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Chief Executive Report: Trust Board – January 2019 
 
 
1. Operational Plan and Performance 
 
We continue to meet referral to treatment trajectory targets and we are making good 
progress in some areas, such as the fracture neck of femur pathway for operating within 36 
hours was achieved. 
 
The emergency 4 hour access standard performance was 92.4%, which was above the 90% 
local trajectory but other areas, including the Cancer 62 day standard and the 31 day first 
treatment screening performance require additional focus to bring back on track. 

 
 

2. Shaping Our Future (SOF) Update 
 

2.1 System working continues to strengthen, and has been externally recognised in a 
number of ways: 

 
 Feedback from NHSE following the November 2017 STP stocktake meeting was 

extremely positive, with a recognition that system working is now impacting positively on 
service provision and performance. 
 

 The system winter plan was the only one in the South West RAG rated green by the 
regulators; 

 
 The recent Joint Targeted Area Inspection of Child Sexual Abuse in the Family 

Environment noted that “Overall, the existing partnership arrangements and leadership 
are strong.  Senior leaders have already launched a clear strategic plan and are already 
progressing developments in multi-agency practice in order to improve outcomes for 
children who are at risk or are subject to child sexual abuse in the family” 

 
2.2 Strong system bids for funding have also been successful: 

 
 More than £40m of capital funding has been secured to invest in key hospital and 

healthcare projects, and to allow the progression of our ambitious plans for innovation 
and transformation.  More than £31 million of the funding secured will be used to re-
develop and move the Trust’s Lowen oncology ward and equip and reprovide MRI 
scanning facilities.   This will also pave the way for a new women and children’s unit at 
the hospital in the future.   Furthermore, in the west of the county, £9 million will be spent 
modernising facilities, including improvements to West Cornwall Hospital’s outpatients’ 
department, further reinforcing the strategic importance of West Cornwall Hospital.  
  

 The STP has also secured £4.2m of digital funds over three years to invest in our agreed 
system priorities creating a strong platform on which we can take forward digital 
developments to underpin and enable the transformation of care.  Key priorities for 
investment include the Master Patient Index, a Shared Care Record (a key enabler to the 
integration of care) and digital developments to support the transformation of outpatient 
delivery. 

 
 The NHS Confederation has provided £3k to pump prime the development of a 

community NED network to further support the strengthening of our system governance 
arrangements. 
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2.3 Integrated, place based care continues to be strengthened.   
 

The SoF Health and Care Leadership Forum were delighted to hear from each of the three 
Integrated Care Areas in December. Local clinicians demonstrated the agile and localised 
approach that they are able to adopt to make positive changes to service delivery, tailored to 
local needs, as well as discussing how they need to be supported by key partners in order to 
be able to mature and flourish.   

 
Plans continue to be worked up with local communities for the review of services provided by 
community hospitals in St Ives, Fowey and Saltash and the roll out of the Urgent Treatment 
Centre on the Treliske site is underway. 

 
Work is now well underway on the development of a system health plan for 2019/20, aligned 
with social care.  The plan is being shaped by a common set of strategic objectives to be 
adopted by all key partners.   

 
 

3. Service Improvements and Successes 
 

3.1 Neonatal Unit achieves Stage 2 of Baby Friendly Accreditation 
 
The UNICEF Baby Friendly Initiative aims to ensure all parents and families experience a 
truly holistic approach to the care of their baby.  Stage one involved setting policies and 
guidelines into place to support the overarching BFI standards: Close and loving 
relationships, breastmilk and breastfeeding, and parents as partners in care. Stage two 
builds upon this foundation to ensure that all staff have a thorough understanding of all three 
principles in order to effectively support families and embed the standards within neonatal 
care.  The move to the new unit earlier this year has also been hugely beneficial in 
enhancing this change, through unrestricted access for parents, improved facilities such as 
reclining chairs for skin-to-skin and increased access to breast pumps. The team is now 
setting its sights on achieving the final Stage 3 accreditation. 
 
3.2 Opening of a second Radial Lounge improves experience for cardiac patients 
 
The opening of a second radial lounge, made possible through the Cornish Heart Unit Fund 
(part of the RCHT Charity), is improving care and reducing delays for cardiac patients. 
Providing a comfortable day case facility, patients no longer need to be admitted to an 
inpatient bed which means that even when the hospital is at its busiest, routine procedures 
can still go ahead.  The second lounge effectively doubles capacity, with the ability to treat 
between 4 and 8 patients each day, and will help the team to further reduce waiting times. 
 
3.3 Butterfly Scheme and Rainbow Days help to get it right for end of life patients 
 
After a pilot project on Phoenix ward earlier this year, the Palliative and End of Life Care 
team has launched a toolkit of initiatives that aim to ensure patients and families get 
personalised care and support when nearing the end of life.  It includes discreet stickers and 
‘dignity pegs’ to sensitively inform health professionals a patient is nearing the end of life, 
jute bags for the safe keeping of personal belongings after death, comfort packs for relatives, 
wedding boxes and  funding for ‘Rainbow Days’ to support special end of life wishes.  The 
schemes have been supported by the RCHT Charity, the Friends of RCH and Macmillan 
Cancer Support. 
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3.4 Move to St Michael’s will reduce delays and cancellations for orthopaedic patients 
 
Almost all planned orthopaedic operations are now being carried out RCHT’s centre of 
excellence at St Michael’s Hospital in Hayle. The move means that patients are unlikely to 
be affected by surges in demand for emergency admissions at the Royal Cornwall Hospital, 
particularly during the winter months.  Additional staff have joined the team at St Michael’s 
Hospital and around £800,000 has been invested on refurbishments and the creation of new 
side rooms with ensuite facilities for patients with additional care needs. 

 
 

4. Personnel Changes and Structural Review 
 

The Interview and assessment process for the restructuring of the new Care Groups 
concluded in December.  We continue to work closely with the appointed senior triumvirate 
leadership teams to ensure we fill any vacancies we have remaining in the structure. 
 
 
5. Care Quality Commission (CQC) 
 
The CQC carried out a comprehensive inspection, Use of Resources assessment and Well-
led review at the Trust during September 2018. We received the final inspection reports on 
14 December which confirmed that the Trust has improved from a previous rating of 
‘inadequate’ to ‘requires improvement’. This hugely encouraging feedback and progress 
reflects the efforts of every single colleague, volunteer a supporter of the Trust on our 
journey to making us a better place for care, for colleagues and for our community. 
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Progress being made Continued focus 

Safety Culture:
1. Ward accreditation prototype for Paediatrics completed and ready for pilot, continued progress on ED

and Maternity now in draft. Expected to be piloted in November.

2. Measures to embed the safety check list continue including ongoing spot checks by senior nurses,
competition launched amongst the nursing teams, visit to Bristol planned to identify what they did to
fully embed, continue to praise good practice, for those not compliant direct discussion to establish why.

Safety Culture:
1. Finalise ED, Maternity & Paediatric Ward Accreditation prototypes for testing

2. From 1st November refresh and revise Safety Huddle / Team Review work programme

3. Move to purchase electronic solution for ward accreditation

4. Deep dive for ‘Risk Assessment for Surgery’ to be completed

Maternity:
1. Finalisation of ward accreditation prototype for maternity ready for testing by end of November

2. Go Live for North Cornwall Continuity of Care Pilot on 13th November

Maternity:
1. Progress Deputy Head of Midwifery appointment to support risk management structure

2. Finalise SCORE report and action plan. Work underway in relation to improving the maternity on call rota and training
and support for midwifery support workers

Communication and Engagement:
1. Weekly promotion of Trust improvement through range of channels

2. Quality Improvement Hub launch planned

3. Plans for renewed communication, engagement, culture and leadership transformation programme from
January 2019

Communication and Engagement:
1. Staff engagement events and feedback on actions so that staff believe that ‘Senior Managers act on staff feedback’

2. Continue engagement on Quality Improvement Hub and launch event

3. Communication team resource and capacity so that we have the ability to deliver.

Culture and Leadership:
1. Leadership Exchange programme drafted and being reviewed with Executive Team in order that the right

forum is created.

2. Development sessions planned with the People Partners to develop skills and competencies to deliver
the Organisational Development Plan

3. Wider testing and socialising of the Organisational Development Plan underway with Clinical Directors,
Deputy Directors and Senior Leaders

Culture and Leadership:
1. Test the ImproveWell App sensitivity to measure at care group and specialty levels so that we have informative data to

prioritise the improvements we need to make during November with the People and Organisational Development
Team.

2. Deputy Chief Operating Officer and Associate Director of Organisational Development will draft Terms of Reference for
the Deputies Forum W/B 12.11.18

3. First draft of LEAD Mk3 programme for first 100 to commence 9.11.18.

4. Review of the Leadership and behaviours framework to establish a single, clear message for colleagues.

Strong Governance:
1. IO capacity shortfall continues. SIs without an IO currently stands at 3. None of these have breached their 

due date. Average days delays in reporting incidents on STEIS reduced from 32 to 11 days.

2. Significant Duty of Candour performance improvement continues. 86% achievement in month (13/15). 2 
cases under review are as a result of clinical judgement specific to NoK/patient individual needs. In total 
since April 2018, there are 9 cases outstanding and these are being followed up at Hard Reset and the 
Incident Review and Leaning Group (formerly ESIP). 

3. SI Tracker development complete, supported by SI process map to support efficient delivery of SI RCA 
reports. Tracker utilised at Hard Reset and Incident Review and Learning group

Strong Governance:
1. Newly trained IOs will be partnered with an experienced IO from the Patient Safety team to ensure support through 

the entire process. Administrative support continues to be provided by the Patient Safety team.

2. Continued focus on the development of the Duty of Candour Champions and commissioning of e‐learning package, in 
addition to retrospective review which will be undertaken by the Dir. Of Integrated Governance.

3. Datix Improvement & Development: 16 week programme to improve Datix functionality and architecture, to ensure fit 
for purpose.

Tackling Delay: 
1. SDEC ‐ AEC Network visit on 29/10/18 to assess service, feedback webinar scheduled for 20/11/18

2. 7 day services commenced in Acute Medicine (with exception of Neurology) – this will provide an 
increase in consultant presence on a Saturday and Sunday by approx. 10 hours per weekend

3. Harm reviews – 87% completion as at 07/11/18 (722 harm reviews conducted to date)

Tackling Delay:
1. Harm reviews – need to understand barriers to embed process as business as usual

2. Critical Care – Recruitment campaign underway including interviews for Bands 2, 5 and 6 scheduled and attendance at
recruitment fairs

3. Frailty improvement planning including increased presence at the front door

QI Hub: 
1. New location agreed in principle with Director of Operations, meeting with affected teams planned for

w/c 12/11/18

2. Visit scheduled with R,D&E NHS Trust and provisionally booked with Nissan (TBC)

3. AHSN training dates confirmed for December 2018, January and March 2019

QI Hub:
1. New location agreed in principle with Director of Operations, meeting with affected teams planned for w/c 12/11/18

2. Visit scheduled with R,D&E NHS Trust and provisionally booked with Nissan (TBC)

3. AHSN training dates confirmed for December 2018, January and March 2019

Quality Improvement Programme 
Executive Summary
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Programme Level 1 KPIs
October Data

04

Safety Culture Maternity Strong Governance Tackling Patient Delay Culture & Leadership Engagement & Comms

100% of staff trained in ED 
Safety Checklist

(100%)

No adverse incidents 
related to emergencies in 
the community 

(0)

SI Report submitted within 
72 Hour of declaration

(62.5%)

Average number of speciality
Outliers

(42)

Vacancy rate (All staff)
(11.3%)

% of staff will say that 
“Communication between 
senior managers and staff is 
effective

(35%)

* 95% Patients Overall in 
Majors, Resus & Paediatrics
have a completed ED Safety 
Checklist by December

(77%)

Compliance with 
documentation standards 
(MEOWS)

(94.6%)

All decisions on SI 
classification recorded on 
STEIS within 48hrs

(14%)

Time to decision within 180 
minutes 

(65%)

Retention rate 
(87.8%)

% of staff will be able to name 
3  successful Trust 
Improvement projects.

(57%)

Achieved
100% IP wards inc. maternity 
& ED undergo ward 
accreditation by 30/06/18

(100%)

Compliance with 
documentation standards (All)

(80%)

60 Working Days Final report 
submitted to Commissioners

(23%)

Average length of stay of 
Frailty patients

(5.7 days)

Time to complete grievances
(5 Weeks)

% of staff will say that 
“Senior Managers act on 
staff feedback”

(28%)

Who Surgical Safety 
Checklist Compliance 

(99.18%)

Mandatory Training 
Compliance in Acute Maternity 
Staffing

(95%)

Evidence Duty of Candour 
completed

(69%)

100% of required harm 
reviews completed

(87%)

Sickness rate
(4.33%)

% of staff will say that they 
have been to an engagement 
event  or meeting on Trust 
Improvement programme. 

(27%)

Number dying at place of 
choice 

(52%)
14/27 – 13 Missed Opportunities

Critical Care Flow - Out of 
hours Discharges (adults)

(9)

Critical Care flow - Delayed 
Discharges >24hrs

(9)

RTT 18 weeks 
(82.5%)

RTT Number of 52 week waits 
(96)

Theatre list confirmed by 
operative Surgeon

(67%)

Key:

Positive change

Negative change

RAG Totals:

Red = 14
Amber = 6
Green = 8

Movement since 
last report:

Improved = 7
Worsened =  12
Unchanged =  5
Not updated = 4
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* Engagement & Comms –
Based on August Data: 
- September KPI’s not available 
due to launch in month of 
national NHS Staff Survey
- October KPI’s currently not 
available

* September KPI Data



Proposed Workstream High-level KPIs Actual Trajectory

Ref KPI Target Baseline Mar Apr May Jun Jul Aug Sept Oct Oct Nov

01
No adverse incidents related to emergencies in the 
community

0 0 0 0 1

0% * 
awaiting one
set of notes 

to review

1 0 0 0 0 0

02 Compliance with documentation standards (MEOWS) 95% - 91.42% 96% 99% 96% 96% 96% 97% 94.6% 95% 95%

03 Compliance with documentation standards (All) 85% 67% 78% 82% 92% 83% 91% 91% 85% 80% 85% 85%

04
Mandatory Training Compliance in Acute Maternity 
Staffing

95% 91.00% 92.7% 94% 88.7% 86% 96% 96% 95% 95% 95% 95%

Maternity Level 1 KPIs

Ref Red and Amber KPI SRO Commentary – What actions are being taken to drive improvement

03 Compliance with documentation 
standards (All)

• Compliance drop due to new intake of medical staff : stamps have been ordered for the medical staff

05



Safety Culture Level 1 KPIs

Proposed Workstream High-level KPIs Actual Trajectory

Ref
Parent 
Project

KPI Target Baseline Apr May Jun Jul Aug Sept Oct Oct Nov

01
ED Safety 
Checklist

100% of staff trained in ED Safety Checklist 95% 0% 58% 82% 91% 91% 91% 100% 100% TBC TBC

02
* ED Safety 
Checklist

95% Patients Overall in Majors, Resus & Paediatrics
have a completed ED Safety Checklist by December

95% - - 61% 57% 64% 68% 76% 72% TBC TBC

03
Ward 

Accreditation 
100% in-patient wards (including maternity and ED) 
undergo ward accreditation by (30/06/18)

100% 0% 0% 60% 100% Achieved KPI’ No Longer Require Reporting

04
WHO Safety 

Checklist
Who Surgical Safety Checklist Compliance  100% 98% 99.98% 99.95% 99.86% 99.95% 99.81% 100% 99.18% 100% 100%

05 End of Life Number Dying at place of choice 95% TBC 80.95% 86.11% 55% 56%
54% 
19/35

61%
20/33

52%
14/27

90% 90%

• ED Safety Checklist Sample Size set to 20% of case notes from 4th August 2018

Ref Red and Amber KPI SRO Commentary – What actions are being taken to drive improvement

02
ED Safety Checklist

• Discussed at Senior Management Team meeting in ED including cultural issues. Number of actions identified including spot checks by all ED PSC group members 
several times a day and immediate  feedback,  box in staff room for comments/ feedback/suggestions-only positive responses so far, agreed that care round forms 
can be removed once 85% sustained this has been reiterated at safety briefings; visit to Bristol planned (originators of the form) to see what further initiatives they 
took to ensure the form is embedded, competition between teams with prize to encourage more forms to  be completed, Band 6’s to take on Champion role to drive 
compliance on each shift, individuals who are noted to be completing forms well are being contacted to congratulate, those who are not are contacted to determine 
why this has not been done

05 End Of Life

• 8 patients RIP prior to securing preferred place of care, 4 of these were within the 48 hour timeframe for expected placement.
• Eight patients were allocated an alternative place of care with their consent.
• The delays  are due to capacity and are reflective of the non fast track patients.
• Ongoing issues with forms being declined by CHC, one person in particular identified and escalated to CHC manager who is investigation
• Positive meeting held with CHC 29.10.2018 monthly meetings now established

04 WHO Safety Checklist • Cath Lab identified as having 92% compliance. Working with the lead to determine why and what actions are required.

06
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Workstream: Safety Culture

Updated: 07/11/2018

SRO: Mark Daly

Mortuary:
Completed by Simone Girdham

Current Situation:
PM service started at WCH on 5th Nov.
Refurb of PM room/refresh of storage facilities underway at RCH.

Today: Key Issues:
• This is a high risk project due to the very tight deadlines and

numerous pinch points
• Costs have increased from the original estimate as issues have

come to light (e.g. drainage, ventilation, HSE requirements)

Quality Assurance:
• Currently HTA compliant and all UKAS non-conformities closed

(pre-dates CQC inspection)
• HTA have approved satellite license

Progress to Date:
• RCH/WCH remedial works completed
• Survey of both mortuaries completed and actions prioritiesd

(HTA, HSE, HBN20, HTM)
• Met with external stakeholders and they will continue to be

briefed

Next Steps / Recommendations:
05.11.18 Gutting and refurbishment of PM room at RCH

initiated:
• improved drainage/ventilation
• re-fit and installation of HSE compliant PM tables
• refresh of rest of mortuary facilities.

21.12.18 PM service resumes at RCH

Mortuary:
Completed by Simone Girdham

Current Situation:
Refurb of WCH mortuary underway; in particular replacing the storage
facilities, refresh of the environment and verification of the equipment

Today: Key Issues:
• This is a high risk project due to the very tight deadlines and numerous

pinch points
• Costs have increased from the original estimate as issues have come to

light (e.g. drainage, ventilation, HSE requirements)
• Gaining HTA approval prior to transfer of PM service from RCH to WCH

Quality Assurance:
• Currently HTA compliant and all UKAS non-conformities closed (pre-

dates CQC inspection)
• HTA have provisionally approved satellite license, subject to supplying

evidence (listed below)

Progress to Date:
• RCH remedial works completed
• Survey of both mortuaries completed and actions prioritiesd (HTA,

HSE, HBN20, HTM)
• Met with external stakeholders and they will continue to be briefed

Next Steps / Recommendations:
31.10.18 HTA evidence returned (requested copy of ventilation

validation/photos of PM room before issuing satellite
license for PM service at WCH)

02.11.18 New storage facility at WCH commissioned
05.11.18 PM service starts at WCH (daily transfer of the deceased

between the two sites)
05.11.18 Gutting and refurbishment of PM room at RCH initiated
21.12.18 PM service resumes at RCH

Updated: 22/10/2018



Engagement and Comms Level 1 KPIs

*The numbers shown for June are not directly comparable to other months as we took out option ‘neither agree or disagree’ 

Ref Red and Amber KPI SRO Commentary – What actions are being taken to drive improvement

01

By January 2019, 51% of 
staff will say that 
“Communication between 
senior managers and staff 
is effective.”

• This remains within trajectory and we continue to work on effective communications and visibility from senior leaders.

03

By January 2019, 51% of 
staff will say that “Senior 
Managers act on staff 
feedback”

• This remains within trajectory and we continue to provide more focused communications on actions following staff feedback and promote further 
engagement activities.

04

By January 2019, 75% of 
staff will say that they have 
been to an engagement 
event  or meeting on Trust 
Improvement programme

• This is down on trajectory but we plan to hold more branded Trust Improvement events in the Autumn, including launch of Quality Improvement 
Hub.
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Workstream High-level KPIs Actual Trajectory

Ref KPI Target Baseline Mar Apr May Jun Jul Aug Sept Oct Oct Nov

01

By January 2019, 51% of staff will
say that “Communication between 
senior managers and staff is 
effective.”

51% 26% 26% 27% 28% 47%* 30% 35%

Launch of 
National NHS 
Staff Survey 

in Month

TBC
27 – 49%

?

02
By January 2019, 75% of staff will be 
able to name 3 successful Trust 
Improvement projects.

75% N/A 42% 45% 50% 50% 52% 57% TBC
51 – 74%

?

03
By January 2019, 51% of staff will 
say that “Senior Managers act on 
staff feedback”

51% 25% 22% 21% 28% 46%* 28% 28% TBC
27 – 49%

?

04

By January 2019, 75% of staff will 
say that they have been to an 
engagement event  or meeting on 
Trust Improvement. 

75% N/A 27% 26% 31% 27% 27% 27% TBC
30 - 40%

?



Culture and Leadership KPIs

Current Workstream High-level KPIs Actual Trajectory

Ref KPI Target Baseline Dec Jan Feb March Apr May Jun Jul Aug Sept Oct Oct Nov

01 Vacancy rate (All staff) 8% 10.30% 11% 11.7% 11.1% 11% 11.8% 11.2% 11.2% 12.1 11.5% 11.5% 11.3% 11% 11%

02 Retention rate 88% 87.6% 86.8% 86.7% 87.0% 88.0% 87.6% 87% 87% 87% 87.5% 88% 87.8% 88% 89%

03
Time to complete 
grievances

8 weeks 18 weeks 13 weeks 9 weeks 9 weeks 11 weeks 8 weeks 7 weeks 7 weeks 7 weeks 6 weeks 6 weeks 5 weeks 6 Weeks 6 weeks

04 Sickness rate 3.75% 4.05% 4.19% 4.64% 4.31% 3.79% 3.48% 3.35% 4% 3.87% 3.88% 4.12% 4.33% 3.75% 3.75%

Ref Red and Amber KPI SRO Commentary – What actions are being taken to drive improvement

01 Vacancy rate (All staff)
There are a range of proactive local national and international recruitment events targeting staff groups where vacancies are prevalent. In the interim, Safecare continues 
to support clinical staff in ensuring patient acuity and staff numbers provide safe, competent care levels. Bank, agency and locum staff are currently deployed to reduce 
gaps in substantive staffing.

02 Sickness rate
Health and well being activity is provided at both a trust wide and local level. Physical and mental health and wellbeing activity is evident; this, alongside our cultural work, 
will continue to create an environment that puts the health and wellbeing of our staff as a priority.

Proposed Workstream High-level KPIs to 
further understand and monitor the culture at 
RCHT 

Actual
Trajectory

Re
f

KPI Target Baseline Dec Jan Feb March Apr May Jun Jul Aug Sept Oct Oct Nov

05

% Staff recommending 
the Trust to friends and 
family as a place to work

55% 48% 48% Not tested Not tested 48% 50% 54% 70%* 70%* 57% 55%
National 
Survey 
running

Results
due Dec 

18

Results
due 

Dec 18

06

% Staff recommending 
the Trust to friends and 
Family as  place to 
receive care and 
Treatment 

65% 54% 54% Not tested Not tested 61% 64% 65% 83%* 83%* 70% 68%
National 
Survey 
running

Results
due Dec 

18

Results
due 

Dec 18

* June and July figures for the NHS Staff FFT Questions (KPI 05 and 06) represent a poll of staff with the option to answer neither agree nor disagree out – this was to temperature check the appetite of staff that 
chose to answer in a neutral way. Therefore these figures cannot be statistically measured against previous months as a ‘same sample’ 
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Proposed Workstream High-level KPIs Actual Trajectory **

Ref
Parent
Project

KPI Target Baseline Apr May Jun Jul Aug Sept Oct Oct Nov

01
Acute Medicine

SDEC
Average number of speciality Outliers Hold Yr 17/18 - 29 29 28 32 37 38 42 35 39

02 Emergency Medicine Time to decision within 180 minutes 
90% 

Oct 18’
68% 68.9% 65.7% 62.1% 61.5% 65.02% 61.57% 65.61% 90% 90%

03 Frailty Management Average length of stay of Frailty patients 7 days 7.01 5.49 5.2 5.2 5.4 6.17 5.2 5.7 7 7

04 Harm Reviews
ONCE LIVE

100% of required harm reviews completed
100% n/a n/a n/a n/a n/a n/a n/a 87% 100% 100%

05
Critical Care Flow 

Out of hours Discharges (adults) 0 2 3 5 3 4 7 5 9 2 0
06 Delayed Discharges >24hrs 0 31 2 5 3 3 2 6 9 7 6
07 RTT % of incomplete pathways within 18 weeks 92% National Target 86.4% 78.4% 79.2% 79.6% 80.7% 81% 81.1% 82.5% 79.3% 79.3%
08 RTT Number of 52 week waits * 102 Mar 19’ 208 234 226 224 202 199 153 96 138 122

09
Pre Assessment 
prior to Surgery

Theatre list confirmed by operative Surgeon 100%
New

measure 41.2% 67.4% 69.4% 71% 74.9% 65.13% 67.17% 100% 100%

Tackling Delay Level 1 KPIs

Rag ratings reflect position vs trajectory.  RED and GREEN relates to actual vs. trajectory in month
* Figure correct at time of reporting

08

Ref Red and Amber KPI SRO Commentary – What actions are being taken to drive improvement

01
Average number of 
specialty Outliers

• While outliers remain, flow has proved more challenging in part due to demand for social packages of care 
• Meetings commenced with Matrons and Ward Managers 3 times per week to review and drill into medically fit for discharge patients

02
Time to decision within 

180 minutes 

• Recruitment of Advanced Nurse Practitioners for ED (6 WTE in place by October). Investigations underway into breaches using RCA and learning principles.
• Middle Grade until 11pm at weekends to be trialled August/September– to be evaluated using QI approach.
• Request to CFT for Acute GP to support front door.
• ED improvement plan to include any recommendations from recent ED review carried out.
• Minor illnesses now being streamed to SDEC

04 Harm Reviews
• Deputy Medical Director has completed majority of 52 week wait harm reviews to ensure completion
• Remainder of harm reviews required for phases 1,2 and 3 are being chased up with a revised due date of 30/11/18

05
06

Out of hours Discharges 
(adults)

Delayed Discharges
>24hrs

• At each 4pm bed meeting Monday to Friday, any transport delays from the wards are highlighted and escalated to enable the flow out of Critical Care. New patient flow 
escalation adopted to escalate to senior team in case of transport delays.

• There has been a significant increase in delayed and overnight discharges in October.
• 66% were bed delays awaiting Pendennis beds (? Priority given over elective admissions)
• 44% occurred at weekend (senior nurse cover at weekends has not been implemented due to changes in care structure – To be reviewed this month).
• All overnight discharges were as a result of high acuity utilising recovery as an escalation area, identifying the most clinically stable patients at night to transfer to wards to 

enable admissions and one non-clinical transfer to Derriford due to lack of capacity. (Expedite business case – robust recruitment programme implemented to support this
submission)

09
Pre Assessment prior to 

Surgery
• Drop in September was caused by a lack of focus by the speciality teams and as a result the daily meetings with the DMs/service leads have commenced again.
• Slight improvement  seen in October
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Proposed Workstream High-level KPIs Actual Trajectory

Ref KPI Target Baseline Feb Mar Apr May Jun July Aug Sept Oct Nov Dec

01
All decisions on SI classification 
recorded on STEIS within 48hrs 100% 17% 0% 17% 4% 0% 21% 6% 19% 11% 14% 35% 50%

02
SI Reports submitted within 72 
Hour of declaration 100% n/a n/a 15% 20% 4% 7% 15% 40% 50% 70% 80%

03
60 Working Days Final report 
submitted to Commissioners 100% 42% 11% 42% 5% 61% 16% 14% 11% 28% 23% 30% 50%

04

Evidence Duty of Candour 
completed (within month)
* % in ( ) = Retrospective completion looking 
back

100% N/A 16%
(100%)*

8%
(100%)*

18%
(100%)*

21% 
(100%)*

37%
(100%)*

62%
(95%)*

84%
(89%)*

89%
(100%)*

69% 100% 100%

DoC: Pre 31st March 2018 DofC to be reviewed retrospectively

Strong Governance Level 1 KPIs

Ref Red and Amber KPI SRO Commentary – What actions are being taken to drive improvement

01
All decisions of SI classification should be 
recorded on STEIS within 48hrs

• 24 hr (internal) metric is no longer used. Replaced by 48 hr metric
• New streamlined SI declaration process in place which facilitates more timely reporting of SIs to STEIS. Review of entire SI process underway                               
• Reduction  of average delay from 20 days to less than 11 days
• SI Tracker developed and being utilised on a daily basis in the Patient Safety team huddle.

02
SI Reports submitted within 72 hours of 
declaration

• Daily follow up 'reports at risk'
• 50% of reports returned to Division for quality improvement
• Escalation and improvement of delivery of  ‘72 hour’ reports – quality of reporting improved
• SI Tracker developed and being utilised on a daily basis in the Patient Safety team huddle
• Template has been revised and will be signed off by the Incident Review and Learning Group (formerly ESIP) on 09/11/2018.

03
60 Working Days Final report not submitted to 
Commissioners

• 56% of delays relate to assignation of Investigating Officer or change of IO part way through investigation 
• Trust proposal for appointment of IO under consideration.  Additional central resource secured to actively project manage investigation process 
• Number of unassigned investigations: 3 (none of these investigations have breached)
• Process for support for IO’s has been reviewed. First engagement meeting held on 31/10/2018
• SI Tracker developed and being utilised on a daily basis in the Patient Safety team huddle
• A number of templates have been reviewed to ensure the most streamlined report is being used depending on the nature of the SI. To be signed off by the Incident 

Review and Learning Group (formerly ESIP) on 09/11/2018.

04 Evidence Duty of Candour completed
• Achievement of target maintained on a monthly basis
• 9 outstanding Duty of Candour cases under review to ensure all requirements are met
• Ongoing action includes additional senior staff training, development of Champions, review of training delivered at Induction and retrospective review.

*NB: Overdue incidents no longer reported  to QIDB.  24hr metric not in use & replaced by 48hr/72hr metric.  Revision of KPIs to be finalised for QIDB 15 Nov.  



Assessment of Milestone Delivery:

Backwards Look: All milestones dated in the past and time of completion

Complete Milestone has been delivered Complete

Missed no new delivery date Milestone has failed to deliver by target date and no new delivery date is known Missed no new date

Missed but new delivery date Milestone has failed to deliver by target date but a new date has been set and on track to now deliver Original date missed

Forwards Look: All milestones dated in the future and time of completion

Complete Milestone has been delivered Complete

Recovery Action in place
Milestone off track but recovery action is planned to bring Milestone back on line to deliver by target date or by a new forecast date 
if provided

At Risk

On Schedule Milestone on track to deliver by original planned date On Track

RAG

Delivering to plan or within 
timeframe

At risk of delivering against 
plan or within timeframe

Unlikely to deliver to plan or 
within timeframe 

Annex A: Milestone Delivery and Risk Metrics

Generic RAG Key

Likelihood: Impact Risk Score Category

1 Rare 1 Negligible Low Risk 1-3

2 Unlikely 2 Minor Moderate Risk 4-6

3 Possible 3 Moderate High Risk 8-12

4 Likely 4 Major Extreme Risk 15-25

5 Almost Certain 5 Catastrophic

Risk Rating Matrix Key
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