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Healthcare 
standard 

All healthcare standard domains 

Title: 
 

Integrated Performance Report for January 2019 

Author/Responsible Director:  Paul Matthew, Acting Director of Finance & 
Procurement 

Purpose of the report: 
To update the Board on the performance of the Trust for the period ended 31st January 
2019, provide analysis to support decisions, action or initiate change and set out 
proposed plans and trajectories for performance improvement. 

The report is provided to the Board for: 

 
 

Summary/key points: 
Executive Summary for identifies highlighted performance with sections on key 
Successes and Challenges facing the Trust. 

 

Recommendations: The Board is asked to note the current performance and 
future performance projections.  The Board is asked to approve action to be taken 
where performance is below the expected target. 

Strategic risk register 
New risks that affect performance or 
performance that creates new risks to be 
identified on the Risk Register. 

Performance KPIs year to date 
As detailed in the report. 

 

Resource implications (e.g. Financial, HR) None 

Assurance implications   The report is a central element of the Performance 
Management Framework 
Patient and Public Involvement (PPI) implications  None 

Equality impact None 

Information exempt from disclosure None 

Requirement for further review? None 

Decision Discussion 

Assurance Information √ 

√ √ 
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Executive Summary for period of 31st January 2019 
4 hour waiting time target – performance of 62.67% in January 2019   

4 of the 9 national cancer targets were achieved in December 2018  

18wk RTT Incomplete performance in December 2018 was 83.07% 

6wk Diagnostic Standard –December 2018 performance was 96.91% 
 

Hotspots 
Planned Care 
RTT performance of 83.07%. 11 breaches of the 52 week target in December represents an improving position (October was 32 and November was 18). There is an 
NHS zero tolerance for 52 week breaches from March 2019 and ULHT has plans to achieve, currently being directly managed by the COO via a weekly conference call 
to ensure all patients are treated within 45 weeks. 
 
CCG funded external waiting list validation team (started on site 17 December) to validate current waiting lists – to 8 February they have validated 9844 patients adding 
1362 clock stops. Weekly reporting of activity and lessons. 
 
62 day cancer performance deteriorated in December reflecting the widely escalated pressures in oncology (November/December) which are now stabilised, and an 
increased proportion of patients declining diagnostics/treatments in the Christmas/New Year period – likely to impact on January performance. There is also an 
increased pressure in pathology reporting driven by Pathlinks inability to secure locum consultant support in January/February. 
  
DM01 position for December has seen a significant deterioration reflecting capacity problems, some counting changes and human error issues in tracking of a cohort of 
patients. Recovery is being managed through January/February supported by a new monitoring tool (live from 14 January). 
 
Radiology support to breast was lost in December leading to delays in appointing patients within the 14 day target. This was known, and communicated to primary care, 
but created a backlog of patients that is continuing to impact on the service. Women and Children’s Division is continuing to deliver a recovery plan. 

 

Finance 
The Trust submitted a Financial Recovery Plan (FRP) to NHS Improvement fundamentally based upon the Month 6 position adjusted for an assessment of known 
changes resulting in a forecast outturn deficit for 2018/19 of £89.4m. This revised forecast position has now been accepted by NHSI and is now the metric the Trust is 
reporting against. 
 
As at the end of January the year to date position is a deficit of £74.7m compared to the FRP forecast deficit of £75.6m, or £0.9m favourable to the FRP, however this is 
primarily driven by slippage and one off benefits. Overall the underlying financial position is in line with the FRP. 
 
As per the original plan the Trust currently £1.9m behind on elective activity against the original plan YTD, illustrating further opportunities. The largest proportion of this 
being in Orthopaedics, Urology and ENT. It is anticipated that the Orthopaedic position should continue to improve as the new service delivery model is implemented, 
there has been significant progress at Grantham in the last five months, with activity in this period more than doubling from the previous four months.  Outpatients are 
over performance YTD across a wide range of specialities. In month performance was as per last month driven by Non-Elective income. 
So far in 2018/19 the Trust has received £1.3m of fines. This is aligned to the provision made in the FRP. This includes; Cancer £718k Cancelled operations not 
rescheduled within 28 days £364k and Duty of Candour compliance £168k. This information will be shared with Divisions at the monthly performance review meetings.  

EXECUTIVE SUMMARY 
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The FRP identified savings plans which it was anticipated would deliver in-year savings of £15.1m, with a full-year impact of £19.4m in 2019/20. Actual savings delivery 
year to date is £11.4m which is c.£1m higher than assumed within the FRP. This requires a further £3.8m to be delivered in the final 2 months to achieve the trajectory 
in the FRP. 

 
Workforce 
The overall Trust vacancy rate remains broadly stable with continued improvement to the rate for AHPs.  Nursing appointments during January were again short of the 
number required to mitigate attrition.  
 
Further encouraging progress has been made with medical and AHP recruitment, with many new appointments in the recruitment pipeline and if voluntary turnover 
remains broadly stable improvement in both medical and AHP vacancy rate is anticipated in the later part of Quarter 4 and quarter 1 of 2019/20 
 
Temporary staffing costs remain challenging and significantly adverse to 2018/19 plan. The higher than planned agency use remains largely due to a higher vacancy 
rate in medical posts and nursing posts with an increase in adverse variance in Nursing Agency being  driven by planned increase in capacity in ED at Pilgrim. 
 
Appraisals 
Medical Appraisal rate remains strong and above target, however the non-medical rate remains static at c.74% and well below target. The monitoring of appraisal 
performance through PRMs will support future improvement. A root and branch review of Non-clinical appraisal policy has commenced. 
 
Sickness 
The overall sickness rate for the Trust remained stable at 4.7% in rolling twelve months to December 2018 and whilst slightly above the target indicates positive 
direction of travel with the inclusion of December performance. 
 

Quality 
New Harm Free Care is 99% which is above the national average of 97.9%. 
 
The Trust has set a 30% reduction trajectory for avoidable category 4 pressure ulcers for 2018/19. Performance has improved, Lincoln have reported 1 device related 
(plaster casts) incident, which has been discussed at Scrutiny Panel and deemed avoidable. Pilgrim have reported no category 4 pressure ulcers for the last 3 months. 
Grantham have reported no category 4 pressure ulcers for 11 months.  
 
The Trust are still failing to hit our Trust 10% falls reduction trajectory for total number of falls. However, for falls with harm we have met our 10% reduction trajectory this 
month, having only 3 falls with harm compared to the target of 5.  
 
 
 
Paul Matthew 
Acting Director of Finance & Procurement 
February 2019 
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TRUST PERFORMANCE OVERVIEW – YEAR TO DATE 
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TRUST PERFORMANCE OVERVIEW – NATIONAL INDICATORS 

 

Indicator Measure Standard
Current Data 

Month

Month 

Actual
YTD Trend Source

Clostrum Difficile (post 3 days) 5 January-2019 4 52  G Datix

MRSA bacteraemia (post 3 days) 0 January-2019 0 2  G Datix

Never Events Number of Never Events 0 January-2019 1 5  R Datix

New Harm Free Care % 98% December-2018 98.90% 98.82%  G Quality

Pressure Ulcers 3/4 0 December-2018 9 73  A Quality

Inpatient (Response Rate) 26% December-2018 27.00% 21.67%  A Envoy Messenger

Inpatient (Recommend) 96% December-2018 90.00% 90.78%  A Envoy Messenger

Emergency Care (Response Rate) 14% December-2018 23.00% 22.56%  A Envoy Messenger

Emergency Care (Recommend) 87% December-2018 83.00% 82.67%  A Envoy Messenger

Maternity (Reponse Rate) 23% December-2018 11.00% 14.78%  R Envoy Messenger

Maternity (Recommend) 97% December-2018 100.00% 99.78%  G Envoy Messenger

Outpatients (Reponse Rate) 14% December-2018 11.00% 7.11%  R Envoy Messenger

Outpatients (Recommend) 94% December-2018 94.00% 93.33%  G Envoy Messenger

Inpatient Experience Mixed Sex Accommodation 0 December-2018 0 1  G Datix

Patients with 90% of stay in Stroke Unit 80% December-2018 80.70% 81.04%  A SSNAP

Swallowing assessment < 4hrs 80% December-2018 79.60% 75.51%  A SSNAP

Scanned  < 1 hrs 50% December-2018 50.90% 53.29%  G SSNAP

Scanned  < 12 hrs 100% December-2018 95.70% 97.41%  A SSNAP

Admitted to Stroke < 4 hrs 90% December-2018 52.60% 62.68%  R SSNAP

Patient death in Stroke 17% December-2018 12.80% 9.93%  A SSNAP

4hrs or less in A&E Dept 79% January-2019 62.67% 69.15%  R Medway

12+ Trolley waits 0 January-2019 0 2  G Medway

%Triage Achieved under 15 mins 98% January-2019 71.98% 67.55%  R Medway

52 Week Waiters 0 December-2018 11 154  A Medway

18 week incompletes 87.0% December-2018 83.07% 83.34%  R Medway

62 day classic 86% December-2018 69.20% 75.49%  R Somerset

2 week wait suspect 93% December-2018 82.30% 81.15%  A Somerset

2 week wait breast symptomatic 93% December-2018 72.70% 50.33%  A Somerset

31 day first treatment 96% December-2018 96.30% 97.79%  A Somerset

31 day subsequent drug treatments 98% December-2018 96.60% 99.30%  R Somerset

31 day subsequent surgery treatments 94% December-2018 95.90% 88.38%  A Somerset

31 day subsequent radiotherapy treatments 94% December-2018 95.10% 96.95%  A Somerset

62 day screening 90% December-2018 71.40% 84.94%  R Somerset

62 day consultant upgrade 85% December-2018 87.50% 86.80%  G Somerset

Diagnostic Waits diagnostics achieved 99% January-2019 96.91% 97.64%  A Medway

Cancelled Operations on the day (non clinical) 0.80% December-2018 1.88% 2.90%  A Medway

Not treated within 28 days. (Breach) 5% December-2018 15.00% 9.94%  R Medway

SHMI 100.00 Q3 2018/19 97.17 100.94  G Dr Foster

Hospital-level Mortality Indicator 100.00 Q3 2018/19 115.29 114.81  A Dr Foster

Surplus / Deficit Surplus / Deficit -6,009 January-2019 -7,726 -67,209  A FPIC Finance Report

Sepsis Bundle compliance in A&E 90% December-2018 75.00% 74.30%  R Quality

IVAB within 1 hour for sepsis in A&E 90% December-2018 85.10% 89.93%  A Quality

Sepsis screening compliance in inpatients 90% December-2018 73.30% 67.94%  R Quality

IVAB within 1 hour for sepsis in inpatients 90% December-2018 75.00% 84.93%  R Quality

Direction of 

Travel

Infection Control

No New Harms

Friends and Family Test

Stroke

A&E

RTT

Cancer 

Cancelled Operations

Mortality

Sepsis
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TRUST PERFORMANCE OVERVIEW – LOCAL INDICATORS 

 

Measure Standard
Current Data 

Month

Month 

Actual
YTD Trend Source

MSSA 2 January-2019 0 9  G Datix

ECOLI 8 January-2019 1 41  G Datix

Serious Incidents reported (unvalidated) 0 December-2018 25 178  A Datix

Harm Free Care % 95% December-2018 94.70% 93.24%  A Quality

Catheter & New UTIs  1 December-2018 0 7  G Quality

Falls 3.90 December-2018 5.66 5.59  R Datix

Medication errors 0 December-2018 164 1218  A Datix

Medication errors (mod, severe or death) 0 December-2018 22 157  R Datix

VTE Risk Assessment 95% January-2019 97.40% 96.69%  G Information Services

Overall percentage of completed mandatory training 95% January-2019 91.43% 91.24%  A ESR

No of Complaints received 70 December-2018 58 525  G Datix

No of Pals 0 December-2018 394 3808  A Datix

eDD 95% December-2018 86.98% 88.69%  R EDD

#NOF 24 70% December-2018 69.05% 64.87%  A Quality

#NOF 48 hrs 95% December-2018 97.62% 94.50%  G Quality

Dementia Screening 90% December-2018 89.89% 91.33%  R Information Services

Dementia risk assessment 90% December-2018 99.30% 99.07%  G Information Services

Dementia referral for Specialist treatment 90% December-2018 100.00% 87.47%  G Information Services

EMAS Conveyances to ULHT January-2019 4929 47669  A EMAS

EMAS Conveyances Delayed >59 mins 49.29 January-2019 588 4619  R EMAS

% Triage Data Not Recorded 0% January-2019 3.88% 9.39%  A Medway

104+ Day Waiters 0 January-2019 17 124  A Somerset

Average LoS - Elective (not including Daycase) 2.80 January-2019 2.50 2.91  G Medway / Slam

Average LoS - Non Elective 3.80 January-2019 4.55 4.60  R Medway / Slam

Delayed Transfers of Care 3.5% December-2018 3.43% 4.53%  G Bed managers

Partial Booking Waiting List 0 January-2019 7338 7447  A Medway

Number of Vacancies 5% January-2019 12.86% 13.57%  A ESR

All days lost as a percentage of those available 4.5% January-2019 4.70% 4.71%  A ESR

Staff Turnover 6% January-2019 5.79% 5.96%  G ESR

Staff Appraisals 90% January-2019 74.49% 73.72%  A ESR

Income 36,935 January-2019 37,815 369,465  G Board Report Master

Expenditure -42,944 January-2019 -45,541 -436,674  R Board Report Master

Efficiency Delivery 2,838 January-2019 2,691 11,370  A FIMS report

Capital Delivery Program 4,031 January-2019 2,626 17,841  R FPIC Finance Report

Agency Spend -1,905 January-2019 -3,535 -29,794  R Agency Staff Analysis
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CLINCAL DIRECTORATES DASHBOARD 

 

Indicator Measure Grantham
Women & 

Children

Clinical 

Support 

Services

Lincoln 

Urgent 

Care

Lincoln 

Acute 

Medicine

Haematology & 

Oncoloy
Cardiology

Lincoln 

Surgery & 

Urology

Lincoln 

TACC

Pilgrim 

TACC

Pilgrim 

Surgery

Head & 

Neck

Pilgrim Acute 

Medicine

Orthopaedics 

(Lincoln)

Orthopaedics 

(Pilgrim)
Orthopaedics

Infection Control Clostrum Difficile (post 3 days) G G G G R R G R G R R G R G G G

MRSA bacteraemia (post 3 days) G G G G G G G G G G G G G G G G

MSSA G G G G G G G G G G G G G G G G

ECOLI G G G G R G G G G G G G G G G G

Never Events Number of Never Events G G G G G G G G G G G G G G G G

No New Harms Serious Incidents reported (unvalidated) G G G R G R G R G G R G R R G R

New Harm Free Care % A R G G G A G A G G G G G A G G

Falls R G G R R R R R G G R R R R G R

Medication errors (mod, severe or death) R G R G R R R R R R R R R R R R

Pressure Ulcers (PUNT) 3/4 R G G G R R G R R G R G R R R R

Sepsis Bundle compliance in A&E R G R R

Core Learning Overall percentage of completed mandatory training R R G R G A R A A A A R R A A A

Friends and Family Test Inpatient (Response Rate) G R A R G G G R R G R G R G R

Inpatient (Recommend) G A A R R R A R G R R R R G R A

Emergency Care (Response Rate) G G G G

Emergency Care (Recommend) G R R G

Maternity (Reponse Rate) R

Maternity (Recommend) G

Outpatients (Reponse Rate) A R R R R R G R R

Outpatients (Recommend) G R R R R R R G R R

Complaints No of Complaints received G G A G G G G G G G G G G G G G

Inpatient Experience Mixed Sex Accommodation

Stroke Patients with 90% of stay in Stroke Unit G R

Sallowing assessment < 4hrs A R

Scanned  < 1 hrs G R

Scanned  < 12 hrs R R

Admitted to Stroke < 4 hrs R R

Patient death in Stroke R R

A&E 4hrs or less in A&E Dept A R R

12+ Trolley waits G G G

EMAS Conveyances to ULHT R R R

% Triage Data Not Recorded A A R

%Triage Achieved under 15 mins R R R

EMAS Conveyances Delayed >59 mins R R R

RTT 52 Week Waiters

RTT 18 week incompletes G G R G G G G G G G G G G G G

Cancer 62 day classic

2 week wait suspect

2 week wait breast symptomatic

31 day first treatment R

31 day subsequent drug treatments

31 day subsequent surgery treatments

31 day subsequent radiotherapy treatments

62 day screening R

Diagnostic Waits diagnostics achieved A G

Partial Booking Waiting List Partial Booking Waiting List R R R R R R R R R R R R
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Hospital Standardised Mortality Ratio – HSMR 

ULHT’s HSMR is within expected limits at 97.17 this is the lowest recorded Trusts HSMR. 

Lincoln site remains outside of expected limits; Lincoln’s HSMR has reduced significantly 

from previous reporting rolling years and year to date is within expected limits.  

Alerts: The Trust is alerting for ‘Other Perinatal Conditions’, there is a Quality and Safety 

Improvement Programme to address the improvements required. Septicemia is alerting 

Lincoln County Hospital; this diagnosis group is part of the Mortality Reduction Strategy 

and Mortality Quality and Safety Improvement Programme. The Trust are reviewing all 

sepsis deaths to ensure appropriate delivery of care. 

Summary-level Hospital Mortality Index-SHMI 

ULHT remain within Band 1 outside of expected limits with a score of 115.29. Driven by 

Lincoln and Pilgrim sites. Pilgrim is not alerting within HSMR, however has the highest 

SHMI. SHMI includes both death in-hospital and within 30 days of discharge. This data is 

reflective to June 2018. 

Alerts: Septicemia (except in labour), Pneumonia, Acute cerebrovascular disease, Chronic 

obstructive pulmonary disease and bronchiectasis, Secondary malignancies, Acute 

bronchitis, Fracture of neck of femur (hip), Other gastrointestinal disorders, Other liver 

disease, Complication of device, implant or graft, Cancer of stomach and Diverticulitis are 

alerting.  In-hospital deaths are only alerting for Septicemia.  

In-depth reviews are underway for Sepsis deaths and liver disease. The Trust are partaking 

in the National audits for SSNAP (Stroke), COPD (BTS), NOF and PROMS. Other 

gastrointestinal disorders, has had an in-depth review completed when alerting in HSMR 

for this time period. For pneumonia and COPD care bundle compliance audits have been undertaken and a work programme developed to increase compliance. A plan will be discussed at 

PSC re  Secondary malignancies as this has been alerting for 3 months.  

Mortality Strategy Reduction Key Actions: 

To contribute to achievement of Mortality Reduction Strategy and reduce HSMR and SHMI the Trust are taking the following actions:  

• Other Perinatal Conditions are undertaking an in-depth review to be presented at Trust Board in March 2019. 

• The Trust will focus on the Top diagnosis within both SHMI and HSMR to reduce mortality ratios; Septicemia, Stroke, COPD, Pneumonia, Fracture NOF. 

• COPD and pneumonia care bundles have been audited and compliance was poor; a work programme with the Respiratory Team to increase compliance has been developed. 

Reduction of Harm Associated with Mortality   A 

Lead: Neill Hepburn, Medical Director Timescale: Q3 2018/19 

Trust/Site ULHT HSMR 

Nov 17-Oct 18 

12 month 

ULHT HSMR 

Apr 18-Oct 18 

FYTD 

ULHT HSMR 

Oct 18 

ULHT SHMI 

Jul 17-Jun 18 

Trust Crude 

Mortality 

Internal source 

Feb 18-Jan 19 Trust 97.17 87.45 74.33 115.29 1.69% 

LCH 108.97 94.86 76.33 116.47 1.72% 

PHB 91.78 86.10 81.06 120.81 1.95% 

GDH 60.57 51.84 39.14 87.77 0.68% 

QUALITY 

 

QUALITY 
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• Fracture NOF national audit data has been published, a report and action plan has been developed. Pilgrim Deaths have been reviewed and awaiting 

finalised report. 

• Stroke team have reviewed the data for Stroke patients and it was evident pathways are being followed in-hospital The Team are now reviewing the deaths within 30 days of discharge. 

• The National 7 day service audit was not mandated by NHS England in September 18. However, a Board Assurance Framework is mandated for all Trust to be completed.  

• Mortality is a work stream within the Quality and Safety Improvement Programme (QSIP). This underpins the Mortality Reduction Strategy and sets deliverable milestones for each key 

issue identified including; Clinician Engagement, Medical Examiner Role, Perinatal Mortality, Documentation and accurate coding, Sepsis, Pneumonia and COPD.  

• The Community have various work streams they are undertaking to ensure out of hospital patients receive  appropriate end of life care which include; End of life audits in care homes, 

end of life training, multidisciplinary approach to advance care planning and anticipatory prescribing, Project Echo and roll out of the ReSPECT tool kit on the 4th February 2019. 

• Lincolnshire health and care community have launched; Home First Prioritisation. An initiative aimed to focus on frail and over 75’s out of hospital and close to there homes. With work 

streams in; advanced care planning in care homes, Complex Case Managers, Short term overnight carer intervention, practice Care Coordinator and Triage Practitioner. 

• The coders will meet with the Consultants who have the Top Observed Diagnosis Groups to ensure accuracy of documentation. 

Crude Mortality 

The crude mortality has increased in January 19 to 2.03%  this is the lowest crude recorded for the month of January since 2015; Pilgrim has the highest crude in month with 2.42%. In 

rolling year February 18-January 19 crude has decreased to 1.69%.  Pilgrim has the highest rolling year crude with 1.95%..
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QUALITY 

 

No Key Themes  identified from reviews Actions

Failure to act and escalate—Management & Results  2 x MoRAG thematic case note briefing circulated to the Trust.

The majority of cases referred to MoRAG have issues with failure to act on test results, recognition of OBs and 

escalation to ensure the patent receives the correct management.
 MoRAG are monitoring cases that are referred for these issues and action taken with the relevant clinical team.

 Care bundles are being audited for compliance and action plans developed. This is a work stream within the 

Mortality QSIP.

Fluid Balance Management  MoRAG thematic case note briefing circulated to the Trust.

19% of cases referred to MoRAG and Lincolnshire Collaborative have had fluid balance management issues.  Trust policy re-circulated to the Trust

 NICE guidelines re-circulated to the Trust.

 E-learning package on ESR. The core learning panel has approved the e-learning and will  be mandatory in 

January 18.

Recognition of a end of life/deteriorating patient  Mortality Matters Briefing circulated to the Trust of thematic cases.

From cases reviewed a theme is the late recognition of end of l ife and the deteriorating patient.  The Trust participates in the National end of l ife audit.

 The Trust is monitoring this and an action plan has been developed through QSIP.

Appropriate discharges from Acute Care  Mortality Matters Briefing circulated to the Trust of thematic cases.

Several cases have been referred to the collaborative by LCHS of inappropriate discharges from Hospital 

decisions have been made to transfer a patient to the community and the patient has passed away within 12 

hours of discharge and deceased patients have had to be repatriated back to the Trust for completion of deceased 

documentation.

 The collaborative continues to monitor all  community transfers where death occurs within 12 hours.  There has 

been no reports of these within the past 3 months.

Senior Review within 14 hours  National 7 day service audit.

Reviews  show that not all  patients are having a review within 14 hours of admission.  The Trust has undertaken an audit in November 18 and the outcomes are being reviewed.

Advance care planning within the community  CCG have completed an audit on the end of l ife registers with GP’s.

Highlighted from cases referred the Lincolnshire Mortality Collaborative that there are a number of cases that 

should have had advance care planning in the community.

 CCG are currently undertaking an end of l ife audit for care homes to identify number of residents with a DNAR/ 

EoL care plan in place and where the plan was put in place, to gain a baseline for further audits.

 The CCG are rolling out End of Life Training across the county as part of the neighbourhood working.

 Lincolnshire East CCG Neighbourhood working has signed up for Project Echo, run by St Barnabas Hospital 

which will  support end of l ife care learning.

 ReSPECT tool is being developed with roll out early next year. 175 clinicians have attended train the trainer 

days in November. Roll out 4th February 2019.

 CCG’s are undertaking neighbourhood working a multidisciplinary approach to advance care planning and 

anticipatory prescribing.

 Prompt developed on eDD for consideration of the GSF to the GP.

 Home First Prioritisation initiative.

Case notes/Documentation Issues  2 cycles of audit has been completed on accurate completion of clerking proforma.

The state of case notes within the Trust are constantly being highlighted in mortality reviews. The patients stay is 

not always clearly documented and fi led.
 QIP is currently underway on EAU’s to increase compliance

 Coding department are undertaking an on-going audit of accurate completion of documentation.

8

1

2

3

4

5

7
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Metric National Acute 

(Non specialist) 

ULHT 

Nov 17-Oct 18 

ULHT 

Nov 16-Oct 17 

HSMR  98.80 97.17 104.90 

SHMI (Jul 17-Jun 18) 100.36 115.21 114.90 

Crude rate % (HSMR) 3.50% 3.40% 3.80% 

Elective Crude Rate % 0.10% 0.10% 0.04% 

Non elective Crude Rate % 2.70% 3.30% 3.50% 

% All Spells coded as Palliative Care 1.07% 1.03% 1.04% 

Emergency Spells % coded as Palliative 

Care 

2.46% 2.51% 2.64% 

% Mortalities coded as Palliative Care 30.90% 19.96% 19.10% 

Comorbidity 0 score per observed 

Deaths % 

18.36% 19.37% 18.61% 

Comorbidity 0 score per Spells % 65.02% 65.21% 66.87% 

Emergency Comorbidity Score 0 Spells 

%=>75 years of age 

7.82% 10.21% 9.70% 

Weekend % of observed 15.08% 25.64% 25.31% 

Weekday % of observed 84.92% 74.36% 74.69% 

Spells Readmissions 28 days % 8.40% 7.51% 7.62% 

Residual Coding % of all spells  (Uncoded 

episodes) 

1.77% 1.38% 1.19% 

R00-R99 Signs and symptoms % of spells 10.91% 9.46% 9.88% 

LOS short stay 0-2 days Observed % 24.91% 26.35% 28.39% 

LOS 3+ Observed % 75.09% 73.65% 71.61% 

QUALITY 

 
National Comparison 
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The table above compares ULHT against national comparison for key metrics.  

 

 

 

 

 

 

 

 

 

 

 

Lead: Michelle Rhodes, Director of Nursing Timescale: December 2018 
 

Key Issues: 

 The Trust achieved 94.7% for Harm Free care which is better than the national average of 94.3% 

 The Trust achieved 99% for New Harm Free Care which is better than the national average of 97.9% 

 The Trust achieved 0.5% for New Pressure Ulcers which is better than the national average of 0.9% 

 The Trust achieved 0.2% for falls with harm which is worse than the national average of 0.5% 

 The Trust achieved 0.9% for CAUTI which is worse than the national average of 0.7% (this is all CAUTI new and old). This is an improving picture.  

 The Trust achieved 0.4% for new VTE which is the same as the national average of 0.4% 

A monthly report is disseminated to all wards and managers detailing the harms for each ward and individual ward compliance with harm free care.  

The in-depth analysis for falls, pressure ulcers and CAUTI are detailed within the relevant section in the report. 

 

  

New Harm Free Care (Safety Thermometer)   G 

 ULHT  

Harm Free Care 94.7% 

New Harm Free Care 99% 

Pressure Ulcers - New 4 

Falls with Harm 2 

Catheter & New UTI 0 

New VTEs 3 

Patients 855 

QUALITY 
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Lead: Michelle Rhodes, Director of Nursing Timescale: December 2018 

Key Issues: 

 All falls per 1000 OBDs for the Trust in December 2018 is 5.66 which is better than the national average of 6.63 (National average is taken from the National Audit of 

Inpatient Falls, RCP 2015). 

 Falls with harm per 1000 OBD for the Trust in December 2018 is 0.10 which is better than the national average of 0.19 (National average is taken from the National 

Audit of Inpatient Falls, RCP 2015). 

 The Trust submits data as part of the safety thermometer which is a 72 hour point prevalence survey. This data is used in the calculation of the Trusts Harm Free Care 

percentage and is included for monitoring through the model hospital. When comparing all falls, ULHT was 1.8% which is worse than national average of 1.5% in 

December 2018. When comparing falls with harm, ULHT was 0.2% which is better than the national average of 0.5% in December 2018. 

Key Actions: 

 We are still failing to hit our Trust 10% falls reduction trajectory for total number of falls. However, for falls with harm we have met our 10% reduction trajectory this 

month, having only 3 falls with harm compared to the target of 5. 

 Dates still to be set for the Trust falls meeting for 2019. 

 Meeting arranged for 28th Feb to agree 2019/20 Corporate Falls Action Plan. 

 Next falls ambassador meeting agreed for the 12th March. Ambassadors are currently tasked with identifying strategies to improve lying and standing BP compliance 

within their own ward areas. 

 There is now a face book page for falls ambassadors in the Trust to use as a forum page to share ideas. 

 Corporate Head of Nursing has been in contact with the falls lead at Sherwood and they are keen to arrange some joint working. 

  

Falls   R 

QUALITY 
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Lead: Michelle Rhodes, Director of Nursing Timescale: December 2018 
Key Issues: 

 39 category 2 pressure ulcers were reported in December 2018 compared with 44 in December 2017.  Some improvement seen in performance at Lincoln and Grantham. Pilgrim only 

had an increase of 1 reported category 2 pressure ulcers in comparison with last month.   Work by the Tissue Viability Team to validate all category 2 pressure ulcers reported continues 

on all sites, however due to the increase in clinical activity at all 3 sites it has not been possible for all reported incidents to be seen. 

 30% reduction trajectory has not been achieved since May. Performance has deteriorated by a further 2 incidents at Pilgrim, however Lincoln have shown significant improvement with 

only 1 reported category 3 in the last month. Grantham continues to report no category pressure ulcers for 10 months. 

 The Trust has set a 30% reduction trajectory for avoidable category 4 pressure ulcers for 2018/19. Performance has improved, Lincoln have reported 1 device related (plaster casts) 

incident, which has been discussed at Scrutiny Panel and deemed avoidable. Pilgrim have reported no category 4 pressure ulcers for the last 3 months. Grantham have reported no 

category 4 pressure ulcers for 11 months. 

Key Actions: 

 A bespoke TV service plan is in development which will identify and priorities key areas of work for the TV service. This will enable the resources to be used more effectively 

to reduce the number of preventable PU’s. 

 The trust is pressing ahead with the Harm Free Care agenda which includes the reduction of preventable pressure ulcers. Plans are in the final stages of development that 

will include specific activities for Tissue Viability services and development of clinical teams as part of a wider harm prevention programme. 

 There will be a revised programme of sustained development and support for the TV Link Practitioners which will allow them to have more productive input in to their working 

areas. 

 The Tissue Viability Team continue to try and validate all category 2 pressure ulcers reported on all sites. However due increase in clinical activity it has not been possible for 

all reported incidents to be seen in the last month. 

 Scrutiny panel meetings continue to take place weekly and all clinical areas are required to investigate incidences collaboratively and not in isolation. 

 The Trust wide Tissue Viability Link Nurse Study event is planned for 28th March.  

 The Tissue Viability Team continue to embed with NHSi recommendations regarding pressure ulcer definition and management. 

Pressure Damage  R 

QUALITY 

 



 

21 | P a g e  
 

 

 

 

 

 

 

 

 

 

 

Lead: Michelle Rhodes, Director of Nursing Timescale: December 2018 
Key Issues: 

 The Trust 2017/18 position for C.difficile was 69 against a trajectory of 59. The trajectory threshold for 2018/19 has been set at 58 cases. There were 6 cases in 

December against a trajectory of 5 cases. There is a trajectory with stable progress meaning that the trust has improved from a position of +9 cases over trajectory in 

May to +5 cases over trajectory in December. There are similar infection patterns for the previous 3 years with early spring peaks which settle by summer.  

 Following an analysis of the investigations, the findings showed that cross-contamination was unlikely to be a key factor as there appeared to be no similar ribotypes 

on one particular area. A common theme that did emerge related to antibiotic prescribing and as a result regular ward visits are conducted by Microbiologists, 

Antimicrobial Pharmacists and IP&C team. These visits ensured that high risk patients are managed properly and as a result case rates of C.diff have started to 

decrease. 

 There was 1 case of MRSA bloodstream infection reported in November meaning the trust is now at 2 cases year to date. Lapses in care have been identified and an 

action plan has been produced in response to the investigation. The Trust had 2 cases of MRSA in 2017/18 against a threshold of 0.  In 2018/19 new guidance takes 

effect in that only outlier acute trusts and CCGs will need to complete the national PIR process. Both ULHT and the Lincolnshire CCGs are NOT considered outliers 

and will therefore no longer be required to manage MRSA blood stream infections using PIR. 

 Hand Hygiene compliance audits show a high rate of compliance with hand hygiene across all Trust sites and areas. The audit detail and process is being modified in 

order to produce a more accurate picture of hand hygiene compliance. This will support the infection prevention and control team to better focus their efforts. It is 

expected that the revised audit tool will be piloted in January 2019 with a view to being fully established for April 2019. As a result of the new assessment process we 

expect to see a marked decline in compliance rates as more accurate data is reported. This should be viewed as a positive step.  Trust performance for 2017/18 was 

98%. 
 

Infection Prevention  G 

QUALITY 

 

QUALITY 
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Key Actions: 

 Following the external visit by NHS Improvement on the 2nd May, ULHT has been downgraded to a green rating from amber. This has shown the progress of 

improvement over the last year and that the trust is in a far better position. Full compliance to the hygiene code has increased from 64% to 96%. There is still much 

work to be done however and continued efforts to further improve IP&C in ULHT must be maintained. A subsequent visit carried out by NHSI on November 7th 

reinforced the trust position of green and as a result of the visit, the trust has been fully de-escalated for IP&C by NHSI. 

 Robust work is taking place around the management of C.diff cases especially regarding the prescribing of high risk antibiotics as we recognise the rate of cases is 

above trajectory and the trust is in a recovery position. Programmes are progressing with a review of the prescribing formulary and an education pack for prescribers. 

There has also been an enhanced programme of visits to ward areas where C.diff and GDH patients have been placed in order to scrutinise prescribing and IP&C 

management. This is routinely undertaken by an IP&C Nurse, Antimicrobial Pharmacist and a Microbiologist. 

 The IP&C team are assisting daily with managing winter pressures and an outbreak plan has recently been approved by the trust IP&C committee. This will enable the 

organisation to respond quickly to any outbreak situation on any site. The IP&C team is also going through training and development to strengthen their ability to 

support the trusts directorates. The IP&C Nurses are progressing through the comprehensive IP&C competency framework while the Nurse Specialists are undertaking 

leadership programmes. The infection prevention and control team have changed their approach to better support clinical colleagues and improve patient safety, 

including: all clinical areas to have a specific IPC link, themed audits and focused incremental improvements. 
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Lead: Michelle Rhodes, Director of Nursing Timescale: December 2018 

Key Issues: 

 ULHT had 0 new CAUTI on the safety thermometer data for December 2018 against a trajectory of 1. 

 In December ULHT CAUTI rate has decreased in comparison with previous months. However more work is needed in raising awareness regarding catheter management 

among  our nursing and medical staff 

 In December 2018 the Trust catheterisation rate decreased to 18.4% against a national average of 13.8%. 

 In December 2018 the Trust catheter with UTI (CAUTI) was 0.9% which is worse than the national average for October of 0.7%. This data includes old and new CAUTIs. 

Key Actions: 

Reduction of catheter insertion rate by using alternative methods to indwelling catheters: ISC (intermittent self-catheterisation) or Conveen sheath. 

 Development of a protocol for ISC was suggested at last CAUTI meeting – Shuttleworth would be happy to pilot this; it was suggested that Neustadt Welton and Ward 3A 

at PHB should also be included in the pilot.  It was agreed to have a look at Sherwood Forests Policy and try to implement it in our practice. Validation of such protocol to 

take place at next CAUTI meeting 26.02.2019 

 Development of a protocol for the use of Conveen sheath as an alternative to indwelling catheters, and to be incorporated in teaching sessions provided to the wards. . 

Validation of such protocol to take place at next CAUTI meeting 26.02.2019. 

 Removal of catheters in a timely manner by the nursing staff: 

o liaise with clinical educators to develop a robust teaching plan for nursing staff incorporated in NQ Preceptorship 
o catheter management teaching session provided at ward level by continence ambassadors 

CAUTI reporting- Development of a more accurate reporting system for CAUTI 

 Relaunch DATIX for reporting CAUTI (Patient Safety Breafings) 

 Use microbilogy reports to corelate CAUTI diagnosis 

 Provide teaching regarding collection of CSU (Patient Safety Breafings) 

 Incorporate RCA discussion in CAUTI meeting agenda  

Catheter Associated Urinary Tract Infection (CAUTI)  G 

QUALITY 

 



 

24 | P a g e  
 

 

 

 

 

 

 

 

 

 
 

 

 

 

 
 

 

 

Lead: Michelle Rhodes, Director of Nursing Timescale: December 2018 

Key Issues: 

 For quarter 3 the implementation of paediatric screening compliance has been included in the CQUIN data. It can be seen that the results for both inpatient and A&E 

have remained constant over this quarter. Deep dive into ward data has identified specific issues relevant to the individual area, sepsis practitioners now to be invited 

to confirm and challenge meetings to present bespoke action plans to ward managers. Sepsis practitioners continue to offer ward based teaching however this is 

limited due to resources, train the trainer resources are to be rolled out and embedded in practice by the new financial year. Training held with clinical education team 

around the sepsis bundle in order for them to provide ward based teaching. 

 For quarter 3 the implementation of paediatric antibiotic compliance has been included in the CQUIN data. The inclusion of paediatric data has contributed to the 

decline in compliance for this quarter. Analysis of the data has shown a lack of medical engagement.  There are existing plans to capture medical staff at induction 

and other medical forums and from a strategic point of view the makeup of the task and finish group is to be reviewed to allow for more medical involvement.  Changes 

to the sepsis bundle have been implemented (from Feb 1st 2019) that will allow for retrospective completion of the electronic document, providing all actions completed 

within the hour of diagnosis. Enhanced support for paediatrics is being considered as part of a trust wide review. 

Key Actions: 

 Robust process for monitoring and reporting performance to support continued and sustained patient safety:  Trust wide CQUIN Audit and utilisation of  trust wide 

electronic screening data to review any missed screens. 

 There is a Sepsis Task and Finish Group who meet monthly- currently under review by Deputy Chief Nurse re membership and agenda. 

 Sepsis e-learning extended to include paediatric and maternity module- neutropenic sepsis module currently being developed 

 Deteriorating patient ambassador’s engagement increased across sites supported by Ward Accreditation domain 

 A&E medical leads identified for Lincoln, pilgrim and Grantham sites. 

 

Sepsis  R 

QUALITY 
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 Inpatient medical leads identified for Pilgrim and Grantham Sites 

 Maternity medical lead identified for Pilgrim  

 Paediatric medical leads identified for both Lincoln and Pilgrim sites 

 ICT changes made in order to reduce variances in data  

 Sepsis screening tool and bundle now falls in line with NICE guidelines and the sepsis trust framework. 

 Full establishment of substantive sepsis practitioners across the trust. 

 Adult sepsis E learning tool to incorporate latest update of screening tool 

 Monthly review templates for non-compliance – to be returned on the 20th of each month. These will be discussed with ward managers at the monthly  confirm 

and challenge meetings. 

 Sepsis screening tool expected to be on the staff IPods, possibly end of February/ beginning of March 

 Sepsis e-learning compliance 89.89% (target 90%) 

 Harm Reviews- this process is under review with confirmation of process in February 2019 
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Lead: Colin Costello, Chief Pharmacist Timescale: November 2018 

Key Issues: 

 For January the medication incident reporting rate for the Trust per 1000 bed days was 5.21. The rate is expressed as total number of medication incidents reported divided by 
the number of bed days in the Trust, multiplied by 1000 bed days.   The national average as displayed by Model Hospital (from data taken from NRLS, National Reporting and 
Learning Service) is 4.0 and the peer average is 3.4 – this figure was last updated in November 2018.  

 There were no never events relating to medication incidents reported during the reporting period.  There was 1 death and 1 severe harm event relating to medication incidents 

reported during the reporting period. 

 Of the 167 medication incidents reported 23.3% (calculated as medication incidents reported as causing harm or death / all medication errors – (39/167) were rated as causing 

some level of harm.  The national average of medication incidents reported as causing harm or death is 10.6%. High levels of incidents reported that are classified as causing 

no harm is a sign of open and honest reporting culture. This shows staff believe that preventative action and learning will take place as a result..  

Key Actions: 

 The recommendation has been put to the Clinical Support Services Performance Review Meeting during January that Medication Incidents becomes an action item 

on every Divisional Performance Review Meeting and the recommendation was accepted.  This will start from February 2019. 

 The Medication Incidents are reviewed on a regular basis at Quality Safety Oversight Group and reported to Quality Governance Committee. 

 In addition to actions within the Quality and Safety Improvement Plan, we will look to update the Prescribing and Medicines Optimisation and Safety webpages to make 

them more engaging and user friendly. Within the new design we will have a page dedicated to sharing learning from medication incidents and informing staff of themes 

and trends. 

 We plan to develop a secure Twitter page to share medication related information and also create a Facebook account to link in with the ULHT Together account and 

share information via that forum. This will then help to us to capture as many of ULHT staff as possible and ensure that learning reaches as far as possible. 

  

Medication Incidents  R 
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Emergency Care Trends 

 

 

 

 

 

 

 

 

 

Lead: Martin Rayson, Director of HR &OD Timescale: December 2018 

Key Areas: 

 Slight improvement across emergency care, inpatients and outpatients for percentage FFT recommends in December. 91% of patients would recommend. 

 Complaint response timescales continue to cause concern; a clear executive message has been given to clear these. 

 During November, there were 58 formal complaints, 405 PALS enquiries and 47 Care Opinion stories.  

 The top 3 themes for complaints for December were: Clinical Treatment, Communication and Values and Behaviours 

 PALS concerns continue to rise. 405 concerns were taken to PALS during December. 182 for Lincoln and Louth, 44 for Grantham, 166 for Pilgrim and the remainder for 

community hospitals.  

 The new car parking system has resulted in a significant increase in PALS concerns. The car parking concerns are almost certainly under reported; the PALS team 

ceased to log them due to volume and also the subject choice at times has been chosen to reflect the relational aspects (the impact of the issue) rather than the 

transactional or functional aspect itself. The number of car parking concerns is known to be much greater than 100 during December. 

 
 
 
 
 
 
 

PATIENT EXPERIENCE 
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Key Actions: 

 The SUPERB dashboard was presented to Patient Experience Committee in January and very well received. Feedback included its potential benefits within 

Performance Review Meetings and efforts are being made to meet with the divisional teams to help prepare for the next round of meetings. 

 ‘PX Pop-ins’ have proved extremely beneficial for the ward teams as well as the patient experience team. During January visits have been undertaken on wards 

at Lincoln and Pilgrim with more planned during February. It is likely that further sessions will be needed to cover all areas particularly as they are taking longer 

than anticipated as staff are keen to talk and explore their patient experience activities and aspirations. 

 A Patient Experience True North assessment has begun to be articulated particularly to focus on the need to review and update the Patient & Carer Experience 

Strategy which is due this year.  

 Teams and services will engage with the new FAB Experience Champions initiative providing a Trustwide network of staff who are local team or service level 

champions, campaigners, advocates and local experts for patient experience who can be supported by the patient experience team. 

 

  

 

  

PATIENT EXPERIENCE 
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Theme Action Timescale Progress as of 01.02.19 

Directorate and operational 
engagement & ownership 

Meet with Managing Directors to: 

 Determine data & reporting preferences 

 Secure PEC membership 

 Promote FAB Experience Champions 
nominations 

Nov 2018 SUPERB dashboard developed and implementation planned 
for February / March which will include demonstrations and 
training. Early feedback is excellent. 
PEC ToR finalised. 
 

 Recruit FAB Experience Champions.  

 Fortnightly nudges to specialties who 
have not nominated.  

 Aim for all areas to have either 
nominated or linked champion by end 
January 2019. 

Jan 2019 38 recruited to date and increasing. ‘PX Pop-ins’ to wards and 
departments is proving a great way to secure nominations and 
commitment. 
All currently named champions will receive their packs and 
their training during February. 
 
 
 

Complete redesign of patient experience 
reporting 

Jan 2019 Demonstrated at January PEC. Continues to evolve but now 
being used. Training and roll out pan being finalised. 

FFT hot spots 
 

Targeted visits to hot spot areas to discuss 
actions and support. 

Dec 2019 ‘PX Pop-in’ visits commenced in January and are being well 
received. 

Communication First training 
 

Draw themes from reflective accounts 
following Communication First training to 
identify impact of learning. 

Mar 2019  
 

Values and behaviours 
         & 
Patient Care 

Identify patient stories from across PALS, 
complaints, Care Opinion and (where 
possible) FFT that demonstrate positive and 
negative experiences and use in a monthly 
‘PX Message of the Month’ for sharing with 
staff. 

Jan 2019 Agreed at January PEC to trial a message of the month 
newsletter to commence in February. 

Cascade Trust Board stories 
 

Nov 2018 To include within new newsletter and also share on Facebook 
feeds. 

 
Appointments and waiting 
times 

Discuss with service managers, schedulers 
and communications re: messages and 
information to patients on current work. 

Dec 2018 Car parking has been a priority issue with patient feedback 
during November and December.  
 

Explore ‘traffic bulletin’ initiative in ED’s Dec 2018 Unable to secure time with service leads due to operational 
pressures. Will schedule for new Year. 

PATIENT EXPERIENCE 
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Lead: Martin Rayson, Director of HR &OD Timescale: January 2019 
 

Key Issues: 

 AHP vacancy rate improved in January.  AHP leavers were 1.7 FTE with 4.00 FTE starters. Predicted new starters are 4.0 FTE in February and 1.0 FTE 

in March.  

 Nursing leavers were 13.6 FTE and 8 bank staff. There were 10.4 FTE starters and 3 bank starters.  Predicted new starters are 6.59 FTE in February 

and 4.7 FTE in March. Analysis of leavers by length of service is to be undertaken. 

 There were 4 medical leavers and 1 bank staff. Predicted new starts is 31 between February and March 2019 with a corresponding reduction in agency 

usage as the organisation increases the substantive staff numbers.  . 

Key Actions: 

 Additional investment in HR to create a central resourcing team with Resourcing Partners who will further develop the plan for every post and focus  on 

the above hotspot areas with a particular emphasis on fragile services.  

 TMP commissioned to support work on employer brand. 

 KPMG commissioned to undertake a full review of the Trust’s Recruitment processes. 
 

  

Vacancy Rates  R 
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Hotspots - Medical 

Division  Team  Vacancy FTE  Vacancy % 

CSS Lincoln Radiology  7.96 58% 

Corporate  Medical Education  8.00 27% 

Medicine A&E Attenders Lincoln 18.68 49% 

A& E Attenders Pilgrim  21.00 60% 

Pilgrim Diabetes 5.00 45% 

Surgery  Grantham General Surgery IP  3.00 21% 

Women & Children Pilgrim Paediatrics IP  7.7 39% 

 
 
Hotspots - Nursing  

Division  Team  Vacancy FTE  Vacancy % 

CSS Mobile Chemo Therapy 2.55 82.% 

Lin Urology Specialist 
Nursing 

1.79 38% 

Medicine  Ward 6A 11.45 49% 

Ward 7B 11.64 50% 

Ward 8A 9.58 44% 

Acute Medical Short 
Stay 

18.76 55% 

Surgery  Ward 2 9.26 42% 

Ward 3B 8.54 39% 

Ward 5B 10.77 46% 

Women & Children Rainforest 13.90 43% 

Ward 4a 12.77 39% 

 
 
Hotspots - AHPs 

Division  Team  Vacancy FTE  Vacancy % 

CSS Pilgrim Physiotherapy 10.73 32% 

 
 
We have additional staff joining the HR team during the first quarter will focus in particular on the hotspot vacancy areas. 
  

WORKFORCE 
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Lead: Martin Rayson, Director of HR &OD Timescale: January 2019 

 

Key Issues: 

 Rolling 12 months turnover is 5.8%. 

 AHPs have the highest percentage turnover at 11.84%. Over the last 12 months 64 AHPs have left the trust 47 of which have less than 5 years’ 
service. 

 The main leaving reason currently recorded in ESR is the ‘Voluntary Resignation – Other/Not Known’ (60%).  However, 27 FTE left for promotion.   

 It is proposed to include retirements within voluntary turnover from next month. 
Key Actions: 

 A B7 Project Manager is now in post to focus on the delivery of retention projects, e.g. retire and return. B7 & B6 posts authorised to build resilience in 
OD support for TOM OD planning. 

 The new exit questionnaire and process was launched on the 1st February 2019. The project group has now been launched to develop the 
employment forms electronically and the EF3 [Leavers] is the first form to be developed.  This will included details of how to access the new exit 
questionnaire. 

 The first draft of the Trust Education Strategy has been delivered and is currently in rewrite. A directory of rotational posts and insight opportunities to 
be developed to support the retention of staff.  

 SHRBPs will, as part of workforce planning conversations with Divisions, consider and suggest strategies in respect of the workforce profile and will 
work with Divisions to implement opportunities to support staff retention. 

Voluntary Turnover  G 
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Assignment 
Count 

Division Fire 
Safety - 1 
Year 

Fraud 
Awareness 
- 3 years 

Infection 
Control - 1 
Year 

Information 
Governance 
- 1 Year 

Major 
Incidents - 
1 Year 

Resuscitation 
[BLS] - 1 Year 

Safeguarding 
Adults Level 
1 - 3 Years 

Safeguarding 
Children 
Level 1 - 3 
Years 

1883 Clinical Support Services 93.84% 94.69% 93.73% 89.17% 90.87% 86.14% 93.41% 93.36% 

614 Corporate 93.16% 94.14% 93.00% 90.39% 92.51% 91.04% 93.97% 93.97% 

889 Director of Estates & Facil 89.20% 91.68% 87.96% 77.95% 82.56% 83.91% 92.01% 92.01% 

1467 Medicine 87.18% 90.25% 87.12% 80.57% 82.34% 79.96% 89.09% 89.03% 

1570 Surgery 89.24% 94.39% 89.87% 85.61% 88.09% 81.40% 90.06% 90.00% 

741 Women & Childrens Pan Trust 90.42% 94.87% 89.74% 85.29% 89.20% 85.43% 92.44% 92.31% 

 

Lead: Martin Rayson, Director of HR &OD Timescale: January 2019 

 

Key Issues: 

 Overall compliance has stayed the same this month at 91.4%. Fire has shown another increase of 1.07% although still some way off target.  The biggest increase 

was with Major Incident and BLS with 2% and 1.60% retrospectively. 

 The focus this month is on compliance by Division for those topics that have not reached 95%.  The Division with the lowest compliance per topic is Medicine across 

the board followed by Estates & Facilities and Surgery. 

Key Actions: 

 Strategic HR Business Partners to support identification & escalation of service areas with poor compliance rates. 

 Considering incentivising teams to complete 100% core learning – paper due to ET   

Core Learning  A 

WORKFORCE 
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Lead: Martin Rayson, Director of HR &OD Timescale: January 2019 

Key Issues: 

 The overall sickness rate for the Trust remains stable at 4.7% (December 2018) and slightly above the target.  Cold, cough, flu and gastrointestinal 

problems remain the two top reasons for sickness in December across all areas.  The following graph shows both the rolling year and monthly 

percentage, whilst the rolling year remains on average stable around the 4.5% mark there is a challenge for the organisation during the winter months 

where sickness absence peaks.  

 

 

Sickness Absence  A 
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Key Actions: 

 Following divisional realignment, ER Advisors have conducted meetings with Heads/Managers to review current absences and planned management 
going forward, there is also ongoing additional HR Ops support for scheduled outstanding ill health capability hearings. 

 ER advisors regularly meet managers and continue to ensure that an absence reason is entered and that “other” is not the reason.  They are utilising 
more case conferences to reduce length of long term absence and this has caused a decline in outstanding case work. 

 First day reporting arrangements being reviewed and reinvigorated. Individual examples of rapid referral to treatment, but not systematically being 
used.  

 NHSI part-funding sickness management system to support activity. 
 
 

   

WORKFORCE 
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Lead: Martin Rayson, Director of HR &OD    Timescale: January 2019 

 

Key Issues: 

 Of the 6082 non-medical staff 4469 have received an appraisal with the remaining 1613 staff still be done. The majority of staff who do not have an up 

to date appraisal recorded are across the clinical divisions. 

 

Key Actions: 

 Bespoke staff training has taken place to support implementation and further training will be provided to support implementation of new Individual 

Performance Management process.  Hot spot areas flagged to HRBPs, ER team and relevant Directors. 

APPRAISAL RATES (NON-MEDICAL)  R 

Division 
Not had an 
appraisal 

Appraisal 
completed Total Percentage 

Clinical Support Services 390 1266 1656 76.45% 

Corporate 94 419 513 81.68% 

Director of Estates & Facil 252 564 816 69.12% 

Medicine 389 808 1197 67.50% 

Surgery 386 868 1254 69.22% 

Women & Children  102 544 646 84.21% 

Total 1613 4469 6082 73.48% 

WORKFORCE 
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Lead: Martin Rayson, Director of HR &OD Timescale: January 2019 

 

Key Issues: 

 The monthly run rate for Agency spend exceeds that planned and the forecast outturn for agency spend for 18/19 will be around £15m adverse to plan. 

 The table below shows agency spend; in the last 12 months the agency costs continue to increase in nursing and medical.  

 In the last 12 months there has been a slight increase in the average rates paid, mainly at Middle Grade and Consultant level, whereas the Junior level has generally 

remained static.  

 

 

AGENCY SPEND  R 

WORKFORCE 
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Key Issues cont. 

 The main reason for this is the increase in shifts/volume required by the trust. Last February the Trust requested 1,973 shifts to be covered, compared to 2,952 for 

January 2019.  An increase of nearly 1,000 shifts.  Unfortunately the Locum market is challenging with limited increase in Doctors available for work so those that are 

suitable for our needs will often charge a premium. 

 Although controls are in place it is challenging in the current environment with demand exceeding supply. 

 

 

Key Actions: 

 ULH rates for Consultant and Doctors in Training level cover are regionally competitive. Collaboration to reduce medical rates. 

 Significant ongoing work is taking place to control the proportionate cost of agency staffing. 

 Central bank and agency teams being established – greater control on additional hours for example 

 Direct engagement of AHPs will reduce costs. Main emphasis must be on reducing demand. 

 

  

WORKFORCE 
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Overall Trust Nursing Recruitment & Retention Position 
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Summary of January 2019 Agency figures (framework and cap)   

 

 
 

 

Safe Staffing Performance Dashboard – January 2019 

 

 

Planned CHPPD Actual CHPPD Planned CHPPD Actual CHPPD Planned CHPPD Actual CHPPD Average fill rate - 

registered 

nurses/midwives  

(%)

Average fill rate - 

care staff (%)

Average fill rate - 

registered 

nurses/midwives  

(%)

Average fill rate - 

care staff (%)

Ward 1 3.14 3.22 2.72 2.88 5.85 6.10 105.3% 108.2% 99.0% 101.8%

Ward 2 8.12 8.12 7.28 8.62 15.40 17.27 94.4% 116.6% 109.7% 120.9%

Ward 6 4.49 2.86 3.16 1.35 7.65 4.40 59.7% 38.3% 69.7% 49.7%

Fill rate shave been reflective of sickness levels, staff have been 

redeployed to the area to address shortfalls but not captuted on 

healthroster system

EAU 4.44 3.98 2.20 2.58 6.64 6.78 84.5% 126.0% 99.3% 107.7% Escalation beds open

Acute Care Unit 12.35 11.75 1.21 0.90 13.55 12.64 94.3% 74.4% 96.1% - Unregistered shifts not always sent to bank

Total Night

GRANTHAM HOSPITAL

Safe Staffing Performance Dashboard - Jan-19

SITE/ Ward

CHPPD Rates for Staffing Fill Rates

Exception reportRegistered Unregistered Total Total Day

NURSING WORKFORCE 
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Planned CHPPD Actual CHPPD Planned CHPPD Actual CHPPD Planned CHPPD Actual CHPPD Average fill rate - 

registered 

nurses/midwives  

(%)

Average fill rate - 

care staff (%)

Average fill rate - 

registered 

nurses/midwives  

(%)

Average fill rate - 

care staff (%)

Ashby 3.46 3.16 2.67 3.69 6.12 6.85 86.7% 131.9% 100.0% 146.3% Fill rates reflective of enhanced care needs

Bardney 11.30 10.99 8.12 7.70 23.20 20.34 96.1% 91.6% 99.6% 98.4%

Branston 7.07 6.94 3.12 3.24 10.18 10.74 97.3% 127.3% 100.0% 70.1%
Unregistered staff being redeployed to other areas of the 

hospital on nights

Burton 3.22 3.02 2.62 2.81 5.85 5.83 91.2% 112.2% 98.4% 100.5%

Carlton Coleby 3.58 3.77 2.18 2.38 5.76 6.15 91.6% 109.8% 131.4% 109.0%
Temporary uplift to template subject to business case supported 

by establishment review

Clayton 3.86 3.42 1.61 1.56 5.58 5.15 87.0% 91.3% 90.3% 112.9%

Dixon 2.61 2.93 2.41 2.43 5.02 5.36 123.7% 92.0% 98.9% 118.5% Fill rates reflective of dependency and acuity of patients

Frailty Assessment Unit 3.63 3.17 3.08 3.33 6.95 6.96 83.1% 113.0% 93.2% 100.4%
Alternative skill mix being used - template changes expected in 

April 2019

Greetwell 3.18 2.98 1.94 2.06 5.12 5.23 90.4% 104.1% 99.1% 109.8%

Hatton 4.78 4.95 3.37 3.26 8.15 8.21 103.5% 99.2% 103.6% 93.7%

ICU 28.13 24.82 3.25 1.04 31.38 25.87 89.8% 30.5% 86.7% 35.3% Unregistered shifts not always sent to bank

Johnson 9.41 8.80 3.22 3.21 12.62 12.24 93.2% 98.5% 94.0% 103.1%

Lancaster 2.95 2.62 2.93 3.15 5.89 5.84 84.3% 102.3% 96.6% 116.0% Fill rates reflective of enhanced care needs

MEAU 5.79 5.17 2.51 2.81 8.29 8.08 91.1% 97.7% 87.0% 138.9%
Alternative skill mix being used - template changes expected in 

April 2019

Navenby 3.09 3.11 2.33 2.18 5.42 5.29 101.1% 89.2% 100.1% 100.0%

Nettleham 1.09 1.15 2.81 2.53 3.89 3.68 105.7% 86.2% 105.3% 97.1%

Neonatal (SCBU) 13.58 8.78 5.75 3.53 19.33 12.31 59.7% 66.6% 71.4% 51.0%
Template needs adjustment following establishment revie. 

Ongoing recruitment to vacancies

Neustadt Welton 3.24 3.05 2.64 2.41 5.88 5.55 92.7% 92.8% 95.7% 89.3%

Rainforest 5.45 6.96 2.31 2.61 7.76 9.58 129.3% 104.4% 125.0% 134.2% Fill rates reflective of changes to model of care across sites

Scampton 3.34 3.06 3.04 2.93 6.38 5.99 88.8% 90.4% 97.0% 107.0%

SEAU 6.17 5.58 2.76 2.60 8.93 8.40 87.3% 93.4% 95.7% 95.2%

Shuttleworth 4.10 3.66 2.42 2.39 6.52 6.26 87.0% 96.0% 92.4% 104.4%

Stroke Unit 4.76 4.35 2.47 2.44 7.22 6.94 87.4% 95.8% 99.2% 104.7%

Waddington Unit 4.01 4.60 1.70 1.53 5.71 6.13 110.7% 84.3% 120.7% 107.2% Fill rates reflective of escalation beds being open

Total Night

LINCOLN COUNTY HOSPITAL

SITE/ Ward

CHPPD Rates for Staffing Fill Rates

Exception reportRegistered Unregistered Total Total Day
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Planned CHPPD Actual CHPPD Planned CHPPD Actual CHPPD Planned CHPPD Actual CHPPD Average fill rate - 

registered 

nurses/midwives  

(%)

Average fill rate - 

care staff (%)

Average fill rate - 

registered 

nurses/midwives  

(%)

Average fill rate - 

care staff (%)

Acute Cardiac Unit 5.35 4.32 2.31 2.26 7.66 6.58 77.0% 95.0% 86.1% 104.5%
Fill rate reflective of redeployment of ACU staff to other areas and 

vacancy

Acute Medical Short Stay 4.53 3.79 4.06 3.07 8.78 6.86 79.6% 69.7% 87.5% 82.9%
Fill rates reflective of number of beds open- ward not had full bed 

capacity available for part of the month

Bevan Ward 5.49 3.96 2.02 1.89 7.51 6.20 62.7% 101.1% 92.2% 83.2%
Small team- vacancies impacting on fill rates. Shifts sent to bank / 

agency but not filled

IAC 5.22 4.75 2.90 2.70 10.08 7.94 85.6% 94.4% 98.6% 90.9%

ICU 28.31 23.76 3.84 2.01 33.77 26.46 79.7% 52.4% 89.9% -
RN Fill rates are reflective of need for skilled staff and flexibility in 

response to unit activity

Labour Ward 32.31 29.98 6.51 5.27 38.83 35.25 91.1% 77.9% 94.6% 84.5% Fill rate reflective of vacancy and sickness levels

Neonatal Unit (SCBU) 18.76 15.44 5.70 5.88 25.84 22.53 81.7% 110.5% 83.2% 95.2%
Alternative skill mix being used - ongoing recruitment to 

vacancies

Stroke Unit 4.43 3.80 2.66 2.98 7.46 6.91 87.7% 108.9% 83.1% 117.1%

1B 8.18 7.65 5.09 4.17 13.53 11.97 90.5% 85.2% 98.8% 74.3%

4A 20.97 16.84 15.95 8.99 38.07 26.58 72.5% 64.9% 97.3% 33.9%
Fill rates reflective of changes to model of care across sites, 

templates need changing

5A 3.20 3.24 2.54 2.70 5.74 5.94 101.4% 108.5% 101.2% 100.7%

5B 4.25 3.25 2.66 2.92 6.91 6.40 68.7% 113.9% 91.2% 102.8%
Fill rates reflective of use of tNA and AP to cover registered shifts- 

QIA completed to this affect

6A 3.77 2.61 3.08 3.10 6.85 5.89 61.2% 106.3% 85.7% 92.3%

Fill rates reflective of vacancies -staff being redeployed to and 

from other areas where safe to do so to maintain safe staffing 

levels

6B 3.82 3.35 3.05 3.26 6.87 6.61 81.3% 111.3% 101.1% 100.2% High fill rates reflective of enhanced care needs of patients

7A 3.60 2.80 2.10 2.24 5.70 5.04 68.7% 109.2% 98.5% 100.0%

Fill rates reflective of vacancies -staff being redeployed to and 

from other areas where safe to do so to maintain safe staffing 

levels

7B 3.83 3.21 2.78 2.96 7.08 6.67 76.4% 108.2% 99.1% 102.7%

Fill rates reflective of vacancies -staff being redeployed to and 

from other areas where safe to do so to maintain safe staffing 

levels

8A 3.34 3.66 2.95 2.95 6.29 6.60 96.0% 101.6% 137.8% 96.7%
Fill rates reflective of escalation shifts for PIU being booked 

through this rota

9A (formerly 3B) 3.55 3.11 2.44 2.72 5.99 5.83 81.7% 106.8% 98.8% 120.5%

M1 7.89 7.46 4.52 4.11 12.41 11.57 93.6% 86.9% 96.3% 103.4%

Total Night

PILGRIM HOSPITAL, BOSTON

SITE/ Ward

CHPPD Rates for Staffing Fill Rates

Exception reportRegistered Unregistered Total Total Day

NURSING WORKFORCE 
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Pay Summary 2018/19

2018/19 Pay Summary: YTD Month 10

2017/18 2017/18

Jan Jan Jan Jan Apr - Jan Jan Jan Jan

£k £k £k £k £k £k £k £k

Actual Plan Actual Variance Actual Plan Actual Variance

Substantive:

Registered Nursing, Midwifery and Health visiting staff 6,993 7,270 7,077 193 70,303 71,698 69,630 2,068

Health Care Scientists and Scientific, Therapeutic and Technical staff 2,537 2,536 2,626 (90) 24,858 25,170 25,472 (302)

Qualified Ambulance Service staff 0 0 0 0 0 0 0 0

Support to clinical staff 4,464 4,474 4,698 (224) 44,284 44,494 46,144 (1,650)

Medical and Dental Staff 6,584 6,806 6,367 439 65,319 67,034 64,839 2,195

Non-Medical - Non-Clinical Staff 2,541 2,635 2,646 (11) 25,033 24,093 25,759 (1,666)

Bank:

Registered Nursing, Midwifery and Health visiting staff -2,334 333 489 (156) 3,079 3,334 4,621 (1,287)

Health Care Scientists and Scientific, Therapeutic and Technical staff 27 30 44 (14) 295 301 441 (140)

Qualified Ambulance Service staff 0 0 0 0 0 0 0 0

Support to clinical staff 2,018 311 382 (71) 3,071 3,105 3,703 (598)

Medical and Dental Staff 718 737 1,096 (359) 7,218 7,378 8,813 (1,435)

Non-Medical - Non-Clinical Staff 1,148 179 286 (107) 1,579 1,787 2,346 (559)

Agency:

Registered Nursing, Midwifery and Health visiting staff 682 423 1,073 (650) 6,732 5,277 8,099 (2,822)

Health Care Scientists and Scientific, Therapeutic and Technical staff 145 54 136 (82) 1,458 911 1,270 (359)

Qualified Ambulance Service staff 0 0 0 0 0 0 0 0

Support to clinical staff 5 1 45 (44) 6 8 122 (114)

Medical and Dental Staff 1,502 1,339 2,067 (728) 15,003 14,381 18,992 (4,611)

Non-Medical - Non-Clinical Staff 171 88 215 (127) 1,661 1,018 1,313 (295)

Apprentice levy 103 102 109 (7) 1,017 1,019 1,065 (46)

Capitalised staff (58) 0 (60) 60 (585) 0 (552) 552

Total Pay 27,246 27,318 29,294 (1,976) 270,331 271,008 282,075 (11,067)

Pay year to date is £11.1m adverse to plan. Whilst the Trust has received additional income of £4.2m to fund the excess of the pay award over and above 

that funded within the tariff, this was agreed too late to be included within the financial plan for 2018/19. Lower than planned Efficiency savings delivery 

in relation to Pay has also adversely impacted the Pay position by £8.1m year to date. Actions are being taken to support increasing the pace and delivery 

of schemes, including additional resource to focus on delivery.

Excluding the impact of the national pay award settlements, pay was largely flat for the first 5 months of the year, but rose in the following two months 

before reducing in November and December, and then rising steeply in January. This in part reflects the increase in substantive staffing numbers, which 

have risen by 93wte since August. This includes an increase of 75wte in nursing numbers, 25wte in non clinical numbers and 15wte in STT numbers; as well 

as a reduction of 18wte in medical staffing and 4wte in other support staff. In-month, medical staffing contracted numbers increased by 2wte, non-clinical 

staffing increased by 4wte and nurse staffing reduced by 10wte.

Expenditure on temporary staffing is £12.2m higher than planned. Expenditure on temporary staffing is rising: from £13.3m in the first quarter to £14.8m in 

Pay: In-Month Pay: Year-To-Date

Staff Groups

2018/19 2018/19
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Process and approval of new borrowing:

In accordance with Trust Standing Financial Instructions (para 22.1.7):

All long term borrowing must be consistent with the plans outlined in the current financial plan as reported to the 

Department of Health. and be approved by the Trust Board.

In addition, before processing any loan request, NHSI stipulate all  requests must be supported by:

- a daily cashflow covering the next 3 months

- a Board resolution signed by the Trust CEO and Chairman. 

- a separate loan agreement signed by the Director of Finance.

FPEC Committee routinely receive and scrutinise the cash position and proposed future borrowings before 

passing recommendation to the Board for formal approval.

The Board at its January 2019 meeting approved borrowings for March 2019 (Revenue £7.761m and Capital 

£5.813m) and before this approved revenue borrowing of £7.080m for February.

The delays in the capital programme and therefore availability of capital cash has meant the Trust will  not now 

require either revenue or capital cash in February. 

The Board is requested to approve amendments to the borrowing authorised for March 2019:

Revenue £9.761m

Capital £2.813m

The board is also requested to approve borrowing in April 2019 in line with the draft 2019/20 financial plan:

Revenue £5.612m

FINANCE 
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Lead: Mark Brassington, Chief Operating Officer Timescale: December 2018 Trajectory: 87% stretch ambition by March 2019 

Key Issues: 

 December reduced the Total Incomplete Pathways by 1697 which is a reduction of 4.4%.  There was also a slight reduction in the 18 week+ backlog of 26 (0.41%) 

 The 18week+ backlog reduction appears to be carried across all specialities with the exception of Neurology, showing an increase of 77 patients, (22.77% increase),  Urology with 

an increase of 87 patients (24.72% increase), and Dermatology also had a small increase in 18week+ patients, with an extra 51 patients (49.04% increase). 

 ENT continues to account for the largest percentage of the Trusts overall 18 week+ backlog, the Trust’s overall position would improve by 1.98% if ENT were to be excluded. 

 December saw improved RTT performance in a large number of areas particularly Paediatric Orthopaedics, Community Paediatrics and General Medicine. 

Key Actions: 

 Continued to promote delivery against out-patient improvement plans. 

 Interim General Manager delivering improvement plans in head and neck services. The Division will start to outsource ENT work from week commencing 18th Feb. 

 Delivering benefits in T&O from the reorganisation and establishment of Grantham as elective hub. Trust Board have agreed to continue the pilot of the T&O model to allow further 

benefits realisation in advance of a decision on the future model. 

 CCG funded external validation team in place since late December, validating waiting lists in 4 key specialities and identifying lessons learnt. To date, 9844 pathways have been 

validated with 1362 clock stops added. 

 Daily performance reporting established in Surgical Division to ensure efficient use of management resource. 

 Escalation discussions with CCGs regarding pressures in Neurology to support risk summit to agree best approach to managing demand (GP and C2C) and capacity. 

 Finalised checks for 2019/20 to ensure contracted volumes (and relevant efficiency plans) support RTT delivery. 

 TOM implementation continuing – matches operational management capacity to clinical divisions and focuses clinical leadership on performance standards. 

  

Referral to Treatment – 18 Weeks  R 

OPERATIONAL PERFORMANCE 
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Lead: Mark Brassington, Chief Operating Officer Timescale: December 2018 Trajectory: 0 by March 2019 

Key Issues: 

 11 52 week breaches were declared in December (5 of these were in Urology and 4 were in ENT). This represents an improvement on November position (18) but there have been some 

Urology patients validated back onto active pathways over 52 weeks.  

 NHSI have indicated a zero tolerance for 52+ week breaches from March 2019. Trajectory agreed: January (12), February (7), March (0)  

 Delays in Cancelled Operations Validation was identified as a concern for December, we are anticipating an improved compliance in January. 

 40 week+ backlog has decreased to 275 at the end of January. This remains behind the trajectory to deliver a maximum of 100 over 40 weeks by the end of February. 

Key Actions: 

 IST review reported in December. On site IST support is scheduled from mid-February with an initial focus on supporting a refresh on RTT meeting structures and demand and capacity 

review. 

 Online RTT training pack rolled-out across Operational teams 

 40 week+ trajectory reported to the Divisions and performance highlighted in weekly PTL.  All patients with a pathway at 45+ weeks are reviewed during a weekly call with the Chief 

Operating Officer with an expectation that there will be no patients over 45 weeks by the beginning of March. 

 Interim Divisional structure to increase oversight and performance improvement capacity is showing increased ownership and grip. 

 Trajectory established to ensure no over 52 week breaches from March. Maximum tolerance for February is 7 over 52 weeks. This is managed via the COO Thursday call. 

 .Validation to check validity of clock stops as part of current external work. 

Referral to Treatment – 52 Week patients  R 

OPERATIONAL PERFORMANCE 
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Lead: Mark Brassington, Chief Operating Officer Timescale: December 2018 Trajectory: By March 2019 maximum total waiting list 

39,032 with 5,978 over 18 weeks 

Key Issues: 

 The total incomplete waiting list was 37,301 against a year-end target of 39,032. The 18 week+ backlog was 6315, a reduction of 26 against the previous month. The 

largest increases are in Urology, Rheumatology and Paediatrics. 

 Urology – Increase of 50 Patients; Rheumatology - Increase of 53 Patients; Paediatrics - Increase of 53 Patients.  

Key Actions: 

 Trauma & Orthopaedics – The pilot is extended at Grantham with a view to making it substantive, as it is currently showing expected benefits to our patients. 

 The External Validation Team to date have reviewed 9844 pathways with 1362 clock-stops added. 

 Continued monitoring of incompletes to deliver required improvement to 31 March, including at CCG level where possible. 

 2019/2020 plans are currently being drafted to include a further reduction in overall waiting list size in line with NHS planning guidance. 

 
 

Waiting Lists  G 

OPERATIONAL PERFORMANCE 
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Lead: Mark Brassington, Chief Operating Officer                           Timescale: January 2019 Recovery Date: April 2019 

Key Issues: 

 The DM01 performance in December dropped to 95.62% particularly reflecting repeated breakdown of endoscope washers at Louth, a capacity problem in Choice and 
access impacting delays in booking to one area, and a staff failure in tracking surveillance patients in Endoscopy (wrong filter mistakenly applied). 

 Work on-going to ensure that all relevant services understand the DM01 standards and have robust processes to manage (inc. sharing of internal best practice). 
 
Key Actions: 

 Despite on-going issues at Louth, we are anticipating an improved performance in January (96.6%) and recovery to normalised performance through February (97.1%) 
and March (98%) 

 The Clinical Lead for Diagnostics is leading on DM01 and has developed a weekly monitoring tool that tracks performance and allows early escalation of capacity 
problems. 

 Work is on-going to ensure that all staff understand the DM01 standards and apply best practice to delivery (e.g. we are looking to standardise procedures for managing 
surveillance patients). 

 From March we will establish a trajectory to deliver sustained compliance with the standard (99%). 

  

Diagnostics  R 

OPERATIONAL PERFORMANCE 
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Lead: Mark Brassington, Chief Operating Officer Timescale: January 2018 

Trajectory Type I and Type III: performance 74.33% May 2018, 83.51% by September 2018, 88.74% by March 2019 

Trajectory Type I: 72.03% performance May 2018, 81.41% September 2018, 86.24% March 2019  

Key Issues: 

 Attendance growth of 2.45% against 2017/18 January actual (3.95% YTD) (Type 1+3)  

 Attendance growth of 2.10% against 2018/19 January plan (6.27% YTD)  (Type 1 only) 

 Primary Care Streaming continues to improve on both sites with Lincoln demonstrating the significant improvement. PHB recorded 26.1% and LCH 19.21% for January. 

 Bed occupancy continues to challenge the Trust.  LCH occupancy ranged from 91.01% - 100%, PHB occupancy rate ranged from 97.81% - 98.50%.  Grantham also experienced a higher 

occupancy rate ranging from 78.43% - 86.79%.  The Forecast for Februay 2019 is that LCH and PHB sites will exceed the 92% bed occupancy target.  

 A&E and non-elective admissions demand exceed capacity as some agreed winter funded schemes did not come to fruition and  some of the admission avoidance scheme have not 

yielded the impact expected 

 Staffing levels within nursing and medical teams in both inpatient and A&E continue to be of concern, despite the use of agency. Active recruitment is in train. 

 At the end of January the number of Super Stranded Patients in the Trust was 118 against a trajectory of 92.6. 

Key Actions: 

 Reconfiguration work at PHB is complete. Implemented 2 hourly huddles at Pilgrim as well as Regular Governance meetings. Dedicated Senior Manager support rota in place  as well as 

a named Executive Director. 

 Clinical Directorates recruiting to posts approved within Operational Capacity and Delivery Plan – medical posts have a clear trajectory of starters to March 2019  

 Urgent care improvement visits have commenced from  Emergency Care Intensive Support Team at both Lincoln and Pilgrim to support with reduction in long LoS and SAFER flow 

models and Red 2 Green is being revitalised and will be ‘relaunched in January..  Long Stay reviews are embedding on all 3 acute sites. 

 Winter Plan second draft developed and agreed to reflect an improved bed deficit forecast with extensive mitigating actions in place from December 2018. The impact of this plan is being 

reviewed. 

 Further work continues on closing the bed deficit entirely with system partners and regulators and daily System Calls are in place.  System Partners, in particular Adult Social Care have a 

daily presence on the 3 acute sites which is allowing more robust planning for our DTOC patients.  

Urgent Care – 4 Hour Standard  R 
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 Further work continues on closing the bed deficit entirely with system partners and regulators and daily System Calls are in place. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Lead: Mark Brassington, Chief Operating Officer Timescale: January 2019 

Internal trajectory: <1% 120 minute handover by July 2018, 2nd Quartile performance >60 minute handovers by September 2018 

Key Issues: 

 Significant impact of hospital occupancy rate >95% on flow and ambulance handover time deteriorating particularly for Lincoln hospital but note the increase at GGH. 

With the Risk Summit decision to enact a permanent divert of 3 postcodes from PHB to LCH this will support PBH but potentially negatively impact on LCH. 

 Handover double pin entry non-compliance identified and deteriorated in month 

 Ambulance arrivals largely within expected parameters from a total number of daily conveyances, but with peaks/batching this continues to challenge capacity to accept 

and undertake timely handovers 

 Agency that provide staff to support handovers at Pilgrim have improved fill rate, but not yet achieved 100%. Although substantive funding has now been agreed and 

recruitment in underway. 

Key Actions: 

 New reconfiguration pathways at PHB were rolled out to enable direct GP admissions bypassing ED, indications are that this new process is working.  A 3 month follow 

up review is being undertaken. 

 Further pathways to the surgical assessment unit at Lincoln were to be rolled out however, area is still regularly being used for escalation.  Some impact has been seen 

but the full potential benefit is not yet realised 

 Conveyance numbers have not reduced, work is ongoing to examine conveyance options used in other regions that could be deployed at ULHT.  

 

Ambulance Handover  R 
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Lead: Mark Brassington, Chief Operating Officer Timescale: December 2018 Trajectory: 83% by December 

Key Issues:  

 The November and December positions were impacted by the oncology capacity problems that were widely escalated. 

 Improving pathology turnarounds to November have reversed through December and January reflecting continued low consultant staffing numbers (against establishment) 

and an inability to secure sufficient locum cover. Likely to impact January 62 day performance. 

 Continued pressure on template biopsy capacity within Urology, leading to weekend working and further surge pressures in pathology. 

 December saw a number of patients declining diagnostics/treatments over the holiday period which appears to have impacted on performance in December and January. 

 Some difficulty in accessing critical care beds for cancer treatments at peak emergency demand – most apparent in early January 

Key Actions: 

 Oncology medical staffing is stabilised and appointments have been made to bring the service up to establishment at consultant and middle grade level by April. ACP in 

post, second out to advert. 

 Additional template biopsy capacity has been agreed via additional duties.  

 Recovery plans being finalised by the Divisions with expectation of noticeable improvement in February performance and trajectories to deliver Trust-level 62 day 

achievement against NHS average by the end of July, 2019. 

 Pathology constraints remain until additional locums start in March, 2019. Weekly escalation meeting established with Pathlinks to prioritise work, examine opportunities to 

manage demand and ensure escalations are in place. 

 Active CCG support on-going to include deep dive review of performance against the prostate cancer pathway – initial results suggest a number of areas where 

improvements can be secured. Clinical team engaged. 

 Surgical Division have reprofiled the management teams and introduced daily monitoring against key performance standards – including cancer. 

 Monthly System Cancer Improvement Meeting (NHSI, CCG and ULHT) being revised to receive direct feedback on issues and plans from challenged speciality 

management teams. 

Cancer Waiting Times – 62 Day  R 
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Lead: Mark Brassington, Chief Operating Officer Timescale: December 2018  

Key Issues: 

 The loss of radiologist capacity through December led to a backlog of referrals to appoint by early January. At the 4 January the backlog exceeded 270 patients 

and the service was polling at 27 days – current backlog is 146 with a polling date around 22 days. Impact on performance will show January/February. 

 The backlog coincided with the seasonal increase in demand that the breast service experiences in early January which has served to slow the recovery. 

 Underlying demand is assessed by the Division as now exceeding routine capacity (weekly demand at 145 slots against a capacity of 130 slots). 

 There is a service fragility in terms of radiologist and nursing resource creating a reliance on locum staff and limiting the ability to run additional sessions. The 

pressure on limited staff does also have an impact on staff morale/resilience. 

Key Actions: 

 Locum radiologists secured from 8 January. Locum surgeon from 23 February. 

 Divisional plan to use weekend clinics to 2 March to remove the current backlog. Thereafter some routine weekend working will be used to manage excess 

demand over capacity and to mitigate planned annual leave within the service. Final checks on delivery plan underway. 

 Business case prepared to establish 6 day working across breast service. To be taken through authorisation process with Executives. 

 Service to review current pathways to utilise specialist nursing role and ensure efficiency against beast practice. 

 Focussed management of slots to ensure full utilisation and active reduction in DNAs. 

Breast 2ww  R 
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Indicator Definition 

#NOF 24hrs Fracture neck of femur time to theatre within 24 hours 

#NOF 48hrs Fracture neck of femur time to theatre within 48 hours 

A&E 4 hour wait Percentage of all A&E attendances where the patient spends four hours of less in A&E from arrival to transfer, admission or 

discharge 

A&E 12 hour trolley wait Total number of patients who have waited over 12 hours in A&E from decision to admit to admission 

52 Week Wait The number of incomplete pathways greater than 52 weeks for patients on incomplete pathways at the end of the period 

RTT - 18 week referral to treatment The percentage of patients on incomplete pathways within 18 weeks against the total number of patients on an incomplete 

pathway as at the end of the calendar month 

Cancer 2ww Two weeks from urgent GP referral for suspected cancer to first appointment. 

Cancer 2ww  Breast Symptomatic Two weeks from referral for breast symptoms to first appointment. 
 

Cancer 62 Day classic 62 days from urgent GP referral for suspected cancer to first treatment. 
 

Cancer 62 day screening 62 days from urgent referral from NHS Cancer Screening Programme to first treatment. 
 

Cancer 62 day upgrade 62 days from a consultant’s decision to upgrade the urgency of a patient due to a suspicion of cancer to first treatment. 

Cancer 31 day first 31 days from diagnosis to first treatment for all cancers. 

Cancer 31 day subsequent treatment 

(drug) 

31 days from decision to treat/earliest clinically appropriate date to second/subsequent treatment (drug). 

Cancer 31 day subsequent treatment 

(surgery) 

31 days from decision to treat/earliest clinically appropriate date to second/subsequent treatment (surgery). 

Cancer 31 day subsequent treatment 

(radiotherapy) 

31 days from decision to treat/earliest clinically appropriate date to second/subsequent treatment (radiotherapy). 

SHMI – Summary Hospital level 

Mortality Indicator 

The ratio between the actual number of patients who die following hospitalisation at the Trust and the number that would be 
expected to die on the basis of average England figures, given the characteristics of the patients treated there 

HSMR – Hospital Standardised 

Mortality Ratio 

The ratio of the observed to expected deaths, multiplied by 100, with expected deaths derived from statistical models that adjust 
for available case mix factors such as age and comorbidity 

MFFD - Medically fit for discharge Average number of patients discharged before 12 noon who have been declared as medically fit for 72hours 

DTOC -  Delayed transfers of care Total number of delayed transfers of care (delayed days) per 100,000 population (attributable to either NHS, social care or both) 

APPENDIX 1: GLOSSARY 

 


