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REPORT TO THE BOARD OF DIRECTORS 
 

Subject: Integrated Performance Report 

Supporting Directors: Kirsten Major, Deputy Chief Executive; Neil Priestley, Director of Finance; Hilary Chapman, Chief Nurse; Mark Gwilliam, Director 

of Human Resources and Staff Development; David Throssell, 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 May 2018. 

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: 11 July  2018 9 July 2018 31 July 2018 

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 has been 1 case of Trust assigned MRSA bacteraemia recorded for the month of May.  The year to date total is 1 case. 

  There were 2 Trust attributable cases of MSSA bacteraemia recorded in May. The year to date total is 6 cases against an internal threshold of 9.5 cases.  

 The Trust recorded 5 cases of C.diff in May. The year to date performance is 6 cases against an internal threshold of 13 cases and an NHS Improvement 
threshold of 14 cases.   

 Hospital standardised mortality ratio is within the ‘as expected’ range. 

 There were no never events reported in May. 

 74.25% 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 was less than the Dr Foster threshold. 

 The standard in the safety thermometer was 92.63% in May against a target of 95.0% 
 

Summary of the Healthcare Governance Committee meeting held on 14 May 2018 

 The CQC Compliance report was presented. It was noted that the draft report following the Local System Review had been received and partners from 
across the system had submitted comments in relation to points of factual accuracy. The final report was due to be published in May/June. Preparatory 
work for the provider inspection continued including updating core services summary sheets. The schedule for the Trust’s well-led review was being 
finalised.   

 The CQC Insight Report was presented and it was noted that over the past quarter 200 metrics had been updated.  A deep dive into the Intensive Care 
National Audit and Research Centre audit was presented. Results in the 2016-17 data, which were published in the March 2018 Insight report, were all 
‘much better than expected’, ‘better than expected’ or ‘within expected limits’.  

 An update on progress against the outstanding Urgent and Emergency Care actions within the CQC action plan was presented, incorporating corporate 
workstreams along with directorate programmes of work.     

 The Serious Incident report was presented. Four new serious incidents were reported and none were closed. Five incidents were subject to on-going 
investigations. 

 The Medical Equipment Management Annual Report was presented. The Medical Devices Management Group delivered the 2017/18 medical equipment 
replacement programme and it was noted that the £3.2million capital programme had been managed and a programme for 2018/19 drafted.  

 An update was presented on the Sign up to Safety workstreams, including management of the ‘at risk’ patient. The sustained reduction in the number of 
ward-based cardiac arrests was highlighted along with the on-going programme of education and training in relation to sepsis. It was noted that the Trust 
would need to transfer to NEWS2 by March 2019.   

 The Emergency Preparedness annual report was presented and it was noted that during 2017/18 the Emergency Planning Team had assisted with the 
planning for 40 business continuity interruptions and 14 unplanned incidents. The Trust’s Major Incident Plan and associated Action Cards had been 
reviewed and a Strategic Task and Finish Group had been established in July 2017 to consider findings following national events.   

 The DNACPR audit report was presented. The audit highlighted a significant improvement in scores since the previous (2016) audit in relation to DNACPR 
forms being fully completed. The mean time between DNACPR decision and patient death was 42 days, which suggested that timely advance care 
planning was being undertaken. 

 The 2017/18 Q4 Integrated Risk and Assurance Report was presented. Two risks had a current score of 20.  All risk scores remained unchanged except 
two which showed a positive downward trend. 

 
PROVIDING PATIENT CENTRED SERVICES 
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 Complaints – 91% of complaints met the agreed response timeframe.   

 FFT score inpatient – the score for May was 97% which is above the internal target of 95%.  

 FFT score A&E – the score for May was on target at 86%. 

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

 FFT score maternity– the score for May was 96% which is above the internal target of 95%. 

 Mixed sex accommodation – the Trust reported 0 breaches in May.  The national standard is 0.  

 Referrals received during May 2018 were above the baseline level included in the Trust’s plan 

 New outpatient activity for May 2018 was 4.7% above the contract target. For the year to date, performance is 6.2% over target. 

 Follow up outpatient activity for May 2018 was 1.7% above the contract target.  For the year to date, performance is 1.0% above target. 

 Accident and Emergency activity was over target (7.2%) in May 2018 and is 4.5% over target for the year to date.  

 Elective activity for May 2018 was 0.4% below the contract target and is 1.7% below target for the year to date.   

 Non-elective activity for May 2018 was 0.3% below the contract target and is 1.0% over target for the year to date.  

 The average number of patients who had a delayed transfer of care in May was 75, compared to 99 in April. 

 57 operations were cancelled on the day for non-clinical reasons in May, compared to 99 in April. 

 2 patients who had operations cancelled on the day of admission for non-clinical reasons were not readmitted within 28 days. These patients have now 
received treatment. 

 In May 2018 89.0% of patients attending A&E were seen within 4 hours compared to the Provider Sustainability Fund agreed trajectory of 90.0% and the 
national target of 95%.  

 47.87% of ambulance handovers occurred within 15 minutes, compared to 55.37% in May. 6.72% of ambulance handovers took more than 30 minutes. 

 The percentage of patients who had been waiting less than 18 weeks for their treatment at the end of May was 95.44% which is better than the national target 
(92%).  The percentage of patients who received treatment in May and had waited less than 18 weeks was 86.05% for admitted patients (local target 90%) and 
94.21% for non-admitted patients (local target 95%). 

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

 At the end of May the percentage of patients waiting less than 6 weeks for their diagnostic test was 97.38% which is below the target of 99%. Action plans to 
address the national and local issues, regarding this current performance, are progressing well. 

 The percentage of outpatient appointments cancelled by the hospital and cancelled by patients, remains higher than the national bench mark. 

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

 The cancer waiting time targets were achieved for Q4 of 2017/18 apart from the 62 days from referral to treatment (GP referral), 31 days from decision to treat 
to treatment and 62 day cancer screening target.                                                                                                                                                                          
With regard to 62 day referral to treatment, STH performance for non-shared pathways in Q4 is 87.6% (threshold 85%).The performance for Q4 2017/18 is 
80.9% without reflecting the new Breach Allocation Guidance and reallocations (threshold 85%). For Q1 2018/19, the STH position (as at 22 June 18) is 85.6% 
for non-shared pathways and 78.1% without reflecting the new guidance.                                                                                                                         
With regard to 31 days from decision to treat, STH performance for Q4 is 95.9% (threshold 96%).  For Q1 2018/19, the STH position (as at 22 June  18) is 
94.8%                                                                                                                                                                                                                                             
With regard to the 62 day cancer screening target, STH performance for non-shared pathways in Q4 is 88.5% (threshold 90%).The performance for Q4 2017/18 
is 84.8% without reflecting the new Breach Allocation Guidance and reallocations (threshold 90%).  For Q1 2018/19, the STH position (as at 22 June 18) is 
92.1% for non-shared pathways and 91.5% without reflecting the new guidance. 

 The percentage of referrals received from GPs through the e-Referrals Service in May was 88.12%.  
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EMPLOYING CARING AND CARED FOR STAFF 

 Sickness absence in May was below the target (4.0%) at 3.57%.  

 Short term absence has decreased from 1.54% in April to 1.40% in May. 

 Long term absence has increased from 1.99 % in April to 2.17% in May.   

 For the period June17 to May18, the Trust has achieved the 90% target for the number of appraisals which have been carried out. 

 For the period June 17 to May 18, compliance levels for mandatory training are at 89.13% against a 90% target.   

 The staff group with the lowest turnover rates for May was for Healthcare Scientists (4.96%) and the staff group with the highest turnover was Administrative 
and Clerical roles (9.38%). 

 The proportion of temporary staff has increased slightly from 9.07% to 9.14%.  

 Retention figures for the Trust are at 87.9% which is above the target of 85%.   

 The current staff engagement score is 3.83 which is higher than the national average of 3.78  for all Combined Acute and Community Trusts 

 Safer staffing – overall, the actual fill rate for day shifts for registered nurses was 92.3% and for other care staff against the planned levels was 113.7%.  At 
night these fill rates were 91.7% for registered nurses and 128.3% for other care staff.  In any instances where the fill rate fell below 85% the reasons for this 
have been explored in detail at the Healthcare Governance Committee.  

 
SPEND PUBLIC MONEY WISELY   

 The Month 2 position shows a £1,109.8k (0.7%) deficit against the Financial Plan. Whilst in percentage terms this is an improvement on the Month 1 position, it 
still represents a slightly disappointing start to the year. 

 There was a cumulative activity under-performance of £0.3m to the end of May which is an improvement on the April position. There remains a high level of 
uncoded spells for which estimated values have been used. 

 There was an overspend of £1.0m (1.0%) to the end of May, although Bank & Agency costs were £0.75m below the May 2017 level. Medical staffing remains 
the main pressure area. 

 There was a £0.4m under delivery against efficiency plans for year to date. 

 Overall, Directorates reported positions £1.2m worse than their plans at month 2.  

 The Financial Plan and current position assume receipt of all of the £26.1m of national Provider Sustainability Funding (PSF) available to the Trust. To receive 
it 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 delivers a £0.9m surplus at this stage. The PSF position will again be assessed on a quarterly basis but with 
a greater weighting placed on the later quarters. 

 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 2018/19 relate to internal delivery of activity, efficiency and financial plans; residual tariff/contracting issues; receipt of CQUIN and Winter 
funding; financial, workforce and service pressures; the adequacy of pay award funding; and receipt of the PSF. 

 Work is therefore required to ensure activity plan delivery, control expenditure, mitigate possible contract income losses, improve efficiency, support the ICS 
financial and maximise contingencies. 
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DELIVER EXCELLENT RESEARCH, EDUCATION & INNOVATION 

 As reported previously, STH performance in 2017/18 recruitment to trials met the target. This is demonstrated by both the total number of patient accruals to 
portfolio studies and the percentage of clinical trials meeting the NIHR 70 day benchmark, which is used nationally as an indicator of efficient study setup. 

 The number of patient accruals to portfolio adopted grant and commercial studies for 2017/18 was 14484; this was 158% of our Yorkshire and Humber Clinical 
Research Network (YHCRN) end of year target of 9166. 

 STH continues to maintain its research performance as a result of several factors, including shortened R&D setup times, active recruitment by researchers and 
ongoing 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 May

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

Hospital Mortality HSMR As expected or lower SOF Oct-16 to Sep-17

Hospital Mortality SHMI As expected or lower SOF Jul-16 to Jun-17

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

MSSA bacteraemia Trust Attributable cases only Max 4.75 cases per month (57 per year) Local May 2 6

C.diff Trust Attributable cases only Max 7.16 cases per month (86 per year) SOF May 5 11

E.coli Trust Attributable cases only to be determined Local May 0 13

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 May 1 4

Serious Incidents Approved SI Report submitted within timescales No overdue reports Local May 2

Incidents Number of finally approved incidents based on incident date Number of incidents Local May 1563 3468

Incidents Percentage of incidents approved within 35 days based on approval date 95% within 35 days Local May 0.742515

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

Average LOS Elective 5.21 days (Dr Foster) Local Apr-17 to Mar-18 4.27

Average LOS Non Elective 5.39 days (Dr Foster) Local Apr-17 to Mar-18 5.15

C-Section rate Emergency Caesarean section rate as proportion of all births 15.5% SOF May 15.3% 17.8%

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

Patient Falls Number of patient falls Local May 295 636

Patient Falls Number of inpatient falls against nursing goals 216 per month (2586 per year) Local April 226 512

Never Events Number of never events Zero SOF May 0 0

VTE VTE Risk Assessment completed as proportion of all inpatient admissions 95% SOF Q4 17/18 0.9508377

Dementia Dementia Assessment and Referral 90% SOF Q4 17/18 0.912

Safety Thermometer Harm free 95% harm free National May 0.9344

 A&E 4-hour wait Patients seen within 4 hours 95% SOF May 0.8882257 87.0%

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

Ambulance turnaround Time taken for ambulance handover of patient 100% within 15 minutes National May 0.4787058 51.58%

Ambulance turnaround Time taken for ambulance handover of patient 0% in excess of 30 minutes National May 0.0672013 6.58%

Percentage of admitted patients treated within 18 weeks 90% Local May 0.8605201

Percentage of non-admitted patients treated within 18 weeks 95% Local May 0.942043

Percentage of patients on incomplete pathways waiting less than 18 weeks 92% SOF May 0.9464683

52 week waits Actual numbers Zero National May 0 0

6 week diagnostic waiting Percentage of patients seen within 6 weeks 99% SOF May 0.9737834

Number of operations cancelled on the day for non clinical reasons 75 per month Local May 57 132

Number of patients cancelled on the day and not readmitted within 28 days Zero Local May 2 5

Percentage of out-patient appointments cancelled by hospital 7.01% (National figure 2016/17) Local May 0 11.29%

Percentage of out-patient appointments cancelled by patient 6.77% (National figure 2016/17) Local May 0 9.81%

Percentage of new out-patient appointments where patients DNA 7.56% (National figure 2016/17) Local May 0 5.66%

Percentage of follow-up out-patient appointments where patients DNA 7.82% (National figure 2016/17) Local May 0 6.59%

Patient seen within 2 weeks 93% National Q4 17/18 0.954

Breast symptomatic seen within 2 weeks 93% National Q4 17/18 0.944

62 days from referral to treatment (GP referral) 85% SOF Q4 17/18 0.809

62 days from referral to treatment (Cancer Screening Service) 90% SOF Q4 17/18 0.848

31 day first treatment 96% National Q4 17/18 0.959

31 day subsequent treatment  (Surgery) 94% National Q4 17/18 0.964

31 day subsequent treatment  (Radiotherapy) 94% National Q4 17/18 0.951

31 day subsequent treatment  (Drugs) 98% National Q4 17/18 0.997

e-Referral Service Percentage of eligible GP referrals received through ERS 90% Local May 1 84.22%

Ethnic group data collection % valid ethnic group 85% National May 1 88.93%

Elective Inpatient activity Variance from contract schedules On plan Local May -1.63% -2.10%

Non elective inpatient activity Variance from contract schedules On plan Local May 0.0129577 1.64%

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

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 May 0.0234791 4.10%

Follow up op attendances Variance from contract schedules On plan Local May 0.0341892 2.37%

A&E attendances Variance from contract schedules On plan Local May 0.0454767 3.64%

Complaints Percentage of complaints answered within 25 working days 85% answered within 25 days Local May 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 May 1

FFT Recommended Patients recommending STH for A&E treatment 86% National May 0.859675

FFT Recommended Patients recommending STH for Maternity treatment 95% SOF May 0.9804469

FFT Recommended Patients recommending STH for Community treatment 95% Local May 0.9087799

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 May 1 90%

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

Sickness Absence All days lost as a percentage of those available 4.00% SOF May 0.0357105 3.55%

Appraisals Completed appraisals in last year 90% Local May 0.9015912

Mandatory Training Overall percentage of completed mandatory training 90% Local May 0.8912742

Percentage of planned shifts worked by Registered Nurses/midwives during the day 85% of planned hours or greater worked Local May 0.9228963

Percentage of planned shifts worked by  Registered Nurses/midwives during the night 85% of planned hours or greater worked Local May 0.9170996

Percentage of planned shifts worked by Clinical Support Workers during the day 85% of planned hours or greater worked Local May 1.1368195

Percentage of planned shifts worked by Clinical Support Workers during the night 85% of planned hours or greater worked Local May 1.2831475

Executive Team turnover to be determined SOF May 0

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

Retention Rate 85% May 1

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

Under/overspending against Agency Control Total <=0 SOF May -45.00%

Agency and bank spend as a percentage of total pay budget 8% Local May 2.89%

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

I & E Margin I & E surplus/deficit as a percentage of total revenue >=0 SOF May -1.52%

Contract performance Contracted Activity performance - variance from plan On plan Local May -0.25%

Efficiency Variance from plan On plan Local May -13.40%

Cash Actual Above profile Local May 7.21%

Liquidity Days of operating costs held in cash or cash equivalents >0 SOF May 4.60

Capital Service Capacity - degree to which the provider's generated income covers its financial obligations >2.5times SOF May 1.85

Expenditure - variance from plan On plan Local May 58.83%

Use of Resources Overall Use of Resources - NHSi weighted risk rating <=2 SOF May 300.00%

Total number of patient accruals to portfolio studies 9166 Regional -Y&H Q4 2017/18 158%

70 Day Benchmark for recruitment of first patient to a clinical trial 80% National Q3 2017/18 85%

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

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 OUTCOME 

 
 
 
 

MRSA 

(Number) 

SERIOUS INCIDENTS 

(SI investigations beyond 60 day deadline) 

  

Lead:  Hilary Chapman, Chief Nurse Timescale:  Ongoing Lead:  David Throssell, Medical Director Timescale:   

Key Issues: During May 2018, the Trust recorded 1 case of MRSA. 
Key Issues: Two Serious incidents (SI’s) were not submitted within the timescale. 

In both cases, the investigations were complex and the Trust’s SI Group had requested 
additional information and clarification following submission of the draft reports.  

Key Actions: A Post Infection Review meeting will be convened to investigate the factors 
which led to this patient developing an MRSA bacteraemia, following which an action plan 
will be produced and implemented, 
 

Key Actions: Both reports have now been submitted to the CCG. 
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VIE  

INCIDENTS 

(% Approved Within 35 Days) 
SAFETY THERMOMETER 

(Harm Free) 

  

Lead:  David Throssell, Medical Director Timescale:  August 18 Lead:  David Throssell, Medical Director Timescale:  August 18 

Key Issues:  The May data show an improved performance against the 35 day target.   
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. 
 
Monthly reports are presented and discussed at the two Safety and Risk Committees, 
which commenced in March 2018.  These committees are enabling more focussed 
discussion on key issues including performance against the 35 day target. 
 
More detailed information is now being provided in relation to the approval of incidents, 
including reasons for delay for those incidents not approved within 35 days. This 
information is now being reviewed at each Safety and Risk Committee meeting and will 
continue to be developed and refined over the coming months 

now being reviewed at each Safety and Risk Committee meeting and will continue to be 
developed and refined over the coming months 

Key Actions:  Safety Thermometer data quality presentations continue to be delivered 
across the Trust at Matron and Senior Sister meetings. Training includes the importance 
of high quality data entry, explaining to staff where the Safety Thermometer data are 
published (such as the open access Safety Thermometer website and the NHSI Model 
Hospital dashboard), and how to use the data to improve patient care. 
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PROVIDE PATIENT CENTRED SERVICES 

18 WEEKS RTT 
 % of Admitted Patients Treated within 18 Weeks 

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

  

Lead: Kirsten Major, Deputy Chief Executive Timescale: Ongoing Lead: Kirsten Major, Deputy Chief Executive Timescale:  Ongoing 

Key Issues:  The percentage of admitted patients treated within 18 weeks in May was 
86.05% compared to 84.91% in April.  

Key Issues: The percentage of non admitted patients treated within 18 weeks in May was 
94.21% compared to 92.83% in April.  

Key Actions:  
Recovery plans are in place for all services not meeting the standard. These are reviewed 
at the monthly Elective Care Working Group and escalated to the Waiting Times 
Performance Overview Group. 

Key Actions:  
Recovery plans are in place for all services not meeting the standard. These are reviewed 
at the monthly Elective Care Working Group and escalated to the Waiting Times 
Performance Overview Group. 
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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: Kirsten Major, Deputy Chief Executive Timescale: March 2019 Lead: Kirsten Major, Deputy Chief Executive Timescale: March 2019 

Key Issues: The percentage of A&E attendances seen within 4 hours in May was 89.0% 
against a local trajectrory of 90.00%. This is compared to 85.2% in April.  
 

Key Issues:  The percentage of ambulance patients where handover was completed within 15 

minutes was 47.87% compared to 55.37% in April. The percentage of handovers that took longer 
than 30 minutes was 6.72% compared to 6.43% in April.  There were 12 handovers that took longer 
than 60 minutes in May. 
 

Key Actions:  
Performance is managed daily through the Morning Operational Group Meeting.  A  
weekly score card is now in use and discussed at a weekly performance meeting between 
the A&E team and  the Chief Operating Officer and the Performance and Information 
Director.  Root cause analysis is now undertaken for days of anomalous performance, 
which is reviewed at the weekly performance meeting and used to identify actions to 
sustain improvement. 

Key Actions:  

A new initial assessment process for patients arriving at A&E was implemented last November.  This ensures 
that on first point of contact with the Department all patients who arrive by ambulance (and those with 
significant injury or illness who self-present) receive a comprehensive initial assessment, including the 
ordering of initial investigations, the provision of analgesia and screening for sepsis.  This is providing a more 
comprehensive and appropriate clinical contact for patients, but has lengthened the process at the front door 
and this is having a direct impact on waits by ambulance crews to handover patients to the initial assessment 
team. 
 
Detailed work is underway within the Department to retain this improved clinical assessment whilst tackling 
ambulance handovers.  There are two key actions being pursued, the first is an IT change that should shorten 
the actual processing time for patient booking and the second is an escalation process for deployment of 
resources at times where handover waits deteriorate.  A further update will be provided in September. 
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CANCELLED OUTPATIENT APPOINTMENTS  
(% of Outpatient Appointments Cancelled by Patient) 

 

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

 
 

Lead: Kirsten Major, Deputy Chief Executive Timescale: Ongoing  Lead: Kirsten Major, Deputy Chief Executive Timescale:  Ongoing  

Key Issues: The percentage of outpatient appointments cancelled by the patient in May 
was 9.95%. 

 

Key Issues: The percentage of outpatient appointments cancelled by the hospital in May 
was 11.15%. This is an improvement on the April position. 

 

Key Actions: 
There is national evidence to suggest that patients booking their own appointment through 
eRS will mean that they are less likely to cancel, so as the number of appointments 
booked in this manner increases, it is expected that the number of appointments 
cancelled by patients will reduce. The data is kept under review by the eRS working 
group. 

Key Actions:  
Booking processes and identification of potential improvments is regularly undertaken by 
directorates. 
 
Directorate performance meetings are used to review cancellation data, including some 
deep dive studies and improvement planning is in place where required. Directorates have 
been asked to detail improvement trajectories which will be monitored through the monthly 
performance meetings. 

 

0.00%

2.00%

4.00%

6.00%

8.00%

10.00%

12.00%

Actual Target (6.77%)

0.00%

2.00%

4.00%

6.00%

8.00%

10.00%

12.00%

Actual Target (7.01%)



 

15 

 

DIAGNOSTIC WAITS 

(% waiting more than 6 weeks) 
FFT RECOMMENDED - COMMUNITY SERVICES 

 
 

Lead: Kirsten Major, Deputy Chief Executive Timescale: October 2018 Lead: Hilary Chapman, Chief Nurse Timescale:  Ongoing 

Key Issues:. At the end of May, 97.38% of patients were waiting less than 6 weeks for 
their diagnostic test compared  to the target of 99%. The modalities that did not achieve 
the target were DEXA scans, Neurophysiology,  Sleep Studies and Echocardiography. 

 

Key Issues: The Trust did not achieve the internal score target for the Friends and Family 
Test for Community services during May 2018. 

Key Actions:  
Services failing to meet the standard have recovery plans in place, which are reviewed 
monthly by the Elective Care Working Group and the Waiting Times Performance 
Overview Group. 
 
Recovery of the standard is anticipated from October 2018. 
 

Key Actions: 
The recommended score for Community increased in May by 4%, however this continues 
to be below the Trust’s target of 95%. Community has never achieved the target of 95%, 
the score for community continually fluctuates with a mean score of 87.8% since April 
2015. Teams in Community Services continue to review their FFT feedback monthly, with 
a view to making improvements based on FFT comments, alongside other patient 
experience feedback sources. In order to gain a better understanding why the score is 
below the national average, we are currently looking at including the FFT question in a 
wider survey. 
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CANCELLED OPERATIONS 

(Not re-dated within 28 days)  

MANDATORY TRAINING 

  

Lead: Kirsten Major, Deputy Chief Executive Timescale: August 18 Lead: Mark Gwilliam, Director of Human Resources        Timescale: Ongoing  

Key Issues:. In May, there were 2 operations that were cancelled on the day for non-
clinical reasons and  not redated within 28 days. Both patients have now been treated. 

 

 

Key Issues: The cumulative position for mandatory training compliance during the past 
twelve months at the end of May 2018 is 89.13%. 

 

Key Actions Directorates have documented processes to follow when operations are 
cancelled. Robust monotoring is in place to ensure that those patients waiting to be dated 
are identified. 
 
 
 
 
 
 
 
 
 
  

Key Actions:  Central mandatory training sessions continue in order to make the training 
more readily available.  Clinical areas continue to make use of their clinical educators in 
delivering this training locally and further support is being given to support the programme 
across the Trust. 
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APPENDIX 1: DEEP DIVE – DELAYED TRANSFERS OF CARE 
 

1. WHAT ARE DELAYED TRANSFERS OF CARE? 
 

Delayed Transfers of Care, or ‘DTOCs’, are essentially patients whose care is no longer being provided in the most appropriate location for their needs. 
 
NHS England provides a more detailed definition in its ‘Monthly Delayed Transfer of Care Situation Reports’ definition and guidance documentation which categorises 
DTOCs into two cohorts, the first a subset of the second: 
 
a) DTOCs reportable to NHS England: 
 
A patient who is ready to depart from acute or non-acute (including community and mental health) care but is still occupying a bed. Provided that: 

• A clinical decision has been made that the patient is ready for transfer 
• A multi-disciplinary team (including social workers where appropriate) decision has been made that the patient is ready for transfer 
• The patient is safe to transfer/discharge. 

 
b) ‘Medically fit’ or ‘medically optimised’ patients who no longer require acute or non-acute care but for whom: 
 

• The determination ‘medically fit/optimised’ is from a medical perspective only 
• The patient may not have had a Multi-Disciplinary Team (MDT) decision 
• The patient may need further therapy, social care input and/or assessments before an MDT can make a decision. 

 
2. HOW DOES SHEFFIELD TEACHING HOSPITAL NHS FOUNDATION TRUST MANAGE ITS DTOCS? 
 
At Sheffield Teaching Hospital NHS Foundation Trust (STH) the concept of ensuring that patients receive the right care in the right place at the right time is firmly 
embedded within the PROUD values that guide staff behaviours and practice. 
 
Discharge Pathways 
 
Strategically, and in response to increasing DTOC volumes, Sheffield’s health and social care organisations, have worked together during the 2017/18 financial year 
via “In Hospital” and “Out of Hospital” workstreams to develop a longer term strategic plan for sustainable change and have agreed a vision for the ongoing 
development of transfer and discharge pathways: 
 

“When you need hospital treatment there is no better place to be than hospital. Once hospital treatments are completed, getting you back home quickly is 
important to help you recover. Our vision is to create a system for patients and staff that is simple to use and quick to respond, so that the help and support 
required to get you home will be available when and where it is needed. A system that works together to give you the best possible chance of recovery.” 

 
This vision seeks to ensure that all those involved in patient care ask the question “Why not home, why not today?” Accordingly, three primary discharge pathways 
have been identified: 
 



 

18 

 

Figure 1: Three Routes out of Hospital 
 

80% of our patients leave hospital via Route 1 
(Usual Place of Residence). The Trust continues to 
strive to maximise the potential for patients to 
return home and has recently introduced two key 
approaches to increase this proportion: 
 
• The SAFER’ patent flow bundle (which 
incorporates daily 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), is of vital importance in ensuring that 
patients receive timely and safe care in the most 
appropriate location. 
 
•  ‘Red2Green’ is a tool developed by the 
NHS Emergency Care Improvement Team (ECIP) 
to help in the identification of lost (or ‘non-
productive’) time in a patient’s journey. By reducing 
the amount of lost time, it is predicted that the 
patient’s length of stay will be reduced and their 
stay in hospital will be no longer than necessary.   

 
Both SAFER and Red2Green methodologies are currently being rolled out across the Trust. 
 
Routes 2 (Home for Assessment) strives to pursue the Active Recovery ethos of assessment and subsequent support for patients outside acute and intermediate 
hospital beds, ideally within their own homes or usual places of residence, minimising hospital stays and maximising recovery and independence. Sheffield’s primary 
Route 2 service takes the form of a ‘discharge to assess’ model which sees patients leaving hospital and intermediate care beds to be assessed by specialist generic 
assessors at home, reinforced by an immediate support service providing personal care delivered by the Rehabilitation Assistants working in the Community 
Intermediate Care Service (CICS) or the Care Workers in the Short Term Intervention Team (STIT). Therapy programmes run alongside and form an integral part of 
the service.   
 
For those patients unsuitable for Routes 1 and 2, assessments are undertaken via Route 3 (Somewhere Else). One specific pathway improvement relates to the 
introduction of the ‘5Q’ model’. It was recognised that carrying out assessments in hospital to determine the long term care needs and discharge destination for 
patients, at a time when patients often have the potential for further significant recovery, makes it an unreliable measure of on-going support needs. There is also 
potential for delays in the discharge process and patients can be exposed to hospital complications, when their recovery could be better achieved at home (or at least 
outside an acute or intermediate care bed setting) in the first instance. 
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As such, Sheffield’s health and social care organisations signed a Memorandum of Understanding to implement a new assessment model during 2017/18 known as 
‘5Q’ (five questions) which means all such assessments to determine the long term care needs and discharge destination for patients will be performed outside an 
acute or intermediate hospital bed. 
 
The aims of the 5Q process are: 
 
• Timely discharge from hospital, thereby reducing risks associated with hospital admissions such as infections and falls and improved hospital operational flow, 

measured by reduced ‘excess bed days’, 
• A more reliable indication of long-term care needs,  
• A significant reduction in bureaucracy and workload for discharge nursing teams, 
• Reduced complaints and appeals from those exiting an acute period of care, 
• Improved patient experience of hospital discharge as well as economic benefits to the health and social system, 
• Reduction of admission to a permanent bed within the care home sector for Sheffield patients and more patients returning to their own homes,  
• People are discharged home with the appropriate support, minimising their hospital stay and maximising their recovery and level of independence, 
• To deliver closer working and co-ordination of support to individuals through effective integrated health and social care across Sheffield, 
• Increased acute hospital bed capacity, 
• Equity of care provision and assessment regardless of referral source  
 
The 5Q model has an evidence base that supports improvements for the public, staff and financial envelope. Implementation was originally on a limited pilot basis but 
its success has meant the full inclusion of the principles upon which is based within Discharge Route 3 – “Somewhere Else for Assessment”. 
  
3. HOW DID THE CARE QUALITY COMMISSION RATE OUR DISCHARGE AND TRANSFER OF CARE SERVICES? 
 
June 2016 saw the publication of the final report of the Trust’s December 2015 CQC inspection. There was praise for 3 particular aspects of the Trust’s transfer and 
discharge services, referring to them as ‘Outstanding Practice’: 
 

 The Active Recovery service - The CQC were particularly interested in the evolution of Active Recovery into ‘Active Support and Recovery’ (AS&R). This 
programme is multidisciplinary and multiagency with health and social care working closely together with objectives primarily around supporting discharge and 
admission avoidance with stated objectives as outlined below: 
 

o Support people to remain at home and avoid unnecessary admissions. 
o Respond quickly to additional needs of people in this cohort and support them to remain out of hospital. 
o Make sure that people are discharged home with the appropriate support, minimising their hospital stay and maximising recovery and independence. 

 

 The Single Point of Access (SPA) is instrumental within the process of referral and transfer from one service to another across primary and secondary boundaries 
and independent sector services. The SPA has access to multiple information systems through the integration of social care staff and mental health services, 
allowing access to holistic patient data to support the care needs and identification of support on discharge. This includes; 
 

o Following up specific patient cohorts post discharge, offering support and making referrals to community services if required.  
o Providing community nurses with a daily notification of hospital admissions and discharges when patients are part of an active caseload, allowing the 

community nurses to contact the hospital ward staff to exchange information and facilitate discharge planning. 
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The SPA also plays a major part in the GP Assess process and directs admission to the assessment units, working closely with the Frailty Unit, Acute Medical Unit, 
and Surgical Assessment Centre to ensure the smooth transfer of patients from their GP directly into an assessment unit. 
 
The CQC also referred to the SPA’s extensive local knowledge and specialist expertise which mean patients are seen by the right professional and at the right time.  
 

 Person Centred Care Planning for patients considered at high risk of hospital admission and readmission post discharge is where Community nurses and GPs work 
together to develop patient and carer confidence in managing their own health. 

 
March 2018 saw a further CQC Review, this time of the Sheffield health and social care system as a whole. This Local System Review was carried out following a 
request from the then Secretaries of State for Health and Social care and for Housing, Communities and Local Government to undertake a programme of 20 targeted 
reviews of local authority areas. Sheffield was chosen given its historic higher DTOC volumes which, as noted above, had already been strategically acknowledged 
and, as demonstrated in Section 4 below, operationally improved. The reviews look at how hospitals, community health services, GP practices, care homes and 
homecare agencies work together to provide seamless care for older people living in a local area. 
 
For Sheffield, the local system review looked principally at how people move between services provided by the city’s 72 residential care homes, 47 nursing homes, 93 
homecare agencies, 88 GP practices, and STH – the one adult provider NHS Foundation Trust. 
 
During the review the CQC sought feedback from a range of people involved in shaping and leading the system, those responsible for directly delivering care as well 
as people who use services, their families and carers. The people they spoke with included system leaders from:  
  

 Sheffield City Council (the local authority). 

 Sheffield Clinical Commissioning Group (the CCG). 

 STH. 

 Sheffield Health and Social Care NHS Foundation Trust. 

 Primary Care Sheffield. 

 Yorkshire Ambulance Service NHS Trust. 

 The Sheffield Health and Wellbeing Board. 

 Healthwatch Sheffield. 
 

The reviewers also met with: 
 

 Health and social care professionals including care home and domiciliary agency staff, social workers, GPs, urgent care staff, enablement teams and health and 
social care provider representatives. 

 Voluntary, community and social enterprise (VCSE) sector representatives. 

 People using services, their families and carers. 
 
The Care Quality Commission published its findings in June 2018. The Local System Review found that there is a system-wide commitment to serving the people of 
Sheffield and a clear ambition to work together. Leaders within the city have been developing a Sheffield Accountable Care Partnership to provide a joined up 
approach to strategic planning and commissioning. However, this shared view of the future design and delivery of services had not yet been clearly articulated as a 
strategy that is understood by all parts of the system. 
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At operational level, staff understood that there was a desire to move towards a preventative approach – of helping people to live in their own homes where possible. 
But the staff were not clear on the plans for achieving this. The CQC felt that this lack of clarity has had an impact on the pace of change that is needed to improve the 
interagency working between health and social care. 
 
Overall CQC reviewers found that there was a strengthening of relationships and a strong commitment to achieve the best outcomes for people in Sheffield. The 
review has made a number of suggestions of areas where the local system should focus on secure improvement including: 
 
 System leaders must continue to engage with service users, families and carers and undertake a review of people’s experiences to target improvements. 
 Health and social care leaders across Sheffield should work together to align their transformation delivery programmes and strategies. Health and social care must 

be equal partners in the system transformation programme. 
 
4. CHALLENGES IN 2017/18 
 
Operationally, during Winter 2016/17 and in the face of increasing volumes of delayed transfers of care, the Sheffield system started to work together extremely 
closely. Each morning, a ‘Task Team’ meets to drive forward any actions necessary to facilitate the discharge of delayed patients on an individual patient basis. This 
Task Team has senior representation from the STH Transfer of Care Team, the Sheffield City Council / Local Authority Hospital Discharge Team, and the Continuing 
Healthcare Team (CCG). 
 
The Task Team compliments the already existing weekly ‘Flow Group’ meeting. Representatives on the Flow Group mirror the Task team but also include the CCG 
Urgent Care Team, the Sheffield Care Trust (specifically Mental Health) and the Discharge to Assess Team. The Flow Group is Chaired by the STH Deputy Chief 
Operating Officer and focuses upon delay ‘themes’, exploring and enacting potential solutions  to various blockages across the system. Both the Task and Flow groups 
have access to a series of dashboards providing ‘live’ data, examples of which are shown in figure 2: 
 
Figure 2: Data analysis supporting safe and timely discharge 
 

 
Figure 3: The escalation process 
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These two Groups have continued to operate during 2017/18 at 
the same frequency given the value they have added to the 
system. Moreover, prior to Winter 2017/18 and in anticipation of 
further seasonal challenges, Sheffield’s DTOC programme 
implemented a twice-weekly forum for the STH Chief Operating 
Officer, SCC Director of Adult Social Services and SCCG 
Director for Long Term Care to discuss operational pressures 
and tactical plans to improve flow and work across traditional 
organisational boundaries.  
 
One of these two weekly meetings is assigned to strategy 
implementation while the other focuses upon operational 
performance and invites the Chair of the Flow Group to escalate 
both delay themes and individual patient delays. This has 
enabled a number of intransigent blockages to be resolved and 
complex patients to be transferred / discharged to a far more 
appropriate care setting. 
 
With regard to performance during 2017/18, the measures outlined above delivered a significant reduction in both the volume of delayed patients and the number of 
bednights lost to DTOC. This improvement saw STH reach and surpass the NHS England target of 3.5% of beds being occupied by DTOCs. However, as the below 
graph demonstrates, the winter period saw a marked deterioration. 
 
Figure 4: Delays over winter 

 
 
 
The primary cause for the deterioration was a 
downstream shortage of capacity within the 
independent (social) care sector. This subsequently 
led to blockages across the majority of high-volume 
discharge pathways which rely upon eventual 
referral in to the independent sector (IS).  
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Figure 5: Post-winter recovery (monthly NHS England data) 
 
 
 
As such, Sheffield City Council, the commissioner of IS services, 
committed to a recovery trajectory which would see the number of 
DTOCs reduce to below the NHS England threshold. Performance 
against the trajectory is monitored by the aforementioned twice-
weekly forum for the STH Chief Operating Officer, SCC Director of 
Adult Social Services and SCCG Director for Long Term Care. 
Latest published performance data (right) demonstrates promising 
success of the trajectory and the associated improvement work with 
local weekly monitoring (below) showing continued improvement. 
 
 
Figure6: Post-winter recovery (local monitoring) 

 
 
 
5. WHAT IS BEING DONE TO FURTHER REDUCE THE VOLUMES AND DELAYS? 
 
A cross-Sheffield Health and Social Care Programme Board has been created called the “Why Not Home Why Not Today?” Board. The Board has both clinical and 
managerial input, is chaired by the Sheffield Health and Social Care Trust’s Director of Strategy and Planning, and reports into the city’s Urgent & Emergency Care 
Transformation Delivery Board with links into the Chief Executive Officers of the member organisations. 
 
In advance of winter 2018/19, the Board will have a strategic focus, coordinating seven workstreams seeking to introduce and refine the aforementioned three routes 
out of hospital with a view to improving the timely and safe transfer of all the city’s patients. During the winter period, the Board’s focus will become primarily 
operational, supporting teams to maintain timely patient flow. The seven workstreams are:  
 

0

50

100

150

200

#
 P

a
ti

e
n

ts
 

DTOC Trends 26/06/2018 Reportable DTOC Reportable DTOC Target



 

24 

 

1. Hospital Care Complete – A review of STH-provided therapy services led by STH Community Services.  
     

2. Sheffield SAFER Principles – The implementation of SAFER Board Rounds, led by the STH Medical Director’s Office, focussing on the 12 wards with the highest 
number of DToC patients. 

 
3. Community Handover - Development of an improved patient focussed process for handover of care (and associated information) from acute to community when 

hospital care is complete for patients. 

 
4. Active Recovery Integration ( ) – Working towards further integration of NHS and Local Authority active Clinical Support Worker (RA)/Support Worker Integration

recovery teams and further roll-out of Trusted Assessor principles.  Benefits will include further improving the patient experience, making better use of the 
assessment workforce, removing duplication, and supporting joined up working between services and organisations. Jointly led by STH and Sheffield City Council. 

 
5. Independent Sector Capacity – Defining and securing sufficient independent sector capacity, led by Sheffield City Council . 
 
6. Route 3 – Coordinated demand analysis to better inform the commissioning of non-acute, non-home beds. Jointly led by STH and Sheffield City Council. 
 
7. Transformational Modelling – The development of system models to support demand and capacity planning across the health and social care, led by STH’s Service 

Improvement Team.  
 
 
Additionally, STH with its city partners will:                                                                           Figure 6: STIT and Independent Sector analysis 
 

 Roll out improved triage/streaming processes to identify the best 
route home for patients. 

 Review and update the Trust’s Discharge Policy. 

 Continue to explore and maximise the potential of the Lorenzo 
Electronic Patient Record and associated electronic whiteboards 
to support and facilitate patient transfer and discharge processes. 

 Roll-out the detailed operational rigour and escalation process 
defined above across Intermediate Care beds, Active Recovery, 
and the Independent Sector, informed by continually improving 
data analysis (as shown in Figure 6). 
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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 1 0 0 0 0 0 0

MSSA bacteraemia Actual numbers 1 0 1 1 0 0 0 0

C Diff Actual numbers 0 1 1 2 0 0 1 0

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) 0 0 0 0 0 0 0 0 0 0 0 0

Incidents  Number of finally approved incidents based on incident date 48 37 31 62 34 234 24 16 45 5 57 9

Incidents  Percentage of incidents approved within 35 days based on approval date 0.8734177 0.597973 0.7 0.7714286 0.7014925 0.4956522 0.6898396 0.575 1 0.8421053 0.6666667 0.8045977 0.86666667

Average LOS Elective in days against Dr Foster expected 1.14 -5.87 -1.73 -0.61 21.00 7.39 -0.19 -0.29 -2.64 -0.54

Average LOS Non Elective in days against Dr Foster expected -0.17 -3.38 -0.47 -0.35 2.84 12.08 -1.03 -0.89 -0.97 -0.24

Patient Falls Number of inpatient falls against nursing goals 63 2

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

Percentage of admitted patients treated within 18 weeks (90%) 100.00% 94.44% 100.00% 100.00% 63.49% 94.84% 95.81% 90.64%

Percentage of non-admitted patients treated within 18 weeks (95%) 98.50% 97.86% 99.49% 98.61% 80.00% 88.70% 95.22% 86.01% 98.41%

Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 99.90% 100.00% 99.45% 99.83% 99.34% 88.89% 94.25% 94.80% 93.29% 97.16%

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

6 week diagnostic waiting  Percentage of patients seen within 6 weeks 100.00% 96.50% 99.28% 87.93%

Number of operations cancelled on the day for non clinical reasons 9 2 8 9

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

Percentage of out-patient appointments cancelled by hospital 5.77% 1.09% 10.18% 11.69% 9.43% 5.73% 12.73% 12.78% 14.68% 7.60%

Percentage of out-patient appointments cancelled by patient 10.55% 0.13% 9.88% 11.76% 15.24% 11.00% 13.67% 11.19% 13.03% 11.10%

Percentage of new out-patient appointments where patients DNA 7.34% 9.67% 11.30% 8.24% 7.66% 8.83% 4.76% 10.06% 4.97%

Percentage of follow-up out-patient appointments where patients DNA 8.97% 5.53% 7.52% 9.71% 7.63% 10.15% 8.04% 10.37% 4.48%

Patient seen within 2 weeks (93% compliance) 95.01% 99.24% 94.55% 94.55% 94.58% 94.55%

Breast symptomatic seen within 2 weeks (93% compliance)

62 days from referral to treatment (85% compliance) 73.12% 80.50% 50.82% 50.82% 50.82% 50.82%

31 day first treatment (96% compliance) 98.68% 97.03% 70.13% 70.13% 82.35% 70.13%

e-Referral Service Percentage of appointments booked through e-Referral 94.12% 95.77% 73.98% 93.48% 90.43% 92.47% 95.81% 99.09%

Ethnic group data collection % valid ethnic group (85%) 94.45% 92.35% 88.77% 95.30% 95.56% 92.86% 86.44% 90.43% 87.67% 88.23%

Elective Inpatient activity Variance from contract schedules -24.81% -100.00% 6.12% -7.64% -4.08% -17.75% -2.95% -15.07%

Non elective inpatient activity Variance from contract schedules -2.41% 2.94% 2.91% 0.24% 13.65% -16.53% 2.97% 19.07% 4.23% -7.48%

New outpatient attendances Variance from contract schedules 14.62% -1.44% 3.40% -0.89% -23.23% -2.12% -2.48% 6.83% -2.64% -2.83%

Follow up op attendances Variance from contract schedules

Complaints Percentage of complaints answered within 25 working days 64% 63% 89% 92% 100% 94% 100% 75% 100% 100% 96% 100%

FFT Recommended  Patients recommending STH for treatment 100.00% 97.69% 97.24% 98.07% 95.45% 100.00% 95.56% 96.71%

Day surgery rates BADS - day surgery rates

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

Sickness Absence All days lost as a percentage of those available 2.32% 2.71% 3.81% 2.89% 2.93% 3.80% 3.82% 4.23% 2.53% 3.99% 5.39% 3.56% 3.91%

Appraisals  Completed appraisal in last year 91.88% 77.74% 91.19% 96.91% 88.19% 89.18% 85.86% 90.06% 95.25% 93.02% 89.22% 89.14% 90.04%

Mandatory Training  Overall percentage of completed mandatory training 91.16% 78.11% 88.84% 97.67% 87.36% 88.64% 84.15% 87.55% 92.82% 86.26% 89.67% 88.02% 92.45%

Agency spend Agency and bank spend as a percentage of total pay budget 9.16% 6.13% 5.20% 0.00% 7.39% 3.36% 10.24% 0.48% 0.80% 0.18% 4.14% 0.92% 3.12%

I & E Variance from plan 3.13% 2.40% 3.03% 2.22% -6.75% 0.74% 6.49% -1.24% 1.97% 2.52% 11.66% -2.69% 11.46%

Contract performance Variance from plan 0.07% 1.66% -0.69% 7.71% 1.11% -0.02% 4.99% 16.41% -0.88% -0.66% 0.24% -0.70% -2.28%

Productivity & Efficiency Variance from plan 0.20% -60.83% -31.28% -55.97% 8.19% 3.67% 27.41% 2.08% -9.00% -92.33% -43.65% -64.90% -25.73%

Cancer Waits 

Average Length of Stay (by 

discharges) 

18 week waits referral to treatment 

time 

Cancelled Operations

Cancelled Outpatient appointments

DNA rate
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APPENDIX 2: DIRECTORATES DASHBOARD - continued 

 

Indicator Measure Lab Med MIMP OGN MSK OSSCA Cardiac Renal Vasc

Comm 

Dis & 

Spec 

Med

Spec 

Rehab

Spec 

Cancer
Gen Surg

Plastic 

Surg
Urology

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

MSSA bacteraemia Actual numbers 0 0 2 0 0 0 0 0 0 0 0

C Diff Actual numbers 0 1 0 0 0 1 1 0 0 0 1

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

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

Incidents  Number of finally approved incidents based on incident date 104 72 67 89 71 59 27 56 10 29 45 4 20

Incidents  Percentage of incidents approved within 35 days based on approval date 0.9738562 0.9655172 0.7037037 0.7346939 0.9685039 0.9882353 0.9864865 0.8387097 0.852459 0.3870968 0.640625 0.7875 0.5625 0.7407407

Average LOS Elective in days against Dr Foster expected -1.66 -0.84 0.40 -3.93 -1.66 -2.59 8.44 -1.62 0.24 -1.12 -0.70

Average LOS Non Elective in days against Dr Foster expected 0.01 -0.35 0.00 -0.12 1.24 -1.11 -1.28 49.33 -1.91 -0.62 -0.82 -1.79

Patient Falls Number of inpatient falls against nursing goals 26 25

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%) 84.21% 79.78% 78.60% 100.00% 48.06% 96.69% 99.08% 92.45% 93.60% 96.79%

Percentage of non-admitted patients treated within 18 weeks (95%) 100.00% 95.92% 90.29% 100.00% 85.75% 100.00% 89.02% 96.27% 100.00% 96.67% 96.77% 98.76% 98.29%

Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 100.00% 92.87% 90.93% 100.00% 93.87% 100.00% 80.80% 97.97% 100.00% 99.74% 91.87% 94.40% 97.75%

52 week waits Actual numbers 0 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% 95.07% 83.75% 100.00% 100.00%

Number of operations cancelled on the day for non clinical reasons 2 17 39 5 27 5 9

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

Percentage of out-patient appointments cancelled by hospital 4.03% 7.67% 11.97% 9.09% 16.25% 12.44% 15.43% 7.14% 20.36% 6.95% 8.31% 5.76%

Percentage of out-patient appointments cancelled by patient 19.46% 5.80% 10.52% 6.94% 8.02% 6.49% 8.99% 15.02% 4.48% 14.16% 11.34% 15.97%

Percentage of new out-patient appointments where patients DNA 10.53% 5.06% 3.94% 5.14% 10.33% 3.07% 9.61% 18.18% 2.68% 6.18% 6.39% 8.77%

Percentage of follow-up out-patient appointments where patients DNA 23.68% 3.33% 8.57% 3.89% 8.81% 3.20% 7.26% 8.47% 3.11% 4.94% 8.07% 6.75%

Patient seen within 2 weeks (93% compliance) 93.71% 99.24% 94.30% 95.17% 95.01% 95.04%

Breast symptomatic seen within 2 weeks (93% compliance) 94.35%

62 days from referral to treatment (85% compliance) 85.94% 80.50% 96.58% 80.63% 73.12% 95.98%

31 day first treatment (96% compliance) 98.82% 97.03% 98.24% 95.80% 98.68% 98.20%

e-Referral Service Percentage of appointments booked through e-Referral 86.67% 78.16% 100.00% 92.16% 42.05% 98.06% 96.24% 100.00% 89.87% 93.42% 82.37%

Ethnic group data collection % valid ethnic group (85%) 83.54% 89.03%

Elective Inpatient activity Variance from contract schedules 7.62% -2.58% 8.92% 20.70% -1.20% -10.70% -0.94% -0.76% -6.41% 0.31%

Non elective inpatient activity Variance from contract schedules -0.08% 0.83% 1.05% -1.81% -13.35% 18.41% -3.87% -0.23% -2.97% -20.91%

New outpatient attendances Variance from contract schedules 34.73% 16.29% 1.98% 2.04% 10.94% -4.46% 1.17% -0.08% -1.11% -4.43% 1.30%

Follow up op attendances Variance from contract schedules

Complaints Percentage of complaints answered within 25 working days 100% 100% 100% 96% 80% 77% 60% 50% 90% 100% 100% 68% 86% 100%

FFT Recommended  Patients recommending STH for treatment 97.26% 96.88% 98.72% 100.00% 100.00% 99.02% 96.25% 100.00% 95.93%

Day surgery rates BADS - day surgery rates

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

Sickness Absence All days lost as a percentage of those available 3.63% 2.98% 5.04% 3.11% 3.55% 4.26% 5.34% 4.17% 3.41% 4.86% 2.61% 3.01% 2.39% 5.45%

Appraisals  Completed appraisal in last year 87.86% 94.97% 90.87% 92.93% 87.99% 84.04% 90.03% 80.00% 90.32% 82.47% 90.95% 88.05% 95.79% 95.83%

Mandatory Training  Overall percentage of completed mandatory training 87.86% 94.97% 90.87% 92.93% 87.99% 84.04% 90.03% 80.00% 90.32% 82.47% 90.95% 88.05% 95.79% 95.83%

Agency spend Agency and bank spend as a percentage of total pay budget 0.86% 0.14% 1.01% 5.34% 1.97% 5.52% 2.01% 2.55% 1.71% 11.14% 6.89% 5.90% 1.65% 2.25%

I & E Variance from plan -3.31% 1.75% 6.71% -0.54% 3.25% 3.36% -0.85% 7.83% 10.18% -4.56% -4.91% 3.35% 0.02% 2.26%

Contract performance Variance from plan 3.64% 27.99% -1.49% -0.66% -467.51% 0.11% 2.20% -1.21% -1.12% 5.41% 1.86% -1.67% -1.48% -0.86%

Productivity & Efficiency Variance from plan -48.30% -29.00% -63.91% -45.41% 78.91% 42.21% 22.93% -59.67% -95.31% -68.76% 62.17% -32.74% 33.42% -64.88%

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 


