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Executive Summary (1)
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Other

MSSA

Page 47

Dementia screening performance 

was 64.8% in October.  Performance 

exhibited special cause variation due 

to falling below the lower process 

limit of 66.2%. The indicator has 

consistently not achieved the target 

of 90% (NB. Indicator is reported one 

month in arrears)

Indicators exhibiting special cause variation (+/-) or consistently failing target: M8 (November 2022)
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Quality and Safety, continued
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Page 36

There were 2,648 Patient incidents 

reported in November. Performance 

exhibited special cause variation due 

to successive periods of performance 

above the mean (>6 months). In 

November the number of patient 

incidents remained within the upper 

process limit of 2,773.
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64.8% 90.0% 73.7% 66.2% 81.2%
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Page 32

Page 35
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MSSA

Complaints totalled 132 in November. 

Performance exhibited special cause 

variation due to exceeding the upper 

process limit of 124.

132 - 94 63 124
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Patient incidents

2648 2344 1914 2773

Section 42 enquires totalled one in 

November. Performance exhibited 

special cause variation due to 

successive periods of performance 

(>6 months) equal to the mean of 

one. Low numbers suggest that the 

events are too rare to be meaningfully 

displayed in an SPC chart.          
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Complaints

Safeguarding Children consultations 

totalled 527 in November. Performance 

exhibited special cause variation due to 

exceeding the upper process limit of 510.
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Other

MSSA

Indicators exhibiting special cause variation (+/-) or consistently failing target: M8 (November 2022)

ED 4-hour performance was 57.9% 

in November. Performance exhibited 

special cause variation due to 

consecutive performance below the 

mean as well as being below the 

lower process limit of 62.6%. The 

indicator has consistently not 

achieved the target.

18-week RTT performance was 

64.3% in November. Performance has 

exhibited special cause variation due 

to consecutive performance (>6 

months) below the mean as well as 

being below the lower process limit of 

69.3%. The indicator has consistently 

not achieved the target.

Diagnostic waiting time performance 

(the DM01) was 8.4% in November. 

Performance exhibited common cause 

variation. The indicator has consistently 

not achieved the target. 1.0%.

Operational Performance
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Pages 63

Pages 63 & 74

Pages 77 Pages 74-77

1,702 patients were waiting 

over 52 weeks in November, 

219 patients were waiting over 

78 weeks and 6 patients were 

waiting over 104 weeks.

Performance for 52 weeks 

exhibited special cause 

variation due to a run of 

successive increases. The 78-

week and 104-week indicators 

exhibited special cause 

variation with successive data 

points below the mean. 

The data series is influenced 

by a higher volume of patients 

waiting in the previous financial 

year, and therefore 

consideration will be given to 

applying a process change to 

re-set the SPC series to reflect 

the period where the number of 

patients waiting stabilised.

Operational Performance, continued
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Indicators exhibiting special cause variation (+/-) or consistently failing target M8 (November 2022)

Operational Performance, continued

Cancer 62 day GP waiting time 

performance was 55.7% in October. 

Performance has exhibited special 

cause variation and in October 

performance remains above the lower 

process limit of 53.5%. The indicator 

has consistently not achieved the target.

(NB. Indicator is reported one month in 

arrears)

Cancer 2WW waiting time 

performance was 77.4% in October. 

Performance exhibited common 

cause variation.  The indicator has 

consistently not achieved the target.

(NB. Indicator is reported one month 

in arrears)
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Cancer Wait Times - 62 day GP
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Indicators exhibiting special cause variation (+/-) or consistently failing target: M8 (November 2022)

Sickness absence performance was 

4.6% in November. Performance 

exhibited special cause variation due 

to successive periods of performance 

(>6 months) above the mean of 4.1% 

as well as exceeding the upper 

process limit of 4.3%. The indicator 

has consistently not achieved the 

target.

Temporary pay spend on Bank in 

November was £5.1m. Performance 

exhibited special cause variation due 

to successive periods of performance 

(>6 months) above or meeting the 

mean of £5.1m. Performance in 

November was below the upper 

process limit of £6.1m. 

Temporary pay spend on Agency in 

November was £1.2m. Performance 

exhibited special cause variation due 

to successive periods of performance 

(>6 months) above the mean of £1.0m. 

Turnover was 12.3% in November. 

Performance exhibited special cause 

variation due to successive periods of 

performance (>6 months) above the 

mean of 11.6% and at the upper 

process limit of 12.3% in November. 

Appraisal (non medical) performance 

was 94.5% in November. Performance 

exhibited special cause variation due 

to exceeding the upper process limit of 

83.8% and successive periods of 

performance above the mean of 69.6% 

The indicator has achieved the target 

for the last 5 months but has not yet 

achieved this for successive periods to 

trigger process assurance.

Workforce Workforce, continued
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s
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n

c
e

Mean

Lower 

process 

limit

Upper 

process 

limit

4.6% 3.1% 4.1% 3.9% 4.3%

7.7% 7.7% 6.6% 5.4% 7.7%

Vacancies were 7.7% in November. 

Performance exhibited special cause 

variation due to successive periods of 

performance (>6 months) above the 

mean of 6.6% and at the upper 

process limit of 7.7% in November. 

The indicator has consistently not 

achieved the target.

12.3% 12.0% 11.6% 10.9% 12.3%

5.1 - 5.1 4.1 6.1

1.2 - 1.0 0.6 1.3

94.5% 85.0% 69.6% 55.4% 83.8%
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Indicators exhibiting special cause variation (+/-) or consistently failing target: M8 (November 2022)

Data security training compliance 

was 92.0% in November. Performance 

exhibited special cause due to 

successive periods of performance (>6 

months) above the mean of 85.8% as 

well as exceeding the upper process 

limit of 90.3%. The indicator has not yet 

consistently achieved the target.

Measure Target

V
ar

ia
tio

n

A
ss

u
ra

n
ce

Mean

Lower 

process 

limit

Upper 

process 

limit

Page 120

Measure Target

V
a
ri
a
ti
o
n

A
s
s
u

ra
n

c
e

Mean

Lower 

process 

limit

Upper 

process 

limit

FOI response compliance was 84.0% 

in November. Performance exhibited 

special cause due to successive 

periods of performance (>6 months) 

above the mean of 61.7%.
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Data security training compliance

Workforce, continued

Core Skills Training compliance 

was 90.0% in November. 

Performance exhibited special cause 

variation due to successive periods of 

performance (>6 months) above the 

mean of 88% as well as exceeding 

the upper process limit of 89.5%. The 

indicator has consistently achieved 

the performance standard.
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Service desk incidents raised

Digital

9314 - 10158 7848 12468

84.0% - 61.7% 37.9% 85.5%

There were 9,314 Service Incidents 

Raised in November. Performance 

exhibited special cause due to 

successive periods of performance 

(<6 months) below the mean of 

10,158.

90.0% 85.0% 88.0% 86.5% 89.5%
Pages 89,90,100,104,112
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Finance

Income & Expenditure - Performance Versus PlanIncome and Expenditure (I&E) performance in

November generated a surplus of £0.2m. This was a

slight improvement from October and is due to increased

income recognised for the year-to-date. Adjusting for this

the run rate deficit improved from £2.5m per month to

£2.3m per month.

The Board has approved a forecast of a £10.8m deficit

which represents a realistic central case. The forecast has

been approved by the ICB and as agreed with NHSE and

the ICS, this forecast will be formally submitted in the M10

return. Other outcomes are possible as represented on

the chart opposite.

Commissioning income including passthrough

income was £3.6m better than plan in November.

Passthrough drugs and devices was £1.0m better than

plan and other commissioning income was £1.6m better

than plan mainly due to recognising additional contract

income from other ICBs for the year-to-date.

Non-NHS income (PP, Overseas, RTA and other) was

£2.2m better than plan in November mainly due to R&D

income being £1.3m above plan. Year-to-date, non-NHS

income is £2.9m worse than plan mainly due to R&D

income being £1.1m worse than plan (which is offset by

reduced R&D expenditure so a nil bottom line impact)

and non-clinical (non-NHS) income being £1.5m worse

than plan.

Pay costs were £2.9m worse than plan in-month mainly

due to additional Clinical Excellence Awards costs in

month (including a catch up for previous months). Year-

to-date, pay costs are £18.0m worse than plan

principally driven by additional sessions and temporary

staffing rather than an increase in WTEs.

Overall

Pay 

Expenditure

Income

Forecast

Executive Summary (6)
Integrated themes and issues from Month 8 (November 2022)

Pages 122-158



Finance

Non-pay costs were £2.3m worse than plan in

November. Non-pay costs are £2.1m worse than plan to

date (£6.2m better) than plan if passthrough expenditure

is excluded). R&D non-pay costs are £0.9m better than

plan. Elective recovery non-pay costs are £6.8m better

than plan and COVID-19 non-pay costs are £1.0m better

than plan.

Productivity KPIs continue to track below planned levels

with sickness, staff turnover and higher ALOS all

contributing to an estimated £23.9m negative productivity

impact in the year to date which is the underlying cause of

pay overspends.

Efficiency savings are progressing well in the clinical

divisions, and some corporate areas have identified

savings, but other corporate directorates need to submit

their plans. Trustwide savings from the benefits of

business cases are not being delivered because schemes

are either delayed or the ALOS benefit (e.g. on harm

reduction) is being entirely offset by delayed discharges

and other pressures on bed capacity.

Income & Expenditure ïMonthly Reported Performance from April 2021

Income & Expenditure ïAdjusted Run Rate Performance (8 months)

Cash was £45.3m at the end of November, £8.1m lower

than the previous month. This was mainly due to timing

and underlying deficits.

Gross capital expenditure was £9.4m for the year to

the end of November, behind plan by £14.1m, due to

both capital schemes and PFI life-cycling being behind

trajectory.
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Executive Summary (7)

Integrated themes and issues from Month 8 (November 2022)

Pages 122-158



SPC Key Indicator Overview Summary

Learning | Respect | Delivery | Excellence | Compassion | Improvement



Quality and Safety

Learning | Respect | Delivery | Excellence | Compassion | Improvement 11

Other

SPC charts of key performance indicators: M8 (November 2022)
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Other

MSSA

SPC charts of key performance indicators: M8 (November 2022)
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SPC charts of key performance indicators M8 (November 2022)
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SPC charts of key performance indicators: M8 (November 2022)
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SPC charts of key performance indicators: M8 (November 2022)
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Care hours per patient day (CHPPD) is a nationally used principal measure of staff deployment within inpatient areas only.

The two graphs below show CHPPD average hours for the OUHFT Trust in Black and the Shelford Group Trustôsaverage

CHPPD hours in Grey, the blue bars are all other UK NHS Trusts. The chart on the left is for registered nurse CHPPD and the

chart on the right is for healthcare support workers CHPPD.

It is used within OUH alongside quality and safety outcome measures as represented on the safe staffing dashboard.

17

Nursing and Midwifery Staffing; NHSI Model Hospital Data ïNovember 2022



Nursing and Midwifery Staffing; Safe Staffing Dashboard ïNursing & Midwifery (Inpatients)

Census

540 7.67 7.3 2.19 1.4 9.86 9.55 8.7 86.67 % 3 2 1 0 9.67% 13.78% 4.09% 4.60% No 0.17% 7.00 11.15% 44 12 1 1 0 0

527 3.73 4.3 2.32 2.7 6.05 6.44 7.0 100.00 % 1 0 1 1 24.69% 25.55% 3.14% 9.15% Yes -0.89% 9.00 7.14% 0 0 0 0 0 0

83 18.14 15.3 3.02 1.6 21.16 16.9 0 0 0 0 22.00% 13.43% 5.76% 8.79% Yes 3.23% 9.00 9.79% 0 0 0 0 0 0

381 5.40 6.0 1.89 2.0 7.29 7.98 8.0 100.00 % 0 0 1 0 16.05% 8.03% 4.02% 0.00% Yes -1.48% 8.57 14.30% 8 1 0 0 0 0

248 7.67 4.4 3.50 1.0 11.17 9.07 5.4 98.89 % 1 0 0 0 30.99% 20.96% 7.77% 7.81% No 1.57% 7.71 9.03% 56 3 1 1 0 0

720 5.10 3.9 3.04 2.3 8.14 7.17 6.2 100.00 % 1 0 3 6 3.33% 1.85% 6.29% 3.00% Yes -3.83% 8.57 11.77% 0 0 0 0 0 0

243 7.67 8.7 2.56 1.9 10.23 11.56 10.7 100.00 % 0 0 0 0 12.74% 13.00% 0.95% 4.19% No -2.74% 9.29 9.64% 12 2 0 1 0 0

630 5.24 5.4 2.91 2.9 8.15 8.21 8.2 100.00 % 2 0 4 7 2.12% 24.00% 6.25% 2.25% No 3.87% 8.43 10.73% 10 6 2 1 0 0

360 5.75 5.8 0.96 1.9 6.71 10.29 7.7 100.00 % 1 0 0 0 6.51% 24.79% 1.83% 9.97% No 0.92% 9.71 11.38% 19 5 1 1 0 0

1159 18.77 12.5 1.72 1.4 20.49 13.9 4 2 0 0 22.62% 11.22% 11.05% 5.72% Yes 12.46% 7.86 10.43%

524 3.82 3.9 5.21 3.9 9.03 9.54 7.8 100.00 % 0 0 1 3 6.82% 9.70% 4.88% 3.00% Yes 1.75% 9.00 13.81% 5 0 0 0 0 0

683 4.97 4.9 4.00 4.0 8.97 9.87 8.9 100.00 % 2 0 0 3 17.32% 12.51% 2.21% 0.00% Yes 3.69% 8.71 11.63% 22 5 0 0 1 0

359 4.71 4.1 5.81 5.4 10.52 10.84 9.5 100.00 % 1 0 2 3 6.77% 27.13% 3.72% 0.00% Yes 1.37% 8.71 10.06% 0 0 0 0 0 0

663 6.44 6.2 5.21 5.1 11.65 12.32 11.3 100.00 % 1 0 3 4 8.02% 4.18% 7.36% 3.33% Yes 0.91% 8.43 12.41% 6 5 0 0 0 0

407 30.82 25.5 3.29 2.6 34.11 28.1 2 0 1 0 -2.39% 10.52% 2.34% 7.25% No 49.90% 8.29 11.63%

383 6.78 6.1 5.46 1.5 12.24 10.33 7.6 100.00 % 2 1 0 0 -34.05% 12.47% 1.71% 1.29% No -0.05% 7.29 11.86% 24 2 0 1 0 0

979 5.75 4.9 2.73 2.6 8.48 7.88 7.4 100.00 % 6 0 6 2 20.71% 9.37% 7.25% 6.96% Yes 0.77% 8.57 10.45% 21 7 2 0 0 0

406 6.90 6.9 1.15 1.2 8.05 9.85 8.1 95.56 % 3 1 0 0 6.58% 22.08% 5.38% 0.00% No 0.66% 7.14 13.79% 28 7 1 4 1 1

660 5.78 4.9 3.24 2.8 9.02 9.68 7.7 98.89 % 2 0 0 8 15.76% 4.46% 6.52% 7.42% Yes -0.14% 8.14 12.73% 9 4 0 0 0 0

694 4.02 4.4 3.16 3.0 7.18 7.88 7.4 97.78 % 2 0 6 3 14.86% 3.94% 4.60% 4.89% Yes 0.08% 8.43 10.62% 10 4 1 0 0 0

550 3.88 4.2 2.42 2.7 6.30 7.86 6.9 100.00 % 2 0 2 1 23.12% 25.85% 10.20% 2.93% Yes 3.62% 8.00 10.88% 18 0 0 0 0 0

657 4.48 3.9 2.42 2.3 6.90 7.54 6.2 100.00 % 2 0 0 1 28.98% 0.00% 5.16% 3.43% Yes 1.03% 8.43 9.69% 0 0 0 0 0 0

369 27.45 26.8 0.00 0.0 27.45 26.8 4 3 1 0 21.34% 8.71% 5.38% 7.34% Yes 2.02% 8.43 11.02% 0 0 0 0 1 0

660 4.18 4.5 3.66 3.7 7.84 9.63 8.2 100.00 % 2 0 2 6 17.32% 0.00% 2.59% 12.40% Yes 0.68% 8.43 14.47% 0 0 0 0 0 0

600 4.60 4.6 3.45 3.3 8.05 9.22 7.9 100.00 % 0 0 2 4 19.73% 13.46% 5.66% 7.97% Yes -1.21% 8.43 14.31% 7 4 0 0 0 0

1050 5.26 4.9 2.12 1.7 7.38 6.51 6.6 64.44 % 5 0 2 2 12.94% 13.53% 3.80% 3.80% Yes 2.92% 6.71 12.15% 17 2 1 1 0 0

750 5.06 4.4 3.68 1.6 8.74 7.58 6.0 100.00 % 4 0 0 2 20.93% 10.92% 5.30% 2.65% No 0.56% 5.43 10.64% 17 0 0 0 0 0

531 4.47 4.4 3.19 3.8 7.66 8.42 8.2 100.00 % 0 0 4 3 21.81% 15.47% 0.68% 5.36% No 2.23% 7.86 11.79% 2 0 0 0 0 3

507 4.74 4.5 3.94 4.1 8.68 9.53 8.6 100.00 % 1 0 2 4 8.46% 9.59% 4.63% 6.68% No 1.09% 7.86 14.36% 4 1 0 0 0 0

618 4.18 4.4 3.14 3.0 7.32 10.42 7.4 100.00 % 2 0 0 5 42.83% 0.00% 4.70% 9.53% No -0.21% 7.29 11.92% 9 2 0 0 0 1

600 4.03 4.0 3.45 3.3 7.48 8.76 7.3 85.56 % 0 0 3 3 22.74% 5.52% 10.46% 1.63% No 0.48% 7.71 11.74% 0 0 0 0 0 0

337 16.92 22.6 0.00 0.0 16.92 0.00 22.6 2 0 2 0 14.74% 7.72% 5.77% 3.49% Yes -0.21% 8.57 11.49%

5.75 1.22 6.97 7.88 47.78 % 2 0 1 1 31.43% 3.03% 4.76% 7.48% Yes 4.95% 8.43 13.85%

120 17.25 17.5 8.63 8.6 25.88 26.1 1 0 0 0 30.34% 10.02% 6.01% 0.00% Yes -6.95% 6.71 15.53%

6.69 4.47 11.16 7.47 44.44 % 2 0 2 8 24.18% 7.35% 6.94% 4.44% Yes -1.18% 5.29 12.63%

18.07 4.93 23.00 1 0 0 2 17.11% 11.79% 2.15% 4.78% Yes -0.92% 9.29 15.64% 411 116 36 24 35 5

494 6.07 5.6 5.35 4.1 11.42 10.17 9.7 100.00 % 4 1 0 5 25.14% 4.48% 5.19% 5.80% Yes 0.71% 4.57 14.63% 28 7 1 0 0 0

11.67 3.58 15.25 3 0 1 2 27.73% 19.25% 5.59% 5.31% Yes 11.22% 8.43 10.78% 597 261 109 79 193 15

900 4.62 3.5 4.27 3.2 8.89 8.70 6.7 100.00 % 0 0 5 5 21.03% 12.85% 5.00% 0.00% Yes -2.45% 3.86 14.35% 1 0 0 1 0 0

833 4.32 3.8 3.70 3.2 8.02 8.49 7.0 100.00 % 1 0 2 8 13.06% 8.41% 6.70% 4.36% Yes -5.72% 6.71 15.78% 3 0 0 3 0 0

560 3.94 3.9 6.58 5.8 10.52 11.86 9.7 91.11 % 0 0 0 3 32.05% 11.58% 9.78% 5.90% Yes -0.15% 3.00 16.37% 7 1 0 7 0 0

720 7.70 7.1 5.80 5.3 13.50 9.73 12.4 100.00 % 3 0 3 0 17.83% 0.00% 5.14% 4.23% Yes 0.82% 8.57 14.40% 3 0 0 3 0 0

691 5.28 5.3 5.32 4.7 10.60 8.55 10.0 100.00 % 2 0 1 6 19.30% 0.00% 3.21% 8.03% Yes 2.14% 9.00 12.81% 1 2 0 1 0 0
569 7.67 5.3 3.19 3.1 10.86 8.49 8.4 100.00 % 2 0 2 2 17.06% 5.32% 4.73% 0.00% No -0.01% 7.86 13.56% 5 0 0 0 0 0

600 4.60 4.6 1.91 2.8 6.51 8.89 7.4 100.00 % 3 0 0 4 21.35% 5.63% 2.19% 6.74% No -0.58% 6.43 14.17% 7 5 0 0 0 0

374 5.70 6.5 3.05 3.2 8.75 6.26 9.7 100.00 % 1 1 0 2 7.85% 0.00% 4.97% 0.00% Yes -0.59% 10.86 17.02% 52 8 1 0 1 0

596 5.09 5.2 2.34 1.8 7.43 7.63 7.1 100.00 % 6 0 0 2 16.10% 9.65% 10.18% 7.05% Yes 7.44% 8.57 5.18% 6 0 0 0 0 0

244 5.82 6.5 3.45 3.8 9.27 7.55 10.4 100.00 % 1 0 3 2 23.67% 36.03% 10.57% 0.00% Yes 1.61% 6.43 13.48%

583 6.25 5.3 2.42 2.6 8.67 7.89 7.9 96.67 % 1 0 1 5 21.82% 10.01% 6.87% 9.54% Yes 4.93% 9.57 12.33% 22 6 1 0 0 0

383 5.64 5.4 3.10 3.2 8.74 8.82 8.6 100.00 % 3 0 0 2 25.63% 5.81% 3.75% 10.51% Yes -0.38% 8.43 13.84% 4 2 1 0 0 0

360 5.77 6.1 1.92 3.1 7.69 9.37 9.3 100.00 % 3 0 2 3 29.90% 28.94% 7.93% 0.00% Yes -1.64% 8.29 11.87% 30 10 0 0 0 0

540 5.15 5.1 2.64 2.9 7.79 8.83 8.0 100.00 % 3 0 0 0 35.22% 27.82% 8.80% 4.00% Yes -2.04% 8.29 13.69% 17 1 0 0 0 0

600 4.62 4.5 2.39 2.5 7.01 8.42 7.0 100.00 % 2 0 3 3 5.91% 7.19% 5.18% 5.86% Yes -0.89% 8.29 13.46% 16 3 2 0 0 0

520 10.37 5.1 5.24 2.4 15.61 7.81 7.4 100.00 % 2 0 3 3 16.51% 9.63% 3.19% 0.00% Yes 0.04% 8.86 11.88%

454 6.22 6.0 3.13 2.2 9.35 7.93 8.3 100.00 % 0 0 1 0 42.97% 6.68% 2.04% 10.01% Yes 5.90% 8.43 11.54% 9 3 0 0 0 0

600 8.31 5.6 3.69 2.1 12.00 8.13 7.7 93.33 % 2 0 0 2 28.33% 1.37% 6.04% 8.02% Yes -1.96% 9.29 12.22% 24 6 0 1 0 0

470 6.59 5.3 2.22 2.1 8.81 8.46 7.4 96.67 % 0 0 1 1 35.13% 1.47% 1.98% 8.89% Yes -10.66% 8.71 14.71% 102 15 0 0 1 0

525 5.76 5.2 3.07 1.8 8.83 7.29 6.9 97.78 % 1 0 0 1 28.62% 21.39% 2.68% 3.13% Yes -2.21% 9.14 12.26% 30 5 1 0 0 0

156 18.86 7.7 8.61 6.0 27.47 13.7 0 0 0 0 No 1.60% 4.86 12.17%

637 20.72 14.3 4.75 1.5 25.47 15.8 0 0 0 1 Yes -1.86% 6.57 11.51%

990 4.20 3.12 3.17 2 7.37 4.6 1 0 0 0 Yes 3.86% 4.57 11.59%

423 3.11 4.65 1.85 1 4.96 5.9 1 0 0 0 Yes 1.15% 4.57 11.38%

455 24.56 34.1 4.17 3.5 28.73 37.6 3 0 7 0 3.45% 13.78% 4.74% 4.24% Yes -2.84% 8.29 17.12%

 -
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The safe staffing dashboard for November 2022 provides the data to enable the Board to understand the Trustôsnursing and

midwifery staffing situation by ward/department. The CHPPD data is presented by ward, grouped by division and presented

triangulated with incidents, HR records data, electronic rostering key performance indicators, (KPIs) and friends and family test

results, (FFT). This provides an overall picture of nurse staffing in the inpatient areas at OUHFT.

Overall the Trust has mitigated risk to declare Level 2 staffing. Sickness absence rates across the Trust continued to rise in

November, combined with high presentation rates at our Emergency and Assessment Departments, there has been a continued

requirement to utilise higher cost temporary staffing options across the Trust inpatient areas to reduce the risks associated with level

3 staffing. Central safe staffing meetings continue to support cross divisional decisions and mitigation solutions. Whilst safety has

been maintained, the difference between Budgeted and Required CHPPD increased.

Rostering efficiencies continue to improve across all divisions, with the majority of areas now achieving the trust KPIôs(Key

Performance Indicators). There is an error in the net hours data for Paediatric Critical Care Unit. This has now been rectified for future

reports. Some areas within NOTSSCaN were not approved for payroll, the Divisional Director of Nursing is working with the team to

correct this moving forward.

Band 5 RN vacancy and turnover continues to remains stable.

During November there were 25 new internationally educated nurses (IENôs)that joined the Trust. 28 IENôssuccessfully completed

their OSCE and now awaiting their NMC Pin.

The Interim joint Director of Workforce is leading on exploring further recruitment opportunities for care support workers as this

remains a challenging objective to achieve.
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Staff in Post and Budget by Month Non-inpatient/theatre or critical care 

areas RN vacancy rates 

The vacancy rate has continued to decrease this month 

compared to the previous month which had increased due 

to month on month budget increase.

This graph presents the starters and leavers at band 5 

RN alongside the current number in post and what the 

budget is across the divisions. November saw another 

slight decrease in new starters after an increase from 

September which is consistent with previous years as 

more newly qualified nurses join at this time of year.  The 

number of IENôs arenôt reflected within this number as 

they initially start as a pre pin Nurse (band 3).

Nursing and Midwifery Staffing; 
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Band 5 RN turnover remains stable 

however has a very small increase 

this month but stays below the target 

of 12%.

The trend of band 5 turnover 

continues to remain stable.

Nursing and Midwifery Staffing; 
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Registered Nursing Turnover

Registered Midwifery Turnover

Overall turnover continues to remain stable across all levels of nursing with a very small increase for band 6 nurses this month.  

Turnover has continued to decreased across all levels of midwives except band 5 which has seen another very small increase.  

There are a number of initiatives maternity continue to put in place to improve recruitment and retention led by the interim 

Director of Midwifery and the Clinical Midwifery Manager.  International Midwifery recruitment has now started with two offers 

made in November with the plan to start in Q4.

Nursing and Midwifery Staffing; 
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Vacancy at band 5 by division in percentage Vacancy at band 6/7 by division in percentage.

Band 5 RN vacancy continues to be monitored by 

division as the most fluctuating and largest  group 

within the nursing workforce, Total vacancy includes 

those who are absent from work for reasons such as 

long term sickness absence and allows Divisions to 

monitor against bank and agency spend.  CSS 

continues to show a minus percentage vacancy due to 

the focused recruitment to support the new Critical 

Care Department.

Band 6/7 RN vacancies have remained stable this 

month.  

Nursing and Midwifery Staffing; 

RN and Midwifery Vacancies ïNovember 2022
.
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All Midwives - Staff and Budget

Midwives Turnover Rate Comparison

Band 6 Midwives - Staff and Budget
Band 6 midwives is the larger 

workforce within midwifery and 

is monitored through the 

steering group for the same 

reasons as band 5 within the 

RN workforce.  

Against budget, midwifery staff 

in post has slightly increased.  

We would expect to see this 

increase due to the number of 

newly qualified midwives 

joining the Trust.

This indicates that as the 

largest workforce, band 6 

turnover is the highest and 

remains the focus however is 

continuing to decrease. 

Midwifery Staffing ïNovember 2022
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Maternity

Red areas:

ÅScheduled Bookings ï757 (target 750) The number of bookings were higher in November than previous month.

ÅMaternal Death ï1 There was 1 maternal death in November. This is currently a SIRI investigation and preliminary reported to SI 

group meeting on the 05/01/2023. The Coroner has confirmed the medical cause of death as COVID-19 pneumonia.

ÅReturns to Theatre ï3 (1.4%) All cases reviewed. PPH managed appropriately and no care concerns. 

ÅTest Result Endorsement ï73.4% The quality improvement project continues on MAU and on the postnatal ward. In MAU they have 

set up a results for 7 days endorsing list. They are encouraging staff to go through the list when in MAU in the mornings and on the 

caesarean section list. Staff are also encouraged to fill out a single EPR Powernote on discharge which helps when actioning results 

remotely. Quick guidance for actioning abnormal results is being developed and will be added as an appendix to the MAU guideline. 

Amber areas:

ÅInductions of labour  from iView ï171 (28%) Maternity will continue to monitor this.

ÅPercentage of Women Initiating Breastfeeding ï80% Maternity are recruiting  infant feeding MSW's to support the initiation and 

success of breastfeeding.

Green:

ÅUnexpected term admissions to NNU ï24 (3.8%) The target for unexpected admissions to SCBU is less than 4% and in November 

it was 3.8%. All term admissions to the neonatal team are reported on Ulysses and are reviewed using the proformas that are on 

Ulysses. The learning identified from cases reviewed in November was related to ensuring maternal observations are completed on 

admission in labour, reinforce the importance of documenting the symphysis fundal height (SFH) antenatally, fresh eyes to be 

completed as per guidelines, especially important when plan of care changes due to CTG changes, reinforce the importance of 

sending placentas to histology if baby admitted to SCBU.

ÅMidwife: birth ratio ï1:25.9 Staffing is monitored on a daily basis and reported to the Trust Safe Staffing meeting. 

New supernumerary midwives joined the Trust since September.

ÅMothers Birthed - 620 This is lower than the previous month and monitored monthly.

ÅShoulder Dystocia ï4 (1.1%) This is lower than the previous months. These are reviewed using the proformas on Ulysses and any 

learning is feedback to the team.
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Hospital Acquired Pressure Ulceration (HAPU) Report Dec 2022

Learning | Respect | Delivery | Excellence | Compassion | Improvement
26

Skin damage related to unrelieved pressure constitutes potential harm to our patients. The Trust is 

committed to reducing Harms associated with pressure damage in order to evidence excellence in care 

provision. 

All HAPUCategories3 and above follow the current Trust
processfor Moderate and aboveImpact. Theseincidentsare
monitored with oversight from the Harm Free Assurance
Forum(HFAF).

Chart2: Incidenceof HAPUCat3 andabove: April 2019ςNov
2022

All HAPU Category 2 and above skin damage are confirmed 
by the Tissue Viability Team where possible.

Chart 1: Incidence of HAPU Cat 2 April, 2019- Nov 2022



HAPU Incidents by Division 2022-23
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Moderate Impact HAPU Incidents by Clinical Area: Nov 2022

Moderate Impact HAPU Incidents by Clinical Area: Nov 2022
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HAPU: Analysis, Discussion and Actions

29

NOVEMBER ANALYSIS: Of the 11 incidents reported as Moderate or above Impact, 9 were confirmed as Category 3, one 

Category 4 and one full-thickness mucosal pressure damage. Two Category 3 incidents were for the same patient. The age 

range of the individuals affected was between 0-99 years. All patients were assessed as being at high risk of pressure 

damage prior to the identification of the skin damage, with 6 of the incidents reported at an earlier stage of skin damage. The 

average length of stay until identification of the pressure damage was 32 days (range 10-79). The use of medical devices, 

were associated with 2 of the11 incidents. The average surface area of the skin damage was 9cm.

DISCUSSION

All Category 3 and above HAPU are investigated and action plans approved and implemented. For those investigated at 

local level, 30 day action plans are recommended with oversight for the closure of these action plans through the Harm Free 

Assurance Forum. 

ACTIONS

ÅThemes from the AAR meetings are discussed at HFAF. 

ÅPressure Ulcer Prevention eLearning for Registered and Non-Registered Nurses and Midwives and AHPs has been 

restored to Role Specific Training. Compliance for nurses and midwives is 71% and AHPs 62%.

ÅA Trust Quality Priority for the reduction of HAPU for 2022/23 has been approved with the ambition of reducing HAPU 

Category 2 and above by 30%. Progress against the work programme and associated QI projects are reviewed at 

HFAF.

ÅThe annual clinical audit of pressure ulcer prevention was conducted on the 6th November 2022 and will be presented 

at Clinical Improvement Group in February 2023.

ÅA CNO Research Fellow has been appointed, on a 6-month secondment, to support the HAPU Quality Priority work 

programme.



Harm from falls report November 2022
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The chart below shows all patient reported falls by the level of actual harm between December 2021 ïNovember 2022

November 2022 summary: There were 175 falls reported in

November, which is comparable to October (177). This total is

lower than the rolling average of 182.2 reported falls per month and

is considerably lower than the total falls for this time last year (221)

(2021/22 performance is affected by the coronavirus pandemic).

Falls resulting in harm (minor and above) accounted for 43 (24.6%)

of all falls this month, which is lower than Octoberôsperformance

(48, 27.1%). Three falls resulted in higher severity harm levels

(1.7%): Moderate - 1 and Major - 2, which is lower than the rolling

monthly average of 2.29%.

Harm level November ó21*November ô22

No harm 157 129 (Ź)

Near miss 3 3 (-)

Minor 57 40 (Ź)

Moderate 2 1(Ź)

Major 1 2 (ŷ)

Death 1 0 (Ź)

Total falls 221 175 (Ź)

Nov performance: annual comparison 2021* vs 2022

*performance affected by CoVID-19
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Harm from falls report November 2022

IDENTIFIED THEMES:

ÅSignificantly fewer falls compared to previous November.

ÅIn-month reduction of falls with harm 

ÅContinued reduction in unwitnessed falls since quarter 

one

ACTIONS:

ÅReview the outcomes and action plans for the three 

incidents of moderate harm and above at the next 

HFAG.

ÅReview progress on falls harm reduction improvement 

programme.

Top five categories of falls November 2022

Previous month comparison

Category Oct Nov

Unwitnessed Fall ïfound 

on floor 72 56 (Ź)

Fall From Chair / 

Wheelchair/Commode 27 29 (ŷ)

Fall whilst mobilising/ 

walking without assistance 17 23 (Ź)

Fall from bed 15 15 (Ź)

Fall in bathroom/shower/

from toilet 11 13 (ŷ)

ANALYSIS:

Total falls and falls with harm reduced in November compared to the previous month and the same period last year. The reason 

or cause for this is not clear, but it may be influenced by the higher prevalence of CoVID-19 in 2021. The proportion of falls 

resulting in higher severity harm levels (moderate and above) was low as a proportion, which may be attributable to a marked 

reduction in unwitnessed falls, since this category tends to yield a higher degree of harm.

Top five categories of falls - rolling 12-month period: December 2021 to November 2022 
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Complaints

32

Complaints reporting November 2022

The Trust received and recorded 132 formal complaints in November 2022, which is a further increase in the number received in October 2022 (n=112). This is also the

highest number of complaints received in a single month.

Of the 132 complaints received in November, 44 of them were for the NOTSSCAN Division. The breakdown by Directorate is as follows:

Childrens ï6

Neurosciences ï9

Ophthalmology ï2

Specialist Surgery ï9

Trauma and Orthopaedics ï18

Issues include Dispute over diagnosis, communication between medical teams, funding of medication, wait for operation/procedure, delay/failure to follow up, nil by

mouth issues and appointment cancellations.

35 further complaints were received for the MRC Division, with 19 of these complaints relating to the Emergency Departments. Issues raised by complainants include

waiting on a trolley, emergency department waiting times, attitude of nursing and medical staff, care needs not adequately met and lack of clinical assessment. The

Trust declared OPEL 4 status on 23 November due to operational pressures which has previously meant an increase in the number of complaints received.

SUWON received 33 complaints, 14 of which were for Maternity and include issues such as attitude of medical/midwifery staff, inappropriate procedure, staffing levels

and mismanagement of labour.

Complaints Compliance

Breached complaints continue to be presented to the Chief Nursing Officer on a weekly basis and shared with the relevant Divisions. The breach sheet shows where

each complaint is in the process ïfor example, is it with the Division/Directorate for investigation, with the Complaints Co-ordinator for review, with the Complaints &

Patient Services Manager for final review or with the CNO for sign off.

Divisions with a higher number of breached complaints will meet with the CNO to agree an action plan to reduce the number and ensure stronger compliance on

meeting the required complaints timescales going forward. Additionally, regular meetings between the Complaints Manager, Co-ordinators and Divisional Director of

Nursing for NOTSSCAN have been set up to escalate overdue complaints more efficiently.

A report is produced detailing all complaints received into the Trust in the previous week and shared by the Complaints and Patient Services Manager at the weekly

ICCSIS meeting, triangulating new complaints against claims, inquests, incidents and safeguarding issues. In addition, the Heads of services involved in the meeting

utilise the meeting to discuss particular cases that either may have or have already crossed into other service. The Patient Safety team, who attend the meeting, will

also review the complaints reported on each week and challenge Divisions when it is considered appropriate that an incident should be raised regarding the matter in

the complaint. Significant issues are then highlighted in the weekly SIG meeting. Issues raised in the ICCSIS meeting are balanced against the data from the Friends

and Family Test (FFT), which consistently shows more positive feedback from patients.
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Patient Experience- November 2022

National/ ICB Comparisons are only 
available for the previous months data-
October but highlight some notable 
findings to monitor.

The Emergency Department data 
highlights that OUH's response rate for ED 
is 10% higher than its ICB average at 
26%,with 1962responses.

In regards to the Inpatients data, OUH 
operate with a response rate 4% higher 
than the ICB average and 6% higher than 
the national average.
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Inpatient 96% 95% 94%

Outpatient 93% 93% 93%

ED 72% 75% 74%

Maternity Birth 89% 90% 93%

National/ICB Comparisons
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Patient Experience- November 2022

Under 16s Cancer Patient Experience Survey 2021

The under 16s Cancer Patient Experience survey is run by NHS England with Picker. The results for the 2021 survey published on the 4th

November 2022. 
Å 62 patients treated at OUH responded to the survey. The response rate for the Trust was 28%. 
Å 83% of children report being looked after very well for their cancer or tumour by healthcare staff.
Å фл҈ ƻŦ ǇŀǊŜƴǘǎκ ŎŀǊŜǊǎ ǊŀǘŜŘ ǘƘŜ ƻǾŜǊŀƭƭ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΩǎ ŎŀǊŜ ŀǎ у ƻǊ ƳƻǊŜ ƻǳǘ ƻŦ млΦ 
Å Results have been shared with the teams and actions plans are being developed. 

Areas highlighted that the Trust performed well: Areas highlight where the Trust could improve their 
care:

Å Staff attitude, care and attention
Å Delivering compassionate care

Å Parents and children having time to ask questions 
Å Staff providing emotional support 

Å Teams working well together to deliver care 
Å Supportive environment for parents 

Å Clean wards, with great facilities for parents and 
children

Å Specialist, community and outreach care

ÅCommunication with children and parents
ÅWritten information regarding treatment 

ÅClear information, that parents can understand 
ÅDelivering information in a sensitive and appropriate 

manner 
ÅDelays to results causing distress and worry 
ÅMore things for the child to do whilst they are in 

hospital to keep then engaged and active 
ÅCommunication between hospitals providing the care  
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Adult Safeguarding Jne 2022

Activity

Chart 1: Combined activity increased by 42 (n=743). EPR referrals

decreased by 11 (n=247). Ulysses incidents decreased by 17 (n=85)

and consultations increased by 70 (n=411). The category data has

been refined to streamline with reportable data sets.

Chart 2: Domestic abuse is the main category of concern (n=132)

and is 32% of all consultations, neglect and self-neglect remain the

next categories of concern. The continues to be an increase in

complex cases requiring high levels of input.

Governance: allegations against staff are managed by the HR DSO

team and reviewed with senior management and partner agencies.

Review of cases is planned.

Annual OSAB/OSCB self assessment has been submitted, there will

be a peer review in February 2023.Chart 1: Combined Activity Chart 2: Consultations

Chart 3: DOLS Applications by Division

Statutory responsibilities

Chart 3: There were 55 Deprivation of Liberty Safeguards (DoLS)

applications reviewed during November, an slight decrease of 5.

Chart 4: There has been one new s42 investigation request in

November for MRC related to a concern of neglect. There are three

open s42 enquiries awaiting OCC outcomes at the end of November, all

for MRC Division. Requests for closure notices are being followed up.

Governance: raising awareness of patients requiring capacity

assessments continues and remains a priority to ensure accurate

documentation of assessment is recorded on EPR.

Chart 4: Section 42 investigations 

Chart 6: Safeguarding TrainingChart 5: Prevent Training

Training

Chart 5: Trust Prevent training Level 1 & 2 compliance remained at

91% = 880 staff require training. Level 3,4 & 5 compliance reduce by

1% to 90% with 416 staff that require training. The KPI is set at 85%.

Chart 6: Trust safeguarding training compliance improved to above the

90% KPI. Level 1 remained at 92% = 353 staff that require training, and

level 2 decreased by 1% to 91% = 789 staff require training.

Level 3 safeguarding adult training is being supported by OMI to

develop a bespoke online training to assist staff access. Mapping to

this training is being reviewed.

Adult Safeguarding December 2022
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Safeguarding Children June 2022

36

Consultationactivity dropped by 1 (n=527) over November,the main categoryremainsneglect
andemotionalabuse.
Mental health, self-harm presentations rose by 17 (n=86) in November with 21% needing
admissionandincreaseof 7%. Themesaresharedwith PublicHealthandself-harmforums.
Maternity safeguardinghad26%of pregnancybookings(n=191) with a socialhealth scoreof 3 or
4, mental health, domesticabuse,and substancemisuse remain the theme. Pregnantasylum
seekersisanemergingtheme.
There remains a backlogof health MASHinformation sharing requests, the team have been
unableto supportdue to resource capacity. ResilienceacrossOxfordHealthand OUHto provide
additional support to the MASHis limited currently. This has been escalatedto the MASH
steeringgroupandthe BOBisawareof the pressures.

SafeguardingLiaisonςactivity increasedby 189(n=1325) for childrenpresentingto ED
requiring information shareswith primary care and socialcare for open cases. This
increasedacrossall areas,safeguardingby 57 (n=757), babiesunder the ageof one by
73 (n=527) and health visitorsreceivedinformation to support. Frequentattendances
to EDincreasedby 44 to 161, this is monitoredaspart of an OSCBseriouscasereview
andinformationissharedwith primarycare.
AdultsattendingEDwith safeguardingconcernswho haveresponsibilityfor children,
increasedby 31 (n=68) and mainly related mental health, drug and alcohol and
domesticabuseissues. MASHreferralswere followedup.
Information requestswere receivedfor 33 initial child protection conferencesfor 57
childrenand4 unbornbabies,information is documentedon EPRto supportclinicians.
Levelsof activityincreasescontinueto put pressureon the adminfunctionin the team.

SafeguardingChildrenTrainingCompliance
Level1 complianceremainedat 93%= 294staff requiringtraining. Level2 decreasedby 1%
to 90% = 818 staff requiring training and level 3 decreasedby 1% to 82% = 282 staff
requiringtraining. Level3 training remainsbelow the 90%KPI. Maternity are abovethe KPI
in levelL1 (92%) andL2 (93%) andat 82%for L3. Additionalsafeguardingtraining is provided
on prompt training. Children'sdirectorateareat 93%L1, 78%L2 and83%L3.
An actionplan to improvecomplianceis in placeand there is availabilityon level 3 training,
howeverwith clinicalpressuresremindersto attendtraininghavenot beensent.

Safeguarding Children December 2022
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Health and Safety- RIDDOR Reports to the HSE

Person type Visitor
RIDDOR type:Slip, trip fall same level
Accident type: Specified Injury
Incident location: Radiotherapy Centre- Great Western Hospital

Incident details : The injured party (IP) was a visitor at a retirement party who tripped on a threshold to a room during a retirement 
party and fractured their knee.
Additional information:The IP was walking into a staff room from the garden area and tripped up the threshold into the room and was 
attended to my medical staff at the scene before attending ED later that day.

Incident outcome: Actual impact 3 ςmajor injury / illness
Lessons learned: Reviewed by Health and Safety team and local management. Area visited by H&S and no material defects found, 
report issued to Capital projects who managed the building of this facility.
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Health and Safety- RIDDOR Reports to the HSE

Person type: Staff
RIDDOR type:Lifting and handling injury
Accident type: Accident - over 7 day absence
Incident location: OCE-NOC

Incident details : The injured party (IP) was a staff member who whilst repositioning a bariatric patient injured their back.
Additional information:The IP suffered sprains and strains and was off work unwell for over 7 consecutive days.

Incident outcome: Actual impact 2 ςminor injury / illness
Lessons learned: Reviewed by Health and Safety and staff members manager. Hoist was unable to fit under the bed and alternative 
beds obtained to mitigate risk
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Health and Safety- RIDDOR Reports to the HSE

Person type: Staff
RIDDOR type:Lifting and handling injury
Accident type: Accident - over 7 day absence
Incident location: OCE-NOC

Incident details : The injured party (IP) was a staff member who whilst repositioning a bariatric patient injured their back.
Additional information:The IP suffered sprains and strains and was off work unwell for over 7 consecutive days. This was a second staff 
member involved in the same procedure as the previous incident outlined on the previous slide.

Incident outcome: Actual impact 2 ςminor injury / illness
Lessons learned: : Reviewed by Health and Safety and staff members manager. Hoist was unable to fit under the bed and alternative 
beds obtained to mitigate risk
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Health and Safety- RIDDOR Reports to the HSE

Person type: Staff
RIDDOR type:Slip, trip, fall same level
Accident type: Accident - over 7 day absence
Incident location: West Wing theatres

Incident details : The injured party (IP) was a staff member who slipped on water that cleaners left on the floor whilst locating the floor 
scrubber.
Additional information:The IP suffered a bump to the head, concussion and bruising and was off work unwell for over 7 continuous 
days

Incident outcome: Actual impact 2 ςminor injury/illness
Lessons learned: Reviewed by Health and Safety team and local management. Manager to review SOP for cleaning process, refreshing 
training for cleaning staff and additional signage requested to highlight clearly areas undergoing cleaning.

Health and Safety- RIDDOR Reports to the HSE
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Person type: Staff
RIDDOR type:Struck against
Accident type: Accident - over 7 day absence
Incident location: Ward F- Horton General Hospital

Incident details : The injured party (IP) was a staff member who trapped their hand between the wall and handle of a wheelchair whilst 
transporting a patient
Additional information:The IP suffered soft tissue damage, swelling and lack of mobility and was off work unwell for over 7 consecutive 
days

Incident outcome: Actual impact 2 ςminor injury/illness
Lessons learned: Reviewed by Health and Safety team and local management. Manager to review SOP for process and awareness of 
risk raised with staff.

Health and Safety- RIDDOR Reports to the HSEHealth and Safety- RIDDOR Reports to the HSE
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The Mitie recruitment has progressed in November, collaboratively with the Trust recruitment and occupational health (OH). Resulting in 29 contracts for

ROE employees being completed, eight of which have moved onto the Mitie Payroll. Although the collection of recruitment packs will continue in

December so as not to disrupt colleagues' pay, the formal issuing of contracts and payroll will convene in January, with an expected further 70 contracts

to be finalised, leaving 73% to be completed by the end of March 2023.

During November, there has been further evident progress in the cleaning standards at the CH site; though the challenges are still being worked through,

the aim is to reach a sustainable service overall. A total of 41 audits were completed in FR1 & 2 areas, 93% achieving four stars or greater, comparable to

other PFI sites. Positive communication and feedback have been received, with some noting a remarkable improvement. The PFI team remain fully

engaged with the G4S management team; service improvement meetings are ongoing, with G4S demonstrating the transparency of information

evidenced by an articulate improvement plan with clear and deliverable actions. A triparty workshop is planned for January to re-evaluate the focus and

actions for Q1 of 2023.

The Ulysses project is progressing, with the local SOP agreed upon and supported by all Project Coôs. Discussions were held at Churchill in November

promoting engagement in the system and agreement to implement. The rollout across the PFIs is moving forward; tests are being conducted to

understand and resolve any challenges on the system with one nominated Service Provider. Once established for all PFIs, compliance oversite

and assurance will be provided by the Clinical Head of Hospitality Services.

Training platforms and assurance of adherence with the Trust Core Skills Policy have been regularly discussed, with the PFI team engaging with the E-

learning teams and platforms to find a suitable arrangement for the PFI partners to access the required Core Skills modules. To ensure the staff are

competent, the PFI providers continue to use the previously provided Workbooks.

The National Cleaning Standards 2021 are now fully established on all sites. The Synbiotixs reporting platform ensures swift and transparent

communication of the audit outcomes to all service users. The appropriate action and identification of responsibilities can be addressed swiftly; for

Domestics, Clinical and Estates. Reporting continues by exception to HIPCC. The star rating system promoted by the 2021 Standards is now in place.

The PFI team will monitor it to ensure a robust and consistent approach is taken to implement improvement action plans as indicated (three stars or less).

PFI Report ïNovember 2022

The PFI Indicator Dashboard illustrates the M8 position against the PFI objectives; the dashboard shows a six-month data trend. A summary of

performance against objectives and risks by exception has been included in the PFI report, and an overview of the current position is summarised below.

This is followed by exception reports against indicators falling below agreed standards.

PLACE assessments continued in November with a schedule to cover 17 inpatient and outpatient areas of the total 45; 93% have been completed on the

PFI sites. The soft facilities management team have been involved in chaperoning the auditors on all four Trust sites, subsequently supporting the delivery

of required improvement actions resulting from the reviews. Unforeseen impacts have delayed the progress of the auditing plan, which has been extended

into early January.
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PFI - Summary of performance against objectives and risks by exception

Indicator and reason for 

exception reporting

Identification of actions to address risks, issues and 

emerging concerns relating to current performance and 

trajectory

Timescales to address performance 

issue and identification of any further 

support required

Committees/ Groups 

where indicator reviewed

% of PFI workforce employed by

Agency or zero hours (hours

worked): 57% at the JR vs target

of 20%

ROE onboarding commenced later than expected. Difficulties

identified during the process are being worked through and

improved each month from October for further onboarding of

agency staff, to secure permanent ROE contracts.

Å Mitieôsextended proposal is to be fully
recruited by March 2023.

Å OJR HR Group

meeting.

Å Soft /FM Service
Meeting

G4S at the Nuffield Orthopaedic

Centre has limited the amount of

human resource data they are

willing to provide to the Trust.

Formally requested data to be provided from SPV; G4S

response awaited. The request will be for monthly reporting of

the required IPR data within the standard service reports.

Å Agreement and improved reporting by

February 2023

Å Trust/PFI Service

Meetings

Å Informal Liaison

% of cleaning audits completed

vs required standard. G4S

delivering 75% (41) at the
Churchill vs target of 100% (55)

Of the 41 completed 93%

achieved the required four stars or

greater.

The PFI Contract Management team is working

collaboratively with the G4S soft FM service manager to

continue enhancing the situation. Service improvement

meetings continue. PFI compliance managers continue to

liaise closely with the Churchill clinical teams to ensure timely

awareness is maintained for any local issues. Ensuring

responsive G4S actions are taken to resolve issues identified at
the local level.

Å Ongoing triparty review

Å Support to establish a consistent audit of

service delivery as evidenced

on Synbiotix reporting platform

Å Full review of progress monthly, no set

timeline as monitoring against

contracted standard ongoing.

Å Soft FM
performance reviews

Å Monthly Soft
FM contract meetings

The quality and content of CH G4S

complaint responses

are unsatisfactory.

G4S have been asked to provide their SOP for complaint

responses. The Trusts Clinical Head of Hospitality will continue

to review all complaint responses, providing the G4S

management team with appropriate constructive feedback as

required. The PFI management team will continue to monitor,

ensuring all complaints are responded to within required

timeframes.

Å Weekly review of outstanding
responses.

Å To be included as any other business at

weekly improvement meetings.

Å Soft FM

performance reviews

Å Monthly Service
contract meetings

There is currently no system in

place for G4S at the Churchill

hospital to obtain patient or staff

feedback on their services.

Å Clarify to G4S the requirement

Å Confirm mechanisms to collect and report feedback

Å G4s confirm mechanism of reporting to local areas and Trust

Å G4S confirm action plan to address issues highlighted

Å G4S to deliver action plan to address deficit and evidence

this

Å Monitor standard achieved to ensure sustained consistency

Å Discussed and identified date weekly

PFI improvement meetings

Å Included on agenda as rolling item

Å Mechanisms established to collate

service feedback by 1st January 2023

Å Soft and Hard FM

performance meetings

Å Monthly Soft and Hard

FM contract meetings

November - G4S at the Churchill

have yet to agree a transitioning to

the Ulysses incident reporting

platform.

Å Agreement to engage with Ulysses reporting achieved

Å Access to Ulysses established

Å Training on correct reporting process in line with SOP to be

undertaken

Å Governance/assurance with appropriate

stewardship assured by CHoH

Å To be discussed in full to achieve to a

mutually agreeable conclusion in the PFI

client meeting.

Å G4S utilising Ulysses for all incidents

reporting by 30th November 2021.

Å Trust/PFI client

meeting
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PFI - Summary of performance against objectives and risks by exceptionPFI Indicator dashboard
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2022-23

M3 M4 M5 M6 M7 M8

PFI objective Indicator Target Site M3 Jun 22 M4 July 22 M5 Aug 22 M6 Sep 22 M7 Oct 22 M8 Nov 22
Exception 

report
Trend

JR West Wing 70% 67% 51% 39% 33% 43%

Churchill Cancer Centre 92% 92% 84% 84% 84% 84%

Nuffield Orthopaedic Centre Not applicable Not applicable Not applicable Not applicable Not applicable Not applicable

JR West Wing 92% 96% 97% 98% 95% 97%

Churchill Cancer Centre 100% Not supplied 61% 61% 66% 66% Y

Nuffield Orthopaedic Centre 100% Not supplied Not supplied Not supplied Not supplied Not supplied Y

JR West Wing 92% 96% 98% 93% 91% 96%

Churchill Cancer Centre 94% 90% 81% 74% 75% 89%

Nuffield Orthopaedic Centre 96% Not supplied Not supplied Not supplied Not supplied Not supplied Y

JR West Wing 0 0 0 0 0 0

Churchill Cancer Centre 0 0 0 0 0 0

Nuffield Orthopaedic Centre 0 0 0 0 0 0

JR West Wing 59% 54% 55% 65% 64% 57% Y
Churchill Cancer Centre 13% 13% 24% 21% 28% 27%

Nuffield Orthopaedic Centre 18% Not supplied 12% 12% 7% 18%

JR West Wing 100% 100% 99% 99% 100% 100%

Churchill Cancer Centre 100% 100% 100% 100% 85% 99%

Nuffield Orthopaedic Centre 100% Not supplied 39% 24% 44% 62%

JR West Wing 0 0 0 0 0 0

Churchill Cancer Centre 0 0 0 0 0 0

Nuffield Orthopaedic Centre 0 0 0 0 0 0

JR Site 97% 96% 98% 93% 96% 96%

Churchill Cancer Centre 93% 95% 97% 93% 95% 94%

Nuffield Orthopaedic Centre 95% 96% 98% 98% 99% 98%

JR West Wing 100% 65% 79% 88% 83% 91%

Churchill Cancer Centre 40% 21% 11% 38% 75% 75% Y
Nuffield Orthopaedic Centre 100% 77% 82% 82% 91% 82%

JR West Wing 92 10 10 19 13 14

Churchill Cancer Centre 23 3 0 5 3 4

Nuffield Orthopaedic Centre 50 0 0 0 1 0

JR West Wing 7 16 21 17 23 19

Churchill Cancer Centre 13 25 18 9 12 17

Nuffield Orthopaedic Centre 0 0 0 0 0 5

JR West Wing 100% 88% 100% 94% 96% 95%

Churchill Cancer Centre 76% 92% 100% 100% 100% 59% Y

Nuffield Orthopaedic Centre Not applicable Not applicable Not applicable Not applicable Not applicable 100%  

JR West Wing None in month

135 surveys completed, 

97% Satisfaction 

60 surveys completed, 93% 

Satisfaction 

4 surveys completed, 84% 

Satisfaction 

233 surveys completed, 

88% Satisfaction 

403 surveys completed, 

89% Satisfaction 

Churchill Cancer Centre None in month None in month None in month None in month None in month None in month Y

Nuffield Orthopaedic Centre None in month

41 surveys completed,  

90.2% satisfaction

40 surveys completed,  95% 

satisfaction

35 surveys completed,  93% 

satisfaction

49 surveys completed,  97% 

satisfaction

37 surveys completed,  91% 

satisfaction

JR West Wing None at this time 100% 100% 100% 100% 200%  

Churchill Cancer Centre None at this time None at this time None at this time None at this time None at this time None at this time Y

Nuffield Orthopaedic Centre None at this time 100% 100% 100% 100% 200%  

JR West Wing None at this time None at this time None at this time None at this time 30% 65%

Churchill Cancer Centre None at this time None at this time None at this time None at this time 30% 18%

Nuffield Orthopaedic Centre None at this time None at this time None at this time None at this time 25% 0%

JR West Wing TBC TBC TBC TBC 100% 91%  

Churchill Cancer Centre TBC TBC TBC TBC 100% 100%  

Nuffield Orthopaedic Centre TBC TBC TBC TBC 85% 0%  

JR West Wing TBC TBC TBC TBC 100% 100%  

Churchill Cancer Centre TBC TBC TBC TBC 100% 100%  

Nuffield Orthopaedic Centre TBC TBC TBC TBC 100% 100%  

To provide a high standard 

of safety across all areas

Number of incidents with moderate 

harm or above
0 

100%

% of cleaning audits completed vs 

scheduled

To provide a high standard 

of cleaning across all areas

Number of cleaning audits completed 

below the performance standard

Outline of schedule of service changes/ 

reviews provided

Meaningful patient involvement 

demonstrated in all changes/ reviews

To review and respond to 

patient, visitor and staff 

feedback

To ensure patient 

engagement in service 

delivery

Number of PLACE audits due in 3 

months scheduled

Number of complaints received

85%

% of PLACE audits scheduled to be 

undertaken completed

% of actions on track or completed by 

due dates following PLACE audits

To ensure active 

engagement in and 

response to PLACE 

reviews

100%

% of complaints responded to by the 

PFI team within 3 weeks
100%

100%

100%

TBC

Items by exception to report where 

statutory obligations at risk or not on 

track to be completed

0 

To achieve Soft FM 

requirements within 

contract

% cleaning score by site (average) Monthly Avg 

% of PFI workforce employed by 

Agency or zero hours(hours worked)
20%

To maintain continuity in 

PFI teams by minimising 

the use of Agency and zero 

hours

PPMs completed in month vs 

programme including statutory 

inspections

% (stat)
To achieve Hard FM PPM in 

month

To ensure that Porters have 

a high standard of training 

in bereavement, PPID and 

Core Skills

50%
% of Porters that have undertaken 

mortuary training

% of Porters that have undertaken PPID 

training
95%

% of Porters that have undertaken Core 

Skills training
90%
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PFI - Summary of performance against objectives and risks by exceptionPFI Indicator dashboard, continued
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PFI objective Indicator Target Site M3 June 22 M4 July 22 M5 Aug 22 M6 Sep 22 M7 Oct 22 M8 Nov 22
Exception 

report
Trend

JR West Wing Not applicable Not applicable Not applicable Not applicable 90% 92%

Churchill Cancer Centre Not applicable Not applicable Not applicable Not applicable Not applicable Not applicable

Nuffield Orthopaedic Centre Not applicable Not applicable Not applicable Not applicable Not applicable Not applicable

JR West Wing 0% 50% 50% 50% 85% 85% Y

Churchill Cancer Centre 0% 0% 0% 0% 0% 85% Y

Nuffield Orthopaedic Centre 0% 0% 50% 50% 85% 85% Y

JR West Wing Process to be agreed Process to be agreed Process to be agreed Process to be agreed Process to be agreed Process to be agreed  

Churchill Cancer Centre Process to be agreed Process to be agreed Process to be agreed Process to be agreed Process to be agreed Process to be agreed  

Nuffield Orthopaedic Centre Process to be agreed Process to be agreed Process to be agreed Process to be agreed Process to be agreed Process to be agreed  

JR West Wing Process to be agreed Process to be agreed Process to be agreed Process to be agreed 100% 100%  

Churchill Cancer Centre Process to be agreed Process to be agreed Process to be agreed Process to be agreed 100% 100%  

Nuffield Orthopaedic Centre Process to be agreed Process to be agreed Process to be agreed Process to be agreed 100% 100%  

JR West Wing £4,814.56 £4,271.42 £3,453.90 £6,986.32 £4,799.55 £4,156.04  

Churchill Cancer Centre £68,179.14 £57,471.85 £57,439.07 £10,086.78 £64,487.00 £17,529.59

Nuffield Orthopaedic Centre £1,409.18 £2,486.30 £7,374.41 £3,176.75 £4,180.01 £797.29

JR West Wing 100% 100% 100% 100% 100% 100%  

Churchill Cancer Centre 100% 100% 100% 100% 100% 100%  

Nuffield Orthopaedic Centre 100% 100% 100% 100% 100% 100%  

JR West Wing Process in Development Process in Development Process in Development Process in Development Y Y  

Churchill Cancer Centre Process in Development Process in Development Process in Development Process in Development Y Y  

Nuffield Orthopaedic Centre Process in Development Process in Development Process in Development Process in Development Y Y  

JR West Wing Process in Development Process in Development Process in Development Process in Development 100% 100%  

Churchill Cancer Centre Process in Development Process in Development Process in Development Process in Development 100% 100%  

Nuffield Orthopaedic Centre Process in Development Process in Development Process in Development Process in Development 100% 100%  

JR West Wing Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Y Y  

Churchill Cancer Centre Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Y Y  

Nuffield Orthopaedic Centre Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Y Y  

JR West Wing Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Y Y  

Churchill Cancer Centre Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Y Y  

Nuffield Orthopaedic Centre Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Y Y  

JR West Wing Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Y Y  

Churchill Cancer Centre Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Y Y  

Nuffield Orthopaedic Centre Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Review Dates in Diaries Y Y  

To maintain a robust 

process for managing 

financial deductions

Provision of monthly 

deductions/witholds report provided 

(within 10 working days of month end) 

for each OUH Division

% of all deductions reviewed and signed 

off by finance (excluding current month)

% of all variations reviewed and signed 

off by finance (excluding current month)

To review all variations to 

contracts by Divisional 

finance teams to ensure 

value for money and 

budgetary impact

% of all recharges reviewed and signed 

off by finance (excluding current month)

To maintain a robust 

process for managing 

financial recharges

Actual vs plan (monthly)

Actual vs plan (YTD)

95%

Y/N

Y/N

Y/N

100%

Provision of monthly recharge report 

provided (within 10 working days of 

month end) for each OUH Division

Provision of monthly variation report 

provided (within 8 working days of 

month end) for each OUH Division

Forecast vs plan (year end)

To review monthly budgets 

to ensure financial 

performance meets plan

% of technology scheduled to be 

introduced on track or completed by due 

date

To introduce technology to 

Soft FM provision

Provide Ulysses Access to 

PFI providers
% of providers with access to Ulysses
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PFI - Summary of performance against objectives and risks by exceptionPFI Indicator dashboard, continued
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PFI objective Indicator Target Site M3 June 22 M4 July 22 M5 Aug 22 M6 Sep 22 M7 Oct 22 M8 Nov 22
Exception 

report
Trend

JR West Wing In Development In Development In Development In Development In Development In Development  

Churchill Cancer Centre Awaiting SPV Sign Off Awaiting SPV Sign Off Awaiting SPV Sign Off Awaiting SPV Sign Off Awaiting SPV Sign Off Awaiting SPV Sign Off  
Nuffield Orthopaedic Centre In Development In Development In Development In Development In Development In Development  
JR West Wing In Development In Development In Development In Development In Development In Development  
Churchill Cancer Centre In Development In Development In Development In Development In Development In Development  
Nuffield Orthopaedic Centre In Development In Development In Development In Development In Development In Development

 

JR West Wing Not applicable Not applicable Not applicable Not applicable In Development In Development  

Churchill Site Not applicable Not applicable Not applicable Not applicable In Development In Development  

Nuffield Orthopaedic Centre

Not applicable Not applicable Not applicable Not applicable In Development In Development  

JR West Wing Hard FM 8 20 6 6 9 18  

JR West Wing Soft FM 65 210 124 114 74 170  
Churchill Cancer Centre 199 240 275 34 593 119

Nuffield Orthopaedic Centre

274 223 480 384 634 207 0

To monitor monthly 

performance reports from 

PFI providers to review 

trends and identify any early 

interventions required

Monthly Total Number of Service Failure 

Points by PFI provider 

N# of cleaning 

scores where 

deviation >5 

percentage 

points

Capital investment plan and 

replacement programme in place

Items by exception to report where there 

is deviation to lifecycle plan in current or 

future period and for implications to 

financial forecasting and other 

performance indicators within contract 

to be identified

To ensure agreed lifecycle 

programmes are in place 

for all Trust sites

Alignment of PFI cleaning scores with 

independent assessment

To maintain high standards 

of data quality
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Key Quality Metrics Table

Data for the Medicines Reconciled indicator have been adjusted due to an error in previous months. The Pharmacy team are aware and 

are working with the information team to resolve the issue.
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Key Quality Exceptions

Indicators where performance has declined:

Å ED - % patients seen, assessed and discharged / admitted within 4h of arrival

There has been a decrease in performance from previous month (58.2%). 15,213 attendances in November.

This is a big area of concern for the Division and incidents being reported in the departments are on the 

increase, the team prioritise patient safety.



C. Difficile The threshold for OUH apportioned cases of C. 

difficile for 2022/23 is 104 cases. The increase in the number 

of cases is of concern and is reflected nationally. A number of 

interventions have been rolled out including a safety message 

released 20/12/22 to communicate the changes. It is now 

Trust policy to isolate symptomatic patients that are toxigenic 

strain positive (TS) but faecal toxin (FT) negative. Laboratory 

comments on positive samples and Microguide have been 

updated to reflect these changes.

A request has been approved and is in the final stages of

construction for a C. diff pop-up to remind people to request

C. diff if suspecting C. diff (i.e. because not picked up by

Faecal culture).

Gram negative blood stream infections (GNBSI)

Target set by NHSE is to halve healthcare-associated GNBSI

by 2023/4. The number of E. coli cases continues to exceed

the target set by NHSE. Urinary catheter audit was

undertaken at the end November. Audit results and action

plan will be available in the next report

MRSA:. No cases

MSSA: In November there were 4 HOHA and 2 COHA

bloodstream infections.

Respiratory Viruses

COVID-19 numbers have reduced, 211 cases during

November with 25 definite and 20 probable nosocomial

cases.

The number of influenza cases in the trust has been gradually

increasing, but did not cause operational issues in November.

Pre-Christmas there was a rapid increase in influenza

admissions, causing considerable difficulty with appropriate

cohorting of patients with different respiratory viruses. A small

number of influenza cases have required ICU admission. A

number of cases have been in children. RSV numbers have

also increased and have been operationally challenging to

childrenôsservices.

Group A Streptococcus

Notifications of Group A streptococcal infections, including

scarlet fever, invasive infections (iGAS) and severe

pulmonary infections are higher than normal in England and

causing significant public concern. Reflected in a high number

of attendances in ED, especially in Paediatrics, and a higher

number of patients than usual admitted with a positive Group

A streptococcus culture and diagnosis of iGAS. All cases of

iGAS are notified to the local health protection team.

Neonatal Unit MRSA Outbreak

Outbreak of MRSA in the neonatal unit declared over 

23/11/22 as no new case of horizontally acquired MRSA 

since 4/10/22.

An ESBL outbreak was declared 23/11/22 due to the 

increasing number of colonised babies found on routine

screening. There were 5 new cases of late acquisition in 

October. At this time there is no increase in isolates from 

clinical samples and the increase is in colonisation 

only. ESBL screening was introduced following investigation 

of a previous outbreak of ESBL in July 2019. UKHSA and 

NHSE/I undertook an invited peer review visit at the end of 

December.

.

OUH Infection Prevention and Control 
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*Data from audit; dashboard data adjusted after case notes review

Proportion of sepsis admissions that received antibiotics in <1h (target >90%)

Å November 2022: Overall 21/23 (91%); ED 22/23 (96%)

Å Latest SHMI for sepsis 91.22 (87.98-94.54) Dec 2020- Nov 21; ñlower than expectedò; Dr Foster

----Standard

____% Abx 1h

Infection prevention and control - Sepsis
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Patient Safety Improvements

Safety Huddles

Safety Huddles are held in all areas to focus on patient and staff safety; to learn from what went well yesterday, what did not go so well, 

what can we learn and do differently today and what are the risks that need mitigating. The Myassure app is used to gather compliance 

data across the OUH and shows 85% compliance with asking the aforementioned questions.

Aim for 100% Compliance with the WHO Surgical Safety Checklist

WHO documentation audit 99.3% compliance (406/409): CSS 100% (157/157)MRC 100% (126126), SuWOn 100% (27/27)

NOTSSCaN 97.0% (96/99) WHO checklists not being fully completed at sign in or time out ïDivisional Clinical Teams and supervisors 

made aware, as well as nursing team, clinical lead and governance lead. Revised bespoke WHO checklist approved at CGC in December, 

to be make the checklist more applicable to requirements of specialty.

WHO observational audit 98.8% compliance (251/254): CSS 100% (19/19), MRC - No observational audits performed, SUWON 100% 

(124/124).

NOTSSCaN 97.3%(108/111) WHO checklists not being fully completed at sign in or time out ïDivisional Clinical Teams and supervisors 

made aware, as well as nursing team, clinical lead and governance lead. Revised bespoke WHO checklist approved at CGC in 

December, to be make the checklist more applicable to requirements of specialty.

Local Safety Standards in Invasive Procedures (LocSSIPs)

Å36 have been completed and ratified for use at the relevant Directorate and Divisional Governance meetings, and Safer Surgery and 

Procedures Implementation Group (SSPIG). These LocSSIPs are published on the Trust intranet for staff to access.

ÅLocal audit of the safety checklist element of the LocSSIPs is included in the WHO compliance above.

Completion rate of actions from root cause analysis Never Event investigations

ÅSixteen actions from 2020/21 Never Events were due and all but one have been completed with evidence uploaded to Ulysses.

ÅTwenty-four actions from the four 2021/22 Never Events were due, 16 of which have been completed with evidence uploaded.

ÅNo actions from the completed 2022/23 Never Event have passed their target date. The outstanding actions are being actively 

followed up by the Head of Clinical Governance and Patient Safety Team Managers with the relevant Divisional Clinical Governance & 

Risk Practitioners.

Two Never Events have been agreed to date in 2022/23

ÅOne investigation is complete, the other is ongoing.

Learning | Respect | Delivery | Excellence | Compassion | Improvement
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Patient Safety Improvements

Never Event reported

A new Never Event was confirmed in November 2022, reference 2223-069.

It concerns a patient with symptoms of an acute stroke who was consented for mechanical thrombectomy of 

the right middle cerebral artery. During this procedure cerebral angiography was performed on the left 

internal carotid artery. A second procedure was subsequently required to remove a clot form the right middle 

cerebral artery.

A lead investigator has been identified, and discussions with staff are being scheduled.

The case was discussed at the local mortality and morbidity meeting. The WHO checklist was reviewed and 

it was concluded that it did not need to be amended at this point, as exceptional time-critical circumstances in 

this case meant that the existing process was not followed. The investigation is underway, and will consider 

this further.

Learning | Respect | Delivery | Excellence | Compassion | Improvement



53

Excellence Reporting
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άStudying excellence in healthcare can create new opportunities for learning and improving resilience and staff moraleò

Å A staff led initiative whereby members of staff can nominate colleagues to recognise instances of excellence.

Å The nominee receives an email thanking them and the narrative that was reported.

Å A multi-professional core group has enthusiastically promoted Excellence Reporting locally (within respective divisions and 

in all-staff briefings, through Corporate Communications and on social media) and represented the Trust work nationally.

Å The Chief Executive Officer personally presents an excellence report of the month to an individual or team that has made a 

significant contribution.

Å There were two awards presented in November
Å Two Estates Technicians were recognised for the dedication and hard work on CTW. - Whenever we have a job to 

complete on CTW these 2 gentlemen never fail to come to the ward with a smile. The pair of them make everything light-
hearted and no challenge dampens their spirits. They complete jobs to a high standard and are always willing to go above and 
beyond what is asked of them. The pair of them are skilled at working hard whilst making it look like they're having fun. They 
are a fantastic asset to the trust and people like this should get recognised for their services.

Å Two staff members who perform neurodevelopmental assessments. - Despite these assessments having to stop on a 
couple of occasions over the last 2 years due to COVID-19 the John Radcliffe has improved massively going from 61% 
compliance in 2019 to 85% compliance in 2020 amazing scores given the national score is 74%. This is due to them both 
providing additional appointments and being flexible with timing over several months in recent times to clear the backlog of 
assessment needed and bring us up to date where we are now performing assessment at due times.

53
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Incidents reported in the last 24 months and Patient Safety Response (PSR)

Learning | Respect | Delivery | Excellence | Compassion | Improvement

2648 patient incidents were reported in November 2022; the mean monthly number over the past 24 months is 2280. A 

large number of incidents reported with a small percentage of incidents with significant impact reflects a good safety culture.

In November 217 incidents were discussed at PSR. 11 visits from PSR representatives to support staff or patients took 

place, and 9 incidents had their impact downgraded in the meeting.
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Clinical Risk: Serious Incidents Requiring Investigation (SIRI)

The graph below shows 18 SIRIs were declared by the Trust in November 2022 and 6 SIRI investigations were sent for

approval to the ICB. Learning from these investigations is disseminated at a range of Trust, Division and local level

meetings, with communication to target groups often written into actions plans.
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Clinical Risk: Harm reviews from extended waits

The Trust has an established process for assessing clinical and psycho-social harm for patients waiting for over 52 weeks

for treatment. This is in addition to the program of harm reviews for patients undergoing care for cancer whose pathways

exceed 104 days. This data is shared at the Harm Review Group meeting.

ÅThere were 1509 patients who had been waiting 52-77 weeks for elective treatment at the end of November 2022 

(an increase on the October figure of 1427).

ÅNovember saw 25 new 52-77w breaches, a significant drop from October's figure of 523. The 24-month mean is 379.

ÅThe table above shows details of all services that have had 20 or more new breaches in recent months.

ÅOne case with Moderate+ impact has been confirmed from 52w breaches in 2022/23 to date. It is being investigated 

locally.

ÅThe following slide shows the number of 52w breaches with a decision to treat. The information is then collated using the 

RCS priority codes assigned to the patient.

Services with over 20 new 52-77w breaches
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Clinical Risk: e-prioritisation of >52-week waiters

This table shows patients with a decision to treat. The following slide contains a key for the prioritisation codes.

November 2022 52+w breach cases with details of the prioritisation level
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Clinical Risk: e-prioritisation of > 52 week waiters 

Prioritisation level key
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Since 5 February 2019 a weekly safety message from the CMO and CNO has been issued from the central 
Clinical Governance team, emailed to all staff accounts, and available on the intranet

Weekly Safety Messages

Learning | Respect | Delivery | Excellence | Compassion | Improvement
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Mortality indicators

The SHMI for the data period July 2021 to June 2022 is 95. This remains rated óas expectedô.

* SHMI is normally expressed as a standardised ratio with a baseline of 1; this has been multiplied by 100 to express as a 

relative risk with a baseline of 100 to enable comparison to the HSMR.

Learning | Respect | Delivery | Excellence | Compassion | Improvement

The HSMR is 96.6 for October 2021 to September 2022. The HSMR is rated óas expectedô
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Benchmarking ïSHMI & HSMR
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HSMR (56 diagnosis groups) benchmarking with the Shelford Group ςObserved Vs Expected deaths and HSMR figure by Trust

{ƛǘŜ {IaL .ŀƴŘƛƴƎ
95% lower 
/[

95% upper 
/[

Observed 
ŘŜŀǘƘǎ

Expected 
ŘŜŀǘƘǎ

WƻƘƴ wŀŘŎƭƛŦŦŜ IƻǎǇƛǘŀƭ0.91 !ǎ ŜȄǇŜŎǘŜŘ0.896 1.116 2024 2216

IƻǊǘƻƴ DŜƴŜǊŀƭ IƻǎǇƛǘŀƭ0.97 !ǎ ŜȄǇŜŎǘŜŘлΦур мΦму 528 545

bǳŦŦƛŜƭŘ hǊǘƘƻǇŀŜŘƛŎ /ŜƴǘǊŜ0.36
Lower than 
ŜȄǇŜŎǘŜŘ

0.670 1.440 13 36

/ƘǳǊŎƘƛƭƭ IƻǎǇƛǘŀƭ 0.86 As expected лΦуп 1.179 333 387

{ƻōŜƭƭ IƻǳǎŜ IƻǎǇƛŎŜ
Katherine House Hospice

3.05
3.10

Higher than 
ŜȄǇŜŎǘŜŘ

0.72
0.68

1.43
1.48

110
89

36
29

Å SHMI by site (July 2021 to June 2022) Sobell House Hospice and Katherine House Hospice is depicted with a higher-than-expected 
SHMI.The Nuffield Orthopaedic Centre (NOC) has a lower-than-expected SHMI.NHS Digital has advised that the SHMI banding for each site is 
calculated by comparing the SHMI value to the national baseline, which includes all non-specialist acute trusts.The banding does not consider 
the type of site.
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OUH Operational Performance Benchmarking ςNational and Shelford Group
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OUH compares favourably against the national and Shelford group average across the Operational Standards of Diagnostic 

waits and Referral to Treatment (RTT). Cancer waits has a mixed position across the 8 cancer standards.

Note: Benchmark data for A&E and cancer standards is in line with the rest of the report; RTT and diagnostics is one month behind.

A&E
November 2022 saw a decline in performance

against the 4-hour standard, with OUH remaining in

the lower quartile nationally.

RTT
At the end of October 2022, OUH performed above

the national average and the Shelford group

average for patients waiting under 18 weeks at

64.62% and continues to report significantly less

>52 week waits when compared to both the

national average and the Shelford group.

Cancer Standards

In October 2022, OUH performed less favourably

across 2 of the 8 cancer standards when compared

to both the national and Shelford Group

averages. Performance across 6 cancer standards

was favourable when compared solely to the

Shelford Group averages.

Diagnostic waits

At the end of October 2022, OUH continued to

perform favourably against the 6-week diagnostic

standard when compared to the national and

Shelford group averages.

Indicator Standard
Current 
Data Period

National Shelford OUH

Accident & Emergency '4 hour' standard 'All Types'

҈ Җп ƘƻǳǊ ǿŀƛǘǎ ŦǊƻƳ 9ƳŜǊƎŜƴŎȅ 5ŜǇŀǊǘƳŜƴǘ ŀǘǘŜƴŘŀƴŎŜ ǘƻ 
admission/transfer/discharge

95% 30/11/2022 61.36% 50.88% 57.91%

Referral to Treatment Standards

RTT: % <18 week waits, Incomplete pathways 92% 31/10/2022 59.66% 60.83% 64.62%

RTT: >52 week waits, Incomplete pathways - Average vs OUH total 0 31/10/2022 2186 5722 1674

Cancer Standards

<2 week waits to first appointment from urgent GP referral with suspected 
cancer

93% 31/10/2022 77.79% 76.37% 77.42%

<2 week waits to first appointment from urgent referral with breast 
symptoms

93% 31/10/2022 75.75% 56.56% 48.65%

First treatment within 31 days of cancer diagnosis 96% 31/10/2022 91.95% 87.44% 87.28%

First cancer treatment within 62 days of urgent referral from screening 
service

90% 31/10/2022 67.09% 58.33% 65.22%

First cancer treatment within 62 days of urgent GP referral 85% 31/10/2022 60.29% 51.96% 55.67%

Subsequent cancer treatment in <31 days: surgery 94% 31/10/2022 80.89% 69.35% 81.05%

Subsequent cancer treatment in <31 days: drugs 98% 31/10/2022 98.81% 98.56% 98.98%

Subsequent cancer treatment in <31 days: radiotherapy 94% 31/10/2022 90.78% 92.08% 97.63%

DMO1 6 week Diagnostic Standard

DM01: >6 week waits for treatment 1% 31/10/2022 27.50% 24.52% 9.59%



Å The Trust performance against the Emergency Department (ED) 4-hour standard decreased to 57.91% in November, a marginal decrease of 0.28% in

performance on the previous month.

Å The John Radcliffe performance deteriorated by 1.14% in November 2022 compared to October 2022, giving a site performance of 53.05%.

Å The 4-hour performance at the Horton site improved from the previous month, achieving 72.64%, an increase of 2.83%.

Å The OUH position for November 2022 was unchanged in the national rankings for ED 4-hour performance óalltypesôremaining in the lower quartile.

Å OUH improved from 6th position to 5th position against the Shelford Group and remained in 8th position against the local regional hospitals.

Å Attendances were on a par with the previous month, slightly down by 0.74% (a rise of 2.56% when adjusted for days in the month).

Å Paediatric attendances to ED increased significantly for a second consecutive month by 10.7% at the JR and 6.6% at the Horton site

compared to the previous month.

Å 'Wait to be seen' remains the most significant breach reason for admitted and non-admitted patients, with 50.58% and 76.18% respectively.

Å Adult Ambulatory Unit (AAU) had remained closed overnight to maintain ambulatory flow through November but in more recent weeks has either

opened in the early hours of the morning to decompress an overcrowded ED or, has remained open overnight due to increasing demand for inpatient

beds. Additional capacity (4 beds) has remained open on 5B and a further 12 inpatient beds have been opened in the previous Triage area of SEU D

side. At the Horton site in December, additional capacity had to be opened on CCU and for some short periods the new Discharge Lounge was

converted to inpatient space with patients expected to go home within the next 24 hours. The Day Surgery Unit has helpfully accommodated

traditional Discharge Lounge patients when needed.

Å Surgical Emergency Unit (SEU) triage capacity challenges have been eased somewhat with the relocation to 6C.

Å In November, the Children's respiratory surge plan was initiated in response to the increasing capacity pressures. There has also been increased

pressure on critical care capacity both in adults and paediatrics with impact on elective work and patients held in ED and Theatres for short periods.

Urgent Care: 4-hour performance in November 2022 was 57.91%, a decline of 0.28% on the previous month

Figure 1. OUH 4 hr óall typesô performance Mar 2019 ïNovember 2022
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Figure 2. OUH performance of 'all types' (Emergency Departments only) 

compared to the National position ïNovember 2022



Å In November 2022, 8% of Emergency 

Department (ED) attendances 

(1073 patients) had a length of stay greater 

than 12 hours against the threshold of 

2.0%. This is on a par with the previous 

month and attendances have remained 

stable.

Å Figure 2 illustrates the percentage of 

attendances at the JR ED with a length of 

stay greater than 12 hours. This was 

slightly lower than the previous month at 

9.3% with 905 patients, 10 less than the 

previous month, residing in the JR ED for 

greater than 12 hours.

Å Long waits to be seen and flow out of ED 

remain the main contributing factors to this.

Å Figure 3 illustrates the percentage of ED 

attendances at the Horton with a length of 

stay greater than 12 hours. This was 4.5% 

in November, 168 patients. This is a 

deterioration on the previous month with 45 

more patients residing in the ED for longer 

than 12 hours. The main contribution 

factor to this for the Horton site in 

November was flow out of the ED

Å Historically all patients with a length of stay 

of over 12 hours were adults. Due to 

surges in respiratory illnesses, we are now 

seeing Children in our ED's for over 12 

hours. This was 3% (112) of paediatric 

attendances in November, a 1% reduction 

on the previous month.

Urgent Care: 12-hour Total Length of Stay
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Figure 3. 

Figure 2. 

Figure 1. 
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Å There has been a slight improvement in ambulance handover delays at the JR site despite a second consecutive month with increased 

conveyances. This was 4% higher than the previous month with 122 more arrivals and handovers.

Å Communication between South Central Ambulance Service (SCAS), OUHFT and Urgent Community Response (UCR) has been excellent and 

referrals to alternative clinical pathways have increased.

Å Despite OUHFT providing two Registered Nurses to care for patients in both the Nurse and Ambulance corridor there has been occasions in more 

recent weeks when the support of a HALO has been required. This has been due an increase in the number and acuity of conveyances 

compounded by limited flow out of the ED.

Å Patient safety and experience for patients delayed remains a focus of high priority across the Trust.

Å Geography and infrastructure on the JR site, with the multiple areas receiving patients directly from SCAS, is a continuing challenge.

Å Work continues within the Ambulance Handovers Task & Finish group to minimise delays. High volume of conveyances in the evenings continues 

to be the most challenging time.

Urgent Care: Ambulance Handover 

delays JR site ïNovember 2022

Urgent Care: Ambulance Handover delays JR site ïNovember 2022
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Urgent Care: Ambulance Handover delays November 2022 ïRegional comparison
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Å The top graph illustrates the Buckinghamshire, Oxfordshire and West Berkshire (BOB) system performance for ambulance handover delays alongside Frimley 

system. Whilst OUHFT is one of the better performing Trusts, there are opportunities for improvement to further reduce delays. Focussed work on reducing 

handover delays has progressed well through Quarter 3 with the Ambulance Handover Working Group and will continue in to Quarter 4. 

Å The bottom graph illustrates the individual hospital performance for the SCAS region. The Horton sites remains one of the best performing sites.
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Urgent Care:Transfer Lounge and Discharges by time of the day
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Å The above graphs illustrate the number and percentage of discharges before 10am. The data includes the last ward that the patient was on, or 

penultimate ward if the patient was discharged from the Transfer Lounge.

Å Increasing numbers of patients with Covid and Flu has impacted on the utilisation of the transfer lounge and consequently before 10am 

discharges.

Å Scoping work was carried out in December for an alternative Discharge Lounge for patients with either Flu or Covid that needs to be considered 

by the Trust wide Urgent Care Group.

10-Oct 17-Oct 24-Oct 31-Oct 07-Nov 14-Nov 21-Nov 28-Nov 05-Dec 12-Dec

Discharged before 10am (#) 47 67 76 85 89 66 65 51 51 49

% Discharged before 10am 8% 10% 11% 11% 12% 10% 10% 7% 8% 7%
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Urgent Care: Length of stay (LOS) over 21 days - November 2022
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ÅThe percentage of patients with an extended length of stay

decreased in November.

ÅOUHFT remains one of the better performing acute Trusts in

the Region and for this period remained in 4th position.

ÅAn increasing number of these patients are medically

optimised for discharge but are unable to be discharged from

the acute Trust due to unavailability of onward care with

Community providers. The majority of these patients reside

in the medical bed bases at the JR and Horton Hospitals as

well as the Trauma Wards at the JR. Out of area delays at

the Horton have increased which has contributed to this.

ÅOut of area delays continue to pose a challenge, particularly

those waiting for Northamptonshire community

services. This received executive escalation support from

OUHFT and OCC through November and December. A

dedicated nurse within the Discharge Team started in post in

January 2023 to provide targeted support to out of area

patients.

ÅAction plans are underway with the Deputy Director of UEC

and Dep Divisional Nurses to address key areas that are

within control of OUHFT; pathway review for patients

awaiting community hospital placement, patients NOT MOFD

due to intravenous therapy, address óblanksôfor delay code,

refresh and relaunch of the revised Board Round Policy.

Patient with a LOS over 21 days ï point prevalence

November 2022

·16% (153) are over 21 days

·2% (3) are waiting for repatriation

·33% (51) are out of county

·9% (14) are NEWs 5 and above

·41% (62) are Medically Fit for Discharge, of this 40% (25) are

waiting for community hospital placement or any other bedded

intermediate/ reablement care, 13% (8) are waiting for social

care reablement or home-based intermediate care time limited

and 11% (7) are waiting for start or restart of domiciliary care

package ïlong-term packages.



ÅThere has been a steady increase in the number of

patients who do not meet the criteria to reside that

are delayed waiting for services to support discharge

(Pathways 1-3) over the past 2 years

ÅThe length of time these patients are delayed has

also increased, contributing to a significant number

of bed days

ÅA number of factors have contributed to this

increase:

- A change in reablement provider and the

criteria for accessing the service

- A subsequent increase in referrals to social care

- Management and process of referrals (linear)

- Covid outbreaks within the Short Stay Hub Bed

providers leading to bed closures

- Closure of one Short Stay Hub Bed unit in

the North of Oxfordshire

- Workforce challenges across domiciliary providers

- The removal of the Hospital

Discharge Programme post-Covid

- Challenges to implement a óDischargeto

Assessôat home approach

ÅA 'Transfer of Care Hub' has been established and

tested in a number of pilot sites across the acute and

community bed bases. This has cross system

support and representation. A plan is in place to

widen the ToC Hub to include more wards, starting

at the JR and Horton sites. Alongside this, all staff

working within discharge on the wards will work

within one central discharge team. The ToC Hub

will facilitate more rapid decision making and

bringing the teams together will improve

communication to the wards and improved ward and

patient representation.

ÅThe additional 'winter beds' that were procured has

helped to facilitate further discharges to the

community post-Christmas. The CARe team have

also been trialling a 'Discharge to Assess' model

which has proven very successful.

Urgent Care: Medically Optimised for Discharge
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Enable and empower staff to continue providing high quality safe care and positive experience for all our patients

1. Emergency Department 
(ED) Flow

2. Decongestion to allow 
Assessment in ED

3. Inpatient Discharges

Å Implement and Audit the relaunch of the 10 ED Principles using PDSA Cycles ςacross all 
ΨŜƳŜǊƎŜƴŎȅ ŦǊƻƴǘ-ŘƻƻǊǎΩ

Å Review and introduce metrics not currently within ED Principles 
Å Rebranding of Professional Standards ςSpeciality In reach for patients with clear metrics

Å Identification and creation of a physical space to hold patients in a safe environment who are 
waiting to be discharged or for a bed within ED ςto provide the space to assess all our 
patients within a timeframe aligned to the national standards

ÅCreation of a resilience map and escalation flowchart to support our staff through escalation / 
response process at times of significant operational pressures

ÅReview of current daily rhythm to ensure that there is momentum and pace across the urgent 
care pathway

ÅOpportunities and marginal gains for early discharge and expediting inpatient discharges
ÅAddressing variation in weekend discharges ςservices to review and reduce the variation at 

weekends of P0 discharges to support the flow earlier in the week- use of PDSA Cycles
ÅExploration of physiological Criteria to Reside (CtR) to understand variability and 

opportunities for improvement 
Å Implement Criteria Led discharge using QI approach
ÅDesign and implement Transfer of Care Hub

Urgent Care: OUH Improvement Programme ïQ4 Priorities
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MULTI-AGENCY 
DISCHARGE 

EVENT (MADE)

Implementation 
of Transfer of 

Care Hub

Establish 
Urgent Care 
Centre on JR 

site

Workforce 
initiatives

Urgent Care: OUH Improvement Programme ïPriorities for the next 6 months
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National PolicyGuidance:
Department for Health and SocialCare:

ά¢ƘŜ transfer of care hub should coordinate care for  
people who require formal care and support after discharge from  
hospitalé Decisions about what long-term support package is  
needed should not be made on theǿŀǊŘΦέ

Local GovernmentAssociation:

ToC hubsshould:

ǒ operate 7 days a week
ǒ be a single point of contact for staff
ǒ undertake quality assurance of discharge information and  

take appropriate action in relation to dischargeconcerns,
ǒ Escalate issues arising from or inhibiting effective  

discharge according to the locally agreed escalation  
mechanism.

Vision & endgoal

3

January 202

Vision of the Oxfordshire ToC hub: To lead timely and safe discharge decision-making, delivering proactive and person-centric care, through
system-wide collaboration, to support people to live well and independently in their community.

Co-designed guiding principles for Oxfordshire:
Operate with a ΨƻƴŜ ǘŜŀƳΩ ethos, delivering holistic and  
community-based support through jointdecision-making.

Embed a strengths-based approach to discharge decision-making and  
planning, providing proactive, not reactivesupport.

Embrace and embed across all patient pathways the expectationthat
returning home will be the primary option.

As part of the decision-making process, consideration will be given to  
how we can collectively achieve admission/readmissionprevention

Relevant representation from across the Oxfordshire system,  
including the voluntary and community sector, to create an effective  
multidisciplinary team which operates across the whole county, not  
just the acute sites.

Clear understanding across the system of what each team does and  
how teams can most effectively work together to achieve thevision.

Ensure easily facilitated communication with people, their families  
and across the whole Oxfordshire system to create a collaborative  
culture

Urgent Care: Transfer of Care Hub
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Oxfordshire PLACE Improvement Programme: Verbal update to be provided at Trust Board following the Oxfordshire A&E Delivery Board meeting due to be held 
on the 12th January covering the following items:

Å Transfer of Care Hub

Å Urgent Care Centre development

Å System discharge and flow

Å Virtual wards



Month 8 Performance:

Trust performance against the overall 18-week incomplete Referral To Treatment (RTT) standard was 64.30%. The total RTT Incomplete waiting 

list size for November is 71,809 and has increased by 2,050 pathways when compared to the previous monthôs submission (October 2022).

52 week wait position: There are 1,702 patients waiting over 52 weeks for first definitive treatment at the end of November 2022; this represents an 

increase of 26 patients when compared to the previous monthôs position.

78 week wait position: There are 219 patients waiting over 78 weeks for first definitive treatment at the end of November 2022; this represents a 

decrease of 30 patients when compared to the previous monthôs position.

104 week wait position: 6 patients were submitted as having waited over 104 weeks at the end of November 2022. This represents a decrease of 12 

patients when compared with the previous month. The services reporting > 104week breaches are detailed in the table (top right). 3 of the 6 104-week 

breaches were due to patients choosing to wait longer for treatment.

Areas of focus for 2022/23 include:

ÅTracking and performance monitoring of elective recovery scheme activity and expenditure

Å Implementation of the recommendations from the review of theatre requirements to support delivery priorities across the second half of 

the financial year

ÅProgressing mutual aid support for specialties that have capacity challenges

ÅDelivery of operating plans through monitoring of POD activity against activity undertaken in 2019/20

ÅMaintain focus on patients with extended waiting times: >104 weeks, >78 weeks, >52 weeks

Å Improve advice and guidance services to support primary care ahead of referring to secondary care services

ÅMonitoring referral patterns to manage capacity and adjust polling ranges accordingly

ÅParticipating in ICS led Task & Finish Groups for challenged specialties

ÅSteering projects within the Outpatient Improvement Programme

ÅRecommendations supported by ECRG to reduce validation needs with GIRFT, training and digital solutions

Elective Care: The total list size has increased with the number of 52 week waits also continuing to increase in 

November 2022

November 2022 submitted >104 week by specialty:
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0-51weeks >52weeks >104 weeks

Specialty Number of >104wk

Urology 2

Neurosurgical Service 1

Spinal Surgery Service 1

Paediatric Spinal Surgery 1

Plastic Surgery 1

Grand Total 6



RTT Performance compared to trajectory:

Current Performance against trajectory

There was a decrease in the volume of current waits above 78 weeks (219), with the full year cohort of 78 weeks continuing to reduce.  The 

Trust continues to regularly track patient cohorts alongside specialty plans, providing assurance of delivery of our operating plan for 

2022/23. There is a significant focus on the booking of next steps for each patient.

Risks

Å Specialist services unable to agree a Mutual Aid / Independent Sector solution

Å Anaesthetic staff shortages impacting theatre capacity

Å Impact of Cancer and P2 demand clinically prioritised over routine

Å Covid and Flu impact (patient and staff sickness, patient confidence/uptake, infection prevention and control measures reducing capacity)

Å Diagnostic reporting delays

Å Winter pressures / bed capacity, including adult and paediatric critical care

Å Impact of industrial action across a range of professional groups

Mitigations

Å Assessment of Anaesthetic staffing / rigour of 6-4-2 process

Å Infection Prevention and Control measures reducing the risk of staff sickness at work  and nosocomial infections

Å Staff skill-mix review (e.g. radiologist vs radiographer duties)

Å Winter planning / bed capacity modelling
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Total RTT Incomplete waiting list size shows continued growth:

Å Total RTT Incomplete waiting list size continues to grow from 69,759 in October to

71,809 in November. The growth has mainly been in the Outpatient referral and DTA

stage.

Outpatient Improvement workstreams:

Å Patient Engagement Pilot - implementation of a sophisticated patient

engagement tool that will improve patient uptake of booking offers

Å End-to-End Outpatient Workflow - review undertaken with senior leaders (inc.

Clinical) agreeing a standardised approach to optimising outpatient

workflow. Workflow includes the risks and benefit realisation to steer prioritisation of

changes required, digitally, clinically and operationally.

Å Patient Initiated Follow Up (PIFU) - optimised workflow outlined and

under development, which will promote more services to expand their service

provision and use PIFU as intended

Å Advice & Guidance (A&G) - optimised workflow outlined and under development,

which will promote more services to utilise A&G as intended

Å Non-Face-to-Face clinicsïcontinue to deliver above the national requirement

Å Data Quality (DQ) ïNew validation tool out to tender to support evidencing and

quantifying areas of weakness. New Data Quality Operational Group launched

December to address identified issues.

Å Administrative resource capacity - A number of services challenged with

vacancies. Digital solutions are in development to improve process inefficiencies

Top 15 specialties (by volume of growth) RTT waiting 
list growth

November 2021 vs November 2022
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eRS OP Referral Middle - No DTA DTA

Specialty Name

Number of RTT Incomplete 
pathway GROWN by from 

Nov 2021 to Nov 2022

Ear Nose and Throat 3461

Ophthalmology 2454

Urology 1635

Dermatology 1566

Gynaecology 1145

Orthopaedic Service 973

Paediatric ENT 925

Neurology 874

Sleep Medicine 746

Maxillo Facial Surgery 604

Clinical Genetics 588

Gastroenterology 442

Medical Ophthalmology 430

Vascular Surgery 410

Allergy 393



RTT extended waits: >78 weeks (current, and those required to be treated by March 2023

Learning | Respect | Delivery | Excellence | Compassion | Improvement

Currently waiting >78 weeks (as at 18.12.2022)

Å There were 224 patients currently waiting >78 weeks (already 

breached 78 weeks) on 18/12/2022.

Å The number of patients in this cohort has continued to decrease for 

the past 4 months.

66.96% of patients currently waiting over 78 weeks do not have a 

scheduled next step (see table below for the top 10 specialties by 

volume)

Forward View: March 2023 >78 weeks clearance cohort

There were 698 patients who have 78-week breach dates on or before 31st

March 2023 (March clearance cohort).

The number of patients in this cohort continues to reduce.

64.33% of patients in March 23 clearance do not have a scheduled next 

step (see table below for the top 10 specialties by volume)

OP 
Referral Middle - No DTA DTA

UNDATEDDATEDUNDATEDDATED
Provisiona

l date UNDATED

Total 
currently 

>78 
weeks

Total 
UNDATED 
next step

%
UNDATED 
next step

Top 10 
specialties 
by volume

Urology 3 5 23 1 64 96 69 71.88%

Ophthalmology 3 17 20 17 85.00%

Trauma and Orthopaedics 1 1 1 9 8 20 10 50.00%

Paediatric Spinal Surgery 8 11 19 11 57.89%

Spinal Surgery Service 3 3 6 12 9 75.00%

Plastic Surgery 5 5 10 5 50.00%

Paediatric Ophthalmology 1 9 10 9 90.00%

Vascular Surgery 1 1 1 6 9 7 77.78%

Neurosurgical Service 1 2 4 7 5 71.43%

Maxillo Facial Surgery 3 3 0 0.00%

Trust total currently >78 
weeks 1 8 11 56 10 138 224 150 66.96%

OP Referral Middle - No DTA DTA

DATED UNDATED DATED UNDATED DATED Provisional UNDATED

Total 
Marc
h>78 
week

s 
clear
ance

Total 
UNDATED 
next step

%
UNDATED 
next step

Top 10 
specialties 
by volume

Urology 2 18 24 25 1 182 252 206 81.75%

Trauma and Orthopaedics 1 2 5 6 80 22 116 30 25.86%

Ophthalmology 2 6 35 43 37 86.05%

Spinal Surgery Service 8 10 3 19 40 29 72.50%

Vascular Surgery 1 7 9 8 1 11 37 20 54.05%

Paediatric Spinal Surgery 3 1 1 8 22 35 23 65.71%

Plastic Surgery 2 18 14 34 16 47.06%

Neurosurgical Service 1 1 5 2 14 23 20 86.96%

Paediatric Ophthalmology 2 14 16 14 87.50%

Rheumatology 1 2 6 1 10 7 70.00%

Trust total March 
>78wk clearance 14 8 57 80 168 10 361 698 449 64.33%
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Elective Care: Diagnostic Waits (DM01) November 2022

% Patients waiting >6 weeks for diagnostic procedure against performance standard

Month 8 Performance: There were 1,377 patients waiting over 6 weeks for a DM01 reportable diagnostic test at the end of November (a decrease of 114 patients compared to the previous 

month). The Trust did not meet the diagnostic wait standard with 8.38% waiting more than 6 weeks. Overall performance remains above the national standard.

Respiratory Physiology ïSleep studies ïThe team have used the ERF funding to purchase 20 new machines. 10 to replace old out of service machines and 10 additional machines. The 

service is currently running without the lead physiologist technician which is reducing the current service availability to book. They have managed to do 2 extra sessions however, although this 

only picked up a further 12 slots. The team have also asked the Community Diagnostic Centre to undertake 400 patients from now until the end of Q4.

CardiologyïStaffing levels remain reduced in November.  1 x band 6 and 1 x band 7 recruited to but awaiting start dates (overseas). 4 staff currently being trained in echo (2 WTE). 1 x 

returned from maternity leave with another to return in July ó23.  

Non obstetric ultrasound showed a decrease in breaches related to MSK diagnostic exams. 3 x MSK Fellows have started in September which increased the capacity.

Neurophysiology continues to increase in breaches when compared to previous month. This is a combination of a reduction in Consultant and Registrar clinics. Clinical staff sickness and 

annual leave have also played a part in the increase in breach numbers for November. A contract has now been signed with Bespoke to increase capacity ïawaiting start date as to when they 

can start performing Electromyography (EMG)

Number of patients waiting over 6 weeks at submitted position for monthly diagnostic return
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Specialty Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Trend rol l ing 12 month period

 6week breach 

change from 

previous month

Magnetic Resonance Imaging 341 444 460 314 243 258 212 249 210 206 236 248 197 -51

Computed Tomography 38 82 179 40 133 112 136 74 57 36 39 25 13 -12

Non-obstetric ul trasound 670 1109 743 210 318 306 256 246 277 314 264 317 199 -118

Barium Enema 2 1 0 0 0 0 0 0 0 0 8 0 4 4

DEXA Scan 0 0 0 0 0 0 1 0 11 0 1 0 0 0

Audiology - Audiology Assessments 220 315 327 283 353 298 215 242 148 125 133 100 114 14

Cardiology - echocardiography 42 40 22 12 36 45 104 74 94 106 126 208 152 -56

Cardiology - electrophysiology 0 0 0 0 0 0 0 0 0 0 0 0 1 1

Neurophysiology - peripheral  neurophysiology 11 7 4 6 0 5 0 14 16 17 50 57 101 44

Respiratory physiology - s leep studies 0 0 0 0 0 0 0 0 0 0 0 473 535 62

Urodynamics - pressures & flows 13 1 7 2 2 5 4 4 8 10 13 5 8 3

Colonoscopy 14 19 16 11 11 7 3 8 6 15 16 11 10 -1

Flexi  s igmoidoscopy 4 9 13 13 3 8 0 3 2 4 11 8 2 -6

Cystoscopy 65 53 46 33 31 40 41 43 37 37 31 14 15 1
Gastroscopy 22 26 15 8 9 9 0 5 5 6 9 25 26 1



Month 8 Performance: 

Elective Cancellations - non-clinical hospital reason - There were 48 

reportable elective cancellations on the day throughout the month of 

November 2022; this represents a slight increase in cancellations when 

compared to the previous month. 

The reasons for cancellation were as follows:

Å No Bed (13 patients) + No ITU Bed (7 patients)

Å Ran out of theatre time/list running late/Overbooked (13 patients)

Å Overriding emergency/urgent took priority (4 patients)

Å Anaesthetist unwell/unavailable (4 patients)

Å Equipment unavailable (2 patients)

Å Equipment broke (1 patient)

Å Booking error (2 patients)

Å Surgeon unavailable/unwell (2 patients)

Readmission breaches ïnon-clinical hospital cancellations including any 

from previous months that were readmitted after 28 days in month 8 or 

remain waiting beyond 28 days for readmission.

There were 3 x 28 day readmission failures in November 2022. Reasons were:

Å 1 x no sooner capacity with consultant due to specific consultant annual leave

Å 1 x unable to redate with specific consultant within 28 days due to consultant 

COVID+

Å 1x no reason provided by service

Elective Care: Elective on the day cancellations (hospital non-clinical reason) and 28 day readmission 

Specialty

Elective on the day 

cancellations (for 

hospital non clinical 

reason)

28 day 

Readmission 

Breaches

Cardiology 1 0

Paediatric Neurosurgery 1 0

Paediatric Surgery 2 0

Paediatric Trauma and Orthopaedics 3 0

Paediatric Urology 1 0

Neurology 1 0

Neurosurgical Service 2 0

Ophthalmology 2 0

Ear Nose and Throat 0 1

Maxillo Facial Surgery 2 0

Paediatric ENT 1 0

Paediatric Plastic Surgery 1 0

Plastic Surgery 1 0

Plastic Surgery Cleft 1 1

Plastic Surgery Craniofacial 1 0

Orthopaedic Service (NOC) 1 1

Orthopaedics 16 0

Plastic Surgery (NOC) 1 0

Trauma and Orthopaedics 3 0

Endoscopy (Gastroenterology) 2 0

Gynaecology 1 0

Urology 4 0

Trust total 48 3

Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22

Total Hospital Non clinical cancellations in period 44 25 26 29 32 37 32 31 27 24 38 40 48

28 day Readmission breaches in period 7 6 3 6 5 5 1 4 7 4 2 4 3
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Cancer Waiting Time ïPerformance Overview
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3 Standards achieved in October 2022

Standard Target Total Within Breach
OCTOBER 

Performance
September 

Performance
Variance

2ww Referrals 93% 2471 1913 558 77.4% 77.1% 0.32%

Breast Symptomatic 93% 185 90 95 48.6% 9.6% 39.06%

31 Day First Treatment 96% 448 391 57 87.3% 89.3% -2.05%

31 Day Sub Treatment Drug 98% 196 194 2 99.0% 98.9% 0.11%

31 Day Sub Treatment 
Radiotherapy

94% 253 247 6 97.6% 96.3% 1.30%

31 Day Sub Treatment Surgery 94% 95 77 18 81.1% 84.1% -3.06%

62 Day Screening 90% 23 15 8 65.2% 75.7% -10.46%

62 Day Treated 85% 189.5 105.5 84 55.7% 62.3% -6.65%

28 Day FDS 2WW 75% 1702 1279 423 75.1% 77.5% -2.38%

Tumour Site 2ww Referrals 31 Day FirstTreatment 62 DayScreening 62 Day Treated 28 Day FDS 2WW

93% 93% 90% 85% 75%

Brain/CNS 41.2% 76.9% N/A N/A 61.5%

Breast 96.1% 94.3% 63.6% 66.7% 79.1%

Children's 77.8% 100.0% N/A N/A 100.0%

Gynae 54.1% 72.4% N/A 27.0% 65.0%

Haem 91.7% 100.0% N/A 25.0% 100.0%

Head&Neck 86.0% 81.0% N/A 52.9% 67.7%

Lower GI 76.2 90.2% 100% 50% 75.9%

Lung 100.0% 93.9% N/A 41.7% 85.9%

Other N/A 100.0% N/A 50.0% N/A

Sarcoma 59.4% 81.8% N/A 40.0% 57.7%

Skin 67.9% 81.9% N/A 87.4% 91.6%

Testicular 91.7% N/A N/A 100.0% 100.0%

Upper GI 80.2% 91.3% N/A 47.1% 77.4%

Urological 83.2%% 82.1% N/A 42.3% 55.2%



Cancer Waiting Time Standards 2 Week Wait

GP referral 2WW standard

2WW standard was not achieved in October reporting 77.4% against the 93% 
threshold, with 558patients breaching.

The SPC (left) shows aspecial cause concerning variation since February 2020 due 
to more than 7 consecutivemonths falling below the mean. Additionally, since 
performance has not achieved the target within the time seriesincludedin the SPC 
chart, the process has been flagged as consistently, from an assurance perspective, 
failing the target of 93%.

Breast achieved the standard at 96.1% with only 20breaches. Challenges found 
in Skin with 194 breaches followed by Gynae with 107 breaches and LGI 96 
breaches.

2ww Breast Symptomatic: a significant improvement but the standard was not met 
with a performance of 48.6%against the standard of 93%, with 95patients 
breaching. This standard is expected to see continued improvement.

Action taken:
Insourcing capacity commenced in mid-November for Skin to support performance 
recovery. Gynae and LGI continue to monitor incomplete GP referrals which are 
currently causing delays in the pathway.

2 Week Wait Breast Symptomatic
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GP referral 2WW Volume by Performance

Period: Sep 2017 to Oct 2022

Breast
Childr
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Lung
Sarco
ma
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ular

Brain/
CNS

Gynae Haem H&N LGI UGI
Urolo

gy

Oct

2ww Referrals

Breaches 20 2 0 28 194 1 10 107 1 36 96 25 38

Within 488 7 61 41 410 11 7 126 11 208 254 101 188

Performance 96.1% 77.8%100.0%59.4% 67.9% 91.7% 41.2% 54.1% 91.7% 85.2% 72.6% 80.2% 83.2%

Target 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93%
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Cancer 2 Week Wait - Referral Comparison to Prior Years

GP referral 2WW

In 2022, 2WW referrals have increased by 17% when compared to 2019 and 2021, with the average performance reducing from 94.9% in 2019, 75.1% in 2021 to an 

average of 65.3% in 2022.

Skin and Breast referrals account for the majority of the referrals into the Trust, and both have increased by over 10% since 2019. This increase and a national shortage of 

mammographers has had the largest impact to this reduction in the Trust's overall performance for 2WW.

Other tumour sites which have been affected most by the increase in referrals are Head and Neck (35%), Gynae (70%) and Sarcoma (64%) when compared to 2019.
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Year to Date Referral Volume : Trust Total
Period: Jan 2019 to Dec 2022

Suspected Skin Cancer Suspected Breast Cancer

Suspected Sarcoma Suspected Gynae Cancer



Cancer Waiting Time Standards 28 Day FDS

28 Day Faster Diagnosis Standard
28 Day FDS Standard was achieved, reporting 75.1% against 75% threshold 
with 423 patients breaching.

The SPC (left) shows a common cause of performance with a hit and miss of 
the target due to random variation.

Urology accounted for 90 breaches, followed by H&N accounting for 77 
breaches and Gynae accounting for 71 breaches.LGI met the 75% threshold 
with 75.9% but had 70 breaches.

Action taken:
Task & Finish Groups (TAFG) commenced to analyse and recommend 
improvements to the Urology, Gynaecology, LGI and H&N pathway.Thames 
Valley Cancer Alliance (TVCA) have approved a revised Faeco-
immunochemical test (FIT) letter to be sent to GP practices who do not 
comply with FIT criteria.Training is underway to develop independent nurse 
led hysteroscopy lists.General Anaesthetic (GA) hysteroscopy capacity 
remains a challenge and is being assessed through the TaFG.

28 Day FDS October 2022
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28 Day FDS Volume by Performance
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Performance 79.1%100.0%85.9%57.7%91.6%100.0%61.5%65.0%100.0%57.9%75.9%77.4%55.2%
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Breast Lung Other
Sarco
ma

Skin
Testicu

lar
Gynae Haem H&N LGI UGI

Urolog
y

Oct

62 Day Treated

Breaches 8 10.5 0.5 1.5 5.5 0 13.5 3 4.5 11 5.5 20.5

Within 16 7.5 0.5 1 38 1 5 1 5.5 11 4 15

Performance 66.7% 41.7% 50.0% 40.0% 87.4% 100.0%27.0% 25.0% 55.0% 50.0% 42.1% 42.3%

Target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%
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Braeches 103.5 89.5 71 84.5 78 84

Within 118 124.5 108 133 129 105.5

Target 85% 85% 85% 85% 85% 85%

Sum of Performance2 53.3% 58.2% 60.3% 61.1% 62.3% 55.7%
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62 Day from GP referral

The number of patients treated decreased from 207patients in Sept to 189.5in October; 
breaches also increased from 78 breaches in Sept to 84.5in October as the trust focuses 
on reducing the waiting list.  Thisresulted in a drop in performance to 55.7%.

The SPC (left) shows a special cause since December 2021. Additionally, since 
performance has not achieved the target within the time seriesincludedin the SPC chart, 
the process has been flagged as consistently, from an assurance perspective, as failing 
the target of 85%.

62-day performance will remain non-compliant as we treat our longest waiting patients 
on the waiting list.

Action taken: considerable focus on addressing pathway delays for our longest waiting 
patients suspected with cancer.Initiatives are being developed utilising the approach 
contained withinthe Trust's Quality Improvement Framework,with implementation 
overseen through the Cancer Improvement Programme.For example, Urology surgical 
capacity plan has been prioritised and increaseduntil March 2023.A review of late inter-
provider transfers to Lower GI services has been undertaken with a goal to improve 
compliance and mitigate delays once transferred.

62D 1st - October 2022 62 Day 1st Volume by Performance

Cancer Waiting Time Standards 62 Day 1st



Cancer Recovery Plans ïActual vs Trajectory

Patients Over Day 63

The October month end position of 283patients is above the forecasted trajectory of 140patients waiting 63 days or more. 102 patients have been waiting 105 
days or longer.
The primary reasons for the delays were: slow diagnostic pathways which included the need for additional biopsies, surgical capacity, treatment of another 
condition / comorbidity, patients delaying diagnostics,late referrals from other trusts and inability to treat post covid infection. As part of the Cancer 
Improvement Programme, a weekly review of patients waiting over 104 days is being undertaken by the Chief Operating Officer.
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PTL Size at 11/12/2022

Cancer PTL Performance (partially validated position)
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Workforce
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People Plan Update ïYear 1 Priorities Month 8 Update
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Priority 

Area

Actions Updates How we are 

Evaluating 

Success

Getting the 

basics right 

in relation 

to well-being

Priority Area (Basic 

Wellbeing Needs) shared 

with staff via meetings, 

emails and comms.

¶ The Wellbeing Team have been promoting people feeding back where they feel their 

basic needs aren't being met via the Wellbeing Champions.

¶ There is a dedicated page on the People Plan tab under Growing Stronger Together with 

the feedback form as well as the posters with the QR codes.

Model Hospital Data 

(MHD) - Recommend my 

organisation as a great 

place to work - quartile 

3 (red/amber).

Identify the main areas 

and issues where peopleôs 

basic wellbeing needs are 

not being met.

¶ To end of Month 8 (Nov) weôve had 66 issueslogged. Key issues are addressing rest 

and relaxation space, access to drinking water & issues with traffic with some evenings 

taking staff nearly an hour to leave the JR site.

¶ Staff burn out reported in ED ïusing stress risk assessment to explore

¶ Data is showing a trend that there is a need to get the basics in place to help managers 

with supporting people to return to work

MHD - My organisation 

takes positive action on 

health and well-being ï

quartile 3 (red/amber) .

Develop an action plan 

to prioritise addressing the 

issues identified. Assign a 

timeframe for addressing the 

priority issues for the 

identified areas.

¶ 9 issues are currently being resolved (smoking near buildings, water for staff in CH 

theatres and an improved staff area at the NOC.)

¶ Lots of work happening to identify options for spending capital funds on wellbeing 

equipment. 4 options identified: gym equipment, restpods, nooks & health kiosks. Only 

current viable option is restpods due to procurement rules requiring the equipment to 

have been paid for, delivered and assembled by end Mar '23. Nooks are also being 

explored depending on delivery times & space options. 

¶ Project risks are: i) no estates PM support to enable delivery inc. identifying on site 

space requirements; ii) equipment needing to be assembled by end Mar '23. CPO also 

exploring further resource to support this project. New Charity funding has been explored 

to support with PM resource but does not meet criteria; instead this funding will be 

explored to support with return to work initiatives.

Tracking progress of all 

issues logged and 

identifying quick wins .

Streamlining 

and 

improving 

recruitment 

processes

Robotic Process Automation

- Offers, management of 

queries, Occupational 

Health, Paperlight & DRS

Å Review of unconditional offer process taking place so first stage BOT process can go live 

before the end of December.

Å ChatBot functionality continuing to progress. Launch planned for January 2023

Monitoring and delivery 

against the new KPIs in 

the new SLAs

MHD - Reduction in 

recruitment time to hire 

(TtH) Target ï53 days.

TTH November is 49.7

Service Level Agreements 

for all aspects of 

recruitment.

Å General Recruitment SLA approved by TME and launched.

Å Escalation document created and launched.

Å Internal Recruitment SLA in development (Internal Criminal Record Checks Flow Chart 

developed)

Visibility and monitoring on 

performance against the 

KPIôs.

Å KPI dashboard. The recruitment team are working on daily reports (Tues ïFriday) from 

data supplied by Workforce Information.

Å Initial approach taken with medical recruitment 

Å Time to Hire reduced to under 50 days.
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People Plan Update ïYear 1 Priorities 
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Priority 

Area

Actions Updates How we are Evaluating Success

Management 

training and 

support.

Creation and delivery of 

new manager onboarding 

programme.

Å Exec approved proposals for new employee onboarding and 

new manager onboarding programmes at end of November.

Å Currently finalising project plan with goal to be piloting both 

programmes by end of March '23.

Å SLDP project group working with CEO and CPO as 

project sponsors to agree a QI project scope to support the 

delivery of the new onboarding programme.

Reduction in leavers in first 12 months 

to 18%.

MHD - Relationships at work are 

strained reducing - Quartile 2 (green).

Development and launch of 

óhow toô guides and process 

maps for phase 1 priority 

areas: HR processes, 

induction, procurement 

& budget management.

Å 'How To Guide' template agreed, and design confirmed with 

OMI in Nov '22. Word version of template expected from OMI 

by end of Dec '22.

Å HR Process owners (inc. induction) briefed and working to 

deadlines for end of Dec '22 and end of Jan '23 for first draft

Å First meeting booked with finance for early Jan '23.

Å Procurement meeting took place in Nov '22. They are now 

working to identify key processes for inclusion in year 1 'How 

To Guides'.

MHD ïRecommend my organisation 

as a great place to work 

(amber/green).

Great reward 

and benefits 

for working at 

OUH, with a 

focus on 

practical 

support such 

as cost of 

living.

Identify and implement new 

reward and employee 

benefits.

Å The Trust will launch a new financial wellbeing benefit in the 

new year to provide free will writing for staff. This will be 

offered to ROE staff at launch and provided to volunteers at a 

later date to be confirmed.

Reduction in leavers in first 12 months 

to 18%.

Showcase and raise 

awareness of current 

rewards and employee 

benefits.

Å We will re-promote the £250 transport voucher in January to 

ensure maximum uptake before the scheme ends on 31 

March 2023.

Å All discounts and benefits will be re-launched when the new 

Intranet pages are live, together with a schedule of events for 

the year.

MHD - Recommend my organisation 

as a great place to work - Quartile 3 

(red/amber).

MHD ïLeavers rate (turnover) ï

Quartile 3 (red/amber).



OUH FT ïimproving workforce performance: overview of KPIs  
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The above data represents the

Workforce KPIôsM8 position. Vacancies

are calculated as the difference between

the WTE establishment from the

financial ledger and staff in post wte

from the Electronic Staff Record (ESR).

Corporate is combined with Estates,

R&D, Operating Services, Hosted

Services, Trust Wide, Operating

Expenses. Agency spend KPI reflects

NHSI agency ceiling. HART removed

from calculations. Changes of 0.5% are

treated as ñnochangeò.

Analysis

Å Sickness absence. Overall the Sickness absence rate for the Trust has increased marginally to 4.6% 

from 4.5%. COVID19 absences have remained constant in terms of numbers off daily. Flu like 

symptoms since August 22 have risen sharply with continued increases in M8. 

Å Appraisals. Appraisals have increased marginally between months. As expected the rate of 

improvement has slowed. All Divisions are in excess of the Key Performance Indicator (KPI) and 

current reported position is the Trustôs best performance for non medical appraisals. Regular reports 

are distributed to Divisions, so that those staff who are not compliant are requested to complete an 

appraisal. 

Å Core Skills. Core skills is at 90.0%, which is a small decrease on M7. However, all Divisions are in 

excess of the KPI. Key issue, as reported in previous reports is Information Governance and Data 

Security (IG) which is at 86.9%. All Divisional areas fall below the required KPI of 95%. 

Å Turnover. Turnover between months has reduced. This has been caused by the number of wte 

leavers in a rolling twelve months falling and by increases in the average staff in post. Of the Divisions, 

SUWON continues to have the highest rate of turnover at 13.0%, although this rate is showing signs of 

falling. Staff groups resourced  (primarily) locally ïAdditional Clinical Services (ACSs), Administrative 

staff and Estates staff have the highest turnover rates ïsee slide 23. 

Å Vacancies. Vacancies have remained static and are not green by way of rounding. Increases in staff in 

post have been offset by increases in establishment. No change between months.

Nov-22

OUH FT 4.6% 0.1% 7.7% 0.0% 12.3% -0.3% £6,265,661 -£794,045 94.5% 0.1% 90.0% -0.6%

KPI (Green) 3.1% 7.7% 12.0% 85.0% 85.0%

Division Sickness Vacancy Turnover
Temporary Pay 

Spend
Appraisals Core Skills

CSS 4.1% 0.1% 5.5% 0.2% 12.1% 0.2% £695,533 -£25,167 96.3% 0.4% 90.8% -0.3%

Corporate 3.8% 0.1% 9.5% -0.9% 11.4% -0.8% £609,461 £115,213 95.1% 0.3% 89.2% -0.7%

MRC 4.7% 0.1% 8.6% 1.1% ă 12.2% -0.6% £1,993,550 -£367,390 93.5% 0.0% 90.1% -0.5%

NOTSSCaN 5.0% 0.1% 9.2% -0.3% 12.6% -0.1% £1,657,809 -£265,175 93.2% -0.4% 88.5% -0.8%

SUWON 4.6% 0.1% 6.0% -0.4% 13.0% -0.2% £1,309,307 -£251,526 95.1% 0.1% 91.4% -0.6%

Core Skills Change Sickness Change Vacancy Change Turnover Change
Temporary Pay Spend 

Change £
Appraisal Change 

ă

ă

ă

ă

ă

ă

ă

ă

ă

ă

ă

ă

ă
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Hotspots Actions 

Å Sickness absence. This has increased  

between months, at 4.6% is still 

significantly above the KPI.

Å Appraisals Continued efforts required 

across all Divisions to ensure all staff have 

their appraisal.

Å Core Skills. Has continues to be above 

the KPI. IG training compliance is in need 

of improvement.  However compliance has 

dropped in M8   

Å Turnover. Reduction between months

Å Vacancies. Remained constant between 

months. 

Å All sickness cases are being given additional focus to ensure they are being 

appropriately managed. This includes training being given to managers. 

Å There has been a focus on appraisals. Divisions continuing to receive reports on who is 

still not compliant. 

Å Core skills compliance is being highlighted in appraisal and 1:1 meetings.

Å IG  and Data Security across all Divisions requires improvement. 

Å Stay interviews are being conducted.

ÅóTime to Talkô information is being utilised  to look at the main priority areas for 

improvement.

Å Central review led by the Nursing Directorate to ensure an accurate establishment is 

recorded and as a consequence accurate vacancies calculated. Commencing a pilot 

with the Princes Trust and MRC to support an increase in HCSW applicants to this 

Division.

Å Continue to support with overseas Radiology recruitment.

Å In discussions with MRC re CESR fellowships for their medical staff in particular in 

AMR.



91

CSS PEOPLE METRIC PERFORMANCE 

Learning | Respect | Delivery | Excellence | Compassion | Improvement

The  graphs below support the accompanying text.

HR Metric Performance Target

Sickness % 4.1% 3.1%

Vacancy % 5.5% 7.7%

Turnover % 12.1% 12.0%

Bank/agency 

Spend £ £695,533 N/A

Non Med 

Appraisal % 96.3% 85.0%

Core Skills % 90.8% 85.0%

Metrics reflect KPI Performance on sheet 4 4 
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Analysis

Å Sickness absence: Absence has increased slightly from 4.0% to 4.1%. This is due to frequent absences 

increasing, the most common reasons are flu and mental health related absences. HRA is working on a 

project to increase the number of wellbeing champions across the Division. Pathology and Laboratories, 

specifically the Mortuary, are being targeted initially as they have the least number of champions across the 

Division. There has been a reduction in LTS. 

Å Appraisals: Appraisal compliance has increased again from 95.9% to 96.3%. The HRA and HR Admin 

Assistant are continuing to chase the final few outstanding appraisals and ensure the Divisionôs MLH record 

is accurate in preparation for next years appraisal window.

Å Core skills: Core Skills compliance has reduced from 91.1% to 90.8%. HR is proactively chasing IG 

Training and core skills compliance is being raised at monthly DME meetings. 

Å Turnover: Turnover has increased slightly from 11.9% to 12.1% and turnover has reduced overall across 

the last quarter. Stay interview data from Radiology Nursing and Nursing Assistants has been returned 

14/12. The HRC will work with the Directorate leadership team to analyse this. 

Å Vacancy: Vacancies have increased slightly from 5.3% to 5.5% but is still within the Trust KPI. Weekly drop 

in meetings are taking place with the recruitment team to reduce the time to recruit across the Division. 

OBIC are planning a virtual recruitment event in March 2023, which is aiming to reach the B7 

Mammographer workforce. 
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Hotspots Actions

Adult Critical Care

Sickness: increase ï5.1% (M7) to 

5.3% (M8)

Turnover: decrease ï12.4% (M7) 

to 11.8% (M8)

Vacancy: increase ï18.8% (M7) to 

19.4% (M8)

Appraisals: same - 98.7% (M8)

Core skills: decrease ï91.4% (M7) 

to 90.9% (M8)

West Wing Rad Imaging

Sickness: decrease 3%(M7) 

to 2.8%(M8)

Turnover: increase 21.3%(M7) to 

24(M8)

Vacancy: decrease 14.2%(M7) to 

13.3%(M8)

Appraisals: decrease 96.8%(M7) to 

94.4%(M8)

Core skills: decrease 96.8%(M7) to 

92.3%(M8)

Sterile Services

Sickness: increase ï7.7% (M7) to 

7.8% (M8)

Turnover: same 11.0% (M8)

Vacancy: increase ï17.7% (M7) 

to 16.7% (M8)

Appraisals: same - 97.1% (M8)

Core skills: same - 89.4% (M8)

Turnover

Å Radiology Nursing and Nursing Assistants cost centre was selected to be sent the stay interview questionnaire.

Data to be reviewed action plan will be drafted. A new Matron is starting in post in the new year (start date TBC)

and they will lead on this action plan.

Å The team are working on rolling out a CSS Divisional Recognition scheme to support retention in 2023.

Sickness absence

Å Our HR Advisor is drafting training to be rolled out early 2023.

Å Monthly meetings with OH have been supportive, and our HRA is giving additional support to managers

when completing referrals so we get the most out of the reports.

Å Currently we have 147 absences: 111 STS, 36 LTS and 8 are work related. Case plans are in place for all LTS, all

work related absences have been discussed with the relevant line manager

Vacancies & Leavers

Å A virtual recruitment event is planned in March 2023 for the Mammography team

Å Recruitment drop ins will take place across all sites in 2023. These will be coordinated with HR Clinic drop ins.

Å The recruitment plan for the additional 13.5 FTE in the genetics lab is underway and currently running to time.

Å There has been an increase in leavers in Radiology West Wing, this is likely due to an organisational change that

took place in 2022. Team building is planned for 21/01/2023.

Å Recruitment, HR and ACC team meet weekly to work through an action plan for improving the vacancy rate.

Agency & Temporary Staff Spend

Å HRC is attending monthly finance meetings with all directorates to discuss how we can utilise creative recruitment

campaigns to increase substantive members of staff and reduce the need for bank and agency. HOW is also

attending the budget meetings to discuss B&A usage by reason of sickness and vacancy to ensure plans are in

place

Å We are working with Radiology to create a plan to move away from 0 hour contracts within the medical workforce.

Å In ACC we are looking at more competitive package in comparison to Agencies. We will be discussing temp-perm

at the next recruitment & retention focus group.

Kindness into Action Update

Å Hotspot areas have been identified and communicated to the Division via DME.

Å HRC's are working with the OSM's to increase attendance. We are asking teams to book for later in 2023 if they do

not currently have capacity.

Flu Vaccinations

51.68% uptake rate within CSS
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The  graphs below support the accompanying text.

Analysis

Å Sickness absence. Acute Medicine and Rehabilitation (AMR) at 5.3% is highest by 1.5% from Specialist 

Medicine and Cardiology Cardiac and  Thoracic Surgery. Absence within the AMR Directorate ranges from 
2.1% (Geratology) to 6.2% General Medicine Horton. 

Å Appraisals. Appraisals are at the same level as m7. All Directorates are in excess of the required compliance 
level ς85%. Cardiology Cardiac and Thoracic Surgery is highest at 96.9%. 

Å Core Skills.Whilst Core Skills has fallen on the previous month, the position of the Division is still very positive 
with the worst performing Directorate, Specialist Medicine at 88.3%. IG as per all Divisions, requires 
improvement and is at 87.8%. 95% is the target.

Å Turnover. MRC turnover has reduced from 12.8% to 12.2%. Since July 22 turnover rates have consistently 
declined month on month. Acute  Medicine and Rehabilitation  at 12.8% is highest (excluding Divisional 
Management) and the Directorate comprises c 66% of all (voluntary) leavers for the Division. Within the 
Directorate, Therapies at 17.0%, and Stroke unit at 15.8% are percentage wise the highest CSUs. AGM JR has 
a turnover rate of 13.5%. Whilst not at the rate of Therapies the CSU has c28% of the leavers. 

Å Vacancies. Vacancies have increased following additional establishment being added. AMR has the highest 
ǾŀŎŀƴŎȅ ƭŜǾŜƭ ŀǘ фΦн҈ ŀƴŘ ŎƻƳǇǊƛǎŜǎ ст҈ ƻŦ ŀƭƭ ǘƘŜ 5ƛǾƛǎƛƻƴΩǎ ǾŀŎŀƴŎƛŜǎΦ 

HR Metric Performance Target

Sickness % 4.7% 3.1%

Vacancy % 8.6% 7.7%

Turnover % 12.2% 12.0%

Bank/agency 

Spend £
£1,993,550 N/A

Non Med 

Appraisal %
93.5% 85.0%

Core Skills % 90.1% 85.0%

Metrics reflect KPI Performance on sheet  44 
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Hotspots Actions 

AMR ïEmergency Department JR (5)

Turnover - reduced - 1.8 % (M7) to 11.6 (M8) 

Vacancies - increased - 10.4% (M7) to 18.3% (M8) 

Sickness - increased - 4.4% (M7) to 4.5% (M8)

Appraisals - increase - 87.8% (M7) to 88.8% (M8)

Core Learning - reduction - 8.3% (M7) to 87.7% 

(M8)  

AMR ïEmergency Department Horton Hospital 

(10)

Turnover ïreduce - 13.9 % (M7) to 12.9% (M8)

Vacancies ïreduce - 15.4% (M7) to 13.7% (M8) 

Sickness ïreduce - 5.9 % (M7) to 5.8% (M8)

Appraisal ïdecrease - 93.9 % (M7) to 93.5% (M8)

Core Learning ïincrease - 94.8% (M7) to 95% 

(M8)

AMR ïGeneral Medicine Horton Hospital (3) 

Turnover ïsame - 11.9% (M7) to 11.9% (M8)

Vacancies - increase ï3.4% (M7) to 16.1% (M8) 

Sickness - increase - 5.9% (M7) to 6.2% (M8)

Appraisals - same - 91.3% (M8)

Core Learning ïdecrease - 93.3% (M7) to 91.3% 

(M8)

AMR ïStroke CSU (9)

Turnover ïreduction - 16% (M7) to 15.8% (M8)

Vacancies ïincrease - 20.9% (M7) to 21.3% (M8) 

Sickness - reduced - 5.6% (M7) to 5.4% (M8)

Appraisals ïdecrease - 94.1% (M7) to 94% (M8)

Core Learning ïdecrease - 93.9% (M7) to 93.2% 

(M8)

Turnover

Å Stay Interviews being a key focus for the Directorates. Deputy HOW met with CSWôsacross

Complex Medicine to discuss óreasonsôfor leaving and concerns they have. Brief outlining key

workforce and/or ward specific issues will be shared shortly.

Å Awaiting update/feedback from Exit Interviews following roll-out of new process

Å Reminders from HRC to managers to undertake Kindness into Action training

Sickness absence

Å Hotspot areas have been identified and newly appointed Senior HR Advisors have enable the team

to offer more support to managers to conduct Stage 1 & 2 interviews

Å x176 óopenôabsence cases of this x39 LTS (x5 work-related)

Å Mental Health ïx30 cases, MSK ïx14 cases (Snr HRA ïdeep-dive into LT MSK cases)

Å Monthly Absence review meetings with input from O/H continue and proving to be very useful

Vacancies & Leavers

Å ED JR ïEstablishment increase from 405 (M7) to 440.5 (M8) ïIncreased recruitment to UCC

Å GM Horton ïEstablishment increase from 169.9 (M7) to 191.4 (M8) ï16.3 WTE Leavers

Å Stroke CSU ï Establishment fixed at 92.9 (no change) Leavers 11.2 WTE- Pipeline x7 Actively

recruitment

Å MRC/DWP Swap Pilot ïat planning stage (Cohort of x8 work placements ïgetting people back

into work)

Å Triumvirate meeting to CSW recruitment ïMRC Head of Nursing, HOW, Recruitment & Interim

Director of Workforce.

Å DHOW undertook a Q&A with a group of CSW and an action plan is being worked on locally with

Matrons out of that feedback.

Agency & Temporary Staff Spend

Å HOW engaging with Finance colleagues & CDs to review Medical Agency Locums against each 

budget code, requiring clarity on rationale for still using óCOVIDô as reason to engage x2 

Consultants (138.50 hours) in review period.

Å Also reviewing vacancies for each budget/cost centre and comparing vacancies on TRAC, with aim 

to have an agreed óexitô plan for all Agency Consultants where possible.

Kindness into Action Update

Å In progress & completed ï7.2%

Flu Vaccinations

Å MRC ï47.96% (42.02% in M7)
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The  graphs below support the accompanying text.

Analysis

Å Sickness absence. Estates at 7.3% are significant outliers in terms of Corporate sickness. The next 

highest being Operational Services at 4.3%, followed by Chief Officer Directorates at 3.5%. Within 

Estates, sickness is largely attributable to Estates Operations where absence rates at M8 are 8.0%. 

Å Appraisals. Appraisals continue to improve within the Corporate areas. Chief Officer Directorates are 

the  best performing at 96.7%. 

Å Core Skills. At 89.2%, compliance has fallen on M7 by 0.7%. Whilst still in excess of the KPI, constant 

monitoring and interventions will ensure levels are maintained. IG is at 88.1%, still below the 95% KPI 

required.

Å Turnover. Overall  turnover levels have declined by 0.8% from 12.2% to 11.4%. The reduction is due 

to two factors, an increase in the average staff in post and a small reduction in the number of wte 

leavers. Of the larger Directorates, Chief People Officer at 21.8% and Estates Operations at 14.4% are 

of note. By staff group Administrative and Clerical have 63% of all Divisional leavers and a turnover 

rate of 10.0%. Estates staff at 14.8% make up only 12.7% of the total wte of rolling leavers. 

Å Vacancies. These have decreased to 9.5%. As expected, ñotherò staff , predominantly Administrative 

and Clerical staff comprise 42.5% of vacancies. Estates Operations at 8.8% continues to be of note.

HR Metric Performance Target

Sickness % 3.8% 3.1%

Vacancy % 9.5% 7.7%

Turnover % 11.4% 12.0%

Bank/agency 

Spend £
£609,461 N/A

Non Med 

Appraisal %
95.1% 85.0%

Core Skills % 89.2% 85.0%

Metrics reflect KPI Performance on sheet  44 
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Hotspots Actions 

Estates Operations ï The outliers are turnover

(12.1%), vacancy rate (9.9%), sickness absence

(8.5%) and core skills (77.8%).

We know that absence is impacting on the

performance of the division with an average 11.82

days lost per employee. The biggest impactful

reasons remains coronavirus and mental health.

Turnover has decreased from last month at 17.1% to

12.1% which is good news. There have been 8

leavers since the beginning of the year (a total of 30 if

you include the Horton site). The main reason for

leaving is other/not known or promotion/better reward

package.

Core skills has decreased month on month. Further

work will be undertaken to seek improvement in core

skills and reach compliance by the end of March

2023.

Other factors impacting on the performance of Estates

and facilities are the Two employee relations cases

(both at hearing stage). Under 12% of Estates have

attended the Kindness into Action programme.

Further promotion of this resource has been made.

RRP for trades staff in Estates has now been

approved at TME. All staff at Katharine House have

voluntarily moved over to NHS Terms and Conditions.

Katharine House reached 100% response rate for

their staff survey. Estates achieved 59% overall

which is great news.

Sickness absence

Å Absence cases are being managed through the absence management procedure

Å Review long term sickness absence cases in the New Year with a refreshed plan to conclude

successfully

Å Case conference review of absence cases with Occupational Health to ensure the correct

HR and occupational health support is given

Å Training support being given to managers on managing sickness absence successfully.

Å Stress risk assessments will be completed for all staff who have recently had a mental health

absence

Turnover

Å Implemented the stay questionnaire

Å Ensure managers undertake phase one of Kindness into Action training programme

Recruitment

Å Monthly meetings with Managers to review key recruitment hot spots in place with the Talent

and Recruitment Manager

Å Review of Time to Hire data ascertaining bottlenecks

Å Daily monitoring of recruitment activity on activity that is flagged as óRedôon the estates

recruitment dashboard

Å Ongoing support via INDEED to attract applicants for key roles within Estates.

Core Skills

Å Submit list of non-compliant staff to managers

Å Provide weekly updates to managers, copying in the Head and Deputy head of Estates.

Other

Å Ensure hearings are scheduled (with two dates) before the end of January

Å Start front loading listening events for staff based on the staff survey results
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The  graphs below support the accompanying text.

Analysis

Å Sickness absence. The Division has increased marginally between months. Divisional Management 
Directorate aside, all other Directorates are in the range of 4.3% to 5.5% (JR and WW Theatres). Absence 
within this Directorate is split between JR Theatres 5.5% and West Wing Theatres 5.3%. Trauma and 
Orthopaedics is at 5.4%, with its Theatres Recovery HDU at 8.2%  and the Trauma CSU 5.3%. Frequent 
absence reports being shared with directorates to improve actions in this area. Full review of RTW 
compliance to take place. 

Å Appraisals. All Directorates are in excess of the KPI. JR and WW Theatres though are only just above this 
benchmark at 85.1%. All other Directorates are above 90%.

Å Core Skills.There has been a decrease in compliance although the Division at 88.5% is above the KPI. At 
урΦо҈ ǘƘŜ 5ƛǾƛǎƛƻƴΩǎ LD ŎƻƳǇƭƛŀƴŎŜ ǊŜƳŀƛƴǎ ōŜƭƻǿ ǘƘŜ ǊŜǉǳƛǊŜŘ ƭŜǾŜƭ ƻŦ ŀǘǘŀƛƴƳŜƴǘΦ !ƭƭ ǎǘŀŦŦ ƎǊƻǳǇǎΣ ƛƴ 
particular Medical staff, as well as all Directorates need to demonstrate improvement.

Å Turnover. At 12.6% the Division has fallen marginally on M6 position which was 12.7%.  Within the last 12 
months turnover rates have risen from 9.7% (Nov 21) to an in year peak of 12.7%. Leavers are approximately 
at the same number as  the previous month, although the average staff in post has risen marginally causing 
the attrition rate to decline. Ophthalmology at 18.4% is of concern as is Specialist Surgery 13.4%. JR and WW 
Theatres is next highest at 12.7%. 

Å Vacancies. At 9.2% the Divisions vacancies are the highest amongst the clinical Divisions. JR and WW Theatres 
at 13.3% is relatively high as is Specialist Surgery 11.8%  and Trauma at 10.7%. 

HR Metric Performance Target

Sickness % 5.0% 3.1%

Vacancy % 9.2% 7.7%

Turnover % 12.6% 12.0%

Bank/agency 

Spend £
£1,657,809 N/A

Non Med 

Appraisal %
93.2% 85.0%

Core Skills % 88.5% 85.0%

Metrics reflect KPI Performance on sheet  44 
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Hotspots 
Actions 

Oral & Maxillofacial Surgery (1, previously 6)

Bk & Ag ïdown to 10.7% at M8 from  12.4% at M7

Turnover - up to 16% for M8 from 0% at M7

Vacancies ïup to 17.4% at M8 from 15.9% at M7

Sickness ïup to 5.7% at M8 from 5.6% at M7

Appraisals ïdown to 81.8% at M8 from 84% at M7

Core Skills - down to 80% at M8 from 85.8% at M7

Specialist Nurses (2, previously 1)

Bk & Ag ïup to 2.8% for M8 from 2.2% for M7 

Turnover ïup to 19.6% at M8 from 19.5% at M7

Vacancies ïup to 12.3% at M8 from 11.2% at M7

Sickness ïup to 8% at M8 from 7.1% atM7 

Appraisal ïup to 83.3% at M8 from 81.4% for M7

Core Skills-down to 77.5% at M8 from 78.9% for M7 

JR & WW Theatres (4, previously 2)

Bk & Ag ïdown 15.5% at M8 from 18.9% for M7

Turnover ïup to 15% at M8 from 13.1% at M7

Vacancies - up to 13.9% for M8 from 13.6% at M7

Sickness - down to 5.5% at M8 from 5.6% at M7 

Appraisals ïdown to 91.3 at M8 from 84.9% at M7

Core Skills ïdown to 91.9% at M8 from 92.2% at 

M7 

Neonatology (6, previously 3)

Bk & Ag - down to 14.7% at M8 from 16% at M7

Turnover ïdown to 10.2% for M8 from 10.4% at M7

Vacancies ïdown to 7.6% at M8 from 8.6% at M7

Sickness - up to 6.7% at M8 from 6.5% at M7

Appraisals ïdown to 88.6% at M8 from 89.3% at M7

Core Skills - down to 81.9% at M8 from 82.4% at M7

Turnover

Å Hotspots identified across the Division to focus stay interviews: Neurophysiology, Specialist

Nurses and paediatric therapies. Data provided being used to identify areas where support

needed

Å Divisional R&R lead has undertaken exit interviews, triangulating with stay interview data

recently received for M8 which provides detailed reasons for leaving or considering leaving

Å Identified that international nurses are leaving or wanting to leave due to overseas experience

not being recognised. This is impacting on recruitment and retention ïwork underway to

support with R&R lead

Sickness absence

Å 77.2% frequent absence and 22.8% long term absence

Å Flu, MSK and SA&D top reasons for absence

Å Hotspot areas being supported by HR Team

Å Monthly Absence review meetings taking place with O/H very helpful

Å Focus planned for RTW interview compliance wef January 2023

Vacancy

Å A&C, HCSW and consultants are the highest areas of vacancy

Å Focussed work with general recruitment and medical staffing recruitment colleagues underway

to unblock pipeline

Å New divisional pay panel providing a mechanism to review this weekly with recruiting managers

Å Dental nurses at B3/4 hard to recruit ïreviewing possibility of working with the colleges to

become a training centre which may attract potential staff.

Agency & Temporary Staff Spend

Å New divisional pay panel providing a mechanism to review this weekly and challenge use of 

agency with managers 

Å Aligning vacancies to agency and bank spend and sickness to ensure accurate

Kindness into Action Update

Å Training, óIn progressô & ócompletedô ï8.29%

Å Directorates encouraged at divisional meetings to attend the workshops 

Ibex Gale 

Å The weekly project group has commenced with the development of work streams to support 

colleagues following the Ibex Gale report recommendations. Colleagues from across the Dept 

have been identified to support the workstreams.

Å Detailed coaching support being provided to the new deputy matron and Clinical lead. 

Å Advertising for the second time for the replacement neonatal Matron role, potential risk due to 

current matron leaving at the end of December
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The  graphs below support the accompanying text.

Analysis

Å Sickness: The Divisional HR team continues to meet with Occupational Health to review the top 10 

short term and long term sickness cases where OH support and guidance can support absence 

management.  The team is now actioning the advice and we hope to see a reduction in absence in 

coming months.

Å Vacancy: Healthcare Assistant and Support Staff remain the highest level of vacancies.  The 

Division is now holding a vacancy panel each week and has concentrated on progressing interviews 

to recruitment stage.  As these are filled we hope to see the vacancy percentage reduce.

Å Turnover: An action plan is being developed for initiatives aimed at reducing / understanding 

turnover. The Division has requested focussed advertising (rather than centralised) to address some 

of the Nursing needs.  We have also confirmed numbers for future international recruitment 

campaigns. The results of the first round of ñstay interviewsò have been reviewed and action plans 

will now be developed with line managers.

Å Appraisal: The Division remains about the Trust KPI.

Å Core Skills: Three areas of focus with the directorate teams are; Information Governance, Moving 

and Handling Level 2 and Safeguarding level 3. The Division continues to address these gaps and 

are encouraging staff to complete. In month 8 compliance has increased from 85.5% too 91%. Div

Director encouraging attendance at the Kindness into Action programme.

HR Metric Performance Target

Sickness % 4.6% 3.1%

Vacancy %
6.0%

7.7%

Turnover % 13.0% 12.0%

Bank/agency 

Spend £
£1,309,307 N/A

Non Med 

Appraisal %
95.1% 85.0%

Core Skills % 91.4% 85.0%

Metrics reflect KPI Performance on sheet  44 
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Hotspots Actions 

Maternity

Sickness ïReduced ï6.2% (M7) to 5.9% (M8)

Vacancy ïReduced ï3.7% (M7) to 2.3% (M8)

Turnover ïReduced ï16.4% (M7) to 15.2% (M8)

Appraisals ïReduced ï93.7% (M7) to 87.1% (M8)

Core Skills ïReduced ï93.7% (M7) to 88.7% (M8)

Urology

Sickness ïno change ï4.8%

Vacancy ïno change ï16.3%

Turnover ïReduced ï9.5% (M7) to 9.4% (M8)

Appraisals ïIncrease ï89% (M7) to 91.3% (M8)

Core Skills ï(M8) 84.8%

Palliative Medicine

Sickness ïincrease ï5.8% (M7) to 6.1% (M8

Vacancy ïReduced ï15% (M7) to 13.1% (M8)

Turnover ïReduced ï19.6% (M7) to 18.6% (M8)

Appraisals ï97.7% (M8)

Core Skills ï91.5% (M8)

Sickness

Å Urology - During that period Urology lost 111.77 working days ï29 wdl due to long term sickness absence, 24 

absences started during that period. Top main reason for absence was Mental health (35 wdl), second 

Pregnancy related disorders (16 wdl), third was Covid (11 wdl). Actions moving forward - put more focus on 

RTW compliance (66.67%) and making sure that the absence monitoring actions are taken (4 out of 6). 

Å PM ïAll LTAôs cases are being managed, focus list has been run and work is being undertaken to ensure all 

employees on that list are being appropriately supported and any relevant action plans are being put in place 

to help maintain attendance.

Å Across the division, a focus on RTW interview compliance is underway with a targeted approach to the worst 

performing areas, to identify and resolve barriers. 

Vacancy

Å The Division is now holding a weekly pay panel and vacancies are moving to recruitment faster.

Å Meetings being established with Divisional R&R lead to focus on hot spot areas and recruitment campaigns

Å PM ïnumber of vacancies have reduced, work has taken place in some areas to check how onboarding is 

going to ensure staff are retrained.

Turnover

Å PM ïhad a review of supervision/support and making sure it is more equitable across all staffing groups.

Å PM - Significant wellbeing work to support all areas including wellbeing champions, clinical supervision and 

efforts such as free food in the breakroom and massages

Å A wider turnover action plan is currently under review, with a focus on admin and clerical and HCSW staff 

groups ïwhich will impact on our hotspots. 

Å Maternity ïthe Workforce Task and finish group is now set up to have ownership of the 78 workforce related 

actions arising from the focus groups. These actions will be measured against our KPIôs including Turnover. 

Appraisals

Å Urology ïemails sent to chase for completion of outstanding appraisals. 

Å PM ï3 outstanding appraisals, 1 due to LTA, 2 outstanding (new cost centre)  - 1 has been completed and 

needs to be signed off, other is awaiting manager feedback

Å Maternity ïrefresher emails to be sent to target those outstanding. 

Core Skills

Å Urology - Monthly reports showing compliance rates, requesting protected time to complete the core skills 

training

Å PM ïall Oncology compliance has gradually dropped over the last 5 months, this has been raised at 

directorate level, two CSUôs under compliance, regular emails sent to manager where compliance is low.  

Å Maternity ïa targeted approach to be undertaken, focusing on key areas that have reduced in the previous 

months. 

The Divisional HR team has started to review areas that are possible future hotspots to consider

what work might be required to avoid these areas becoming of future concerns
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Improvement

The  graphs below support the accompanying text.

Analysis of graphs

Å The average length of a MH absence has risen between months, however it is too early to say that this is part of an upward trend. (7) Sequential points 

above/below the mean may indicate a change in process. There is a run of such points above and below the mean. Data points above/below upper/lower process 

limit are unusual. There are two recent data points below the line.

Å In terms of calendar days lost M8 has a slight decrease continuing the downward trend since August 22. There is a run of recent downward sequential points 

which is above the mean, however at present these points do not total 7 in number. MH absence remains a focus for the Trust with 32% of all Long-term absence 

being attributed to a MH issue. For short-term the figure is only 4.8%.

*Updated* Actions from the Wellbeing 

Quality Priority with metrics that can be 

reported on a monthly basis

Action Updates ïplease note following signing off the people plan we updated the sect of actions for the 

Wellbeing Quality Priority

Action 1: Getting the basics right in relation 

to wellbeing by end March 2023.

Action 2: By end March 2023, 50% of our 

people to have participated 

in a Wellbeing Check-In.

Action 3: (b) Psychological Medicine Support 

for Staff service to deliver 60 team sessions by 

the end of March 2023

Action 1: This update is provided in Year 1 priorities from Theme 1 of the People Plan on slide 2

Action 2: As of end of Nov ó22 there have been 5,673 WellbeingCheck-ins held with substantive staff since Sept 

'21. Recognising that some people have had more than 1 Check-in, the total number of people having at least one 

check-in is 3,944 ï29.1% of our workforce. We therefore need to ensure people are participating and recording 

check-ins to achieve our 50% target by end Mar '23.

Action 3: (b) There has been a hiatus in the Staff Support Service since substantive funding was agreed at end 

October '22 and a few staff left prior to funding being agreed. 2.4 psychologists have now been recruited and will be 

joining by end March '23. Before the hiatus 26 sessions had been held.

Reducing our Mental Health Absence

Reducing our Mental Health Absence  

Reducing our Mental Health 

Absence  

Learning | Respect | Delivery | Excellence | Compassion | Improvement
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The  graphs below support the accompanying text.

Background What the chart tells us Issues 

Data taken from ESR for a 

rolling 12 months. Sickness 

% is wte absent/wte 

availability.

There has been a small 

increase in absence between 

months. Data points which fall 

outside the grey dotted lines 

(process limits) are unusual and 

should be investigated. There 

are 4 recent data points which 

are above the upper process 

limit. Further when there are 2 

out of 3 points near the upper 

process limit, this is a warning 

that the process is changing. 

COVID19 absences which may yet 

increase are remaining relatively constant. 

In November The Trust averaged 110 

COVID19 related absences. September, 

October and November have all (as 

expected) had month on month increases in 

terms of days lost from Cough/Colds/Flu. 

Less COVID19 the Trustôs underlying rate 

of absence is 3.2%, which is unchanged 

from M7. Of this 1.5% (47% source ESR)  

is short term. By staff group the highest 

rates are being experienced by Estates 

8.2%, and ACSs 6.7%.  In terms of  

Divisional rates NOTSSCaN at 5.0% is 

highest. Estimated cost of annual sickness 

in terms of lost productivity is £22.3m -

source ESR. Return to Work compliance 

rates are to be targeted for improvement to 

try and reduce absence rates. 

HR Metric Performance Target

Sickness  % 4.6% 3.1%
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COVID19

Return To Work Interviews

Division Total
Av. Days to 
Complete

NOTSSCaN 45.7% 8

SUWON 56.8% 6.52

MRC 53.8% 7.14

CSS 41.6% 8.03

Corporate 51.5% 6.35


