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Subject: Integrated Performance Report 

Supporting Directors: Michael Harper, Chief Operating Officer; Neil Priestley, Director of Finance; Chris Morley, Chief Nurse; Mark Gwilliam, Director of 

Human Resources and Staff Development; David Hughes, Medical Director; Anne Gibbs, Director of Strategy & Planning. 

Author(s): Balbir Bhogal, Performance and Information Director;  Joanne Weaver, Senior Information Analyst 

Status (see footnote): A 

PURPOSE OF THE REPORT: To provide the Board with a detailed assessment of performance against the agreed indicators and measures.  The report describes 

the specific actions that are under way to deliver the required standards.  

RECOMMENDATIONS 

The Board is asked to: 

a) Receive the Integrated Performance Report for February 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: 10 April 2019 8 April 2019 30 April 2019 

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 were no cases of Trust assigned MRSA bacteraemia recorded for the month of February. The year to date total is 1 case.  

 There were 11 Trust attributable cases of MSSA bacteraemia recorded in February. The year to date total is 60 cases against an internal threshold of 52 
cases.  

 The Trust recorded 7 cases of C.diff in February. The year to date performance is 77 cases against an internal threshold of 71.5 cases and an NHS 
Improvement threshold of 79 cases.   

 Hospital standardised mortality ratio is slightly higher than the ‘as expected’ range and the reason for this is being explored further.  

 There were no new never events reported in February. 

 81.33% of incidents were approved within 35 days, which is below the internal target of 95%. 

 The average length of stay for elective and non-elective patients for the reportable period (October) was higher than the Dr Foster threshold. 

 The standard in the safety thermometer was 90.7% in February against a target of 95.0% 
 

Summary of the Healthcare Governance Committee meeting held on 18 February 2019 
 The Occupational Health and Safety Audit Report was presented. It was found that the Trust demonstrated a clear commitment to OH&S management with a Health and 

Safety at Work Policy Statement supported by a Management of Health and Safety at Work Policy. An action plan had been developed to set out how the audit would now 
direct a new Trust occupational health and safety statement of intent and policy. 

 An update on the Local System Review action plan was presented. The system had achieved significant improvement in delayed transfers of care (DTOC).  It was noted 
that progress was slow with digital inter-operability in the city.  The business case for an integrated care record was underway. 

 The Decontamination Annual Report was presented. Objectives for 2019/20 were presented.   

 The CQC Compliance update was presented. A summary of the Leeds Local System Review report was presented.  The three recent inspection reports published for 
large, acute trusts nationally were discussed.   

 An update on the Quality Report for 2018/19 was presented including a review of the 13 quality objectives. It was agreed that four objectives would be developed for 
2019/20, focusing on improving quality across the Trust. 

 An update on incidents reported as Serious Incidents from 1 January to 5 February 2019 was presented. During this period four new serious incidents were reported, and 
seven were ongoing. One serious incident was de-logged.   

 The Hospital Transfusion Committee Annual Report was presented. The Blood Bank continued to benchmark well and had maintained UK Accreditation Service 
accreditation. The risk of incompatible transfusion associated with failure to correctly identify patients when taking group and screen samples (referred to as ‘wrong blood 
in tube’ samples) were being placed on the Trust’s risk register. 

 
PROVIDING PATIENT CENTRED SERVICES 

 Complaints – 94% of complaints met the agreed response timeframe.   

 FFT score inpatient – the score for February was 95% which is the same as the internal target of 95%.  

 FFT score A&E – the score for February was 88% which is better than the internal target of 86%. 

 FFT score community – the score for February was 91% which is below the internal target of 95%. 

 FFT score maternity– the score for February was 99% which is better than the internal target of 95%. 

 Mixed sex accommodation – there were no breaches reported in February.  The national standard is 0.  

 Referrals received during February 2019 were above the baseline level included in the Trust’s plan 

 New outpatient activity for February was 0.7% below the contract target. For the year to date, performance is 1.2% above target.  
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 Follow up outpatient activity for February was 2.2% above the contract target.  For the year to date, performance is 2.7% above target. 

 Accident and Emergency activity was 8.0% above the target in February 2019 and is 4.8% over target for the year to date.  

 Elective activity for February was 0.4% below the contract target and is 1.6% below target for the year to date.   

 Non-elective activity for February 2019 was 0.4% above the contract target and is on target for the year to date.  

 The average number of patients who had a delayed transfer of care in February was 62 compared to 46 in January. 

 96 operations were cancelled on the day for non-clinical reasons in February, compared to 118 in January. 

 6 patients who had their operation cancelled on the day of admission in February for non-clinical reasons were not readmitted within 28 days. All 6 patients 
have subsequently had their operation. 

 In February 86.62% of patients attending A&E were seen within 4 hours compared to a local target of 88.7% and the national target of 95%.  

 56.76% of ambulance handovers occurred within 15 minutes, compared to 57.60% in January. 3.05% of ambulance handovers took more than 30 minutes, 
compared to 2.12% in January.  

 The percentage of patients who had been waiting less than 18 weeks for their treatment at the end of February was 92.54% which meets the national target 
(92%).  The percentage of patients who received treatment in February and had waited less than 18 weeks was 84.38% for admitted patients (local target 
90%) and 89.11% for non-admitted patients (local target 95%). 

 At the end of February there were no patients waiting over 52 weeks for treatment. 

 At the end of February the percentage of patients waiting less than 6 weeks for their diagnostic test was 99.94% which is above the national target of 99%.  

 The percentage of outpatient appointments cancelled by the hospital and cancelled by patient’s remains higher than the national benchmark. 

 The percentage of patients that did not attend for their outpatient appointments was better than the national benchmark. 

 For Q3, the cancer waiting times were achieved for all targets except 62 days from referral to treatment (GP referral), 31 days from decision to treat to 
treatment and 31 day subsequent treatment (Surgery). 

 With regard to 62 day referral to treatment (GP Referral), STH performance for non-shared pathways in Q3 was 77.3% (threshold 85%).The performance for 
Q3 2018/19, without reflecting the new Breach Allocation Guidance and reallocations, was 70.7% (threshold 85%).  

 For the pathway relating to 31 days from decision to treat, STH performance for Q3 was 92.9% (threshold 96%).  

 With regard to 31 day subsequent treatment (surgery), the Trust performance for Q3 2018/19 was 88.4% (threshold 94%).  

 The percentage of referrals received from GPs through the e-Referrals Service in February was 99.98%. 
 
EMPLOYING CARING AND CARED FOR STAFF 

 Sickness absence in February was above target at 4.44%. Year to date sickness absence is 4.00%. 

 Short term absence has decreased from 2.2% in January to 2.0% in February. 

 Long term absence has decreased from 2.6% in January to 2.5% February.   

 For the period March 2018 to February 2019, the Trust has achieved 89.6% for the number of appraisals which have been carried out.  

 For the period March 2018 to February 2019, compliance levels for mandatory training are at 90.4% against a 90% target.   

 The staff group with the lowest leaver rates for February was for Healthcare Scientist staff (4.0%) and the staff group with the highest leaver rates was 
Administrative and Clerical roles (9.6%).  

 The proportion of temporary staff has reduced from 10.69% to 9.06%.  

 Retention figures for the Trust are at 91.97% which is above the target of 85%.   

 Safer staffing – overall, the percentage of care hours per patient day (CHPPD) for registered nurses was 89.6% and for all registered nurse and care staff was 
96.7%.  In any instances where the CHPPD was below 85% the reasons for this will be explored in detail at the Healthcare Governance Committee. 
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SPEND PUBLIC MONEY WISELY   

 The Month 11 position shows a £2,474.6k (0.3%) deficit against the Financial Plan which represents a further £1m improvement in February. It is worth noting 
that there was a deficit of £2.5m at the halfway point in the year. 

 There was an activity over-performance of £1m in February giving a cumulative over-performance of £7.3m for the year to-date.  There were over-
performances in all areas in the month. However, the issues around the high level of income loss for MRET and Emergency Readmissions within 30 days 
(£2.4m above plan and £9.8m in total) and the high level of uncoded spells for which estimated values have been used remain. 

 There was a reduced pay overspend of £1.1m (0.2%) to the end of February, although Bank & Agency costs were still £1.0m below the equivalent 2017/18 
position. Medical staffing remains the main pressure area with a £8.2m (5.0%) overspend, a deterioration of £0.5m in month. 

 There was a £4.5m under delivery against efficiency plans year-to-date and this remains a key area for improvement.  

 Overall, Directorates reported positions £2.5m worse than their plans at Month 11. This is a significant improvement with 23 out of 38 now meeting their plans. 

 The Financial Plan assumed receipt of all of the £26.1m of national Provider Sustainability Funding (PSF) available to the Trust. To receive this the Trust has 
to deliver the financial “Control Total”  and, if this is met, then 30% of the PSF depends on achieving A&E 4 hour target trajectories. Of the financial 
component, £2.6m is now tied to delivery of the South Yorkshire & Bassetlaw Integrated Care System (ICS) Control Total. The STH Control Total is a £5.1m 
surplus and the Trust’s Financial Plan only delivered a £0.9m Control Total surplus leaving a “gap” of £4.2m. The PSF position is again assessed on a 
quarterly basis but with a greater weighting placed on the later quarters. For Q1, Q2 and Q3, the Trust met the organisation’s Control Total but not the A&E 
trajectory. The ICS Control Total was also met in the first 3 quarters. The A&E PSF loss (£5.1m) is not reflected in the reported monthly position to enable a 
clear focus on the delivery of the Control Total (A&E PSF losses are excluded). However, the overall PSF position will ultimately need to be reflected in the 
Trust’s financial results. 

 On the basis of funding received in the last 4 years, the Financial Plan assumed £1m of external funding to support the Trust’s plan to manage winter 
pressures but there will be no national funding in 2018/19 and Sheffield CCG has also declined to provide any support. However, NHS England has provided 
£750k to help the Trust implement the additional measures referred to below. 

 There are no issues of concern at this stage in respect of the working capital position, balance sheet or capital programme, although capital slippage is higher 
than expected. 

 The key issues which will impact on the final 2018/19 position remain the internal delivery of activity, efficiency and financial plans; contracting issues, largely 
in respect of challenges and receipt of assumed CQUIN income; financial, workforce and service pressures; and receipt of the PSF. The operational 
consequences of closing the Hadfield Block have added a further level of operational/financial risk, particularly over the winter period, but this has been 
managed well to-date. The improved financial position and NHSE funding referred to above enabled a further £1m package of investments to be agreed 
bringing the total Winter Plan funding to around £3m. 

 The Estate Revaluation/Asset Lives review is now almost complete and will deliver a significant reduction in capital charges costs for 2018/19 and beyond. 
This will more than cover the £4.2m Control Total gap referred to above. If, as now appears likely, the Trust can achieve the Control Total it will receive 
additional PSF (bonus and incentive funding) which will offset some or all of the A&E PSF losses. However, it should be noted that most of the savings are on 
depreciation and are, therefore, non-cash. This will have significant implications for capital funding/investment in the future. 

 Planning for 2019/20 is nearing conclusion and it is clear that there will be no reduction to the financial challenges the Trust faces. 

 Therefore, whilst the current 2018/19 position is encouraging and the results of the estate revaluation/asset lives review positive, work needs to continue to 
ensure activity plan delivery, control expenditure, mitigate possible contract income losses, improve efficiency, support the ICS financial position, manage 
pressures and maximise contingencies/other in-year gains, both for 2018/19 and in readiness for 2019/20. 
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DELIVER EXCELLENT RESEARCH, EDUCATION & INNOVATION 

 As previously reported, the number of patient accruals to portfolio adopted grant and commercial studies for 2018/19 Q3 was 2998. Cumulative recruitment up 
to Q3 was 7373; this was 107% of our Yorkshire and Humber Clinical Research Network (YHCRN) year to date target of 6875. 

 STH continues to maintain research performance as a result of several factors including shortened R&D setup times, active recruitment by researchers and 
on-going collaborative working between the Clinical Research & Innovation Office, YHCRN, and STH research facilities. 
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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 February

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

Hospital Mortality HSMR As expected or lower SOF Oct-17 to Sep-18 105.50

Hospital Mortality SHMI As expected or lower SOF Apr-17 to Mar-18 0.95

MRSA bacteraemia Trust Attributable / Assigned cases only Zero cases SOF February 0.00 1

MSSA bacteraemia Trust Attributable cases only Max 4.75 cases per month (57 per year) Local February 11 60

C.diff Trust Attributable cases only Max 7.16 cases per month (86 per year) SOF February 7 77

E.coli Trust Attributable cases only to be determined Local February 11 154

MSSA - infection rate MSSA bacteraemia rate per 100,000 bed days (Public Health England - national rate is 32.8) to be determined SOF 2016/17 33.9

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 February 3 32

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

Incidents Number of finally approved incidents based on incident date Number of incidents Local February 1099 24421

Incidents Percentage of incidents approved within 35 days based on approval date 95% within 35 days Local February 0.8132635

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

Average LOS Elective 4.28 days (Dr Foster) Local Nov-17 to Oct-18 4.35

Average LOS Non Elective 4.63 days (Dr Foster) Local Nov-17 to Oct-18 5.04

C-Section rate Emergency Caesarean section rate as proportion of all births 15.5% SOF February 20.8% 18.3%

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

Patient Falls Number of patient falls Local February 185 3468

Patient Falls Number of inpatient falls against nursing goals 216 per month (2586 per year) Local February 217 2710

Never Events Number of never events Zero SOF February 0 1

VTE VTE Risk Assessment completed as proportion of all inpatient admissions 95% SOF Q1 18/19 95.06%

Dementia Dementia Assessment and Referral 90% SOF Q1 18/19 92.00%

Safety Thermometer Harm free 95% harm free National February 0.907

 A&E 4-hour wait Patients seen within 4 hours 95% SOF February 0.8661848 87.3%

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

Ambulance turnaround Time taken for ambulance handover of patient 100% within 15 minutes National February 0.5676064 54.43%

Ambulance turnaround Time taken for ambulance handover of patient 0% in excess of 30 minutes National February 0.0304948 4.04%

Ambulance turnaround Time taken for ambulance handover of patient 0% in excess of 60 minutes Local February 0.004603 0.39%

Percentage of admitted patients treated within 18 weeks 90% Local February 0.84375

Percentage of non-admitted patients treated within 18 weeks 95% Local February 0.8911137

Percentage of patients on incomplete pathways waiting less than 18 weeks 92% SOF February 0.9253835

52 week waits Actual numbers Zero National February 0 0

6 week diagnostic waiting Percentage of patients seen within 6 weeks 99% SOF February 0.9994455

Number of operations cancelled on the day for non clinical reasons 75 per month Local February 96 940

Number of patients cancelled on the day and not readmitted within 28 days Zero Local February 6 0

Percentage of out-patient appointments cancelled by hospital 7.01% (National figure 2016/17) Local February 0 11.44%

Percentage of out-patient appointments cancelled by patient 6.77% (National figure 2016/17) Local February 0 10.15%

Percentage of new out-patient appointments where patients DNA 7.56% (National figure 2016/17) Local February 0 6.15%

Percentage of follow-up out-patient appointments where patients DNA 7.82% (National figure 2016/17) Local February 0 6.82%

Patient seen within 2 weeks 93% National Q3 19/20 0.95

Breast symptomatic seen within 2 weeks 93% National Q3 19/20 0.934

62 days from referral to treatment (GP referral) 85% SOF Q3 19/20 0.707

62 days from referral to treatment (Cancer Screening Service) 90% SOF Q3 19/20 0.911

31 day first treatment 96% National Q3 19/20 0.929

31 day subsequent treatment  (Surgery) 94% National Q3 19/20 0.884

31 day subsequent treatment  (Radiotherapy) 94% National Q3 19/20 0.941

31 day subsequent treatment  (Drugs) 98% National Q3 19/20 0.999

e-Referral Service Percentage of eligible GP referrals received through ERS 90% Local February 1 94.51%

Ethnic group data collection % valid ethnic group 85% National February 1 89.92%

Elective Inpatient activity Variance from contract schedules On plan Local February -0.41% -1.56%

Non elective inpatient activity Variance from contract schedules On plan Local February 0.41% 0.04%

Deliver The Best Clinical Outcomes

Average Length of Stay (by 

discharges)

Provide Patient Centred Services

18 week waits referral to 

treatment time 

Cancelled Operations

Cancelled Outpatient 

appointments

DNA rate

Cancer Waits 
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New outpatient attendances Variance from contract schedules On plan Local February -0.68% 1.15%

Follow up op attendances Variance from contract schedules On plan Local February 2.18% 2.74%

A&E attendances Variance from contract schedules On plan Local February 0.047655 4.83%

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

Written Complaints Rate Written complaints rate per 10,000 fces Total number upheld SOF 146

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

FFT Recommended Patients recommending STH for A&E treatment 86% National February 0.8811189

FFT Recommended Patients recommending STH for Maternity treatment 95% SOF February 0.9864865

FFT Recommended Patients recommending STH for Community treatment 95% Local February 0.9041714

RTT information completeness 50% National 2017/18 @ Q3 64%

Referral information completeness 50% National 2017/18 @ Q3 100%

Activity information completeness 50% National 2017/18 @ Q3 100%

Day surgery rates Aggregate percentage of all BADS procedures recommended to be treated as day case or outpatient 88% Local February 1 91%

Mixed Sex Accommodation Number of breaches of Mixed Sex Accommodation standard Zero SOF February 0 2

Sickness Absence All days lost as a percentage of those available 4.00% SOF February 0.0443597 4.01%

Appraisals Completed appraisals in last year 90% Local February 0.8962076

Mandatory Training Overall percentage of completed mandatory training 90% Local February 0.9041075

Care Hours per patient day (Registered Nurses) 85% of planned hours or greater Local February 0.896263

Care Hours per patient day (Total) 85% of planned hours or greater Local February 0.9671608

Executive Team turnover to be determined SOF February 0.2857143

Number of leavers as a percentage of total head count (rolliing 12 months) to be determined SOF February 7.9%

Retention Rate 85% February 1

Temporary Staff Proportion of temporary staff to be determined SOF February 9.1%

Under/overspending against Agency Control Total <=0 SOF February -45.17%

Agency and bank spend as a percentage of total pay budget 8% Local February 2.88%

I & E YTD actual I & E surplus/deficit in comparison to YTD plan I & E surplus/deficit >=0 SOF February 0.70%

I & E Margin I & E surplus/deficit as a percentage of total revenue >=0 SOF February 0.90%

Contract performance Contracted Activity performance - variance from plan On plan Local February 1.13%

Efficiency Variance from plan On plan Local February 7.00%

Cash Actual Above profile Local February 30.40%

Liquidity Days of operating costs held in cash or cash equivalents >0 SOF February 7.41

Capital Service Capacity - degree to which the provider's generated income covers its financial obligations >2.5times SOF February 3.18

Expenditure - variance from plan On plan Local February 62.30%

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

Total number of patient accruals to portfolio studies 7373 Regional -Y&H Q3 2018/19 107%

Quality recommendation % staff who would recommend STH to a friend / relative for treatment 69% SOF 2017 0.81

Work recommendation % staff who would recommend STH as a place to work 59% National 2017 0.68

Staff Engagement Staff engagement score 3.83 SOF 2017 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

Agency spend

Safer Staffing

Capital

Month 

Actual 
YTD

Current Data 

Month

Staff Turnover

Employ Caring & Cared for Staff

Community care –information 

completeness

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
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DELIVER THE BEST CLINICAL OUTCOMES 

HSMR 
MSSA   

 

 

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

Key Issues: The HSMR for the period January 18 – December 18 is ‘higher than expected’ 
at 108.1 (103.5-112.9).  An updated benchmark has been applied which has resulted in a 
change to previous values.  Nevertheless, this is a reduction in HSMR from last month which 
was 110.8 (106.1-115.6). 

Key Issues:  During February 2019, the Trust recorded 11 cases of MSSA.   
 

Key Actions: Work continues 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 and co-morbidity.   Remedial action has been implemented 
to resolve any Admission Source inaccuracies currently and in the future. The coding of 
specialist palliative care has been reviewed and the implementation of a monthly report from 
the Palliative Care Service of every patient seen together with a coding check of whether the 
code for specialist palliative care has been entered. An action plan for following up the 
reasons behind the higher crude emergency mortality rate in some diagnosis groups is being 
drawn up in collaboration with the Dr Foster Team for presentation and discussion at 
the  April Mortality Governance Committee.  

Key Actions:   The Trust performance on rates of MSSA bacteraemia are discussed 
by the Infection Prevention and Control Team (IPCT) at the monthly Infection Control 
Operational Group.  The increase seen in cases during February can be explained by 
normal variation.  The plan for implementation of routine decolonisation will be rolled 
out to the appropriate identified clinical areas during March 2019.  The IPCT will 
continue to be vigilant for any sustained increases or unexpected clusters of trust 
attributable MSSA bacteraemia that cannot be explained by normal variation. There is 
no nationally agreed threshold for MSSA and the Director of Infection Prevention and 
Control is in the process of agreeing the methodology for agreeing the 2019/20 
threshold. 
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INCIDENTS 

(% Approved Within 35 Days)  
SAFETY THERMOMETER 

(Harm Free) 

  

Lead:    David Hughes, Medical Director   Timescale:  March 2019 Lead:   David Hughes, Medical Director   Timescale: Ongoing 

Key Issues:    Performance continues to exceed 80% in February 2019. 
Key Issues: Data Accuracy 
 

Key Actions: Directorates continue to be provided with monthly performance reports to 
assist them in monitoring their own performance and developing improvement plans. The 
reports continue to be presented and discussed at the two Safety and Risk Committees, 
enabling focussed discussion on key issues including performance against the 35 day 
target. 
The Trust Incident Management Policy is due for review and a small working group has 
been established to consider the amendments and updates required, with the first 
meeting planned for 15 April 2019.  Discussions will include review of the stages and 
processes currently required to see an incident through from reporting to approval and 
closure and engagement of all stakeholders will be key. This work will include review of 
the effectiveness of actions identified and implemented following the detailed internal 
audit of compliance with the 35 day approval target.  
   
 

Key Actions:   All wards are fully compliant with submitting their Safety Thermometer 
surveys and generally over 95% of the surveys submitted are being validated each month. 
Discussions and planning are on-going with regards to developing a robust automated data 
collection process as an alternative to the current manual process. 
 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

% Incidents approved within 35 days Target

87.00%

88.00%

89.00%

90.00%

91.00%

92.00%

93.00%

94.00%

95.00%

96.00%

% Harm Free Target



 

12 

 

 
E                                                                                   
 

 

NON-ELECTIVE LENGTH OF STAY 

(Average LOS Non Elective) 

ELECTIVE LENGTH OF STAY 

(Average LOS Elective) 

  

Lead:   David Hughes, Medical Director Timescale:  Ongoing Lead:   David Hughes, Medical Director Timescale:  March 2019 

Key Issues:   The average non-elective length of stay for the year ending October 2018 
was 5.04 days, which is above the Dr Foster benchmark of 4.63. 
 

Key Issues:   The average elective length of stay for the year ending October 2018 was 
4.35 days, which is above the Dr Foster benchmark of 4.28. 
 

Key Actions:  The Flow working group and Flow Operational Group have now 
established regular meetings and use key metrics including length of stay data and 
delayed transfer of care data, to support wards and directorates to reduce the number of 
long stay patients and delays in the completion of key actions for discharge. This group 
enables regular monitoring of the emergency pathway position and provide leadership for 
operational teams, and will continue to review process metrics to ensure that non-elective 
pathways are being delivered effectively.  Discussions with Dr Foster have identified 
issues with the rolling average methodology.  Led by the newly established Flow 
Overview Group a review of the reported LoS is being undertaken. 
 

Key Actions:   Work continues to ensure optimum length of stay is achieved where 
possible for elective surgery and connect to the SAFER principles, Red to Green, learning 
from the improvements across emergency care. A trial of pharmacy input in Pre-operative 
Assessment the Theatre Admissions Unit has identified opportunities to reduce post-
operative delays for elective surgical patients and this work is being taken forward through 
the Seamless Surgery Board. A planned trial of a level 1a unit in recovery is being trialled 
in March 2019 to reduce unnecessary admissions to critical care, and reduce the potential 
for delays or cancellations for elective surgery due to a lack of critical care capacity  
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18 WEEKS RTT 
 % of Non-Admitted Patients Treated within 18 Weeks 

18 WEEKS RTT 
 % of 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 non-admitted patients treated within 18 weeks in 
February was 89.111% compared to 90.21% in January. 

Key Issues: The percentage of admitted patients treated within 18 weeks in February was 
84.38% compared to 83.33% in January. 
 

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. 

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. 
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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 February was 86.62% against a local trajectory of 88.7%. This is compared to 
84.11% in January. 

Key Issues: The percentage of ambulance handovers completed within 15 minutes in 
February was 56.76% compared to 57.60% in January and 58.27% in December. The 
percentage of handovers that took longer than 30 minutes was 3.05% compared to 2.12% 
in January and 2.44% in December. 

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.  There is a departmental focus on reduction of non-admitted breaches. 

Key Actions: Work continues with the Yorkshire Ambulance Service to reduce 
conveyance rate and improve data quality. 
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CANCELLED OPERATIONS 

(Number of 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 Operating Officer Timescale: March 2019 

Key Issues: In February,96 patients had their operation cancelled on the day for non-
clinical reasons against a threshold of 75. 

Key Issues: In February, there were 6 operations that were cancelled on the day for non-
clinical reasons and not redated within 28 days. All 6 patients have now been admitted for 
surgery. 
 

Key Actions: As part of the seamless surgery work, all Care Groups have been asked to 
carry out detailed root cause analysis into on the day cancellation reasons and a support 
tool has been developed to allow trends and themes to be identified and improvements 
embedded into future practice. 
The On-day cancellation policy is currently being reviewed and is due for re-issue in the 
Spring.  It will include specific revisions regarding cancellations of activity undertaken 
outside of a theatre setting. 
 
 

Key Actions: Daily monitoring is in place to ensure that those patients who have been 
cancelled on the day are dated as soon as possible.  
The revised On-day cancellation policy will include a process for escalating patients who 
have been previously cancelled and are being rescheduled beyond 28days. 
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CANCELLED OUTPATIENT APPOINTMENTS  
(% of Outpatient Appointments Cancelled by Patient) 

 

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

 
 

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

Key Issues: The percentage of outpatient appointments cancelled by the patient in 
February was 10.48%. 
 

Key Issues: The percentage of outpatient appointments cancelled by the hospital in 
February was 11.63%. 

Key Actions:. The roll out of the patient booking hub will increase patient engagement in 
selecting an appointment date which is mutually convenient and less likely to be 
cancelled. 
 
 

Key Actions: Work continues to reduce ‘cancellations by hospital’. These can occur for a 

number of reasons; Clinic staff sickness, annual leave approval inside 6 weeks, clinics filled 
over 6 weeks ahead of being cancelled due to leave requests, and reallocation of medical 
staff to cover on call or theatre. Over the next 12 months a review will be undertaken of the 
clinics where patients are being booked in over 6 weeks and a challenge made of the these 
practices. In addition it is suggested that requests for annual leave under 6 weeks require the 
approval of the Operations Director for the directorate affected so they are aware of the 
extent to which such requests are causing cancellations by hospital.  
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                                                                                                                                                                                      SPEND PUBLIC MONEY WISELY   
                                                                           

FFT RECOMMENDED - COMMUNITY SERVICES 

 

CAPITAL 

(Expenditure - Variance from Plan)                                                      

 
 

Lead: Chris Morley, Chief Nurse Timescale: March 2019 Lead: Neil Priestley, Director of Finance Timescale: March 2019 

Key Issues: The FFT score for Community in February was 91% which is less than the 
internal target of 95%. 

Key Issues:  During February, capital expenditure was £21,775k against a plan of £34,931k, 
which is an under-spend of £13,156k. This is due to slippage on a number of capital schemes 
and is being managed through the Capital Investment Team (CIT) 
  

Key Actions: The recommended score for Community continues to be below the Trust’s 
target of 95%. In response to the two patient experience deep dives that community have 
undertaken, the patient experience committee plan to review the targets for community 
FFT in the March 2019 meeting.  Teams in Community Services always review their FFT 
feedback monthly and try to make improvements based on FFT comments, alongside 
other patient experience feedback sources.    Response rates have also been 
consistently above the response rate target of 12.5% at 13% since October 2018. 
 
 

Key Actions: Specific schemes have been re-profiled to new dates. 
Further slippage risk on the capital programme identified as part of Quarter 3 update is likely 
to materialise in the last quarter of the financial year 
 
 

 

70.00%

75.00%

80.00%

85.00%

90.00%

95.00%

100.00%

Performance Target

-60.00%

-50.00%

-40.00%

-30.00%

-20.00%

-10.00%

0.00%

Variance from plan



 

18 

 

 
 
 

                      EMPLOY CARING & CARED FOR STAFF 
                                                                                              

                                                                                 

 

 

 

 

   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

       

SICKNESS ABSENCE 

 

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

Key Issues:  The monthly sickness absence figure is 4.44%.     
 

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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APPENDIX 1: DEEP DIVE – LENGTH OF STAY 
 

1. Introduction 
 

This deep dive report summarises: 
 
- The improvement work for length of stay (LOS) over the past 12 months 
- Performance against key LOS metrics 
- Current programme of work and improvement case studies 
- The governance structure for managing and improving flow at STH 
- The programme of work for the next 12 months 
 
 
2. Why Length of Stay is important  

 
a. For patients 

i. Less time out of their usual place of residence 
ii. Less deconditioning 
iii. Reduced risk of complications of hospitalisation e.g. hospital-acquired infections 
iv. improved communication and planning of care, supported by consistent processes has been shown to have a positive impact on patient experience 

b. For the trust 
i. Improved capacity (beds and staff time) 
ii. Reduced costs 

  
3. Summary of improvement work over the past 12 months 

 

 The focus has been on improving pathways from admission to the point the patient is medically fit for discharge 

 removing any delays/unnecessary delays within this pathway 

 reducing and the length of time patients wait for discharge once they are medically fi 

 operational focus on the planned discharge date for patients. 
 
10 SAFER Principles 
 
(SAFER - Senior medical review, All patients having a planned discharge date, Flow of patients beginning Early in the day, and all patients with a long length of stay 
being frequently Reviewed)  
 
For internal flow, the Sheffield SAFER Flow 10 principles have been developed by Excellent Emergency Care (EEC) based on national best practice and local learning 
from wards at STH and drawing from best practise evidence from other organisations. The 10 principles are listed below. 
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The improvement work over the last year has focussed on: 
 

- Front door improvements led by the Acute and Emergency Medicine Perfect Pathways Programme with continued focus on flow from A&E to assessment units  
- Building on work from the previous 12 months, further development of the SAFER dashboard has enabled teams to access real-time information about patient 

discharge dates, admissions and bed numbers via the electronic whiteboards enabling Matrons and the Patient Flow Team to manage capacity and demand.  
- Use of a maturity matrix to describe the essential elements of a good Board Round to enable wards to self-assess and improve their Board Round practice to 

ensure every patient has ‘a plan and it happens’. 
- Continued work with Combined Community and Acute (CCA) and Medicine and Pharmacy Services (MAPS) wards to embed and sustain effective board 

rounds which are standardised across 15 of the 16 highest delayed transfers of care (DTOC) wards.   
- A continued focus “Why not home. Why not today?” This has led to the further development of Red2Green and its implementation within CCA, MAPS and 

testing with three wards within the Musculoskeletal (MSK) care group. 
- Development of the eWhiteboards as a “portal” for tracking patient’s length of stay and fit for discharge 

 
With regards to post medically fit for discharge, the Trust is a partner in the Sheffield Delayed Transfer of Care Programme (‘Why not home? Why not today?) aiming 
to enable more people to leave hospital immediately on the day that they are medically optimised and enable a greater proportion of people being able to return safely 
to their own home (this work is reported to the Board in a separate deep dive report).   
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4. Performance against key LOS metrics 
 
Average non elective LOS 
Overall the average non-elective LOS for the Trust has been above the Dr Foster benchmark for some time as reported through the IPR.  For the period December 
2017 to November 2018 the average non elective length of stay is 5.03 days against the target from Dr. Foster of 4.93 days.   
 
Average elective length of stay 
Elective length of stay has increased in the past 12 month and is 4.41 days. This is slightly above the Dr Foster target of around 3.99 days.   
 
Length of stay data from Sheffield Teaching Hospitals for the period of the 1st April 2018 to the 1st March 2019 (without the benchmarked Dr. Foster data) illustrates 
length of stay for both Elective and Non Elective has not changed significantly during the subsequent period. The data for the graph below is taken from actual trust 
data which is a more comprehensive when compared to Dr. Foster. Dr Foster data has some spells excluded due to data quality issues, hence the variation in the two 
data sets. 
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Model hospital data also suggests that there is some improvement opportunity for elective length of stay in comparison to Shelford Peers (where the average is just 
under 4 days) as shown below. 
 
Average length of stay for elective admissions compared to Shelford group   
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Short stay emergency/unplanned admissions 0-1 days 
 
The data below suggest that there is an opportunity to discharge a greater proportion of non-elective patients in less than 24 hours.  On average 45% of emergency 
admissions to the Trust have a LOS of 0-1 days which benchmarks similarly to the Shelford Group.  The national average is 52%.  Development of ambulatory 
emergency pathways has been demonstrated in other Trusts to have an impact on ensuring only patients that need to be in hospital are admitted.  
 
% emergency admissions with LOS 1 or 2 days, national distribution. (source: Model Hospital):  
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% emergency admissions with LOS of 0 or 1 day compared to Shelford peer (source: Model Hospital): 
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“Stranded patients” - Specialty general admissions to base wards with LOS > 6 days  
  
The percentage of bed days taken up by emergency patients staying more than 6 days in the Trust is 79.78% (Quartile 4 – Highest 25%)  
 
This has started to show signs of improvement but remains above the national and Shelford group averages. 
 
% of patients with a LOS > 6 days (source Model Hospital): 
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“Super-stranded patients” - Patients with a 21 day+ Length of stay: 
 
Work to reduce the number of “super-stranded” patients has been on-going with a focus by the end December to reduce the number of patients with a length of stay 
above 21 days by 26%.  
 
The data on the NHSE/I dashboard provides data up to end January 2019. Graph G demonstrates STH progress on this metric. At present STH data demonstrates a 
reduction of 19% compared to the National average improvement of 11% which can be seen in the following two graphs:  
 
Sheffield Teaching Hospitals performance for % occupied beds with patients who have LOS >21 days 

  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

NHSE/I National Dashboard Data for % occupied beds with patients who have LOS >21 days 
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Reportable Delayed Transfers of Care 
A reportable delayed transfer of care is a patient who’s hospital care is complete (they are medically fit for discharge) but are awaiting a package of care or adaptation 
at home, or access to a step-down bed, before they can be discharged.   The Trust reports the number of ‘delayed DTOC (delayed transfer of care) days’ to NHS 
England retrospectively each month as shown below:  
 
NHSE Reportable delays: 

  
 
STH E-Whiteboard data provides a larger dataset and shows a trend of reducing delayed days since October 18, opposite to the equivalent period in 2017/18. 
 
Total delayed days recorded by STH between April 2017 – December 2018: 
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The December 2018 data shows month-on-month improvement since October 2018 but volumes of delayed days remain above the NHS England target of 3.5% 
(maximum) of beds being occupied by DTOCs. Work continues operationally across health and social care partners in order to reduce the hospital delays for patients.  
Last winter saw a significant increase in delays which has not been mirrored this year with a number of weeks below the NHS England target of 3.5% (maximum) of 
beds being occupied by DTOCs as show below: 
 
Reportable and Non-Reportable Delayed Patients.  Weekly Snapshot March 2018 – February 2019: 
 

 
 
Whilst reportable DTOCs have shown considerable improvement, non-reportable DTOCs have remained consistent. 
 

5.   Development priorities for this year 
 

a. Development of an ambulatory emergency service  
 

b. Development of single assessment.  
 

c. Flow Oversight Group to establish a Trust-wide dashboard to monitor performance of length of stay and across five agreed indicators of the SAFER model 
 
d. Continuation of pilot of Red2Green (see below) 
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Improvement Case Study: Sheffield Frailty Assessment Unit: 

The Sheffield Frailty Unit (SFU) opened in December 2017 with additional flexible capacity provided by a new chair assessment area.  The SFU has maintained regular 
improvement meetings and has continued to focus on the standardisation of the assessment process. Improvements have included the standardisation of twice daily 
huddles, improvements to the bloods process, and work to increase the use of the Ambulatory Assessment area.  
 
 Headlines for this improvement work include: 

 
• The number of patients being discharged directly from the Frailty Unit has increased 
• The length of stay on the Frailty unit for patients being directly discharged and transferred to base wards has decreased by 5hrs and 4hrs respectively  
• All patients receive a comprehensive geriatric assessment and Multidisciplinary review supported by twice daily huddles which are now standardised 
• Increased use of the flexible capacity provided by a new chair assessment area open from 8am to 10pm to meet demand. 
• Service improvements made to standardise assessment, working collaboratively with the emergency department, and enhanced working with the geriatric base 

wards have been an important factor.  
 

 
 

 
Length of Stay data (Transfers): Multiple iterative improvements on Sheffield Frailty Assessment unit with reductions in LOS for transfers demonstrate a reduction to 
Length of stay for patients transferred to other wards of 6.4hrs on average. This has been sustained since January 2017 
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Red2Green: A pilot of red2green days on 3 wards commenced in April 2018 to understand better what these days are in the Trust. The daily Board Round is essential 
to be able to identify waits and ensure they are effectively managed by the team or escalated within the hospital for resolution. Key questions are:  Why does this 
patient need to remain in hospital? • What is being done and by whom to get this patient home?  What could have been done in the first few days to prevent this patient 
becoming ‘stranded’? 
A number of Trusts in the country have adopted the Red2Green approach to ensure that patient related tasks happen in a timely way on the ward.  Three wards are 
tested the approach during April 2018, the spread of this work has continued to wards across GSM, and MAPS specialities. 

17 Wards are using red2green daily: 

4 Geriatric Wards,  

8 Medicine Wards (4 Respiratory, 2 Diabetes and Endocrine, 2 Gastroenterology),  

5 Head and Neck Wards (2 Neurosurgery, 2 Neurology (HASU), 1 ENT) 

3 MSK wards are currently applying the approach in a surgical context. This work commenced in January 2019 and is currently ongoing, with initial learning 
demonstrating opportunities for development of Board Rounds with increased involvement from surgical teams at the daily board rounds and further 
standardisation of the board round itself to align this process to reflect the earlier learning from GSM and MAPS wards.  

 
Ward based consultant models have been applied in other trusts in response to the variation in the levels of consultant input, and care receive changes in the 
consultant rota were made to provide daily senior review and decision making on the wards. 
 
Board Rounds: 
All admitting medical wards achieved a ‘gold’ level board round in 2018.  Geriatric and Stroke Medicine have standardised their approach to delivery of daily board 
rounds as part of their improvement programme supported by Organisational development.  The learning from these teams will be has been used to develop a 
standard operating procedure, in conjunction with Clinical Operations, to spread to all wards in the Trust.  Work commenced with the communications team in January 
2019 to provide support for development of a consistent communications approach to enable wider spread of Board Round principles.  
 
Improvement Case Study: Board Rounds and Red2Green: Summary of Initial Learning from Pilot 

Organisational Development has worked with Ward teams to develop the application of Red2Green within Sheffield Teaching Hospitals. The purpose of the 
Red2Green tool is to make visible what a patient is waiting for on the journey through the hospital from the point of admission through to the point of discharge. The 
tool focuses the team on identifying what patients are waiting for TODAY that is necessary to progress their care.  By the multidisciplinary team discussing red2green 
at key times in the day and recording the delays, for example, decisions and diagnostics, it provides focus on the day’s tasks, escalates for action if delays are out of 
their immediate control and provides data to focus their improvement efforts to improve patient experience. 
 
Headlines for this improvement work: 
 

• Early results demonstrated a significant reduction in the weekly average length of stay on two pilot wards, diabetes & endocrine and geriatric medicine by 3.3 
and 5.6 days, respectively. 

• A clear co-designed process at board round and check-in, this has continued beyond the pilot. 
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• E-whiteboard developed to support red2green and supporting electronic data on common reasons for delay to drive service improvements.  
• All Geriatric and Medicine wards were sustaining the use of Red2Green in December 2019  
• Development of the Red2Green dashboard has provided additional data on internal delays allowing teams to identify key internal processes that could be 

improved to maintain a focus on reducing length of stay and discharge delays. 
 

6.  Governance structure for managing and improving flow at STH 
 

Length of stay is one indicator of flow through STH, and where optimum length of stay is achieved for patients, this is supported by effective systems that support 
patient flow at all stages from admission to discharge. Flow at STH is governed through the Finance, Performance and Workforce Committee (a sub-committee of the 
STHFT Board).  
 
The newly formed Flow Overview Group (FOG) oversees the performance of the organisation and directorates against the Trust Length of Stay targets, the 4 hour 
standard and metrics which underpin roll-out of the SAFER standards. FOG reports to the Finance, Performance and Workforce Committee through a report given by 
the Chief Operating Officer detailing key workstreams, actions and risks. 
 
The table below demonstrates the six key metrics for flow under the safer headings and the creation of a dashboard which reflects the metrics is under construction.  

  
 
At FOG there is a rolling presentation from Directorate Executive Teams (with inpatient wards) on the 6 
metrics to describe current performance, achievements the team are proud of, future challenges and 
risks for discussion, support and resolution. FOG is supported by the Flow Working Group (FWG). The 
role of FWG is a small focused group who have oversight and discussion of the 6 metrics and share 
learning from individual directorates on improvements made. FWG is also able to undertake deep dives 
into items prompted by FOG and in turn escalate concerns to FOG. This Governance structure enables 
alignment of key operational performance metrics, spread of improvement and the focus on ensuring we 
enable an optimum hospital stay for our patients.  
 
7.   Programme of work for the next 12 months 
 
The improvement priorities for 19/20 that will help enable reductions in length of stay area as follows: 
 

- Sustaining effective Board Rounds which incorporate Red2Green on the existing 16 DTOC wards 
and effective use of the data the Red2Green system produces to enable focused improvement work in 
clinical areas. This will include continued support for teams in the analysis and use of both system and 
ward level data to highlight opportunities for improvement at all levels within the organisation.  
 
- Continued development and simplification of Board Round and Red2Green information to enable 
and support and enable spread of Board Rounds and Red2Green beyond GSM and MAPS into elective 

specialities based on the initial learning described by the MSK pilot 
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- Continuing work ensuring that patients get to a senior decision maker at the earliest opportunity and a plan. Single clerking ‘write it once (but check it many times)’ 
improves safety, reduce duplication for staff and patients, and potentially could improve flow and productivity. Ultimately it should be better for training and job 
satisfaction. 

 

- The EEC board will continue working collaboratively with Acute and Emergency Medicine to support development of clear standards for all assessment units with 
visible metrics e.g. time to clerking, senior review and access to diagnostics and to develop an ambulatory emergency medical service  - in a fit for purpose area 
 

- Engaging the wider organisation to ensure the 10 SAFER principles are implemented consistently across the Trust to ensure every patient has a plan that 
happens, and ensure connectivity between the ward based transformational work, the DTOC programme and the 4 hour target supported by simplified metrics  

 
- Work continues to ensure optimum length of stay is achieved where possible for elective surgery. The Systematic Approach to Financial Improvement (SAFI) has 

identified opportunities for increased day case rates and use of day case theatres for General Surgery, to enable a reduction in one night stay admissions, and 
ensure day case procedures are carried out where possible.  

 
- A trial of pharmacy input in Pre-operative Assessment and the Theatre Admissions Unit has identified opportunities to reduce post-operative delays for elective 

surgical patients and this work is being taken forward through the Seamless Surgery Board. 
 

- Urology are undertaking work on the prostate pathway, integrating a second surgical robot into the service, enabling minimally invasive surgery for all patients and 
optimum recovery. 

 
- A planned trial is underway of a level 1a unit in recovery to reduce unnecessary admissions to critical care, and reduce the potential for delays or cancellations for 

elective surgery due to a lack of critical care capacity. The trial began in March over 3 weeks for 2 nights (Wednesday & Thursday as these have greatest demand 
on critical care).  Data on the impact in reduced cancellations, reduction in delays to starting surgery, adherence to the peri-operative plan and impact on on-the-
day operational processes will be reviewed. Flow out of the unit onto the ward or even directly home will be required to fully realise benefits and links with the 
ongoing focus on improving organisational flow in other workstreams described. 

 
8. Summary  
 
Length of stay is important for patients and for STH.   
 
Tracking performance of LOS identifies the improvement that continues to take place across elective and non-elective pathways and the areas where further focus is 
required. 
 
The development of the Flow Overview Group (FOG), underpinned by ongoing improvement work, will ensure that pathways are continuously improved and LOS 
safely reduced. 
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APPENDIX 2: DIRECTORATES DASHBOARD  

 

Indicator Measure
Diab & 

Endo

Emerg 

Med
Gastro Pharm

Resp 

Med

Integ 

Comm 

Care

GSM

Prim 

Care & 

Int/Serv

Therap & 

Pall Care
CCDS ENT Neuro Ophthal

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

MSSA bacteraemia Actual numbers 5 2 6 9 0 0 0 4

C Diff Actual numbers 6 2 6 19 1 0 4 5

Serious Incidents Approved SI Report submitted within timescales 0 6 0 0 0 1 0 0 0 0 0 0 0

Serious Incidents Number of serious incidents (SI) 1 6 0 0 1 3 2 0 0 0 0 2 0

Incidents  Number of finally approved incidents based on incident date 17 257 19 15 45 33 128 20 7 21 4 23 3

Incidents  Percentage of incidents approved within 35 days based on approval date 0.7735849 0.9158576 0.78947368 0.85 0.8846154 0.7113402 0.7683824 0.8032787 0.7241379 0.9375 0.55 0.7222222 0.7

Average LOS Elective in days against Dr Foster expected -4.95 -2.54 -0.86 -0.39 30.47 11.43 1.36 1.04 -2.31 -0.59

Average LOS Non Elective in days against Dr Foster expected 1.07 -2.51 0.81 1.20 3.17 15.12 -0.97 -0.07 0.07 0.24

Patient Falls Number of inpatient falls against nursing goals 208 168 22

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

Percentage of admitted patients treated within 18 weeks (90%) 97.10% 100.00% 100.00% 79.14% 86.00% 95.10% 73.23%

Percentage of non-admitted patients treated within 18 weeks (95%) 99.41% 95.74% 98.67% 97.06% 100.00% 64.46% 96.99% 66.44% 92.19%

Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 100.00% 100.00% 98.65% 99.14% 99.24% 90.00% 85.55% 95.81% 88.99% 94.97%

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% 97.45% 100.00% 100.00%

Number of operations cancelled on the day for non clinical reasons 58 21 37 74

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

Percentage of out-patient appointments cancelled by hospital 5.61% 1.18% 11.52% 10.86% 13.27% 6.25% 13.08% 12.06% 16.83% 7.24%

Percentage of out-patient appointments cancelled by patient 10.47% 0.17% 9.50% 12.60% 15.72% 10.77% 14.28% 12.09% 12.21% 11.67%

Percentage of new out-patient appointments where patients DNA 7.85% 9.50% 12.26% 11.61% 7.86% 9.21% 5.42% 11.71% 5.63%

Percentage of follow-up out-patient appointments where patients DNA 7.89% 6.52% 7.21% 8.79% 7.36% 10.61% 7.61% 11.90% 4.45%

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 99.31% 97.46% 98.18% 98.18% 98.23% 96.39% 100.00% 96.07%

Ethnic group data collection % valid ethnic group (85%) 95.58% 92.41% 88.75% 94.48% 95.47% 98.15% 89.14% 89.59% 89.45% 90.58%

Elective Inpatient activity Variance from contract schedules -2.36% -100.00% -0.65% -3.16% 12.00% -6.61% -2.77% -11.20%

Non elective inpatient activity Variance from contract schedules -0.96% 2.96% 1.16% 0.95% 9.69% -26.32% 4.52% 12.44% 2.75% 25.03%

New outpatient attendances Variance from contract schedules 17.05% -4.22% -0.20% -12.71% 13.83% -1.77% -0.88%

Follow up op attendances Variance from contract schedules 12.54% -83.36% 5.39% 20.46% 4.59% -5.76% -8.13% 11.75% 7.84% 4.78%

Complaints Percentage of complaints answered within 25 working days 84% 86% 92% 100% 97% 100% 99% 100% 92% 100% 100% 99% 100%

FFT Recommended  Patients recommending STH for treatment 100.00% 96.71% 94.49% 97.01% 92.37% 100.00% 91.38% 98.05%

Day surgery rates BADS - day surgery rates 0 78 -6 -14 609 -4 1

Mixed Sex Accommodation Number of breaches of Mixed Sex Accommodation standard 0 0 0 2 0 0 0 0 0 0

Sickness Absence All days lost as a percentage of those available 4.59% 3.62% 2.84% 4.01% 3.52% 4.24% 4.72% 4.77% 3.05% 4.49% 5.50% 3.09% 4.42%

Appraisals  Completed appraisal in last year 92.15% 92.94% 88.19% 91.94% 85.42% 88.48% 87.42% 93.79% 91.15% 95.05% 91.38% 84.96% 92.47%

Mandatory Training  Overall percentage of completed mandatory training 87.54% 81.48% 89.67% 98.47% 88.51% 88.87% 84.98% 93.67% 96.07% 83.35% 91.89% 88.42% 93.62%

Agency spend Agency and bank spend as a percentage of total pay budget 8.36% 5.91% 5.31% 0.34% 8.04% 3.24% 9.91% 0.39% 1.01% 0.12% 5.42% 1.79% 2.90%

I & E Variance from plan -3.87% -0.81% 11.75% 1.49% -5.37% 0.42% 4.96% -1.25% -0.86% 1.62% 7.47% -4.55% 4.01%

Contract performance Variance from plan -3.44% 1.22% -4.02% 37.96% 0.09% 0.01% -14.54% 12.56% 0.21% -0.88% 6.29% 0.51% -1.93%

Productivity & Efficiency Variance from plan 5.13% 82.46% -70.33% 11.80% 51.35% -28.13% -75.65% 0.85% 1.76% -78.83% -7.28% 31.37% -24.10%

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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