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Executive Summary 

1. The purpose of this report is to present to the Trust Board an update on improvement progress 
across the Integrated Improvement programmes 

2. Enhancing patient experience and commitment to quality improvement are key priorities for the 
Trust Board. Main goals of the Integrated Improvement programme are to support delivery of 
quality care for our patients, improve staff experience and efficiencies  

3. There are six critically related improvement programmes and Executive Leaders are aligned to 
each programme 

I. Urgent and Emergency Care (Executive Lead: Sam Foster, Chief Nursing Officer) 

II. Elective Care (Executive Lead: Sara Randall, Chief Operating Officer) 

III. Theatre Productivity (Executive Lead: Meghana Pandit, Chief Medical Officer) 

IV. Quality and Safety (Executive Lead: Meghana Pandit, Chief Medical Officer) 

V. Governance (Executive Lead: Eileen Walsh, Chief Assurance Officer) 

VI. Improving Non-Clinical Productivity (Executive Lead: Jason Dorsett, Chief Finance Officer) 

Recommendation  

The Trust Board is requested to take a note the content of the report and progress made to date 

 
 



 
 
OUH Integrated Improvement 
Programme  
 
Trust Board – January 2020 
 
 
OUH Improvement Team 

 
 
 
 
 
 

1 Start Out Define & Scope Measure & 
Understand Design & Plan Implement Sustain 

Commitment to Continuous Improvement Capability  – Improvement programme, led by local project leads, supported by improvement team within best practice improvement methodologies 
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OUH - Integrated Improvement Programme  
 
• Overview  
• Urgent Care Improvement Programme  

- A success story & patient feedback  
- Project updates 

• Cancer and Diagnostics Improvement 
Programme 

• Outpatients Improvement Programme  
• Theatre Productivity Programme 
• Quality and Safety Programme 
• Improving Non-Clinical Productivity Programme 

Programme rag status - key 

On track 

Progress with some issues, close 
monitor  

Serious issues, recovery plan required 

Start Out Define & Scope Measure & 
Understand Design & Plan Implement Sustain 
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Overview 
 
We are committed to ensure that more of our patients 
receive timely, safe, compassionate, quality care in the 
right setting for them, whilst living within our means. 

 
The Trust wide Integrated Improvement Programme 
continues to support clinical and managerial staff to 
inspire, support and create a culture that continuously 
improves and delivers quality care for our patients.  
 
• The programme focus is strongly aligned to 

performance and efficiency improvements 
• The OUH Improvement team is working with local 

leaders to test change, remove barriers, improve 
efficiencies for better patient experience  

• There are over 25 improvement projects, supported 
by Executive Directors 

• Coaching, working with local leaders to work with 
improvement tools and S.M.A.R.T (Specific, 
Measurable, Achievable, Relevant, Timebound) goals 
and metrics to achieve lasting change  
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OUH - Integrated Improvement Programme 



Urgent Care Improvement Programme – a success journey & patient feedback  

Project 7: Implement Discharge to assess project – impact on patient  
PDSA cycles have been initiated in July, piloting a therapy-led discharge to assess initiative, aimed at people 
who do not need to stay in hospital, but who need extra support in the short term to enable them to go 
home.  

The project helps identify these patients earlier, meaning they spend less time in hospital and are then 
assessed in their familiar home environment to help plan for both their short and longer-term needs 

To date, HART staff have supported 348 patients through the ‘discharge to assess’ initiative.  257 of them 
have since been discharged from HART’s care, with 60% of these people now living fully independently 
following their treatment, and the other patients receiving ongoing support in the community.  

Discharge to assess project is a great example of Plan, Do, Study, Act (PDSA) cycles as change is planned and 
tested on a smaller scale pilots and expanded into other areas with learnings. Impact on the patients will be 
shared at a local paper 

 

Patient story 

One patient who benefited from the service is Ronald Sonneborn, 82, 
who lives in Headington. He was admitted to the John Radcliffe Hospital 
earlier this year after he had a fall and fractured his right shoulder. He 
was treated at home by the team as part of the ‘discharge to assess’ 
initiative, including help with washing, dressing, and providing 
therapeutic support with equipment and exercises to aid his recovery.  
Over time, his confidence improved and he now takes 20 minute walks 
every day and he is managing his own care and ongoing recovery with 
physiotherapy.   

Ronald said: “After I had my fall, my confidence took quite a knock.  You 
don’t realise just how much you use something like your shoulder until 
it’s injured.   

“While it’s hard being injured, being discharged more quickly and 
receiving treatment at home made things so much easier for me.  The 
team helped me feel secure, and were very professional and caring and 
are just lovely human beings.  The whole initiative is really brilliant. 

“I’m still on the mend, but I’m very grateful to the team for their help in 
getting me started and making me feel more comfortable at home.” 

(Thanking Comms teams) 

Project KPI : Improve compliance of 3 days review from 41% to 90% by March 2020 – on trajectory  (84% last week) 

Lack of capacity within HART after 
three weeks of high pick up numbers 

and an increase in Contingency 
patients over the same period 

Reviews 
undertaken 

created capacity 



Project 1 -  Improve same day emergency care processes  

Improve patient pathways for children and adults and improve 
allocation of patients to the most appropriate clinical areas and 
most appropriate clinical pathways.  

KPI – 50% Increase in patients treated on ambulatory pathways 

Project 5 - Daily reporting, data quality and  
                            external reporting 

Data accuracy and transparency to enable clinical and operational 
staff to make improved decisions to  improve patient care 

KPI - Improve ED performance by 0.5% through accurately 
reporting breach performance (target 500 pts)01041969 

 
 
Daily meeting are in the process of being set up to validate 
breaches in real time to develop process to make this sustainable. 
 
 
 
 
 

Project 6 - Timely management of patients who 
 present with mental health issues  

Project 3 - Reduce out of hours breaches 

Improve patient flow, ensure patient care is quicker and they are 
seen at the right time 

KPI - Reduce non admitted over night breaches  in JR by 50%  

MRC division to pilot senior decision makers after 00:00hrs 
overnight  
 
 
 
 
 
 
 

Project 4 - Improve compliance with OPEL escalation  
actions 

Ensure patients get appropriate care in time by making system work 
more effectively when acute hospital is under pressure 

KPI - Reduction in breaches from 0900 to 1700 by 50% by March 
2020 

Discussion with Divisional Teams on the use of OPEL escalations and 
actions and how they can be embedded further arranged.  

The Urgent Care Improvement Programme 

Project 2  - Reduction in the number of patients with an  
extended LOS over 21 days 

KPI - Reducing the number of patients with an extended length 
of stay (LOS) over 21 days by 31% from 160 to 110 by March 
2020 

The Information Team now use the weekly validated DPTL as the 
source for their reporting. 
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KPI - All patients are seen within one hour of referral – John 
Radcliffe Hospital 

Executive Sponsor: Sam Foster 
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Title:  Cancer Programme – Project 1: Improving Clinically 
Timed Pathways linked to the 62 day Cancer Standard 

Urology & Lung Pathway Improvement 

KPI: Achieve 62 days standards of 80% by June 2020  
 
Lung Pathway: Achieve 30.8% by March 2020 
Urology Pathway: Achieve 71.74% by March 2020 

 
 
 
 
 
 
 
 

Title: Diagnostics Programme – Project 1: Deliver 2WW – 
Imaging and Report, 7 Days from request 

Reduce waiting time to diagnosis by delivering 2WW 
– Imaging & report, 7 days from request 

KPI: 95% target for all modalities for 7 days request to report 

 
 
 
 
 
 
 
 
 
 
 

Title: Diagnostics Programme – Project 2: Reducing DNA 
across Diagnostics 

Reduce patient DNA across Diagnostics  

Launch of the SMS reminder has been delayed due to issues 
with connectivity between CRIS and the server. New 
expected “go live” for 20th January 2020. 

 
 
 
 
 
 
 
 
 
 

Title: Cancer Programme – Project 3: MDT Reform 

Improve the efficiency of MDT discussions by protocolising 
patients where appropriate to expedite patient pathways 
and contribute to the improvement of the 62 day CWT target 

KPI: Reduction in number of patients discussed at the weekly 
Multidisciplinary Team (MDT) Meeting  

 
 
 
 
 
 
 
 
 
LGI MDT – 6.5 hours of Consultant time / 1 hr of Nursing 
released per week (30 mins per MDT) 

Title: Cancer Programme – Project  : Development and 
Integration of the new Infoflex reporting methodology 

To develop and improve the Integration of the new Infoflex 
Reporting Methodology by 31/3/20 

KPI: % Improvement in the monthly COSD submission to 
become “best” in the region 
Project processing as Business As Usual – to be handed over  

 
 
 
 
 
 
 

Title: Cancer Programme – Project 4: 28 Day Faster 
Diagnosis Standard 

To achieve improved survival rates by diagnosing patients 
earlier (within 28 days) and to let patients know that cancer 
is ruled out as soon as possible 

KPI: 95% of patients  diagnosed within 28 days (all 
specialties) 

 
 
 
 
 
 
 
 
Project will be reviewed as part of Project 1 – 62 Day Cancer 
Standard 

Executive Sponsor: Sara Randall 
 

Cancer and Diagnostics Improvement Programmes  
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Projects 4: 100 Day Challenge for Ophthalmology 

Reduce first appointments for category 0-2  moles (asymptomatic fundal 
lesions) 
Meet 2WW target for melanocytic lesions  

Baseline referral audit to confirm trajectories due 7.2.20 
Key interventions : stardardised referral template for community 
optometrists  reinforced by educational programme 

 
 
 
 
 
 
 
 
 
 

Project 5: Community Gynae Service 

Reduce gynae referrals  by 5% in phase 1 (Jan-April 2020) 

Target Baseline Last Week This Week 

110 0 0 0 

 
 
 
 
 
 
 
 

Executive Sponsor: Sara Randall 

Phase 1 Go Live 
13.1.20.  
PML GP Fed triage 
of all referrals for 
the North, North 
East + City.  
Consultant 
oversight + support 
provided by OUH 
consultants.  
Aim for 110 of 
these patients to 
be seen by GPs in 
community clinics. 

Project 6: ENT – Reduce Demand & Increase Productivity 

Reduce Referrals for Aural Toilet by 30% 
Increase Virtual Appointments from 0% to 5% 

Aural Toilet (Earwax Removal) 
Audit against NICE guidance demonstrated 44% of referrals not appropriate 
for secondary care. Plan is to reduce this referral type by c.1,090 p.a. Start 
03/02/20 after communications to GPs completed. 
 
 
 
 
 
  
ENT Virtual Clinics 
Currently establishing Virtual ENT Clinics (telephone/email) to increase 
productivity, and remove the need for some face-to-face appointments 
Projected to increase Virtual Appointments within ENT from 0% of total 
appointments to 5%. (estimated 2500 appointments p.a.)  
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No of referrals 
rejected Target referrals

Actual referrals

Nov-19 Dec-19 Jan-20 Feb-20 Mar-20
Pathway + algorithm draft
Pathway + algorithm approved
Referral forms + info approved
Baseline - pt, dr + optom experience
Patient info leaflet ready
SOP approved for reception
Baseline from review of referrals
Comms to stakeholders
Virtual clinic set up
Educational seminar for comm optom
Education strategy signed off

Go live… 18-Mar-20

Project 1: Audiology Text Reminders 

Reduce DNA’s for Audiology appointments from 10% to 5% 

• Project initiated to generate reminder text 4 days before scheduled appts. 
• Configuration and testing completed 3.1.20; first text messages sent to 

patients 6.1.20 (with some immediate responses) 
• Reducing DNA’s from overall current rate of 10.3% to 5% will produce a net 

benefit of at least £70,000 per annum Example SMS 

Project 2: Ophthalmology – Eye Casualty Telephone Triage Pilot 

Reduce Eye Casualty attendances by 10% (weekdays) 

Target Baseline Last week This week 

5,712 
Attendances 

(total to date) = 
8.4% reduction 

6,235 Attendances 
(total forecast to 

date) 
- 

5,747 
Attendances  

(total  to date) =   
7.8% reduction 

Currently 
transitioning the 
service to BAU 

Projects 3: 100 Day Challenge for ENT 

Project 3: To develop a pathway with a one stop shop clinic for patients 
with Sinonasal symptoms using the NHSE methodology. 

 Workstream  Key Performance Indicators  Target Baseline 
 

Reduce follow up 
appointments 
Reduce waits for first  
appt.  
Reduce referral to 
surgery time 

Reduce FUs by 50% in pts with 
sinonasal symptoms. 
Reduce polling range from 22.7 
(mean) to  18 weeks 
Reduce from 57.4 weeks (mean) to 
mean of 16 weeks 

50% 
 

10 wks 
 

16 wks 

3.4 & 4 
 

22.7 wks 
 

57.4 wks  

• Coaching session on  17th October 2019 
• High level map completed of  one stop pathway for Rhinology 
• Project team identified 
• PDSA cycle  with 10 patients on 31/10  & 7/11 taken place 
• Staff surveys for baseline going out w/b 06/01/20 

Project is currently still being  scoped  with agreement of aims and KPIs to 
take place following on from PDSA cycles. 

Outpatients Improvement Programme 
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Executive Sponsor: Sara Randall 

Project 7: Increase Clinic Room Utilisation 

Increase Utilisation of Central OP Clinic Rooms at JR & HGH 
 

KPIs 
• Reduce % of clinics cancelled with no/short notice from 12% to 2.5% 
• Reduce % of rooms unallocated from 18% to 2.5% 
• Achieve 95% clinic utilisation in Blue Area  & Horton OPD  
Update 
• New interim SOP for confirming and cancelling clinic room bookings to be signed off 

end of Jan  & implemented from February 
• Bookwise being explored as an electronic room booking solution 
• Medirota being explored for managing consultant clinics within services 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Outpatients Improvement Programme 
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Theatres Productivity Programme   

Theatre Task Group 

Theatre Session Planning Meetings 
[6-4-2- Scheduling  SOP]  

Theatre Performance Dashboard  
Staffing 

Benchmarking and Recruitment   

Theatre List Planning meetings  

Key Stakeholder – Engagement and Communication  

Governance  

Enablers  

Improvement 
Projects 

P2 – Optimising Session and List Scheduling  P1 -  Optimising Processes ,Pre-Surgery 
P3 –  Improving Efficiency & Utilisation -On the day of 

Surgery  

Goal 
  

 Improve scheduling to achieve 85% utilisation of planned 
session time  

 Improve list planning to increase theatre list productivity  
 Reduce “on the day” cancellations  to 10% of planned 

activity  
 Improve POA processes  to improve patient experience  

 Maximise utilisation of planned sessions and 
reduce session cancellations  

 Optimise procedure per list  and minimise last 
minute changes to scheduled list  

 Ensure adequate resources are available to 
meet planned sessions 

 Reduce late starts  & Early Finishes  
 Reduce Theatre Overruns 
 Implement all day theatre lists – Where possible 
 Minimise theatre turnarounds  

 

Workstreams 
 
 

WS1 – Electronic requesting of surgical procedures  
 

WS2 – Improving WLT booking & Scheduling lists 
 

WS3 – Managing cancellations / Short notice patients 
 
WS4 – Improving POA Processes   
 
WS5 – Implementing Pre-call out & Net-call and 
Remind+ service  
 

 
 

WS1  - Implementation of 6-4-2 session scheduling 
model  
 
WS2 – Implementing list planning and sign off 
processes  
 
WS3 -  Reviewing & standardise planned session 
times 
 
Ws4 – Improving emergency booking processes   
 
WS5–  Workforce and job plans – Review  

WS1 – Implementing perfect morning  
• Reduce late starts, Streamline WHO check list, sent for 

patients & Ward processes in readiness to surgery  
 

WS2 – Review turnaround time and early finishes to 
appropriate list planning  

 
WS3  – Reviewing patient journey to surgery  
• Holding bay to move the patient in advance 
• Improve preparing the patients in advance  

 
WS4-  Capacity in recovery / DSU or TDA to improve 
the patient flow with delay  

Completed/Closed 



Theatre Productivity Programme   

Session cancellations  
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Highlights  

 Report to improve productivity at HGH  submitted to Theatre Task Group 
 Report on Observations at NOC completed and report discussed with leads 

 Implementation of E-requesting of surgical procedure, agreed with EPR team 
 Project team established to implement Net-call and remind+   

Planned session closures in December  

Theatre activity dropped in December due to  planned cancellations to accommodate  staff annual 
leave, in total 206 sessions were stood down in December.   

Progress Update  

 Anaesthetic Recruitment: Currently 6 locums recruited, 2 more have confirmed, seeking 3 

more, including 1 for  theatre 10.  

 NOTSSCaN to align all audit dates with anaesthetic audit  to ensure minimum disruption to 

theatre schedule, this could result in potentially gaining 68 additional sessions   

 Meeting scheduled with NOC and HGH to develop improvement plans, based on the observation 

report. 

 Net-call service for theatre appointments; Pilot to commence on 15th Feb 2020 

 Children’s service to Go-Live with electronic requesting by last week of Jan 2020 



Quality & Safety 
Quality and safety improvement focus and key part of the Integrated Improvement Programme 
 
Never Events – Part of quality governance and are reviewed on a weekly basis and learning and metrics are captured and reported – see below update  

See appendix -Integrated Performance 
report; Key Quality Metrics Exception 
reports 

Quality and Safety Programme 
Reporting period –  November Executive Sponsor Prof Meghana Pandit   
Programme Goal : Improve patient safety through reducing never events, serious incidents and improve 
compliance with WHO surgical checklist  
 

 Accountable Officers   Dr Anny Sykes and Dr Peyton 
Davis  

  

Programme Start Date : Jan 2019  Project Leads   

Improvement Projects Key Performance Indicators  Target Baseline Data source Last report Current  
YTD Trend 

Target 
Achievement 

Date 

Project 
Lead/Owner  

  Project 1: Safe patient Care 
 

Reduce never events by 50% compared 
to 2018/29 
 

<6 11 Datix 3 7 31/03/20 CMO/ CNO 

 
  Project 1: Safe patient Care 

Achieve 100% compliance of the WHO 
Safe Surgical Checklist 
 

100% 97.4 Div Quality 
report  98.6 98.6 31/03/20 CMO/CNO 

 
  Project 2: Effective Outcomes 

Increase from 74% to more than 90% the 
proportion of sepsis patients receiving 
antibiotics within an hour 
 

>90% 74% Orbit+ 82% 82% 31/03/20 CMO/CNO 

  Project 3: Supporting our staff 10 LocSSIPs developed 
10 3 Intranet 13 21 31/03/20 CMO/CNO 

Progress so far, highlights & issues • 7 Never Events this FY (2 in June, 2 in August,  1 in September, 1 in November, 1 in December)  

Success stories- what works? 
 
 

• HSMR 87; SHMI 0.92 
• Continue Simulation training 
• In April OUH will be replacing the Datix incident reporting system with Ulysses. The aim is to improve many of the current 

Governance processes by using one system which will be more efficient and reduce duplication. 

What improvement has been made for 
the patient? 

• Improvement in the delivery of antibiotics to septic patients within an hour. 
• 21 LocSSIP shave been completed. 
• WHO safe surgical checklist compliance remains  consistent. 

What are the blockers? Escalation items • There are no specific blockers. We have engagement and are making progress 

What’s Not So Good? 
Further Never Events in August & 
November for wrong site surgery 
(wrong site pain relief block, wrong 
bone in thumb) 
 

What’s Good? 
Progress with LocSSIPs 
Progress with sepsis &delivery 
of antibiotics within an hour 
Progress of WHO checklist 
compliance rates 

What’s required from Exec Sponsors 
• Launch Safety huddles and simulation 

training for trainees & fellows 
 



Highlights (highlights only) 

Progress in 
last period 
 
(include 
photos where 
possible 
 
Success 
stories 

• All non-clinical workers who remain in the trust have the 
appropriate approval from an Executive Director and NHS 
Improvement 

• Implementation of the proposal on Medical locums is progressing 
well.   

• The same principles will be applied to the AHP/HSS staff group with 
a paper currently being produced 

• The flexible staffing pool is progressing well and is being monitored 
on a weekly basis.  

• Plans for added additional space in to the OUH@Cowley site is 
progressing well with a restructure planned for early January.  This 
will allow for an additional 25 desks. 

Escalation for 
TME to note 

To be able to meet the agency ceiling, support for the regular  
improvement papers presented to TME would be required. 

Project Trajectories 

Financial impact/ benefits summary  

There are large financial impact on the trust on the use of agency staff  across all staff groups.  This  in 
conjunction with the use of bank staff could in effect mask the workforce issue. 

Improvement Workstreams  Projects Target Baseline Data source Last Month  
(Oc-19)  

This Month  
(Nov-19)  Trend Target Achievement 

Date Lead/Owner  

P1 Premium Capacity 

To reduce agency expenditure to meet the ceiling 
provided by NHSI 

£16.7 
(£1.3 pm) £18.0 Finance/ 

Workforce 

£1.759M (A) £1.89M (A) 

31-Mar-20 Jon Evans 
£3.210M (B) £3.24M (B) 

To reduce premium staff volume and costs by 26% 532 WTE 722 WTE Finance/ 
Workforce 

240 WTE (A) 250 WTE (A) 

833 WTE (B) 689 WTE (B) 

P2 Non-Clinical Space Optimise the use of space at OUH@Cowley and JR 25 additional 
workspaces - Layout - -  31-Mar-19 Charmaine Hope 

P4 In year savings Achievement of the procurement savings in line with 
tracker 

£8.6M 
(£6.5M) N/A Procurement 

Tracker  
£1,484k YTD 
£428k in mth 

£2,301k  YTD 
£386k  in mth 31-Mar-20 Gary Welch 

Improving Non-Clinical Productivity  
G: On track 
 A: Progress with some issues, close monitor 
 R: Serious issues, recovery plan required 

Project Goal To instigate and implement non-clinical projects which will support the operational efficiencies of the Trust Executive Sponsor Jason Dorsett 

Project start & end dates September 2019 to March 2020  Accountable Officer (s) Jon Evans, Andrew Carter, Sara Randall 

Programme Update Fortnightly Project team meetings Daily  Improvement Facilitator  Samantha Parker 
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Non-Clinical Improvements – Agency staffing spend and trajectories 
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