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REPORT TO THE BOARD OF DIRECTORS 
 

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 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 September 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: 14 November 2018 12 November 2018 27 November 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 were no cases of Trust assigned MRSA bacteraemia recorded for the month of September. The year to date total is 1 case.  

  There were 4 Trust attributable cases of MSSA bacteraemia recorded in September. The year to date total is 25 cases against an internal threshold of 28.5 
cases.  

 The Trust recorded 9 cases of C.diff in September. The year to date performance is 47 cases against an internal threshold of 39 cases and an NHS 
Improvement threshold of 43 cases.   

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

 There were no new never events reported in September. 

 79.30% 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 (June) was higher than the Dr Foster threshold. 

 The standard in the safety thermometer was 92.78% in September against a target of 95.0% 
 

Summary of the Healthcare Governance Committee meeting held on 17 September 2018 
 The Care Quality Commission (CQC) Compliance report was presented. The process for developing and reporting progress against the 2018 CQC Action Plan was 

discussed and agreed. The new agenda format for CQC Engagement meetings was noted and this now incorporated CQC Insight data. 

 An update on the CQC Action Plan was presented. It was noted that since April 2018, a further 10 actions had been completed.    

 The Quality Report Timetable was presented. Planning for the completion of the Quality Report 2018/19 had commenced to ensure completion within statutory timescales. 

 An update on incidents reported as Serious Incidents from 3 July – 29 August 2018 was presented. During this period five new serious incidents were reported, and none 
were closed.   

 As part of on-going work on the identification of the deteriorating patient, an action plan was being developed.    

 The IRAR was presented with all risk scores remaining unchanged, with the exception of one score which had a positive downward trend and one risk which had now 
achieved its target risk score. The HR and OD Committee had accepted the recommendation for this risk to be removed from the IRAR.   

 The Staff, Student & Public Incidents, Public & Employers Liabilities Insurance Claims report was presented.  The programme of work in relation to incidents relating to 
violence and aggression was noted.   

 Medicines Management and Therapeutics Committee Activity Report 2017/2018 was presented. There had been an increase in applications for NICE-approved drugs to 
be added to the STH formulary and a new system for applications was currently being considered. 

 The Trust wide Safer Procedure Audit Q1 & Q2 2018 progress update was presented. It was noted that clinical areas undertake spot check compliance audits, however 
since 2017 a formal Trust-wide Safer Procedure Audit has been in place and roll out across all areas would be completed during 2018-19.   

 The External Visits, Accreditations and Inspections report was presented.  The report outlined recommendations and action plans following visits from five external bodies.  
Six action plans had been confirmed as completed. 

 The Clinical Effectiveness Unit (CEU) Annual Report 2017/2018 was presented. The Trust participated in 100% of national clinical audits and 100% of national confidential 
enquiries in which it was eligible to participate. A new quarterly directorate review process was noted, which provided directorates with on-going information on their clinical 
effectiveness activity.   

 Hospital Mortality for Q1 was presented. SHMI was 0.95 (0.90 - 1.12 over-dispersion control limits of 95%). This was in the ‘as expected’ range. Crude Mortality was 3.12 
(3,610 deaths / 115,632 spells) vs. national rate of 3.27 for all non-specialist acute providers. HSMR was 106.7 and was ‘higher than expected’ when compared with 
hospital trusts nationally.  Work was underway to review Trust HSMR data including classification.  

 An update on Learning from Deaths was presented to the Committee.  
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PROVIDING PATIENT CENTRED SERVICES 

 Complaints – 92% of complaints met the agreed response timeframe.   

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

 FFT score A&E – the score for September was 88% which is higher than the target of 86%. 

 FFT score community- the score for September was 88% which is below the internal target of 95%. 

 FFT score maternity– the score for September was 95% which meets the internal target of 95%. 

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

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

 New outpatient activity for September 2018 was 0.7% below the contract target. For the year to date, performance is 0.2% below target.  

 Follow up outpatient activity for September 2018 was 0.9% above the contract target.  For the year to date, performance is 1.1% above target. 

 Accident and Emergency activity was 4.9% above the target in September 2018 and is 5.0% over target for the year to date.  

 Elective activity for September 2018 was 3.0% below the contract target and is 2.8% below target for the year to date.   

 Non-elective activity for September 2018 was 1.5% below the contract target and is 0.1% above target for the year to date.  

 The average number of patients who had a delayed transfer of care in September was 93, compared to 84 in August. 

 55 operations were cancelled on the day for non-clinical reasons in September, compared to 64 in August. 

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

 In September 2018 87.18% of patients attending A&E were seen within 4 hours compared to the Provider Sustainability Fund agreed trajectory of 91.0% and 
the national target of 95%.  

 52.06% of ambulance handovers occurred within 15 minutes, compared to 54.65% in August. 5.13% 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 September was 92.05% which is better than the national 
target (92%).  The percentage of patients who received treatment in September and had waited less than 18 weeks was 85.98% for admitted patients (local 
target 90%) and 91.29% for non-admitted patients (local target 95%). 

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

 At the end of September the percentage of patients waiting less than 6 weeks for their diagnostic test was 99.61% 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. 

 The cancer waiting time targets were achieved for Q1 of 2018/19 except for 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 Q1 was 85.7% (threshold 85%).The performance for Q1 2018/19, 
without reflecting the new Breach Allocation Guidance and reallocations, was 78.0% (threshold 85%).  

 For the pathway relating to 31 days from decision to treat, STH performance for Q1 was 94.6% (threshold 96%).  

 With regard to the 62 day cancer screening target, STH performance for non-shared pathways in Q1 was 88.9% (threshold 90%).The performance for Q1 
2018/19, without reflecting the new Breach Allocation Guidance and reallocations, was 88.7% (threshold 90%).   

 The percentage of referrals received from GPs through the e-Referrals Service in September was 94.72%. 
 
EMPLOYING CARING AND CARED FOR STAFF 

 Sickness absence in September was 3.94% which is below the target of 4.0%. Year to date sickness absence is 3.73% 

 Short term absence has increased from 1.56% in August to 1.64% in September. 
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 Long term absence has decreased from 2.36 % in August to 2.29% in September.   

 For the period October 2017 to September 2018, the Trust has achieved 87.9% for the number of appraisals which have been carried out. This is below the 
target of 90%. 

 For the period October 2017 to September 2018, compliance levels for mandatory training are at 89.3% against a 90% target.   

 The staff group with the lowest leaver rates for September was Healthcare Scientists (4.84%) and the staff group with the highest leaver rates was 
Administrative and Clerical roles (9.76%). Annual turnover rate is 8.06% 

 The proportion of temporary staff has increased from 9.32% to 9.60%.  

 Retention figures for the Trust are at 90.67% which is above the target of 85%.   

 Safer staffing – overall, the actual fill rate for day shifts for registered nurses was 86.7% and for other care staff against the planned levels was 110.7%.  At 
night these fill rates were 87.8% for registered nurses and 128.6% 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 6 position shows a £2,453.3k (0.5%) deficit against the Financial Plan. There was a £406.4k deficit in September which was broadly on trend. The 
last quarter has been relatively positive with a £0.7m deficit following the disappointing £1.7m deficit in the first quarter. 

 There was a cumulative activity under-performance of £0.3m to the end of September which is a small improvement on the August position.  The main issues 
remain the under-performance on elective activity and the high level of income loss for MRET and Emergency Readmissions within 30 days, although in both 
cases the position was better in September. There remains a high level of uncoded spells for which estimated values have been used. 

 There was a pay overspend of £1.2m (0.4%) to the end of September, although Bank & Agency costs were £1.4m below the equivalent 2017/18 position. 
Medical staffing remains the main pressure area with a £4.1m overspend, a deterioration of £0.9m in month. 

 There was a £2.4m under delivery against efficiency plans year-to-date which is significant in the context of the overall deficit. 

 Overall, Directorates reported positions £3.9m worse than their plans at Month 6. 

 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 delivers a £0.9m Control Total 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. For Q1 and Q2, the Trust met the organisation’s Control Total but not the A&E trajectory. The ICS Control Total 
was also met in both quarters. The A&E PSF loss (£2.7m) 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. 

 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; receipt of 
assumed CQUIN and Winter funding; financial, workforce, and service pressures, particularly over winter; 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 position, and maximise contingencies/other in-year gains. On the latter action, the Trust has now commenced an exercise to revalue the estate and 
review the building asset lives which it is hoped will deliver a significant financial benefit. 
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DELIVER EXCELLENT RESEARCH, EDUCATION & INNOVATION 

 The number of patient accruals to portfolio adopted grant and commercial studies for 2018/19 was 3207; this was 70% of our Yorkshire and Humber Clinical 
Research Network (YHCRN) year to date target of 4583. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



8 

 

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 September

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

Hospital Mortality HSMR As expected or lower SOF Apr-17 to Mar-18 105.50

Hospital Mortality SHMI As expected or lower SOF Jan-17 to Dec-17 0.95

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

MSSA bacteraemia Trust Attributable cases only Max 4.75 cases per month (57 per year) Local September 1 22

C.diff Trust Attributable cases only Max 7.16 cases per month (86 per year) SOF September 9 47

E.coli Trust Attributable cases only to be determined Local September 14 90

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 September 3 18

Serious Incidents Approved SI Report submitted within timescales No overdue reports Local September 1

Incidents Number of finally approved incidents based on incident date Number of incidents Local September 1077 12113

Incidents Percentage of incidents approved within 35 days based on approval date 95% within 35 days Local September 0.792891

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

Average LOS Elective 4.18 days (Dr Foster) Local Jul-17 to Jun-18 4.19

Average LOS Non Elective 4.61 days (Dr Foster) Local Jul-17 to Jun-18 5.06

C-Section rate Emergency Caesarean section rate as proportion of all births 15.5% SOF September 11.6% 17.1%

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

Patient Falls Number of patient falls Local September 166 1853

Patient Falls Number of inpatient falls against nursing goals 216 per month (2586 per year) Local September 171 1522

Never Events Number of never events Zero SOF September 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 September 0.9278

 A&E 4-hour wait Patients seen within 4 hours 95% SOF September 0.8717532 88.1%

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

Ambulance turnaround Time taken for ambulance handover of patient 100% within 15 minutes National September 0.520641 51.39%

Ambulance turnaround Time taken for ambulance handover of patient 0% in excess of 30 minutes National September 0.0513308 5.27%

Percentage of admitted patients treated within 18 weeks 90% Local September 0.8597707

Percentage of non-admitted patients treated within 18 weeks 95% Local September 0.9129161

Percentage of patients on incomplete pathways waiting less than 18 weeks 92% SOF September 0.9205132

52 week waits Actual numbers Zero National September 0 0

6 week diagnostic waiting Percentage of patients seen within 6 weeks 99% SOF September 0.9961155

Number of operations cancelled on the day for non clinical reasons 75 per month Local September 55 425

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

Percentage of out-patient appointments cancelled by hospital 7.01% (National figure 2016/17) Local September 0 11.55%

Percentage of out-patient appointments cancelled by patient 6.77% (National figure 2016/17) Local September 0 9.97%

Percentage of new out-patient appointments where patients DNA 7.56% (National figure 2016/17) Local September 0 6.05%

Percentage of follow-up out-patient appointments where patients DNA 7.82% (National figure 2016/17) Local September 0 6.92%

Patient seen within 2 weeks 93% National Q1 17/18 0.948

Breast symptomatic seen within 2 weeks 93% National Q1 17/18 0.932

62 days from referral to treatment (GP referral) 85% SOF Q1 17/18 0.778

62 days from referral to treatment (Cancer Screening Service) 90% SOF Q1 17/18 0.887

31 day first treatment 96% National Q1 17/18 0.948

31 day subsequent treatment  (Surgery) 94% National Q1 17/18 0.98

31 day subsequent treatment  (Radiotherapy) 94% National Q1 17/18 0.946

31 day subsequent treatment  (Drugs) 98% National Q1 17/18 0.992

e-Referral Service Percentage of eligible GP referrals received through ERS 90% Local September 1 87.23%

Ethnic group data collection % valid ethnic group 85% National September 1 89.66%

Elective Inpatient activity Variance from contract schedules On plan Local September -3.15% -2.83%

Non elective inpatient activity Variance from contract schedules On plan Local September 1.10% 0.10%

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 September -0.69% -0.19%

Follow up op attendances Variance from contract schedules On plan Local September 0.86% 1.13%

A&E attendances Variance from contract schedules On plan Local September 0.0504498 4.90%

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

FFT Recommended Patients recommending STH for A&E treatment 86% National September 0.875447

FFT Recommended Patients recommending STH for Maternity treatment 95% SOF September 0.95

FFT Recommended Patients recommending STH for Community treatment 95% Local September 0.8944282

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 September 1 92%

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

Sickness Absence All days lost as a percentage of those available 4.00% SOF September 0.039566 3.73%

Appraisals Completed appraisals in last year 90% Local September 0.8786069

Mandatory Training Overall percentage of completed mandatory training 90% Local September 0.8927251

Percentage of planned shifts worked by Registered Nurses/midwives during the day 85% of planned hours or greater worked Local September 0.8666333

Percentage of planned shifts worked by  Registered Nurses/midwives during the night 85% of planned hours or greater worked Local September 0.8783531

Percentage of planned shifts worked by Clinical Support Workers during the day 85% of planned hours or greater worked Local September 1.1069861

Percentage of planned shifts worked by Clinical Support Workers during the night 85% of planned hours or greater worked Local September 1.2855345

Executive Team turnover to be determined SOF September 0.1428571

Number of leavers as a percentage of total head count (rolliing 12 months) to be determined SOF September 8.1%

Retention Rate 85% September 1

Temporary Staff Proportion of temporary staff to be determined SOF September 10.0%

Under/overspending against Agency Control Total <=0 SOF September -46.30%

Agency and bank spend as a percentage of total pay budget 8% Local September 2.81%

I & E YTD actual I & E surplus/deficit in comparison to YTD plan I & E surplus/deficit >=0 SOF September -0.20%

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

Contract performance Contracted Activity performance - variance from plan On plan Local September -0.09%

Efficiency Variance from plan On plan Local September -23.20%

Cash Actual Above profile Local September 45.00%

Liquidity Days of operating costs held in cash or cash equivalents >0 SOF September 4.84

Capital Service Capacity - degree to which the provider's generated income covers its financial obligations >2.5times SOF September 2.03

Expenditure - variance from plan On plan Local September -49.80%

Use of Resources Overall Use of Resources - NHSi weighted risk rating <=2 SOF September 200.00%

Total number of patient accruals to portfolio studies 2291 Regional -Y&H Q1 2018/19 70%

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 

HSMR C. Diff  

(Number)     

 
 

Lead:  David Throssell, Medical Director Timescale:  December 18 Lead:   Chris Morley, Chief Nurse Timescale:   Ongoing 

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

Key Issues:   During September 2018, the Trust recorded 9 cases of C.diff. 
 

Key Actions: The crude mortality suggests that our death rates are not higher, but that 
there is a problem with one or more indices which feed into the ‘expected’ mortality 
figures. 
The data for December to March have been reviewed and corrections to classification 
have been made. Dr Foster upload new data at end of November, so the effect of the 
changes will not be available until this has taken place. 
In the meantime, the EPR and Data Quality Team will continue to validate the data for Q1 
of 2018/19 applying the same logic as for the December to March corrections. 
Graph date range not considering 2017/18? 
 
 

Key Actions:    The actions to prevent and reduce C.diff are contained within the 
Infection, Prevention and Control Programme.  The Infection Control Operational Group 
have discussed the rise in cases of C.diff identified by the Trust and have considered the 
findings from the root cause analyses undertaken. RCA of the cases in September is 
underway.  There is nothing to indicate that this is an outbreak situation.  As part of 
routine deep cleaning all admission areas will have had a deep clean prior to the start of 

the winter period.as not had suffered any harm as a consequence. 
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 VIE   

SERIOUS INCIDENTS 

(Approved SI Reports Submitted Within Timescales) 

INCIDENTS 

(% Approved Within 35 Days) 

  

Lead:  David Throssell, Medical Director Timescale: December 2018 Lead:  David Throssell, Medical Director Timescale: December 2018 

Key Issues:  During September one Serious Incident investigation report was not 
submitted within the 60-day timescale.  
 

Key Issues:   The September data show a further increase in the percentage of incidents 
approved within 35 days, with performance at almost 80%.    
 

Key Actions:  The investigation report was finalised and submitted to the CCG during the 
first week of October. 
 

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 were established 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 collected in relation to the approval of incidents, 
including reasons for delay for those incidents not approved within 35 days. This 
information is reviewed at Safety and Risk Committee meetings and will continue to be 
developed and refined. 
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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 Throssell, 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 
September was 87.18% against a local trajectrory of 91.00%.  This is compared to 
88.11% in August. 
 

Key Actions:    General engagement with Safety Thermometer appears to be improving. 
Safety Thermometer data continues to be submitted and validated quicker with email 
reminders being sent on a routine basis. The CCG have agreed Community Nursing 
should not be completing Safety Thermometer.  Instead they will be supplied with a 
quarterly report on pressure damage and falls in the care of the Integrated Care Teams. 
The data collected on 3

rd
 October will be the last from Community Nursing. 

 
 
 
Committee meeting and will continue to be developed and refined over the coming months 

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, the Chief Operating Officer, and the Performance and 
Information Director.  Nurse recruitment will be completed by end of October to support 
the timely movement of patients through the system. 
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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:  Ongoing 

Key Issues:  The average non-elective length of stay for the year ending June 2018 was 
5.06 days, which is above the Dr Foster benchmark of 4.61.  
 

Key Issues:   The average elective length of stay for the year ending June 2018 was 4.32 
days, which is above the Dr Foster benchmark of 4.18.  
 

Key Actions:  Patients with a long length of stay are a significant focus for STH in 
advance of winter with a specific emphasis upon patients with particularly long lengths of 
stay, with a view to ensuring patients are cared for in the most appropriate setting, STH is 
seeking to reduce the number by 26% by December. A newly initiated group called the 
‘Emergency Pathway Performance Overview Group’ (EPPOG), structured to mirror the 
existing and successful ‘(Elective) Waiting Times Performance Overview Group’ will 
support wards with this project. The EPPOG’s first meeting took place on 22

nd
 October 

2018. The implementation of Red to Green Board Rounds across the medical wards at 
NGH is also starting to become embedded. 
 

Key Actions:  The surgical and musculoskeletal wards have made a number of 
improvements to support ward flow including; daily medical ward rounds (7 days per 
week), developing nursing on the ward, for example, ANPs on the hip fracture ward which 
has reduced length of stay by an average of 2 days, and the introduction of discharge 
nurse actively working to remove barriers to discharge and clinical support workers all 
trained to do phlebotomy.  The teams also ensure that there is a documented weekend 
plan for patients prepared on a Friday including criteria for discharge.  On the surgical 
wards the stoma nurses and therapists work hard to ensure potential weekend discharges 
are signed off, and the appropriate equipment and stairs assessments are completed. 
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AMBULANCE TURNAROUND  
(Time Taken for Ambulance Handover of Patient) 

18 WEEKS RTT 
 % of Admitted Patients Treated within 18 Weeks 

 
 

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

Key Issues:  The percentage of ambulance patients where handover was completed 
within 15 minutes in September was 52.06% compared to 54.65% in August.  The 
percentage of handovers that took longer than 30 minutes was 5.13%. 

Key Issues: The percentage of admitted patients treated within 18 weeks in September 
was 85.98% compared to 88.57% in August. 

Key Actions: Performance is discussed at a weekly performance meeting between the 
A&E team, the Chief Operating Officer and the Performance and Information Director.  The 
department continues to work closely with the Ambulance Service to improve the 
accuracy of handover times by ensuring both ambulance crews and ED staff follow the 
same process.  Plans are on track to implement the new A&E triage form 

Key Actions: Performance is reviewed on 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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18 WEEKS RTT 
 % of Non-Admitted Patients Treated within 18 Weeks 

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: December 18  

Key Issues: The percentage of non admitted patients treated within 18 weeks in 
September was 91.30% compared to 93.12% in August. 

Key Issues: In September, there were 3 operations that were cancelled on the day for 
non-clinical reasons and not redated within 28 days. All three patients have had their 
operation. 
 

Key Actions: Performance is reviewed on 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: Directorates have documented processes to follow when operations are 
cancelled, to escalate and minimise cancellation, and redate patients as soon as possible. 
Robust monitoring is in place to ensure that those patients waiting to be dated are 
identified. 
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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 Operating Officer Timescale: Ongoing Lead: Michael Harper, Chief Operating Officer Timescale: Ongoing  

Key Issues: The percentage of outpatient appointments cancelled by the patient in 
September was 10.42%. 
 

Key Issues: The percentage of outpatient appointments cancelled by the hospital in 
September was 11.30%. 

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 implementation of the Patient 
Booking Hub from December is also 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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SPEND PUBLIC MONEY WISELY 
 

 

FFT RECOMMENDED - COMMUNITY SERVICES 

 

CAPITAL 

(Expenditure - Variance from Plan)                                                     

 
 

Lead: Chris Morley, Chief Nurse Timescale: December 18 Lead: Neil Priestley, Director of Finance Timescale: Ongoing 

Key Issues:. During September 2018, the FFT score for Community Services was 89.9% 
which is lower than the internal target of 95%. 
 

Key Issues: During September, capital expenditure was £8,540k against a plan of 
£18,002k, an under-spend of £9,426k. This is due to slippage  on a number of capital 
schemes and is being managed through the Capital Investment Team (CIT). 

Key Actions: Community Service Teams continue to review their FFT feedback monthly 
and aim to make improvements based on FFT comments, alongside other patient 
experience feedback sources. A trial of two new methods of data collection will 
commence in November. 

Key Actions: Specific schemes already re-profiled to new dates. 
Further slippage risk on the capital programme identified as part of Quarter 2 update to be 
managed via appropriate action, to ensure an acceptable position for 2018/19. 
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        EMPLOY CARING & CARED FOR STAFF 

EFFICIENCY 

(Variance from Plan)                                                     

  

 MANDATORY TRAINING 

 
 

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

Key Issues: The 2018/19 total P&E risk adjusted plan is £23m.  The Trust has 
underperformed at M6, with a deficit position of £2.3m, 23% behind plan.    The full year 
forecast position stands at 12% behind plan at M6. At month 6, Excellent Emergency Care 
undelivered by -£872k, CCSS by -£665k, Seamless Surgery -£503k  and Outstanding 
Outpatients by £136k. Workforce and the T3 programme are on track. 

Key Issues: Compliance rates remain reasonably steady, with a monthly rate of 89.3 % 
against the target of 90%. 

Key Actions A revised structure for reporting on under-delivering P&E schemes was 
launched at last month’s CEO PMO meeting, designed to identify specific actions to 
improve delivery. The aim is to evaluate reasons for non-delivery and identify solutions to 
help accelerate the schemes. Cohort 2 of the Systematic Approach to Financial 
Improvement has concluded with a total of over £2m in efficiency opportunities identified 
by the four Directorates. Cohort 3 is about to commence with plans in place to create a 
rolling programme of financial reviews each year as part of the normal P&E process. A 
Seamless Surgery update was received at TEG last month with a forward emphasis on 
P&E schemes now being emphasised. Outstanding Outpatients is due before TEG this 
month with a similar focus being placed on the programme aligning more closely with the 
efficiency planning process. 

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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APPRAISALS 

 

 

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

Key Issues:. The cumulative position for completed appraisals during the past twelve 
months at the end of September 2018 is 87.9%, against the target of 90%. 
 
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  
 

Deep Dive 2018 – Cancer Waiting Times 

 

1 Executive Summary 
 
This Deep Dive seeks to provide further detail and information to assist Board members in understanding: 

 How the nine national cancer standards are currently measured and how these standards are being revised nationally during 2018/19 

 How the Trust is performing against these standards 

 What further action is being taken to ensure patients referred with suspected cancer and where applicable those diagnosed with cancer, are receiving timely 
and appropriate treatment.  

 
Key headlines 

 In line with the national picture, the Trust continues to see rising numbers of patients referred on a two week pathway with suspected cancer – a 34.3% 
increase in the last 5 years as a result of major screening and publicity campaigns, improved GP education and public awareness. 

 Cancer pathways are becoming increasingly complex. The consolidation of specialist services (Sheffield Teaching Hospitals NHS Foundation Trust (STH) is a 
designated Cancer Centre) and the availability of a broader range of innovative surgical, radiotherapy and chemotherapy treatments means a broader option of 
treatment pathways are now available. It also means that patients are more frequently treated at both a District General Hospital and a Cancer Centre – 
enabling care closer to home where possible whilst ensuring patients can access more complex treatments at a Cancer Centre where necessary. 

 Despite these increases, the Trust continues to treat the majority of patients within the national cancer standards. 

 In recognition of the increasing complexity of the 62 day pathways, the National Cancer Waiting Time standards have been refined during 2018/19 leading to 
new national guidance which will be applied to patient activity from October 2018. This will enable a more transparent view of where delays in the pathway are 
being experienced so that providers can work together to address issues. 

 The National Cancer Waiting Times standards have also been updated to reflect the Faster Diagnosis Standard, a key recommendation of the independent 
Cancer Taskforce, putting a focus on the crucial time after symptoms are first spotted. The aim of the standard, for those who are diagnosed with cancer, 
means that their treatment can begin as soon as possible. For those who are not, they can have their minds put at rest more quickly at a very stressful time. 
This standard is supported by national guidance on Rapid Pathways for colorectal, lung, and prostate, and mandatory reporting is required from April 2019. 
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2 Outline of National Standards 
 
Cancer Waiting Times standards (CWT) were first introduced in 2001 and have been subject to a series of changes. The Trust currently works to the National Cancer 
Waiting Times Monitoring Dataset Guidance – Version 9.0 (October 2015). The guidance states that; “It is not expected that all patients will be seen and treated within 
these time frames. Some patients will choose to wait longer and others will not be clinically fit to be seen/treated within these time frames”. With this in mind, 
Operational Standards were set to recognise a proportion of patients will breach these standards due to medical reasons or choice. Operational Standards are for all 
tumour sites taken collectively. Some tumour sites are expected to exceed these standards while other tumour sites are likely to be below these Operational Standards 
due to the complexity of patients or treatment planning inherent to particular tumours. The standards can be described as follows: 
 
 
Table 1 CWT Standards, Definitions and Operational Targets 
 

Standard Definition Operational Target 

Two Week Wait Time from urgent GP (GMP, GDP or Optometrist) referral for suspected cancer to first 
outpatient attendance 

93% 

Breast Symptom Two Week 
Wait 

Time from referral of any patient with breast symptoms (including where cancer is not 
suspected) to first hospital assessment  

93% 

31 Day First Treatment Time from decision to treat to first definitive treatment 96% 

31 Day Subsequent Treatment Time from decision to treat/Earliest Clinically Appropriate Date (ECAD) to start subsequent 
treatment for all cancer patients including those diagnosed with a recurrence where the 
subsequent treatment is: 

 Surgery 
 Drug treatment 
 Radiotherapy 

 
 
 

94% 
98% 
94% 

62 Day Standard Time from urgent GP (GMP, GDP or Optometrist) referral for suspected cancer to first treatment  85% 

62 Day Screening Standard Time from urgent referral from an NHS Cancer Screening Programme (breast, cervical or 
bowel) for suspected cancer to first treatment  

90% 

62 Day Consultant Upgrade 
Standard 

Time from referral with a consultant upgrade of ‘urgent and suspicious’ to first treatment  
 

No operational standard  

 
 
STH strives to achieve all standards for all patients, regardless of tumour site.  Our intention is to investigate and treat patients with a timely, clinically appropriate 
pathway that incorporates patient choice, if necessary.  
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The key dates of a sample cancer pathway are detailed in Figure 1. This also illustrates the interdependencies between the individual Cancer Standards.  It is worthy 
of note that, unlike the RTT standard, there are no ‘clock pauses’; for example, if a patient goes on holiday or wants to take more time to think about investigations 
and/or outpatient treatment options, rather than attend an appointment.  This increasingly creates additional challenges in meeting the standards.   

 

Figure 1 Key Dates of a Sample Cancer Pathway 

                   Referral to treatment (≤62 days) (this standard is ≤ 31 days for rare cancers – children’s, testicular, leukaemia) 

 
 

        Two Week Wait (≤14 days)                     First treatment (≤31 days)             Subsequent treatment(s) (≤31 days) 

 

       Inter Provider Transfer (IPT) from referring hospital 

                  (on completion of investigations, diagnosis and staging, 

          receipt of Early Notification Form (ENF) and patient aware of referral) 

 

         IPT to First Definitive Treatment ≤24 days 
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Then, in April 2016, National Cancer Breach Allocation Guidance was published. As a specialist and tertiary cancer centre, many of the patients treated at STH 
commence their diagnostic pathway in neighbouring District General Hospitals, in particular Barnsley, Chesterfield, Doncaster, Bassetlaw, and Rotherham, and 
therefore responsibility for delivering a timely diagnostic and treatment pathway is a shared objective.  The purpose of the breach allocation guidance was to ensure a 
fair system of treatment and breach allocation between referring and treating Trusts for the 62 day pathway.  It advised that all cancer providers use day 38 as a 
maximum handover date to the treating Trust, thus allowing 24 days for the treating trust to meet the 62 day standard.  The national guidance was supplemented 
locally in May 2017, when the South Yorkshire, Bassetlaw, and North Derbyshire Cancer Alliance launched a ‘Cancer Inter-Provider Transfer Policy’, which is 
applicable to all 62 day pathways with a Day 0 on/after 1st October 2016.  Within the guidance, the referral for treatment (or specialist diagnostics) should be made no 
later than the agreed Inter Provider Transfer (IPT) day specified in the site specific pathway.  This was broadly in line with the national guidance but set out greater 
ambition in some pathways, for example sarcoma.  Performance with the application of the National Cancer Breach Allocation Guidance, April 2016, has not been 
published nationally to date. Instead, national reporting remained as per historic national guidance. 
 
Addendum to the National Cancer Waiting Times Monitoring Dataset Guidance, V9.0’, April 2018 
 
Inter-Provider Transfers (IPT) on the 62 day pathway 

In April 2018, alongside the launch of a new CWT system, additional national CWT guidance was launched, ‘Addendum to the National Cancer Waiting Times 
Monitoring Dataset Guidance, V9.0’ with a further update in July 2018.  The guidance and new dataset was launched with the view of providing Trusts, Clinical 
Commissioning Groups and Cancer Alliances with a more consistent and transparent view of how pathways are working for patients. Performance will be published 
against this guidance for all activity from October 2018 onwards. This means that for the first time, the data published nationally will include 62 day cancer performance 
with breach allocation according to Inter-Provider Transfer by day 38. The new system also allows for multiple IPTs for the same patient; however it has been agreed at 
this stage with the South Yorkshire and Bassetlaw Cancer Alliance to maintain only one IPT.  Table 2 demonstrates the allocation of responsibility in 62 day pathways 
as described in the Addendum to the National Cancer Waiting Times Monitoring Dataset Guidance, V9.0’, April 2018.  This is followed by the national reporting 
schedule (Table 3).  

Table 2 Allocation of Activity between Investigating and Treating Providers 
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1 IF: Success Success Success THEN: 0.5 0.5 0.5 0.5 0.5 0.5 1 1 1 1 

2 IF: Success Success Breach THEN: 0.5 0.5 0.5 0.5 0.5 0.5 1 1 0 1 

3 IF: Success Breach Success THEN: 0 0 0 1 1 1 0 1 1 1 

4 IF: Breach Success Breach THEN: 0 0 0 0 1 1 1 1 0 1 

5 IF: Breach Breach Success THEN: 0 1 1 0 0 0 0 1 1 1 

6 IF: Breach Breach Breach THEN: 0 0.5 0.5 0 0.5 0.5 0 1 0 1 



24 

 

 
 
Table 3 National Reporting Schedule for 62 Day Performance  
 

Patient Activity Reporting Logic Monthly Report Published Quarterly Report Published 

July 2018 

O
ld

 

L
o
g

ic
 September 2018  

November 2018 (Q2 patient activity) August 2018 October 2018 

September 2018 November 2018 

October 2018 

N
e
w

 L
o
g
ic

 

December 2018  

February 2019 (Q3 patient activity) November 2018 January 2019 

December 2018 February 2019 

January 2019 March 2019  

May 2019 (Q4 patient activity) February 2019 April 2019 

March 2019 May 2019 

 
The Board can be assured that the Cancer Executive are working closely with the clinical directorate teams, the Cancer Alliance, and South Yorkshire and Bassetlaw 
Trusts to enable the safe transition to the new reporting system.  At present, it is challenging to see from the national system, the impact that this change will have on 
Trust performance against the 62 day standard. The first data will be published in December 2018. However, the Trust continues to proactively manage the 62 day 
pathway to ensure that patients are treated as quickly as is practicable (and in line with patient choice). This is described in more detail in Section 4. 

Faster Diagnosis Standards 

Additionally, the new guidance is designed to support teams to prepare for the introduction of the Faster Diagnosis Standard from April 2020.  The key national and 
local dates of implementation are set out in Table 4: 

 

Table 4 Addendum to the National Cancer Waiting Times Monitoring Dataset Guidance – Key Dates 

New Faster Diagnosis Standard System will enable data capture for all patient activity from 1st April 2018 

Mandatory for patient activity from 1 April 2019 

The Standard will be published nationally on activity from 1 April 2020 

 
The Report, ‘Achieving World-Class Cancer Outcomes, A Strategy for England 2015-2020’ published in July 2015 included a recommendation to achieve earlier 
diagnosis.  An ambition that by 2020, patients referred for testing by a GP “should either be definitively diagnosed with cancer or cancer excluded and the result should 
be communicated to the patient within four weeks”. The ambition should be that CCGs achieve this target for 95% of patients by 2020, with 50% definitively diagnosed 
or cancer excluded within 2 weeks”. The rationale is that the standard would focus more on the investigative pathway leading to patients being reviewed by a specialist 
quickly, promoting an earlier diagnosis or exclusion of cancer, with the overall aim of improving patient experience and outcomes. It is anticipated that this will present 
STH and other providers with a challenge.   
Implementation of the new standard, at STH, will commence December 2018 across the organisation ahead of mandatory data submission from April 2019.  
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RAPID Pathways 
 
In conjunction with the implementation of the Faster Diagnostic Standard, the Trust is working with the South Yorkshire, Bassetlaw, and North Derbyshire Cancer 
Alliance to put in place steps to implement Rapid diagnostic and assessment pathways for prostate, colorectal, and lung by the end of March 2019.  For these tumour 
sites, the pathways have been shaped by the NHS England Clinical Expert Groups.  The overall aim is for diagnosis within 28 days.  At STH, a Service Improvement 
Manager has been assigned to each pathway to support progression.    
 

3. STH Performance against the standards 
 
3.1 Compliance with CWT Standards 
 
Compliance with all the CWT operational standards from Q1 2017/18 to date is set out in Table 5. Historically, the performance of STH against the standards has in 
general been very good, and we continue to be asked for advice and support from other cancer centres.  However, the 62 day target has always been challenged, 
partly driven by the national reporting standards to date not reflecting breach allocation but also partly due to a combination of factors including increased demand, 
capacity, pathway complexity, and patient choice. This is reflected in the data lines in table 6 which show an improved STH performance against 62 days when the 
unreported April 2016 breach allocation rule is applied and when multi-provider activity is excluded. 
 
Since Q4 2017/18, table 6 illustrates a declining performance in relation to the 31 day and 62 day screening standard also. In Q2 2018/19 service pressures can also 
be seen in relation to 62 day Consultant Upgrade, and 31 day subsequent radiotherapy and surgery. Section 4 in the report provides further explanation of 
performance for each of the Cancer Standards.  Table 5 Compliance with all the CWT Standards Q1 2017/18 and Q2 2018/19 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Standard 
Compliance 
threshold % 

Q1 % Q2 % Q3 % Q4 % Q1 % Q2 % 

2017/18 2017/18 2017/18 2017/18 2018/19 2018/19* 

Two Week Wait 93 95.8 96.1 96.5 95.4 94.8 95.6 

Breast Symptom Two Week Wait 93 95.4 97.9 98.8 94.4 93.2 93.4 

31 Day first treatment 96 98.2 96.3 97.2 95.9 94.6 92.0 

62 Day Standard without the Application of the National 
Cancer Breach Allocation Guidance (all pathways) 
Performance is published nationally 

85 78.6 77.9 78.5 80.9 77.8 74.9 

62 Day Standard with the Application of the National 
Cancer Breach Allocation Guidance, April 2016 (all 
pathways) 

85 83.8 83.9 84.1 85.7 81.9 
 

77.4 
 

62 Day Standard of STH only pathways 85 85.1 85.1 84.2 87.6 85.6 81.4 

62 Day Consultant Upgrade Standard No operational 
standard 74 69 79.9 73.1 74.2 79.6 

31 Day Subsequent Treatment Radiotherapy 94 95.6 94.4 97.5 95.1 94.1 93.4 

31 Day Subsequent Treatment Anti-Cancer Drug 98 99.8 99.7 99.8 99.7 99.6 100 

31 Day Subsequent Treatment Surgery 94 98.6 99.6 98.9 96.4 95.1 92.7 

62 Day Screening Standard 90 98.9 95.7 91.3 84.8 88.7 83.6 
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Information source: Open Exeter/NHS Digital and InfoFlex *Q2 2018/19 as at 01/11/18 – unpublished data from InfoFlex 
 
4 Description of the activity and trends across the different pathways 
 
4.1 Two Week Wait Referrals 
 
The Trust has maintained excellent performance against this standard achieving compliance in Q1 2018/19 of 94.8% against a national performance of 91.4%. All 
patients referred directly to STH with a suspicion of malignancy are referred by General Practitioners as a Two Week Wait referral.  Patients have a constitutional right 
to be offered an appointment within 14 days from receipt of referral. The number of patients sent into the Trust with an urgent and suspicion of malignancy referral 
continues to increase (34.3% increase since 2012/13).  This is a constant challenge to teams to increase capacity year on year (Table 6 and Figure 2). 
 
Table 6 Number of Two Week Wait Referrals and a ‘date first seen’ recorded at STH 

 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 

Referral Numbers 13,260 14,365 15,964 17,287 17,879 17,811 

Information source: Open Exeter/NHS digital 
 
 
Figure 2 The Number of Patients Referred with an 'Urgent and Suspicion of Malignancy' Referral and a 'date first seen' recorded at STH from Q1 2012/13 to 
Q1 2018/19 
 

 
Information source: Open Exeter/NHS Digital 
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To promote the achievement of this standard, the aim of the Trust is to offer patients multiple appointments within 14 days from receipt of referral to accommodate 
patient choice.  We currently aspire to offer patients an appointment by day 5 in their pathway for the following reasons: 
 
 

1. By reviewing patients early in their pathway the aim is to improve the patient’s experience by having a specialist appointment as soon as possible after 
being referred by their GP.   By progressing the patient’s pathway swiftly, either the suspicion of malignancy is eliminated or the patient can be reassured by 
the progression of their pathway with specialist support, in a timely manner; 

2. It provides some time to offer a further alternative appointment within 14 days, if the first offer is not suitable; 

3. To ensure that fluctuations in demand can be accommodated. 
4. By booking an initial appointment before day 5 this does increase the chance of achieving the 62 day pathway and promotes a pathway, as short as 

possible, from receipt of the referral to treatment 

 
It has not been possible to meet the 5 day aspiration across all tumour sites however performance remains strong with choice offered to all patients.  
 
NHS England in partnership with NHS Digital and NHS Improvement initiated a national Paper Switch-Off Programme at the end of 2016.  This project is designed to 
reduce paper referrals into the Trust in favour of electronic referrals (e-RS).  From October 2018, the NHS Standard Contract sets out that all NHS providers will need 
to use e-RS as the only method of making and receiving referrals from GPs to consultant led first outpatient appointments.  This includes 2 Week Wait referrals.  Within 
STH there is a clinically led Programme Board to oversee the change.  The Trust commenced transition from the 1st May 2018.  
 
When referring patients with a suspicion of cancer, for the majority of patients, the GP or patients books directly into a clinic whilst some patient referrals, i.e. referral to 
Upper/Lower GI, are triaged and the patient contacted to book an appointment. 
 
As part of the booking process to ensure patients are aware of their appointment schedule, all patients receive a telephone call from the booking teams at STH to 
confirm appointments.  This provides STH with the opportunity to book an earlier appointment with patients and encourage attendance.  For this process to be 
successful, primary care and the Trust must continue to work collaboratively to ensure patients are aware that they have been referred to the hospital on a 2 Week 
Wait referral. 
 
 

4.2 Breast Symptomatic Standard 

The breast symptomatic standard is a maximum of 14 days from receipt of referral of any patient with breast symptoms (where cancer is not suspected) to the first 
hospital assessment.  As with patients referred with a suspicion of malignancy, all patients are encouraged to attend within 5 days from receipt of referral and offered 
multiple appointments, wherever possible, to attend by day 14. Patient choice is a major influence to when patients attend.  Despite this, the Trust has a strong 
performance against this standard. Compliance for Q1 was 93.2% against a national performance of 83.8% 
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Figure 3 Breast Symptomatic Performance  
 

 
Information source: Open Exeter/NHS digital 
 
 
 
4.3 31 Day First Treatment Standard 
 
The 31 day first treatment standard is a maximum one month (31 days) from a decision to treat to the first definitive treatment.  The variations in the volumes of 
treatments delivered at STH are detailed in Table 7 and Figure 4.  Since 2012/13 there has been a 10.7% increase in treatments delivered at STH as illustrated in 
Table 9 and Figure 4.  It is worthy of note that the rise in 2 Week Wait referrals for suspected cancer is considerable greater than the rise in the number of cancers 
diagnosed (an approximate 3-fold difference). 
 
 
Table 7 31 Day First Treatment Standard – Accountable Treatments at STH 
 

 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 

Accountable Treatments 5326 5565 5245 5530 5900 5896 
Information source: Open Exeter/NHS digital 
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Figure 4 31 Day First Treatment Standard – Accountable Treatments at STH from Q1 2012/13 to Q1 2018/19 
 

 
 
Information source: Open Exeter/NHS Digital 
 
From Q4 2017/18 31 Day First definitive Treatment performance has declined. 
  
The two specialities where we have observed a significant shift in compliance from Q4 2017/18 are Head and Neck and Urology. Key breach reasons allocated to 31 
Day First Definitive Treatment are, the availability of elective inpatient and outpatient capacity and complex planning pathway for treatment. An analysis of performance 
and the recovery actions, in these two tumour sites, is offered later in the paper. 
 
4.4 Subsequent Radiotherapy Standard (31 day standard) 
 
Over the past year the overall number of subsequent radiotherapy treatments has increased whilst performance has fluctuated 
  
Table 8 Number of Patients Treated on 31 Day Subsequent Radiotherapy Standard from 2012/13 to 2017/18. 
 

  2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 

Number of Subsequent Radiotherapy 
Treatments 

3,121 3,262 3,321 3,147 3,049 3,368 

Information source: Open Exeter/NHS Digital 
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Figure 5 All 31 Day Subsequent Radiotherapy Treatments from January 2017 to July 2018 
 

 
Information source: Open Exeter/NHS Digital 
 
Figure 6 31 Day Subsequent Radiotherapy Performance from January 2017 to July 2018 
 

 
Information source: Open Exeter/NHS Digital 
 
Of late, the teams below the threshold are Breast and Head & Neck.  The decline in performance is due to 3 main factors: 
 

1. Capacity within the Breast Team due to growing demand. 

2. A growth in patients receiving specialist radiotherapy (such as SABR) and in tumour sites such as Head & Neck where complex radiotherapy planning takes 

considerably more clinical oncologist and physicist time.  Patients require 5 consecutive days of treatment which often are scheduled to commence on a 
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Monday (on occasions this is impacted by bank holidays).  Patients who require head and neck radiotherapy treatments also require complex treatment 

planning, such as dental assessment/extractions and insertion of a feeding tube, before radiotherapy can commence. 

3. Patient choice regarding the planning and delivery of treatment dates, especially over the holiday periods, can be an influence.   

The service is taking the following actions: 
 

1. Training a Consultant Breast Radiographer and planning to appoint a second. 

2. Recruiting a Radiotherapist Speciality Doctor to the breast team with plans to recruit further Specialty Doctors 

3. Recruiting an additional Medical Oncologist to allow the Clinical Oncologists more time for the delivery of radiotherapy treatments. 

4.5 GP 62 Day Standard 
 
All patients referred by a GP (GMP, GDP or Optometrist) as an urgent referral for suspected cancer who receive a first definitive treatment for cancer are included in 
the GP 62 Day Standard.  Pathways can commence at STH or another provider and treatment can be completed at STH or another provider. Trust performance for Q1 
2018/19 was reported nationally as 77.8% against a national average of 80.8%. If breach guidance data had been applied the Trust would have reported a 
performance of 81.9%. Overall the GP 62 Day accountable treatments are increasing.  The 2018/19 year to date shows there are 1,167.5 accountable treatments (Q1 
and Q2 as at 30th October 2018). 
 
Table 9: GP 62 Day Standard – Accountable Treatments at STH without the Application of the National Cancer Breach Allocation Guidance (2016) 
 

 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 

Accountable Treatments 1644.5 1831 1680 1764.5 2073 2032 

Information source: Open Exeter/NHS digital 
 
Figure 7 GP 62 Day Standard - Accountable Treatments at STH from Q1 2012/13 to Q1 2018/19 without the Application of the National Cancer Breach 
Allocation Guidance 2016 

 
Information source: Open Exeter/NHS Digital 
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For the 62 day pathway, the rationale for each patient breach of the standard is assigned by the Service Manager (Cancer Management Team) to ensure a consistent 
and transparent approach across the organisation. For shared pathways the breach reasons are also agreed monthly in conjunction with referring and treating 
organisations.  Key breach reasons allocated to GP 62 Day for Q1 2018/19 shared pathways are: 
 

1. IPT late/after breach date – currently only 53% of IPT transfers from referring Trusts comply with the 38 day standard (Q1 2018/19 data). This makes it far more 

challenging to ensure treatment is completed within 62 days.   

2. Complex diagnostic test required – some tests, for example some invasive investigations, take time to complete and report. If these are required for treatment 

decisions then treatment may be delayed beyond 62 days 

3. Health care provider initiated delay to diagnostic test or treatment planning 

4. Treatment delayed for medical reasons. This breach reason is recorded when the patient is unwell and unable to receive a planned treatment for cancer.   

 

4.6 Key breach reasons allocated to STH only GP 62 Day for Q1 2018/19 pathways are: 

1. Health care provider initiated delay to diagnostic test or treatment planning  

2. Complex diagnostic pathway 

3. Patient initiated (choice) delay to diagnostic test or treatment planning, advance notice given 

This is when patients choose to delay investigations or procedures to enable treatment to be planned.  This can be for a number of reasons such as a planned 

holiday, work commitments or waiting for a friend/family member to be available to accompany the patient 

 

Over the past few months, it has become apparent that there are two main tumour sites at STH whereby the teams are not consistently meeting the GP 62 day 

threshold.  These tumour sites are Head and Neck and Urology.  A summary of the reasons for non-compliance and the action being taken to recover performance are 

detailed in this next section of the report. 

4.7 Deep Dive - Head and Neck CWT Performance 

The Head and Neck pathway is complex and is a common pathway whereby patient choice plays a significant part. Historically, delays to pathways have been due to 
late IPT.  This is no longer the sole reason. 
 
Theatre capacity - the number of patients requiring surgical treatment significantly peaked in May 2018. Furthermore the complexity and volume of patients requiring 
extended theatre sessions has increased.  One extended theatre list per week has been provided predominantly for Oral Maxillo Facial (OMF) cases since April 2018.  
Since July a second weekly request has been made. Additional theatre staff is required to maintain the provision of two extended lists per week without having to 
cancel other elective theatre lists.  
 
Clinical Oncologist Capacity - Recent appointments have had a positive impact in increasing outpatient capacity as well as capacity to plan radiotherapy.   
 
OMFS dental assessment - Following oncology assessment there is a requirement for patients to be assessed (and treated as required) to ensure that they are 
dentally fit for planned radiotherapy treatment. The dental assessment for this cohort of patients takes place at Charles Clifford Dental Hospital (CCDH) and is undertaken 
by the Restorative Dentistry team with further treatment provide across a number of dental specialties. A revised protocol was put in place from the 27th May which 
documented that patients should receive an assessment appointment within 3 days of referral and start first dental treatment by day 7 which we usually achieve. 
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The Head and Neck Performance Improvement Group are currently working further on the following areas: 
 

 Consistent offer of a 2 week wait referral into OMF by Day 2/3 of the pathway 

 Appropriateness of 2 week wait referrals 

 ‘One stop’ diagnostic clinic with ENT Directorate with Radiology input 

 Agreement of a diagnostic pathway to reduce waits between investigations 

 Timing of MDT meeting around public holidays 

 Weekly surgical planning meeting after the MDT meeting  and Theatre requirements discussed regularly between Operational Directors of both Head and Neck 

and OSSCA 

 Focused and in-depth breach analysis 

 Development of a Patient Tracker List (PTL) with Information Services and Cancer Executive 

 Development of a single cancer tracking team  

 Improvements in Dental Assessment accessibility 

 Development of network guidelines  

 Tumour site specific group supported by the Cancer Alliance 

 Agreement across the Alliance  to work towards Optimum Pathway  

 Clinical Engagement to the current micro-systems process across the network 

4.8 Deep Dive - Urology CWT Performance 
 
An increase in referrals into the service (Figure 8) and increased cancer treatments have impacted on performance in recent months (Figures 9 and 10).  The 
increased referral numbers represent referrals across all urological cancers, i.e. penile, testicular, bladder, prostate and kidney.  Between January to August 2018 there 
has been a 14% increase in patients referred and a ‘date first seen’ recorded compared to the same period in 2017.  However, the recent increase in referrals during 
2018 is a result of an increase in patients with a suspicion of prostate cancer following media coverage of the disease.  This has resulted in a 17.2% increase in 
patients listed for prostate surgery between January to August 2018 compared to 2017 
 
Figure 8: 2 Week Wait Referrals to Urology and a ‘Date First Seen’ Recorded at STH from January 2017 onwards 
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Date source: Open Exeter/NHS Digital  
 
Figure 9:  Number of Patients Listed for Open Excision of Surgery (code M611) from April to September 2018 
 

 
 
Information source: Lorenzo 
 
The Urology Directorate and Operating Services, Critical Cancer and Anaesthetics (OSCCA) are working to increase surgical capacity.  With the current recovery plan 
it is expected that performance will improve by Q1 2019/20.  Specific actions include: 

 Extending the theatre working day for a three patient list on a weekly basis  

 Alternate Saturday operating-all day list 

 Review of robotic capacity within the Trust to ensure it is used efficiently across several tumour sites 

 Commenced a Faster Diagnosis Timed Pathway Project. 

 
4.9 Screening Standard  
 
The screening performance incorporates three tumour sites, breast, cervical and bowel 62 day pathways for treatment.  Up until December 2017, performance against 
the screening standard had been strong (Figure 11 missing?).  In Q1 2018/19 overall performance was 88.7% (threshold is 90%). 
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Figure 10 Number of Accountable Screening Treatments from January 2017 to July 2018 
 

                           
Information source: Open Exeter/NHS Digital 
 
 
 
NHS Bowel Cancer Screening Programme (BCSP) Performance Historically, performance against the screening standard has been good.  However, since August 
2017 performance has declined.  A major contributing factor in achieving the required performance is the ability for patients to accept a screening colonoscopy in their 
local provider within the 14 days as specified by the National Bowel Cancer Screening Programme (from positive faecal occult blood test).  Patients are offered the first 
available colonoscopy within the consortium, but patients often choose to wait for the investigation locally. At STH there are currently two consultants who are 
accredited to perform screening colonoscopies.  Patients who participate in the BCSP are required to receive their colonoscopy from an accredited Bowel Screening 
Colonoscopist. 
 
 To improve the offer of a colonoscopy, the service is working through a recovery plan.  Actions include: 
 

 Identification of additional BCSP colonoscopy lists  

 A review of the BCSP colonoscopy list capacity and develop a plan to ensure the lists are met for 2018/19 

 Undertake a review of BCSP colonoscopy lists that can be delivered on an annual basis going forward 

 Increase the number of medical staff who are accredited to perform screening colonoscopies which will provide greater flexibility to provide BCSP list cover in 

the future 
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5 Conclusions 
 
 
To conclude it is noted that: 
 

 Demands on cancer services are increasing 
 Investigations and treatment of patients with cancer are becoming more varied and complex 
 CWT standards are increasing and becoming more complex to understand and apply consistently 
 During implementation phases, changes to national processes are impacting on the Trust’s ability to achieve the CWT standards 
 Detailed work to improve pathways is underway at a corporate level and within individual teams/MDTs 
 Patient choice is an increasing factor during the investigative and treatment phases of cancer pathways.   

 
 
6 Recommendations 
 
The Board is asked: 
 

1. To receive the detailed descriptions of the activities of the Cancer Executive to meet the CWT standards 

2. To be assured that all actions are being progressed 
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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 2 0 3 3 0 0 0 2

C Diff Actual numbers 3 2 3 13 0 0 4 3

Serious Incidents Approved SI Report submitted within timescales 0 5 0 0 0 0 0 0 0 0 0 0 0

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

Incidents  Number of finally approved incidents based on incident date 29 114 21 13 30 30 106 14 17 32 3 40 13

Incidents  Percentage of incidents approved within 35 days based on approval date 0.6197183 0.6378378 0.59183673 0.8666667 0.8333333 0.6330275 0.8577236 0.6041667 0.8695652 0.9444444 1 0.90625 0.67647059

Average LOS Elective in days against Dr Foster expected -0.29 -3.04 -1.08 -0.19 30.43 16.54 1.04 0.27 -1.80 -0.55

Average LOS Non Elective in days against Dr Foster expected 0.95 -2.42 0.79 1.23 3.94 14.71 -0.90 -0.33 0.00 0.39

Patient Falls Number of inpatient falls against nursing goals 137 79 12

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%) 97.50% 100.00% 100.00% 71.88% 89.33% 96.08% 80.72%

Percentage of non-admitted patients treated within 18 weeks (95%) 96.92% 100.00% 95.82% 99.34% 98.41% 100.00% 73.26% 94.57% 75.89% 95.41%

Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 99.79% 100.00% 98.54% 99.90% 100.00% 69.23% 85.00% 92.91% 85.22% 95.98%

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 99.88% 98.34% 100.00% 93.33%

Number of operations cancelled on the day for non clinical reasons 30 12 17 31

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 5.96% 1.52% 10.23% 10.51% 12.89% 6.26% 13.02% 12.95% 16.20% 7.71%

Percentage of out-patient appointments cancelled by patient 10.37% 0.19% 9.61% 12.13% 15.77% 10.43% 14.59% 11.80% 12.82% 11.24%

Percentage of new out-patient appointments where patients DNA 7.80% 9.92% 11.39% 12.02% 7.65% 9.64% 5.11% 11.51% 5.56%

Percentage of follow-up out-patient appointments where patients DNA 8.51% 6.28% 7.80% 8.91% 7.67% 11.03% 7.94% 11.65% 4.77%

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 93.51% 79.31% 92.28% 91.84% 0.00% 91.27% 92.19% 92.78% 96.84%

Ethnic group data collection % valid ethnic group (85%) 95.85% 93.04% 89.67% 95.41% 91.00% 100.00% 90.19% 87.50% 87.61% 90.49%

Elective Inpatient activity Variance from contract schedules -8.41% -100.00% -1.68% -3.57% 1.75% -8.51% -4.95% -12.15%

Non elective inpatient activity Variance from contract schedules -1.60% 6.63% 4.06% -10.92% 9.34% -25.81% -1.76% 5.28% 2.14% 1.15%

New outpatient attendances Variance from contract schedules 10.42% -4.94% -3.37% -14.93% -6.20% 8.69% -6.20% -4.39%

Follow up op attendances Variance from contract schedules 7.06% -80.41% -0.65% 15.68% 19.30% -7.71% -9.37% 6.81% 4.06% 3.21%

Complaints Percentage of complaints answered within 25 working days 78% 82% 91% 100% 97% 100% 98% 100% 89% 100% 100% 99% 100%

FFT Recommended  Patients recommending STH for treatment 100.00% 93.10% 97.84% 95.21% 92.19% 100.00% 94.74% 98.72%

Day surgery rates BADS - day surgery rates 0 14 0 -3 320 0 -8

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 4.09% 3.22% 3.10% 3.76% 3.09% 3.74% 3.88% 5.04% 2.72% 4.61% 5.45% 3.31% 3.35%

Appraisals  Completed appraisal in last year 88.14% 83.29% 87.59% 92.07% 88.34% 92.87% 89.63% 88.75% 92.73% 85.16% 81.31% 80.51% 93.99%

Mandatory Training  Overall percentage of completed mandatory training 87.66% 81.41% 90.74% 96.06% 85.32% 87.92% 86.54% 91.61% 92.02% 86.97% 93.39% 86.51% 91.21%

Agency spend Agency and bank spend as a percentage of total pay budget 9.02% 6.31% 5.77% 0.36% 7.05% 3.40% 8.64% 0.34% 0.92% 0.25% 4.89% 1.40% 2.82%

I & E Variance from plan 0.78% -0.31% 12.68% 2.00% -2.22% 0.18% 3.21% -0.02% 0.52% 3.29% 6.86% -3.37% 8.60%

Contract performance Variance from plan 0.28% 1.72% -2.00% 10.84% -0.60% 0.01% 2.82% -6.12% -1.76% -1.98% 1.58% -1.12% -2.87%

Productivity & Efficiency Variance from plan 0.04% -4.80% -100.00% -2.81% 0.03% -18.65% -50.32% -1.24% -1.97% -88.55% -45.92% 6.23% -48.71%

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 1 0 0 0 0 0 0 0 0

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

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

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

Serious Incidents Number of serious incidents (SI) 0 1 0 0 0 3 0 1 0 0 0 5 0 0

Incidents  Number of finally approved incidents based on incident date 51 30 46 61 61 47 33 19 47 17 54 82 11 14

Incidents  Percentage of incidents approved within 35 days based on approval date 1 0.8461538 0.8 0.8666667 0.8962264 0.8243243 0.9756098 0.8378378 0.921875 0.7142857 0.5967742 0.7484663 0.8076923 0.9722222

Average LOS Elective in days against Dr Foster expected -0.66 0.13 1.17 -2.98 -0.22 0.74 13.49 -1.18 1.27 -0.38 0.66

Average LOS Non Elective in days against Dr Foster expected 0.08 0.47 0.32 1.84 1.43 -0.05 51.50 -1.17 -0.01 0.46 -0.82

Patient Falls Number of inpatient falls against nursing goals 84 63

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%) 80.15% 80.96% 89.33% 100.00% 50.77% 95.40% 100.00% 100.00% 94.35% 91.81% 94.74%

Percentage of non-admitted patients treated within 18 weeks (95%) 100.00% 94.96% 90.89% 100.00% 86.15% 100.00% 75.76% 95.76% 100.00% 100.00% 96.23% 97.97% 97.59%

Percentage of patients on incomplete pathways waiting less than 18 weeks (92%) 97.87% 90.41% 91.02% 92.86% 94.15% 99.76% 78.14% 95.79% 97.06% 99.63% 93.76% 96.61% 97.62%

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% 98.95% 99.37% 100.00% 98.02%

Number of operations cancelled on the day for non clinical reasons 24 58 111 21 68 23 30

Number of patients cancelled on the day and not readmitted within 28 days 0 5 0 0 5 3 0 1

Percentage of out-patient appointments cancelled by hospital 8.35% 8.72% 11.88% 10.32% 13.67% 14.33% 15.52% 8.62% 19.24% 7.71% 7.72% 8.53%

Percentage of out-patient appointments cancelled by patient 20.76% 6.30% 10.55% 7.68% 8.06% 7.13% 8.90% 13.86% 4.76% 14.57% 11.04% 14.53%

Percentage of new out-patient appointments where patients DNA 18.44% 5.79% 4.02% 5.62% 10.63% 3.55% 9.12% 16.83% 2.85% 7.67% 6.43% 9.63%

Percentage of follow-up out-patient appointments where patients DNA 18.80% 3.53% 9.23% 3.89% 9.22% 3.50% 7.19% 8.69% 3.43% 5.19% 8.14% 7.38%

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 90.91% 93.67% 100.00% 97.93% 95.61% 99.51% 98.77% 100.00% 97.70% 95.18% 93.73%

Ethnic group data collection % valid ethnic group (85%) 86.67% 90.89%

Elective Inpatient activity Variance from contract schedules 3.22% -1.90% 3.09% 14.18% -20.23% -7.19% -0.24% -3.40% -7.77% -2.80%

Non elective inpatient activity Variance from contract schedules -0.95% -0.50% 2.05% 1.01% -9.09% 11.86% -0.34% -1.24% 1.55% -12.21%

New outpatient attendances Variance from contract schedules -5.12% 13.39% 1.09% -33.07% 9.57% 0.12% -9.45% -2.65%

Follow up op attendances Variance from contract schedules

Complaints Percentage of complaints answered within 25 working days 100% 100% 100% 93% 92% 70% 71% 86% 96% 100% 100% 82% 90% 95%

FFT Recommended  Patients recommending STH for treatment 97.83% 97.66% 98.21% 100.00% 97.65% 100.00% 96.99% 92.50% 96.46%

Day surgery rates BADS - day surgery rates 163 30 5 -7 -11 14 -23 8 -75 -2 133

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 3.22% 3.58% 4.51% 3.60% 3.80% 4.17% 5.58% 2.45% 2.85% 4.43% 3.09% 3.48% 2.12% 4.96%

Appraisals  Completed appraisal in last year 92.18% 93.99% 93.43% 84.79% 83.68% 82.26% 78.89% 80.20% 84.10% 80.79% 81.52% 88.15% 95.83% 91.94%

Mandatory Training  Overall percentage of completed mandatory training 92.18% 93.99% 93.43% 84.79% 83.68% 82.26% 78.89% 80.20% 84.10% 80.79% 81.52% 88.15% 95.83% 91.94%

Agency spend Agency and bank spend as a percentage of total pay budget 0.76% 0.21% 0.77% 5.43% 2.44% 4.70% 2.17% 2.30% 2.01% 10.18% 6.34% 5.48% 1.58% 2.24%

I & E Variance from plan -0.49% -0.51% 4.77% -0.43% 3.11% 0.44% 0.20% 3.31% 4.92% 1.89% 4.24% 0.29% -0.84% 1.72%

Contract performance Variance from plan 3.26% 18.47% -0.85% -0.32% -264.58% 1.74% 1.30% -1.36% -0.43% 4.86% 1.63% -0.98% -0.80% -0.12%

Productivity & Efficiency Variance from plan -55.75% 0.44% -32.75% -17.45% -45.52% -58.23% -34.31% -51.94% -36.42% -15.59% 50.61% -49.17% -44.13% -60.22%

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 


