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Introduction/Background 

1. Purpose 
 

The purpose of this paper is seek approval of the current interim transitional governance 
arrangements for Worcestershire Executive, whilst options regarding the preferred future 
form are considered.  The paper is written in the context of recently issued NHSEI 
guidance on the ICS Design framework (June 21) 1 and was considered by members of 
the WEC Committee on 16 July and 16th August. 
 
The guidance from NHSEI reflects the permissive nature of the role of Place which needs 
to be considered as part of the wider ICS system developments, including the transition 
out of CCGs, development of PCN/ District collaboratives and provider collaboratives. 
 
Further work in the Autumn will be undertaken to determine a recommended function and 
form for Place. The MoU and terms of reference are proposed to cover the current interim 
arrangements.  
 

Issues and options 

Governance Framework  

 
The primary governance framework is an overarching Memorandum of Understanding at 
ICS system level.  Under this there is broad flexibility to establish an operating framework 
at Place level.   
 
At the current time, this is achieved via two key documents which are appended: 

a. Draft Memorandum of Understanding (MOU) 
b. Draft Terms of Reference – Worcestershire Executive Committee 

 
The MOU can be shaped and further refined as the arrangements develop, for example 
via additional schedules, as thinking evolves and more information and guidance becomes 
available.  The principles and priorities within the MOU are enacted via the Worcestershire 
Executive Committee; updated terms of reference are attached articulating the proposed 
function and membership. 
 
The above referenced documents are interim to enable Place level development to 
continue April 2022.  They will naturally evolve as the Worcestershire Executive develops 
and will cease at the point of a change in national guidance or a formal delegation of 
decision making authority.  The documents as drafted, provide an initial framework to 
enable Place to function as a collective whilst the arrangements evolve.  They will be kept 
under regular review.  
 
 
 
 
 

 

                                                           
1 https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf  
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Items considered and recommended by WEC: 
 

 Removal of independent chair and confirmation of the executive nature of the group.  
This confirms the delivery nature of the Committee, with oversight and assurance 
from the HWBB and/or ICS Board.  

 Voting arrangements  - recommendation to remove the casting vote, meaning that 
in extemis, should it not be possible to reach a decision, that in the first instance 
further discussion and a further vote takes place, with escalation to the ICS Board 
for further consideration (note not decision) in consultation with the Partners 

 

Conclusion 
An initial draft governance framework is appended for approval by TME following 
recommendation from the Worcestershire Executive Committee. They enable the 
Worcestershire Executive to begin the work of shaping the arrangements to support 
delivery and respond to guidance as issued.   

 
Recommendations 

TME is recommended to approve the: 
 

o Terms of Reference of the Worcestershire Executive Committee 
o Memorandum of Understanding for Worcestershire Executive 

 

Appendices 

 

 Draft Worcestershire Executive Committee TOR 

 Draft Memorandum of Understanding 
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 Integrated Performance Report – Month 5 2021/22 
 

For approval:  For discussion:  For assurance: X To note:  
 

Accountable 
Directors 

Paul  Brennan – Chief Operating Officer, Paula Gardner – Chief 
Nursing Officer, Christine Blanchard - Chief Medical Officer, Tina 
Rickets – Director of People & Culture, Robert Toole – Chief Finance 
Officer 

Presented by 
Vikki Lewis – Chief Digital 
Officer 

Author /s 
Steven Price – Senior 
Performance Manager 

   

Alignment to the Trust’s strategic objectives (x) 

Best services for 
local people 

X 
Best experience of 
care and outcomes 
for our patients 

X 
Best use of 
resources 

X Best people X 

  

Report previously reviewed by  

Committee/Group Date Outcome 

TME 22nd September 2021 Approved 

Quality Governance 30th September 2021 Assured 
   

Recommendations The Board is asked to  

 note this report for assurance 
 

Key Issues Emergency and Urgent care and Patient Flow & Capacity 

 Although a decrease on the previous three months, attendances to 
our type 1 hospitals remain firmly in the upper range of our demand 
profile. The pressure for beds, whilst ensuring that Covid and elective 
surgery beds were ring-fenced, remained throughout the month and 
on several occasions’ level 4 escalation procedures had to be put in 
place. For the period April to August 2021 ED attendances and 
ambulance conveyances are up 12% and 7% respectively compared 
to the same period in 2019 (pre-COVID). 

 The measures identified as showing special cause concern either as 
a result of 8+ months above the mean or elevated concern outside of 
the control limits have not changed, which is indicative of the 
sustained impact limited patient flow and high ED demand continues 
to have on our hospitals. 

 Although total discharges and transfers, discharges before midday 
and average length of stay remained within the expected ranges, 
most noticeable was special cause concern for those MFFD patients 
remaining on the ward 24 hours after becoming MFFD which over the 
course of Aug-21 remained above 2,000 for the third consecutive 
month. 

 Winter planning is progressing with modelling of demand being 
utilised to identify potential gaps in bed capacity.  Continuing to ring-
fence elective beds and/or increases in the number of patients 
requiring treatment for Covid will impact our available beds for 
emergency admissions; however, if we don’t maintain beds for our 
elective patients, our elective inpatient activity plans for H2 will be 
impacted. There are currently 49 G&A beds ring fenced for COVID 
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and 65 G&A beds ring fenced for ‘purple’ elective across the 
Alexandra and Worcestershire Hospital sites. 

 
Recovery and restoration of the elective programme including 
Outpatients and Diagnostics 

 The RTT waiting list has increased again with sustained high 
numbers of ERS and RAS referrals adding new patients to our waiting 
lists. 

 We have aligned to the recently introduced national reporting of long 
waiters; those between 52 and 78 weeks (3,907), those between 78 
and 104 weeks (1,899) and those waiting over 104 weeks (170).  Of 
the 170 patients waiting over 104 weeks, 121 are waiting for 
orthodontic treatment. 

 The emergency demands on the Trust are having a knock-on effect 
on diagnostic capacity which means not as many urgent and routine 
patients were having their tests.  The removal of the CT scanner at 
Kidderminster, the on-going decontamination issues for endoscopy 
and staffing issues (vacancies and sickness) in cardiopulmonary have 
contributed to not achieving the diagnostic H1 targets, with the 
exception of non-obstetric ultrasound. However as part of the Trust’s 
successful Community Diagnostic Hub Wave 1a bid a new CT mobile 
became operational on the 16th October 2021 and a new Endoscopy 
mobile will be operational from the 18th October 2021; both units will 
be on the Kidderminster site. 

 Although unvalidated, the H1 targets for total outpatient and 
consultant-led first and follow-up outpatient attendances have been 
achieved.   

 The total elective spells (6,835) in the month was below the H1 target 
but only by -223 however overall performance for H1 (April to August) 
to date is a total of 34,504 elective spells which is 833 cases above 
plan. 

 
Stroke 

 The SSNAP Q1 performance has been published and we have been 
graded a D (54 points); this is down from a grade C (66.6 points) the 
previous quarter. 

 The clinical grade was a C (60 points) however a 10% reduction was 
applied due to a being graded a level B in both Case Ascertainment 
and Audit Compliance. 

 5 of 10 domains decreased by at least one grade, 4 remained the 
same grade but saw a decrease in score and 1 domain improved. 

 

Risk 

Which key red risks 
does this report 
address? 

 What BAF 
risk does this 
report 
address? 

2, 3, 4, 5, 7, 8 ,9, 10, 11, 13, 14, 15, 16, 17, 18, 
19, 20 

 

Assurance Level (x) 0  1  2  3  4 X 5  6  7  N/A  

Financial Risk N/A 
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Action 

Is there an action plan in place to deliver the desired 
improvement outcomes? 

Y  N  N/A X 

Are the actions identified starting to or are delivering the desired 
outcomes? 

Y  N  
 

If no has the action plan been revised/ enhanced Y  N   

Timescales to achieve next level of assurance  
 

Recommendations 

The Board is asked to  

 note this report for assurance 

Appendices 

 Trust Board Integrated Performance Report (Aug-21 data) 
 WAHT August 2021 in Numbers Infographic 
 LMNS Dashboards (Jul-21 data) 
 Committee Assurance Statements 
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Summary Performance Table| Month 5 [August] 2021-22 

3
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90%100.0 %Aug-21 106%54%80%

94%100.0 %Aug-21

111%38%75%90%66.7 %Aug-21

107%92%99%

94%77.4 %Aug-21

108%88%98%98%98.3 %Aug-21

110%66%88%

096Aug-21

101%92%97%96%90.13%Aug-21

862053

82%57%70%85%54.28%Aug-21

82%2%42%

Aug-21 97%71%84%93%70.89%

93%51.46%Aug-21

2,037966150105,914Aug-21

77%68%72%92%53.82%Aug-21

-251Aug-21

93%81%87%--72.40%Aug-21

221163192-

-49.00%Aug-21 82%53%67%-

80%30.61%Jul-21

77% 66% 87%

69%19%44%

Aug-21 53.46% 99%

15% 73%

Jul-21 90.70% 70% 85% 52% 119%

Jul-21 34.69% 90%

Jul-21 90%62%76%80%75.51%

Performance Metrics

E
A

S

Percentage of Ambulance handover within 15 minutes 

 Time to Initial Assessment - % within 15 minutes 

Average time in Dept for Non Admitted Patients 

R
T

T

Incomplete (<18 wks)

52+ WW

C
A

N
C

E
R

2WW All

2WW Breast Symptomatic

62 Day All

104 day waits

31 Day First Treatment

62 Day Screening

44%

31 Day Surgery 

31 Day Radiotherapy 

31 Day Drugs

62 Day Upgrade

Diagnostics (DM01 only)

S
T

R
O

K
E

CT Scan within 60 minutes

Seen in TIA clinic within 24hrs

Direct Admission

90% time on a Stroke Ward

Average time in Dept for Admitted Patients

% Patients spending more than 12 hours in A&E

Number of Patient spending more than 12 hours in A&E Aug-21

Aug-21

Aug-21

482-

-

-609

10.00%

1,211

492

0.08

825

0.01

285-

-

-

388

139

0.04
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Data Quality Risk Matrix – Operational Performance
Data Set Includes Likelihood Impact Total Score Context

Urgent Care

• EAS
• EAS Type 1
• Total Time in A&E
• Bed Capacity 
• 30 day re-admission rate
• Aggregated  patient delay 
• Conversion Rate
• 15 minute time to triage 

2 3 6
These metrics have regular scrutiny including at patient level.  There are audits completed so are 

calculations based on metrics further down the list.

4

Urgent Care
Exception

Ambulance Handover 2 2 4
We use WMAS data to report on handovers.  This data is audited regularly and although there 

are on the odd occasion differences of 1 or 2 ambulances these are over the change of midnight.  

12 Hour Trolley Breaches 4 2 8

These are reviewed at patient level daily but we still have a number of patients where DTA times 

are incorrectly recorded, thus indicating a breach which is then validated off and the patient 

record amended.  This has been an issue for a number of years. 

Mitigation: Identify a new location for the data that keeps erroneously being entered, and 

refresh the knowledge of the standard operating procedure.

Specialty Review 4 2 8

There are several issues with this data.  Timeliness of data capture, accurate data capture of 

referrals and in particular missing times of arrival.  The issue is the allocation of a responsible 

person(s) for capturing accurate times.  This has been an issue for a number of years.

Mitigation: No clear mitigation until a deep dive has been reviewed in Home First Board.

Discharges  (including Discharges before 
midday)

3 3 9

This does not impact the patient.  This data quality score impacts the ability for the Trust to 

manage beds using our clinical systems.  Whether a patient has been discharged predominantly 

is shared verbally as opposed to using the real time data from the patient administration system.  

Timeliness is impacted by administrative staff not being available (particularly during the 

evening), complexity with the electronic discharge documentation and system configuration.

Mitigation: A review of administrative cover to be completed and potential improvements to be 

made as part of the Digital DCR Programme, but impact may not been seen until 

implementation.
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Data Quality Risk Matrix – Operational Performance
Data Set Includes Likelihood Impact Total Score Context

Cancer 

• 2WW Referrals 
• 2WW All
• 2WW Breast Symptomatic 
• 31 Day All
• 62 Day All
• 62+ day 
• 104+ day 

2 3 6

Cancer Services data has recently been reviewed externally and was rated good.  The data is 

captured in a timely manner and is complete.  

RTT

• % Within 18 weeks
• 40-52 weeks wait
• 52+ weeks wait 
• RTT Referrals

3 4 12

There are several small issues in RTT waiting list management and reporting.  However these 

collectively have resulted in some patients not being managed effectively; and long waits not 

being transparent facilitating the potential for harm.

Mitigation: We have been undertaking a systematic review of reporting which will be 

accompanied by a training programme to ensure that patients are managed in compliance with 

RTT rules.  This will be in place by the end of June 2021 and after a period of testing it is 

expected that this score would decrease to no more than 4.There is also a national data quality 

programme on waiting lists which will support Trusts with planning data quality improvements 

where needed. This will include NON RTT’

Theatre Utilisation

• % Actual theatre sessions
• Day cases on elective sessions (n)
• Elective on Elective sessions (n)
• Non-elective and Emergencies on 

elective sessions (n) 
• % rebooked within 28 days

3 1 3
Although data quality is possible, the impact is more on the performance reporting than a risk to 

the patient hence the consequence score is a 1.

Theatre Utilisation
Exception

• % Cancellation on the day 3 3 9

The cancellation process is quite complex and involves a number of clinical systems for the data 

to be captured across.  This means that data capture issues are possible and the impact on the 

patient could mean that they are not invited back for Surgery.  

Mitigation: There is a detailed report which highlights potential data quality issues that should 

be reviewed regularly by operational colleagues. 
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Data Quality Risk Matrix – Operational Performance 

Data Set Includes Likelihood Impact
Total 
Score 

Context

Diagnostics

• Radiology waiting list size
• Radiology Activity 
• Endoscopy waiting list size
• Endoscopy Activity 

2 3 6
Detailed scrutiny at patient level regularly by the Division.  

Mitigation : Detailed reporting including potential data quality errors on WREN.

Stroke

• % patients spending 90% of 
time on stroke unit 

• % seen in TIA clinic within 24 
hours

• % Direct admission to stroke 
ward

• % CT Scan within 60 mins 

1 3 3

The data is scrutinised heavily by the Division and underwent a significant review 

within the last 2-3 years so currently there are no known issues.

An audit of Stroke will occur again within the next financial year.
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Operational Performance Report - Headlines
Operational 
Performance

Comments

Urgent and 
Emergency Care

• In Aug-21, the Trust saw a decrease in the number of patients attending our type 1 sites to 12,331 – this volume of attendances is still in excess of historic seasonal variation (average of 11,500 across 
Aug-19 and Aug-20).  Children and young people attendances contributing 20% of the total (having been 21% in Jul-21). 

• Unsurprisingly, the pressures linked to reduced timely discharge of MFFD patients and increased Covid admissions manifested itself in the majority of ED metrics, continuing the trend of special 
cause concern and reaching levels outside of the control limits as more patients spend more time in department.

Patient Flow 
and Capacity

• The pressure remains on both hospital sites to manage bed capacity and patient flow, particularly to discharge patients before midday and support our long length of stay and medically fit for 
discharge patients to leave the hospital when they no longer need an acute hospital bed. 

• Discharges before midday remained static but those patients still on the ward 24 hours after being assessed medically fit for discharge increased again; the 9th month in a row.  
• Long length of stay patient numbers increased.

Cancer

• Long Waits: The backlog of patients waiting over 62 days has increased to 323 from 318 and those waiting over 104 days has increased from 83 to 96.
• Overall cancer referrals in Aug-21 have decreased from Jul-21 however, some specialities are seeing sustained demand (particularly in Lower GI and skin) well in excess of existing capacity.  The 

impact is that, although improve, cancer two week waiting times continues to special cause concern with Breast Services and Skin still not to be able to see the majority of their patients within two 
weeks.

• Cancer two week waits for Breast Symptomatic patients is no longer special cause concern having recovered to 51% of patients seen within 14 days. 
• Cancer 62 day waits is showing special cause concern with only 54% of patients starting treatment within 62 days due to delays in the 2WW and diagnostics elements of the pathway.  
• The delays are impacting the 31 day standard of treatment decision to treated which is also showing special cause concern.

RTT 
Waiting List

• Long Waits: Our patients waiting over a year for treatment can be broken down as follows; between 52 and 78 weeks (3,907), between 78 and 104 weeks (1,899) and those waiting over 104 weeks 
(170).  Of the 170 patients waiting over 104 weeks, 121 are waiting for orthodontic treatment.

• The RTT waiting list size remains a cause for concern having increased again to just over 54,700. Although Advice and Guidance and RAS triage is offsetting some new referrals, our waiting list is 
growing month on month with the number of referrals being received remaining high. 

Outpatients

• Long Waits: There are over 29,000 RTT patients waiting for their first appointment and only 7,430 of them have been dated. 
• Aug-21 saw 38,207 outpatient attendances take place (consultant and non-consultant led) meaning the H1 target has been met (+2,696). Comparing to Aug-19 shows we undertook approximately 

84% of historic activity and 27% of Aug-21 appointments were non-face-to-face; this remains above the EFR Gateway target of 25%.
• Total consultant-led first and follow-up outpatient attendances were above the H1 target in Aug-21.  However, despite this achievement, non-face-to-face activity is currently below plan.
• Although we are increasing our activity and are in line with plan, the number of patients waiting for their first outpatient appointment is increasing.

Theatres

• In Aug-21, we did not achieve the combined day case and elective inpatient H1 target (-223 to plan) with day case spells below by -58 and elective ordinary spells by -165.
• 11 eligible patients who had their operation cancelled were not rebooked within 28 days in Aug-21; however 16 patients were.
• The Independent Sector and with mutual aid support from Wye Valley Trust, undertook 114 day cases, 9 EL ordinary and 181 diagnostic tests.
• Vanguard theatre activity started on 1st September and will be reported next month.

Diagnostics

• Long Waits: 6,531 patients are waiting over 6 weeks for their diagnostic test and of the total number of breaches, 2,636 have been waiting over 13 weeks and 59% are attributable to DEXA and 
echocardiography.

• Diagnostic testing remains a cause for concern; the process is currently not capable of achieving the 1% target.  The proportion waiting under 6 weeks has increased due to an increase in referrals.  
More activity in Aug-21 has been for emergency diagnostic tests which has offset seeing those patients waiting for 2WW, urgent and routine tests. 7
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Operational Performance: Urgent and Emergency care

Percentage of Ambulance 
handover within 15 

minutes 

Time to Initial Assessment -
% within 15 minutes 

Time In Department

Average (mean) time in Dept
for Non Admitted Patients 

Average (mean) time in Dept
for Admitted Patients 

Number of Patient spending 
more than 12 hours in A&E

% Patients spending more than 
12 hours in A&E

48.95% 72.53% 250 609 1,211 10.01

What does the data tell us?
• Urgent Care Indicators – the metrics on slide 9 highlight the extreme pressure faced by the Trust during Aug-21 with the percentage of ambulance handovers within 15 

minutes, average time in department for non-admitted patients and the number of patients spending 12+ hours in A&E all showing special cause concern for the month. 
Time to initial assessment within 15 minutes and average time in department for admitted patients show continued special cause concern for being outside of the 
control limits for 3 months and a 7 month run above the mean respectively.

• EAS - The overall Trust EAS performance which includes KTC and HACW MIUs was 72.53% in Aug-21 – this is the fourth month of special cause concern in the context of 
attendances across all settings remaining significantly high at 17,313.

• EAS Type 1 – EAS performance at WRH dropped to below 60% for the second month in a row at 56.95% with the attendances at 7,276; there were 3,132 4 hour 
breaches. The ALX EAS performance remains below 70% to 62.99% and although there were 315 fewer attendances there were 140 more 4 hour breaches.  Total Type 1 
attendances across ALX and WRH were 12,331, 971 fewer attendance from  Jul-21 but indicative of the sustained pressure on our emergency departments.

• CYP Attendances: Total attendances to WRH in Aug-21 who were children and young people dropped to 20% from 21% in Jul-21. Although this is still comparatively high 
numbers of attendances (as the total attendances remained over 7,000) at 1,429, it was no longer significantly so. 22% of all paediatric attendances arrived by 
ambulance also dropping back to expected levels.

• Ambulance Handovers - There were 862 x 60 minute ambulance handover delays with breaches at both sites – this further increase in breaches from Jul-21 is significant 
and is linked to the capacity, flow and numbers of patients in our ED’s which prevented timely offloading.

• 12 hour trolley breaches – There were 82 validated 12 hour trolley breaches in Aug-21 – this remains a special cause concern for our processes.
• Specialty Review times – Specialty Review times are now highlighted as a cause for concern with 9 consecutive months below the mean; the target cannot be met.
• Total Time in A&E: The 95th percentile for patients total time in the Emergency departments has increased from 891 in Jul-21 to 1001 in Aug -21. This metric shows 

special cause variation because the last 9 months have been above the mean and Jul-21 is outside of the upper control limit.
• Conversion rates – 3,380 patients were admitted in Aug-21; a Trust conversion rate of 27.95%. The conversion rate at WRH was 29.89% and the ALX was 25.26%. The 

conversion rate at WRH in Aug-21 compared to Aug-19 is 4.29 percentage points higher.
• Aggregated patient delay (total time in department for admitted patients only per 100 patients – above 6 hours) – this indicator continues to show special cause 

concern for Aug-21 both because the Aug-21 value is above the upper control limit and it’s the 9th month in a row above the mean.
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Number of 

Patients 

spending 

more than 12 

hours in 

A&E

1,211

Time to 

Initial 

Assessment 

- % within 15 

minutes 

72.53%

Please note: These SPC charts have been re-based to evidence if any changes in performance, post the 
initial COVID-19 high peak, are now common or special cause variation.

Average time 

in Dept for 

Non Admitted 

Patients 

250

Percentage 

of 

Ambulance 

handover 

within 15 

minutes 

48.95%

Average 

time in Dept 

for Admitted 

Patients 

609

Key

- Internal target

- Operational standard

Month 5 [August] | 2021-22 | Operational Performance: Urgent and Emergency Care
Responsible Director: Chief Operating Officer | Validated for August-21 as 02nd September 2021

9

% Patients 

spending 

more than 12 

hours in A&E

10.01%
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Total time 

spent in A&E 

(95th

Percentile)

1001

60 minute 

Ambulance 

Handover 

Delays

862

Please note: These SPC charts have been re-based to evidence if any changes in performance, post the 
initial COVID-19 high peak, are now common or special cause variation.

12 Hour 

Trolley 

Breaches

82

4 Hour EAS 

(all)

71.10%

Key

- Internal target

- Operational standard

Month 5 [August] | 2021-22 | Operational Performance: Urgent and Emergency Care 
Responsible Director: Chief Operating Officer | Validated for August-21 as 02nd September 2021

10

Aggregated 

Patient Delay

(APD)

722

Specialty 

Review 

within 1 

hour

24.00%
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National Benchmarking (August 2021) 

EAS (All) -The Trust was one of 12 of 13 West Midlands Trust which saw a decrease in performance between Aug-21 and Jul-21. The Trust was ranked 8 out of 13; this is the 
same rank as the previous month. The peer group performance ranged from 53.78% to 86.50% with a peer group average of 70.33%; Declining from 74.49% the previous 
month. The England average for Aug 21 was 70.00% a -7.7% decrease from 77.70% in Jun-21.

EAS (Type 1) - The Trust was one of 9 of 13 West Midlands Trust which saw a Decrease in performance between Jul-21 and Aug-21. The Trust was ranked 8 out of 13; this is 
the same rank as the previous month. The peer group performance ranged from 51.50% to 82.27% with a peer group average of 59.83%; Declining from 60.80% the 
previous month. The England average for Aug-21 was 70.00% a 2.3% increase from 67.70% in Jun-21.

In August-21, there were 2,794 patients recorded as spending >12 hours from decision to admit to admission.  82 of these patients were from WAHT; 2.93% of the total.

Operational Performance: Urgent Care Benchmarking
2.4 - Complete the implementation of  Home First Worcestershire to eradicate corridor care and minimise ambulance handover and admission delays

EAS – % in 4 hours or less (All) – Aug -21 EAS – % in 4 hours or less (Type 1) – Aug-21

EAS – % in 4 hours or less (All) – July - 21 EAS – % in 4 hours or less (Type 1) – July -21
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What does the data tell us?
• Discharges – Before 12pm discharges (on non-COVID wards) is showing no significant change however the process will not achieve the target of 33% at either site  As at the last day of the 

month, the number of patients with a length of stay in excess of 21 days increased from 49  (31-Jul-21) to 53 with 18 patients deemed medically fit for discharge.
• Bed Capacity - Our G&A bed base is 752; with beds allocated to Covid patients, closed wards, unused beds during Aug-21 our average number of G&A beds occupied per day was 626, up 

from 580 the month before and the average midnight occupancy  was 86.82%.
• Medically Fit Patients – for the 7th consecutive month, the number of MFD patients still on our wards 24 hours after becoming medically fit is showing special cause concern, and the last 

three months are showing as outside of the upper confidence interval.
• Length of Stay – the LOS on our non-covid wards is showing no significant change at 5.8 days in Aug-21.
• The 30 day re-admission rate shows no significant change since  Jun-20; the process limits have widened and this indicates a change during COVID-19 that we have not yet got control of.

Current Assurance Level: 5 (Aug-21)
When expected to move to next level of assurance: This is dependent on the on-going management of the increase attendances 
and achieving operational standards.

Previous assurance level: 5 (Jul-21) SRO: Paul Brennan

Operational Performance: Patient Flow and Capacity
2.4 - Complete the implementation of  Home First Worcestershire to eradicate corridor care and minimise ambulance handover and admission delays

Discharges before Midday
Number of patients with a long 

length of stay (21+ days)

Overnight Bed 
Capacity Gap 
(Target – 0)

Average length of stay in 
hospital at discharge 

(non-covid)

30 day re-
admission rate 

(Jun-21)

Discharges as a % of admissions 
IP only (Target >100%)

WRH 20.94% ALX 26.09% WRH 39 ALX 14 23.6 Beds WRH 6.0 ALX 4.7 3.14% WRH 95.32% ALX 89.00%
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% 

Discharges 

before 

midday (non-

covid wards)

22.75%

Capacity 

Gap (Daily 

avg. excl. 

EL) 

23.6

Please note: These SPC charts have been re-based to evidence if any changes in performance, post the 
initial COVID-19 high peak, are now common or special cause variation.

Key

- Internal target

- Operational standard

Month 5 [August] | 2021-22 | Operational Performance: Patient Flow and Capacity
Responsible Director: Chief Operating Officer | Validated for August-21 as 02nd September 2021

13

MFFD 

patients still 

on the ward 

24hrs after 

becoming 

MFFD

1,763

30 day 

readmission 

rate for 

same 

clinical 

condition

3.14%

Total 

Discharges 

and 

Transfers

4,929

Average 

Length of 

Stay in 

Hospital at 

Discharge 

(non-covid

wards)

5.3
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Cancer 

Referrals

Patients seen within 14 

days (All Cancers)

Patients seen within 14 days 

(Breast Symptoms)
28 Days Faster Diagnosis

Patients treated 

within 31 days

Patients treated within 

62 days

Total Cancer 

PTL

Patients waiting 63 

days or more

Of which, patients 

waiting 104+ days

2,295 70.60% 2,051 seen 52.38% 105 seen 62.15% 1,630 diagnosed 86.35% 249 treated 52.08% 157 treated 2,832 323 96

What does the data tells us?

• Referrals: Although there was a 12% reduction from the previous month in overall referral 

numbers, skin and lower GI are still seeing high demand that is greater than their capacity.

• 2WW: The Trust saw 70.60% of patients within 14 days. Of the 602 breaches, 160 were 

attributable to Breast Services and 312 to Skin.  Across all tumour sites, 70 2WW breaches 

were due to patient choice and 542 due to the Trust’s capacity issues.  For the third month, 

this performance is special cause concern as a result of the high number of breaches, with 

the gains made in Breast (up to 52% from 15% in Jul-21) being offset by skin reducing to 

5.5%, only 18 patients were seen within 2 weeks.

• 2WW Breast  Symptomatic: The Trust’s waiting time performance returned to normal 

variation at 52.38%.  Although performance is back within the confidence limits, this is the 

11th consecutive month below the mean.

• 28 Faster Diagnosis: The Trust has yet to achieve the FDS target of 75%.

• 31 Day: Of the 249 patients treated in Aug-21, 238 waited less than 31 days for their first 

definitive treatment from receiving their diagnosis.  This unvalidated performance is

currently above the CWT target of 96%;

• 62 Day: There have been 157 recorded first treatments in Aug-21 to date and 52.08% within 

62 days.  This has now moved to special cause concern by treating and the 85% target 

remains not achievable.

• Cancer PTL: As at the 30th August there were 2,832 patients on our PTL with 144 having 

been diagnosed and 1,647 still suspected.  The remaining 945 patients were between 0-14 

days.

• Backlog: The number waiting 62+ days for their diagnosis has been increased from 318 at 

the end of Jul-21 to 323 at the end of Aug-21; the number of patients waiting 104 days or 

more is 96, an increase of 13 patients from Jul-21 and is showing as a special cause concern 

again.  The number of patients waiting is special cause variation of concern.

What have we been doing?

• Do what we say we will do: Breast 2ww now polling within 14 days so on course to deliver the forecasted 85% for September 2021 and then

the standard of 93% from October 2021, providing no further increase in referrals or unforeseeable loss of capacity.

• Skin 2ww performance further deteriorated despite additional clinics via Medinet. Focus is now on the recruitment of the two consultant gaps 

whilst continuing to provide WLI’s where possible.

• No delays, every day: Four out of nine Remedial Action Plans (RAPs) at cancer specialty level now produced and in review, with plans in place 

to have the remainder submitted within two weeks.

• Mobile CT back on the Kidderminster site from w/c 13th September 2021 which will improve access to diagnostics and in turn the 2ww (for 

those straight to test pathways) and 28 day faster diagnosis standards.

• Delays associated with reviewing test results and typing of clinic letters escalated to the relevant divisional management team for resolution.

• We listen, we learn, we lead: Listening into Action sessions held with staff from the 2ww Booking Office to understand current challenges and 

process issues, the start of a wider review of Booking Services across the Trust.

• Appointed to the role of Project Manager to review current pathways against National best practice pathways and implement improvements.

• Work together, celebrate together: Additional funding for 1 WTE CNS and 1 WTE Patient Navigator secured via the ICS transformation monies 

to further shore up the Colorectal 2ww nurse led triage, which continued to be under immense pressure due to unprecedented referral levels 

since March 2021.

What are we doing next?

• Do what we say we will do: Appointed to the role of Project Manager to review current pathways against National best practice pathways and 

implement improvements, now seeking to backfill her current role and agree a start date.

• No delays, every day: Cancer specialty RAPs to be received, approved and then managed via the new format PTL meetings chaired by the Head 

of Elective Performance and Patient Access.  New format to include Directorate Manager attendance with updates led by the directorates as 

opposed to corporate departments.

• We listen, we learn, we lead: Revised structure by way of a management of change process (paper being drafted) to truly integrate the Cancer 

Services and 2ww Booking Office Teams.

• Work together, celebrate together: Further work underway to develop an ICS approach to capacity and demand analysis for cancer.

14

Operational Performance: Cancer
2.4 - Ensure timely access to diagnostics and treatment for all urgent cancer care

Current Assurance Levels (Aug-21) Previous Assurance Levels (Jul-21)
When expected to move to next levels of assurance: when we are consistently meeting the operational standards of cancer waiting times and the 

backlog of patients waiting for diagnosis / treatment starts to decrease.  Improvements in 2WW are expected to be realised in October as a result of 

Breast services clearing their current backlog and the required 62+ day backlog reduction is to be delivered in Mar-22.

2WW – Level 5 2WW - Level 5 

31 Day Treatment - Level 5 31 Day Treatment - Level 5

62 Day Referral to Treatment – Level 5 62 Day Referral to Treatment - Level 5 SRO: Paul Brennan
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Cancer 

28 day FDS

Cancer 2WW 

Breast 

Symptomatic

Cancer 

2WW All

70.60%

62.15%52.38%

Please note: The 2WW Breast Symptomatic SPC chart has been re-based to evidence if any changes in performance, post 

the initial COVID-19 high peak, are now common or special cause variation.

2WW 

Referrals

2,295

Key

- Internal target

- Operational standard

Month 5 [August] | 2021-22 | Operational Performance: Cancer
Responsible Director: Chief Operating Officer | Unvalidated for August-21 as 6th October 2021

- Lockdown Period 

- COVID Wave  
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Backlog

Patients 

waiting 62 

day or more

Cancer 

62 Day

All

52.08%

323

Cancer 

31 Day

All

86.35%

Key

- Internal target

- Operational standard

Month 5 [August] | 2021-22 | Operational Performance: Cancer
Responsible Director: Chief Operating Officer | Unvalidated for August-21 as 6th October 2021

- Lockdown Period 

- COVID Wave  

16

Backlog

Patients 

waiting 104 

day or more

96

Please note that % axis does not start at zero.
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Operational Performance: Cancer Benchmarking

National Benchmarking (August 2021)

2WW: The Trust was one of 11 of 13 West Midlands Trust which saw a increase in performance between Jun-21 and Jul-21. The Trust was ranked 13 out of 13; this is the same rank as the previous month. The peer 
group performance ranged from 66.43% to 96.21% with a peer group average of 85.14%; improving from 80.49% the previous month. The England average for Jul-21 was 85.63% a 0.7% increase from 84.90% in Jun-
21.

2WW BS:The Trust was one of 11 of 13 West Midlands Trust which saw a increase in performance between Jun-21 and Jul-21 This Trust was ranked 12 out of 13; we were 11th the previous month. The peer group 
performance ranged from 7.14% to 94.87% with a peer group average of 73.28%; improving from 48.74% the previous month.  The England average for Jul-21 was 74.73% a 5.9% increase from 68.82% in Jun-21.

31 days: The Trust was one of 2 of 13 West Midlands Trust which saw a increase in performance between Jun-21 and Jul-21 This Trust was ranked 2 out of 13; we were 4th the previous month. The peer group 
performance ranged from 81.58% to 98.28% with a peer group average of 90.70%; declining from 92.21% the previous month.  The England average for Jul-21 was 94.68% a 0.1% increase from 94.62% in Jun-21.

62 Days: The Trust was one of 13 of 13 West Midlands Trust which saw a Trusts in performance between Jun-21 and Jul-21 This Trust was ranked 9 out of 13; we were 8th the previous month. The peer group 
performance ranged from 44.44% to 79.41% with a peer group average of 61.30%; declining from 64.53% the previous month.  The England average for Jul-21 was 72.09% a -1.2% decrease from 73.27% in Jun-21.

2WW (All cancers) | July-21 Cancer 62 day (All cancers) | July-21Cancer 31 Day (All cancers) | July-212WW   Breast Symptomatic | July-21

2WW (All cancers) | June - 21 Cancer 62 day (All cancers) | June - 21Cancer 31 Day (All cancers) | June - 212WW   Breast Symptomatic | June - 21
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Operational Performance: Planned Care | Waiting Lists
2.4 - Maintain access to all emergency surgery (inc trauma) and triage elective waiting list to prioritise access for those at greatest risk of harm from delay

Electronic Referral

Service (ERS) 

Referrals

Referral Assessment 

Service (RAS) Referrals

Advice & 

Guidance 

(A&G) 

Requests

Total RTT

Waiting List

Percentage of patients on a 

consultant led pathway waiting 

less than 18 weeks for their first 

definitive treatment

Number of patients 

waiting 40 to 52 

weeks or more for 

their first definitive 

treatment

Number of patients 

waiting 52+ weeks 

Of whom, 

waiting 78+ 

weeks

Of whom, 

waiting 

104+ 

weeks

Total 7,302 Total 5,092
2,433 54,681 53.82% 4,887 5,914 2047 171

Non-2WW 4,767 Non-2WW 4,004

What does the data tells us?
• ERS Referrals: a total of 7,302 electronic referrals were made to the Trust in  Aug-21, the third month since Feb-21 above 7,000. 4,767 were non-2WW referrals so of the 7,302 electronic 

referrals  34.7% of these were 2WW cancer which is the second lowest 2WW % against any of the previous 12 months.
• RAS Referrals: a total of 5,092 electronic referrals were made to the Trust in Aug-21, the third consecutive month above 5,000.  4,004 were non-2WW and 72% were outcomed within 14 

working days.  Of the 577 2WW RAS referrals, 81% were outcomed within 2 working days.  16% of RAS referrals were returned to the referrer.
• A&G Requests: this continues to be well used and responded to in a timely manner with 2,433 A&G requests received in Aug-21 with 86.9% responded to within 2 working days and 91.4% 

within 5 working days.  
• 70.5% of the 2,254 responses in May-21 to A&G requests didn’t result in a referral being made for that specialty within 3 months of the response (1,589 didn’t result in a referral). This is 

currently within the expected range of A&G resulting in an outpatient appointment not being booked. 

• Referral To Treatment Time - The Trust has seen a further 2.43% increase in the overall wait list size in Aug-21 compared to Jul-21; from 53,381 to 54,681
• The number of patients over 18 weeks who have not been seen or treated within 18 weeks has increase to 25,252. This is currently 988 more patients than the validated Jul-21 snapshot. 

RTT performance for Aug-21 is validated at 53.82%compared to 53.50% in Jul-21.  This remains sustained, significant cause for concern in Aug-21 and the 92% waiting times standard 
cannot be achieved.

• The number of patients waiting over 52 weeks for their first definitive treatment is currently higher than Aug-21 at 5,914patients.  Of that cohort, 2,047 patients have been waiting over 78 
weeks and 170 over 104 weeks.  

• Of the 104+ week cohort, 121 patients are under the orthodontic specialty with the next highest at 19 (urology).  Looking back to those patients waiting between 78 and 104 weeks, 
urology is the highest at 480.

Current Assurance level: 3 (Aug-21)
When expected to move to next level of assurance: This is dependent on the programme of restoration of elective activity and 
reduction of long waiters

Previous Assurance Level: 3 (Jul-21) SRO: Paul Brennan
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40-52 

week waits

RTT waiting list profile by weeks waiting

RTT 

% within 18 

weeks

53.82%

4,887

Month 5 [August] | 2021-22 | Operational Performance: RTT
Responsible Director: Chief Operating Officer | Validated for August-21 as 21st September 2021

Key

- Internal target

- Operational standard

52+ week 

waits

5,914

RTT waiting list profile (Aug-21) | 78+ and 104+ weeks

19

Electronic 

Referrals

Profile

5,092
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National Benchmarking (August 2021) | The Trust was one of 10 of 12 West Midlands Trust which saw a increase in performance between Jul-21 and Jun-21 This Trust was 
ranked 11 out of 13; this is the same rank as the previous month. The peer group performance ranged from 44.39% to 83.39% with a peer group average of 55.42%; 
improving from 54.06% the previous month.  The England average for Jul-21 was 68.30% a -0.5% decrease from 68.80% in Jun-21.

Nationally, there were 293,102 patients waiting 52+ weeks, 5,761 (1.96%) of that cohort were our patients.
Nationally, there were 97,944 patients waiting 78+ weeks, 1,591 (1.62%) of that cohort were our patients.
Nationally, there were 7,797 patients waiting 104+ weeks, 114 (0.6%) of that cohort were our patients.

Operational Performance: RTT Benchmarking
2.4 - Maintain access to all emergency surgery (inc trauma) and triage elective waiting list to prioritise access for those at greatest risk of harm from delay

RTT - % patients within 18 weeks | July-21 RTT – number of patients waiting 52+ weeks | July -21

RTT - % patients within 18 weeks | June-21 RTT – number of patients waiting 52+ weeks | June-21
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Operational Performance: Planned Care | Outpatients and Elective Admissions
2.4 - Maintain access to all emergency surgery (inc trauma) and triage elective waiting list to prioritise access for those at greatest risk of harm from delay

Total Outpatient 

Attendances

Total OP 

Attendances 

Face to Face

Total OP 

Attendances

Non Face to Face

% OP Attendances 

Non Face to Face

Consultant Led 

First OP 

Attendances 

Consultant Led 

Follow Up OP 

Attendances

Elective IP

Day Case

Elective IP

Ordinary

38,208 +2,697 27,957 +5823 10,251 -3126 27% 8,934 +443 11,935 +843 6,346 -58 489 -654

Outpatients - what does the data tell us?
• The graphs on slide 23 compare our Aug-21 consultant led outpatient appointments to Aug-19 and our H1 activity target.  Although we are not undertaking the same volume of 

appointments in Aug-21 compared to Aug-19, we achieved or are marginally under our total and face-to-face targets.  Non-face-to-face appointments were our area of weakest 
performance as more patients are needing to be seen in person to determine their treatments.

• The Trust undertook 38,208 outpatient appointments in  Aug-21  (consultant and non-consultant led).  For context, this is 7,051  fewer appointments than Aug-19 but +2,696 appointments 
to the H1 activity target (unvalidated).

• In Aug-19, 44,384 face-to-face appointments took place compared to 27,957in Jul-21; with the H1 target being exceeded by +5,823. As would be expected with non-face-to-face was not 
the norm in Aug-19, Aug-21 is considerably higher with 10,251 appointments taking place compared to 874.  However, we are -3,126 appointments below the H1 target.  Of all 
appointments in the month, 27% (both new and follow-up) were non-face-to-face; the ERF target is 25% or greater. 

• As at 17th September, there were 29,169 RTT patients waiting for their first appointment and 7,430 of them have been dated. Of the full cohort, 2,106 patients have been waiting over 52 
weeks.  The top five specialties with the most 52+ week waiters in this cohort have not changed from Jun-21 and are General Surgery, Orthodontics, Urology, Oral Surgery and T&O.

• As a result of the ERF change to 95% of 19/20 activity, we continue to look to increase our patient-initiated follow-up and virtual appointments to make up the difference to the target. 

Planned Admissions - what does the data tell us?
• On the day cancellations shows no significant change since Jun-20.
• Theatre utilisation has remained above the mean, at 77.90% and factoring in allowed downtime, this increases to 83.3%.  Lost utilisation due to late start / early finish was lower in Aug-21 

at 21.1% than in Jul-21 (21.0%).
• In Aug-21, we did not achieved the combined day case and elective inpatient H1 target; this was due to not hitting either H1 targets-58 which offset the being below the elective inpatient 

plan by -165.  Both day case and elective inpatient saw decreases in their activity levels from Jul-21 to Aug-21.
• 59.26% of eligible patients were rebooked within 28 days for their cancelled operation in Jul-21.  
• Across the Independent Sector and Wyre Valley Trust 118 day cases / electives were undertaken; this was -97 fewer compared to Jul-21.

Current Assurance Level: 4 (Aug-21)
When expected to move to next level of assurance: : This is dependent on the success of the programme of restoration for increasing 
outpatient appointments and planned admissions for surgery being maintained and the expectation from NSHEI for H2.

Previous Assurance Level: 4 (Jul-21) SRO: Paul Brennan

21

E
nc

 E
 2

) 
T

ru
st

 B
oa

rd
IP

R
 -

 A
ug

-

Page 53 of 174



On the day 

cancellation 

as a 

percentage 

of scheduled 

procedures 

(%)

8.10%

Actual 

Theatre 

session 

utilisation 

(%)

Non-

electives & 

emergencies 

on elective 

theatre 

sessions (n)

Day cases on 

elective 

theatre 

sessions (n)

77.90%

950

Electives on 

elective 

theatre 

sessions (n)

420

71

Month 5 [August] | Operational Performance: Theatre Utilisation & Outpatients
Responsible Director: Chief Operating Officer | Validated for August-21 as 6th October 2021

% patients 

rebooked 

with 28 days 

of 

cancellation

60.71
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Month 5 [August] | 2021-22 | Operational Performance: Outpatients 
Responsible Director: Chief Operating Officer | Unvalidated for August-21 as 6th October 2021

Consultant-led follow-up outpatient attendancesConsultant-led first outpatient attendances

Comparing Outpatients Activity between 2019, 2021 and the H1 activity targets

23

Total outpatient attendances 

(all TFC; consultant and non consultant led) E
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Operational Performance: DM01 Diagnostics | Waiting List and Activity
2.4 - Ensure timely access to diagnostics and treatment for all urgent cancer care

The total waiting list, the number of patients waiting more than 6 weeks for a diagnostic test, and % of patients waiting less than 6 weeks

Trust Total Radiology Physiology Endoscopy

14,032 6,531 53.46% 8,679 3,614 58.36% 3,692 1,928 47.78% 1,810 792 56.24%

24

What does the data tell us?
DM01 Waiting List
• The DM01 performance is validated at 53.46% of patients 

waiting less than 6 weeks for their diagnostic test which 
remains consistent with the sustained underperformance 
since the cessation of elective diagnostic tests due to COVID-
19 created a backlog of patients.

• The diagnostic waiting list has increased with the total 
waiting list currently at 14,032 patients, an increase of 866 
patients from the previous month.

• The total number of patients waiting 6+ weeks has increased 
by 518 patients (6,013 in Jul-21) and there are now 2636 
patients waiting over 13 weeks (2,218 in JuL-21).

• Radiology has the largest number of patients waiting at 8,680 
and has the largest number of patient waiting over 6 weeks 
at 3,730; an increase of 508 from JuL-21.

Activity
• 14,606 diagnostic tests were undertaken in Aug-21, 131 more 

than July 21
• For radiology, non-obstetric ultrasound and CT achieved their 

H1 targets, whereas MRI showed a decrease in activity
between Jul-21 and Aug-21

• For endoscopy, gastroscopy achieved the H1 target, but 
FlexiSig and colonoscopy didn’t although both showed a 
small increase in activity from the previous month.

• Echocardiography did meet the H1 target.

RADIOLOGY
What have we been doing?
• Continued WLI sessions countywide, staff permitting. (4- depends 

on staff volunteering) 
• GP DEXA review returns are being updated in CRIS and 

appointment allocated for patients identified as being required 
following review.     (5- updates will be complete)

• Agreement with SWBH to support with Nuc Med ARSAC license (5-
SLA in place)

• Contract with Phillips for CT mobile, activity commences 13th

September. (5 completed)
• Commenced BMI for CT, MRI and US (5 this has commenced and is 

achieving the small volume offered by BMI)

What are we going to do next?
• Commence order for CDH CT scanner
• Identify additional MRI scanner to support 

replacement in 2022
• Continue  WLI session in CT, MRI and US. (4 reliant 

on staff)
• Commence recruitment for CT3 staffing  (5 will 

commence recruitment campaign, 4 actually 
successfully recruiting)

• Commence recruitment campaign with comms
team (5 scheduled)

Issues
• CT capacity reduced, having significant impact on 2ww and back log
• MRI staffing low due to sickness and leave, resulting in non-contrast lists only and some reduced sessions with an impact on 

2WW and backlog
• Reduced number of WLI as staff not offering additional sessions in MRI and CT

ENDOSCOPY (inc. Gynaecology & Urology)
What have we been doing?
• Continuing to send 120 patients per month to BMI for SPOT patients
• Continued  with cessation of  insourcing activity weekday day ECH.  

Maintained 1 room of activity during weekend period for 18 week 
at ECH due to decontamination issues.

• Continued weekend waiting lists all sites.
• Continued outsourcing urology 

What are we going to do next?
• Resume  full insourcing  activity at ECH from 11th

September.
• ATR in progress  for fully trained nurse endoscopist

.
• Commence use of In-health mobile unit from next 

month
Issues
• ERCP capacity is a concern outpatients are repeatedly being cancelled due to inpatient demand
• Number of patients on waiting list for a procedure under GA – working with anaesthetics' to develop enhanced sedation 

service
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Operational Performance: DM01 Diagnostics
2.4 - Ensure timely access to diagnostics and treatment for all urgent cancer care

The total waiting list, the number of patients waiting more than 6 weeks for a diagnostic test, and % of patients waiting less than 6 weeks

Trust Total Radiology Physiology Endoscopy

14,032 6,531 53.46% 8,679 3,614 58.36% 3,692 1,928 47.78% 1,810 792 56.24%

NEUROPHYSIOLOGY

What have we been doing?
• Clinical urgency is being reviewed
• Clinics are being booked at KGH once a 

week.
• Clinics are being booked at Alex once a 

week

What are we going to do next?
• WLI – approval for a limited 

amount of clinics, outsourcing 
staffing (4)

Issues
• Staff shortages due to track and trace

CARDIOLOGY – ECHO

What have we been doing?
• Workloads for all sites are prioritised 

based on urgency 
• Backlog is still increasing due to reduced 

capacity
• WLI clinics are continuing back on 

referring site
• Have been given agreement to perform 

Pacing clinics and holter monitors in the 
assessment PODs which will allow for 
increased department activity 

What are we going to do next?
• WLI clinics to continue where 

possible if they can be staffed (4)
• Echo Capacity is to be increased 

within the next 2 weeks to allow for 
some recuperation of the backlog

Issues
• Staff shortages due to track and trace and high vacancy rate

Current Assurance Level: 5 (Aug-21)

When expected to move to next level of assurance: This is dependent on the on-going 
management of Covid and the reduction in emergency activity which will result in increasing 
our capacity for routine diagnostic activity. If plans regarding increasing CT and Endoscopy at 
KTC using Early Adopter money are realised, activity levels will significantly increase from 
October 2021

Previous assurance level: 5 (Jul-21) SRO: Paul Brennan

DM01 

Diagnostics

% patients 

within 6 

weeks 

53.46%

25

Diagnostics (DM01) Waiting List Profile split by 0-6 and 6+ week
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DM01 Diagnostics Activity | Aug-21 Diagnostic activity compared to H1 restoration plan

These graphs represent H1 annual planning restoration only, as submitted in the plan.  All other physiology tests, DEXA and cystoscopy were not included in the request from NHSEI.

Month 5 [August] 2021-22 | Operational Performance: DM01 Diagnostics
Responsible Director: Chief Operating Officer | Validated for August-21 as 20th September 2021
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National Benchmarking (August 2021) | The Trust was one of 4 of 13 West Midlands Trust which saw a decrease in performance between Jun-21 and Jul-
21 This Trust was ranked 12 out of 13; this is the same rank as the previous month. The peer group performance ranged from 0.53% to 51.02% with a 
peer group average of 22.72%; 0.235 from 20.75% the previous month.  The England average for Jul-21 was 23.50% a 1.1% decrease from 22.40% in Jun-
21.
In July, there were 123,993 patients recorded as waiting 13+ weeks for their diagnostic test; 2,218 (1.78%) of these patients were from WAHT.

Operational Performance: Diagnostics (DM01) Benchmarking

DM01 Diagnostics - % of patients waiting more than 6 weeks | July-21 DM01 Diagnostics - number of patients waiting more than 13 weeks | July-21

DM01 Diagnostics - % of patients waiting more than 6 weeks | June - 21 DM01 Diagnostics - number of patients waiting more than 13 weeks | June-21

27
Down arrows represents improvement from previous month i.e. fewer patients waiting > 6 weeks and fewer waiting >13 weeks
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Operational Performance: Stroke

% of patients spending 90% of 

time on a Stroke Ward

% of patients who had Direct Admission (via A&E) 

to a Stroke Ward

% of patients who had a CT within 

60 minutes of arrival

% patients seen in TIA clinic 

within 24 hours

SSNAP Q1 21-22

Apr-21 to Jun-21

81.82% 34.09% 31.82% 90.70% Score 54.0 Grade D

What does the data tell us?
Key Performance Indictors – Monthly Update 
• All four main stroke metrics show performance that is within common 

cause variation and noting that % patients seen in TIA clinic within 24 
hours achieved the target.

SSNAP
• Q1 results were published on the 6th September.  There has been a  

downgrade from a grade C (score of 66.6) to a grade D (score of 54.0).
• Clinically, we achieved a grade C with a total of 60 points. This was a 14 

point decrease on Q1. 
• We achieved a grade B on audit compliance which is a improvement from 

the previous quarter as we were grade level C; however two grade B’s for 
audit compliance and case ascertainment led to a 10% reduction in the 
overall score.

• The following domains had a decline in score / grade - scanning, 
thrombolysis, specialist assessment, MDT working and discharge process

• The following domains remained at the same grade but all had a lower 
score than Q4 - Stroke Unit, Occupational Therapy, Physiotherapy and SLT

• One domain improved its overall grade and score – this was Standards by 
Discharge which went from a level B and 89 points to a level A and 99 
points. 

What are we doing to improve?

• Patients Admitted Within 4 Hours - This is challenging partly due to limited flow to Stroke rehab beds, DTA beds and 

alternative inpatient beds out of county along with the receipt of timely referrals from ED due to being overwhelmed and 

the associated flow issues. The team are  working with Health & Care Trust to identify appropriate Rehab patients to 

improve flow out to the  Health & Care Trust beds. A joint post (stroke co-ordinator) is out to advert which will provide an 

overview of stroke capacity across the pathway and facilitate flow. Examples of inappropriate pre-alerts have been sent to 

WMAS and awaiting a response. Limited stroke consultants continues to be an issue in terms of timely review of both 

ward patients and new referrals (ED and MAU). Recruitment of additional consultant workforce is ongoing. Agency 

consultant confirmed to start 4/10/21.

• 90%  Stay on Stroke Ward: Issues described above impact on this KPI. To note, the  team provides timely therapy and 

stroke assessment wherever the patient is, not just for those on Stroke. Attempts to substantively recruir are underway 

with 2 job descriptions currently with the Royal College for approval. Also working with regional ISDN to access mutual aid 

whilst the service only has 1 substantive consultant.

• TIA Patients Seen Within 24 Hours: TIA clinics at the weekend have been temporarily suspended due to lack of consultant 

resource.  During weekdays, TIA clinic capacity has reduced significantly due to shortage in medical cover, the 

performance is expected to continue for 2-3 months until further consultants are appointed. However, to improve this  

performance, the stroke consultant triages all TIA referral prior to adding patients to the TIA clinic with significant 

numbers rejected as inappropriate.  

• Specialty Review Within 30 Minutes: All referrals to stroke team from ED are reviewed initially by Stroke CNS in

consultation with consultant. The Stroke front door  team are dedicated to ensuring all stroke patients presenting in ED 

are assessed by stroke specialist  in-hours and are given a swallow screen within 24 hrs as per national guidance. This will 

be further enhanced when 24/7 CNS cover is introduced, currently going through management of change process 

(completion of this process end October). 

Current Assurance Level: 5 (Aug-21)
When expected to move to next level of assurance: Moving to assurance level 6 is dependent on achieving the main stroke 
metrics and demonstrable improvements in the SSNAP score / grade.  Q1 SSNAP will be published in Sept-21.

Previous Assurance Level: 5 (Jul-21) SRO: Paul Brennan
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Stroke : % 

Direct 

Admission 

to Stroke 

ward

Stroke: % 

patients 

spending 

90% of time 

on stroke 

unit

34.09%

81.82%

Please note: These SPC charts have been re-based to evidence if any changes in 

performance, post the initial COVID-19 high peak, are now common or special cause 

variation.

Month 5 [August] | 2021-22 | Operational Performance: Stroke
Responsible Director: Chief Operating Officer | Validated for July-21 as 2nd September 2021

Stroke : % 

CT scan 

within 60 

minutes

31.82%

- Lockdown Period 

- COVID Wave  

29

Stroke: % 

seen in TIA 

clinic within 

24 hours

90.70%
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Quality and Safety

30
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Data Quality Risk Matrix – Quality & Safety 

Data Set Includes Likelihood Impact
Total 

Score 
Context

Infection 
prevention and 
Control

C-Diff 1 3 3

This is scrutinised at patient level regularly.  

There are no known issues with this data known at present.

E-Coli 1 3 3

MSSA 1 3 3

MRSA 1 3 3

Hand Hygiene
Hand Hygiene Participation

Hand Hygiene Compliance
Unknown Unknown N/A

Not yet reviewed. 

Plan to review the completion of these audits from a data quality perspective (Q2 2021/22)

Sepsis

Sepsis 6 bundle Compliance 

Sepsis Screening Compliance

Sepsis Screening Antibiotics

Unknown Unknown
N/A Not yet reviewed. 

Plan to audit the completion of these audits from a data quality perspective. (Q3 2021/22)

VTE
VTE Assessment 

24 Hours VTE Assessment
2 2 4 This metric has had a lot of scrutiny and is reviewed fortnightly in a meeting so no concerns.

ICE Reporting

ICE reports viewed radiology 3 2 6
The data quality issue is in relation are in relation to filing and management of reporting by 

consultants and allocation of report to correct consultant.   There are some small technical issues for 

which there is currently no resolution.

Mitigation: There are reports available on WREN at consultant level to provide focus on which 

reports require viewing and filing.

ICE reports viewed Pathology 3 2 6
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Data Quality Risk Matrix – Quality & Safety

Data Set Includes Likelihood Impact
Total 

Score 
Context

Fractured Neck of 

Femur
NOF time to theatre 2 3 6

Data is captured robustly in a FNOF national database, the data quality between the clinical PAS 

and the database can be different, however we routinely audit this.

Falls
Falls per 1,000 bed days causing harm 1 1 2 No data quality issues due to the in depth patient level scrutiny.

Pressure Ulcers
All Acquired Pressure Ulcers

Serious Incident Pressure Ulcers
1 1 2 No data quality issues due to the in depth patient level scrutiny.

Medicine Incidents
Total medicine Incidents reports

Medicine incidents causing harm
Unknown Unknown

Not yet reviewed. 

Plan to audit the completion of these audits from a data quality perspective (Q2 2021/22)

Complaints Complaints Reponses </= 25 days Unknown Unknown
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Data Quality Risk Matrix – Quality & Safety

Data Set Includes Likelihood Impact
Total 

Score 
Context

Mortality

HSMR 12 month rolling 2 2 4
On occasion issues are identified but these are investigated as they arise.  No current known 

issues.

Mortally review completed  </= 30 

days 
2 3 6

There are still some investigations regarding the accuracy of data in the new bereavement app.  

Issues may be related to interpretation of how the app should be used and interpretation of 

which data to record where.

Mitigation: Detailed review of the app – mortality working group is systematically working 

through a review of the app. 

Friends and Family

A&E Responses Rates

Inpatient Responses Rates

Maternity Responses Rates

Outpatients Responses Rates

A&E Recommended Rate

Inpatient Recommended Rate

Maternity Recommended Rate

Outpatients Recommended Rate

No score No score
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Integrated Quality Performance Report - Headlines
Quality 
Performance

Comments
(All metrics on this slide have additional Improvement Statements later in this report)

Infection Control

• Our C.Diff cases increased to 8 in Aug-21, 6 of which were hospital acquired and 2 were community acquired. This brings our year to date 
position to 7 over trajectory. This is based on the national target of no more than 61 cases for the financial year 2021/22.

• E-Coli BSI achieved the in-month target for Aug-21, and is achieving the year to date trajectory.
• MSSA achieved the in-month target for Aug-21, and is achieving the year to date trajectory.
• MRSA achieved the in-month target for Aug-21, and is achieving the year to date trajectory.
• The new metric Klebsiella species bacteraemia achieved the in-month target for Aug-21, and is achieving the year to date trajectory.
• Another new metric, Pseudomonas aeruginosa bacteraemia also achieved the in-month target for Aug-21, and is achieving the year to date 

trajectory.
• Hand Hygiene Practice Compliance rate continues to perform above the 98% target, with 99% being exceeded for the last 18 months.
• Antimicrobial Stewardship overall compliance for Aug-21 increased slightly to 88.99%, but is just under target (90%)
• Patients on Antibiotics in line with guidance or based on specialist advice for Aug-21 was 90.42%, and achieved the target.
• Patients on Antibiotics reviewed within 72 hours for Aug-21 was 91.10%, and achieved the target.
• There were five wards in Aug-21 which had open COVID outbreaks; Ward 6, Ward 11, Ward 12 and Aconbury 4, T&O.

SEPSIS 6
• Compliance of completion of the sepsis 6 bundle within one hour dropped in Jul-21 and the performance remains below target.
• Sepsis 6 screening performance fell slightly in Jul-21, however, compliance has not met the target since May-19. 
• Sepsis 6 antibiotics provided within one hour compliance rose in Jul-21 and achieved the target.

VTE Assessments
• There has been a sustained significant improvement in VTE assessments, with the target begin attained every month since April 2019.
• There is concern about VTE 24 hour VTE re-assessment rates, which dropped slightly in Aug-21.
• Data being recorded on Badgernet by W&C is now being reviewed and will be incorporated into VTE reporting.

ICE Reporting
• The Target of 95% for viewing Radiology Reports on ICE has not been achieved in the past 16 months (range 80.56% to 85.37%). 
• The Target of 95% for viewing Pathology Reports on ICE dropped just below target for the first time in 14 months.

Fractured Neck of 
Femur

• The #NOF target of 85% has not been achieved since the start of the pandemic in March 2020 (87.30%), and rose in Aug-21 compared to Jul-21.
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Integrated Quality Performance Report - Headlines
Quality 
Performance

Comments

Friends & Family 
Test

• The recommended rate for Inpatients  continued to achieve the target at 95.41% in Aug-21. The response rate was also above trust target at 
34.84% which exceeded the previous month  (which was also on target).

• The recommended rate for Maternity dropped to 90.79% and failed to achieve the target. The response rate also dropped and remains below 
the trust target at 13.31%.

• The recommended rate for Outpatients increased to 93.11% but failed to achieve the target. The response rate continued above target and 
exceeded the previous month at 11.50%.

• The recommended rate for A&E increased to 71.97% but failed to achieve the target. The response rate increased significantly to meet and 
exceed the trust target at 22.24%.

Complaints • The % of complaints responded to within 25 days fell in Aug-21 and failed to achieve the target, following 4 consecutive months above 80%.

Hospital Acquired 
Pressure Ulcers 
(HAPU)

• There were zero Serious Incident HAPU’s in Aug-21, and the metric is achieving the year to date trajectory. .
• There were zero Category 4 HAPU’s in Aug-21 for the 13th consecutive month.
• The monthly target for total HAPUs was achieved with 17 HAPUs in Aug-21.
• The total of 65 HAPUs year to date is well under the year to date trajectory of 103.

Falls
• The total number of falls for Aug -21 was 130 which exceeded the in-month target.
• The number of falls per 1000 bed days rose in Aug-21 to 5.93 (but remains below the national benchmark of 6.63) 
• The SI fall in August equating to 0.05 SI falls per 1,000 bed days has been requested for downgrade – awaiting response from the CCG.

Never Events
• There were zero never events recorded in Aug-21.
• There have been 3 Never Events in 2021/22
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Summary Performance Table | Month 5 [August] 2021-22 
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2.1 Care that is Safe - Infection Prevention and Control 
Embed our current infection prevention and control policies and practices | Full compliance with our Key Standards to Prevent 

Infection, specifically Hand Hygiene above 97%, Cleanliness in line with national standards, ongoing care of invasive devicesC-Diff
* National target of 61

E-Coli
* Trust target of 30

MSSA
* Trust target of 10

MRSA Klebsiella species 
Pseudomonas 

aeruginosa 

Aug
actual vs 

target

Year to date 
actual  / year 
to date target

Aug
actual vs 

target

Year to date 
actual  / year to 

date target

Aug
actual vs 

target

Year to date 
actual  / year to 

date target

Aug
actual vs 

target

Year to date actual  
/ year to date 

target

Aug
actual vs target

Year to date 
actual  / year to 

date target

Aug
actual vs 

target

Year to date 
actual  / year 
to date target

8/5 33/26 2/3 12/12 1/1 6/6 0/0 0/0 1/3 6/17 0/2 5/8

37

• National targets have now been received for the following;
 C.difficile infections (CDI) – 61 (national target)
 E-Coli BSI – 128 (Trust internal target 30)
 Klebsiella species BSI – 38 (NEW)
 Pseudomonas aeruginosa BSI – 14 (NEW)
 MSSA – no national target, still under review (Trust internal target 10)

• C.difficile infections did not achieve the in-month target for Aug-21, and is not achieving the 
year to date trajectory.

• E-Coli BSI achieved the in-month target for Aug-21, and is achieving the year to date 
trajectory.

• MSSA achieved the in-month target for Aug-21, and is achieving the year to date trajectory.
• MRSA achieved the in-month target for Aug-21, and is achieving the year to date trajectory.
• Klebsiella species achieved the in-month target for Aug-21, and is achieving the year to date 

trajectory.
• Pseudomonas aeruginosa achieved the in-month target for Aug-21, and is achieving the year 

to date trajectory.
• The Hand Hygiene audit participation rate dropped in Aug-21 to 93.64%, which is the sixth 

consecutive month over 90%.
• Hand Hygiene Practice Compliance rate continues to perform above the 98% target, with 99% 

being exceeded for the last 18 months.  This metric will reliably achieve the target.

• WAHT infection prevention activity remains focussed on antimicrobial 
stewardship and reducing Staph aureus bacteraemia (both MRSA and MSSA) 
in order to deliver specific improvements in those issues and result in reduced 
rates of blood stream infection and C.difficile infections.

• The Staph aureus BSI project continues, and appears to be making a positive 
impact on case numbers.

• The Antimicrobial Stewardship Group continues to track progress with 
stewardship and the work of the divisions on a monthly basis.  
Improvements in compliance with Start Smart Then Focus principles are 
being seen, and the IPQR now incorporates some of those indicators.

• We have held a meeting with external partners to discuss the increase in 
CDI, and additional possible investigations. 

• We have asked PHE to support us by arranging whole genome sequencing of 
the cases reported so far this year, in order to accurately determine which 
cases are linked and help us identify the root cause. We are awaiting 
feedback.

• We are reviewing again the ribotyping information that we have available. 
This does not indicate cross-infection, but we are performing a more 
detailed review in case we can identify anything to help us identify the root 
cause for the rise in CDI cases. 

Assurance level – Level 6 COVID-19 / Level 4 for non-Covid (Aug-21) 
Reason: Non Covid - Antimicrobial Stewardship is a key concern. 

When expected to move to next level of assurance for non Covid:
This will be next reviewed in Oct 21, when quarter 2 performance can be 
assessed. 

Previous assurance level (Jun-21) –Level 6 COVID-19 / Level 4 for non-Covid SRO: Paula Gardner(CNO)
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E-Coli

MSSA MRSA

C-Diff

8 2

1 0

Month 5 [August] | 2021-22 Quality & Safety - Care that is Safe
Responsible Director: Chief Nursing Officer, Chief Medical Officer | Validated for Aug-21 as 10th September 2021

38

E
nc

 E
 2

) 
T

ru
st

 B
oa

rd
IP

R
 -

 A
ug

-

Page 70 of 174



Hand 

Hygiene 

Audit 

Participation 

(%)

Hand 

Hygiene 

Compliance 

(%)

93.64
99.87

Month 5 [August] | 2021-22 Quality & Safety - Care that is Safe
Responsible Director: Chief Nursing Officer, Chief Medical Officer | Validated for Aug-21 as 10th September 2021

39

E
nc

 E
 2

) 
T

ru
st

 B
oa

rd
IP

R
 -

 A
ug

-

Page 71 of 174



2.2 Care that is Effective – Improve Delivery in Respect of the SEPIS Six Bundle

Sepsis six bundle
completed in one 

hour 
(Target 90%)

Sepsis screening 
Compliance Audit

(Target 90%)

% Antibiotics 
provided within 

one hour
(Target 90%)

Urine Oxygen
IV Fluid 
Bolus

Lactate Blood Cultures

58.24% 77.19% 92.31% 76.92% 94.51% 98.90% 85.71% 84.62%

What does the data tell us? 
• The sepsis 6 bundle completed within one hour compliance 

dropped in Jul-21, and the performance is still below the 
target.

• Sepsis 6 screening performance fell slightly in Jul-21, and has 
not met the target since May 2019. 

• Sepsis 6 antibiotics provided within one hour compliance rose 
in Jul-21, and has achieved the target for seven consecutive 
months..

• Compliance for two of the remaining elements of the Sepsis 6 
bundle fell in Jul-21, although Oxygen and IV Fluid Bolus both 
exceeded 90%.

• Neutropenic Sepsis antibiotics given with 1 hour achieved 
100% compliance in Aug-21. This is the 7th time in the last 9 
months 100% has been achieved.

What improvements will we make?
• World Sepsis Day (13/9/21): showcasing sepsis QI work.
• Speciality Medicine: local ‘real-time’ audit of NEWS >/= 5 patients. This has facilitated dynamic 

feedback and troubleshooting. We hope that this ‘real-time’ audit process may replace the Trust-
wide retrospective audit process as it also serves to improve patient management when it matters 
most.

• Additional local QI work: Blood gas processing training has been provided to improve lactate 
measurement. A video guide to taking a venous blood gas sample from the blood culture collection 
system has been produced and is available on the Sepsis intranet site. There has also been an ‘aide 
memoir’ to Sepsis 6 in put into BC packs on the medical wards.

• Update to Sepsis Patient Pathway documentation (Version 4). Currently with Xerox. This will allow 
documentation of screening of ‘Suspected Sepsis’ patients and the ‘face to face’ review on the 
same form to avoid duplication in the medical/nursing notes. Hopefully we will also improve the 
‘team approach’ to Sepsis management. 

• Replacement of the ‘NEWS Escalation’ stickers. These will now become ‘Deteriorating Patient Alert’ 
stickers for use in patients with elevated NEWS that will also allow screening ‘out’ Sepsis as a 
possible cause at the same time to avoid unnecessary additional use of the ‘Suspected Sepsis 
Screening Tool’.

• An electronic solution to Sepsis screening and treatment is in development for use within the 
Allscripts electronic patient record. 

Assurance level – Level 6 (Aug-21)
When expected to move to next level of assurance for non Covid:Q2 following full implementation of 
the Divisional plans.

Previous assurance level (Jun-21) – Level 6 SRO: Graham James (Acting CMO)
40
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Sepsis 

Screening 

Compliance 

(audit)

Sepsis 6 

Bundle 

Compliance 

(audit)

77.19%
58.24%

Month 5 [August] | 2021-22 Quality & Safety - Care that is Effective
Responsible Director: Chief Nursing Officer, Chief Medical Officer | Validated for Aug-21 as 10th September 2021

Sepsis 

Screening 

Antibiotics 

Compliance 

(audit)

92.31%
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2.2 Care that is Effective – VTE assessment and VTE assessments within 24 

hours

VTE assessment on admission to hospital 24 hour VTE re-assessment rates

July 2021 Target July 2021 Target

97.92% 95% 69.54% 95%

What does the data tell us?

• We have achieved the initial VTE assessment on admission target every 
month since April 2019, including throughout the Pandemic.

• 24 hour VTE re-assessment dropped slightly in Aug-21, and is still to 
achieve the target. Although the trend is generally upward.

• Data being recorded on Badgernet by W&C is now being reviewed and 
will be incorporated into VTE reporting when available.

What improvements will we make?

• Focus on 24 hour VTE re-assessments through the Trust Thrombosis committee

• Trust Thrombosis committee will ensure actions following the VTE assessments are 
completed and therefore detail any medical omissions if discovered to ensure learning  
(for example administration of medicines)

• HAT’s discussed at the Trust Thrombosis committee and any learning shared. 

Assurance level – Level 4 (Aug-21)
Reason: Sustained compliance for VTE on assessment, but requires 
improvement for the 24 re-assessments

When expected to move to next level of assurance :
Q2 21/22 – following embedding change made as a result of the audit.

Previous assurance Level - 4 (Jun-21) SRO: Mike Hallissey (CMO)
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