Liverpool Heart and Chest Hospital INHS |

NHS Foundation Trust

Item 4.1a Strategic Dashboard Report Month 12 2016/17

Summary of Performance

Single Oversight Framework
Red indicators include: Never events, mixed sex accomodation breaches, NHS staff survey - recommend as a place to work, liquidity, I&E margin and cost
reduction strategy.

Strategic Objectives

The red indicators for:

Quality & Experience - Mortality reviews, falls (YTD only) and blood cultures taken within 24hrs preceding first antibiotic given.

Service & Innovation - 62 day wait for first treatment from urgent GP referral to treatment - Consultant upgrade (adj)(in month only), Welsh RTT -pathways,
100,000k genome project - rare disease.

Value - Private patient activity (in month), agency costs, bank cost, Overtime cost, additional sessions cost, CIP, delivery of SLR self service to management
and improve adoption of SLR as a reliable information source.

Workforce - Recommendation as a place to work as noted above.

Working Together - None to report.

Performance Report Summary

In addition to the above, rated red for the year are:

Quality - VTE Prophylaxis (in-month only) and serious incidents.
Performance - Cancelled operatons and delayed transfers of care.

For details on financial indicators please refer to the Financial Report.

Data Quality

Any indicators rated red for data quality relate to timeliness of data/reporting.

Key: Type L =Local Target

N = National Target
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Single Oversight Framework (SOF)

2016/17

=
Reviews Rating Comment fg'
S
e Well Led Reviews - CQC Well Led Assessments CQC review published September 2016 rated Well-led Domain as 'Outstanding’
&5 >
2 E=
'E % 8 |Well Led Reviews - NHSI Code of Governance The Trust is well led. No significant concerns
g 22
88
S E © |Third Party Information - Healthwatch, MP's, Whistleblowers, Coroners' Reports, CQC
S
Warnings, Other Material Concerns
'E‘ g
t & |Review of sustainability and transformation plans and other relevent matters LHCH is lead for CVD cross-cutting theme
58
<
= 7 =
5o Currentmonth | Previous Data g -
Indicator Target YTD ES§ Month N S Comments g 8
e Quality | & & 5
2
& Target | Mar17 | Feb17 & -
s 8 Mafimum time. of 18 V\Ileeks from point of referral to treatment (RTT) in aggregate - 5202% 92.405 > 5=02% WEORTOM 92.60% M
5 £ |oatientsonaninc pathwav___
= E All cancers - maximum 62-day wait for first treatment from urgent GP referral for >285% 92.169 ? ><85% [l 90.91% M
o g cancer
o
O & |Maximum 6-week wait for diagnostic procedures >=99% 99.607 ? >=99% [RCEEIEA  99.40% M
Written complaints - rate 67 64 = 5 4 M |Awaiting national technical guidance
Occurrence of any Never Events [] 4} [] 0 M |Never Event in Nov-2016 and Mar-2017 Y
NHS England/NHS Improvement Patient Safety Alerts outstanding [1] 0 = (1] 0 M
Mixed Sex Accommodation breaches 0 +* 0 6 M |All breaches on Critical Care Y
VTE Risk Assessment BEZM 96.59 > >=95% 96.7% ™
Clostridium Difficile 12 > 3 0 ™
Clostridium Difficile infection rate (per 1000 beddays) 0.16 0.04 = 0.16 0 M
MRSA bacteraemias 0 0 = ] 0 M
HSMR for all diagnoses and procedures (supplied from Dr Foster) 100 = 100 100.50 M |Current month is December 2016
w
£ HSMR for 56 diagnosis groups (supplied from Dr Foster - Hospital Guide) 100 = 100 95.24 M |Current month is December 2016
s
3]
?; Hospital Standardised Mortality Ratio - Weekend (DFI) 100 = 100 48.96 M |Current month is December 2016
2
E Potential under reporting of patient safety incidents <3 = <3 2 6M |NRLS Report April - September 2015 (3 = poor)
&
g Emergency readmissions following elective admission <=100 ? <=100 60.07 105.80 M |Current month is September 2016
3
a
- Emergency readmissions following non-elective admission <=100 ? <=100 96.77 110.18 M |Current month is September 2016
5 Std 2: 7-day Services: First Consultant review - seen/assess <14 hrs (arrival) >=90% [RELLIA = P 100% 100% 6M |September 2016 Survey
Std 2: 7-day Services: First Consultant review - seen/assess <14 hrs (admission) >=90% 100% > >=90% 100% 95% 6M |September 2016 Survey
Std 5: 7-day Services: CT scan within 1 hr for critical care need >=70% [RELLTA = >70% 100% 100% 6M |September 2016 Survey
Std 5: 7-day Services: Echocardiography within 12 hrs for urgent care need >=80% 100% > >=80% 100% 100% 6M |September 2016 Survey
Std 5: 7-day Services: Microbiology tests within 12 hrs for urgent care need >=85% [WELL1A = >=85% [WELIA 100% 6M |September 2016 Survey
Std 6: 7-day Services: Access to interventions >=80% 100% > >=80% 100% 100% 6M |September 2016 Survey
Std 8: 7-day Services: Ongoing review twice daily in high dependancy area I 96% > I 96% 82% 6M |September 2016 Survey
Std 8: 7-day Services: Ongoing review every 24 hours on general wards >=80% 98% > >=80% 98% 100% 6M |September 2016 Survey
Staff Friends and Family - recommend as a place of treatment 94% 96% > 94% 96% 96% Q Dat? is based o.n Recummen.dal\on asai P,IaC? of Treatment” from Q4 FFT
until further guidance is provided for this indicator.
Inpatient scores from Friends & Family Test - % positive >=95% 99% ¥ >=95% 99% 100% M
Community scores from Friends & Family Test - % positive >=95% 99.3% = >=95% 100% 100% M
® Staff Sickness <=3.6% +* <=3.6% Sy 3.43% M
c
2
ﬁ Proportion of temporary Staff 5% * 5% 5.3% M
c <
s =
g $ |staff Turnover 10% * 10% 11.4% M |Turnover based on 'All' Leavers in 12 month period
T
E Executive Team Turnover 25% = 25% 26.7% M |Chief Finance Officer - May-16, Director of Strategy & OD - Dec-16
]
a NHS Staff Survey - recommend as a place to work 76% 64% =N 76% 3% Q Datais bas.ed on ARecorrfmendano.n .asa‘ Place to Work” from Q4 FFT until M
further guidance is provided for this indicator.
Capital service cover | 1 > | 2 2 M
liquidity | s > | a 4 ™
Efficiency
I8E margin IEN : 4 ™ Trigger:
s Poor levels of overall financial performance (average score of 3 or 4) 1
very poor performance (score of 4) in any individual metric —
Performance against plan | 1 4 | 1 1 M Potential value for money concerns
g |Agencyspend | 1 > | 1 1 M
5 Overall Financial Performance
£ —
- Overall use of resources rating I 3 | = I 3 | I 3 ™M
Value for money information
NCBC Benchmarking Data, Meridian Review, Back Office Review, Pathology Review |C0mmer\t: Back office review underway as part of STP
Aggressive cost reduction plans - Cost reduction strategy delivered -3,720 m 4 ‘ -325 -298 - M |Includes NR CIP's
Control total acceptance Yes
T
E Segmentation 1 1 1 1 - 1 Adhoc|Segment 1: Maximum autonomy; universal support
o




Strategic Objective Measures 2016/17 - Quality & Experience

0 P 0 D
dicato pe g A end g 0 Q o 0 e
% of deaths screened for reviewed within 7 days L TBD 84% TBD 75% 85% M Current month based on the previous months mortality
£ [% Mortality reviews to be completed within 30 days of allocation - Doctors L >=95% 40% &4 >=95% [ELS 50% M Current month based on the previous months mortality. 7 day
T screening started in October therefore the figures will exclude any
g |% Mortality reviews to be completed within 30 days of allocation - Nurses L >=95% 609 4 >=95% 50% M that are N/A from then onwards.
=]
©  [Number of Falls - 4 key locations (Birch, Cedar, Elm & Oak) L <=65 99 2> <=6 6 6 ™M Based on a 20% reduction the target for the year is 65.
o
Number of avoidable Pressure Ulcers - grade 2+ L <=8 6 ? <=1 0 1 M Based on a 20% reduction the target for the year is 8.
3 [% Blood cultures taken within 24hrs preceding first antibiotic given L >=95% 67% ¥ >=95% % 63% M
c
2 |% Delivery of at least one sepsis antibiotic within one hour of prescription L >=70% T+ >=70% 63% M
2 LS
& [% Delivery of a sepsis antibiotic within three hours of prescription N >=95% 95% T >=95% [BREEY 75% M
=
ﬁ % Compliance with the Post Cardiac Surgery Pathology Protocol L >=80% 80.9 =2 >=80% [RE:IATS 82.5% M
>
g % Dementia case finding L >=90% 949 ® >=90% 00% 94% M
E |9 of patients discharged by 12pm L >=20% 4+ >220% 9% M
% of deaths screened for reviewed Mortality Reviews within 30 days - Doctors Mortality Reviews within 30 days - Nurses Falls in the 4 key locations
within 7 days 100% 100% 15 -
100% 80% 80%
80% 60% 60% 10 1
60% 40% 40% s J
40% 20% 20%
20% 0% 0% 0
0% < u U U 2 8 8 89 8 2 8 28 8555 g 9 8 888 8 82 39555 22 9 8 8 98 2 2 85 55
© VW W W W VW W VW W N N N O S - S S - S [ - - - L > ¢ 3 @w a # =2 O < a4 &
FEYESEEEYIE 2532238823852 ¢ 2532788 :48¢88¢ 2233232838848 588¢
£ 2 32 85 28 = ¢ 3
———Target =———2015/16 ———Target =———2015/16 ——Target =———2015/16
No of Grade 2+ Pressure Ulcers (cumulative) % Blood cultures taken within 24hrs preceding first % Delivery of at least one sepsis antibiotic within % Delivery of a sepsis antibiotic within three hours
12 antibiotic given one hour of prescription (LHCH target) of prescription (National Standard)
10 100% 100% 100%
8 80% 80% 80%
6 60% 60% 60%
4 40% 40% 40%
2 20% 20% 20%
0 0% 0% T T T T T T T 0%
R EEE R SRR R PR R EEE R
L = & 35 W a #H 2 O & & = L > £ 5 w a 5 2 & & & = L o> & 5 & & H 2 O & & = L > ¢ 5 W a £ 2 O & & &
2§32 288 28458 ¢ % 2§32 29828 58 ¢ % 25§353788288¢8¢¢ $E332288888¢2 ¢
——Target ——2015/16 ——Target 2015/16 ——Target ——2015/16 ——Target ——2015/16
Post Cardiac Surgery Pathology Protocol % Dementia case finding % of patients discharged by 12pm
compliance % 100% 25%
100% 80% 20%
Zg:f 60% 15%
b
20% 40% 10%
20% 20% 5%
0% 0% 0%
o -3 0 -3 0o i3 o 0 o ~ ~ ~ o o o () () o () o o ~ ~ ~ o o ©o () w0 o o 0 o ~ ~ ~
< 7 9 2 o9 9 9 7 9 o2 g A DO T r AV VA T S 07 9 2 9 9 2 7 9 o9 97
= Target ———Target =———2015/16 ———Target =———2015/16




Strategic Objective Measures - Quality and Experience Self-Assessments 2016/17

Executive
Sub-Objective Indicator Type KPI )
Respononsible
Review of all routine reports; implementation of changes to make
Customise feedback to make it Division specific where possible L specific ports; Imp e Mark Jackson
Develop and implement a performance dashboard for Consultants L |Wave 1-CUSUM automation Mark Jackson
Baseline Q1
Reduce missed / ommitted / delayed medications L [Targetset Q2 Sue Pemberton
£ Improve Q3/4
2
@
S
H]
S
&
Improve the utility of clinical decision support in EPR by reducing L Scope (with Allscripts) Q1/2 Raph Perr
number of alerts Improve by 50% Q3/4 P v
Implement improvement plan to improve antimicrobial prescribing to
P . .p . . P P P 8 L [Deliver plan milestones Raph Perry
reduce antimicrobial resistance (Mandate)
Develop implementation plan Q1
Implement a human factors improvement plan L P ,p . X P . Q Sue Pemberton
Embed delivery in routine training Q4
§ 5 op d h
< Develop dementia pathway Q1
R §_ Meet the requirements of patients with additional needs L P . p - _y Q Sue Pemberton
2 3 £ Develop Learning disabilities pathway Q4
a S
®
c
go¥ o - .
S w ¢ i . . 75% of audits will reveal significant assurance on actions taken when
Ew £ Implement the organisational learning policy L Mark Jackson
Sc @ followed up
a § -
oo
S




Strategic Objective Measures 2016/17 - Service & Innovation

g 0
18 Weeks Referral to Treatment - Incomplete Pathways N 92% 409 = 92% 92.40% 92.69% M Failed Monitor target for Q1
18 Weeks Referral to Treatment Incomplete Pathways 52 week + N 0 0 > 0 0 0 M Not charted below
14 day wait from referral to date first seen N 93% > 93% 00.00% 100.00% M
.. |31day wait from diagnosis to first treatment N 96% 99.19 > 96% 00.00% 100.00% M
[
g 2 |31 day wait for second or subsequent treatment (surgery) N 94% > 94% 00.00% 100.00% M
o
§ ':( 62 day wait for first treatment from urgent GP referral to treatment (adj) N 85% 9 @+ 85% 92.59% 90.91% M
E g 62 day wait for first treatment from urgent GP referral to treatment - Consultant upgrade (adj) N 85% 4 85% 4 100.00% M Not charted below
v Infection Prevention - C. Diff (Cumulative) N 12 > 3 0 0 M
2
g C Diff - lapses in care (Cumulative) - Commissioner N 4 0 > 0 0 0 M
E Community Information Data Completeness - Referrals N 50% 99.999 > 100% 100% M
Community Information Data Completeness - Treatment Activity N 50% 00.00% > 100% 100% M
.. |26 Weeks Referral to Treatment in aggregate - Admitted Pathways N 95% 80.49% * 95% 84.30% 80.56% M
T O
§ gf’ 26 Weeks Referral to Treatment in aggregate - Non Admitted Pathways N 98% 91.05% * 98% 95.56% 93.10% M
°
26 Weeks Referral to Treatment in aggregate - Incomplete Pathways N 95% 91.54 > 95% 94.38% 93.55% M
18 Week RTT - Incomplete Pathway 14 day wait from referral to date first seen 31 day wait from diagnosis to first treatment 31 day wait for second or subsequent treatment (surgery)
1
00% 100% 100% 100%
90% a0% 90% 90%
80% 0% 80% 80%
70% 70% 70% 70%
60% 60% 60% 60%
50% 50% 50% 50%
AR R N RN 28892988855y TR EEE TR EEEE
———Target =——2015/16 ———Target «——2015/16 ———Target =—2015/16 ——Target =——2015/16
62 day wait for first treatment from urgent GP fi Pr - C. Diff (C I ) C Diff - lapses in care (Cumulative) - Commissioner Community Information Data Completeness - Referrals
referral to treatment (adj) 12 12 100%
100% 10 10 80%
90% 8 8 60%
80% 6 6
70% 4 4 40%
60% 2 I I I I 2 20%
50% 0 0+ 0%
9 2 8 8 8 8 8 8 &8 65 65 S 99 8 8 8 8 8 8 25 55 S 2 8 & 8 8 82 8 2 5 55 S 2 2 & & 2 8 2 & 5 55
——Target ———2015/16 ——Target ———2015/16 ——Target ———2015/16 ——Target ———2015/16
Community Information Data Completeness - 26 Week RTT - Admitted Pathway 26 Week RTT - Non Admitted Pathway 26 Weeks Referral to Treatment in aggregate -
Treatment Activity 100% 100% Incomplete Pathways
100% 90% 90% 100%
80% 90%
80% 80%
60% 80%
9
20% 70% 70% 70%
20% 60% 60% 60%
0% 50% 50% 50%
g 2 8 8 8 8 28 2 345 455 g 9 8 8 2 8 8 38 25450 g 82 8 g 8 8 2 8 g 5 &5 04 g 2 89 38 8 8 8 8 8 5 5 5
T LT T Y % o4z T oL OToaoT el 1 L2 & 3 b & & 2 L £ & =
555225583858 ¢% 2352578828858 %¢8 2§53 £ § 85 5 8 58 8 & 2§53 28838858 &%
———Target ———2015/16 ———Target ~——2015/16 ——Target =——2015/16 ——Target =—2015/16




Strategic Objective Measures 20

6/17 - Service & Innovation

g )
A =
[ é & 100,000k Genome Project - Rare Diseases 294 18
o O ©
2| =
€9 3 . Recruitment started in May 16 due to the implementation of the
£ - 194 22
E S 100,000k Genome Project - Cancer STRATA Database.
100,000k Genome Project - Rare Diseases 100,000k Genome Project - Cancer
(cumulative)

232 32 332 3 325 53 G R RN A

S T A U S N

2§32 323 8828 &8 &§ 2585228822588 3%

——Target -——2015/16




Strategic Objective Measures - Service and Innovation Self-Assessments 2016/17

Executive
Respononsible

Robin Wiggs

Tony Wilding

Robin Wiggs

Tony Wilding

Mark Jackson

Mark Jackson

Tony Wilding

Tony Wilding

Sub-Objective Indicator Type KPI
Implement cardiology strategy (Mandate) L Delivery of strategy milestones
Develop service line specific strategies informed by KPMG L Production of strategies
&
2
I
§ Implement service line specific strategies L Delivery of strategy milestones
2
]
o
o
g Implement world class cancer outcomes strategy (Mandate) L Delivery of strategy milestones
H
@
a
Develop & implement a genomics strategy L Delivery of strategy milestones
Develop & implement an integrated IM&T strategy L Delivery of strategy milestones
Embed the community respiratory service L Deliver contract specific KPI's
4
©
g Adult Congenital Heart Disease L |Business case submission
@
]
°
£
3 Robotic surgery L Business case submission
g
=
c
]
§
5 Implement a seven day ACS service (24/7 service) L Referral to treatment time for ACS patients
E
Develop & deliver innovations that keep us at the cutting edge L Innovation specific

Tony Wilding

Tony Wilding

Mark Jackson




Strategic Objective Measures 2016/17 Value

¢ o NHS activity (inpatients) - to achieve plan >=13,378 >=1249 1004 M
2 g & |NHS activity % variance from plan 0% 0% -9.5% M
= ©
§ 2 & [PP activity (inpatients) - to achieve plan >=397 9 >=39 33 M
PP activity % variance from plan 0% 49 4} 0% -2.9% M
g Total agency cost £000's -£1,802 9 ? -£99 -£109 M
Q
E % Total bank cost £000's -£1,725 94 4} -£131 -£231 M
& g |Total overtime cost £000's -£220 6 v -£19 -£29 M
&S |Total additional sessions cost £000's -£871 408 4} -£73 -£73 M
Q
F Cost Improvement £000's (3% reduction) £3,720 454 & £325 4 £315 M
(%]
% Variance from Plan in NHS Activity % Variance from Plan in Private Activity Reduce Agency Spend
£250,000
10% ' | 10% ' l £200,000
-10% -10% l £150,000
-30% -30% £100,000
-50% -50% £50,000
- - -~ - - - — - - - - -~ - - Ll - -~ - - Ll - - - -
L S & = & 4 £ > b & 46 L T S A R S - S W VW VW VW VW VL VW VW VW N N N
§53532288:85:8¢8 555228823 8%5¢8¢% O B R
2 £ 32 =2 80 248 =8 ¢ 32
—Target 15/16 —Target 2015/16 Plan
Cost reduction strategy delivered £000's
£4,000 (cumulative)
£3,000
£2,000
£1,000
£0
-£1,000
o w (o) o o o o o o) ~ ~ ~
R U R U A Y
2§52 85858485% 8




Strategic Objective Measures - Value Self-Assessments 2016/17

Executive
Sub-Objective Indicator xecutive

Respononsible

Ensure SLR reconciles with the Ledger Acceptable error margin (% & £) Mark Jackson

Deliver SLR self service to management L Deliver product Mark Jackson

50% consultants prepared to use output for assessing performance
(individual or service line)

Improve Service Line
Reporting

Improve adoption of SLR as a reliable information source L Mark Jackson




Strategic Objective Measures 2016/17- Workforce

Currentmonth  previous Data

Indicator

Type Target Target Mar Month Quality Frequency Comments
. . Calculation: Period from Closing date to Authorised to Start date - excludes Bank Holidays /
Time to Hire (days) L a2 A4 ¥ a2 s 49.2 M Excludes Medical Staff wrongly coded in TRAC previously.
Turnover Rate (All Leavers 12 months to date) 10 11.17% ? 10 11.17% 11.4% M Calculation: All Leavers in Period / Average Staff in Post in Perdiod x 100. Data is 12 months
EE— to date for Current Month and YTD.
Turnover Rate (Voluntary Leavers 12 months to date) 8 8.10% 4} 8 8.10% 7.9% Calculation: Voluntary Leavers in Period / Average Staff in Post in Perdiod x 100. Data is 12
Voluntary Leavers months to date for Current Month and YTD.
Turnover Rate between 1-2 yrs service (Voluntary Leavers) L 1.4% 1.51% @ 1.4% 1.51% 1.6% M Calculation: V°'“f"a’V leavers (FTE) with LOS between 1-2 (>= 1 and <=2) divided by FTE in
Post at end of period x 100. Data is 12 months to date.
Bank Spend 2016/17 £K L £1,725 4} £131 £192 M Plan basz‘ed 05:;;;::; year position as bank costs budget included as part of budget for
Total Agency spend Vs profile 2016/17 £K N £1,802 4} £99 £145 £109 ™M NHS Improvement Target - Figures subject to change due to input schedule
Qualified Nurse Agency Spend Vs profile N £1,573 $ £85 £38 M
Absence Rate L 3.6% 3.61% ? 3.6% 3.43% M Ca!culatlon: FTE Days Lost / FTE Day Available in Period x 100. Figures subject to change due
to input schedule.
Average Absence Days per person (Heads) L R 113 4} . 1.08 0.97 M Cal?ulatlon: Number of dvays lost in period divided by headcount at end of period. Figures
subject to change due to input schedule.
Mandatory Training Compliance L 95% 92% $ 95% 92% 94% M
Appraisal Compliance L 90% 83% = 90% 83% 83% M
ent Quarte Previo
g Q4 Quarte
Recommendation as a Place to Work L 76% ¥ 76% 73% Q *Q4 Data from FFT Survey - Q1, 2 & 4 taken from Staff FFT Q3 from National Staff Survey
i 9
Recommendation as a Place for Treatment L 94% * 94% 95% Q *Q4 Data from FFT Survey - Q1, 2 & 4 taken from Staff FFT Q3 from National Staff Survey
| am able to make improvements happen in my area of work L 65% 60% $ 65% 60% 62% Bi-An  [*Q3 Data from 2016 Staff Survey - Q1 taken from Staff FFT, Q3 from National Staff Survey
The team | work in has a set of shared objectives L 85% 79% ? 85% 79% 77% Bi-An  [*Q3 Data from 2016 Staff Survey - Q1 taken from Staff FFT, Q3 from National Staff Survey
| am able to make suggestions to improve the work of my team L 82% 75% T+ 82% 75% 74% Bi-An  [*Q3 Data from 2016 Staff Survey - Q1 taken from Staff FFT, Q3 from National Staff Survey
Time to Hire Voluntary Turnover Rate - 1-2 Years LOS Bank Vs Agency Total Agency spend Vs profile 2016/17 £K
80 3% £250 £250
60 2% £200 £200
40 2% £150 £150
20 % £100 £100
1% £50 £50
e e e e e e e e e~ N N 0% 00 £0
227340282383 §55323358:8588¢ 25532238%5385838¢ $E532788:8588¢
Absence Rate Average Absence Days per Person Mandatory Training Compliance Appraisal Compliance
5% 15 100% — 100%
4% - e 80% 80% »
3% 1 60% 60%
40% 9
% 05 % 20%
1% 20% 20%
0% 0 0% 0% + e
2888888 e Sy 98 e geygee Yy gy TRIPIE3RYEEET 298888899 gq
LWt T Wwoa o 20 & b LU L LT %A s 0 & BL 5 s 3 & s 8 5 L > <& 5 woag 2ot oo %
§352338:2285¢8¢8 $E53238832588% §53338382888¢88 253328828888
Recommendation as a Place to Work Recommendation as a Place for 1 am able to make improvements The team | work.in h.as asetof 1 am able to make suggestions to
100% (Q4 FFT) 100% Treatment (Q4 FFT) 100% - happen in my area of work 100% shared objectives 100% -improve the work of my team
(*NB Q3 Staff Survey) —(NB *Q3 staff Survey) (NB *Q3 Staff Survey)
50% 50% 50% 50% 50%
0% + T T T | 0% 0% . . . , 0% - 0% |
a1 Q a3 a4 ai Q a3 a4 at et Q @ @ a @ @ @




Sub-Objective Indicator

Promote Leadership

Develop & embed leadership behaviors and management skills

Type KPI

L |Delivery of planned milestones - leadership training

Executive
Respononsible

Joanne Twist

Implement talent management & succession planning

L |Delivery of planned milestones - talent development

Educate & develop our people

Provide appropriate education for all

L |Delivery of planned milestones - education plan

Develop sustainable partnership working

L |HEl engagement plan

Improve education and experience of all trainee's

L |Educatiob scores - junior medical and non medical

Ensure Engagement & Wellbeing

Develop an open culture where people are encouraged to be involved

L |LIA engagement

Develop and implement an integrated health & wellbeing strategy

L |Delivery of strategy milestones

Recognise and reward individuals appropriately

L |Implement increments for achievers policy

Joanne Twist

Joanne Twist

Joanne Twist

Joanne Twist

Joanne Twist

Mark Jackson

Joanne Twist

L 3 c
2 S
° 2
g g E Recruit and develop a diverse but representative workforce L |Gap between Trust composition and local population composition Joanne Twist
&8 E
8§38
g ] 5 |Implement the equity and inclusion strategy L |Delivery of strategy milestones Joanne Twist
= T2
aw £




Sub-Objective Indicator

Maintain and

improve
relationships

Deliver stakeholder improvement plan

Type KPI

Achieving milestones in plan; reduced service variation; improved
outcomes

Engage in the production of the 2016-2021 sustainability and
transformation plan (Mandate)

L [Production of health economy wide plan

Executive
Respononsible

Tony Wilding

Tony Wilding




Performance Report Summary 2016/17

Indicator

Target

Actual

YTD

Performanc

Current month

Data
Quality

Previous
Month

Target Mar 17

Frequency

Comments

Exception

Friends and family Test response rate ¥ M
Cumulative average family derived FFT 4 >=90% 97% M
VTE Prophylaxis $ || >=os% EIRIY M v
Number of in-hospital deaths 4 <=14 - M
>
Z_E; Observed mortality (number of in-hospital deaths / spells) 4+ 1.39% M
Risk adjusted CABG mortality 4 M |6-month rolling averages; latest data up to Dec-16
Risk adjusted non-primary PCI MACE <1 = M [6-month rolling averages; latest data up to Sep-16
Number of Adverse Events (red alerts), Sls & Never Events [] = M |1S1in Apr, 151in Nov & 1 Sl in Feb; Never Event in Nov-16 and Mar-17 Y
Number of Reported Patient Safety Incidents (6-month rolling avg) >=1378 = >=132 M
Cancelled operations <=1.5% 4 <=1.5% 3.20% M |No commissioner target has been set for this year Y
Cancelled operations seen in 28-days 100% = 100% 100% M
o Urgent operations cancelled 2nd time [ [} > (] [} M
E Delayed transfers of care <=4.5% 5.88% 4 <=4.5% M Y
g Bed occupancy PV | 85.06% = >=85% M
® Referrals - GP >=26585 Iy /LT * >=2096 M
Referrals - DGH >=10454 10,499 * >=833 920 M
Referrals - Other >=10863 [IEERT1 * 1,156 M
g Activity - NHS 0% T 0.7% M
§ Activity - Private 0% 4 0% -15.4% M Y
g 18 Weeks Referral to Treatment Incomplete Pathways 52 week + 0 = 0 0 M
14 day wait from referral to date first seen 93% = 93% 100% M
31 day wait from diagnosis to first treatment 96% = 96% 100% M
31 day wait for second or subsequent treatment (surgery) 94% = 94% 100% M
62 day wait for first treatment from urgent GP referral to treatment - Consultant upgrade (adj) 85% ¥ 85% 71.43% M Y
C Diff - lapses in care (Cumulative) - Commissioner a4 0 = 4 0 M
‘g,; 26 Weeks Referral to Treatment in aggregate - Admitted Pathways 95% 80.49% E 95% 84.30% M Y
r:;j 26 Weeks Referral to Treatment in aggregate - Non Admitted Pathways 98% 91.05% E 98% 95.56% M Y
§ 26 Weeks Referral to Treatment in aggregate - Incomplete Pathways 95% 91.54% = 95% 94.38% M Y
o [Appraisals >=90% = >=90% M
éf Mandatory training >=95% 3 >=95% M
s
s Turnover Rate between 1-2 yrs service (voluntary(FTC excluded)) <=1.4% E <=1.4% M
Capital Sevice Capacity Rating : W | e et L e e s et
Lauidiy Rating s W | e Ot L e e s et
Liquidity (Days) 14.2 ™M
1 Margin Metrc : W [ i e o Ot )0 ot s i
Variance i E Margin : W [ i e o O 1) ot s i
Agency 1
8
& [Net Surplus £000's 927 ™M
£
Normalised Net Surplus £000's -927 ™M
Cash Balance 6,217 M
Capital expenditure £000's -5,961 ™M
Percentage of nursing agency staff 7% M [Budget based on Trust Internal Plan and not Cap - Cap is higher
Total agency cost £000's -1,802 ™M
Total bank cost £000's -1,725 M




