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Chief Executive Report: Trust Board – February 2019 
 
 
 
1. Key Performance Highlights 
 

During December the emergency 4 hour access standard performance was 92.6% which 
was above the 90% local trajectory.  All emergency arrivals were 1.2% above the same 
month last year equating to an additional 6 per day, primarily seen in Minor Injury Units.  
The Cancer 62 day standard was not achieved in December although the 31 day first 
treatment and screening referral to treatment continued to improve. 
 
The Trust continues to meet its referral to treatment trajectory targets maintaining at 
82.8% for the 18 weeks pathway, with the number of 52 waits at 67 as at 30 January 
2019 (trajectory being 115).  The fracture neck of femur pathway performance continued 
to improve for the third month since April and is at 87.5%, above the 80% standard.  
Challenges remain for emergency readmissions being at the highest point for three years 
at 6.4% but still below the national average of 7%. 
 
 

2. Organisational Development  
 

During February and March the senior leaders of the organisation will embark on a 
series of open sessions/roadshows to which all colleagues across the Trust are invited 
and encouraged to attend. These sessions will mark the start of a big conversation 
across RCHT which will shape the kind of organisation we all want us to be.  We will be 
exploring how we can be brilliant for care, brilliant for our people and brilliant for 
improvement. 
 
 

3. Quality Improvement Delivery Board Update  
 
Attached at Appendix 1 is a summary of progress being made across all of the 
Workstreams within the Quality Programme.  This summary outlines the areas of 
continued focus over the next planning cycle highlighting some areas of challenge.  The 
Programme Level Dashboard outlines the performance of the Programme against the 
key project metric for November 2018.  Trending arrows are included to provide a 
comparative view against the October 2018 data. 
 
 

4. Service Improvements and Successes 
 
4.1  Cancer app lands multiple awards for innovation 
 
An app which has been supporting cancer patients in Cornwall for the last six months 
has been awarded for its innovation. Called MySunrise, the app’s development has been 
led by Royal Cornwall Hospital, oncologist Dr John McGrane with funding from The 
Sunrise Appeal.  John was inspired with the idea during a conversation with a friend 
about how they could support cancer patients in a more modern way. The app currently 
has information with links to things like support groups, useful videos and explanations of 
treatments, as well as detailed information on what to expect during your first oncology 
appointment and where to park.  Now, not only has it been awarded for its innovation in 
the Trust’s 2018 One+all|We Care Awards, but most recently was handed the Overall 
Winner of the Year award and the App of the Year title by Health Tech News. 
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4.2  A mighty fine performance earns RCHT doctor best trainee award 
 
Specialist Registrar at RCHT, Nicola Fine, is to receive an award for her performance as 
the top trainee in trauma and orthopaedics in the country. 
 
Nicola’s outstanding performance in her final exams at the Intercollegiate Specialty 
Examinations earlier this year will see her presented with the 2018 Sir Walter Mercer 
Medal.  The tough exam covers the entire orthopaedic specialty, including caring for 
adults and children, trauma and elective procedures. As well as written papers it includes 
two intensive days of practical exercises where trainees are assessed on their ability to 
assess and determine treatment plans for patients. 
 
 
4.3  Neonatal team achieves Stage two Baby Friendly Accreditation 
 
The Neonatal team at RCHT is celebrating the award of stage two accreditation from 
UNICEF.  It is the second phase in the department’s journey towards achieving full 
UNICEF Baby Friendly Initiative (BFI) accreditation. Stage one involved setting policies 
and guidelines into place to support the overarching BFI standards relating close and 
loving relationships, infant feeding, and involving parents as partners in care. Stage two 
built upon this foundation to ensure all staff have a thorough understanding of all three 
principles in order to effectively support families and embed the standards within 
neonatal care. 
 
 
4.4 Official opening of new facilities for orthopaedic care at St Michael’s 

Hospital 
 

New side rooms have been officially opened at St Michael's Hospital to accommodate 
more patients as the majority of planned in-patient orthopaedic surgery transfers to our 
Hayle site. It means patients with known infections can be managed at St Michael’s 
Hospital for the first time. The orthopaedic team has been working hard to reduce the 
number of patients waiting over 12 months, down from 130 in April 2018 to just 38 in 
December 2018.  We're on track to get to zero by the end of March 2019 - a real 
improvement in care for our patients. 
 
 
4.5  Excellence in teaching award for general surgery team 
 
The General Surgery Team has received an award from University of Exeter Medical 
School for Excellence & Innovation in Clinical Teaching Team Award for Hospital Teams 
- Truro Locality.  The Award is voted on by medical students and reflects their 
appreciation for the quality of mentoring and support by the general surgery team during 
their placements. 
 
 
4.6  New video resource to support patient care 
 
A library of videos has been launched for health professionals at RCHT to recommend to 
patients and carers. They are designed to supplement the information provided to 
patients to aid their treatment and recovery. The videos, ranging from explanations of a 
wide range of diagnostic examinations and procedures to advice on diet and healthy 
eating, preparing for an operation, preventing malnutrition, to using inhalers, have been 
developed by clinicians and specialists who work in the health and social care sectors.  A 
total of 120 videos, across 11 categories (such as gastroenterology, cardiology, 
respiratory, dermatology, diabetes, podiatry and speech and language therapy) have 
been approved and are accessible on the RCHT website – www.royalcornwall.nhs.uk  
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5. Personnel Changes  
 
5.1  Medical Director 
 
Mark Daly, RCHT Medical Director, is to step down from his post.  In a message to 
colleagues he says: “I am leaving RCHT to enjoy a quiet life of family and clinical 
practice across the Tamar in the ‘foreign’ county of Devon.    It has been a pleasure and 
a privilege working with you.  I think we have a fantastic bunch of staff here and we are 
making great progress.  I’m looking forward to watching your future successes.” 
 
Mark and I started working at RCHT on the same day in 2017.  We have been very lucky 
to have him here.  His energy, passion and desire to make improvements have helped to 
steer us to a place where we are better than we were when he arrived.  Thank you Mark 
for all your hard work and commitment.  We’ll miss you.   
 
Dr Rob Parry will take over the role as an interim pending a substantive appointment. 
Rob is a previous medical director of RCHT and has been a consultant here since 2000. 

 
 

5.2  Interim Director of Operations 
 
Susan Bracefield takes up post as Interim Director of Operations until we recruit to the 
permanent position and we welcome Susan to the Board today.    
 
 
5.3  System Director for Urgent and Emergency Care 
 
We also welcome to the Board today Karen Kay who has been appointed on 
secondment to the first system wide role hosted by RCHT.  Karen has worked closely 
with the Trust over the last 12 months and will provide regular briefings on future plans 
for urgency and emergency care. 
 
 
5.4  Chief Information Officer 
 
We had the pleasure of meeting Kelvyn Hipperson at our January Board meeting.  
Kelvyn’s role is a joint role between RCHT and Cornwall Partnership Trust and Kelvyn 
will be leading the new Digital Strategy.   

  
 
6. Brexit 
 

The Trust is planning contingency arrangements pending the outcome of the decisions 
made regarding Brexit. 
 



Quality Improvement Delivery Board 
(QIDB) 

Workstream Summary Report for 
Trust Board

Board: Trust Board

Date: 07 / 02 / 2019

Note: Summary comes from full Workstream Reports 
presented at QIDB on 20th December2018



Progress being made Continued focus 

Safety Culture:
1. Measures to embed the ED 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, Any persistent non‐compliance with completing the check list by 
individuals to be managed appropriately.

2. New Safety Huddle/Team review operational lead in place. Draft template agreed. Pilot scheduled 
for completion in December.

3. Compliance with review of elective lists by surgeons is 92.98% from 67.17% in October.

Safety Culture:
1. Request re‐set of Safety Huddle / Team Review work programme and milestones. 
2. Complete pilot of new safety huddle paper template and standardise across all  in in‐patient clinical areas 
3. Review administration support across Care Group to ensure robust, resilient teams are in place going forward
4. Management team to monitor compliance at weekly theatre scheduling review meeting – this was not 

happening previously.
5. Management team to continue to address non‐compliance through daily e‐mail triggers as necessary

Maternity:
1. Continuity of Carer projects  (North Cornwall & Young Peoples pathway underway
2. Development of community  hubs (2 areas are complete and West Cornwall and Central team on 

track

Maternity:
1. Staff engagement : Caring or you Campaign being launched 20th December

Communication and Engagement:
1. Weekly promotion of Trust improvement through range of channels, including the new 

intranet, Weekly News and staff Facebook Group
2. Successful Team Talk Facebook live link up with SMH and WCH
3. Renewed communication, engagement, culture and leadership transformation programme 

launches January 2019

Communication and Engagement:
1. Increasing use of social media as an engagement tool. Staff Facebook page has seen 10% increase in 

membership from Nov to Dec 2018.
2. Celebrating success – reviewing events such as staff awards to maximise impact and inclusivity.
3. Communications team resource being reviewed in context of wider department to include design and 

publications and web team. 

Culture and Leadership:
1. In order to improve the connection of senior leaders across the Trust, we will be commencing the 

Senior Leaders Exchange in February following approval at Chief Executive Cabinet on the format 
and content 10.12.19

2. Strengthening the values and behaviours in our very senior leaders will enable consistent role 
modelling of brilliant leadership, we are strengthening the approach to Personal Development 
Reviews to reflect this for all colleagues reporting directly to an Executive from April 2019.

3. Content for the Executive Roadshows and the RCHT Compact has been drafted.

Culture and Leadership:
1. Competing priorities in the last month particularly have seen some slippage in timescales. This has, in the main, 

been due to Executive and Senior leader focus on the care group restructure. 
2. Development of the Leadership programme to support the first 100 and next 1000 to be completed by Jan 

2019
3. Testing of ImproveWell as the tool through which we pulse check our colleagues will take place in January 2019

Strong Governance:
1. Entire work stream reviewed with key milestones met for November  and on track for December. 

Positive engagement from all teams involved in making the changes  to simplify the processes

Strong Governance:
1. To maintain momentum on current backlogs for  complaints & serious incidents as per trajectories 

Tackling Delay:
1. SDEC – minors moved to new Urgent Treatment Centre
2. Harm reviews – 92% completion (52 week waits, deaths on waiting list and non‐elective 

admissions)
3. Cardiology ‐ second radial lounge opened 12th November

Tackling Delay:
1. Harm reviews – plan to achieve aim of conducting harm reviews for patients waiting 18 weeks or over
2. Critical Care – revision of business case to progress the increase required in Level 3 beds
3. Frailty improvement planning including increased presence of Geriatrician at the front door

QI Hub: 
1. Plan for moves underway, to commence 07/01/18 with QI Hub move completed by 28/01/18
2. AHSN Quality Improvement Ambassadors training underway with first course held 5th‐7th

December
3. Agreement to trial in‐house developed project management tool (PRAXIS)

QI Hub:
1. To confirm the Trust wide methodology for projects (also being reported to F&P Committee)
2. QI toolkit development – draft list created and documents being collated as a starting point
3. Communications and engagement planning, including involvement of Quality Improvement Ambassador 

network

Quality Improvement Programme 
Executive Summary

02Executive Summary



Programme Level 1 KPIs
November Data

03

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)

% of Complaints Acknowledged 
within 3 working days

(96%)

Average number of speciality
Outliers

(39)

Vacancy rate (All staff)
(11.4%)

% 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

(91%)

Compliance with documentation 
standards (MEOWS)

(95.46%)

% number of complaints 
responded to within 30 day 
timescale

(29%)

Time to decision within 180 
minutes 

(68.8%)

Retention rate 
(87.7%)

% 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)

(73%)  

Total number of complaints 
currently breached

(33)

Average length of stay of Frailty 
patients

(5.8 days)

Time to complete grievances
(5.5 Weeks)

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

(28%)

Who Surgical Safety Checklist 
Compliance 

(99.92%)

Mandatory Training Compliance 
in Acute Maternity Staffing

(96.5%)

All decisions on SI classification 
recorded on STEIS within 48hrs

(44%)

100% of required harm reviews 
completed

(92%)

Sickness rate
(4.39%)

% 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 
(55%)

18/33 – 15 Missed Opportunities 

SI Reports submitted within 72 
hours of identification

(0%)

Critical Care Flow - Out of hours 
Discharges (adults)

(1)

60 working days final report 
submitted to commissioners

(10%)

Critical Care flow - Delayed 
Discharges >24hrs

(2)

Number of serious incidents 
currently breached (past 60 day 
deadline)

(63)

RTT 18 weeks 
(83.1%)

Total number of serious incidents 
actions overdue

(500)
TBC RTT Number of 52 week waits 

(95)

Evidence Duty of Candour
completed within month

(100%)

Theatre list confirmed by 
operative Surgeon

(76.4%)

Number of overdue documents in 
document library breaching their 
renewal date

(262)

% of patients at 1.5 or below for 
risk coefficient

(74%)

% of FOI in month closed within 20 
day timeframe (Oct Figure)

(88%)

Number of outstanding disclosure 
requests greater than 1 week (and 
not in process)

(187)

Key:

Positive change

Negative change

RAG Totals:

Red = 15
Amber = 7
Green = 15

Completed = 1
Not Updated = 1

Movement since 
last report:

Improved = 20
Worsened =  7

Unchanged =  7
Not updated = 5

* Engagement & Comms –
Based on August Data: 
- There will be no data until 
January 2018

QIP Level 1 KPI’s



Proposed Workstream High-level KPIs Actual Trajectory

Ref KPI Target Baseline Mar Apr May Jun Jul Aug Sept Oct Nov 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 0

02
Compliance with documentation standards 
(MEOWS)

95% - 91.42% 96% 99% 96% 96% 96% 97% 94.6% 95.46% 95% 95%

03 Compliance with documentation standards (All) 85% 67% 78% 82% 92% 83% 91% 91% 85% 80% 73% 85% 85%

04
Mandatory Training Compliance in Acute Maternity 
Staffing

95% 91.00% 92.7% 94% 88.7% 86% 96% 96% 95% 95% 96.5% 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)

• Decrease is in relation to dates and times and not failure to follow process.
• Detailed plan in place with 2 new audit midwives now in post.

04Maternity – KPI’s & Commentary



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 Nov Nov Dec

01
ED Safety 
Checklist

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

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% 91% 85% 95%

03
WHO Safety 

Checklist
Who Surgical Safety Checklist Compliance  100% 98% 99.98% 99.95% 99.86% 99.95% 99.81% 100% 99.18% 99.92% 100% 100%

04 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

55%
18/33 

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

• Spot checks by all ED PSC group members are carried out several times a day and immediate feedback provided, care round forms now removed as 85% 
compliance has been met. 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 has been carried out to encourage more forms to  be completed, Band 6’s have now taken on the Champion role to drive compliance on 
each shift, individuals who are noted to be completing forms well are being contacted to congratulate, Any persistent non-compliance with completing the check list 
by individuals to be managed appropriately.

04 End Of Life

• 8 patients RIP prior to securing preferred place of care, 5 of these were within the 48 hour timeframe for expected placement.

• Seven patients were allocated an alternative place of care with their consent.

• The delays  are due to capacity and are also reflective of the non fast track patients.

• Monthly meetings now being held with CHC. Top tips for fast track form completion shared with them for learning.

• Any referred forms are being forwarded to the SPEOL team for review. Immediate contact now to be made by onward care to the ward when Fast Track form has 
been deferred to receive a verbal  request rather than re-writing this (reducing delays in form being approved)

• Icon now added to Swift plus Board to highlight those patients at a glance who have been accepted for Fast Track and are waiting.

03 WHO Safety Checklist
• Cath Lab identified as having 92.31% compliance and Endoscopy identified as having 95% compliance. SRO to meet with the Matrons for the relevant areas next 

week to understand what the barriers are to achieving 100% compliance and implement associated actions.

05Safety Culture – KPI’s & Commentary
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Workstream: Safety Culture
SRO: Medical Director

Safety Culture – Focus on EoL & Mortuary

Updated: 12/12/2018

Mortuary:
Completed by Simone Girdham

Current Situation:
• PM service at WCH is running smoothly.
• Refurb of PM room almost complete at RCH.

Today: Key Issues:
• Remote monitoring of storage facilities (IT) at WCH still not 100%

operational (not a risk to the deceased).
• Some cabinetry has been delayed until early Jan 2019 but this

won’t affect re-commencement of services as temporary units
have been purchased

Quality Assurance:
• Both facilities continue to be HTA compliant.
• External financial oversight provided by Ward Williams

Associates.

Progress to Date:
• Refurbishment of PM room at RCH is moving at an extremely

rapid pace, with multiple activities occurring daily and sometimes
through the night: air handling is being installed, terrazzo floor
reinstated, and new PM tables being installed.

Next Steps / Recommendations:
• At present: refurbishment of PM room, RCH: installation of new

PM tables, dissection benches & other equipment, connections
to AHU, other environmental improvements ongoing

• 21.12.18: PM service resumes at RCH
• Staff should be recognised for their real efforts here and

celebrated.

Updated: 02/01/2019

Mortuary:
Completed by Simone Girdham

Current Situation:
• Normal PM service resumed on 21 December.
• Few minor details to be completed early Jan.

Today: Key Issues:
• None.

Quality Assurance:
• Both facilities at RCH/WCH continue to be HTA compliant.

Progress to Date:
• Refurbishment of PM room at RCH and recommissioning of

WCH completed on time.
• More robust storage capacity now available.

Next Steps / Recommendations:
• Determination of outstanding actions that were identified by initial

surveys in September post CQC inspection (HTA, UKAS, HTM,
HBN20).

• Full business case to be produced.
• SLA with Cornwall Council to be renegotiated.

• Recommend that CQC actions are reviewed and if deemed to be
met, that this item is removed from the QIDB agenda.



Communication & Engagement 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.”

• The Friends and Family Test-style monthly staff survey will be relaunched in January to coincide with the launch of the OD programme. Fewer 
and more focussed questions to be agreed with HR & OD team.

03

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

• The Friends and Family Test-style monthly staff survey will be relaunched in January to coincide with the launch of the OD programme. Fewer 
and more focussed questions to be agreed with HR & OD team.

04

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

• The Friends and Family Test-style monthly staff survey will be relaunched in January to coincide with the launch of the OD programme. Fewer 
and more focussed questions to be agreed with HR & OD team.

07

Workstream High-level KPIs Actual Trajectory

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

No survey
during NHS 
staff survey 

period

No survey
during NHS 
staff survey 

period

27 – 49%
TBC

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% 51 – 74%
TBC

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

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

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% 30 - 40%
TBC

Communication & Engagement– KPI’s & Commentary



Culture and Leadership KPIs

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.

* 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’ 

08

Current Workstream High-level KPIs Actual Trajectory

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

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% 11.4% 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% 87.7% 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 5.5 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% 4.39% 4.0% 3.75%

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

Actual Trajectory

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

05

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

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

National 
Survey 
running

TBC 55%

06

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

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

National 
Survey
running

TBC 54%

Culture & Leadership – KPI’s & Commentary



Proposed Workstream High-level KPIs Actual Trajectory

Ref
Parent
Project

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

01
Acute Medicine

SDEC
Average number of speciality Outliers Hold Yr 17/18 - 29 29 28 32 37 38 42 39 39 36

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% 68.9% 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 5.8 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% 92% 100% 100%

05
Critical Care Flow 

Out of hours Discharges (adults) 0 2 3 5 3 4 7 5 9 1 0 0
006 Delayed Discharges >24hrs 0 31 2 5 3 3 2 6 9 2 6 4

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% 83.1% 79.3% 79.3%

08 RTT Number of 52 week waits * 102 Mar 19’ 208 234 226 224 202 199 153 96 95 122 115

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% 76.4% 100% 100%

10 Ophthalmology

% of patients at 1.5 or below for risk 
coefficient

* No in ( ) = Number of patients with greater than 
1.5 coefficient

100%
New 

measure
90.3%
(153)

95.6%
(74)

86.4%
(254)

78.9%
(479)

78.5%
(634)

77.5%
(667)

73.5%
(776)

74%
(818)

TBC TBC

Tackling Delay Level 1 KPIs

Rag ratings reflect position vs trajectory.  RED and GREEN relates to actual vs. trajectory in month

08

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

02
Time to decision within 

180 minutes 

• 7 trainee ANP recruited and in post are rota’s for key periods of increased activity
• Daily monitoring of performance and individual professional groups completed with daily breach analysis and weekly consolidation report.
• Middle grade training completed to support overnight leadership. Evaluation by consultant completed and further training/education benefits identified to be sourced with HR

Improvement plan is ongoing to support key actions to deliver sustained improvement
• Consultant expansion implemented to provide increased consultant support Monday (for recovery from weekend) and Friday (preparation for the weekend)
• Minor illness streamed through Urgent Treatment Centre

04 Harm Reviews
• Deputy Medical Director has completed majority of 52 week wait harm reviews to ensure completion
• Revised high level plan  to be devised following December’s QIDB (once options to harm review all patients waiting 18 weeks or over has been discussed)

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 decrease in delayed and overnight discharges in November, the delays in discharges was a patient requiring specialling and also needing a side 
room which caused the delay.  The out of hours discharge was due to high acuity of care.

• There is a risk now due to the high level of Level 3 occupancy rates (November 109%) evidences the need to have a greater number of  Level 3 beds and business case to be 
submitted and approved to increase Level 3 beds from 6 to 9.

09
Pre Assessment prior to 

Surgery
• We are improving compliance weekly and project a further increase in December. The week 5 compliance in November was 88% rising from 60% in Week 1.

10 Ophthalmology • Extra clinics have been re-provided through audit provision and locum ~170 slots for coefficient patients

09Tackling Delays – KPI’s & Commentary
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Proposed Workstream High-level KPIs Actual Trajectory

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

1
% of Complaints Acknowledged within 3 
working days

100% N/A 97% 94% 97% 100% 100% 100% 100% 96% 100% 100%

2
% number of complaints responded to 
within 30 day timescale

95% 25% 38% 28% 40% 27% 22% 36% 24% 29% 40% 50%

3
Total number of complaints currently 
breached

0 74 74 33 37 0

4
All decisions on SI classification recorded 
on STEIS within 48hrs

90% 0% 4% 0% 21% 6% 19% 11% 14% 44% 35% 50%

5
SI Reports submitted within 72 Hour of
identification

95% 0% New KPI 0% 10% 30%

6
60 Working Days Final report submitted to 
Commissioners

100% 17% 5% 61% 16% 14% 11% 28% 23% 10% 20% 30%

7
Number of Serious Incidents currently 
breached (past 60 day deadline)

0 71 30 38 50 53 60 71 63 63 60 50

8
Total number of Serious Incident actions 
overdue

TBC 400 New KPI 500 TBC TBC

9
Evidence Duty of Candour completed 
within month
* % in ( ) = Retrospective completion looking back

100% N/A
18%

(100%)*
21% 

(100%)*
37%

(100%)*
62%

(100%)*
84%

(94%)*
89%

(89%)*
93%

(93%)*
100% 100% 100%

10
Number of overdue documents in 
document library breaching their renewal 
date

0 294 New KPI 294 262 N/A 240

11
% of FOI in month closed within 20 day 
timeframe

95% 91% 84% 97% 96% 89% 94% 86% 88% TBC N/A 90%

12
Number of outstanding disclosure requests 
greater than 1 week (and not in process)

30 187 113 145 172 127 158 199 210 187 N/A 150

No. 9 DoC: Pre 31st March 2018 DofC to be reviewed retrospectively 
No.11 FOI: November’s figure unavailable as still in 20 working day time period for requests received in month

Strong Governance Level 1 KPIs

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

01
% of Complaints Acknowledged within 3 
working days

• Breech analysis for November underway by Associate Director Of Governance  to understand rationale in-month drop in peformance

02
% number of complaints responded to within 
30 day timescale

• Weekly huddle in place with Care Groups. Quality Assurance Rota now in place. Key improvement will be seen when movement to one letter and electronic sign 
off process at the end of December

03
SI Reports submitted within 72 Hour of
identification

• Daily patient safety huddle operating. 72hr report streamlined. This KPI will take time to improve hence slow trajectory. Key is that we have seen an improvement 
in 48hr performance which will drive this.

04
60 Working Days Final report submitted to 
Commissioners

• New process in place . Serious Incident Tracker. This will start to improve as backlog clears.

05
Number of Serious Incidents currently 
breached (past 60 day deadline)

• 46 breeched SI’s as of 13th December 2018. On track to meet trajectory for December 2018

06
Total number of Serious Incident actions 
overdue

• Report to Incident Review and Learning Group 21st December 2018 re next steps

Strong Governance – KPI’s & Commentary



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

11Annex A:
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