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Indicators Target Current Qtr Feb Mar Apr Qtr 2 Qtr 3 Qtr 4 Qtr 1 *FYTD

Risk Assessment framework 2013/14 01/02/2014 01/03/2014 01/04/2014 1 2 3 4

18 Wks - Adm Perf 90.00% 85.26% 84.18% 78.76% 85.26% 85.26% 91.83% 88.66% 85.26% 85.26%

18 Wks - Non Adm Perf 95.00% 97.68% 99.41% 98.39% 97.68% 97.68% 98.94% 98.03% 97.68% 97.68%

18 Wks - Incomp Perf 92.00% 97.79% 97.15% 97.54% 97.79% 97.79% 96.04% 95.89% 97.79% 97.79%

A&E 4 Hour Attendance 95.00% 91.89% 94.07% 95.28% 91.89% 93.50% 93.90% 95.00% 91.89% 91.89%

Cancer-62 Days RTT 85.00% 74.34% 85.00% 87.80% 87.91% 78.88% 85.58%

Cancer - 31 Days Subsq Treatment - Surgery 94.00% 100.00% 100.00% 97.01% 100.00% 100.00% 99.56%

Cancer - 31 Days Subsq - Drug Treatments 98.00% 100.00% 100.00% 100.00% 99.26% 100.00% 99.50%

Cancer - 31 Days Subsq - Radiotherapy 94.0% n/a n/a n/a n/a n/a n/a n/a n/a

31 Day Diag to Treat 96.00% 97.22% 100.00% 0.00% 98.08% 99.37% 98.29% 98.75%
Can

cer-
Cancer-2 Wk Waits - All urgent Referrals (cancer suspected) 93.00% 99.07% 98.70% 0.00% 98.19% 97.14% 98.68% 97.91%

Can

cer-
Cancer-2 Wk Waits - Symptomatic breast patients (cancer not initially suspected) 93.00% 94.64% 91.43% 0.00% 98.25% 98.41% 95.02% 97.51%

Care Programme Approach (CPA) patients

Follow up contact within 7 days of discharge 95% n/a n/a n/a n/a n/a n/a

Having formal review within 12 months 95% n/a n/a n/a n/a n/a n/a

Admissions to inpatients services had access to crisis resolution /  home treat teams 95% n/a n/a n/a n/a n/a n/a

Meeting commitment to serve new psychosis cases by early intervention teams 95% n/a n/a n/a n/a n/a n/a

Ambulance FTs-Category A call – emergency response within 8 minutes

Category A call – emergency response within 8 minutes - Red 1 calls 75% n/a n/a n/a n/a n/a n/a

Category A call – emergency response within 8 minutes - Red 2 calls 75% n/a n/a n/a n/a n/a n/a

Ambulance FTs-Category A call – emergency response within 19 minutes

Category A call – ambulance vehicle arrives within 19 minutes 95% n/a n/a n/a n/a n/a n/a

Clostridium Difficile

Clostridium (C.) Difficile - meeting the C. difficile objective 14 2 7 12 2 3 5 26 2 2

Mental Health

Minimising Mental Health delayed transfer of care <7.5% n/a n/a n/a n/a n/a n/a

Mental Health data completeness: identifiers 97% n/a n/a n/a n/a n/a n/a

Mental Health data completeness: outcomes for patients on CPA 50% n/a n/a n/a n/a n/a n/a

Certification against compliance with requirement regarding access to health care for 

people with a learning disabililty
N/A n/a n/a n/a n/a n/a n/a

Score 3 4 3 3

*FYTD denotes Financial Year to Date
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01/02/2014 01/03/2014 01/04/2014

Indicators Var to prev mth Target Feb Mar Apr *FYTD
Critical Incidents 01/02/2014 01/03/2014 01/04/2014

Other Serious Incidents 5 2 0 3 3
Never Events Reported 0 0 0 2 2
Serious Medication Errors 0 0 0 0 0
Falls Resulting in Serious injury 0 1 0 0 0
Safety Thermometer 
Pressure Ulcers - Grade 3 H.A 0 9 6 7 7
Pressure Ulcers - Grade 4 H.A 0 0 0 0 0
Safety Thermometer - (new harm only) 95.0% 97.8% 97.2% 98.0% 98.0%
VTE Assessment Completeness 97.24% 97.66% 97.27% 0.0% 97.55%
Infection Control
MRSA 1 0 0 0 0
CDIFF 19 7 12 2 2

Indicators Var to prev mth Target Feb Mar Apr *FYTD
Patient experience
FFT NPS (Inpatients) 69 64 64 64
FFT NPS (AE) 62 62 46 46
FFT Response Rate (IP & AE) 24.00% 23.98% 24.43% 19.82% 19.82%
Mixed sex accommodation MSA breaches 0 4 0 5 5
Number of Patient moves (over 2) 0 26 37 0 0
Positive experience
Compliments 0 147 198 154 154
Complaints
Non-Clinical Complaints 0 0 1 2 2
Clinical Complaints 0 35 54 51 51

Indicators Var to prev mth Target Feb Mar Apr *FYTD
Mortality
Crude Mortality (deaths per 1000 admissions) 19 15.5 14.8 14.8 14.8
RAMI (Risk adjusted mortality) 89.3 83.0 81.0 0.0% 83.0
Outcome
Stroke - 90% of Stay on a Stroke Unit 80.00% 0.00% 0.00% 0.00% 84.40%
Stroke - High Risk,Non admitted TIA treated in 24 Hrs 60.00% 0.00% 0.00% 0.00% 64.80%
Elective Length of stay 2.2 1.9 2.4 1.9 1.9
Emergency Length of stay 5.0 3.6 3.4 4.0 4.0
British Association of Day Surgery’s “trolley” of procedures (BADS) 80% 84.1% 89.0% 88.7% 88.7%
Readmission Rate - Elective 3.10% 4.42% 3.91% 3.58% 3.58%
Readmission Rate - Emergency 10.40% 12.80% 11.76% 11.45% 11.45%

Indicators Var to prev mth Target Feb Mar Apr *FYTD
Workforce
Sickness Absence Rate 4.7% 5.2% 4.8% 4.8% 4.7%
Staff Turnover Rate Complete Trust 10.0% 10.6% 10.2% 10.6% 10.7%
Staff Turnover Rate Medical & Dental 10.0% 17.3% 13.6% 13.0% 15.8%
Staff Turnover Rate Registered Nursing & Midwifery 10.0% 12.3% 11.6% 12.0% 13.2%
Staff Turnover Rate Allied Health Professionals 10.0% 14.6% 15.8% 16.5% 14.3%
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Service line Clinical Indicators (Women and children)

Key Points/Operational Actions
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Current Month's Performance

Number of open SIs as of 19.5.14

Actions taken to improve response times for RCAs:

Pressure Ulcer specific RCA training given to band 6 & 7s on wards to increase number of staff able to complete investigations
Templates reviewed to include specific dates for completion at each stage of the process
Action chains on Datix being set up to send out reminders prior to each stage
Weekly scrutiny / peer review panel for pressure ulcers established to challenge practice, discuss and disseminate learning
Three grade 3 pressure ulcers were voided in April due to wrong classification

Total number of Never Events that occurred within the reporting month
Count of the total number of patients that have had a serious medication error within the reporting month
Total count of falls within the reporting month
Total count of Grade 3 H.A  Pressure Ulcers  and Grade 4 H.A  Pressure Ulcers within the reporting month
Other serious incidents exclude all of the above

Serious Incidents

Graphs/Charts

Key Points/Operational Actions

Definitions

12
Total serious incidents

rrrr

2
of which were Never Events

rrrr
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Current Month's Performance Ytd Month's Performance

Never Event wrong site surgery (2014/13074) - Case identified from a letter of complaint. Patient admitted for exploration and excision of Pilonidal Sinus in September 2013 and had a 

second operation in March 2014. Patient outcome – wound slow to heal (normal for type of procedure). Patient at home.

Never Event – Maladministration of Insulin (2014/13381) – Patient had a complex history of brittle Diabetes. Re-admitted with shortness of breath possible lower respiratory tract infection. 

Insulin not prescribed or administered appropriately resulting in admission to ITU with diabetic ketoacidosis (DKI). Patient outcome – Condition resolved within 24 hours, has been discharged 

home

Total count of Never events within the reporting month

Serious Incidents  - Never events

Graphs/Charts

Key Points/Operational Actions

Definitions

2
Never events
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Current Month's Performance Ytd Month's Performance

There were no falls resulting in serious harm reported in April

Total count of falls within the reporting month

Serious Incidents - Falls (Resulting in a Serious Injury)

Graphs/Charts

Key Points/Operational Actions

Definitions

0
Falls resulting in serious 
injury aaaa

0
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Current Month's Performance

Pressure Ulcers grade 3-4

Mitigation of Risk & Lessons learnt Lessons learnt from SIs closed in April 2014 (all of which were pressure ulcers):

Total count of Grade 2 H.A ,Grade 3 H.A  Pressure Ulcers  and Grade 4 H.A  Pressure Ulcers within the reporting month

Serious Incidents - Pressure Ulcers

Graphs/Charts

Key Points/Operational Actions

Definitions

Year to date Serious incidents

7 Pressure Ulcers - Grade 3 H.A 

0 Pressure Ulcers - Grade 4 H.A
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7 Pressure Ulcers - Grade 2 H.A
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Current Month's Performance YTD Performance

Other serious incidents

Other Serious Incidents 

Graphs/Charts

Key Points/Operational Actions

Definitions

Executive 
Summary

MONITOR
Quality & 

Risk
Perf & 

Standards
Workforce Finance CQUINS Appendices

0.00

0.50

1.00

1.50

2.00

2.50

3.00

3.50

May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14

Other serious incidents rolling year

Other Serious Incidents

3

Other serious incidents
rrrr

3

other serious incidents



Inpatients A & E

The response rate to the FFT is slightly lower than in March although remains significantly improved. 
Clinical areas continue to develop sustained methods of ensuring capture of patient feedback through the FFT.
Although not yet a national requirement surveys are also carried out in paediatrics, outpatients and the DSU; these results are shared at CLF and with ward teams.  Some headlines from the free text comments made on the 
FFT surveys include:

Inpatient Wards:
271 positive comments about staff on the wards including 48 about nurses, 15 about doctors, 3 about other clinical staff, 1 about a non-clinical member of staff.
6 comments were made about there not being enough staff – this is a significant reduction when compared to 42 such comments made by patients in March 2013 and 15 such comments in November 2013.
6 patients complained of noise, light and other disturbance at night including 1 patient who had been moved twice after 10.00pm.
There were 9 comments about delays in discharge, including 3 who waited for take-home medication.
Improvements in discharge planning and communication with patients and carers is a key priority for the Trust 

A & E:
168 positive comments about staff in the department including compared to 10 negative comments about staff (which related to delays and attitude).
56 patients said they were seen quickly whilst 28 said they waited too long including 1 who complained about the length of time waiting for a bed on a ward. The Bank holiday weekend was mentioned by some of the 
patients who felt they waited too long.
3 comments about the inaccuracy of the waiting time displayed on the screen in the waiting room. The department will continue to work on importing communication with patients about waiting times. 

Maternity Services:
53 positive comments about staff in the delivery Suite and Postnatal ward

5 comments were made about there not being enough staff, 4 of these about the delivery suite
Recruitment is on-going following the skill mix review in maternity and revision of the establishment.

The NHS friends and family test is an important opportunity for you to provide feedback on the care and treatment you receive and to improve services.
There is currently no set target for the Friends & Family Test Net Promoter Score 

Patient Experience - Friends and Family Test - Inpatients and A & E 

Graphs/Charts

Key Points/Operational Actions

Definitions
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46
Net Promoter Score

24.56%
Response Rate          
(Target 25%) rrrr

16.09%
Response Rate
(Target 15% aaaa

50 Stanhoe

45 Necton



Current Month's Performance Financial YTD

There were 5 reported occasions where MSA breaches have occurred in April 2014. Each affected patient carries a fine of £250 per day with commissioners under the terms of the 
NHS Contract for the time they are affected. 

Number of breaches of mixed sex accommodation (MSA) sleeping accommodation, per 1,000 finished consultant episodes

Patient Experience - Mixed Sex Accommodation

Graphs/Charts

Key Points/Operational Actions

Definitions
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Current Month's Performance Financial YTD

MRSA - The objective aims to deliver a continuing reduction in MRSA bacteraemia by requiring acute trusts and PCOs to improve to the level of top performers.
CDIFF - The objective aims to deliver a continuing reduction in Clostridium difficile infections.  Organisations with higher baseline rates will be required to deliver larger reductions.

Infection control

Graphs/Charts

Key Points/Operational Actions

Definitions
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CDIFF

The performance for reported cases of hospital acquired C Difficile has improved since March 2014 

with 2 cases reported in April and 1 case in May (at the time of writing this report). As part of the on-

going support from the CCG and PHE a follow up IST visit was carried out on 8th May 2014. Progress 

against the action plan, review of the epidemiology report from PHE and visits to wards that had PII 

took place. Overall the feedback on the day reported significant improvements since the first visit; 

particularly relating to staff knowledge regarding infection prevention procedures and policies. 

Stanhoe and West Raynham wards received very positive feedback. Areas for continued improvement 

relate to developing greater understanding of the rationale behind infection prevention processes and 

maintaining environmental cleanliness. The Associate Medical Director is also undertaking a detailed 

review of all deaths in patients who also had a reported case of C Difficile.
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MRSA

There were no reported MRSA breaches for the full year.
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Safety Thermometer

The increase in harm free care for March reflects the reduction in harm 
associated with the reduction in pressure ulcers

Safety Thermometer (Hospital Acquired Harm)CQUIN
VTE:Proportion of admissions that have been VTE assessed within the reporting month (1 month in arrears)

Safety thermometer

Graphs/Charts

Key Points/Operational Actions

Definitions

98.02%

Safety Thermometer
aaaa

97.27%

VTE
aaaa

Executive 
Summary

MONITOR
Quality & 

Risk
Perf & 

Standards
Workforce Finance CQUINS Appendices

9
6
.9
%

9
5
.2
%

9
7
.6
%

9
7
.0
%

9
5
.5
% 9
6
.6
%

9
6
.2
%

9
7
.6
%

9
5
.0
%

9
7
.8
%

9
7
.2
% 9
8
.0
%

90%

91%

92%

93%

94%

95%

96%

97%

98%

99%

100%

Safety Thermometer - (new harm only) Target

Key Points/Operational Actions



National Indicators used for measuring Hospital Mortality

HSMR: Hospital Standardised Mortality Ratio

Originally devised by Dr Foster, and perhaps the best known indicator. 

Methodology used to derive the HSMR is freely available and we are exploring whether our current data providers, CHKS, can provide us with timely HSMR data.

•         Included in the new intelligence monitoring system used by the CQC and available to the public through the CQC website

•         Widely reported (including as part of the Dr Foster Good Hospital Guide and in the press)

•         Risk of death based on diagnosis at first episode of care

•         Does not include deaths after discharge

•         Can be adversely affected by low use of palliative care codes (QEH is historically a low user of these codes)

SHMI: Summary Hospital Mortality Indicator

Devised to replace other indicators and become the ‘national standard’.  Current value 1.0067 – ‘as expected’.

•         Available to public on the NHS Choices website

•         Risk of death based  on diagnosis at first episode of care

•         Includes deaths within 30 days of discharge.

•         Rolling 12 month average, but only published 6 months in arrears 

RAMI: Risk-Adjusted Mortality Indicator

Used by CHKS, our current data analysts. 

•         Risk of death based on major HRG codes used during the whole hospital stay, rather than first episode of care

•         Does not include deaths after discharge

•         QEH data available 1 month in arrears

Reporting to the Board

It is recommended that the Board routinely receives reports against the RAMI, to provide the timeliest intelligence for triangulation against other Trust outcome data. 

In addition, the Medical Director will continue to monitor HSMR and SHMI data and provide exception reports to the Board as necessary, should these indicators demonstrate

results which are other than ‘as expected’.

Executive 
Summary

MONITOR
Quality & 

Risk
Perf & 

Standards
Workforce Finance CQUINS Appendices



Current Months Performance

SHMI
Our current value 1.0067 – ‘as expected’.

HSMR

Trust mortality remains in line with that expected and there have been no new mortality 

alerts reported by the Dr Foster Unit.

Actions
It is recommended that the Board routinely receives reports against the RAMI, to 
provide the timeliest intelligence for triangulation against other Trust outcome data. 
In addition, the Medical Director will continue to monitor HSMR and SHMI data and 
provide exception reports to the Board as necessary, should these indicators 
demonstrate results which are other than ‘as expected’.

Mortality Rate for the Trust per 1000 Admissions, Calculation = Total Deaths/Total spells *1000
RAMI (Risk Adjusted Mortality Index)    Mortality Index Calculated by CHKS (2 months in arrears)
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Mortality

Graphs/Charts
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Clinical Complaints Non clinical complaints Compliments

* Please note the current moderate complaint relates to wrong site 

surgery - this has been recorded as a never event

Number of Complaints  received into the Trust , Number of Compliments received into the Trust

Complaints

Graphs/Charts

Key Points/Operational Actions

Definitions
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Actions taken & lessons learned following conciliation meetings held in April

Key Issues Lessons Learned Action 

Pain relief was not appropriately administered when a patient 

had a chest drain in place during a pleurodesis insertion.

During a conciliation meeting it was identified that not all 

specialities were provided with tests results of a deceased 

patient.

Lead Midwife for Inpatients will speak with the Senior 

Obstetrics and Gynaecology team.

The delay in inducing patients following the closure of the 

delivery suite due to being at full capacity; this delayed the 

process of providing the drug, due to staffing levels and other 

patients who required direct support . 

If the Trust were to purchase a new drug, which worked over a period of 24 hours, rather 

than the need to administered every 6 hours, (as the drug works differently on different 

patients) this would allow staff to focus on other requirements, rather than focusing on 

every 6 hours. 

Nursing failings identified on a specific ward. Patient left in soiled 

bedding, lack of nursing care - Nurse not gentle when cleaning 

the patient, Nurse stated that she was unable to speak English 

and observations were not completed as required.

The ward is already been noted as a troubled area and an interim Matron has been 

assigned to the ward for 6 months. 

Matron will share an action plan and outcomes within 

the next 3 months with the family.

It is believed that this is a Trust-Wide problem, with information being filed in the medical 

records before being shared with the relevant parties. 

Escalated to the Medical Director

Patients are not receiving effective pain relief whilst an inpatient. The Lead Nurse will discuss with their Associate Chief 

Nurse if this is a procedure that could be undertaken 

on certain wards, if staff had extra training. This will 
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Indicators Var to prev mth Target Feb Mar Apr FYTD

National standards 01/02/2014 01/03/2014 01/04/2014

18 Wks - Adm Perf 90.00% 84.18% 78.76% 85.26% 85.26%

18 Wks - Non Adm Perf 95.00% 99.41% 98.39% 97.68% 97.68%

18 Wks - Incomp Perf 92.00% 97.15% 97.54% 97.79% 97.79%

Cancer - 31 Days Subsq Treatment - Surgery 98.00% 100.00% 100.00% 0.00% 99.56%

Cancer - 31 Days Subsq - Drug Treatments 94.00% 100.00% 100.00% 0.00% 99.50%

Cancer-62 Days RTT 85.00% 74.34% 85.00% 0.00% 85.58%

Cancer-2 Wk Waits 93.00% 99.07% 98.70% 0.00% 97.91%

31 Day Diag to Treat 96.00% 97.22% 100.00% 0.00% 98.75%

A&E 4 Hour Attendance 95.00% 94.07% 95.28% 91.89% 91.89%

Ambulance turmaround 100.0% 68.6% 66.8% 61.9% 61.9%

MRSA Screening - All Elective Inpatients 100.0% 100.0% 100.0% 100.0% 100.0%

ASI's 3.0% 12.0% 12.0% 12.0% 15.0%

Choose + Book - Slot Utilisation 90.0% 78.0% 80.0% 80.0% 78.0%

Stroke - 90% of Stay on a Stroke Unit 80.00% 0.00% 0.00% 0.00% 84.40%

Stroke - High Risk,Non admitted TIA treated in 24 Hrs 60.00% 0.00% 0.00% 0.00% 64.80%

Total Cancelled Ops 0.80% 0.67% 1.02% 0.00% 0.00%

Diagnostic Over 6 Week Waiters - % of Total WL 1.00% 0.19% 0.18% 1.64% 0.11%

Indicators Var to prev mth Target Feb Mar Apr FYTD

Local standards

Day Case Rate 82.0% 88.6% 88.1% 89.5% 89.5%

DNA Rate 5.00% 4.48% 4.59% 4.66% 4.66%

New to Review Rate 2.3 2.6 2.5 2.2 2.2

Readmission Rate - Elective 3.10% 4.42% 3.91% 3.58% 3.58%

Readmission Rate - Emergency 10.40% 12.80% 11.76% 11.45% 11.45%

Elective Length of stay 2.2 1.9 2.4 1.9 1.9

Emergency Length of stay 5.0 3.6 3.4 4.0 4.0

British Association of Day Surgery’s “trolley” of procedures (BADS) 80.0% 84.1% 89.0% 88.7% 88.7%
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Current Month's Performance Financial YTD

The Trust failed to achieve the A&E target in April 2014.

The Emergency Department has introduced a system of Initial Assessment at the point of ambulance arrival to identify those patients requiring early clinical intervention.  Two 
assessment cubicles are used for this assessment which comprises taking a brief history, baseline observations, Early Warning Score and pain score.  Additionally,  investigations are 
commenced at this point to reduce delays waiting for diagnostics. This practice promotes safety and facilitates the achievement of ‘time to Initial Assessment within 15 minutes’ and 
supports delivery of ambulance turnaround times (arrival to handover within 15 minutes).

The Consultant Nurse will be adopting a similar approach to patients who self-present through Minors pathway.  She will provide senior clinical decision making at the point of triage 
and ensure xrays and other diagnostics are requested without delay.  Additionally, the Consultant Nurse (and the Emergency Nurse Practitioners she will be developing to undertaking 
the role) will be able to re-direct patients as appropriate, including back to Primary Care.

Percentage of total A&E Attendances for the reporting month that are admitted or discharged within the 4 hour target.

Accident and Emergency
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91.89%
Patient's seen & treated 
within 4 hrs  (Target 95%) rrrr

91.89%
Patient's seen & treated 
within 4 hrs (Target 95%) rrrr

Organisation Name (East of england Trusts) 2013/14 April

JPG # JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION TRUST (JPG) 96.5% 95.2%

HHC # HINCHINGBROOKE HEALTH CARE NHS TRUST (HHC) 96.4% 96.4%

IP # IPSWICH HOSPITAL NHS TRUST (IP) 95.8% 97.4%

N&N # NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS FOUNDATION TRUST (N&N) 95.7% 95.2%

WS # WEST SUFFOLK NHS FOUNDATION TRUST (WS) 95.3% 95.0%

CUH # CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION TRUST (CUH) 94.4% 91.2%

QEH # THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS FOUNDATION TRUST (QEH) 92.6% 91.9%

P&S # PETERBOROUGH AND STAMFORD HOSPITALS NHS FOUNDATION TRUST (P&S) 92.4% 92.7%



Current Month's Performance Financial YTD

A Hospital ambulance liaison officer (HALO) commenced work in January to work with the emergency department team and EEAST crews to facilitate timely 
turnaround.  Emphasis continues on maintaining capacity in the emergency department and assessment units by ensuring early senior reviews and escalation.

The Trust continues working on a daily basis with EEAST and West Norfolk CCG as part of the Service Development Improvement Plan for 2014/15 to review 
handover performance.

Fig 1 In the above table -arrival to handover – shows the number of hours lost in the month where the patient handover has been delayed (ie the patient has waited with the ambulance crew for 
more than 15 minutes before being accepted by the hospital staff). The Graph is showing the excess times per month over the 15 minutes, Handing over a patient from an ambulance to a hospital 

Ambulance 
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61.90%
Ambulance handover %

61.9%
Ambulance handover % rrrr

61.9%Percentage seen within 15 mins%

9260 - 15 Minutes

43515 - 30 Minutes

10630 - 1 Hour

151 - 2 Hours

142 Hours +

1496Total

Potential fine per case £

£0

£0

£200

£1,000

£1,000

Ambulance handovers YTD

rrrr



Current Month's Performance

The Trust has failed to deliver the 62 day cancer target for quarter 4.  However, performance for March was above 
the required standard of 85%.  The Trust invited the Intensive Support Team (IST) in to review pathways.  The work 
undertaken by the IST has been completed and an action plan is being led by the Chief Operating Officer.  

The action plan is included within this report as an appendix.  Key actions include;

A review of pathways to confirm best practice
The implementation of timed pathways for specific tumour sites
A review of the cancer escalation policy

Percentage of cancer patients first seen within 2 weeks in the reporting month (1 month in arrears)
Percentage of above Cancer Pathway completed within 62 Days in the reporting month (1 month in arrears)
Percentage of above Cancer Pathway completed within 31 Days in the reporting month (1 month in arrears)
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Cancer Waiting Times
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2 Week Wait Performance

Cancer-2 Wk Waits Cancer-2 Wk Waits (Target) Linear (Cancer-2 Wk Waits)

98.7%
Two Week Wait                              
(Target 93%) aaaa

100.0%
31 Day  - Diagnosis To
Treatment (Target 96%) aaaa

85.0%
62 Day - ReferIral To 
Treatment (Target 85%) aaaa
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62 Day Referral To Treatment Performance

Cancer-62 Days RTT Cancer-62 Days RTT (Target) Linear (Cancer-62 Days RTT)

100.0%
31 Day Subs Treatment -
Surgery (Target  94%)

aaaa

100.0%
31 Day Subs Treatment -
Drug Target 98%)

aaaa

91.4%
Breast Symptoms 2ww 
(Target  93%)



Current Month's Performance

The average spell length of stay for Elective and Emergency Inpatients discharged within the reporting month

Length of stay
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Current Month's Performance

New to review: Ratio of total follow-up attendances against the total number of new patient attendances for the reporting month

DNA :Ratio between the total number of new and follow up appointment DNAs against the total number of Attendances and DNAs (Did not attend)

New to follow up & DNA rate
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Current Month's Performance

Benchmarked Performance

Readmissions
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3.58%

Re-admissions  following Elective
Surgery (Target 3.1%) rrrr

11.45%

Re-admissions following an Emergency 
Admission (Target 10.4%) rrrr

Total number of Patients readmitted within 30 days following an Elective admission against the Total number of discharges within the reporting month

Total number of Patients readmitted within 30 days following an Emergency admission against the Total number of discharges within the reporting month



Current Month's Performance

The 7 Ultrasound breaches were all at North Cambs Hospital, due to no available capacity.

Within Endoscopy there were 30 breaches reported. This was because the demand exceeded the available operations within the month. 

An additional locum has been appointed to increase capacity.

Plans are in place to review Cardiology capacity with regards to Echo's. A meeting will take place with clinicians led by the Chief operating Officer.

Denominator :The number of patients waiting for a diagnostic test at the end of the reporting period
Numerator: The number of patients waiting 6 weeks or more for a diagnostic test at the end of the reporting period
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Diagnostic Waiting Times (% of Pat's Waiting >6 Wks)
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1.64%
(Target 1%)
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Current Month's Performance

The Trust continues to report that it is failing to achieve the 18 week admitted target for all specialties and Trust wide at 85.26%.

The Trust will not recover the position for Trauma and Orthopaedics, Gynaecology, ENT, General Surgery and Urology until the end of June 2014. This is a revised position due to cancellations of 
Elective surgery in March and April.  

From 1st April 2014 each breach below the 90% standard carries a financial consequence with commissioners of £400 per case.

Improvement has been driven by additional weekend working and we will be looking for recognition of this with Commissioners.

Referral to treatment waiting times – admitted (90% Target <18 Wks.) Referral to treatment waiting times – non-admitted (95% Target <18 Weeks) Referral to treatment waiting times - Incompletes (92%) 
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18 Weeks Referral To Treatment

Graphs/Charts
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Specialties that PASSED the 

18 Wk Adm Target in the month

100.0% Gastroenterology

100.0% Plastics Surgery

98.2% Dermatology

98.2% Ophthalmology

97.4% Gen Medicine

Specialties that FAILED the 

18 Wk Adm Target in the month

52.29% Trauma & Ort

62.89% Gynaecology

71.43% Gen Surgery

72.59% Other

75.93% Oral Surgery

80.37% Urology

81.82% ENT



Benchmarked "Admitted" Performance Benchmarked "Non-Admitted" Performance

Please note that the figures used for benchmarking analysis are always 1 month behind.

96.29% National

96.85% East Anglia

National

East Anglia
QEH 99.41% VsQEH 84.16% Vs

89.85%

90.94%

The benchamrking data is extracted from the Department of Health's Unify Reporting Tool ,and is shown at least a month in arrears.
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Stroke - Latest Month's Performance Stroke - Financial YTD

Stroke - No. of breaches, and Top 3 breach reasons (Latest Month) Stroke - No. of breaches, and Top 3 breach reasons (Financial YTD)

The Trust TIA target is at risk due to increased pressure on medical beds.

There have been a number of changes within the Stroke Service including a reduction in available personnel and a significant year on year rise in referrals.  The impact has been a reduction in capacity and an increase in 
demand; consequently the Stroke Team has been unable to provide the same level of service as before. Urgent actions led by the Chief Operating Officer are being put in place to address this.  These include;

A recent review of 50 case notes has shown that the number of ‘mimic’ cases referred to the team has risen so the Clinical Lead is now working with the GP leads to strengthen the referral pathway and better manage the 
growing volumes.
In conjunction with the case note review, the Clinical Director is working with the Medical Director and Chief Operating Officer to undertake a thorough medical workforce review and redesign to ensure there is sufficient 
capacity and a safe service is provided.  This work will be completed by 9th May and a proposal presented to the Executive Team for consideration the following week. 

Immediate action taken has been taking to mitigate the risk, this includes releasing the stroke team from their MAU commitments to gain additional capacity for TIA clinics.  All referrals have also been clinically reviewed to 
ensure there are no patients being placed at risk.

Percentage of Stroke patients that spend 90% of their hospital stay on the stroke unit (latest available data)
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Stroke & TIA
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Stroke Pat's spending >=90%            
of stay on SU (Target 80%) aaaa

84.40%
Stroke Pat's spending >=90%           
of stay on SU (Target 80%) aaaa
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Stroke "90% stay on SU" performance compared to the "actual/suspected" stroke activity
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TIA - Current Month's Performance TIA - Financial YTD

TIA - No. of breaches, and Top 3 breach reasons (Latest Month) TIA - No. of breaches, and Top 3 breach reasons (Financial YTD)

The Trust TIA target remains at risk due to increased pressure on medical beds.

The service was temporarily stopped when there was a need to ensure high quality patient care on the wards.  The Clinical Director / Lead Clinician, with the Clinical Nurse Specialist have reviewed all 
of the outstanding referrals. This was completed this week.

Going forward they have agreed a new approach which will ensure any new referrals for High Risk TIAs will be seen during the working day. Each day there will also be two “new” slots held for any 
referrals which are made outside core service hours to be seen. In addition there will also be 1 slot each day over the weekend for new referrals.

This does mean there is a risk in reliance on two key staff, however in addition to create further sustainability going forward an additional clinician has been asked to provide cover for other 
commitments to release time back into the stroke team as a whole.

Percentage of High Risk TIAs that are seen and treated within 24 hours (latest available data)
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Stroke & TIA
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TIA High Risk, Seen & Treated 
within 24Hrs (Target 60%) rrrr

64.80%
TIA High Risk, Seen & Treated 
within 24Hrs (Target 60%) aaaa
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Indicators Var to prev mth Target Feb Mar Apr FYTD

Staff Sickness Turnover 01/02/2014 01/03/2014 01/04/2014

Sickness Absence Rate 4.7% 5.2% 4.8% 4.8% 4.7%

Staff Turnover Rate Complete Trust 10.0% 10.6% 10.2% 10.6% 10.7%

Staff Turnover Rate Medical & Dental 10.0% 17.3% 13.6% 13.0% 15.8%

Staff Turnover Rate Registered Nursing & Midwifery 10.0% 12.3% 11.6% 12.0% 13.2%

Staff Turnover Rate Allied Health Professionals 10.0% 14.6% 15.8% 16.5% 14.3%

Appraisals

Appraisal  Completeness excluding bank staff 90.0% 86.4% 91.4% 92.0% 86.4%

Vacancies

Medical & Dental Vacancies (as % of Medical Posts) Not available 5.0% 9.2% 8.6% data not available 6.6%

Registered Nurses & Midwives Vacancies (as % of Nurse Posts) Not available 6.0% 3.8% 3.7% data not available 8.4%

Allied Health Professional Vacancies (as % of AHP Posts) Not available 6.0% 10.0% 1.6% data not available 1.5%

Contracted staff in Post (WTE) 2583 2599 2602.92 2521

Temporary Staff in Post (WTE) 209 221 238 199

Mandatory Training

Conflict Resolution Training 70.0% 79.9% 81.5% 80.4% 75.7%

Consent Training 70.0% 37.9% 48.6% 53.1% 22.8%

Equality and Diversity Training 70.0% 78.2% 79.3% 79.7% 76.0%

Fire Training 70.0% 86.3% 86.6% 87.0% 83.4%

Health & Safety Training 70.0% 84.9% 85.7% 85.3% 84.1%

Incident Report Training 70.0% 84.9% 85.7% 85.3% 84.1%

Infection Control Training 70.0% 85.9% 86.5% 87.4% 79.7%

Information Governance Training 95.0% 87.1% 92.4% 94.0% 85.7%

Manual Handling Training 70.0% 78.8% 78.9% 78.5% 74.9%

Medicines Management Training 70.0% 68.0% 70.5% 72.4% 52.8%

Record Keeping Training 70.0% 59.8% 62.8% 63.9% 59.2%

Resuscitation Training 70.0% 84.2% 84.6% 85.0% 78.6%

Risk Management Training 70.0% 96.8% 96.8% 96.8% 96.8%

Safeguarding Adults Training 70.0% 92.5% 92.9% 93.6% 96.0%

Safeguarding Children Training 80.0% 93.4% 93.6% 94.4% 91.1%

Slips, Trips & Falls Training 70.0% 92.1% 92.2% 92.2% 90.0%

VTE Training 70.0% 77.5% 77.9% 78.6% 76.8%
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Number of leavers (HC) divided by average staff in post over previous 12 months. Permanent staff only.
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Nursing staff
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Current Month's Performance

We have achieved the 92% compliance and we are now focusing on on sustaining the rate and a drive to improve the quality of appraisals.

Percentage of staff ( Headcount ) including bank who have had an appraisal within previous 12 months.
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Appraisal
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Sickness

Sickness has been maintained at 4.8% and we have introduced monthly meetings for nursing departments which will monitor sickness, vacancy 

rates and e-rostering reports.

Turnover

Turnover has dropped to 10% and we continue to explore initiatives to improve retention. Apart from the staff survey action plan that focuses on 

improving staff satisfaction we are working with local Trusts to offer nursing professionals the chance to work across departments in different 

Trusts. We have introduced a nursing development programme for Band 5s and 6s and have also started a series of listening events with staff to 

identify key issues and a social committee has been formed.

Percentage sickness absence for the month. Based on FTE days absent divided by FTE days available
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Sickness Absence & Turnover
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4.76%
Sickness Absence Rate 
(Target 4.7%) rrrr

10.58%
Staff Turnover Rate             
Trust (Target 10.0%)



Mandatory Training

Mandatory training - The overall figure for core (pre-existing courses) is 87.39% and the focus is now on the new courses that were introduced 

last year means there has been significant progress with an overall average reached of 76% for all 23 components

Mandatory Training
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Finance continued - Risks to Forecast

Definitions
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FT Integrated Action Plan

Presented as a separate item at the current Board Meeting - see agenda



See attached doc - Appendix 1.pdf
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