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To: FPEC 
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Date: 7th January 2018 

Healthcare 
standard 

All healthcare standard domains 

Title: 
 

Integrated Performance Report for November 2018 

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 30th 
November 2018, 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 30th November 2018 

 
4 hour waiting time target – performance of 62.41% in November 2018   

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

18wk RTT Incomplete performance in October 2018 was 82.84% 

6wk Diagnostic Standard –November 2018 performance was 97.74% 
 

Hotspots 
 
Planned Care 
Elective activity YTD (November) remains under income plan (elective spells down on plan, day case activity up on plan), with Orthopaedics activity accounting for the 
largest proportion of the underperformance. Orthopaedic activity continues to perform below plan, but the November position is starting to show the benefits of the 
reconfiguration with Grantham activity 188 spells ahead of contract plan. Activity at Louth is behind plan (66 spells) 
 
Other specialties impacting on elective underperformance are General Surgery, Urology, ENT, and OMF.  Gynaecology is behind plan reflecting works to refurbish 
theatres and deliver improvements for fire safety compliance.  
 
Stretch schemes are being progressed and further developed to address the remaining shortfall. 
 
CCG funding has been secured to support the employment of an external waiting list validation team (starting on site 17 December) to validate current waiting lists – 
initial focus on ENT. 
 
Cancer 62 Day performance in October achieved 75.5%, this is a reduced performance on the previous month and slightly behind the national average (78%). In part 
this reflects difficulties in oncology capacity, and in part the increased focus on reducing the backlog (treating higher numbers of the 62+ day patients). We continue to 
utilise daily huddles, pathway developments, reduced turnaround initiatives in diagnostics and a weekly COO led performance call to optimise performance. As of 
November the cancer PTL process has been revised to ensure a clearer focus on supporting decision making and treatments in the 40-61 day period of cancer 
pathways and the Trust is starting to see a significant reduction in the number of undiagnosed patients in this later stage of the cancer pathways.   
 
The Trust need to be aware that the 62 day performance is likely to stabilise around current performance for the next couple of months as the treatment of currently over 
62 day patients is given a high priority to reduce that backlog. NHSI are aware of this position and kept engaged via a weekly cancer/RTT performance call. 
 

Finance 
The financial position is £11.2m adverse to plan this is inclusive of a number of factors; 
 
The Trust is currently £2.2m behind on elective activity against plan YTD, with the largest proportion of this being in Orthopaedics 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 two 
months.  Outpatients are over performance YTD across a wide range of specialities. In month performance was driven by Non-Elective income. 
 

EXECUTIVE SUMMARY 
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So far in 2018/19 the Trust has received £1.1m of fines. This is an improved position from previous months due to performance 
improvements for Cancer two week waits and Duty of Candour.  Cancer £574k (was £652k as at month 7), Cancelled operations not rescheduled within 28 days £328k 
(was £316k as at month 7), Duty of Candour compliance £167k (was £167k as at month 7). This information will be shared with Divisions at the monthly performance 
review meetings.  
 
FEP delivery is £6.8m behind plan and remains a concern and is being impacted on by under performance against elective activity and increased staff costs driven by 
agency spend, when the financial plan was inclusive of reductions in this type of premium spend. Pay trends on non-premium staffing are in part driven by contracted 
WTE numbers which had been falling since December 2017 and in August 2018 fell to their lowest level since October 2016. However, whilst staff numbers increased 
by 85wte in September and a further 14wte in October, this increase has been mainly driven by nursing recruitment which has not yet fed through to reduce temporary 
costs as a large proportion will initially be supernumerary whilst they complete their inductions. 

 
Workforce 
Temporary Staffing Cost and Bank / Agency Usage 
Temporary staffing costs remain challenging with the percentage of total workforce costs in November broadly stable at just over 19% and significantly adverse to 
2018/19 plan. The 2018/19 forecast outturn for Temporary Pay Costs is the main driver for the increased cost of staffing forecast for 2018/19. 
 
The variance is largely driven by higher than planned agency use. The increase to plan in agency use is largely due to a higher vacancy rate in medical posts (19.8% in 
November). 
 
Some encouraging progress has been made with medical appointments and with voluntary turnover broadly stable some improvement in medical vacancy rate is 
anticipated in the New Year.  
 
A  Recruitment Improvement Project, which is an important element of the workforce contribution of the Trust’s Five Year FRP is currently being scoped and will 
commence in the New Year. Using the plan for every post approach, this is intended to build upon recent success and significantly improve the vacancy rate in medical 
posts.  An improved quality of job planning and a project to introduce Allocate software for e-rostering for both established medical and locum staffing are also expected 
to drive improvements in agency spend.  
 
Improvement in Agency use is also expected from improved governance, including greater scrutiny of high cost and longer term agency locums and improved MI 
supported by a new centralised Agency Team. A prime objective will also be to further develop the Trust’s Medical Bank improving the ratio of Bank to agency use. 

 
Appraisals 
Medical Appraisal rate remains strong and above target, however the non-medical rate remains static at 74% and well below target.  It is expected that the support for 
further training for line managers, strong messaging at the most recent Senior Leadership Forum on the important role of individual feedback and the monitoring of 
appraisal performance through PRMs will support future improvement. 

 
Sickness 
The overall sickness rate for the Trust is stable at 4.7% (October 2018) and slightly above the target. The main reason for absence is anxiety/stress.  
A new absence reporting line was introduced 5th November. 
 
 
 
 



 

7 | P a g e  
 

Quality 
The Trust is still not achieving the 90% trajectory for sepsis screening and administration of IVAB within 1 hour has deteriorated below the 90% trajectory. Sepsis 
Practitioners are validating the data as there are ongoing issues with allocation of patients and the sepsis bundle being available on the iPod has not materialised. The 
target date for the sepsis bundle being on the iPod is January 2019. 
 
The Trust has not had a CAUTI for 3 consecutive months on the Safety Thermometer data. The Trust is above the national target for insertion of catheters. 
 
An action plan is being developed in response to the breach notice received due to the poor compliance of sending eDDs within 24 hours. There are two overarching 
issues related to the poor compliance with eDDs being sent to the GP within 24 hours – software and accountability. These will be addressed within the action plan. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Paul Matthew 
Acting Director of Finance & Procurement 
December 2018 
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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 November-2018 5 42  G Datix

MRSA bacteraemia (post 3 days) 0 November-2018 1 2  R Datix

Never Events Number of Never Events 0 October-2018 0 4  G Datix

New Harm Free Care % 98% October-2018 99.40% 98.91%  G Quality

Pressure Ulcers 3/4 0 October-2018 7 52  A Quality

Inpatient (Response Rate) 26% October-2018 17.00% 19.00%  R Envoy Messenger

Inpatient (Recommend) 96% October-2018 91.00% 91.00%  A Envoy Messenger

Emergency Care (Response Rate) 14% October-2018 21.00% 22.00%  A Envoy Messenger

Emergency Care (Recommend) 87% October-2018 80.00% 82.86%  R Envoy Messenger

Maternity (Reponse Rate) 23% October-2018 13.00% 15.57%  A Envoy Messenger

Maternity (Recommend) 97% October-2018 100.00% 99.71%  G Envoy Messenger

Outpatients (Reponse Rate) 14% October-2018 7.00% 5.86%  A Envoy Messenger

Outpatients (Recommend) 94% October-2018 94.00% 93.29%  G Envoy Messenger

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

Patients with 90% of stay in Stroke Unit 80% August-2018 79.50% 83.69%  R SSNAP

Swallowing assessment < 4hrs 80% August-2018 79.50% 76.20%  A SSNAP

Scanned  < 1 hrs 50% August-2018 63.10% 56.22%  G SSNAP

Scanned  < 12 hrs 100% August-2018 97.60% 98.90%  A SSNAP

Admitted to Stroke < 4 hrs 90% August-2018 79.50% 66.88%  A SSNAP

Patient death in Stroke 17% August-2018 10.80% 9.64%  A SSNAP

4hrs or less in A&E Dept 85% November-2018 62.47% 70.39%  R Medway

12+ Trolley waits 0 November-2018 0 2  G Medway

%Triage Achieved under 15 mins 98% November-2018 69.53% 66.32%  R Medway

52 Week Waiters 0 October-2018 32 125  R Medway

18 week incompletes 87.0% October-2018 82.84% 83.32%  A Medway

62 day classic 85% October-2018 75.50% 76.70%  R Somerset

2 week wait suspect 93% October-2018 84.80% 81.83%  A Somerset

2 week wait breast symptomatic 93% October-2018 84.10% 47.19%  A Somerset

31 day first treatment 96% October-2018 96.80% 97.97%  A Somerset

31 day subsequent drug treatments 98% October-2018 100.00% 99.71%  G Somerset

31 day subsequent surgery treatments 94% October-2018 93.80% 86.14%  A Somerset

31 day subsequent radiotherapy treatments 94% October-2018 95.80% 97.39%  A Somerset

62 day screening 90% October-2018 87.50% 87.34%  R Somerset

62 day consultant upgrade 85% October-2018 86.20% 86.77%  G Somerset

Diagnostic Waits diagnostics achieved 99% November-2018 97.74% 97.98%  R Medway

Cancelled Operations on the day (non clinical) 0.80% October-2018 2.73% 3.18%  A Medway

Not treated within 28 days. (Breach) 5% October-2018 14.20% 9.28%  R Medway

SHMI 100.00 Q2 2018/19 99.51 101.69  G Dr Foster

Hospital-level Mortality Indicator 100.00 Q2 2018/19 115.44 114.68  A Dr Foster

Surplus / Deficit Surplus / Deficit -5,126 November-2018 -7,126 -51,274  R FPIC Finance Report

Sepsis Bundle compliance in A&E 90% October-2018 75.00% 72.67%  A Quality

IVAB within 1 hour for sepsis in A&E 90% October-2018 91.60% 92.04%  A Quality

Sepsis screening compliance in inpatients 90% October-2018 75.00% 66.17%  A Quality

IVAB within 1 hour for sepsis in inpatients 90% October-2018 78.50% 87.06%  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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Indicator Measure Standard
Current Data 

Month

Month 

Actual
YTD Trend Source

MSSA 2 November-2018 2 9  G Datix

ECOLI 8 November-2018 3 38  G Datix

Serious Incidents reported (unvalidated) 0 October-2018 15 128  A Datix

Harm Free Care % 95% October-2018 94.20% 93.06%  A Quality

Catheter & New UTIs  1 October-2018 0 6  G Quality

Falls 3.90 October-2018 5.07 5.62  A Datix

Medication errors 0 October-2018 128 853  R Datix

Medication errors (mod, severe or death) 0 October-2018 18 119  R Datix

VTE Risk Assessment 95% November-2018 95.48% 96.63%  G Information Services

Core Learning Overall percentage of completed mandatory training 95% November-2018 90.44% 91.21%  A ESR

No of Complaints received 70 November-2018 60 465  G Datix

No of Pals 0 October-2018 511 2972  R Datix

eDD eDD 95% October-2018 90.22% 89.14%  A EDD

#NOF 24 70% October-2018 63.83% 64.08%  R Quality

#NOF 48 hrs 95% October-2018 94.68% 94.47%  A Quality

Dementia Screening 90% October-2018 91.00% 91.65%  A Information Services

Dementia risk assessment 90% October-2018 97.73% 99.02%  A Information Services

Dementia referral for Specialist treatment 90% October-2018 100.00% 85.79%  G Information Services

EMAS Conveyances to ULHT November-2018 4892 37805  R EMAS

EMAS Conveyances Delayed >59 mins 48.92 November-2018 562 3588  R EMAS

Triage % Triage Data Not Recorded 0% November-2018 6.04% 10.60%  R Medway

Cancer 104+ Day Waiters 0 November-2018 19 84  R Somerset

Average LoS - Elective (not including Daycase) 2.80 November-2018 2.70 2.93  G Medway / Slam

Average LoS - Non Elective 3.80 November-2018 4.50 4.62  A Medway / Slam

Delayed Transfers of Care Delayed Transfers of Care 3.5% October-2018 3.97% 4.15%  A Bed managers

Partial Booking Waiting List Partial Booking Waiting List 0 November-2018 6473 7457  A Medway

Vacancies Number of Vacancies 5% November-2018 13.10% 13.72%  R ESR

Sickness Absence All days lost as a percentage of those available 4.5% November-2018 4.69% 4.71%  R ESR

Staff Turnover Staff Turnover 6% November-2018 6.07% 6.00%  R ESR

Staff Engagement Staff Appraisals 90% November-2018 74.23% 73.65%  A ESR

Income Income 37,340 November-2018 37,831 295,124  A Board Report Master

Expenditure Expenditure -42,466 November-2018 -44,957 -346,398  R Board Report Master

Efficiency Delivery Efficiency Delivery 3,238 November-2018 2,161 6,950  A FIMS report

Capital Delivery Program Capital Delivery Program 4,457 November-2018 2,781 12,156  A FPIC Finance Report

Agency Spend Agency Spend -1,910 November-2018 -3,134 -22,898  A Agency Staff Analysis

Ambulance Handovers

Length of Stay

Infection Control

No New Harms

Complaints

Fracture Neck of Femur

Dementia

TRUST PERFORMANCE OVERVIEW – LOCAL INDICATORS 
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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 G G G G G R G R G G G

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

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

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

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

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

Sepsis Bundle compliance in A&E R G R R

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

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

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

Emergency Care (Response Rate) G G G G

Emergency Care (Recommend) G R A G

Maternity (Reponse Rate) G

Maternity (Recommend) R

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

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

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

Inpatient Experience Mixed Sex Accommodation

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

Sallowing assessment < 4hrs G R

Scanned  < 1 hrs G R

Scanned  < 12 hrs R

Admitted to Stroke < 4 hrs R R

Patient death in Stroke R R

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

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 R 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 A

Partial Booking Waiting List Partial Booking Waiting List R R R R R G R R R R R R

Vacancies Number of Vacancies R R G G G G G G G G G G G G G

Sickness Absence All days lost as a percentage of those available G G G G G G G G G G G G G G G G

Staff Turnover Staff Turnover G R G G G G G G G G G G G G G

Staff Engagement Staff Appraisals R R R R 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 99.51, this is the lowest the Trusts HSMR has been. 

Lincoln site remains outside of expected limits despite having a lower crude mortality than 

Pilgrim site; 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. At site level Lincoln County Hospital are alerting for ‘Septicemia’. Septicemia was alerting for the Trust but  is now 

only alerting at Lincoln site; 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 115.44. 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 March 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 lower 

respiratory disease, Aortic peripheral and visceral artery aneurysms, Complications of 

surgical procedures or medical care, Syncope are alerting.  In-hospital deaths are only 

alerting for Septicemia.  

In-depth reviews are underway for Sepsis deaths and Aortic Peripheral and visceral artery 

aneurysms. The Trust are partaking in the National audits for SSNAP (Stroke), COPD (BTS), 

NOF and PROMS. Other gastrointestinal disorders, Other Lower respiratory disease and 

syncope have all had in-depth reviews completed when alerting in HSMR for this time 

period. A review will be initiated for Complications of surgical procedures or medical care 

to understand this diagnosis group. 

 

 

Reduction of Harm Associated with Mortality   A 

Lead: Neill Hepburn, Medical Director Timescale: Q2 2018/19 

QUALITY 

 

QUALITY 
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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:  

 In-depth reviews for Sepsis and Aortic peripheral and visceral artery aneurysms are underway.  

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

 COPD and pneumonia care bundles are being audited for compliance against the pathways. 

 Fracture NOF national audit data has been published, a report and action plan has been developed this can be found in the left hand panel of this document. 

 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, Trust has undertaken an in-house Senior Review  to confirm daily senior review.  

 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.  

 Associate Medical Director and Dr Foster presented at the Senior Leadership Forum to raise engagement and the importance of accurately capturing morbidity and mortality 

data and the effects on the Trust’s Performance. 

 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. 

Crude Mortality 

The crude mortality has decreased in October 18 to 1.40%, this is the lowest crude ever recorded for the month of October and in rolling year November 17-October 18 the crude is 

1.81%.  Pilgrim has the highest crude mortality with 2.06%.  The crude for HSMR basket is demonstrating a  reduction.  
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Primary Diagnosis outside Dr Foster Confidence Intervals-Rolling Year –December 2016 to November 2017 

Diagnosis Group No. of 

Deaths 

Deaths > 

predicted 

Months 

alerting 

Alert Action Progress Trust/

Site 

Septicaemia (except in labour) 400 38.99 4 Sepsis task and finish group have implemented harm reviews and sepsis practitioner sends ward 

compliance monthly. Each ward has to complete a proforma for non-compliance. Quarterly reports are 

submitted to PSC. The sepsis nurse and Associate Medical Director are reviewing all deaths, to confirm the 

diagnosis of sepsis. Weekly compliance sent to wards.  

Trust 

Other perinatal conditions 18 13.48 7 Action underway- Overview has been completed and sent to Interim Risk Lead meeting to be rearranged 

to progress improvement. Perinatal is now part of QSIP-awaiting action plan.  

Trust 

Aortic peripheral and visceral 

artery aneurysms 

28 10.75 5 Review underway, this has been highlighted by Imperial Dr Foster Unit as a mortality outlier. Trust 

Acute myocardial infarction 52 14.60 2 This is no longer alerting for LCH. It was requested at PSC that an in-depth review is to be undertaken. 

Notes have been sent to the Head of Service to co-ordinate the review. 

LCH 

SHMI In-hospital Alerting Diagnosis 

Diagnosis Group No. of 

Deaths 

Deaths > 

predicted 

SHMI (In-

hospital) 

Alert Action Progress Trust/

Site 

Septicaemia (except in labour) 341 41.16 113.73 Sepsis task and finish group have implemented harm reviews and sepsis practitioner sends ward 

compliance monthly. Each ward has to complete a proforma for non-compliance. Quarterly reports are 

submitted to PSC. The Sepsis Practitioner and Associate Medical Director are reviewing all deaths, to 

confirm primary diagnosis of sepsis. 

Trust 

Pneumonia 394 48.59 114.07 In-depth review underway against Pneumonia cases and compliance against the care bundle. This is not a 

current HSMR alerting diagnosis. 

Trust 

 

QUALITY 
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QUALITY 
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No Key Themes  identified from reviews Actions 

1 

Failure to act and escalate—Management & Results 
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. 

 2 x MoRAG thematic case note briefing circulated to the Trust. 

 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.

2 
Fluid Balance Management 
19% of cases referred to MoRAG and Lincolnshire Collaborative have had fluid balance 
management issues.  

 MoRAG thematic case note briefing circulated to the Trust. 

 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.

3 
Recognition of a end of life/deteriorating patient  
From cases reviewed a theme is the late recognition of end of life and the 
deteriorating patient. 

 Mortality Matters Briefing circulated to the Trust of thematic cases. 

 The Trust participates in the National end of life audit. 

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

4 

Appropriate discharges from Acute Care  
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. 

 Mortality Matters Briefing circulated to the Trust of thematic cases. 

 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.

5 
Senior Review within 14 hours 
Reviews show that not all patients are having a review within 14 hours of admission. 

 National 7 day service audit. 

 The Trust has undertaken an audit in November 18 outcomes are in the left hand Panel of this report.

7 
Advance care planning within the community 
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 have completed an audit on the end of life registers with GP’s. 

 CCG are currently undertaking an end of life 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 life care learning. 

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

 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.

8 
Case notes/Documentation Issues 
The state of case notes within the Trust are constantly being highlighted in mortality 
reviews. The patients stay is not always clearly documented and filed. 

 2 cycles of audit has been completed on accurate completion of clerking proforma. 

 QIP is currently underway on EAU’s to increase compliance 

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

 

QUALITY 

 



 

19 | P a g e  
 

 



 

20 | P a g e  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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

 

Metric National Acute 

(Non 

specialist) 

ULHT 

Sep 17-Aug 18 

ULHT 

Sep 16-Aug 17 

HSMR (Aug 17-Jul 18) 98.90 99.51 105.10 

SHMI (Apr 17-Mar 18) 100.36 115.21 108.50 

Crude rate % (HSMR) 3.50% 3.50% 3.90% 

Elective Crude Rate % 0.10% 0.04% 0.04% 

Non elective Crude Rate % 2.80% 3.30% 3.60% 

% All Spells coded as Palliative Care 1.07% 1.03% 1.06% 

Emergency Spells % coded as Palliative Care 2.47% 2.51% 2.67% 

% Mortalities coded as Palliative Care 30.74% 19.56% 18.92% 

Comorbidity 0 score per observed Deaths % 18.08% 19.77% 18.80% 

Comorbidity 0 score per Spells % 65.23% 65.93% 66.68% 

Emergency Comorbidity Score 0 Spells %=>75 years  26.52% 29.50% 28.86% 

Weekend % of observed 25.94% 23.92% 24.08% 

Weekday % of observed 74.06% 76.08% 75.92% 

Spells Readmissions 28 days % 8.36% 7.54% 7.64% 

Residual Coding % of all spells  (Uncoded episodes) 1.82% 1.42% 1.18% 

R00-R99 Signs and symptoms % of spells 10.88% 9.55% 9.89% 

LOS short stay 0-2 days Observed % 17.25% 18.51% 19.56% 

LOS 3+ Observed % 82.75% 81.49% 80.44% 
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Lead: Michelle Rhodes, Director of Nursing 
Timescale: October 2018 

 

Key Issues: 

 The Trust achieved 94.2% for Harm Free care which is better than the national average of 94.1% 

 The Trust achieved 99.4% for New Harm Free Care which is better than the national average of 97.9% 

 The Trust achieved 0.1% for New Pressure Ulcers which is better than the national average of 0.9% 

 The Trust achieved 0.4% for falls with harm which is better than the national average of 0.5% 

 The Trust achieved 1.2% 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 0.1% for new VTE which is better than the national average of 0.5% 

 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 94.2% 

New Harm Free Care 99.4% 

Pressure Ulcers - New 2 

Falls with Harm 3 

Catheter & New UTI 0 

New VTEs 1 

Patients 861 
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Lead: Michelle Rhodes, Director of Nursing Timescale: October 2018 
Key Issues: 

 All falls per 1000 OBDs for the Trust in August 2018 is 5.50 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 August 2018 is 0.17 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 1.2% which is better than the national average of 1.5% in October2018. 

When comparing falls with harm, ULHT was 0.4% which is better than the national average of 0.5% in October2018. 

Key Actions: 

In October 2018 a fall on 6A at Pilgrim was recorded as resulting in death. This has now been shown that the patient died of other causes and will be updated on Datix for 
the succeeding month.  For the last quarter all falls per 1000 OBD’s have continued to reduce. Ongoing work continues to maintain the momentum: 

 The Trust Falls Meeting took place on the 22nd November 2018. Have agreed next meeting will focus on ensure the group is working towards the Corporate Falls 
Action Plan. 

 2nd Falls Newsletter circulated to wards and over social media via ULHT together. Focus was on a) reminding staff of the new L&S yellow BP stickers, b) Falls 
ambassador meeting dates. 

 Falls Ambassador Meeting 20th November 2018. 
• Excellent attendance from the Lincoln Site but only one ward represented from Boston (meeting was VC) 
• Vision is for ambassadors to drive falls agenda’s on each of their wards. 
• Meeting on the 20th November concentrated on overview on Falls training with each ambassador being given access to PowerPoint training material to 

use in own area. 
 

Falls   R 
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Lead: Michelle Rhodes, Director of Nursing Timescale: October 2018 
Key Issues: 

 33 category 2 pressure ulcers were reported in October 2018 compared with 45 in October 2017. Performance deteriorated at Pilgrim with an increase of 8 reported category 2 

pressure ulcers. Lincoln reported an increase of 2 on last month’s data. Work by the Tissue Viability Team to validate all category 2 pressure ulcers reported continues on all sites. 

 The Trust set a 30% reduction trajectory for avoidable category 3 pressure ulcers for 2018/9. The trajectory has not been achieved since May.  There remains one incident outstanding 

from September and all of October’s incidents are awaiting Scrutiny Panel outcomes.  Incidents from 5B and 3B reported in September have been presented at Scrutiny panel and 

were deemed to be unavoidable. Performance at Pilgrim shows a slight improvement with Lincoln remaining unchanged. Grantham continues to report no category pressure ulcers for 

8 months 

 The Trust has set a 30% reduction trajectory for avoidable category 4 pressure ulcers for 2018/19. This was not achieved in the first quarter however, it was achieved in July and 

October. Performance at Lincoln and Pilgrim shows improvement with no category 4 pressure ulcers reported on either site. Grantham have reported no category 4 pressure ulcers for 

9 months. 

Key Actions: 

 The Tissue Viability Team continue to try and validate all hospital acquired category 2 pressure ulcers. 

 All ward leaders continue to investigate hospital acquired category 2 pressure ulcers using the short form investigation to identify lessons learnt, sharing their findings with their clinical 

teams. 

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

 The Tissue Viability Team continue to provide targeted education specifically the ‘hot spot’ areas. 

 The Tissue Viability Link Nurse conference took place on the 1st November to support the NHSi recommendations regarding pressure ulcer definition and management. Ongoing 

education continues around the recommendations  will be implemented from the 1st December 2018 

Pressure Damage  R 
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Lead: Michelle Rhodes, Director of Nursing Timescale: October 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 5 cases in October against a 

trajectory of 5 cases. There is a continued pattern of recovery against trajectory with current progress meaning that the trust has improved from a position of +9 cases over trajectory in 

May to +4 cases over trajectory in October. There are similar infections 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 June. 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 declining 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%. October showed trust compliance rates at 

93.96% 

 

 

Infection Prevention  R 
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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 although it is early in the financial year, 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 preparing for 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: October 2018 

Key Issues: 

 ULHT had no new CAUTI on the safety thermometer data for October 2018 against a trajectory of 1. 

 In October 2018 the Trust catheterisation rate increased to 22.4% against a national average of 13.8%. 

 In October 2018 the Trust catheter with UTI (CAUTI) was 1.2% which is worse than the national average for October of 0.7%. This data includes old and new CAUTIs. 

Key Actions: 

 Audit of HOUDINI catheter care bundle completed, CAUTI guideline updated following the pilot and approved at the CESC meeting 06.10.2018.  

 Urethral catheterisation guidelines and intermittent catheterisation guidelines has been reviewed and submitted for approval at the CESC meeting in November 2018. 

 Teaching sessions arranged for the wards on all sites in October for nurses and doctors. The objectives of these sessions were: 
o Raise awareness regarding the catheter insertion and subsequently CAUTI rate in ULHT. Safety thermometer data shows that our trust is an outlier  

 for both metrics. 
o Increase knowledge regarding risks associated with indwelling catheters  
o Reduce catheters insertion rate by considering different alternatives to the catheters and ensuring catheters are removed in a timely manner  
o Raise awareness around HOUDINI the new catheter care bundle 
The teaching sessions have been received very well by all health care professionals who attended, despite the limitations imposed by staff shortage across the 
trust, and expressed their interest in having further catheter management training. 

 Revisit and relaunch prevention of CAUTI steering group and learning forum to ensure appropriate representation from Directorates, sites and professional groups to 
support the corporate work programme for the prevention and reduction of CAUTI. As a result of this initiative we have requested nomination from Directorates, reviewed 
TOR and circulate within the new group CAUTI meetings dates and venue booked for this year. 

 Root cause analysis tool for the wards to investigate CAUTI being developed, planned to be discussed at the CAUTI meeting 13.11.2018. 

 Review the e-referral criteria for TWOC to ensure reduction of inappropriate referrals and increase capacity of TWOC clinics. 

Catheter Associated Urinary Tract Infection (CAUTI)  G 
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Lead: Michelle Rhodes, Director of Nursing Timescale: October 2018 

Key Issues: 

 Sepsis screening within 1 hour for both A&E and Inpatients appears to have remain constant with an improvement noted in A&E. Sepsis Practitioners continue to 

receive e-mail alerts when a patient NEWS ≥5 enabling sepsis practitioners to assist and support when necessary and appropriate. All ward managers have been 

asked for action plans for sepsis improvement. Step by step guides are present in each clinical area and readily available on the staff intranet, ward managers have 

been asked for sign sheets to ensure staff are competent with the screening tool along with onward teaching. Sepsis practitioners continue to attend preceptorship 

study days for newly qualified nurses/ Midwives and Dr Inductions. New sepsis bundle due to be introduced 1st of November which is predicted to improve screening 

compliance. Paediatric Data now being included in the CQUIN data. 

 The percentage of IV antibiotics given within 1 hour has declined in both A&E and inpatients however A&E remain above 90% which is within target for the CQUIN. 

Further bundle training given to ward areas along with the introduction of the ‘tea trolley teaching’ style to newly qualified nurses in view of rolling out trust wide. 

Sepsis practitioners present on Dr Inductions to highlight importance of timely treatment. Medical leads allocated for all A&E and inpatient areas across, adult, 

paediatric and maternity and regular teaching sessions for junior Drs arranged. Paediatric data now being included in the CQUIN data which is contributing to the 

inpatient decline. Meetings being held with paediatric teams and action plans devised for November task and finish group meeting. 

Key Actions: 

 Monthly review templates for non-compliance – to be returned on the 20th of each month. A Trust thematic analysis is produced identifying key issues. 

 Sepsis e-learning extended to include paediatric and maternity module  

 Increased Sepsis Link Nurse engagement across sites supported by Ward Accreditation domain 

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

 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 

 Dr Andrews will be taking an active lead in the Sepsis meetings moving forward from November meeting onwards (meeting dates circulated broadly to encourage 
attendance)  

Sepsis  R 
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 Lack of accountability further demonstrated by absence of lessons learned from IR1 reviews  (adoption of three tier accountability 
letter framework to mirror Trust approach for WHO and Blood Culture) 

 Not all areas returning complete monthly reviews (escalation process is in place and being followed).  

 Bundle to be updated to fall in line with the sepsis trust, training schedule currently being developed along with updating training material, roll out arranged for 10am 
on the 1st November. 

 Sepsis screening too expected to be on the staff IPods, date to be confirmed- potentially at end of January  

 Sepsis e- learning updated to be in line with new sepsis bundle for roll out- awaiting confirmation of changes from ESR. 

 Sepsis e-learning compliance 90.15% (target 90%). 
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Lead: Martin Rayson, Director of HR &OD Timescale: October 2018 

Key Issues: 

 FFT performance has dropped across all streams. 

o Targeted support visits planned for hot spot areas. 

o ED main theme is long waits to be seen or receive treatment. 

 During October, there were 47 formal complaints, 531 PALS enquiries and 52 Care Opinion stories.  

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

 PALS concerns continue to rise. 531 concerns were taken to PALS during October. 275 for Lincoln and Louth, 58 for Grantham, 176 for Pilgrim and the remainder for 

community hospitals. 

 The Patient Experience Support Officer retired in October and will not be replaced until the new financial year due to the current recruitment restrictions. In light of this all 

of the current routine patient experience reporting provided to services and directorates has been reviewed. 

 
 
 
 

PATIENT EXPERIENCE 
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Key Actions: 

 The meeting on 14th November with divisional leaders was extremely helpful and identified what was required data wise at the senior level to provide intelligence and 

oversight of issues and enable actions and accountability. In light of the interim TOM and the patient experience reporting reboot the following was agreed; with the 

understanding that DATIX is not yet fully aligned with the interim model in terms of exact locations for PALS & Complaints nor are our patient experience frameworks let 

alone bringing in new areas such as IAC / Bevan Ward for FFT.  

 There was agreement to push sign up to the FAB Experience Champions initiative so the patient experience team can work with them directly to support local level data 

access, understanding and initiatives. 

 Local level data will mirror the above in terms of themes but will include other data sources such as Care Opinion, Healthwatch etc. and the narrative within these as well 

as the stats.  

 The Patient Experience Data Analyst has developed a combined Complaints & PALS dashboard that is mapped as much as currently possible to the new TOM. This is 

fully interactive and is being trialled during December and January with a view to then incorporating FFT in the New Year.   
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Theme Action Timescale Progress 

Directorate and operational 
engagement & ownership 

Meet with Managing Directors to: 

 Determine data & reporting preferences 

 Secure PEC membership 

 Promote FAB Experience Champions 
nominations 

Nov 2018  
 

 Met 14.11.18 & new dashboard being trialled. 
 

 ToR reviewed 21.11.18 
 

 Launched 13.11.18 
 

 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  15 recruited to date 

 
 
 

Complete redesign of patient experience 
reporting 

Jan 2019 Dashboard prototype developed and being tested 

FFT hot spots 
 

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

Dec 2019 Scheduled for December & January 

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  

Cascade Trust Board stories 
 

Nov 2018 Presented to PEC 21.11.18 and discussed at Trust Board 
29.11.18. Plan is to include within new lessons learned forum. 

 
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.  
Communications are promoting current work around Hybrid 
mail and digital letters. 

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. 
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Note: KPIs are being reviewed with the Workforce and OD Committee. The KPIs will change and therefore targets have not been set for 2018/19 for these 

indicators as they may change. 

WORKFORCE 
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Commentary 
 

Temporary Staffing Cost and Bank / Agency Usage 
Temporary staffing costs remain challenging with the percentage of total workforce costs in November broadly stable at just over 19% and 
significantly adverse to 2018/19 plan. The 2018/19 forecast outturn for Temporary Pay Costs is the main driver for the increased cost of staffing 
forecast for 2018/19. 
 
The variance is largely driven by a higher vacancy rate in medical posts (19.8% in November). Some encouraging progress has been made with 
medical appointments (notably in ED) and with voluntary turnover broadly stable some improvement in medical vacancy rate is anticipated in the 
New Year.  
 
A  Recruitment Improvement Project, which is an important element of the workforce contribution of the Trust’s Five Year FRP is currently being 
scoped and will commence in the New Year. Using the plan for every post approach, this is intended to build upon recent success and 
significantly improve the vacancy rate, not only for medicine, but also for nursing and AHPs.  An improved quality of job planning and a project 
to introduce Allocate software for e-rostering for both established medical and locum staffing are also expected to drive improvements in agency 
spend.  
 
Improvement in Agency use is also expected from improved governance, including greater scrutiny of high cost and longer term agency locums 
and improved MI supported by a new centralised Agency Team. A prime objective will also be to further develop the Trust’s Medical Bank 
improving the ratio of Bank to agency use. 
 
Appraisals 
Medical Appraisal rate remains strong and above target, however the non-medical rate remains static at 74% and well below target.  It is 
expected that the support for further training for line managers, strong messaging at the most recent Senior Leadership Forum on the important 
role of individual feedback and the monitoring of appraisal performance through PRMs will support future improvement. 
 
Sickness 
The overall sickness rate for the Trust is stable at 4.7% (October 2018) and slightly above the target. The main reason for absence is 

anxiety/stress. 
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Lead: Martin Rayson, Director of HR &OD Timescale: November 2018 

 

Key Issues: 

 Having dipped in October, vacancy rates have increased again in November The overall Trust rate is 13.10% (an increase compared to October of 0.18%). The main 

increase has been in M&D 1.11%. This is disappointing and somewhat surprising. We record weekly starters and leavers and in six of the last eight weeks there have 

been more reported starters than leavers. The overall Trust vacancy rate for November is 12.9%. The graph below show vacancy rates by staff group. 

Key Actions: 

 Business case to work with Paragona (alternative route to employment for international medical staff) approved. 

 Further development of ‘plan for every post’ for medical posts 

 Workforce Plan as part of FRP sets out comprehensive plan to improve pace and volume of recruitment, including: 

o Engagement of brand development company – TMP 

o Review of sourcing strategies (particularly for Nursing) 

o Additional resources to support services in recruiting and delivering plan for every post 

o Review of recruitment process in Operational Team 

  

Vacancy Rates  R 
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Lead: Martin Rayson, Director of HR &OD Timescale: November 2018 

 

Key Issues: 

 The average for the rolling 12 months is 5.9%.  Clinical Support Services division had the highest percentage turnover in November at 8.01%, the largest proportion 

of this was in Therapies and Rehab Trustwide.   

 The Therapies and Rehab Trustwide had 44.56 FTE leavers in November. AHPs accounted for 31.70 FTE of the leavers with the 10.63 FTE leaving for promotion: 

Key Actions: 

 B7 Project Manager appointed to focus on delivery of retention projects, e.g. retire and return. Starts Jan 18 

 Comms and engagement plan underway to prepare for launch of new exit questionnaire 

 Launch of new exit questionnaire and process 

 First draft of Trust Education Strategy 

 Directory of rotational posts and insight opportunities 

 

Voluntary Turnover  A 
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Lead: Martin Rayson, Director of HR &OD Timescale: November 2018 

Key Issues: 

 There has been a significant increase in the core learning compliance rate since 2016.  Overall compliance has increased by only 0.02% this month to 90.44%.   Fire 

has increased for the first time since June by 0.71%. The biggest fall in compliance this month is Information Governance which has dropped again by another 

1.97%.   

 The focus this month is on Information Governance as it has been falling monthly from 90.03% in August to 84.23% this month.  The league tables show compliance 

by Divisional Directorate and Staff Group.  It also shows a comparison with last month highlighting that 5 of the 6 directorates have seen a fall, with Estates and 

Facilities seeing the biggest drop of 6.12%.   By Staff Group, 5 of the 9 groups have fallen.  It should be noted however that the highest ranking staff groups of 

Healthcare Scientists and Add Prof Scientific and Technical show an increase in compliance of more than 1.5% this month. 

Key Actions: 

 Rates of completion are reported on a monthly basis to each Directorate and there are follow-up discussions at Performance Review Meetings. 

 Compliance information is also made available to topic specialists each month. 

 Further communication exercise to promote the importance of 100% compliance and to understand the reasons why it is not possible for many staff to achieve that 

level of compliance. 

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

 Changing indicator to % of staff who are 100% compliant 

 

  

Core Learning  A 

Assignment 
Count 

Directorate Compliance 
Information Governance 

Nov-18 Oct-18 Variance 

1861 Clinical Support Services 87.64% 89.77% -2.13% 

610 Corporate 90.00% 89.00% 1.00% 

792 Director of Estates & Facil 79.92% 86.04% -6.12% 

1494 Medicine 78.51% 81.17% -2.66% 

1642 Surgery 84.71% 85.15% -0.44% 

768 Women & Childrens Pan Trust 85.94% 87.66% -1.73% 

Assignment 
Count 

Staff Group Compliance Information 
Governance 

Nov-18 Oct-18 Variance 

2 Students 100.00% 100.00% 0.00% 

115 Healthcare Scientists 93.91% 92.17% 1.74% 

224 Add Prof Scientific and Technic 89.29% 87.73% 1.56% 

392 Allied Health Professionals 86.48% 88.72% -2.24% 

1605 Administrative and Clerical 85.98% 88.46% -2.48% 

2176 Nursing and Midwifery Registered 85.66% 87.31% -1.65% 

1277 Additional Clinical Services 83.40% 85.07% -1.68% 

858 Estates and Ancillary 79.72% 84.67% -4.95% 

518 Medical and Dental 76.25% 75.96% 0.29% 

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

Key Issues: 

 In the 12 month period to the end of October 2018 anxiety/stress/depression is the top sickness reason accounting for 30,272 absence days. 

Key Actions: 

 Sickness absence line introduced from 5th November 2018. 

 ER Advisors supported HR Ops to set up outstanding panel’s for capability ill health hearings. 

 OH sickness meetings rescheduled to optimise attendance for ER Team. 

 ER advisors realigned to new divisions to support management of absence 

 ER Advisors handing over cases following divisional realignment. 

 Additional HR Ops support to schedule ill health capability hearings.  

 Additional HR Ops support for administration of Occupational Health reports.  

 ER Advisors to promote flu jabs. 

 Ongoing promotion by  ER Advisors of OT self-referral inc. families. 

 ER advisors to continue to ensure that an absence reason is entered and that “other” is not the reason. 

 ER advisors to explore utilising more case conferences to reduce length of long term absence. 

  

Sickness Absence  A 

WORKFORCE 
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Lead: Martin Rayson, Director of HR &OD 

 Timescale: November 2018 

Key Issues: 

 Of the 6166 non-medical staff 4577 have received an appraisal with the remaining 1589 staff still be done. The majority of staff who do not have an up to date 

appraisal recorded are across the clinical divisions. Women and Children have put a significant focus on appraisal and this is reflected in the results. We need the 

other Clinical Divisions to do likewise if the position is to improve. 

Key Actions: 

 Bespoke staff training taken place to support implementation  

 Hot spot areas flagged to HRBPs, ER team and relevant Directors 

 Further training to support implementation of new Individual Performance Management process. 

 Appraisals now part of Divisional Performance Management regime   

 Strategic HR Business Partners to identify service areas with poor appraisal rates and escalate. 

 

 

 

APPRAISAL RATES (Non-Medical)  R 

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

Key Issues: 

 Spend continues to be above target, however, there has been a reduction in November 2018.   

 Overall Lincoln and Pilgrim have reduced their agency costs this month.  Grantham Medical has increased its agency costs this month however, there have been 

reductions in other areas.  

 The focus of ULHT is on both reducing the overall reliance on temporary staff and, within that, the proportion that is accounted for by agency staff. This is explored in 

more detail below. 

Key Actions: 

 Developed costed agency cost reduction plan 

 Medical bank in place 

 Project Manager in post to develop and lead the a new central agency booking team 

 Divisional Confirm and Challenge meetings 

 Further actions to increase nurse bank usage – e.g. premium bank rates 

 Extension of bank to other groups of staff 

 Further work to seek to reduce agency rates 

 Challenge high-cost agency – turn to permanent where possible 

AGENCY SPEND  R 

WORKFORCE 
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Safer Staffing: Summary by Site Nov-18

Planned CHPPD Actual CHPPD Planned CHPPD Actual CHPPD Planned CHPPD Actual CHPPD

Grantham 5.3 4.8 3.2 3.1 8.5 8.2

Lincoln 4.6 4.4 2.5 2.5 7.2 7.0

Pilgrim 5.2 4.5 2.9 2.8 8.3 7.5

Trust 4.9 4.5 2.7 2.6 7.7 7.2

Safer Staffing: Summary by Site - General Nursing Nov-18
General Nursing

Planned CHPPD Actual CHPPD Planned CHPPD Actual CHPPD Planned CHPPD Actual CHPPD

Grantham 5.3 4.8 3.2 3.1 8.5 8.2

Lincoln 4.7 4.4 2.5 2.5 7.2 7.1

Pilgrim 4.5 3.9 2.7 2.7 7.3 6.8

Trust 4.7 4.3 2.6 2.6 7.3 7.0

Safer Staffing: Summary by Site - Children Nov-18
Children

Planned CHPPD Actual CHPPD Planned CHPPD Actual CHPPD Planned CHPPD Actual CHPPD

Grantham n/a n/a n/a n/a n/a n/a

Lincoln 7.1 7.3 3.6 2.7 10.8 10.0

Pilgrim 16.4 12.6 9.5 5.5 27.0 18.7

Trust 9.6 8.7 5.2 3.4 15.0 12.3

CHPPD Rates for Staffing

Registered Unregistered

Hospital

Total (Inlcudes Others)Hospital

CHPPD Rates for Staffing

Registered Unregistered Total (Inlcudes Others)

Hospital

CHPPD Rates for Staffing

Registered Unregistered Total (Inlcudes Others)

NURSING WORKFORCE 
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Safer Staffing: Summary by Site - Midwifery Nov-18
Midwifery

Planned CHPPD Actual CHPPD Planned CHPPD Actual CHPPD Planned CHPPD Actual CHPPD

Grantham n/a n/a n/a n/a n/a n/a

Lincoln 1.8 1.8 2.2 2.0 4.4 4.0

Pilgrim 25.6 25.2 5.0 4.8 30.7 30.0

Trust 4.0 3.9 2.5 2.3 6.8 6.4

Hospital

CHPPD Rates for Staffing

Registered Unregistered Total (Inlcudes Others)

NURSING WORKFORCE 

 

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 3.33 3.44 2.87 3.12 6.20 6.56 106.3% 111.6% 99.3% 103.0% Escalation beds open

Ward 2 9.46 6.68 6.61 4.34 16.07 11.55 66.6% 56.4% 76.6% 81.0%
Activity reduced as service reconfigurations ongoing. Fill rates 

reflect redeployment of staff during this time

Ward 6 3.93 3.79 3.51 3.60 7.44 7.73 95.3% 104.3% 98.4% 99.8%

EAU 4.85 4.28 2.41 2.88 7.26 7.39 81.4% 137.4% 101.6% 98.8% Alternate skill mix used where safe to do so

Acute Care Unit 12.84 12.31 1.27 1.03 14.10 13.34 95.9% 81.7% 95.9% #DIV/0!

Ashby 3.50 3.13 2.71 4.24 6.20 7.37 83.8% 143.4% 100.0% 171.7% Reflective of enhanced care needs of patients

Bardney 6.37 6.17 4.55 4.30 12.81 11.42 97.4% 91.2% 95.9% 98.2%

Branston 4.89 4.43 2.02 2.03 6.92 6.78 85.7% 123.4% 100.0% 66.5% Night HCSW shifts not always filled where safe to do so

Burton 3.26 3.15 2.65 2.84 5.91 5.99 95.0% 111.9% 100.2% 100.6% Reflective of enhanced care needs of patients

Carlton Coleby 3.46 3.40 2.14 2.08 5.59 5.48 85.6% 97.9% 122.5% 96.1%
Continue to support additional RN on nights as temporary uplift 

to template

GRANTHAM HOSPITAL

LINCOLN COUNTY HOSPITAL

CHPPD Rates for Staffing

Total

Fill Rates

Total Day Total Night

Safe Staffing Performance Dashboard - November 18

SITE/ Ward

Exception reportRegistered Unregistered
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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 (%)

Clayton 3.76 3.74 1.66 1.57 5.53 5.46 96.5% 91.3% 103.2% 104.1%

Dixon 2.58 2.81 2.38 2.48 4.96 5.29 117.8% 95.4% 98.4% 121.3%

Frailty Assessment 

Unit
3.85 3.37 3.23 3.37 7.33 7.26 83.3% 109.1% 96.7% 96.7%

Greetwell 3.17 3.01 1.94 1.95 5.11 5.14 92.2% 98.3% 98.9% 104.6%

Hatton 4.70 4.82 3.34 3.19 8.04 8.01 102.8% 96.9% 102.6% 93.7%

ICU 26.48 24.12 3.04 1.91 29.97 26.38 93.9% 69.7% 88.3% 48.7% HCSW not always sent to bank on nights

Johnson 9.57 9.02 3.30 3.36 12.87 12.59 94.3% 98.7% 94.3% 109.2%

Lancaster 2.94 2.54 2.90 3.08 5.83 5.85 79.3% 108.3% 98.5% 102.4% Skill mix altered to cover vaccancies

MEAU 5.48 4.96 2.41 2.40 7.88 7.43 99.3% 94.9% 99.2% 104.3%

Navenby 3.06 3.04 2.31 2.28 5.37 5.32 98.5% 89.4% 100.3% 95.5%

Nettleham 0.61 0.61 1.56 1.43 2.17 2.04 70.9% 50.5% 93.3% 129.1% Model is supported from rotational midwives as required

Neonatal (SCBU) 10.84 8.68 6.17 3.81 17.01 12.50 94.5% 99.5% 101.1% 87.3%

Neustadt Welton 3.21 3.12 2.63 2.47 5.85 5.76 139.1% 98.5% 131.0% 106.7%

Rainforest 4.66 6.34 1.98 2.00 6.65 8.34 88.6% 86.1% 102.0% 100.9% Reflective of change in model of care

Scampton 3.28 3.05 2.98 2.73 6.26 5.78 87.2% 100.6% 98.2% 120.0% Reflective of enhanced care needs on nights

SEAU 5.58 5.02 2.48 2.39 8.07 7.60 92.8% 95.0% 98.6% 109.9%

Shuttleworth 4.11 3.76 2.41 2.58 6.52 6.52 97.4% 92.8% 114.9% 98.6%

Stroke Unit 4.50 4.27 2.41 2.41 6.91 6.82 91.3% 85.8% 89.1% 125.6% Alternate skill mix used where safe to do so

Waddington Unit 4.09 4.27 1.73 1.63 5.83 5.91 91.1% 95.2% 88.0% 98.3%

LINCOLN COUNTY HOSPITAL

CHPPD Rates for Staffing

Total

Fill Rates

Total Day Total Night

SITE/ Ward

Exception reportRegistered Unregistered

NURSING WORKFORCE 
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NURSING WORKFORCE 

 

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 Medical Unit 4.48 3.49 3.39 2.68 7.87 6.18 78.7% 103.0% 85.6% 104.9% Change to model of care on site

4A 16.15 12.14 12.21 6.54 29.30 18.96 97.6% 92.5% 98.9% 100.7%

Acute Cardiac Unit 5.09 4.14 2.16 2.24 7.24 6.38 83.3% 60.0% 73.3% 80.0% Change to model of care on site

ICU 30.58 24.74 0.00 0.00 31.38 24.74 88.7% 110.6% 92.2% 106.3%

Labour Ward 25.63 25.17 5.03 4.84 30.66 30.01 61.8% 57.7% 104.9% 94.4% Model is supported from rotational midwives as required

Neonatal (SCBU) 16.85 13.31 5.69 3.90 23.76 18.25 85.6% 107.9% 97.8% 98.6%

Stroke Unit 4.17 3.76 2.81 3.08 7.36 6.97 61.7% 63.9% 104.6% 26.7% Fill rate reflective of vacancies

Bevan Ward 5.89 4.46 3.34 2.27 9.23 7.05 100.7% 107.9% 100.0% 94.3%

3B 3.40 3.06 2.34 2.45 5.74 5.51 69.3% 119.8% 89.8% 106.1% Alternate skill mix used where safe to do so

5A 2.98 3.00 2.39 2.47 5.37 5.47 69.7% 100.5% 92.5% 95.7% Alternate skill mix used where safe to do so

5B 4.05 3.09 2.50 2.87 6.55 6.13 88.9% 107.5% 103.3% 100.4%

6A 3.71 2.86 3.01 2.97 6.72 5.99 75.1% 115.2% 102.1% 106.8% Alternate skill mix used where safe to do so

6B 3.73 3.49 3.08 3.22 6.81 6.72 77.1% 104.4% 108.2% 99.2% Alternate skill mix used where safe to do so

7A 3.39 2.82 1.99 2.25 5.37 5.07 106.3% 111.4% 158.4% 124.8%

7B 3.88 3.39 2.79 2.87 7.14 6.79 84.3% 92.4% 101.7% 91.4%

8A 3.03 3.73 2.69 3.12 5.72 6.86 67.9% 69.9% 98.8% 95.4% Fill rate reflective of vacancies

1B 6.93 6.25 3.24 2.98 10.36 9.42 79.1% 46.3% 83.4% 91.0%

PILGRIM HOSPITAL, BOSTON

CHPPD Rates for Staffing

Total

Fill Rates

Total Day Total Night

SITE/ Ward

Exception reportRegistered Unregistered
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Lead: Mark Brassington, Chief Operating Officer Timescale: October 2018 Trajectory: 87% stretch ambition by March 2019 

Key Issues: 

 In October there was a reduction of 290 in the backlog of 18week+. Neurology was the only speciality this month with a large increase of 121, all other specialities 

managed to improve or stay at similar levels. 

 ENT continues to account for the largest percentage of the Trusts overall 18week+ backlog at 4.5%, the Trust’s overall position would increase by 2.52% if ENT were to be 

excluded. 

 October saw improved RTT performance in Respiratory, Gastroenterology, Elderly Care and Dermatology. 

Key Actions: 

 ENT – Interim business manager appointed to Head & Neck services. The recovery plans are being progressed with active support from the Divisional Managing Director. 

All waiting list patients are being dated back to 39 weeks, this is supporting an increasing reduction in the over 52 week position. The work with the clinical teams to review 

waiting lists and administrative processes across the service is identifying a number of backlogs for which improvement plans are being progressed, and learning 

embedded in revised processes. Full plans are being signed off by the DMD and out-sourcing requirements are in the final stages of review. 

 Dermatology – The service has improved the RTT performance and is finalising with CCGs the establishment of community based “spot” clinics whish should remove 

around 250 hospital referrals a month once fully operational.  

 Neurology – Additional capacity retained. Risk Summit (16.11.18) to look at demand management opportunities, this is still being progressed as ULHT and CCGs finalise 

agreements on current demand. 

Referral to Treatment – 18 Weeks  R 

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

Key Issues: 

 32 52 week breaches were declared in October. 24 of these were in ENT. Since the October reporting we have seen a significant drive to reduce the ENT longest wait backlog and are 

currently reporting (7 December) a live over 52 week position of 16 patients, all with plans. The Intensive Support Team remain on site to support us in initiatives to ensure best practice in 

RTT administrative processes.to address this issue. 

 Cancelled operations remain comparatively high at 252 (October) but the position has shown a month on month improvement from 286 in September. 

 40 week+ backlog reduced to 294 at the end of October, focus on 40+ established to deliver 52 week target. 

Key Actions: 

 The IST remain with the Trust supporting work to ensure best practice in RTT administrative processes. 

 A weekly dashboard tracking 40week+ at specialty level is now being sent out to Divisions. Monitored via PTL and RTT review meetings. Better visual reporting is being developed with 

the Surgical Division. 

 T&O Reconfiguration complete and expected benefits (predominately on admitted performance) being monitored. There has already been an increase in theatre utilisation (95.8% from 

86.2%) and a 98% reduction in cancellations for bed issues. 

 CCG funded external validation team commencing on-site 17 December. 

 Improvement plans delivery being monitored (SAU, theatre efficiency and Pilgrim reconfiguration). 

Referral to Treatment – 52 Week patients  R 

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

39,032 with 5,978 over 18 weeks 

Key Issues: 

 The total incomplete waiting list 39876 against a year-end target of 39032. The 18week+ backlog was 7178 (November initial data shows a reduction of around 100 patients). 

 Trauma & Orthopaedics –66 increase in waiting list size, with the primary factors being the historical impact of elective cancellations (68) and capacity constraints within Paediatric 

Orthopaedics. Reconfiguration to protect elective capacity and review of paediatric service expected to bring improvements through remainder of 2018/19. 

 Dermatology – 70 patient increase in waiting list size. The Dermatology service has now seen some seasonal reduction in referrals and its’ RTT performance improved to 95% in October 

positively impacting. Community spot clinics planned for New Year to stop c.250 referrals into hospital per month. 

 Neurology 97 increase in Waiting list size – ULHT and CCGs are progressing outputs from November risk summit. 

 ENT –.59 increase in waiting list size.  Interim Business Manager developing revised processes and backlog clearance plans which are starting to stabilise the service and bring the 

waiting list back into a recovery phase. 

Key Actions: 

 Outpatient Improvement Programme to deliver increased slot utilisation and standardisation of templates, is assessed as delivering more than 9000 additional slots in Q1/Q2 with similar 

planned for remainder of the year. 

 Trauma & Orthopaedics – Benefits of the reconfiguration are now being seen and continual monitoring in place. The national GIRFT team gave very positive feedback on benefits 

realisation at their visit on 14 November. 

 IST have completed a review of the Trust and have now commenced a programme of work within the organisation to establish best practice in terms of elective working. 

Waiting Lists  R 

OPERATIONAL PERFORMANCE 
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Lead: Mark Brassington, Chief Operating Officer                           Timescale: November 2018 Recovery Date: November 2018 

Key Issues: 

 Colonoscopy – 28 October breaches reflecting continued breakdowns with scope washers. Improved position on November initial data.   

 Echo – 14 October breaches. Breakdown of data suggests that the issues relate to paediatric capacity. Opportunities to be reviewed by service.   

 Cystoscopy – 49 October breaches. Staffing difficulties, particularly in UIS at LCH compounded by the transfer of additional work to LCH on suspension of a weekly 

cystoscopy session at GDH and washer breakdowns at Louth. Continued pressure into November. 

Key Actions: 

 Echo - Review of paediatric capacity. 

 Cystoscopy – GDH session reopened December. Trial of disposable scope arranged for w/c 21 December to reduce reliance on washing machines. Forward look on 

staffing sickness. 
  

Diagnostics  R 

OPERATIONAL PERFORMANCE 
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Lead: Mark Brassington, Chief Operating Officer Timescale: November 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 1.39% against 2017/18 November actual (4.75% YTD) (Type 1+3)  

 Attendance growth of 4.18% against 2018/19 November plan (7.96%YTD)  (Type 1 only) 

 Primary Care Streaming is at 13.19% against a target of 35% for patients to be streamed away from A&E 

 Bed occupancy exceeded target rate of 92% significantly higher at Lincoln and Pilgrim Hospitals 

 A&E and non-elective admissions demand exceed capacity as system winter schemes have not yet deployed.  Some funding has now been agreed by the system executive 

team. 

 Staffing levels of nursing and medical teams continue to have limited inpatient and A&E capacity, despite the use of agency 

 At the end of October the number of Super Stranded Patients in the Trust was 122.9 against a trajectory of 106  

Key Actions: 

 Reconfiguration work at PHB is complete. Implemented 2 hourly huddles at Pilgrim as well as Regular Governance meetings.     

 Clinical Directorates recruiting to posts approved within Operational Capacity and Delivery Plan – medical posts continue to join throughout Sept-Oct  

 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 

 Winter Plan second draft has been developed to reflect an improved bed deficit forecast with extensive mitigating actions in place from December 2018 onwards upwards of 100 

bed impact likely to close the bed deficit significantly   

 Further work continues on closing the bed deficit entirely with system partners, the winter room and regulators 

Urgent Care – 4 Hour Standard  R 

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

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 

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

 Ambulance arrivals largely with in expected parameters, but with peaks that continue to challenge capacity to accept  

 Agency that provide staff to support handovers at Pilgrim have improved fill rate, but do not consistently fill 100%, adding addition demand on nursing teams 

Key Actions: 

 New reconfiguration pathways at PHB were rolled out to enable direct GP admissions bypassing ED, this should start to reflect an improving position. 

 Further pathways to surgical assessment unit at Lincoln rolled out in November, however area has been used for escalation so any impact has not been seen. 

 Conveyance numbers have not reduced, however further work needs to be completed to examine conveyance options used in other regions that could be deployed at 

ULHT 

 

Ambulance Handover  R 

OPERATIONAL PERFORMANCE 
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Lead: Mark Brassington, Chief Operating Officer Timescale: October 2018 Trajectory: 83% by December 

 

Key Issues:  

 Slight improvement in Pathology waits continues, however this remains an issue with 77% turnaround within 10 days. 

 Oncology capacity pressures, particularly in Urology, Upper GI and Lower GI – improvements into December with capacity to deal with local demand re-established. 

 RCA analysis for August 62 day breaches shows key themes continue as:  

- Pathology 

- Tertiary diagnosis/treatment 

- Patient choice and complexity 

- Outpatient capacity  

- Theatre capacity 

- Oncology capacity 

Key Actions: 

• Nurse led triage restarted at the end of September 

• Oncology locum appointed and two substantive consultants commenced phased return to work in late November. Regional support brokered with NHSI/NHSE support not 

needed as local capacity re-established. 

• Harm reviews have shown no harm through the period of difficulty in oncology. 

• Locum radiology capacity is in place, however they are still vulnerable. 

• KPMG visual management system completed phase 1 with next steps to be identified by mid-January. 

• PTL revised to increase focus on 40-61 day phase of pathways, early improvements seen in completion of diagnostics earlier in pathways. 
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Lead: Mark Brassington, Chief Operating Officer Timescale: September 2018  

 

Key Issues: 

 Radiology support is limited and has led to delays in all breast pathways. 

 Pressures have increased through November and into December. After appointing all referrals into mid-December the polling times have now pushed out to 21 days. 

 Christmas period traditionally sees increase in breast referrals. 

Key Actions: 

 The additional Kettering and Locum radiologist are still providing additional capacity, which has improved performance but this is still vulnerable. 

 Three locum radiologists with breast expertise are appointed to commence 7 January and recovery plans are established.  

 GPs advised of current pressures. 

 External review facilitated by East Midlands Cancer Alliance providing support to the development of new referral pathways and discussions around the provision of 

advice and guidance with CCGs 
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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 

 


