June 2019, an annual summary of this data was included in the Trust’s Quality Accounts 

 
There are certain categories of death who have a mandated requirement for in depth review and these are described in the Policy.  These include; 
 
• Deaths in patients with learning disabilities or severe mental illness 
• Neonatal and maternal deaths 
• Deaths where bereaved families or staff have raised a significant concern about the quality of care provision 
• Deaths where an ‘alarm’ has been raised with the provider through, for example, an elevated mortality alert, a national audit or concerns raised by a regulator 
• Deaths where patients were not expected to die e.g., elective admissions 
 
In addition the Policy describes how a decision is made as to which deaths require investigation under the Serious Incident Framework. 

 
The Learning from Deaths Facilitator co-ordinates all aspects of the process including ensuring SJR cases are allocated to reviewers appropriately, case notes are 
made available to reviewers in a timely way and reviews are completed and entered via the Datix platform.  The Facilitator also acts as the SJR database manager, 
dealing with routine and ad-hoc queries and assists the Deputy / Associate Medical Director with analysis of the data collected to identify learning. 
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4. Summary  

The task of implementing the processes now required to move towards the national ambition of a fully functioning MES combined with the continued delivery of the 
Learning from Deaths guidance in the context of good governance is well underway.   
The Board are asked to note that the Trust will be fully compliant with the statutory elements of these processes by the current nationally agreed timeframe of April 
2021. 
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DIRECTORATES DASHBOARD 

 

Indicator Measure
Diab & 

Endo

Emerg 

Med
Gastro Pharm

Resp 

Med

Integ 

Comm 

Care

GSM
Therap & 

Pall Care
CCDS ENT Neuro Ophthal

MRSA bacteraemia Actual numbers 0 0 1 0 0 0 0 0
MSSA bacteraemia Actual numbers 2 5 5 4 0 0 1 5
C Diff Actual numbers 1 1 5 7 0 0 4 1

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

Serious Incidents Number of serious incidents (SI) 2 2 2 2 7 2 7

Incidents  Number of finally approved incidents based on incident date 37 270 27 25 56 118 226 54 60 32 54 16

Incidents  Percentage of incidents approved within 35 days based on approval date 0.9444444 0.9507042 0.85714286 0.7460317 1 0.8277778 0.8892508 0.8630137 0.9705882 0.9428571 0.8705882 0.72413793

Average LOS Elective in days against Dr Foster expected

Average LOS Non Elective in days against Dr Foster expected

Never Events Number of never events 1 1 1 1
Percentage of admitted patients treated within 18 weeks (90%) 100.00% 97.66% 98.02% 100.00% 74.13% 83.24% 89.71% 71.51%
Percentage of non-admitted patients treated within 18 weeks (95%) 98.92% 95.54% 96.55% 100.00% 83.33% 86.99% 96.22% 64.49% 92.71%
Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 99.60% 51.79% 97.67% 98.68% 96.92% 60.00% 92.79% 94.74% 87.52% 94.40%

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

6 week diagnostic waiting  Percentage of patients seen within 6 weeks 100.00% 99.33% 97.94% 100.00%

Number of operations cancelled on the day for non clinical reasons 36 20 53 90
Number of patients cancelled on the day and not readmitted within 28 days 1 0 3 0

Percentage of out-patient appointments cancelled by hospital 5.78% 0.10% 8.77% 8.63% 11.45% 6.81% 11.65% 8.59% 19.63% 6.68%

Percentage of out-patient appointments cancelled by patient 9.90% 0.15% 8.56% 13.99% 15.54% 10.19% 14.43% 13.28% 11.80% 12.33%

Percentage of new out-patient appointments where patients DNA 9.27% 8.68% 12.33% 12.99% 8.42% 11.00% 5.85% 12.84% 5.89%

Percentage of follow-up out-patient appointments where patients DNA 8.42% 6.14% 7.71% 10.41% 7.64% 11.27% 8.10% 11.88% 4.01%

Patient seen within 2 weeks (93% compliance) 94.74% 93.75% 91.59% 91.59% 91.92% 91.59%

Breast symptomatic seen within 2 weeks (93% compliance)

62 days from referral to treatment (85% compliance) 57.75% 79.63% 25.00% 25.00% 31.82% 25.00%

31 day first treatment (96% compliance) 97.73% 94.95% 83.78% 83.78% 90.16% 83.78%

e-Referral Service Percentage of appointments booked through e-Referral 100.00% 92.63% 100.00% 100.00% 100.00% 99.20% 99.90% 98.83%

Ethnic group data collection % valid ethnic group (85%) 94.29% 94.24% 90.19% 95.33% 95.49% 97.14% 86.09% 91.95% 86.62% 93.05%
Elective Inpatient activity Variance from contract schedules 52.22% -0.82% 1.10% -7.61% -6.11% -1.28% -0.53%
Non elective inpatient activity Variance from contract schedules 9.99% 1.29% 9.24% -3.74% -1.70% 20.04% 10.11% -4.37% 3.01% 39.84%
New outpatient attendances Variance from contract schedules 22.63% -1.83% -3.16% -15.18% -8.23% 0.53% -17.67% 5.11% -9.62% 4.48%
Follow up op attendances Variance from contract schedules 14.05% 29.87% 4.56% 1.82% -0.11% 0.13% -7.72% 11.54% 1.06% 5.88%
Complaints Percentage of complaints answered within 25 working days 76% 80% 90% 100% 95% 90% 94% 88% 100% 89% 91% 96%

FFT Recommended  Patients recommending STH for treatment 100.00% 94.39% 97.89% 97.86% 91.84% 100.00% 93.62% 95.78%
Day surgery rates BADS - day surgery rates -1 106 12 -30 464 -7 -32
Mixed Sex Accommodation Number of breaches of Mixed Sex Accommodation standard 0 0 0 0 0 0 0 0 0 0
Sickness Absence All days lost as a percentage of those available 4.88% 3.38% 4.91% 4.10% 3.33% 5.16% 5.09% 3.10% 3.34% 5.54% 2.93% 4.80%
Appraisals  Completed appraisal in last year 78.40% 83.38% 85.48% 83.60% 90.31% 91.50% 89.58% 90.49% 91.59% 76.92% 80.28% 89.12%

Mandatory Training  Overall percentage of completed mandatory training 84.48% 89.91% 87.02% 97.83% 79.03% 90.06% 87.77% 92.92% 87.32% 90.00% 83.73% 90.54%

Agency spend Agency and bank spend as a percentage of total pay budget 6.93% 6.67% 5.27% 0.40% 9.81% 2.23% 10.17% 0.98% 0.14% 4.84% 2.45% 2.14%
I & E Variance from plan 4.35% 0.15% 2.11% 1.14% 4.68% -2.20% -4.74% -0.03% -0.34% -2.80% -0.49% -2.09%
Contract performance Variance from plan 1.40% -0.99% -0.45% -21.27% -0.57% 0.03% -0.30% 0.48% -5.36% 0.79% -1.12% 2.75%
Productivity & Efficiency Variance from plan -61.64% -13.82% 10.54% 18.84% 33.99% 9.59% -42.34% -10.26% 80.23% 6.85% -62.71% -30.42%

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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Indicator Measure Lab Med MIMP OGN MSK
OpServ 

Anaes

Critical 

Care
Cardiac Renal Vasc

Comm 

Dis & 

Spec 

Med

Spec 

Rehab

Spec 

Cancer
Gen Surg

Plastic 

Surg

MRSA bacteraemia Actual numbers 0 0 0 0 0 0 0 0 0 0 0
MSSA bacteraemia Actual numbers 4 2 0 1 3 2 0 4 0 1 5 0
C Diff Actual numbers 0 7 0 6 5 3 3 4 0 3 7 1

Serious Incidents Approved SI Report submitted within timescales 0 0 0 1 0 0 0 0 0 0 0 0 0 0

Serious Incidents Number of serious incidents (SI) 9 2 4 2 4 3

Incidents  Number of finally approved incidents based on incident date 51 59 123 83 26 61 96 23 52 21 38 75 7

Incidents  Percentage of incidents approved within 35 days based on approval date 0.9803922 1 0.8896552 0.9756098 0.9222222 1 0.8241758 0.9619048 0.7931034 0.9210526 0.7916667 0.7916667 0.9320388 1

Average LOS Elective in days against Dr Foster expected

Average LOS Non Elective in days against Dr Foster expected

Never Events Number of never events 1
Percentage of admitted patients treated within 18 weeks (90%) 75.72% 77.26% 91.45% 100.00% 58.97% 94.15% 100.00% 100.00% 92.80% 87.71%
Percentage of non-admitted patients treated within 18 weeks (95%) 95.45% 95.48% 89.44% 0.00% 85.47% 98.80% 54.67% 91.66% 92.59% 96.36% 96.42% 97.33%
Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 100.00% 92.51% 89.96% 89.47% 94.93% 100.00% 76.94% 91.19% 91.67% 98.95% 92.67% 93.13%

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

6 week diagnostic waiting  Percentage of patients seen within 6 weeks 100.00% 100.00% 99.76% 99.80% 100.00% 100.00%

Number of operations cancelled on the day for non clinical reasons 20 115 166 43 93 58
Number of patients cancelled on the day and not readmitted within 28 days 0 4 0 0 4 3 0

Percentage of out-patient appointments cancelled by hospital 4.48% 5.47% 7.43% 12.01% 12.78% 15.09% 16.12% 12.23% 10.70% 19.01% 6.86% 9.34%

Percentage of out-patient appointments cancelled by patient 21.46% 24.20% 6.77% 10.41% 7.71% 8.58% 7.23% 13.06% 12.87% 4.99% 13.62% 11.88%

Percentage of new out-patient appointments where patients DNA 19.85% 12.17% 5.54% 3.75% 7.07% 15.47% 6.55% 9.00% 14.14% 3.22% 8.40% 6.90%

Percentage of follow-up out-patient appointments where patients DNA 7.20% 10.32% 3.35% 9.42% 4.47% 9.47% 4.97% 7.94% 8.43% 3.17% 5.76% 7.72%

Patient seen within 2 weeks (93% compliance) 93.80% 93.75% 98.22% 95.05% 94.74% 96.02%

Breast symptomatic seen within 2 weeks (93% compliance) 93.16% 93.16%

62 days from referral to treatment (85% compliance) 77.27% 79.63% 95.45% 71.43% 57.75% 91.45%

31 day first treatment (96% compliance) 100.00% 94.95% 98.65% 93.45% 97.73% 98.25%

e-Referral Service Percentage of appointments booked through e-Referral 100.00% 97.12% 100.00% 99.50% 100.00% 100.00% 99.92% 100.00% 99.63% 98.88%

Ethnic group data collection % valid ethnic group (85%) 92.78% 92.38% 85.88% 95.82% 93.44% 89.83% 91.95% 83.18% 89.72% 91.80%
Elective Inpatient activity Variance from contract schedules -3.56% -4.00% -8.48% -12.64% 3.78% 4.11% 4.24% -6.95% -3.20%
Non elective inpatient activity Variance from contract schedules 1.34% -12.13% -0.95% 3.48% -16.49% -16.28% 1.17% -4.04% 8.65%
New outpatient attendances Variance from contract schedules -2.67% 5.02% -2.58% -25.47% -3.54% -7.68% 3.08% 0.00% 74.97% 3.84% 2.41% 1.90%
Follow up op attendances Variance from contract schedules -32.43% -32.43% -32.43% 1.15% 19.90% -2.28% -3.28% 4.64% -2.84% -6.59% 2.64% 1.88% -6.34%
Complaints Percentage of complaints answered within 25 working days 100% 93% 92% 77% 100% 78% 71% 96% 100% 92% 88% 75% 82%

FFT Recommended  Patients recommending STH for treatment 100.00% 94.98% 99.12% 96.49% 92.37% 100.00%
Day surgery rates BADS - day surgery rates 257 -14 40 -27 -23 17 -27 22 -115 -9
Mixed Sex Accommodation Number of breaches of Mixed Sex Accommodation standard 0 0 0 0 0 0 0 0 0 0 0 0
Sickness Absence All days lost as a percentage of those available 3.21% 3.78% 3.58% 3.62% 4.43% 3.68% 3.22% 4.39% 2.99% 4.84% 3.60% 3.70% 4.54% 3.68%
Appraisals  Completed appraisal in last year 90.62% 90.45% 91.90% 85.96% 84.08% 79.62% 87.33% 87.54% 86.52% 82.61% 85.37% 83.18% 90.05% 96.08%

Mandatory Training  Overall percentage of completed mandatory training 90.62% 90.45% 91.90% 85.96% 84.08% 79.62% 87.33% 87.54% 86.52% 82.61% 85.37% 83.18% 90.05% 96.08%

Agency spend Agency and bank spend as a percentage of total pay budget 0.61% 1.87% 0.63% 4.00% 1.91% 1.00% 4.86% 6.30% 37.42% 4.82% 10.87% 4.12% 6.52% 4.59%
I & E Variance from plan -5.00% 0.10% 8.48% 0.33% 6.00% 3.82% 0.73% 5.33% 8.99% 7.69% 3.24% -0.98% -0.28% 0.20%
Contract performance Variance from plan 6.50% 4.53% -2.10% -0.65% -118.26% 30.53% 1.47% -0.93% 0.40% 0.18% 0.25% 1.14% -0.54% -0.23%
Productivity & Efficiency Variance from plan 991.80% -6.53% 136.49% -8.39% -70.43% -40.68% 132.31% -76.72% -70.59% -21.53% -32.35% -54.72% 6.32% -80.20%

Performance is YTD unless specified:   Last complete month Rolling 12 months Last complete quarter

Average Length of Stay (by 
discharges) 

18 week waits referral to treatment 
time 

Cancelled Operations

Cancelled Outpatient appointments

DNA rate

Cancer Waits 




