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EXECUTIVE
SUMMARY

The Trust met all of the performance targets associated with the
Monitor Compliance Framework in February, with the exception of the
four hour standard for waiting times in A&E. This, combined with poor
performance in early March, places delivery for quarter 4 at significant
risk.

BOARD
ASSURANCE (Risk)
/ IMPLICATIONS

Compliance is reflected in the Board Assurance Framework.
BAF Risk 1.1 National targets and priorities.

STAKEHOLDER /
PATIENT IMPACT
AND VIEWS

Patient expectations in terms of access are reflected in NHS
performance targets.

EQUALITY AND
DIVERSITY ISSUES

None identified.

LEGAL ISSUES
The risk of failure to meet the four hour standard for waiting times in
A&E creates a potential regulatory issue for the Trust.

The Trust Board is
asked to:

Discuss the report.

Submitted by:
Valerie Bartlett, Deputy Chief Executive

Date: 18th March 2013

Decision: For Discussion
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PERFORMANCE REPORT

1 INTRODUCTION

The purpose of this paper is to summarise key performance issues and the actions in place
to address them.

2 REFERRAL TO TREATMENT TIMES (RTT)

Figures 1, 2 and 3 show performance against the 18 week targets by speciality for the last 3
months. The Trust continues to meet the 18 week waiting time standards for admitted patient
care, non-admitted patient care and incomplete pathways at speciality level on a monthly basis.

Target (90%) Dec-12 Jan-13 Feb-13

Gastroenterology 96.43% 100.00% 91.89%

Cardiology N/A% 100.00% 100.00%

General Medicine 100.00% 100.00% 100.00%

Gynaecology 98.77% 98.04% 94.68%

Trauma & Orthopaedics 95.65% 93.27% 90.09%

General Surgery 91.82% 94.07% 92.34%

Urology 92.31% 91.30% 91.18%

ENT 92.75% 91.36% 94.92%

Ophthalmology 91.29% 91.48% 90.55%

Maxillo-Facial Surgery 90.52% 90.48% 90.21%

Total 93.17% 93.04% 91.51%

Figure 1: Admitted patient care

Target (95%) Dec-12 Jan-13 Feb-13

Pain Management 99.08% 99.30% 100.00%

Gastroenterology 99.02% 96.03% 98.28%

Cardiology 98.81% 98.26% 98.41%

General Medicine 98.83% 99.09% 100.00%

Geriatric Medicine 100.00% 97.66% 98.77%

Gynaecology 99.72% 100.00% 99.75%

Trauma & Orthopaedics 97.07% 96.26% 96.06%

General Surgery 97.37% 96.01% 97.25%

Urology 96.59% 95.24% 95.60%

ENT 96.82% 96.40% 97.14%

Ophthalmology 98.91% 97.98% 98.13%

Maxillo-Facial Surgery 95.42% 96.33% 95.10%

Dermatology 100.00% 99.24% 100.00%

Neurology 96.91% 96.38% 98.06%

Rheumatology 99.12% 100.00% 100.00%

Total 98.12% 97.56% 98.18%

Figure 2: Non-admitted patient care
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Target (92%) Dec-12 Jan-13 Feb-13

Gastroenterology 98.98% 95.68% 100.00%

Cardiology 95.16% 98.27% 98.95%

General Medicine 98.16% 93.03% 97.28%

Geriatric Medicine 96.06% 98.91% 98.83%

Gynaecology 99.81% 99.61% 99.60%

Trauma & Orthopaedics 97.74% 97.96% 97.78%

General Surgery 97.68% 96.59% 97.04%

Urology 94.70% 93.00% 92.81%

ENT 97.84% 99.20% 99.33%

Ophthalmology 97.93% 97.37% 95.86%

Maxillo-Facial Surgery 97.03% 96.01% 95.00%

Dermatology 99.45% 99.70% 99.53%

Neurology 94.21% 98.25% 98.45%

Rheumatology 95.73% 98.48% 97.64%

Total 97.48% 97.12% 97.20%

Figure 3: Incomplete pathways

Maximum waiting times
During February, one patient received treatment following a wait of 57 weeks. The patient
required an inpatient admission for lithotripsy, a service which the Trust was unable to provide
for a number of months due to equipment and staffing issues. These issues have now been
resolved. The patient’s waiting time was further extended because the Trust did not hold the
correct contact details for them and therefore there was a delay in arranging their date for
treatment.

With the exception of this case, the longest wait for treatment in February was 47 weeks for
admitted patient care and 34 weeks for non-admitted patient care. With effect from 1st April
maximum waiting times will be monitored prospectively through a weekly Trust wide PTL
meeting, as recommended by the NHS IMAS 18-week Intensive Support Team (IST).

Assurance review of the management of RTT
The support of the IST was requested in December 2012 to undertake an assurance review of
the management of RTT within the Trust focussing primarily on the following areas:

 Review of waiting list management.
 Review of the systems and processes that feed into waiting list management.
 Assurance surrounding data reporting and information.
 Assurance that the Planned Care project is focussed on the correct areas to achieve

improvement across all areas of elective care.

Following the visit in January 2013 a draft report was received. Although the feedback was
largely positive and the report does not identify any significant performance issues, it does
contain a number of recommendations for improvement. These include:

 Embark on a robust piece of demand and capacity planning work across all areas at a sub-
speciality level.

 Complete the same demand and capacity work for all diagnostic modalities.
 Implement a reporting solution to allow the PTLs and RTT reporting to be more assessable

to the operational teams.
 Ensure all operational teams have a dedicated information lead attached to their specialties

to provide support in the management of RTT.
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 Review the current meetings that support management of the RTT targets.
 Set up a weekly trust-wide PTL meeting which examines all stages of the patient pathway

across all specialties.
 Ensure that there is a consistent approach to RTT management at Divisional level which

replicates the organisational wide PTL meeting.
 Develop a single operational dashboard for the management of RTT.
 Ensure all referrals into the system enter via one route, namely the booking office.
 Review existing internal outpatient targets to reflect the individual needs of each specialty.
 Ensure operational teams use the PTL with patient level detail as their primary source of

managing RTT.
 Revise the trajectory for the management of backlog alongside the requirement to deliver

performance, ensuring this is monitored at Board level.
 Ensure that patients’ appointment and surgery dates are booked with at least three weeks’

notice and that two reasonable offers are provided to the patient.
 Ensure the lead-in time for booking of theatre lists is lengthened to a minimum of three

weeks, but ideally four to six weeks.
 Establish that all teams are booking to standardised and agreed processes.
 Hold refresher sessions with staff groups to ensure that they are aware of the content of the

Access Policy and where it is to be applied within their remit.
 Undertake a refresher training session concerning the rules around 18 weeks and the

various outcomes with all staff.
 Ensure the teams work towards using a single PTL for the management of 18 weeks.
 Re-examine the process for managing outpatient referrals and the grading process to ensure

time is not lost at the outset of the patient journey.
 Develop an education/training plan for lead clinicians to refresh their knowledge in respect of

RTT management.
 Re-enforce the trust expectations for clinical input into the management of RTT.
 Develop a Board training session to support colleagues in the detailed interpretation of

elective performance reports.
 Develop a summary document for the Access Policy and Standard Operation Procedures

that are applicable to Surgeons, Waiting Times Team, etc.

These recommendations will now be incorporated into the Planned Care programme of work
due to start in April 2013. The programme will be managed through the PMO and the IST has
offered support to the Trust with some elements of this work. In particular they have offered
expertise in the following areas:

1. Support and guidance to implement the recommendations in their report and to develop

an action plan.

2. Support to undertake a full demand and capacity planning exercise at the level necessary

for operational delivery.

3. Support with a full review of data collection processes and assurance on the PTL.

4. Support with the implementation of an operational PTL or waiting times meeting.

5. Support with the revision of the Trust’s Access Policy.

6. Support with the development of an 18 week RTT awareness and training programme and

the roll out of this.

3 DNA RATES AND TELEPHONE RESPONSE TIMES

DNA rates reduced again to 7.3% in January following an increase to 8% in December.

Call-answering performance continued to improve. Less than 16% of calls went
unanswered, which is a reduction from 19% for the previous period. However, this rate is still
too high and specific actions are required to address this. In the next month the
Orthopaedics appointments staff will be merged with the centralised Appointment Booking
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Centre, which should enable call answering rates to further improve for this specialty
(currently 28% of calls are unanswered in Orthopaedics).

The improvement of DNA rates across all outpatient specialties will be an objective of the
Improving Patient Facing Communication programme in 2013/2014, which will include
actions to review the Chronos automated-reminder system and implement a ‘partial booking’
approach (where patients are added to the waiting list but are required to call to arrange an
appointment).

4 4 HOUR STANDARD FOR WAITING TIMES IN A&E

As Figure 4 demonstrates, the Trust met the four hour standard for waiting times in A&E for
each month during quarter 3 for the purpose of the Monitor Compliance Framework.
Performance for January and February, however, has deteriorated because of winter pressures
and problems with capacity and flow at St. Peter’s Hospital. Failure to deliver the standard for
quarter to 4 is now a significant risk.

In addition, the Trust continues to fail to meet the standard for St. Peter’s Hospital alone and is
therefore likely to incur a financial penalty under the terms of the contract with NHS Surrey.

Period
SITREP Position

(SPH, EPU & GUM)
MONITOR Position

(SPH, EPU, GUM & ASH)

Quarter 1 93.61% 95.63%

Quarter 2 95.80% 97.10%

October 95.15% 96.65%

November 92.74% 95.02%

December 93.95% 95.93%

Quarter 3 93.95% 95.87%

January 90.49% 93.28%

February 88.59% 91.97%

Quarter 4 To Date 89.90% 92.06%

Figure 4

Figure 5 shows 4 hour performance at St Peter’s Hospital for 2011/12 and 2012/13 to date.
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Whilst performance for January and February shows some improvement compared with the
same period last year, it has deteriorated significantly since December.

Clinical Quality Indicators
Performance against the Clinical Quality Indicators at St. Peter’s hospital by month is shown in
Figure 6.

Description
Performance

Measure
Target December January February

Patients seen < 4Hrs
MONITOR
Compliance

>95% 95.93% 93.28% 91.97%

Total Time in A&E 95th percentile <=04:00:00 5:28:00 7:29:00 9:21:00

Time to initial
assessment

95th percentile <15 min 0:13:00 0:11:00 0:54:00

Time to treat Median <60 mins. 0:57:00 0:57:00 0:56:00

Unplanned Re
Attendance

%age
Between 1%

and 5%
4.7% 4.6% 5.9%

Left without being seen %age <5% 0.9% 0.7% 0.8%

Figure 6

Validation of the data for February continues and it is expected that performance against the
indicators for “time to initial assessment” and “unplanned re-attendance” will fall within the
required threshold once complete.

Performance against the 95th percentile total waiting time standard further deteriorated in
February. This standard is based on waiting times in the A&E Department at St. Peter’s
Hospital alone and emphasises the delays patients have experienced because of problems with
bed capacity and flow.

Ambulance Handover delays
Figure 7 shows the number of ambulance handover delays of more than 30 minutes since
from 1st September 2012. The increase in delays from early January is reflective of the
problems experienced at St. Peter’s Hospital with poor capacity and flow.

Figure 7
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With effect from 1st April 2013 a contractual fine will be implemented for all ambulance
handover delays greater than 30 minutes, and a further fine for delays over an hour. Based
on performance for February, the Trust would have incurred a fine of £98,000.

Drivers of poor flow
Figure 8 shows the number of attendances to A&E at St. Peter’s Hospital for the financial
year to date. Whilst there has not been any significant increase in numbers, there has been
a shift in case mix since December. This is demonstrated in Figure 9, which shows the
number of patients that attended A&E and were treated through the “majors” stream. Such a
change in acuity is likely to have had a significant impact on capacity and flow throughout the
hospital.
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Figure 9

Figure 10 shows the number of attendances to the Medical Assessment Unit since it was
opened in October 2012. The recent decline in attendances has been driven by the fact that
the unit is “blocked” with patients waiting for inpatient beds due to a lack of capacity
downstream in the hospital. This not only compromises the functioning of the new medical
pathway of care because there is insufficient space to accommodate patients requiring
assessment, but also creates additional pressure in A&E because patients that cannot get to
MAU are seen there instead. A lack of physical space in A&E then leads to very long waits
for treatment and delays with ambulance handover.
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Figure 10

As figure 11 demonstrates, the Trust has made improvements in length of stay at St. Peter’s
Hospital over the last 12 months. However, further work is needed to bring performance in
line with best practice. Extended lengths of stay have implications for capacity and flow
throughout the hospital and in recent weeks have led to delays in transferring patients on
MAU that require admission to the medical wards. Complex discharges have been
particularly problematic with a peak in number from an average of approximately 55 cases at
any one time prior to December 2012 to over 80 in January and February.
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Figure 11

The pressure felt at the Trust is also reflected in data about ambulance conveyances from
SECAmb. Figure 12 shows the number of emergency calls they have received during this
financial year and demonstrates an upward trend.

Figure 12

In a press release on 14th March 2013, Monitor highlight the increasing pressure on A&E
services that Foundation Trusts are experiencing, suggesting that ASPH is not alone in
struggling to deliver the 4 hour target. Monitor note that of the Foundation Trusts with an
A&E department 36% missed the A&E target in quarter 3, compared with 8% in the previous
quarter and 16% in the same period a year ago, and early indications are that pressure on
A&E is likely to continue in Q4. The reasons for poor performance are highlighted as
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outbreaks of the winter vomiting bug, discharge delays due to problems accessing
community care services and increased attendances among elderly people, in addition to the
expected seasonal demand.

In addition this there are some issues specific to North-West Surrey that increase demand for
emergency care at St. Peter’s Hospital. Perhaps the key one of these is demographics.
Whilst the proportion of elderly people living in North-West Surrey is one of the lowest in
Surrey, it has the highest absolute number of patients aged over 65 that fall into the category
either of being unable to manage one domestic task on their own, predicted as having
dementia or predicted as having severe depression. North-West Surrey also has the highest
number of people aged over 75 in Surrey that live alone.

Another factor that has contributed to the health economy’s inability to adequately respond to
the demands of winter was the delay in the allocation of the winter pressure funding awarded
by CCGs to providers within North-West Surrey. This led to a restriction of the system’s
ability to create additional capacity at times of peak pressure.

Unscheduled Care Programme – actions taken and next steps
As the Board is aware, the Trust undertook a significant piece of work during 2012/13 to
redesign the emergency care pathway for medical patients. This change formed the basis of
the Unscheduled Care Programme and was completed in partnership with the NHS IMAS
Emergency Care Intensive Support Team (ECIST).

Whilst the Unscheduled Care Programme has delivered improvements in capacity and flow
and patient experience, there is still more work to do to bring performance up to the required
standard. To determine the work programme for the coming year the management team in
the Division of Medicine and Emergency Services has completed a gap analysis to identify
any actions outstanding in existing action plans and guidance about best practice.

Figure 13 includes a summary of the actions undertaken in 2012/13 and those planned for
2013/14. There is an important piece of work to do to refine and monitor internal
professional standards relating to the emergency care pathway and, in addition to this, the
key focus will be on working with partner organisations to effect change across the whole
system. The rationale for this is supported by the recommendations from a recent review of
urgent and emergency care for NHS South of England carried out by the King’s Fund. The
whole system recommendations outstanding for North-West Surrey include:

 Agreeing internal professional standards for the whole system, including community and
ambulance services.

 Staggering GP home visits to reduce batching.
 Developing advanced care plans and end of life plans for all who need them.
 Co-location of GP out of hours services, walk-in centres and minor injuries units with

hospitals.
 Ensuring service opening times are aligned across the whole system.
 Ensuring that community services can anticipate demand and flex their capacity

accordingly.
 Implementing psychiatrist input out of hours.
 Establishing step down beds for patients waiting for complex packages of care.

All of the recommendations made in the King’s Fund report for acute trusts comprise of
things that the Trust has either already implemented or is in discussion about implementing
and a summary gap analysis is included in the appendix to this report.
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Area of focus Actions completed 2012/13 Actions for 2013/14

Redesign of
pathway for
emergency
medical care

 Established a team of 6 acute physicians
 New model for MAU and SSU established
 Hot clinics established
 Speciality in-reach to MAU established
 Increased consultant medical cover at

evenings and weekends implemented
 Internal professional standards for MAU and

SSU agreed (see Appendix 2)
 Retrospective audit of compliance with internal

professional standards for 56 patients
completed.

 Divisional guidelines for board rounds and
ward rounds agreed (see Appendix 3 and 4)

 Utilise RealTime to monitor and
review compliance with internal
professional standards and
implement manual data collection
process in the interim.

 Agree internal professional
standards with partner organisations

 Establish an integrated pathway for
elderly frail patients

 Appoint Associate Director of
Operations for Medicine &
Emergency Services

 Continue with consultant recruitment
for Acute Medicine

 Implement twice-daily ward rounds
and weekend board rounds on the
speciality wards

Escalation

 Site Capacity Management Plan written and
approved by TEC

 Ceased routine practice of using DSU for
inpatient escalation

 Ceased practice of using the Admissions
Lounge for inpatient escalation

 College of Emergency Medicine guidance
relating to full capacity protocols implemented

A&E

 21 Emergency ambulatory care pathways
implemented

 Number of A&E consultants in post increased
by 3

 CDU established
 Process for daily breach analysis with

feedback to relevant clinical teams established
 Full capacity protocol agreed and implemented
 Established new Head of Emergency Care

post
 Internal professional standards for A&E

agreed (See Appendix 2)

 Implement RealTime in A&E
 Continue with consultant recruitment

for A&E
 Ensure staff are trained in Rapid

Assessment and Triage (RAT) and
See and Treat practices.

 Establish an Ambulatory Care Unit

Surgery &
Orthopaedics

 "Right-sized" number of Orthopaedic beds
 Pilot of emergency general surgeon completed
 Enhanced Recovery Programme implemented

 Redesign of emergency surgical
pathways

 Redesign of SAU

Discharge
planning

 MAU hub established
 RealTime software implemented on adult

inpatient wards
 08:00 board rounds introduced
 Size of the Discharge Team increased by 3

WTE
 Discharge Coordinator cover at weekends

established
 Innovation funding used to establish a

Rehabilitation Coordinator post

 Complete migration of IPL to

RealTime (for inpatients)

 Establish multi-agency discharge

"task force"

 Complete roll out of “Ready to Go”

to all adult wards
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 Twice weekly "Ready to Go" meeting

established to review long stay patients

Figure 13

5 CONCLUSION

The Trust met all of the performance targets associated with the Monitor Compliance
Framework in February, with the exception of the four hour standard for waiting times in
A&E. This, combined with poor performance in early March, places delivery for quarter 4 at
significant risk.

6 ACTION REQUIRED

The Trust Board is asked to note the significant risk of failure to meet the 4 hour standard for
waiting times in A&E in quarter 4 and the regulatory impact this may have.
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APPENDIX
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APPENDIX 1: KING’S FUND REPORT – A REVIEW OF URGENT AND EMERGENCY CARE FOR NHS SOUTH OF ENGLAND

GAP ANALYSIS OF RECOMMENDATIONS FOR ACUTE TRUSTS

Recommendation ASPH position
1. Ambulatory Emergency Care
Ambulatory care services should be provided as an unscheduled
service with closer working between the emergency department and
acute physicians. Roll out at least two emergency conditions to the
service each year.

ON-GOING
21 pathways in place. Consultant A&E lead identified and link with
acute physicians established.
Currently investigating potential to create a dedicated emergency
ambulatory care area in A&E.

Ensure senior clinical decision makers are available to decide on the
need for admission.

COMPLETE
08:00-21:00: Consultant Physician and Consultant Surgeon available
on site.
21:00-08:00: Registrar available on site, consultant advice available
over the telephone.

Ensure ambulatory care is available for all patients who meet the
criteria.

ON-GOING
21 pathways in place and compliance is monitored on an on-going
basis.

Ensure access to timely investigations to support clinical decision
making.

ON-GOING
Agreement for timely provision of diagnostics mirrors existing
arrangements for A&E. Currently reviewing whether there is a
requirement to amend this.

2. The Emergency Department
Implement Rapid Assessment and Treatment for “majors” patients. ON-GOING

Implemented in part. New clinical lead to review current
arrangements and update A&E action plan accordingly.

Implement See and Treat for patients with minor injuries and illnesses. ON-GOING
Implemented in part. New clinical lead to review current
arrangements and update A&E action plan accordingly.

Reduce or eliminate triage. COMPLETE
Hybrid of Manchester triage in place.

Adopt the College of Emergency Medicine guidance around full
capacity protocols to prevent emergency department overcrowding.

COMPLETE
Protocol implemented December 2012.

Use appropriately trained nurses to admit patients in liaison with PARTIALLY COMPLETE
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specialities. Nurse navigator role in place for GP referrals.
Specialist nurses undertake this role for Stroke and Trauma.
Newly appointed A&E Clinical Service Manager to review whether
further roll out is required.

Review the layout and physical capacity of the emergency
department.

COMPLETE

Review services provided in the emergency department to ensure that
inappropriate services (such as review and follow up services) are
removed to free up clinical time.

ON-GOING
Some review clinics still take place in A&E. The future requirement for
this will be reviewed as part of ambulatory care project.

Have a clinical staffing strategy to ensure the provision of the required
competencies on an hour by hour basis.

ON-GOING
Plan under development.
The key challenge is to recruit to all middle and consultant grade
posts.

Create separate streams for minors and majors, with dedicated staff,
processes and coordination. Create processes to ensure that the
majors stream is not halted by a full resuscitation room.

COMPLETE

The emergency department should avoid acting as the default arrival
point for referrals that do not require resuscitation or stabilisation (e.g.
most GP or clinic referred patients) – these patients should bypass the
emergency department and go directly to acute medical units or
specialist beds.

COMPLETE
GP referrals present directly to MAU / SAU / PAU (capacity
permitting).
Clinic referrals admitted directly to appropriate speciality ward.

Ensure senior decision makers in high volume specialities are
available to attend the emergency department within 30 minutes of
referral.

COMPLETE

Ensure the emergency department has direct admission rights using
agreed protocols.

PARTIALLY COMPLETE
Discussions on-going to agree internal professional standards
between A&E and MAU.
A&E consultants have exclusive admitting rights to CDU.

Provide short stay capacity for patients with an anticipated length of
stay of up to two midnights.

COMPLETE
Medical Short Stay Unit opened October 2012.
Surgical Assessment Unit in place and patient pathway currently
under review.

Further streams should be to specialist beds, beds for patients with
complex discharge needs and catastrophic illness.

COMPLETE

Ambulatory emergency care should be provided where appropriate. ON-GOING (see above)
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3. Acute Assessment Unit (AMU)
When undertaking clinical duties on AMU the consultant should be
free from any other speciality, ward or management commitments.

COMPLETE

Individual consultant duties on the AMU should be for two or more
consecutive days; any variation must be specifically designed to
optimise continuity of care on the AMU.

COMPLETE

Appropriate diagnostic and support services should be provided seven
days per week.

COMPLETE

During the period of consultant presence on AMU all newly admitted
patients should be seen within six to eight hours, with the provision for
immediate review as required according to illness severity.

COMPLETE

A newly admitted patient must be seen by a consultant within 14 hours
of arrival on AMU.

COMPLETE

All patients in the AMU should be reviewed twice each day by the
AMU consultant or appropriate speciality team.

PARTIALLY COMPLETE
This is dependent on the time of day that the patient is transferred to
MAU and whether they received a speciality review whilst in A&E.

Consultant presence on the AMU should start no later than 8am. COMPLETE

Duration of an individual consultant’s presence on the AMU should
usually be between eight and twelve hours.

COMPLETE

Extended evening working until 10pm should be considered,
depending on local patterns of patient referral and arrival.

COMPLETE
Consultant presence currently in place to 21:00 as agreed during the
consultation process for the implementation of the new pathway for
emergency medical care in September 2012.

Utilisation should stay below 85-90% at all times so that the AMU has
capacity to care for the anticipated number of arrivals by hour.

OUTSTANDING
Bed occupancy on the Medical Assessment Unit runs consistently
close to 100% due to pressures with capacity and flow in other areas
of the hospital.

Consultant led ward rounds to avoid batching patients to be seen on
“set piece” ward rounds.

ON-GOING
Ward and board round guidelines agreed by Consultant Physicians.
Guidelines under review by Consultant Surgeons.
In place for Paediatrics.

Clear systems for patients requiring specialist care, so they can be
cared for in the most appropriate setting as quickly as possible.

COMPLETE
Speciality in-reach in place for MAU.

A targeted discharge standard of all patients to be discharged by 1pm, ON-GOING
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to be reviewed at 8am board round (anything beyond that would be
regarded as a breach and attract the same root cause analysis as an
emergency department breach).

The “Ready to Go” project will support improvement in this area.
Root cause of analysis for discharge after 13:00 not currently in place.

Standardised clerking documentation. COMPLETE
Implemented as part of the roll out of the new medical pathway for
emergency care in October 2012.

“Home for lunch” schemes, whereby the hospital gives patients written
commitment to get them home for lunch on their day of discharge, and
therefore plan to move the patient from their bed to the discharge
lounge early in the day; family members and carers are also alerted.

ON-GOING
The “Ready to Go” project will support improvement in this area.

Regular patient experience monitoring supported by performance
information.

ON-GOING
Plan under development for implementation in April 2013.

4. Speciality wards
Ensure that a consultant sees all patients, and their care plans are
confirmed, within two to three hours of admission to the ward (or a
maximum of twelve hours if admitted out of hours) and sooner if the
patient’s clinical need requires it.

PARTIALLY COMPLETE
Daily senior-led board rounds in place on weekdays. Arrangements
for weekends are currently under review and any further changes will
be subject to job planning.

Twice daily one-stop board-ward rounds should be standard. Develop
“one stop ward rounds” where tasks such as completing TTOs are
completed before the round moves on to the next patient.

PARTIALLY COMPLETE
Daily 08:00 senior-led board rounds are in place.
Agreed ward round guidelines include “one stop” approach.

Ward Managers need to be supernumerary to coordinate and drive
care.

PARTIALLY COMPLETE
Supernumerary for 2 days per week following implementation of new
rota pattern in July 2012.

Schedule main ward rounds for the mornings and see potential
discharges first.

COMPLETE

5. Discharge planning
Every patient having a consultant-led expected date of discharge
(EDD) completed within 12 hours of admission.

ON-GOING
RealTime system in place to support this. Technical functionality to
monitor compliance is still outstanding but included in next phase of
development (to be rolled out during the summer of 2013).

Care plans must include an EDD and criteria for discharge. Empower
the multi-disciplinary team to discharge when criteria are met, rather
than waiting for senior medical confirmation.

COMPLETE

There should be daily, early morning board rounds by a senior clinical
decision maker to ensure the care plan is on track.

COMPLETE
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Schedule short board rounds for the mornings, and see potential
discharges first.

COMPLETE
Agreed guidance is to see sickest patients first, followed by potential
discharges.

Clinical criteria for discharge recorded in each patient’s notes. COMPLETE
Any non-clinical change to the EDD should be captured separately
and reviewed.

PARTIALLY COMPLETE
Changes to EDD are recorded in RealTime. Technical functionality to
monitor compliance is still outstanding.

Identify patients at risk of prolonged stay at an early stage using
simple tools like the Blaylock assessment.

OUTSTANDING
Use of Blaylock assessment is not in place.

Manage planning for frail elderly people assertively to avoid in-hospital
decompensation with associated prolonged stays.

OUTSTANDING
Identified as a key project for delivery in 2013/14 in the Trust’s
business plan.

Ensure services required for discharge are accessible at weekends. COMPLETE
Consultant presence strengthened at weekends.
RealTime out of hours list highlights potential patients for discharge.
Support from social services available at weekends.

Co-locate Social Services staff with the discharge planning team in the
hospital.

COMPLETE

Simplify the documentation and forms surrounding patient transfers. PARTIALLY COMPLETE
Work is on-going to standardise therapy assessments across partner
organisations and to simplify documentation for transfer to
rehabilitation.

6. System capacity and demand management
Use a tool to predict the number of admissions – if anticipated
admissions exceed expected bed availability escalate early.

COMPLETE

Each speciality and supporting department should plan to match
capacity to demand. Staffing rotas should be designed to match
demand profiles.

PARTIALLY COMPLETE
Current arrangements to be reviewed as part of 7 Day Working
project.



APPENDIX 2: Internal Professional Standards

The aim is to have aspirational Internal Professional Standards for all clinical specialties
across the Emergency Pathway for Medical Patients

Emergency Department

Minors
See & Treat : Max 10 mins/patient x 2 clinicians (nurse/middle
grades)

When high numbers attending and demand >capacity revert to
triage - process to include initiation of diagnostics : 2 -
10mins/patient

Majors
Rapid Assessment Team (RAT) for majors - Designated Band 7

nurses
and consultant/ middle grade identified on each shift 11am-7pm

All patients RAT ‘d <30 Minutes

Ambulance pts
All patients received in Pitstop 7am - 1am.

Clinical handover and initial assessment by ED nurse <15 mins
from arrival

All pts
‘Door to Doctor’ time (Initial assessment) < 30mins

A senior clinical decision maker sees all patients, and care plans
are confirmed, within 2-3 hours

Referrals to
specialties Standard referral proforma to capture essential clinical and

demographic details

Patient to be reviewed by a specialty senior clinical decision maker
< 30 minutes after referral

DTA Bed allocated by CSNP < 30mins of request

Board Rounds
Consultant of the Day / Shift Nurse Co-ordinator @ 08.00 12.00,
16.00, 20.00

Increase frequency to 2 hourly when in ‘Black’ escalation status



Medical Assessment Unit

All new pts
‘Door to Doctor’ (senior clinical decision maker) time
- Initial assessment < 30mins

Rolling ward round, with Consultant review and clear plan
documented on the clerking proforma of all admissions within 2.5
hours of admission (9am – 9pm)

Out of hours, review by ST3+ < 1 hour of admission and PTWR by
consultant following morning

Specialty In-reach
Every am (Mon – Fri) review all specialty patients admitted

overnight
(identified on IPL)

To review those patients remaining on MAU (previously post-taked)
that

have been allocated to the specialty

If patients have not been reviewed by midday, ward manager to
escalate to Service Manager

Board Round
MAU consultant to lead a Board Round at the end of PTWR with
MAU ward manager to ensure all non –PTWR patients are
allocated to ward / specialty for on-going clinical management, if
not already under the care of the in-reach specialty team



Medical Short Stay Unit

8am
Juniors / SpR/ medical support worker (prompt start)

Check results / tasks from previous day completed

Ensure TTO’s written for patients identified the previous day as
?Home

Nursing / Therapist Board round, agree actions to achieve EDD /
patients for discharge today

8.30am
Consultant ward rounds (prompt start) – Consultant on Day 2 to

review
same half of ward

1 senior nurse and 2 junior doctors accompanies each Consultant

Review new/sick patients first then those ?Home from 8am Board
round

No batching of TTOs – prepare ‘as you review’ and on completion
of the bay, TTOs to pharmacist, appropriate patients to wait in
Discharge Lounge

12.00
Ward rounds completed and Joint Board Round by 2 teams by

13.00

13.30
All day MSSU Consultant on ward for ‘Hot Clinic’ & advice to

juniors

MSSU clinical reviews

Monday – Friday , every patient to be fully reviewed by a Consultant
At weekends, Consultant to review new & sick patients first then those ?Home,
identified by the nurse in charge, followed by a short review of all remaining ward
patients

Dr Murray/Dr Wilkinson/E Barker
26th Feb 2013.



APPENDIX 3: Board Rounds

Standard Format and Internal Professional Standards

Ashford & St Peter’s Hospitals NHS Foundation Trust

January 2013

Introduction

The need to review patients who are being investigated and treated in hospital has
traditionally been led twice during the working week by a consultant and the team
and on the other days by one of the junior doctors
(http://www.rcplondon.ac.uk/resources/ward-rounds-medicine-principles-best-
practice). The importance of effective ward rounds has recently been emphasised
by a joint paper produced by the Royal College of Physicians of London and the
Royal College of Nursing. However the traditional approach means that each patient
receives a senior review only 2 out of 7 days during the week and this is often
conducted just with the medical team with or without a member of the nursing staff.
As the rounds can last for several hours it would be inappropriate for other members
of the multi-disciplinary team to take part in them as this would severely curtail their
ability to interact with and treat patients.

Board Rounds

Board rounds have therefore been developed to provide a rapid, daily, multi-
disciplinary review of each patient at the start of the working day.

Some of the key tasks that Board Rounds can perform are described below:-

--------------------------------------------------------------------------

Ward rounds in medicine Principles for best practice. A joint publication of
the Royal College of Physicians and Royal College of Nursing October 2012

Board rounds
Medical staff are now increasingly using ‘board rounds’, usually held next to an ‘at-a-
glance’ white board, away from the bedside. Board rounds provide an opportunity for
multidisciplinary teams not only to prioritise bedside reviews, but also to deal with
non-medical issues, such as discharge planning, in a timely fashion. These rounds
can also provide a chance for the team to rapidly review any outstanding medical or
nursing issues, eg communications between the nursing staff and the relatives, input
from other healthcare professionals. Board rounds conducted at the end of the ward
round can provide an opportunity for the team to summarise all issues relating to
patients’ care, identify and prioritise tasks, and delegate responsibilities
appropriately. The arrangement of board rounds should address the specific needs
of the patient, maximise the effectiveness of time spent by the bedside and minimise
any disruption to the process of daily patient reviews.



Recommendations for board rounds
> Board rounds should be used to facilitate multidisciplinary input and prioritise
bedside reviews.
> Consultant-led afternoon board rounds can help facilitate planning for next-day
discharge.
> Board rounds should not replace face-to-face clinical reviews with patients.

------------------------------------------------------------------------------

NHS Emergency Care Intensive Support Team (ECIST), 2011

Effective Approaches in Urgent and Emergency Care

Priorities within Acute Hospitals

There should be a daily board round by a senior medical decision maker
(normally a consultant) to ensure that the care plan is on track.

A ‘board round’ is a rapid review of progress against the care plan, typically involving
the consultant, his medical team, the ward manager and therapists (and sometimes
a social worker). It is usually held by a wards ‘at a glance’ white board. The aim is to
ensure that momentum is maintained and deteriorations identified and managed
promptly.

Standards for Board Rounds on Medical Wards at ASPH

1. There will be an 0800 or 0830 Board Round on each medical ward at ASPH
2. This will be led by either the senior nurse on the ward or a senior doctor

(preferably a consultant but if this is impossible an SpR)
3. The members of the Board Round will consist of:

Senior doctor – either a consultant or an SpR from each team
Junior doctor – a representative junior doctor from each team. It is
unnecessary for all junior doctors to attend the Board Round as if they do they
will need to leave work at 1600 to achieve their hours.
Senior nurse – the most senior nurse on the ward
Therapists – representatives of the therapy team including both
physiotherapists and occupational therapists
Social worker
Discharge co-ordinator

4. The Board Round will take place next to the white board or RealTime board



5. Every patient will be discussed and on each patient a decision will be made
as to what is being done on that day to provide the next step in care or
discharge planning and who is responsible for that. This will be documented.

6. The Board Round will identify:

- The patients who are clinically causing concern who will be seen first on
the round

- The patients who are due to go home that morning who will be seen next
with immediate completion of TTOs if not done already and discharge
letter. Time of discharge will be before midday.

- New patients who will be seen third followed by the other patients.

7. Other matters defined on the Board Round will be:

- Tests and referrals which have not taken place within the previous 24
hours and which were identified on the previous day’s round. A decision
will be made who will resolve and is responsible for these.

- EDD will be updated

8. The duration of the Board Round will be brief and it is not intended that there
should be a detailed discussion about each patient. For a ward of around 30
patients it should take less than 30 minutes.

9. Board rounds are meetings where professionals should feel able to challenge
decisions in a constructive manner.

Internal Professional Standards which will be audited

1. Start time
2. Attendees at Board Round
3. Update of EDD on each patient
4. Each patient reviewed
5. Clear next step for each patient and who is responsible for this with

documentation.

Peter Wilkinson
20 January 2013



APPENDIX 4: Ward Rounds in Medicine

Suggested format and internal professional standards

Introduction

Regular ward rounds conducted by experienced medical and other members of the multi-
disciplinary team are of crucial importance in providing patients in hospital with high quality
care and ensuring they are discharged in a stable medical condition with appropriate social
support when needed. The ward round has hardly changed in format over many years but
the increasingly ability of medical care to provide life prolonging treatment coupled with an
ageing population and pressure to discharge patients rapidly has changed the environment
of hospital practice. We now recognise that hospital is a place where elderly patients in
particular get weaker, more confused if they have dementia, and are at risk of developing
infections or falling leading to a fracture.

A recent document by the RCP and RCN has emphasised the central importance of the ward
round and has created some standards around its composition and performance.

------------------------------------------------------------------------------------

http://www.rcplondon.ac.uk/press-releases/make-ward-rounds-cornerstone-care-say-rcp-
and-rcn

The recommendations include:
 Preparation for the ward round should include a pre-round briefing.
 Consultant-led ward rounds should be conducted in the morning to facilitate timely

completion of tasks during the working day.
 A nurse should be present at every bedside as part of the ward round.
 Patients, carers and relatives should be provided with a ‘summary sheet’ clearly

presenting information discussed in the ward round.
 Patients with dementia and learning disabilities should be supported as far as

possible to make decisions about their care.
 Patients’ records should be kept centrally to promote effective communication and

team working.
 Ward-round teams should utilise locally adapted checklists to reduce omissions,

improve patient safety and strengthen multidisciplinary communication.
-------------------------------------------------------------------------------------

Three other areas of ward round performance are on the agenda. The first is the frequency
of consultant ward rounds during the week. An article in the College journal (Clinical
Medicine) about a year ago from Liverpool described how twice daily ward rounds reduced
the length of stay in a general medical ward by half. Should we be moving towards
increasing frequency of consultant ward rounds? What impact would this have on other
commitments?



The second area is how to cover the weekends. If a consultant performs a ward round on a
Thursday and a patient is admitted under their care on the Thursday evening that consultant
may not see the patient until Monday, a gap of 4 days unless they are on our short stay
ward. Is this clinically acceptable? If not how can we tackle this?

Lastly when consultants are away on holiday it is normally left to junior members of the
team to review the patients for periods of up to 2 weeks. Is this clinically acceptable? What
are the options to improve this?

Suggested standards for ward rounds in medicine at ASPH:

Timing

 Ward rounds must be conducted in the mornings.

 They should normally follow the board rounds. A board round at the end of the
ward round is an alternative as the multi-disciplinary team will have fresh
information about each patient.

 Ward rounds should be completed within a session

Composition

 Ward rounds should be led by a senior decision maker (SCD – consultant or SpR).

 A consultant should perform a ward round at least twice a week on every ward

 The consultant ward round should preferably be conducted with 2 other members of
the medical staff so that work can be carried out during the round and teaching can
take place

 A nurse should accompany the round. If this is impossible due to staff shortages the
senior doctor on the round should relay the decisions on the round to the senior
nurse and other members of the team.

Format of the round

 Patients should be seen in the following order:
- Sickest
- Patients whose discharge that day needs to be confirmed or are likely to

be able to go home if reviewed
- New patients on the ward
- All other patients

 Work undertaken during the round
- As well as the clinical review of the patient, time should be taken during

the round to order and review tests, write TTOs, phone relatives and
contact other teams to allow the timely management and discharge of
patients

- Ordering tests and TTOs should not be left to the end of the round



- To enable junior doctors to gain as much clinical experience during the
round it would be appropriate to allow one to present and discuss a
patient whilst the other orders tests and writes up TTOs, etc. in rotation.

- Work stations on wheels should facilitate this work

Review of patients outside consultant ward rounds during the week.

If a consultant performs a ward round on Monday and a new patient is admitted
under their care on Monday evening it could take until Thursday or even Friday
before there is another consultant review. In order to provide patients with a senior
review under the care of a new team it is suggested that:

 On days when the consultant is not doing a formal ward round the consultant doing
the board round reviews any patients who are causing concern clinically and then
sees any new patients who have been admitted under their care in the last 24 hours.

 This review should confirm the findings of the on call consultant and should include
the completion of the post-take proforma if this has not already taken place.

Peter Wilkinson
Divisional Director
27 February 2013



Monitor Compliance Framework - Governance Indicators Financial Risk Ratings as at January 2013

Surgery 94% 94% 98.0% 97.1% 100.0% 100.0% 98.6%
anti-cancer drug treatments 98% 98% 100% 100.0% 100.0% 100.0% 100%

urgent GP referral 85% 85% 90.5% 91.4% 94.2% 87.8% 91.1%
NHS Cancer Screening Service 90% 90% 100.0% 95.8% 100.0% 100.0% 98.1%

93% 95.6% 98.0% 98.0% 97.5% 97.2%
symptomatic breast patients 93% 93% 95.2% 97.1% 97.5% 97.4% 96.7%

0.5 Quarterly No Yes No No No

4.0 Quarterly No No No No No

Monitor

Discretion
Quarterly No Yes No No No

Monitor

Discretion
Quarterly No No No No No

4.0 Quarterly No No No No No

Monitor

Discretion
Quarterly No No No No No

Monitor

Discretion
Quarterly No No No No No

2.0 Quarterly No No No No No

2.0 Quarterly No No No No No

Monitor

Discretion
Quarterly No No No No No

Monitor

Discretion
Quarterly No Yes Yes Yes No

Monitor

Discretion
Quarterly No Yes No No No

Indicative Governance risk rating A/G G G G

Weighted Average Rating 2.8 4.1 4.0 4.0 3.8 3.3

Overall Rating 3 100 4 4 4 4 3

Moderate CQC concerns or impacts regarding the safety of healthcare provision (as at 31st

Mar 2013)

CQC enforcement notice currently in effect (as at 31st Mar 2013)

Minor CQC concerns or impacts regarding the safety of healthcare provision (as at 31st

Mar 2013)

Patient Experience: Threshold

Failure to comply with requirements regarding access to healthcare for people with a

learning disability

Referral to treatment waiting times - non admitted 95%

Referral to treatment waiting times - admitted 90%

Q2

100.0%

Weighting Q2

97.16%

Monitoring

Period
12/13 Plan Q1 Q4

97.91%

92.23%

97.49% 97.82%

Referral to treatment waiting times - Incomplete pathways 92% 1.0 Quarterly 92% 98.11%

4

The Financial Risk Ratings table shows the Monitor FRR at the quarter end period calculated in accordance to the

Monitor guidance. For the individual ratings, the RAG is: 3,4,5 = Green and 1&2 = Red.

The Financial Risk Rating Sensitivity Matrix is also included which shows the headroom against those individual

ratings. This illustrates the movement before a change in rating score would be triggered.

Q1
0

9

/
Q3

Monitoring

Period
12/13 PlanGovernance:

Has the Trust has been inspected by CQC (in the quarter ending 31st Mar 2013)

Yr End

3

4

4

3

43 20% Annual 5

0

9

/
Q4

5

Trust unable to declare ongoing compliance with minimum standards of CQC registration

Unable to maintain, or certify, a minimum published CNST level of 1.0 or have in place

appropriate alternative arrangements

Weighting

Major CQC concerns or impacts regarding the safety of healthcare provision (as at 31st

Mar 2013)

Notes:

Monitor Compliance Framework produced monthly, where the reporting month is not a quarterly submission date,

performance will be for the quarter to date.

4. Financial Efficiency - I&E Margin 2 20%

2. Achievement of Plan - EBITDA achieved

CQC compliance action outstanding (as at 31st Mar 2013)

CQC enforcement action within last 12 months (up to 31st Mar 2013)

If so, did the CQC inspection find non compliance with 1 or more essential standards

Risk of, or actual, failure to deliver mandatory services

<-2%

5 25% 60 15 10 <10

4

3. Financial Efficiency - Net Return after Financing

Governance Ratings

2 10% 85%

5. Liquidity - Liquidity Ratio*

2.9%

3 25% Annual

25

MRSA has a threshold of 1 in Q1 and then 0 for the remaining quarters and remains green for Q1 and Q2. However

the Monitor de Minimis allows 6 before regulatory action.
20% 3% 1%

3 20% 3% -0.5%

-2%

1

100% 70% 50%

25% 11%

-5%

2%

<-5%

<1%

5 34

9%

<50%

5% 1%

2%

30.6

1

Financial Risk Rating Sensitivity Matrix

4

Weighting 2

4 44

4Annual 2.1%

3

5

3

4 4

4

5

4

3

Q4Q2

3 10% Annual 94.5% 4

3

0

9

/
Q3

0

9

/

Yr End

Forecast

1. Underlying Performance - EBITDA Margin (%) 3 25% Annual 7.6% 3

Financial Risk Score 11/12 Scores Weighting
Monitoring

Period

Current

Score

93.15%

1.0 Quarterly 95%

1.0

Q1

98.25% 97.68%

98.61% 99.53%

97.63%

94.75%94.14% 93.92%90%

Q2

95.85%

0

9

/
Q3

0

9

/
YTD

95% 95.60%95.62% 92.60%97.09%
A&E (maximum wait time of 4 hours from

arrival to admission/ transfer/ discharge)
95% 1.0 Quarterly

all urgent referrals (cancer suspected) 93%Cancer: 2 week wait from referral to date

first seen

97.1% 99.2%

0.5 Quarterly

All Cancers: 31 day wait from diagnosis to

first treatment
96% 0.5 Quarterly 96% 99.0%

All Cancers: 62 day wait for first treatment

from urgent GP referral to treatment
1.0 Quarterly

All Cancers: 31 day wait for second or

subsequent treatment (surgery)
Quarterly

1 0 2

Q3 Q4 YTD

2 2 13

MRSA - meeting the MRSA objective 1 1.0 Quarterly 1 1 0

Clostridium Difficile - meeting the

Clostorium Difficile objective
20 1.0 Quarterly 15

Q3
0

9

/
Q4 YTDQ1

6

0

9

/
Q2

3

Safety:
12/13

Threshold
Weighting

Monitoring

Period

12/13 YTD

Plan

Quality: Threshold Weighting
Monitoring

Period
12/13 Plan Q1

1.0

0

9

/

0

9

/

99.6%

Quarterly

Version 1 Draft

Aasiya Moreea - Head of Information Services

Heather Caudle - Associate Director of Quality

Desiree Irving-Brown - Assistant Director, Financial Management



Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb YTD

12/13

12/13

Plan

Var Trend

Anti Cancer Drug Treatments 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 98% 2.0%

Surgery 100% 95.7% 100% 100% 90% 100% 100% 100% 100% 100% 100% 98.6% 94% 4.6%

From Consultant Screening Service Referral 100% 100% 100% 100% 89% 100% 100% 100% 100% 100% 100% 98.1% 90% 8.1%

Urgent GP Referral To Treatment 85.1% 92.6% 92.8% 92.1% 91.5% 90.7% 92.2% 92.5% 92.5% 87.4% 88.0% 91.1% 85% 6.1%

31-Day Wait For First Treatment All Cancers 97.5% 100.0% 100.0% 100% 100% 100% 100% 100% 98% 98% 96% 99.2% 96% 3.2%

All Cancers 95.5% 96.0% 95.2% 98.2% 98.0% 98.0% 97.6% 97.8% 98.7% 96.3% 98.6% 97.2% 93% 4.2%

For symptomatic breast patients 96.1% 97.6% 93.0% 98.1% 95.8% 96.8% 99.0% 97.7% 96.1% 97.5% 97.3% 96.7% 93% 3.7%

94.62% 95.10% 94.56% 95.35% 94.70% 94.11% 93.46% 92.83% 93.17% 92.97% 91.49% 93.92% 90.00% 3.9%

97.87% 98.05% 97.46% 98.14% 98.50% 98.32% 97.63% 97.39% 98.12% 97.49% 97.95% 97.82% 95.00% 2.8%

98.11% 98.61% 97.96% 99.04% 98.58% 98.27% 97.39% 97.49% 97.48% 97.06% 97.25% 97.91% 92.00% 5.9%

93.1% 96.8% 96.9% 98.5% 96.5% 96.2% 96.6% 95.0% 95.9% 93.3% 92.0% 95.6% >95% 0.6%

89.8% 95.3% 95.4% 97.8% 94.9% 94.6% 95.1% 92.8% 93.9% 90.4% 88.6% 93.6% >95% -1.4%

00:07 00:07 00:41 00:39 00:55 00:14 00:13 00:14 00:13 00:11 00:53 - < 15 min -

00:42 00:48 00:53 00:48 00:55 00:59 00:54 00:59 00:57 00:57 00:56 - < 60 min -

2.9% 2.0% 5.5% 5.3% 5.0% 4.8% 4.7% 4.5% 4.7% 4.6% 5.9% - 1% - 5% -

0.9% 0.9% 0.9% 0.9% 1.1% 1.1% 0.8% 0.5% 0.8% 0.7% 0.8% - < 5% -

3 3 0 1 2 0 1 0 1 0 2 13 20 -35%

1 0 0 0 0 0 1 0 0 0 0 2 1 100%

79.7% 81.6% 80.6% 79.5% 80.5% 81.9% 82.5% 80.0% - 80.8% 90.0% -9.2%

Inpatients 12.30% 21.00% 12.3% >15%

A&E 0.90% 0.9% >15%

0 0 0 0 0 0 0 2 0 0 0 2 0 0

90.9% 90.1% 90.3% 91.3% 91.4% 91.1% 94.2% 93.7% 93.1% 95.5% 93.02% 92.25% 95.0% -2.75%

86.11% 89.74% 84.91% 90.70% 80.00% 81.40% 75.68% 83.78% 84.85% 77.14% 71.43% 82.60% 80.00% 2.60%

92.2% 90.4% 91.0% 92.3% 92.7% 89.3% 90.20% 93.20% 91.30% 90.00% 90.40% 80.3% 80.0% 0.3%

10.1% 8.9% 3.8% 5.7% 8.2% 5.4% 5.6% 7.8% 8.10% 7.90% 5.50% 7.3% 8.2% -0.9%

84.2% 82.1% 85.5% 85.1% 84.5% 83.8% 85.8% 82.3% 86.70% 84.80% 86.00% 84.6% 80.7% 3.9%

559 555 559 548 537 542 548 543 543 553 553 543 - -

2.8 3.0 2.8 3.1 2.7 3.4 2.7 2.9 3.1 2.5 2.9 2.9 2.95 -0.05

5.8 5.0 4.6 4.9 5.0 4.6 5.0 5.0 4.7 5.1 5.2 5.0 4.80 0.20

81.2% 79.6% 79.5% 80.8% 80.3% 81.6% 81.3% 80.9% 82.8% 84.2% 83.0% 80.9% 84.0% -4.0

3.2% 2.7% 2.2% 2.1% 2.7% 3.5% 2.3% 2.9% 2.1% 2.4% 2.5% 2.6% 3.5% -4.8

7,698 8,875 7,447 8,409 7,664 7,054 8,232 7,403 5,987 7,541 6,862 83,172 - -

4,680 5,580 4,885 5,260 5,124 5,000 6,003 5,224 4,289 5,344 4,470 55,859 - -

26,890 33,805 27,240 30,655 29,272 27,145 32,952 32,050 25,030 30,968 27,073 323,080 355,916 -9.2%

2,742 3,130 2,670 3,033 2,774 2,736 3,075 2,995 2,464 2,884 2,838 31,341 34,417 -8.9%

3044 3,377 3,389 3,442 3,381 3,292 3,416 3,270 3,369 3,502 3,057 37,129 37,644 -1.4%

7,557 8,302 8,035 8,004 7,575 7,573 7,391 7,797 8,000 7,753 7,200 85,187 91,243 -6.6%

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb YTD

12/13

12/13

Plan

Var Trend

84.5% 82.9% 84.6% 85.9% 85.6% 84.4% 81.6% 84.4% 84.2% 83.7% 81.9% 84.2% 85.0% -0.8%

7.7% 5.7% 6.8% 7.4% 5.6% 5.3% 7.5% 6.2% 7.3% 7.0% 4.8% 6.5% 10.0% -3.5%

* Unvalidated data

Inpatients Admitted before day of Operation

Avg. Length of Stay - Emergency (Acute)

Daycase Rate

Delayed Transfers of Care – Acute & MH

GP Written Referrals to Hospital

Other Referrals For a First Outpatient Appointment

BADS Procedures

All Outpatient Attendances

Elective Spells

Non-elective (inc maternity & transfers)

A&E Attendances

Old Better Care Better Value (not transferred to Operating Framework)

Acute Bed Capacity

Avg. Length of Stay - Elective (Acute)

MRSA Bacteraemia (hospital acquired)

Patient Experience Survey

Breach of Same Sex Accommodation

Stroke Pts - 90% time on Stroke Unit

Smoking During Pregnancy

Friends and Family Test

Breastfeeding Initiation

Activity

Unplanned reattendance rate

Left without being seen

VTE Risk Assessment *

Maternity 12 weeks (Quarterly)

Quality & Safety
C.Diff (hospital acquired)

Referral to treatment waiting times - Non-admitted

Time to treatment decision (Median)

Time to initial assessment (95th percentile)

Referral to treatment waiting times - Incomplete

Total time in A&E (95%) - Monitor Position

A&E Clinical Quality

Total time in A&E (95%) - Unify & Contract Monitoring Position

Two week wait from referral to date

first seen

Referral to Treatment wait (RTT)
Referral to treatment waiting times - admitted

All cancers: 62-day wait for first

treatment

Cancer indicators and targets

All cancers: 31-day wait for second

or subsequent treatment
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