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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 December 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: 13 February 2019 11 February 2019 26 February 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 December. The year to date total is 1 case.  

 There were 5 Trust attributable cases of MSSA bacteraemia recorded in December. The year to date total is 43 cases against an internal threshold of 43 
cases.  

 The Trust recorded 7 cases of C.diff in December. The year to date performance is 65 cases against an internal threshold of 58.5 cases and an NHS 
Improvement threshold of 65 cases.   

 Hospital standardised mortality ratio is slightly higher than the ‘as expected’ range and the reason for this is more than likely due to a data anomaly and being 
explored further.  

 There were no new never events reported in December. 

 83.32% 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 (September) was higher than the Dr Foster threshold. 

 The standard in the safety thermometer was 92.66% in December against a target of 95.0% 
 

Summary of the Healthcare Governance Committee meeting held on 11 November 2018 
 An update on the work to review action planning across the Trust was presented. A new standardised action plan template had been developed, including a pro forma for 

providing evidence of the implementation and effectiveness of actions. An Action Planning Toolkit was to be developed and implemented along with an education 
programme that provided staff with the skills to produce robust and effective action plans. 

 The Care Quality Commission (CQC) Compliance report was presented. At the next CQC Engagement Meeting the Trust had the opportunity to present any new 
developments or improvements which could contribute towards moving a Core Service rating from ‘Good’ to ‘Outstanding’. It had been agreed by TEG that work on 
surgical pathways would be presented.   

 An update on the 2016 CQC Action Plan was presented. Overall, 64 (89%) of the 72 actions from the original action plan had been completed to date. The next update 
would be presented to the Committee in April 2019 to align with the first 2018 CQC action plan progress update.  It was anticipated that by then a further four actions 
would have been completed.  The remaining actions would be incorporated into the 2018 CQC action plan update report. 

 The CQC Action Plan 2018, which addressed the ‘Must do’ and ‘Should do’ recommendations within the Trust’s 2018 CQC Inspection Report, was presented prior to 
submission to CQC. It was noted that a number of recommendations in the report had already been addressed.   

 The new Integrated Quality Report, which brings together incidents, claims, inquests, patient feedback, complaints, risk and clinical audit data,  was presented. The report 
replaced a number of existing reports.  Committee members commented very positively about the format and content. 

 The Medical Gases Annual Report was presented.  The Healthcare Safety Investigation Branch (HSIB) report in relation to the design and safe use of portable oxygen 
systems had been published and the Trust would now produce an action plan to address the recommendations relevant to provider trusts. Following repeated audits of 
oxygen prescribing, monitoring and documentation, an action plan had been agreed to develop an Oxygen Awareness Campaign which would incorporate oxygen 
prescribing and monitoring and also include the soon to be launched National Early Warning System (NEWS) 2.   

 An update on incidents reported as Serious Incidents from 31 October to 30 November 2018 was presented. During this period two new serious incidents were reported, 
three were closed and 11 were on-going. 

 The IRAR was presented. With the exception of risks 1.6 (Medicines management) and 2.1 (Care of patients in an inappropriate setting), there had been no changes to 
risk scores from Q2 due to movement in levels of risk. A detailed review had taken place of risk 1.8 (Patient harm as a result of insufficient or delayed management of 
mental health needs) and as a result the title and risk score had been amended. 

 The Committee was informed that due to the need to undertake remedial work relating to fire safety, patients previously housed in the Robert Hadfield Wing had now been 
transferred to other wards across the Trust.  The support of staff during the move was acknowledged. 

 The External Visits, Accreditations and Inspections report was presented.  The report outlined recommendations and action plans following visits from six external bodies.  
Five action plans had been confirmed as completed. 
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 Hospital Mortality for Q2 was presented. SHMI for 1 April – 31 March 2018 (published 20 September 2018) was 0.96 (0.89 - 1.12 over-dispersion control limits of 95%).  
This was in the ‘as expected’ range and rebased. HSMR for 1 August 2017 – 31 July 2018 (17th October 2018 update) was 107.8 (103.3-112.4) for all admissions and 
was ‘higher than expected’ when compared with hospital trusts nationally.  Trust HSMR for elective admissions was as expected. 

 
PROVIDING PATIENT CENTRED SERVICES 

 Complaints – 93% of complaints met the agreed response timeframe.   

 FFT score inpatient – the score for December was 96% which is better than the internal target of 95%.  

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

 FFT score community – the score for December was 92% which is below the internal target of 95%. 

 FFT score maternity– the score for December was 98% which is better than the internal target of 95%. 

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

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

 New outpatient activity for December 2018 was 3.6% above the contract target. For the year to date, performance is 0.9% above target.  

 Follow up outpatient activity for December 2018 was 2.6% above the contract target.  For the year to date, performance is 2.1% above target. 

 Accident and Emergency activity was 0.3% above the target in December 2018 and is 4.5% over target for the year to date.  

 Elective activity for December 2018 was 0.8% below the contract target and is 2.0% below target for the year to date.   

 Non-elective activity for December 2018 was 5.0% below the contract target and is 0.3% below target for the year to date.  

 The average number of patients who had a delayed transfer of care in December was 70 compared to 90 in November. 

 122 operations were cancelled on the day for non-clinical reasons in December, compared to 94 in November. 

 9 patients who had their operation cancelled on the day of admission in December for non-clinical reasons were not readmitted within 28 days. All 9 patients 
have subsequently had their operation. 

 In December 2018 85.13% 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%.  

 58.27% of ambulance handovers occurred within 15 minutes, compared to 59.84% in November. 2.44% of ambulance handovers took more than 30 minutes, 
compared to 3.26% in November. There were 32 ambulance handovers over 1 hour. 

 The percentage of patients who had been waiting less than 18 weeks for their treatment at the end of December was 92.00% which meets the national target 
(92%).  The percentage of patients who received treatment in December and had waited less than 18 weeks was 84.21% for admitted patients (local target 
90%) and 90.57% for non-admitted patients (local target 95%). 

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

 At the end of December the percentage of patients waiting less than 6 weeks for their diagnostic test was 99.76% which is above the target of 99%.  

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

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

 For Q2, the cancer waiting time targets were achieved for referrals seen within two weeks and 31 day subsequent treatment (Chemotherapy).  Waiting time 
targets were not met for the 62 days from referral to treatment (GP referral), 62 days from referral to treatment (Cancer Screening Service), 31 days from 
decision to treat to treatment, 31 day subsequent treatment (Surgery) and 31 day subsequent treatment (Radiotherapy).                                                                                                                                                                           

 With regard to 62 day referral to treatment (GP Referral), STH performance for non-shared pathways in Q2 was 81.8% (threshold 85%).The performance for 
Q2 2018/19, without reflecting the new Breach Allocation Guidance and reallocations, was 74.9% (threshold 85%). For 62 day referral to treatment (Cancer 
Screening Service, the Trust performance was 83.6% (threshold 90%) without reflecting the new Breach Allocation Guidance. Performance for non-shared 
pathways was 88.5% 
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 For the pathway relating to 31 days from decision to treat, STH performance for Q2 was 91.9% (threshold 96%).  

 With regard to 31 day subsequent treatment (surgery), the Trust performance for Q2 2018/19 was 93.6% (threshold 94%). 31 day subsequent treatment 
(Radiotherapy) was 91.9% (threshold 94%) 

 The percentage of referrals received from GPs through the e-Referrals Service in December was 99.95%. 
 
EMPLOYING CARING AND CARED FOR STAFF 

 Sickness absence in December was above target at 4.47%. Year to date sickness absence is 3.89%. 

 Short term absence has increased from 1.84% in November to 1.86% in December. 

 Long term absence has increased from 2.27 % in November to 2.61% in December.   

 For the period January 2018 to December 2018, the Trust has achieved 89.1% for the number of appraisals which have been carried out. This is below the 
target of 90%. 

 For the period January 2018 to December 2018, compliance levels for mandatory training are at 88.4% against a 90% target.   

 The staff group with the lowest leaver rates for December was for Healthcare Scientist staff (3.94%) and the staff group with the highest leaver rates was 
Administrative and Clerical roles (9.45%).  

 The proportion of temporary staff has decreased from 10.41% to 9.95%.  

 Retention figures for the Trust are at 90.34% which is above the target of 85%.   

 Safer staffing – overall, the percentage of care hours per patient day (CHPPD) for registered nurses was 90.23% and for all registered nurse and care staff 
was 98.01%.  In any instances where the CHPPD was below 85% the reasons for this will be explored in detail at the Healthcare Governance Committee. 

 
SPEND PUBLIC MONEY WISELY   

 The Month 9 position shows a £195.7k (0.02%) deficit against the Financial Plan which represents a £0.4m deterioration in December. Overall quarter 3 
showed a surplus of £2.2m following deficits of £0.7m in quarter 2 and £1.7m in quarter 1. 

 There was an activity over-performance of £0.4m in December giving a cumulative over-performance of £3.4m for the year to-date.  The under-performance 
on elective activity is now virtually eliminated but the issues around the high level of income loss for MRET and Emergency Readmissions within 30 days and 
the high level of uncoded spells, for which estimated values have been used, remain. 

 There was a pay overspend of £2.1m (0.4%) to the end of December, although Bank & Agency costs were still £1.3m below the equivalent 2017/18 position. 
Medical staffing remains the main pressure area with a £6.9m (5.2%) overspend, a deterioration of £0.9m in month. 

 There was a £3.5m under delivery against efficiency plans year-to-date, before the estate valuation/asset lives review, and this remains a key area for 
improvement. 

 Overall, Directorates reported positions £4.8m worse than their plans at Month 9.  

 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 2 quarters and is expected to be met for Q3. The A&E PSF losses (£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 
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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 recently 
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. 

 The key risks for 2018/19 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, particularly over winter; and receipt of the PSF. However, the operational 
consequences of closing the Hadfield Block add a further level of operational/financial risk, particularly over the winter period. The improved financial position 
and NHSE funding referred to above has enabled a further package of investments totalling around £1m 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 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 is underway for 2019/20 and it seems clear that there will be no reduction to the financial challenges the Trust faces. 

 Therefore, whilst the last quarter has been 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 winter 
pressures and maximise contingencies/other in-year gains, both for 2018/19 and in readiness for 2019/20. 

 
DELIVER EXCELLENT RESEARCH, EDUCATION & INNOVATION 

 As previously reported, the number of patient accruals to portfolio adopted grant and commercial studies for 2018/19 was 4247; this was 93% of our Yorkshire 
and Humber Clinical Research Network (YHCRN) year to date target of 4583. 

 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 December

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 December 0.00 1

MSSA bacteraemia Trust Attributable cases only Max 4.75 cases per month (57 per year) Local December 5 43

C.diff Trust Attributable cases only Max 7.16 cases per month (86 per year) SOF December 7 70

E.coli Trust Attributable cases only to be determined Local December 11 127

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 December 4 29

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

Incidents Number of finally approved incidents based on incident date Number of incidents Local December 2058 22400

Incidents Percentage of incidents approved within 35 days based on approval date 95% within 35 days Local December 0.8331835

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

Average LOS Elective 4.24 days (Dr Foster) Local Oct-17 to Sep-18 4.41

Average LOS Non Elective 4.62 days (Dr Foster) Local Oct-17 to Sep-18 5.03

C-Section rate Emergency Caesarean section rate as proportion of all births 15.5% SOF December 17.2% 18.2%

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

Patient Falls Number of patient falls Local December 317 3193

Patient Falls Number of inpatient falls against nursing goals 216 per month (2586 per year) Local December 261 2493

Never Events Number of never events Zero SOF December 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 December 0.9266

 A&E 4-hour wait Patients seen within 4 hours 95% SOF December 0.8513121 87.4%

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

Ambulance turnaround Time taken for ambulance handover of patient 100% within 15 minutes National December 0.5826913 54.21%

Ambulance turnaround Time taken for ambulance handover of patient 0% in excess of 30 minutes National December 0.0243965 4.14%

Ambulance turnaround Time taken for ambulance handover of patient 0% in excess of 60 minutes Local December 0.0082178 0.38%

Percentage of admitted patients treated within 18 weeks 90% Local December 0.8422928

Percentage of non-admitted patients treated within 18 weeks 95% Local December 0.9054519

Percentage of patients on incomplete pathways waiting less than 18 weeks 92% SOF December 0.9200217

52 week waits Actual numbers Zero National December 0 0

6 week diagnostic waiting Percentage of patients seen within 6 weeks 99% SOF December 0.9976447

Number of operations cancelled on the day for non clinical reasons 75 per month Local December 122 844

Number of patients cancelled on the day and not readmitted within 28 days Zero Local December 9 0

Percentage of out-patient appointments cancelled by hospital 7.01% (National figure 2016/17) Local December 0 11.47%

Percentage of out-patient appointments cancelled by patient 6.77% (National figure 2016/17) Local December 0 10.09%

Percentage of new out-patient appointments where patients DNA 7.56% (National figure 2016/17) Local December 0 6.17%

Percentage of follow-up out-patient appointments where patients DNA 7.82% (National figure 2016/17) Local December 0 6.90%

Patient seen within 2 weeks 93% National Q2 18/19 0.956

Breast symptomatic seen within 2 weeks 93% National Q2 18/19 0.934

62 days from referral to treatment (GP referral) 85% SOF Q2 18/19 0.749

62 days from referral to treatment (Cancer Screening Service) 90% SOF Q2 18/19 0.836

31 day first treatment 96% National Q2 18/19 0.919

31 day subsequent treatment  (Surgery) 94% National Q2 18/19 0.928

31 day subsequent treatment  (Radiotherapy) 94% National Q2 18/19 0.936

31 day subsequent treatment  (Drugs) 98% National Q2 18/19 1

e-Referral Service Percentage of eligible GP referrals received through ERS 90% Local December 1 90.98%

Ethnic group data collection % valid ethnic group 85% National December 1 89.93%

Elective Inpatient activity Variance from contract schedules On plan Local December -1.11% -2.02%

Non elective inpatient activity Variance from contract schedules On plan Local December -2.80% -0.29%

Provide Patient Centred Services

18 week waits referral to 

treatment time 

Cancelled Operations

Cancelled Outpatient 

appointments

DNA rate

Cancer Waits 

Deliver The Best Clinical Outcomes

Average Length of Stay (by 

discharges)
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New outpatient attendances Variance from contract schedules On plan Local December 1.56% 0.93%

Follow up op attendances Variance from contract schedules On plan Local December 2.94% 2.12%

A&E attendances Variance from contract schedules On plan Local December 0.0452481 4.93%

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

FFT Recommended Patients recommending STH for A&E treatment 86% National December 0.8787289

FFT Recommended Patients recommending STH for Maternity treatment 95% SOF December 0.9754098

FFT Recommended Patients recommending STH for Community treatment 95% Local December 0.9220183

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 December 1 91%

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

Sickness Absence All days lost as a percentage of those available 4.00% SOF December 0.0446595 3.89%

Appraisals Completed appraisals in last year 90% Local December 0.8906306

Mandatory Training Overall percentage of completed mandatory training 90% Local December 0.8841989

Care Hours per patient day (Registered Nurses) 85% of planned hours or greater Local December 0.9023215

Care Hours per patient day (Total) 85% of planned hours or greater Local December 0.980063

Executive Team turnover to be determined SOF December 0.2857143

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

Retention Rate 85% December 1

Temporary Staff Proportion of temporary staff to be determined SOF December 9.9%

Under/overspending against Agency Control Total <=0 SOF December -46.73%

Agency and bank spend as a percentage of total pay budget 8% Local December 2.79%

I & E YTD actual I & E surplus/deficit in comparison to YTD plan I & E surplus/deficit >=0 SOF December 0.90%

I & E Margin I & E surplus/deficit as a percentage of total revenue >=0 SOF December 0.70%

Contract performance Contracted Activity performance - variance from plan On plan Local December 0.64%

Efficiency Variance from plan On plan Local December 17.30%

Cash Actual Above profile Local December 31.70%

Liquidity Days of operating costs held in cash or cash equivalents >0 SOF December 6.12

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

Expenditure - variance from plan On plan Local December 52.95%

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

Total number of patient accruals to portfolio studies 2291 Regional -Y&H Q1 2018/19 93%

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 OUTCOMES 

 
 

HSMR 
MSSA   

 

 

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

Key Issues: The most recent data for HSMR (Year to September 18) is showing in the 
‘higher than expected’ range. 

Key Issues:  During December 2018, the Trust recorded 5 cases of MSSA.   
 

Key Actions: The HSMR for the period November 17 – October 18 is ‘higher than expected’ 
at 110.7 (106.1-115.5).  Work continues to address the suspected problem with one or more 
indices which feed into the calculation of the ‘expected’ mortality. The data for December 17 
to June 18 has now been reviewed and corrections to classification have been made.  The 
impact of the changes on the HSMR, via the Early Warning Mortality tool, is still awaited and 
Dr Foster are attempting to sort this out. Individual monthly HSMR values have been 
impacted because the national benchmark change incorporated into the latest data update 
on 24th January is applied retrospectively taking July 18 and October 18 values higher than 
expected.  The decline in the use of palliative care coding has been reviewed and some 
inaccuracies have been identified. Remedial action has been put in place. Neither source of 
coding or palliative care coding impact the SHMI which currently stands at 0.95. 

Key Actions:   The Trust performance on rates of MSSA bacteraemia is discussed by 
the Infection Control Team at the monthly Infection Control Operational Group.   
Following a trial of acceptability of routine decolonisation of inpatients, the infection 
control committee will progress work to implement routine use of decolonisation for all 

general medical patients admitted to STH.  

95

100

105

110

115

120

R
e

la
ti

ve
 R

is
k 

Diagnoses - HSMR | Mortality (in-hospital) | Dec 16 to Oct 18 | Trend 
(rolling 12 months) 
 
 

As expected 
Below 
expected 

95% Confidence 
interval 

Above 
epected 

 

0

2

4

6

8

10

12

Cases Threshold



 

11 

 

 

 
 
 
 
 VIE   

SERIOUS INCIDENTS 

(Approved SI Reports Not Submitted Within Timescales)  

INCIDENTS 

(% Approved Within 35 Days) 

  

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

Key Issues:   During December two reports were not submitted within the 60 day 
timescale. Both of these reports were returned to the local directorates to request further 
information following submission of the draft report to the Serious Incident Group.  

Key Issues:   The steady improvement that has been noted in improvement since July, 

continued in December with performance exceeding 80%.  
 

Key Actions:   One of these reports has now been submitted and the second report is 
awaiting further information from the directorate. 
   

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 continue to be presented and discussed at the two Safety and Risk 
Committees.  These Committees are enabling more focussed discussion on key issues 
including performance against the 35 day target. 
A detailed internal audit of performance has been completed and it is anticipated that the 
actions identified will support improvement towards achieving the 95% target. The results 
from this audit have now been presented at the governance leads’ development session 
and at the Patient, Safety and Risk Committee, and an action plan to address the 
recommendations is being developed.. 
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                                                                                     PROVIDE PATIENT CENTRED SERVICES   
 

  

SAFETY THERMOMETER 

(Harm Free) 

A&E 4 HOUR WAIT  

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

  

Lead:   David Hughes, Medical Director Timescale:  Ongoing Lead:   Michael Harper, Chief Operating Officer Timescale:  March 2019 

Key Issues:  Data accuracy     
 
 

Key Issues: The percentage of A&E attendances that were seen within 4 hours in 
December was 85.13% against the PSF trajectory of 90.00%.  This is compared to 

86.83% in November.  
 

Key Actions:   General engagement with Safety Thermometer continues to improve with 
staff having a better understanding of where the information goes and what it is used for. 
Safety Thermometer data continues to be submitted and validated quicker with email 
reminders being sent on a routine basis.  The process of extracting the required Safety 
Thermometer data for falls and pressure ulcer is on the task list with the Nursing Quality 
Dashboard group. Discussions are on-going regarding the feasibility of automatically 
extracting Safety Thermometer data from existing data collection sources.  
 

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.  
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NON-ELECTIVE LENGTH OF STAY 

(Average LOS Non Elective) 

ELECTIVE LENGTH OF STAY 

(Average LOS Elective) 

  

Lead:   Michael Harper, Chief Operating Officer   Timescale:  Ongoing Lead:   Michael Harper, Chief Operating Officer    Timescale:  March 2019 

Key Issues:   The average non-elective length of stay for the year ending September 
2018 was 5.03 days, which is above the Dr Foster benchmark of 4.62. 
 

Key Issues:   The average elective length of stay for the year ending September 2018 
was 4.41 days, which is above the Dr Foster benchmark of 4.24. 
 

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. 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. In MSK the elective wards are 
implementing Red to Green and the Sheffield SAFER principles, adapting the process to 
account for the different context to medical wards, with different levels of Consultant cover 
on the wards due to the nature of surgical specialities.  In addition, Urology are 
undertaking work on the prostate pathway, integrating a second surgical robot into the 
service. 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. 
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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 
December was 90.56% compared to 90.71% in November 

Key Issues: The percentage of admitted patients treated within 18 weeks in December 
was 84.21% compared to 83.16% in November 
 

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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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 December, 122 patients had their operation cancelled on the day for non-
clinical reasons against a threshold of 75. 

Key Issues: In December, there were 9 operations that were cancelled on the day for 
non-clinical reasons and not redated within 28 days. All 9 patients have now been 
admitted for surgery. 
 

Key Actions: A detailed breakdown of cancelled operations is shared with Directorates on 
a monthly basis. Directorates review this data within teams to ensure that processes are 
improved to reduce cancellations. Cancelled operation data is reviewed at the monthly 
Elective Care Working Group to identify themes so that appropriate action can be taken.  
Additional operational focus and escalation processes have been implemented.  
 

Key Actions: Directorates have documented processes to follow when operations are 
cancelled, to escalate and minimise cancellation, and re-date patients as soon as possible. 
Robust monitoring is in place to ensure that those patients waiting to be dated are 
identified and the revised SOP is due to be released in February. 
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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 
December was 10.66%. 
 

Key Issues: The percentage of outpatient appointments cancelled by the hospital in 
December was 11.38%. 

Key Actions:. The implementation of the Patient Booking Hub from December is 
anticipated to improve performance on this metric.  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. 
The implementation of the Patient Booking Hub from December is also anticipated to improve 
performance on this metric.   
Directorate performance meetings are used to review cancellation data, including some deep 
dive studies, and improvement planning is in place where required.  
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AMBULANCE TURNAROUND 

 (Time Taken for Ambulance Handover of Patient) 

FFT RECOMMENDED - COMMUNITY SERVICES 

 

  

Lead: Michael Harper, Chief Operating Officer Timescale: Ongoing Lead: Chris Morley, Chief Nurse Timescale: March 2019 

Key Issues: The percentage of ambulance patients where handover was completed 
within 15 minutes in December was 58.27% compared to 59.84% in November and 
56.94% in October.  The percentage of handovers that took longer than 30 minutes was 
2.44% compared to 3.26% in November and 2.39% in October.  
 

Key Issues: The FFT score for Community in December was 92% which is less than the 
internal target of 95%. 
 
  

Key Actions: Work continues with the Yorkshire Ambulance Service to reduce 
conveyance rates and improve handover time.  A recent joint audit with YAS is being 
reviewed and will lead to the development of an improvement plan in February. 
 
 
 
 
 
 
 
 
 

Key Actions: The recommended score for Community increased in December by 1% from 
November, but continues to be below the Trust’s target of 95%. Community Services always 
review their FFT feedback monthly and try to make improvements based on FFT comments, 
alongside other patient experience feedback sources. It was agreed to trial two new methods 
(online and phone call) for collecting FFT data in 2 teams over November and December to 
see if this had a positive impact on the FFT scores, and the possible impact of this will be 
monitored over the next few months. 
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                                           SPEND PUBLIC MONEY WISELY                                                                            EMPLOY CARING & CARED FOR STAFF    
     

                                                                                              

                                                                                 

 

CAPITAL 

(Expenditure - Variance from Plan)                                                      
SICKNESS ABSENCE 

 

 

Lead: Neil Priestley, Director of Finance Timescale: March 2019 Lead:  Mark Gwilliam,  Director of Human Resources Timescale:   Ongoing 

Key Issues:  During December, capital expenditure was £15,804k against a plan of 
£29,582k, which is an under-spend of £13,778k. This is due to slippage on a number 
of capital schemes and is being managed through the Capital Investment Team (CIT) 
 

Key Issues:  The monthly sickness absence figure is 4.47%.     
 

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 to 
be managed via appropriate action, to ensure an acceptable position for 2018/19. 
 

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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EMPLOY CARING & CARED FOR STAFF 

MANDATORY TRAINING 

 

APPRAISALS 

  

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

Key Issues:. The compliance rate for December 2018 was 88.4%, against the target of 
90%. 

Key Issues: The cumulative position for completed appraisals during the past twelve 
months at the end of December 2018 is 89.1%, against a target of 90% 

 
Key Actions Central mandatory training sessions continue in order to make the training 
more readily available.  Clinical areas continue to make use of their clinical educators in 
delivering this training locally and further support is being given to support the programme 
across the Trust. 
 

Key Actions: Directorates have developed action plans in conjunction with their HR 
Business Partners in order that they can achieve compliance of the target from the 
previous year. 
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APPENDIX 1: DEEP DIVE – HOSPITAL MORTALITY 
 

 

1. Introduction 

In March 2017 The National Quality Board (NQB) published a comprehensive and lengthy document “National Guidance on Learning from Deaths” which can be 
found at https://improvement.nhs.uk/resources/learning-deaths-nhs/. This document draws together a number of previous publications describing patient safety 
generally and specific issues surrounding the management of mortality within the NHS. The document describes significant changes to the requirements on acute 
trusts.  The STHFT response to this was first presented to the Trust Board of Directors in a short paper in July 2018.   
 
This paper is an update on the Trust position, describing the current programme of mortality review in STHFT and outlining the progress with implementation of the 
changes needed to comply with the new National Guidance on Learning from Deaths which is an evolving and escalating work stream.   
 
To fulfil the Guidance, “Trusts should ensure their governance arrangements and processes include, facilitate and give due focus to the review, investigation and 

reporting of deaths, including those deaths that are determined more likely than not to have resulted from problems in care.   Trusts should also ensure that they 

share and act upon any learning derived from these processes”.  It is expected that trust boards have an executive director take responsibility for the learning from 

deaths agenda and a non-executive director take responsibility for oversight of progress. 

 

In July 2018 NHS England published further Guidance for NHS trusts on working with bereaved families and carers on behalf of the National Quality Board. It was 
written with input from bereaved families and emphasises that bereaved families and carers should be told how to raise any concerns they may have and that their 
views should inform any necessary review or investigation. 
Annual report 2018 on case review -The NMCRR’s annual report was published on 4th October 2018 and is specifically aimed at those who are responsible for 
quality improvement within healthcare in addition to patient groups and healthcare users.  The report cites a number of case studies where the SJR has made 
positive contributions to improving healthcare for patients. 
As a result of the Guidance, the Trust has collected and published, on a quarterly basis, specified information on deaths via a paper to a public Board meeting.  The 
Trust Executive Group and Healthcare Governance Committee CGC have received and reviewed the papers at STHFT prior to the public Board meetings as part 
of the governance process.  The data includes the total number of the Trust’s in-patient deaths (including Emergency Department deaths) and those deaths that 
the Trust has subjected to case record review. Of these deaths subjected to review, Trusts have been required to provide estimates of how many deaths were 
judged more likely than not to have been due to problems in care.  As one of two Medical Examiner (ME) pilot sites in England, Sheffield has a mature ME Office 
function which reviews all deaths at the Northern General site (representing approximately 80% of deaths at STHFT).  The ME Office refers a proportion for further 
review.   

2. Mortality Review in STH NHSFT 

The Trust has a clear and mature patient safety culture and Mortality Governance structure at all levels from ward to Board. 

 

 

https://improvement.nhs.uk/resources/learning-deaths-nhs/
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a. Governance of Mortality 

On 27th October 2011, the first publication of the Summary Hospital-level Mortality Indicator (SHMI) covering the period April 2010-March 2011 emerged from the 
NHS Information Centre and thereafter has been produced and published quarterly.  Prior to this the Trust Standardised Hospital Mortality Ratio (HSMR) has been 
available, generated from our raw data via various Dr Foster analysis tools and updated monthly. 
Both the HSMR and the SHMI are monitored closely and reported internally by the Clinical Effectiveness Unit; 

 to the Medical Director 

 to the Mortality Governance Committee 

 to the Clinical Effectiveness Committee 

 in the Integrated Performance Review, and  

 in the quarterly Trust Mortality Report to the Trust Healthcare Governance Committee. 

External reporting and monitoring includes the Trust Quality Report and the Care Quality Commission (CQC) Insight Report.  The CQC also monitors the Trust 
mortality via the Mortality Outliers Programme - a process that involves analysing data that suggests concerning trends in the death rate for specific conditions or 
operations.  
The HSMR and SHMI are high level indicators of healthcare quality that measure whether the death rate at a hospital (and up to 30 days from discharge for SHMI) 
is higher or lower than expected.  The expected number of deaths is estimated using the characteristics of the patients treated – some variables are common to 
both indicators and others only apply to HSMR.  However, they are no substitute for case note mortality review as, although they enable us to pose questions about 
rates of death in any hospital in England, they do not provide answers.  Measuring mortality alone will not reduce mortality rates. 
 
The role and membership of the Mortality Governance Committee (MGC) has been redefined, including review and update of the Committee’s Terms of Reference.  
It meets monthly, reports to the HCGC and is responsible for overseeing all matters relating to mortality. The MGC is currently chaired by an Associate Medical 
Director on behalf of the Medical Director and its proceedings have been modified to take into account the recent guidance. 
 
Since 2016 the National Mortality Case Record Review (NMCRR) programme has been implemented in over 100 NHS trusts and health boards across England 
and Scotland. The NMCRR team has trained around 480 healthcare professionals, who in turn have shared their training with at least 1,500 other healthcare 
professionals including doctors and nurses.  The NMCRR programme’s primary aim is to introduce a validated method of retrospectively reviewing deaths in the 
acute hospital setting. It uses a structured judgement methodology tool known as the structured judgement review (SJR).   All admitting directorates in the Trust 
have in place processes that allow for analysis of deaths within the mortality and morbidity (M&M) context.  Approximately 50% of M&M meetings at STH utilise the 
national methodology of Structured Judgement Review (SJR) and the Trust has trained between 70-100 clinicians in the review method. 
SJR was developed to replace variable local systems with a standardised, national, evidence-based method. The SJR tool enables understanding of the care 
delivered to adult patients before death in acute hospitals in a way that data from clinical coding and death certification cannot. SJR maximises the potential for 
learning and improvement, and encourages the development of quality improvement initiatives when problems in care are identified. Importantly, the SJR also 
helps identify good practice for sharing within the NHS. This makes it an attractive versatile tool for acute organisations to use once they have a cohort of trained 
reviewers. 
SJR relies upon trained reviewers looking at the medical record in a critical manner and commenting on specific phases of clinical care. Each of these phases are 
scored from 1-5 with 1 denoting poor care and 5 denoting excellent care so as well as highlighting poor care this tool can also reveal areas of excellent clinical 
practice. Each score is supported by explicit statements about the care of the patient so that broadly speaking two types of issue can be uncovered.   
2018/19 has seen the appointment of a multidisciplinary team of trained reviewers - the SJR Faculty - and a Learning from Deaths Facilitator (0.6wte) to help co-
ordinate the implementation of the new SJR process.  Each reviewer has been asked to complete two SJR’s each week and though the uptake of this has been 

https://www.rcplondon.ac.uk/projects/national-mortality-case-record-review-programme
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variable, the overall output of the Faculty has meant that the back log of SJR reviews that had built up whilst the new process was being established has been 
significantly reduced.   
The Trust has had a key regional role in developing the methodologies associated with mortality reviews and continues to shape regional and national thinking 
through its connections to the Royal College of Physicians and the Department of Health’s Medical Examiner pilot. 
The weekly Serious Incidents Group chaired by the Assistant Chief Executive receives information about Serious Incidents which are investigated either internally 
within directorates or on occasion externally. This group also receives other alerts and Never Event notification and works very closely with the Patient Safety 
officers of the Trust. The Trust has a nominated Associate Medical Director for Patient Safety. 
The mortality surveillance function has executive support and is led by a designated Non-Executive Director. 
 

b. Medical Examiner Office (MEO) 

The Trust has a well-established MEO based at the Northern General Hospital site. The MEO is still part of the pilot scheme in England but this is due to 
commence roll-out in April 2019.  
The MEO function was created to try and improve the processes that occur after a patient dies in hospital or community. This includes improving the quality and 
accuracy of the information on death certificates as well as improving the type and nature of information given to bereaved relatives at a very crucial time.   
The MEO reviews all deaths on the NGH site as well as a proportion of community deaths. This is approximately 3,300 deaths per annum. The deaths at the Royal 
Hallamshire Hospital are reviewed in context of the directorate M&M meetings.  All admitting directorates have in place processes that allow for analysis of deaths 
within the M&M context. 
 

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

The Learning from Deaths Framework placed a number of new requirements on trusts which have been met by STHFT. These are; 
• From April 2017 onwards quarterly information on deaths, reviews, investigations and resulting quality improvement has been collected 

• A Learning from Deaths Policy on how the Trust responds to and learns from the deaths of patients in its care was published in April 2018 and is accessible 

from the Trust website 

• From Q3 2017 onwards, information on deaths, reviews and investigations has been published via an agenda item and paper to Public Board meetings 

• In June 2018, an annual summary of this data was included in the Trust Quality Accounts 

 
There are certain categories of death who have a mandated requirement for in depth review and these are described in the Policy.  These include; 
 
• Deaths in patients with learning disabilities or severe mental illness 

• Neonatal and maternal deaths 

• Deaths where bereaved families or staff have raised a significant concern about the quality of care provision 

• Deaths where an ‘alarm’ has been raised with the provider through, for example, an elevated mortality alert, a national audit or concerns raised by a regulator 

 
In addition the Policy describes how a decision is made as to which deaths require investigation under the Serious Incident Framework. 
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4. Increased provision at STHFT 

 
The publication of the National Framework for Learning from Deaths as demonstrated above has “shifted the goalposts” on the activities required of all Trusts in 
England. There are few, if any, acute hospital Trusts that are currently compliant with the key recommendations set out in the guidance. In order for STHFT to be 
compliant with these recommendations a number of issues have needed to be addressed, i.e. 

 The reduction in variation of practices across the Trust and the consolidation of the new methodologies required by the guidance within the Trust 

 The development of a mechanism to generate the required quarterly metrics 

 The ability to rapidly conduct SJR reviews of those deaths mandated by the Guidance 

 The ability to allow for investigations to occur in line with the guidance 

 The embedding of a system to ensure consistent timeliness of mortality reviews and investigations performed in conjunction with the MEO 

 Expansion of the MEO function 

 

5. Progress with implementation of the National Guidance on Learning from Deaths 

 
In consultation with members of the Mortality Governance Committee (MGC) a model has been devised that will enable the Trust to be compliant with all aspects of 
the guidance, and be an exemplar for national practice.   

 
The MEO function currently considers ALL deaths at the NGH. This independent role, which has an ability to screen every NGH death, is currently funded by DoH, 
and as such does not currently present a cost pressure to the organisation for 80% of the deaths requiring an initial review within the Trust. This role not only offers 
an expert review but also ensures the very early detection of family concerns that is a core requirement for subsequent detailed review using the SJR methodology. 
In addition, the MEO function has enviable independence enabling the STHFT model to be an exemplar for national practice and become embedded practice when 
the ME system is introduced nationally. 

 
The timely and first review of all deaths by the ME office in addition to other sources of referral would identify approximately 500 additional deaths per year that 
would require immediate and in-depth review using the SJR methodology. To better understand this workload and the constraints of the process, simulated 
modelling (using simul8 software) was undertaken as described in the July 2018 paper taking into account all the mandatory, operational and governance 
requirements to cope with the additional impact of 500 additional STHFT deaths to be screened and processed by the MEO and subsequently reviewed by the 
Faculty. Significant progress has been made with the implementation of the model. 
 
The Trust has built upon the current MEO function to allow for comment on all deaths that occur within the organisation from April 2019 onwards.  To this end, 
additional Medical Examiners have been appointed who are currently undergoing the requisite training.  Additional Medical Examiner Officers are required to 
support the extended service and recruitment will commence once clarity on future funding arrangements has been issued by the Department of Health and Social 
Care. Further to this the MEO has been re positioned under a different management structure within Patient and Healthcare Governance and exists as of 1st 
January 2019 as part of the Clinical Effectiveness and Patient Experience Unit. Additional MEO and ME accommodation is required at both the NGH and RHH sites 
so that the extra staff have a work space.  Current accommodation is exclusively at the NGH site and this is only suitable for two people to work in at any one time. 
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The Learning from Deaths Facilitator co-ordinates all aspects of the process including ensuring SJR cases are allocated to reviewers appropriately, case notes are 
made available to reviewers in a timely way and reviews are completed and entered via the Datix platform.  The Facilitator also acts as the SJR database manager, 
dealing with routine and ad-hoc queries and assists the Associate Medical Director with analysis of the data collected to identify learning. 
 

6. Governance of and Learning from Mortality Review 

 
The framework is explicit in stating that there is an expectation that the output of this process leads to learning and hence improvement in healthcare both locally 
and across the wider NHS.  
  
As stated there a mandated minimum list of which deaths will be the subject of in depth SJR, therefore the key element of the process is in translating the learning 
from case note review into meaningful action and change within the organisation. The forums for discussion of these matters have been the monthly Mortality 
Governance Committee and the Healthcare Governance Committee, which are both likely to be chaired by the Non-Executive director whose portfolio includes 
mortality governance and patient safety. However, we have also found regular SJR Faculty meetings to provide an excellent forum for discussing how the 
information captured by the reviewers can be more usefully translated into themes to inform learning. 
 
Key to the National Quality Board documentation is the requirement to publish the number of deaths that are more likely than not due to a problem with care.   A 
quarterly publication of reports to TEG, HCGC and Public Board has been produced which states the number of deaths that quarter, the number of ME reviews, the 
number referred to the coroner, the number for which SJR is recommended, the number of SJR’s completed and the number where the death was more likely than 
not due to a problem with care.  The report also includes a breakdown of the mandatory categories of SJR review and the learning points identified that quarter.   

 

7. Summary 

 
The Trust has a mature mortality governance structure and process. The publication by the National Quality Board of the National Guidance on Learning from 
Deaths has increased the requirement by Trusts in the management and reporting of acute hospital mortality. The timeline for the delivery of these requirements is 
short, but the Trust has made significant progress over the past 12 months towards ensuring the delivery of these metrics with relatively small modifications to its 
current structures.  A published and publically shared “mortality” policy has been produced as well as quarterly Board reports detailing mortality outcomes as 
defined in the guidance. 
 
New Medical Examiners have been appointed and are undergoing training to be in a position to ensure all deaths at the Trust are reviewed after 1st April 2019 in 
line with national requirements.  The ME’s assist with the identification of appropriate cases for SJR.  The appointment of a SJR Faculty composed of a 
multidisciplinary group of senior clinicians has meant the backlog of SJR cases has reduced significantly over the past six months.  A Co-ordinator for the process 
has also been appointed within Patient and Healthcare Governance to assist with the implementation of the Trust model.  
 
The Medical Examiner Office function now also needs to expand to support the extra work this will create, including the identification of appropriate additional 
accommodation. 
 
Trust mortality indicators, such as SHMI and HSMR, are routinely reported both internally and externally and any mortality outlier ‘alerts’ are fed into the SJR 
process as appropriate. 
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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 4 0 5 6 0 0 0 3

C Diff Actual numbers 4 2 6 15 0 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 4 0 0 1 1 2 0 0 0 0 2 0

Incidents  Number of finally approved incidents based on incident date 8 221 20 15 47 44 144 31 19 24 10 77 13

Incidents  Percentage of incidents approved within 35 days based on approval date 0.5882353 0.8992806 0.82692308 0.7777778 0.8684211 0.6535433 0.7851563 0.8269231 0.8571429 0.8823529 0.6190476 0.8947368 0.95454545

Average LOS Elective in days against Dr Foster expected -3.41 -2.54 -0.86 -0.28 30.47 11.43 1.07 0.93 -2.08 -0.63

Average LOS Non Elective in days against Dr Foster expected 1.16 -2.49 0.76 1.22 3.25 15.45 -0.98 -0.14 -0.03 0.48

Patient Falls Number of inpatient falls against nursing goals 183 137 15

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%) 97.30% 100.00% 100.00% 73.40% 82.68% 91.54% 70.91%

Percentage of non-admitted patients treated within 18 weeks (95%) 99.51% 100.00% 96.45% 98.71% 100.00% 80.00% 70.40% 92.41% 71.21% 94.88%

Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 99.77% 100.00% 98.45% 99.64% 100.00% 71.43% 80.03% 93.97% 89.30% 94.10%

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% 92.20% 99.27% 100.00%

Number of operations cancelled on the day for non clinical reasons 45 18 25 67

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

Percentage of out-patient appointments cancelled by hospital 5.71% 1.43% 11.30% 10.87% 13.90% 6.45% 12.74% 12.53% 16.75% 7.31%

Percentage of out-patient appointments cancelled by patient 10.50% 0.18% 9.51% 12.48% 15.54% 10.46% 14.40% 12.05% 12.49% 11.51%

Percentage of new out-patient appointments where patients DNA 7.78% 9.76% 12.23% 11.28% 7.71% 9.32% 5.33% 11.86% 5.59%

Percentage of follow-up out-patient appointments where patients DNA 8.08% 6.70% 7.46% 8.92% 7.14% 10.83% 7.77% 11.98% 4.65%

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 86.99% 95.55% 96.79% 95.35% 25.00% 95.60% 98.85% 98.52% 97.76%

Ethnic group data collection % valid ethnic group (85%) 96.55% 93.20% 89.36% 94.47% 95.48% 95.56% 86.42% 86.67% 87.67% 91.90%

Elective Inpatient activity Variance from contract schedules -3.97% 33.33% -1.40% -3.73% 7.67% -7.82% -4.00% -11.19%

Non elective inpatient activity Variance from contract schedules -2.19% 4.21% 1.98% -6.38% 9.09% -28.41% -0.20% 6.95% 2.91% 14.91%

New outpatient attendances Variance from contract schedules 14.74% -3.82% -0.17% -13.07% 12.10% -2.23% -1.93%

Follow up op attendances Variance from contract schedules 10.15% -81.28% 1.49% 19.58% 5.53% -5.41% -8.44% 10.73% 7.03% 3.90%

Complaints Percentage of complaints answered within 25 working days 83% 85% 90% 100% 98% 100% 99% 100% 89% 100% 100% 99% 100%

FFT Recommended  Patients recommending STH for treatment 90.00% 95.83% 94.19% 97.95% 92.31% 100.00% 95.00% 96.21%

Day surgery rates BADS - day surgery rates 0 44 -7 -9 486 -1 2

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

Sickness Absence All days lost as a percentage of those available 4.27% 3.49% 2.98% 4.08% 3.15% 4.08% 4.40% 5.24% 2.88% 4.50% 5.13% 3.03% 4.03%

Appraisals  Completed appraisal in last year 94.79% 92.13% 83.65% 84.38% 85.61% 94.02% 87.87% 94.37% 93.60% 91.02% 78.57% 83.58% 90.79%

Mandatory Training  Overall percentage of completed mandatory training 88.31% 79.95% 89.57% 94.70% 87.98% 87.82% 84.08% 91.47% 94.01% 81.85% 92.69% 88.06% 90.83%

Agency spend Agency and bank spend as a percentage of total pay budget 8.80% 5.89% 5.49% 0.44% 7.05% 3.37% 8.99% 0.37% 0.90% 0.17% 5.45% 1.69% 2.89%

I & E Variance from plan -2.96% -0.10% 14.34% 2.04% -3.37% 0.41% 5.78% -0.43% 0.03% 2.20% 8.35% -4.50% 4.92%

Contract performance Variance from plan 1.30% 1.53% -2.18% 22.76% 0.42% 0.01% 2.96% 2.53% -0.87% -1.09% 2.38% -0.63% -1.90%

Productivity & Efficiency Variance from plan 4.71% 60.71% -81.74% 0.76% 54.22% -21.15% -67.69% -1.63% -0.43% -82.28% -4.85% 26.49% -28.18%
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Indicator Measure Lab Med MIMP OGN MSK OSSCA Cardiac Renal Vasc

Comm 

Dis & 

Spec 

Med

Spec 

Rehab

Spec 

Cancer
Gen Surg

Plastic 

Surg
Urology

MRSA bacteraemia Actual numbers 0 0 0 1 0 0 0 0 0 0 0 0

MSSA bacteraemia Actual numbers 0 2 2 7 4 3 1 1 2 3 0 0

C Diff Actual numbers 1 4 6 1 1 1 2 4 2 3 0 3

Serious Incidents Approved SI Report submitted within timescales 0 0 0 0 1 2 0 1 0 0 0 3 0 0

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

Incidents  Number of finally approved incidents based on incident date 108 51 53 76 79 64 86 36 48 15 34 64 13 30

Incidents  Percentage of incidents approved within 35 days based on approval date 0.9777778 0.9482759 0.6410256 0.8244275 0.9112903 0.8513514 0.9620253 0.8780488 0.7589286 0.952381 0.8157895 0.8585859 0.9166667 0.9428571

Average LOS Elective in days against Dr Foster expected -0.68 -0.01 1.01 -3.17 -0.35 3.23 14.43 -1.04 1.33 -0.45 0.67

Average LOS Non Elective in days against Dr Foster expected 0.05 0.50 0.43 2.16 1.83 0.30 52.45 -1.29 -0.09 1.16 -0.73

Patient Falls Number of inpatient falls against nursing goals 119 100

Never Events Number of never events 0 0 0 0 0 1 0 0 0 0 0 0 0 0

Percentage of admitted patients treated within 18 weeks (90%) 77.58% 80.90% 92.98% 84.62% 70.00% 92.82% 96.55% 93.51% 93.77% 91.89%

Percentage of non-admitted patients treated within 18 weeks (95%) 100.00% 95.93% 91.03% 87.64% 98.89% 77.50% 92.99% 92.31% 99.11% 95.77% 98.42% 97.97%

Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 100.00% 92.21% 92.06% 100.00% 95.36% 100.00% 73.55% 92.73% 100.00% 99.18% 95.92% 96.19% 98.48%

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% 99.72% 99.85% 100.00% 100.00%

Number of operations cancelled on the day for non clinical reasons 38 107 173 28 137 41 47

Number of patients cancelled on the day and not readmitted within 28 days 0 8 0 5 6 7 0 1

Percentage of out-patient appointments cancelled by hospital 6.32% 8.38% 11.68% 10.98% 14.20% 14.69% 14.93% 9.41% 19.31% 7.93% 8.09% 8.14%

Percentage of out-patient appointments cancelled by patient 20.85% 6.40% 10.63% 7.76% 7.92% 7.32% 9.55% 14.43% 4.78% 14.23% 11.02% 14.61%

Percentage of new out-patient appointments where patients DNA 20.15% 5.97% 4.13% 5.89% 11.52% 4.22% 9.11% 14.67% 2.80% 7.95% 6.58% 9.21%

Percentage of follow-up out-patient appointments where patients DNA 20.74% 3.52% 9.15% 4.20% 9.44% 3.55% 7.26% 8.60% 3.34% 5.36% 8.10% 6.83%

Patient seen within 2 weeks (93% compliance) 93.80% 93.75% 98.22% 95.05% 94.74% 96.02% 97.37%

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

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

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

e-Referral Service Percentage of appointments booked through e-Referral 100.00% 95.24% 100.00% 95.64% 95.45% 98.17% 99.17% 100.00% 86.29% 95.75% 99.25%

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

Elective Inpatient activity Variance from contract schedules 2.30% -1.72% 0.62% 16.02% -19.53% -4.77% 0.46% -3.30% -5.42% -1.27%

Non elective inpatient activity Variance from contract schedules -2.19% -0.12% 2.68% -0.36% -12.25% 9.48% 0.85% -2.33% 1.29% -12.52%

New outpatient attendances Variance from contract schedules -5.81% 15.02% 0.55% -33.23% 8.75% 2.22% -9.62%

Follow up op attendances Variance from contract schedules

Complaints Percentage of complaints answered within 25 working days 100% 100% 97% 94% 94% 60% 72% 79% 98% 100% 100% 87% 89% 97%

FFT Recommended  Patients recommending STH for treatment 100.00% 93.55% 94.34% 100.00% 100.00% 98.21% 96.02% 100.00% 100.00%

Day surgery rates BADS - day surgery rates 257 73 10 -11 -19 24 -27 13 -115 -14 231

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

Sickness Absence All days lost as a percentage of those available 3.16% 3.77% 4.49% 3.68% 4.11% 4.00% 5.41% 2.28% 3.37% 4.51% 3.04% 3.64% 2.23% 4.45%

Appraisals  Completed appraisal in last year 91.67% 93.97% 87.91% 84.67% 84.29% 88.20% 91.58% 87.91% 89.13% 97.39% 84.21% 88.83% 92.31% 95.16%

Mandatory Training  Overall percentage of completed mandatory training 91.67% 93.97% 87.91% 84.67% 84.29% 88.20% 91.58% 87.91% 89.13% 97.39% 84.21% 88.83% 92.31% 95.16%

Agency spend Agency and bank spend as a percentage of total pay budget 0.61% 0.26% 0.70% 5.21% 2.61% 4.69% 2.54% 2.48% 2.16% 10.46% 5.43% 5.37% 1.61% 2.33%

I & E Variance from plan -1.54% 0.21% 4.82% -0.40% 2.53% 0.72% 1.10% 3.40% 1.97% 0.38% 3.29% 0.35% -2.16% 0.75%

Contract performance Variance from plan 4.69% 10.70% -1.12% 0.47% -50.48% 1.67% 1.13% -1.84% 0.32% 3.71% 1.88% -0.47% 0.22% 1.17%

Productivity & Efficiency Variance from plan -49.62% 6.43% -41.96% -11.33% -69.83% -18.48% -50.53% -56.35% -76.64% -33.60% 48.07% -40.84% -37.25% -63.18%

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