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Executive Summary (1)

Quality and Safety
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Other

MSSA

Page 45 

Dementia screening performance was 

71.7% in August  (reporting is one month 

in arrears). Performance exhibited 

common cause variation and has 

consistently not achieved the target of 

90%.

Indicators exhibiting special cause variation (+/-) or consistently failing target: M6 (September 2022)

71.7% 90.0% 74.8% 67.5% 82.1%
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Safeguarding Children consultations 

totalled 543 in September. Performance 

exhibited special cause variation due to 

exceeding the upper process limit of 506.

Page 33
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543 350 193 506Page 35

Family & Friends Test - Inpatient 

performance was 97.7% in September. 

Performance exhibited special cause 

variation due to exceeding the upper 

process limit of 96.8%

Measure Target

V
ar

ia
tio

n

A
ss

ur
an

ce

Mean

Lower 

process 

limit

Upper 
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97.7% 94.8% 92.8% 96.8%

Quality and Safety, continued
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1 1 -1 3

Section 42 enquires totalled 1 in 

September. Performance exhibited 

special cause variation due to successive 

periods of performance (>6 months) 

equal to the mean of 1. Low numbers 

suggest that the events are too rare to be 

meaningfully displayed in an SPC chart.
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Executive Summary (2)
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Other

MSSA

Indicators exhibiting special cause variation (+/-) or consistently failing target: M6 (September 2022)

ED 4-hour performance was 61.0% 

in September. Performance exhibited 

special cause variation due to 

consecutive performance below the 

mean as well as dropping below the 

lower process limit of 63.5%. The 

indicator has consistently not 

achieved the target.

18-week RTT performance was 

65.7% in September. Performance 

has exhibited special cause variation 

due to consecutive performance 

below the mean as well being below 

the lower process limit of 70.0%. The 

indicator has consistently not 

achieved the target.

Diagnostic waiting time performance 

(the DM01) was 6.5% in September. 

Performance exhibited common cause 

variation and has consistently not 

achieved the target of 1.0%.

Operational Performance

Measure Target
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65.7% 92.0% 73.5% 70.0% 77.0%
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61.0% 95.0% 70.4% 63.5% 77.2%
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6.5% 1.0% 7.8% 4.1% 11.5%

Pages 63

Pages 71-74

Pages 75
Pages 71-74

1566 patients were waiting 

over 52 weeks in September, 

210 patients were waiting over 

78 weeks and 18 patients were 

waiting over 104 weeks.

Performance for all three 

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

Measure Target
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1566 1656 1041 2271
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210 494 295 694
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18 42 12 72



Executive Summary (3)
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Pages 77 & 82

Indicators exhibiting special cause variation (+/-) or consistently failing target M6 (September 2022)

Operational Performance, continued

Cancer 62 day GP waiting time 

performance was 61.2% in 

September. Performance exhibited 

common cause variation in 

September. The indicator has 

consistently not achieved the target.

Cancer 2WW waiting time 

performance was 72.3% in 

September. Performance exhibited 

special cause variation, however, the 

mean of 71.1% was met in 

September.  The indicator has 

consistently not achieved the target.

72.3% 93.0% 71.1% 59.0% 83.3%
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61.2% 85.0% 65.6% 54.5% 76.7%

Pages 77-79



Executive Summary (4)
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Indicators exhibiting special cause variation (+/-) or consistently failing target: M6 (September 2022)

Sickness absence performance was 

4.6% in September. Performance 

exhibited special cause variation due 

to successive periods of performance 

(>6 months) above the mean of 4.0% 

as well as exceeding the upper 

process limit of 4.2%. The indicator 

has consistently not achieved the 

target.

Vacancies were 8.5% in September. 

Performance exhibited special cause 

variation due to successive periods of 

performance (>6 months) above the 

mean of 6.4% as well as exceeding the 

upper process limit of 7.6%. The 

indicator has consistently not achieved 

the target.

Temporary pay spend on Bank in 

September was £6.0m. Performance 

exhibited special cause variation due 

to successive periods of performance 

(>6 months) above the mean of £5.1m 

but below the upper process limit of 

£6.1m. The indicator should be 

reviewed alongside the increases in 

sickness absence and vacancies.

Temporary pay spend on Agency in 

September was £1.4m. Performance 

exhibited special cause variation due 

to successive periods of performance 

(>6 months) above the mean of £0.9m 

as well as exceeding the upper 

process limit of £1.2m. The indicator 

should be reviewed alongside the 

increases in sickness absence and 

vacancies.

Turnover was 12.7% in September. 

Performance exhibited special cause 

variation due to successive periods of 

performance (>6 months) above the 

mean of 11.5% as well as exceeding 

the upper process limit of 12.2%. 

Appraisal (non medical) performance 

was 94.3% in September. Performance 

exhibited special cause variation due 

to exceeding the upper process limit of 

82.4% and successive periods of 

performance (6 months) above the 

mean of 66.1% . The indicator has 

achieved the target for the last 3 

months but has not yet achieved this 

for successive periods to trigger 

process assurance.

Workforce Workforce, continued

Measure Target
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4.6% 3.1% 4.0% 3.9% 4.2%
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8.5% 7.7% 6.4% 5.2% 7.6%
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12.7% 12.0% 11.5% 10.8% 12.2%

Measure Target

V
a
ri
a
ti
o
n

A
s
s
u

ra
n

c
e

Mean

Lower 

process 

limit

Upper 

process 

limit

6.0 5.1 4.1 6.1
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1.4 0.9 0.6 1.2
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94.3% 85.0% 66.1% 49.8% 82.4%

Pages 88-101

Pages 88--104, & 108

Pages 88-101, & 106 

Pages 88-101, & 105

Pages 88-101, & 105

Pages 88-102 



Executive Summary (5)
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Indicators exhibiting special cause variation (+/-) or consistently failing target: M6 (September 2022)

Core skills training compliance was 

90.7% in September. Performance 

exhibited special cause variation due 

to successive periods of performance 

(>6 months) above the mean of 87.7% 

as well as exceeding the upper 

process limit of 89.2%. The indicator 

has consistently achieved the target. 

Consideration will be given to re-

setting the process limits within the 

SPC chart to reflect the sustained 

improvement and change in process.

Data Subject Access Requests 

(DSARs) performance was 66.0% in 

September. Performance exhibited 

special cause variation due to 

successive periods of performance (>6 

months) below the mean of 78.4%. 

The indicator has consistently not 

achieved the target.

Data security training compliance 

was 94.2% in September. Performance 

exhibited special cause due to 

successive periods of performance (>6 

months) above the mean of 85.1% as 

well as exceeding the upper process 

limit of 89.8%. The indicator has not yet 

consistently achieved the target.
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66.0% 80.0% 78.4% 63.5% 93.3%
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90.7% 85.0% 87.7% 86.1% 89.2% Page 116

Workforce, continued Digital

94.2% 95.0% 85.1% 80.4% 89.8%

Pages 88-101 & 110

Page 116
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Executive Summary (6)
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Integrated themes and issues from Month 6 (September 2022)

8

Income & Expenditure - Performance Versus Plan

Income and Expenditure (I&E) performance in September

generated a £0.1m surplus. This was better than August

because of increased income and a reduction in the

underlying deficit. Adjusting for this the run rate deficit

improved from £3.2m per month to £2.7m per month.

The phased forecast scenarios previously presented to the

Board have now been updated to reflect the improved

performance in September and a reassessment of the

financial recovery plan. The scenarios now range from -

£0.7m to -£38m (M5: -£3.0m to -£47m). Income

opportunities have improved and risks have reduced.

However, the opportunity to reduced costs has been

reassessed downwards because of limited progress to

date, but opportunities remain. Based on the scenarios, the

Trust must prepare a contingency plan in case it needs to

utilise its working capital facility in Q4.

Commissioning income including passthrough income

was £0.2m worse than plan in September. Passthrough

drugs and devices was £0.3m better than plan offset by

other commissioning income being £0.5m worse than plan.

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

£1.1m better than plan in September. This is mainly due to

Education income being £0.4m above plan. Year-to-date,

non-NHS income is £4.8m worse than plan mainly due to

R&D income being £2.2m worse than plan (which is offset

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

and non-clinical (non-NHS) income being £0.8m worse

than plan.

Pay costs were breakeven to than plan in-month. The

plan was adjusted for the additional element of the pay

award (original plan included 2% uplift for the pay

award). Year-to-date, pay costs are £13.6m worse than

plan principally driven by additional sessions and

temporary staffing rather than an increase in WTEs.

Overall

Pay 

Expenditure

Income

Forecast

Finance Finance, continued

Page 118-124



Executive Summary (7)
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Integrated themes and issues from Month 6 (September 2022)

9

Non-pay costs were £0.4m worse than plan in

September. Non-pay costs are £0.5m better than plan

year-to-date (£6.7m if passthrough expenditure is

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

plan. Elective recovery non-pay costs are £6.0m less than

plan and COVID-19 non-pay costs are £0.7m better than

plan.

Productivity KPIs continue to track below planned levels

with sickness, staff turnover and higher ALOS all

contributing to an estimated £17.4m 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, but 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 (18 months)

Income & Expenditure ïAdjusted Run Rate Performance (6 months)

Cash was £38.0m at the end of September, £8.1m lower

than the previous month. This was mainly due to the pay

award arrears being paid to staff.

Gross capital expenditure was £5.3m for the year to the

end of September, behind plan by £7.6m, due to both

capital schemes and PFI life-cycling being behind

trajectory.
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Cash

Finance, continued Finance, continued
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Quality and Safety
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Other

SPC charts of key performance indicators: M6 (September 2022)

MSSA
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Other

MSSA

SPC charts of key performance indicators: M6 (September 2022)

Quality and Safety
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SPC charts of key performance indicators: M6 (September 2022)

Operational Performance



Workforce
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SPC charts of key performance indicators: M6 (September 2022)



Digital
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SPC charts of key performance indicators: M6 (September 2022)
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Quality ï

Outcomes & Patient experience 
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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 ïJuly 2022



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

Census

435 7.67 7.1 2.19 2.0 9.86 9.70 9.1 98.89 % 5 2 0 0 13.56% 11.37% 7.78% 5.94% Yes 3.61% 8.29 14.53% 29 7 2 1 2 0

527 3.73 4.3 2.32 2.7 6.05 6.32 7.0 100.00 % 2 1 2 1 24.15% 26.62% 4.84% 9.29% Yes -1.96% 8.00 12.51% #N/A #N/A #N/A #N/A #N/A #N/A

80 18.14 15.8 3.02 2.0 21.16 17.8 0 0 1 0 22.00% 8.81% 5.35% 8.42% Yes 3.77% 8.00 15.54% #N/A #N/A #N/A #N/A #N/A #N/A

366 5.40 6.2 1.89 2.8 7.29 8.66 9.0 100.00 % 0 0 0 0 3.86% 7.47% 4.45% 4.09% Yes 0.82% 8.43 12.21% 4 0 0 0 0 0

248 7.67 6.7 1.58 1.7 9.25 9.00 8.4 84.44 % 0 1 0 0 22.65% 19.06% 2.54% 10.33% Yes 2.98% 6.71 12.05% 46 2 1 1 0 0

720 5.10 4.3 3.05 2.7 8.15 7.94 7.1 100.00 % 0 0 1 4 -5.62% 1.86% 3.76% 2.91% Yes 0.82% 8.00 12.17% 3 0 0 0 0 0

262 7.67 7.5 2.56 0.3 10.23 10.52 7.8 96.67 % 1 0 0 0 6.39% 12.87% 4.35% 0.00% No 0.24% 6.43 13.31% 6 3 0 1 0 0

703 5.23 4.9 2.90 2.6 8.13 8.29 7.5 100.00 % 4 0 1 6 12.49% 28.82% 6.56% 5.00% Yes 6.02% 8.57 8.68% 5 4 0 1 0 0

382 5.75 5.3 0.96 2.7 6.71 11.29 8.0 100.00 % 0 0 1 0 11.69% 25.14% 2.52% 8.22% Yes -6.27% 10.43 10.44% 15 3 0 0 1 0

1191 15.38 11.7 1.64 1.3 17.02 13.0 6 2 0 0 17.93% 12.91% 8.12% 6.04% No 13.79% 8.43 15.03%

568 3.82 3.6 5.23 3.6 9.05 9.03 7.2 100.00 % 2 0 2 2 7.59% 10.00% 7.38% 5.00% Yes 1.66% 9.14 14.27% 1 0 0 0 0 0

680 4.94 5.0 3.96 4.1 8.90 10.47 9.1 100.00 % 1 0 0 3 14.51% 12.25% 3.09% 2.36% Yes 5.97% 8.43 9.70% 16 4 0 1 0 0

351 4.73 4.0 5.83 5.7 10.56 11.64 9.7 100.00 % 0 0 1 3 -3.60% 28.89% 4.32% 3.02% Yes 0.64% 8.71 11.38% #N/A #N/A #N/A #N/A #N/A #N/A

660 6.45 6.4 5.20 5.3 11.65 13.69 11.7 100.00 % 1 0 1 2 4.11% 7.27% 4.80% 3.37% Yes 2.91% 8.71 14.14% 7 1 1 0 0 1

304 30.82 25.6 3.29 3.1 34.11 28.6 8 0 2 0 -3.06% 12.27% 2.76% 6.32% Yes 46.92% 8.71 10.49%

365 9.59 6.3 5.46 1.9 15.05 13.33 8.2 98.89 % 2 0 0 0 -36.96% 12.50% 0.97% 1.29% Yes 2.36% 7.86 9.27% 18 5 2 0 0 0

990 5.80 4.6 2.73 2.5 8.53 7.97 7.2 100.00 % 2 0 2 1 18.01% 7.51% 6.30% 7.52% Yes 2.82% 8.43 12.98% 26 5 0 0 0 2

341 5.69 8.1 1.73 1.0 7.42 9.73 9.1 100.00 % 0 0 0 0 5.66% 15.86% 4.51% 6.62% Yes 0.20% 6.29 11.59% 32 11 1 1 2 0

665 5.79 5.1 3.25 2.7 9.04 8.01 7.8 92.22 % 2 0 1 2 16.78% 4.56% 7.23% 7.86% Yes -1.50% 8.00 12.20% 3 4 2 0 0 0

702 4.03 4.1 3.18 2.9 7.21 7.93 7.1 98.89 % 0 0 3 9 16.89% 4.10% 9.35% 4.56% Yes 2.82% 8.43 13.05% 0 1 0 0 0 0

79 3.88 7.0 2.42 5.1 6.30 7.59 12.1 26.67 % 0 0 0 1 22.73% 26.73% 8.35% 6.03% Yes 6.29% 8.00 16.78% 3 1 0 0 0 0

626 4.48 4.2 2.42 2.8 6.90 7.68 6.9 100.00 % 0 0 0 1 18.34% 0.00% 2.88% 0.00% Yes 1.45% 8.00 15.75% 4 0 0 0 0 0

340 27.43 27.3 0.00 0.0 27.43 27.3 2 0 0 1 18.84% 6.38% 4.39% 7.95% Yes 2.71% 9.00 13.44% 1 0 0 0 0 0

660 4.18 4.2 3.66 3.7 7.84 9.32 7.9 100.00 % 0 0 1 4 -2.75% 1.21% 1.47% 8.71% Yes 4.82% 8.43 15.55% #N/A #N/A #N/A #N/A #N/A #N/A

600 4.60 4.3 3.45 3.2 8.05 9.03 7.5 84.44 % 2 1 6 4 -1.25% 13.12% 12.23% 5.26% Yes -0.91% 8.43 10.35% #N/A #N/A #N/A #N/A #N/A #N/A

1020 5.26 5.1 2.12 2.2 7.38 7.96 7.3 83.33 % 0 0 0 1 11.15% 11.27% 4.86% 3.81% Yes 6.24% 6.43 14.10% 11 2 0 0 0 0

750 5.06 4.5 3.68 2.1 8.74 7.88 6.6 93.33 % 2 0 0 3 21.31% 9.61% 5.33% 2.73% Yes 0.14% 3.86 11.99% 14 3 0 0 0 0

535 4.47 4.2 3.19 3.9 7.66 8.38 8.1 96.67 % 0 0 4 3 17.07% 18.62% 4.06% 8.66% Yes 2.71% 8.00 12.99% 4 0 0 0 0 0

501 4.74 4.4 3.94 4.0 8.68 10.56 8.4 96.67 % 0 0 2 1 1.98% 9.59% 4.28% 9.25% Yes 1.50% 8.71 11.45% 4 1 0 0 0 0

625 4.18 4.4 3.14 3.3 7.32 10.07 7.6 100.00 % 1 0 1 6 15.33% 0.00% 3.26% 8.70% Yes 0.32% 7.86 11.70% 1 1 0 0 0 0

600 4.03 4.0 3.45 3.7 7.48 8.47 7.7 85.56 % 0 0 1 2 -0.63% 4.86% 3.50% 6.56% Yes 0.69% 8.71 7.92% #N/A #N/A #N/A #N/A #N/A #N/A

304 15.67 24.3 0.00 0.0 15.67 0.00 24.3 2 0 1 0 15.37% 10.20% 3.99% 5.67% Yes 0.49% 8.57 14.36%

5.75 1.22 6.97 7.98 47.78 % 7 1 2 2 12.16% 4.50% 2.89% 5.87% Yes 4.36% 8.14 12.16%

300 17.25 6.4 8.63 3.2 25.88 9.6 0 0 1 2 34.24% 10.02% 6.01% 0.00% Yes 0.70% 7.43 15.44%

6.69 4.47 11.16 7.29 62.22 % 0 0 2 6 22.26% 7.34% 8.00% 3.00% Yes -1.10% 2.71 12.88%

15.61 4.93 20.54 5 1 1 4 23.76% 9.42% 4.76% 6.57% Yes -2.51% 6.71 15.50% 377 121 44 30 30 10

495 5.75 5.3 5.05 3.7 10.80 8.86 9.0 100.00 % 0 0 1 4 6.65% 4.20% 1.81% 5.63% Yes 9.90% 5.57 13.95% 11 2 0 1 0 0

11.67 3.58 15.25 5 0 0 5 29.31% 17.78% 3.92% 5.73% No 14.50% 8.29 11.65% 604 219 113 77 129 19

900 4.62 3.4 4.28 2.7 8.90 7.80 6.2 100.00 % 0 0 5 4 2.39% 12.85% 4.58% 2.28% Yes 0.39% 2.86 15.80% 1 0 0 1 0 0

827 4.32 3.9 3.70 3.3 8.02 8.83 7.1 100.00 % 1 0 4 4 -5.45% 8.40% 3.98% 2.23% Yes -2.37% 2.86 10.96% 1 0 0 1 0 0

540 4.11 4.0 6.21 5.6 10.32 9.98 9.6 100.00 % 0 0 0 4 17.10% 7.76% 4.75% 4.60% Yes 0.63% 5.00 14.35% #N/A #N/A #N/A #N/A #N/A #N/A

720 7.67 7.2 5.79 5.2 13.46 9.34 12.4 100.00 % 0 0 2 2 8.76% 2.41% 4.43% 2.82% No 2.16% 8.86 11.75% 3 1 0 3 0 0

681 5.27 5.3 5.26 5.0 10.53 7.92 10.3 100.00 % 3 0 0 3 22.82% 7.27% 2.71% 6.40% Yes 2.00% 9.57 10.06% #N/A #N/A #N/A #N/A #N/A #N/A
568 7.67 5.1 3.19 3.3 10.86 8.96 8.4 100.00 % 0 0 1 3 16.01% 3.32% 5.20% 1.77% Yes 3.59% 9.29 10.44% 9 0 0 0 0 0

600 4.60 4.5 1.91 2.0 6.51 7.06 6.5 98.89 % 0 0 0 2 23.18% 5.79% 2.38% 6.36% Yes -13.07% 9.71 14.49% 2 1 0 0 0 0

414 5.73 6.0 3.05 3.0 8.78 5.62 9.0 100.00 % 2 0 0 0 6.09% 3.49% 2.65% 0.00% Yes -2.73% 8.43 11.70% 43 3 0 0 0 0

624 5.10 5.0 2.33 2.0 7.43 7.51 6.9 100.00 % 4 0 2 2 25.09% 13.27% 4.09% 7.89% Yes 12.20% 8.43 14.26% #N/A #N/A #N/A #N/A #N/A #N/A

300 5.81 5.4 3.44 4.6 9.25 9.44 10.0 100.00 % 0 0 2 1 37.05% 36.32% 8.56% 0.00% Yes 0.05% 7.57 14.12%

593 6.25 5.6 2.42 2.4 8.67 8.18 8.0 96.67 % 1 0 5 9 16.24% 13.33% 3.07% 6.83% Yes 6.51% 7.86 14.39% 15 3 0 1 0 0

387 5.37 5.6 3.06 3.4 8.43 9.11 9.0 100.00 % 1 0 2 1 29.05% 5.74% 3.80% 10.73% Yes 3.26% 7.86 11.75% 8 1 0 0 0 0

353 5.78 5.5 1.92 3.6 7.70 9.60 9.1 100.00 % 2 0 0 1 19.53% 18.80% 4.80% 0.00% Yes 1.43% 8.29 11.16% 3 0 0 0 2 0

540 5.14 5.1 2.65 3.2 7.79 8.87 8.3 100.00 % 1 0 1 2 29.33% 25.93% 7.31% 3.85% Yes -1.76% 8.29 15.35% 12 1 0 0 0 0

590 4.61 4.6 2.37 3.1 6.98 8.57 7.7 100.00 % 5 0 3 8 3.34% 7.64% 3.77% 3.87% Yes 5.77% 8.29 16.76% 13 4 1 0 0 0

511 9.81 5.0 5.23 2.6 15.04 7.55 7.7 100.00 % 2 0 6 2 6.51% 20.92% 3.57% 0.00% Yes -0.19% 8.57 16.86%

437 6.22 6.1 3.09 2.5 9.31 8.60 8.6 100.00 % 2 1 0 2 35.15% 1.82% 5.24% 3.39% Yes 5.48% 11.57 12.51% 20 3 0 0 0 0

653 7.46 5.1 2.77 1.9 10.23 8.01 6.9 94.44 % 3 0 1 1 33.05% 1.47% 3.68% 8.52% Yes 1.56% 8.57 16.99% 12 4 2 0 0 0

456 6.54 5.3 2.21 2.7 8.75 9.02 8.0 100.00 % 0 0 1 7 26.16% 1.50% 0.92% 6.67% Yes 6.63% 8.86 12.37% 76 9 1 0 1 1

536 5.79 5.0 3.09 2.1 8.88 7.19 7.2 95.56 % 0 0 0 1 29.47% 17.61% 0.68% 3.27% Yes 1.54% 8.57 16.47% 29 3 2 1 0 0

122 18.85 8.9 8.60 6.7 27.45 15.6 0 0 0 0 Yes -0.09% 6.14 10.66%

682 20.04 13.1 4.79 1.5 24.83 14.6 1 0 0 0 Yes -0.89% 6.71 11.29%

1516 4.21 2.27 3.17 1 7.38 3.1 1 0 0 0 Yes 6.41% 6.14 12.17%

422 3.09 4.79 1.86 2 4.95 6.6 0 0 0 0 Yes 1.85% 6.14 11.40%

419 27.44 31.7 4.17 3.4 31.61 35.1 14 0 6 2 0.06% 15.17% 5.92% 4.52% Yes -2.44% 8.57 12.31%
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The safe staffing dashboard for September 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. Due to continued high absence rate across the Trust, 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.

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

Performance Indicators). There have been a few areas where unused contracted hours are increasing and these are being monitored

and addressed by the Divisional Directors of Nursing.

In CSS there have been an increase in reporting of nursing administration or omission medication errors. A number of initiatives are

happening in adult intensive care as a result. These include, a medicines safety group lead by clinical governance nurse and

pharmacist, thematic analysis, the unit education team targeting medication education, and a review of budgeted establishment to

possibly include some new pharmacy roles to support.

In SUWON there is a divisional led deep dive analysis on falls that are unwitnessed.

Band 5 RN vacancy and turnover continues to remain stable with another small decrease this month.

During September there were 28 new internationally educated nurses (IENôs)that joined the Trust. 32 IENôssuccessfully completed

their OSCE and now awaiting their NMC Pin. A bid for funding was submitted to support the recruitment of 6 Internationally Educated

Midwives which has subsequently been successful and approved.
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Nursing and Midwifery Staffing Workforce Report ïSeptember 2022
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Band 5 RNs in Post, Budget, Leavers and Starters and Turnover Trajectory in September 2022
.
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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 increased this month compared to 

the previous month 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. September saw an 

increase of new starters 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 Registered Nurse Turnover Trajectory ïSeptember 2022
.
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Band 5 RN turnover continues to 

reduce below the target of 12%.

The trend of band 5 turnover 

continues to decline.

Nursing and Midwifery Staffing; 
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RN and Midwifery Turnover ïSeptember 2022
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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 decrease for all bandôs.  

Turnover has decreased across all levels of midwives.   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. Maternity have

36 newly qualified midwives joining the Trust which will impact the reduction in turnover for band 5 midwives.  NHSE/I have 

awarded funding to recruit six internationally educated midwifes to be recruited during 2023.

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 

currently shows a minus percentage vacancy due to 

the focused recruitment to support the new Critical 

Care Department.

Band 6/7 RN vacancies continues to remain consistent 

with the previous month.  

Nursing and Midwifery Staffing; 

RN and Midwifery Vacancies ïSeptember 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 continued to 

increase.  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 ïSeptember 2022
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Maternity

Red areas:

ÅReturns to Theatre ï4 (1.5%) Return to theatre for examination under anaesthesia. Unavoidable. Local investigation.

ÅTest Result Endorsement ï61% There is a quality improvement project in progress. Work continues with each area and the leads 

for each service. 

Amber areas:

ÅMidwife:birth ratio ï1:28.4 This has increased from the previous month. Staffing is monitored on a daily basis and reported to the 

Trust Safe Staffing meeting. New supernumerary midwives joined the Trust in September.

ÅMothers Birthed - 679 There were 39 more women who birthed in September compared to August.

Green:

ÅPercentage of Women Initiating Breastfeeding ï84% This is an increase from the previous month where it was 71% which was 

very low compared to previous months. The infant feeding team have continued to provide training to staff, and training restarted face 

to face in September 2022.

ÅUnexpected term admissions to NNU ï17 (2.%) This is a reduction from the previous month. There were 28 unexpected term    

admissions to SCBU reviewed in September. 19 were graded as óAô no care issuesidentified; appropriate guidelines followed. 9 were 

graded as óBô cases issues identified but these did notimpact the care or management. Learning has been fedback to the areas and 

through the intrapartum group meeting.

ÅPPH > 1.5L vaginal births ï13 (1.9%) This is a reduction from the previous month. These are reviewed using the PPH proforma.
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Hospital Acquired Pressure Ulceration (HAPU) Report Oct 2022
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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 HAPU Category 2 and 
above skin damage are 
confirmed by the Tissue 
Viability Team where possible.

Chart 1: Reported Incidence of 
HAPU Cat 2  April 2019- Sept 
2022

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 2019ςSept
2022
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Moderate Impact Incidents by Clinical Area: Q1-2, 2022
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HAPU: Analysis, Discussion and Actions
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ANALYSIS: Of the 6 incidents reported as Moderate Impact in September, all were Category 3 pressure ulceration. The age 

range of the individuals affected was between 0-89, youngest under 9 months. All patients were assessed as being at high risk 

of pressure damage prior to the identification of the skin damage, with 3 of the incidents reported at an earlier stage of 

pressure damage The average length of stay until identification of Cat 3 pressure damage was 22 days (range 9-35). The use 

of medical devices, were associated with 2 of the 6 incidents, including the baby. The average surface area of the skin 

damage was 2cm x 2cm. 

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 70% and AHPs 53%.

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 is scheduled for 6th November 2022 and will be presented at 

Clinical Improvement Group early 2023.

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

programme.
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The chart below shows all patient reported falls by the level of actual harm between October 2021 ïSeptember 2022

September 2022 summary: There were 160 falls reported in

September, which represents a 18.8% reduction compared to

August (190). This total is significantly lower than the rolling average

of 190.1 reported falls per month and is lower than the total falls for

this time last year (174) (2021/22 performance is affected by the

coronavirus pandemic). Falls resulting in harm (minor and above)

accounted for 51 (31.9%) of all falls this month, which is marginally

lower than Augustôsperformance (61, 32.1%). Five falls resulted in

higher severity harm levels (5/160, 3.1%): Moderate - 5, which is

higher than August (2.6%) and the rolling monthly average of 2.1%.

Harm level September ó21*September ô22

No harm 124 104 (Ź)

Near miss 5 5 (-)

Minor 41 46 (ŷ)

Moderate 3 5 (ŷ)

Major 1 0 (Ź)

Death 0 0 (-)

Total falls 174 160 (Ź)

Sept performance: annual comparison 2021* vs 2022

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

IDENTIFIED THEMES:

ÅIn-month reduction in total falls

ÅMarginal (+0.5%) increase in proportion of falls with 

higher severity harm. 

ACTIONS:

ÅReview the outcomes of the harm-free falls review 

meetings and action plans for the five incidents of 

moderate harm and above at the next HFAG. 

Top five categories of falls September 2022

Previous month comparison

Category Aug Sep

Unwitnessed Fall ïfound 

on floor 71 61 (Ź)

Fall from bed 19 22 (ŷ)

Fall From Chair / 

Wheelchair/Commode 25 20 (Ź)

Fall whilst mobilising/ 

walking without assistance 20 20 (Ź)

Fall in bathroom/shower/

from toilet 16 10 (Ź)

ANALYSIS:

The total number of reported falls in September reduced by 18.8% compared to August, which is attributable to a reduction in 

both falls without and with harm. There is one fewer day in September which would account for a 3% reduction in reporting 

time. Falls with a higher severity harm (moderate and above) were equivalent to August, but marginally increased as a 

proportion of in-month falls from 2.6% to 3.1% due to a lower denominator.

Top five categories of falls - rolling 12-month period: October 2021 to September 2022 
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Complaints

32

Complaints reporting September 2022

The Trust received and recorded 86 formal complaints in September 2022, which is a decrease in the number received in August 2022 (n=99).

Emerging/continuing themes

Complaints for the Emergency departments continue to be received, with 13 in total in September, which is an increase from 8 received in August. Issues include

discharge arrangements, inadequate pain management, attitude of medical staff and waiting times.

Of the 86 complaints received in September, 29 of them were for the NOTSSCAN Division. The breakdown by Directorate is as follows:

Childrens ï4

Neurosciences ï7

Ophthalmology ï6

Specialist Surgery ï4

Trauma and Orthopaedics - 8

Issues for NOTSSCAN include 7 complaints regarding appointment delays, waits and cancellations. There were 7 further complaints regarding clinical treatment

including issues of inappropriate treatment, dispute over diagnosis, inadequate record keeping and delay or failure in treatment or procedure

Update on last monthôstheme

In August, the Trust received 16 formal complaints relating to maternity services. However, in contrast, September saw just 7 complaints received for this area, the

issues included inadequate support, mismanagement of labour and communication with patient. Complaints for Maternity will continue to be monitored and reported on.

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.

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- September 2022

Friends and Family Test Update

ÅThe Birth section for Maternity FFT still 

continues to operate well with another 100 

responses this month. Due to a significant 

increase in birth in September, this equated 

to a 16% response rate. 

Å The approval rate has increased to 86%, and 

we will work to continue to monitor this as 

the months go on and the process continues 

to embed. 

ÅThe paper forms and the online survey for all 

4 services are ready, so the Patient 

Experience team will now work to promote 

the FFT process within Maternity with staff 

and patients to ensure it is publicised, 

utilised and feedback is acted on.

ÅWe have recognised an error affecting the 

free text comments received from the SMS 

Birth responses and have raised this with our 

provider. We are working to ensure this is 

rectified as a matter of urgency.

National/ICB Comparisons

ÅNational/ ICB Comparisons are only 

available for the previous months data-

August but highlight some notable findings 

to monitor.

Å The Emergency Department data highlights 

that OUH's response rate for ED is 9% 

higher than its ICB average at 25%,with 

1753 responses.

Å In regard to the Inpatients data, OUH 

operate with a response rate 2% higher than 

the ICB average and 5% higher than the 

national average.

The Friends and Family Test for the Long

Covid Clinics are now up to date and including

feedback from both the Adult and Children's

clinic run within the Trust. The data is reported

to NHS England on a monthly basis.

Scale, Spread and Embed

The work with Imperial College London on the 

free text analysis algorithm continues. The 

Patient Experience team have been working to 

establish a project group for the next phase of 

the project- the dashboard development 

phase.

Work is now underway to scope the 

requirements for the dashboard, understand 

the data transfer process and to onboard the 

trial areas in order to gather their preferences 

for the dashboard design based on 

their requirements for the data



Patient Experience- September 2022

National Adults Inpatient Survey 2021

This year we also had access to free text analysis which 
respondents were able tohighlight areas where the Trust 
performed well and areas where we could improve. The 

areas highlighted for improvement were:

The results for the National Inpatient Survey 2021 published on the 29th 

September 2022. The Trust released a statement celebrating the 

results- found here. There were a number of areas to celebrate and 

some areas highlighted for further improvement work. The Patient 

Experience Team are working to produce a full Trust summary for 

Nursing, Midwifery and AHP Board in November.

What we did well:

άbǳǊǎƛƴƎ ŎŀǊŜ ǿŀǎ ŜȄŎŜƭƭŜƴǘΦ L ŀƭǿŀȅǎ ŦŜƭǘ ǎŀŦŜ ŜǎǇŜŎƛŀƭƭȅ ŀǘ ƴƛƎƘǘΦ ¢ƘŜ 
ōŜƭƭ ǿŀǎ ŀƴǎǿŜǊŜŘ ǉǳƛŎƪƭȅΣ ǘƘŜ ƴǳǊǎŜ ŀƭǿŀȅǎ ŎƘŜŜǊŦǳƭ ŀƴŘ ƪƛƴŘΦέ

άL ŎƻƴǎƛŘŜǊ ǘƘŀǘ Ƴȅ ƻǾŜǊŀƭƭ Ŏƻƴǎǳƭǘŀǘƛƻƴ ŀƴŘ ŎŀǊŜ ŀǘ ǘƘŜ Wwhospital was 
excellent from all parties concerned.From initial consultation through 
to final post operative review the staff were pleasant efficient and 
informative. The hospital itself was easy to find where to go and hada
ŀǳǊŀ ƻŦ ŜŦŦƛŎƛŜƴŎȅέ

άL ƘŀǾŜ ōŜŜƴ ƛƴ ǎŜǾŜǊŀƭ ŘƛŦŦŜǊŜƴǘ ƘƻǎǇƛǘŀƭǎ ƻǾŜǊ ǘƘŜ yearsand I can 
honestly say the care I received in JR as an inpatient was absolutely 
second to none. The nurses and doctors spoke not just to me in 
a respectful, empathic and caring manner but to other patients as well 
ŀǎ ŜŀŎƘ ƻǘƘŜǊΦ bƻǘƘƛƴƎ ǎŜŜƳŜŘ ǘƻƻ ƳǳŎƘ ǘǊƻǳōƭŜέ

What our patients want us to improve:

άaƻǊŜ ǎǘŀŦŦ ǿƻǳƭŘ ƘŀǾŜ ƳŀŘŜ ǘƘŜ ǘƛƳŜ ŀ ƭƛǘǘƭŜ ŜŀǎƛŜǊ ŦƻǊ ǘƘŜ ǎǘŀŦŦ ƻƴ ŘǳǘȅΦ ¢ƘŜȅ ǿŜǊŜ Ǌǳƴ ƻŦŦ 
ǘƘŜƛǊ ŦŜŜǘέ

ά{ŎƘŜŘǳƭŜŘ Ǉŀƛƴ ƳŜŘƛŎŀǘƛƻƴ ǿŀǎ ŦǊŜǉǳŜƴǘƭȅ bh¢ ƻƴ ǎŎƘŜŘǳƭŜΣ ŎŀǳǎƛƴƎ ƛƴŎǊŜŀǎŜŘ ŘƛǎŎƻƳŦƻǊǘ 
and lack of sleep. Response times whenrequestingpainmedication could be long (>>30 
Ƴƛƴύέ

My discharge from the hospital was confused and delayed mainly due to problems in getting 
medication from pharmacy. I was informed that I could leave at 11 am and actually leftthe 
hospital at around 9 pm all seemingly due to difficulties in obtaining my medication 
ǊŜǉǳƛǊŜƳŜƴǘǎ ŀƴŘ ƎŜǘǘƛƴƎ ǘƘŜ ŘƛǎŎƘŀǊƎŜ ƭŜǘǘŜǊ ǿǊƛǘǘŜƴ ǳǇέ

²Ƙŀǘ ǿŜ ƴŜŜŘ ǘƻ Řƻ ōŜǘǘŜǊ Χ

Areas where our scores have declined in the last year:

Enough nurses available to 
care and support patients. 
Getting help and attention 
from staff when needed

DischargeςBeing involved in 
decisions about leaving 

hospital, taking family and 
home situation into account 
when making these plans.

Confidence in the nurses 
treating the patients

Management of pain

Help from staff to wash and 
keep clean

Knowing what was 
happening next, following 
discharge from hospital.

Able to take medication 
brought in from home 

asrequired

Receiving enough support 
from health and social care 
following discharge from 

hospital.

Having enough to drink Waiting times for a bed

To what extent did staff 
looking after the patient 
involve them in decisions 

about care and treatment?

Did hospital staff explain 
how patients might feel 
after they have had the 
operation or procedure?

What we need to do better: Organisation and administration

Discharge Process Communication and information 
giving

Care After hospital/follow up Food and drink

²Ƙŀǘ ǿŜ ŘƛŘ ǿŜƭƭΧ

We have improved our scores 
from last year in the 
following:

CommunicationςWhat 
patients should and shouldn't 
be doing after leaving hospital

Feedback on Care- During your 
hospital stay, were you ever 
asked to give your views on the 
quality of your care.

We have scored better than 
most otherTrusts in the 
following:

CommunicationςWhat 
patients shouldand shouldn't 
be doing after leavinghospital

Who to contact if you are 
worried aboutyour condition 
or treatment afterdischarge

Information about medications 
on discharge

https://www.ouh.nhs.uk/news/article.aspx?id=1824&returnurl=/default.aspx&pi=0


Learning | Respect | Delivery | Excellence | Compassion | Improvement

Safeguarding Children June 2022
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Consultation activity increased over September by 103 (n=543). Neglect and emotional issues

remain the main category of concern. The team attended 28 multiagency meetings.

Mental health, self-harming presentations and assaults increased over September leading to an

increase in admission for treatment (18%). It is of concern there was an increase of 8-12yo

presentations for self-harm. Information has been escalated to Public Health, school health

teams and the three areas self-harm forums to consider preventative work.

Complex maternity safeguarding remains high with 27.3% of pregnancy bookings (n=170),

domestic abuse and illicit drug use remain the prominent theme. Homelessness with drug and

alcohol use is increasing. The team work closely with Turning Point (drug & alcohol service) to

manage cases.

The MASH activity increased causing a backlog in sharing health information. Additional

resourcing to ensure resilience is required.

Safeguarding Liaison information is shared to primary care and social care for open

cases when children present to ED or admitted with a safeguarding concern. In

September there was an increase of 44 (n=1001) attendances. Safeguarding increased

by 77 (n=652). Health visitor information shares for babies under the age of one dropped

by 14 (n=294). The number of frequent attendances to ED increased by 43 (n=117).

Adults attending ED with safeguarding concerns and have responsibility for children

reduced by 5 (n=55). The main theme related to self-harm and domestic abuse, and all

followed up or referred to MASH.

The level of information requests for child protection conferences continues to be high.

There were 82 requests for 52 families (76 children and 8 unborn babies). EPR records

are all flagged. This ongoing activity is putting pressure on the admin function in the

team.

Safeguarding Children Training Compliance

Level 1 compliance remained at 93% = a gap of 282 staff. Level 2 remains at 90% =

a gap of 742 staff and level 3 increased by 2% to 82% = 281 gap in training. Level 3

training remains below the 90% KPI. Maternity are above the KPI in level L1 (92%)

and L2 (93%) and at 82% for L3. Additional safeguarding training is provided on

prompt training. Children's directorate are at 93% L1, 78% L2 and 83% L3.

Courses are available and most remain undersubscribed, staff and managers are

encouraged to support to improve compliance. E-learning is available for all levels.

Safeguarding Children October 2022
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Adult Safeguarding June 2022

Activity

Chart 1: Combined activity decreased by 186 (n=537). EPR referrals

decreased by 18 (n=243). Ulysses incidents decreased by 11 (n=82)

and consultations significantly decreased by 157 (n=216). The

category data has been refined to streamline with reportable data sets.

Chart 2: Domestic abuse, neglect and self-neglect remain the main

categories of concern.

Governance: Team capacity issues due to sickness and vacancy

continued and the team prioritised consultations and supporting staff

with capacity and DoLS assessments.

Domestic Abuse, Stalking and Harassment (DASH) are now live on

EPR.
Chart 1: Combined Activity Chart 2: Consultations

Chart 3: DOLS Applications by Division

Statutory responsibilities

Chart 3: There were 34 Deprivation of Liberty Safeguards (DoLS)

applications reviewed during September, a reduction of 16. As capacity

improves within the team training and ward walk abouts to support

capacity assessments will be recommenced.

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

September for MRC related to concerns of neglect. This report has been

sent out for review. There are currently four open s42 enquiries, all for

MRC Division.

There is an ongoing Domestic Homicide review being undertaken.

Information has been shared for 3 cases at the Homeless Mortality

review group.

Governance: Learning from investigations are disseminated to the

division.
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% = 837 staff require training. Level 3,4 & 5 compliance remained at

91% with 371 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% = 339 staff that require training, and

level 2 remained at 92% = 727 staff require training.

Level 3 safeguarding adult training implementation is delayed due to

team capacity, this is expected to commence in December and

remapping of staff will be required prior to implementation.

Adult Safeguarding October 2022 
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Health and Safety- RIDDOR Reports to the HSE

Person type: Staff

RIDDOR type: Another kind of accident

Accident type: Accident - over 7 day absence

Incident location: Oxford Heart Centre-JR

Incident details : The injured party (IP) was a staff member who injured their hand which was  trapped between the wall and 

handle of a wheelchair when transporting a patient.

Additional information: The IP suffered soft tissue damage and was off work unwell for over 7 consecutive days.

Incident outcome: Actual impact 2 ïminor injury / illness

Lessons learned: Reviewed by Health and Safety team and local management. Staff reminded of risks in safety huddle.
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Health and Safety- RIDDOR Reports to the HSE

Person type: Staff

RIDDOR type: Lifting and handling injuries

Accident type: Accident - over 7 day absence

Incident location: Sterile Services-JR

Incident details : The injured party (IP) was a staff member who injured their back lifting a surgical set from a low shelf.

Additional information: The IP suffered sprains and strains and was off work unwell for over 7 consecutive days.

Incident outcome: Actual impact 2 ïminor injury / illness

Lessons learned: Reviewed by Health and Safety and back care teams who reviewed the environment and current 

practices. Manager advised of process improvements and supported with developing a Safe System of Work.
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Health and Safety- RIDDOR Reports to the HSE

Person type: Staff

RIDDOR type: Lifting and handling injuries

Accident type: Accident - over 7 day absence

Incident location: Gynaecology Ward -JR

Incident details : The injured party (IP) was a staff member who strained their neck and shoulder whilst transferring a patient 

from commode to bed with assistance of two colleagues.

Additional information: The IP suffered sprains and strains and was off work unwell for over 7 consecutive days.

Incident outcome: Actual impact 2 ïminor injury / illness

Lessons learned: Reviewed by Health and Safety team and local management. Risk assessment and manual handling 

technique had been adhered to.
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The Mitie recruitment process has been the topic of engagement for another month, with the continued collaborative working with the Trust recruitment

and occupational health (OH) teams to overcome the challenges with the pre-employment checks. Unfortunately, the 100 employees expected to be

recruited in September were not fulfilled, mainly due to complications in paperwork. The Trust PFI Team will continue to liaise and apply pressure on THC

and Mitie to achieve their self-prescribe targets. At present, the anticipated completion date of 30th November for full ROE recruitment of the current

agency workforce is not looking attainable.

During September, there has been noticeable 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. In August and September, a total of 90 audits were completed in FR1 & 2 areas, 89% achieving four stars or

greater, comparable to other PFI sites. The PFI team remain fully engaged with the G4S management team; weekly service improvement meetings are

ongoing with G4S demonstrating the transparency of information evidenced by an articulate improvement plan with clear and deliverable actions. G4S

have focused on recruiting appropriate personnel to continue in the projected direction. Fair challenge and support is assured by the Trust soft FM team,

which remains visible and accessible; this approach encourages the delivery of improvement with subsequent consistent service.

The Ulysses project is progressing; with the local SOP agreed upon and supported by all Project Coôs. With the exception of G4S at Churchill the Service

Providers are engaged. This disengaged approach will be discussed in full and concluded at the monthly client meeting. Despite this, the rollout across

the PFIs is succeeding towards the deadline of October 31st. 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 throughout September, 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 by exception to HIPCC; audits that achieve a three-star rating or less to provide focus on areas requiring

improvement. 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 ïSeptember 2022

The PFI Indicator Dashboard illustrates the M6 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.

The patient experience team have recruited and trained lay-person auditors to carry out the annual PLACE assessments. PLACE assessments will be

carried out in over 45 inpatient and outpatient areas Trust wide during October and November 2022. The soft facilities management team will be involved

in chaperoning the auditors on all four Trust sites, subsequently supporting the delivery of required improvement actions resulting from the reviews.

40
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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): 65% at the JR vs target of 

20%

ROE onboarding pilot successfully completed. From October 

further onboarding of circa 100 agency staff, a month will 

commence to secure permanent ROE contracts. 

Å Mitie's proposal is to be fully recruited by 
Nov 22

Å Soft FM performance 
review 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 

31st Oct 2022

Å Trust/PFI client meeting

% of cleaning audits completed 

vs required standard. G4S 

delivering 38% (21) at the Churchill 
vs target of 100% (58)

Of the 21 completed 76% achieved 

the required four stars or greater.

PFI Contract Management team working collaboratively with the 

G4S soft FM service manager to continue enhancing the situation. 

Weekly service improvement meetings continue. The correct level 

of management is now in post. PFI compliance managers 

continue to liaise closely with the Churchill clinical teams to ensure 

awareness is maintained for any local issues promptly. Ensuring 

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

Å Ongoing weekly review

Å Support to establish 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 

Soft FM 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

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

G4S at the Nuffield have seen an 

increase in SFPs and deductions in 

Hard FM. Alongside a low % of 

completed PPMs (24%)

G4S has recently suffered resourcing issues in the Estates 

Department. Recruitment has been the focus during September to 

improve the situation. It has been confirmed all Statutory and 

Mandatory PPMs have been completed. 

Å G4S to focus on completing outstanding 

PPMS during October. 

Å Ensure appropriate training and site 

familiarisation of new recruits to improve 

Service Delivery. 

Å Hard FM Performance 

meetings

Å Monthly Hard FM 

contract meetings
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PFI - Summary of performance against objectives and risks by exceptionPFI Indicator dashboard

Learning | Respect | Delivery | Excellence | Compassion | Improvement

2022-23

M1 M2 M3 M4 M5 M6

PFI objective Indicator Target Site M1 April 22 M2 May 22 M3 Jun 22 M4 July 22 M5 Aug 22 M6 Sep 22
Exception 

report
Trend

JR West Wing 21% 77% 70% 67% 51% 3900%

Churchill Cancer Centre 48% 95% 92% 92% 84% 84%

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

JR West Wing 86% 69% 92% 96% 97% 98%

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

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

JR West Wing 89% 94% 92% 96% 98% 93%

Churchill Cancer Centre 88% 95% 94% 90% 81% 74% Y

Nuffield Orthopaedic Centre 81% 96% 96% 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 56% 59% 59% 54% 55% 65% Y
Churchill Cancer Centre 16% 14% 13% 13% 24% 21%

Nuffield Orthopaedic Centre 18% 18% 18% Not supplied 12% 12%
JR West Wing 99.60% 100% 100% 100% 99% 98.85%
Churchill Cancer Centre 99.60% 99.81% 99.84% 100% 100% 99.69%

Nuffield Orthopaedic Centre 99.00% 100% 100% Not supplied 39% 24% 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 Site 97% 97% 97% 96% 98% 93%
Churchill Cancer Centre 91% 90% 93% 95% 97% 93%
Nuffield Orthopaedic Centre 95% 94% 95% 96% 98% 98%
JR West Wing 99% 60% 100% 65% 79% 88%
Churchill Cancer Centre 72% 68% 40% 21% 11% 38% Y
Nuffield Orthopaedic Centre 95% 40% 100% 77% 82% 82%
JR West Wing 75 2 92 10 10 19
Churchill Cancer Centre 26 10 23 3 0 5
Nuffield Orthopaedic Centre 11 11 50 0 0 0

JR West Wing 22 14 7 16 21 17

Churchill Cancer Centre 11 6 13 25 18 9

Nuffield Orthopaedic Centre 0 0 0 0 0 0

JR West Wing 100% 100% 100% 88% 100% 94%

Churchill Cancer Centre 50% 100% 76% 92% 100% 100%

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

JR West Wing None in month None in month None in month

135 surveys completed, 

97% Satisfaction 

60 surveys completed, 93% 

Satisfaction 

4 surveys completed, 84% 

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 None in month None in month

41 surveys completed,  

90.2% satisfaction

40 surveys completed,  95% 

satisfaction

35 surveys completed,  93% 

satisfaction

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

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 None at this time None at this time 100% 100% 100%  

JR West Wing None at this time None at this time None at this time None at this time None at this time None at this time

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

Nuffield Orthopaedic 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

JR West Wing TBC TBC TBC TBC TBC TBC  

Churchill Cancer Centre TBC TBC TBC TBC TBC TBC  

Nuffield Orthopaedic Centre TBC TBC TBC TBC TBC TBC  

JR West Wing TBC TBC TBC TBC TBC TBC  

Churchill Cancer Centre TBC TBC TBC TBC TBC TBC  

Nuffield Orthopaedic Centre TBC TBC TBC TBC TBC TBC  

Q
u
a
li
ty

To provide a high standard 

of safety across all areas

Number of incidents with moderate 

harm or above
0 

% 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

P
a
ti

e
n

t 
e
x
p

e
ri

e
n

c
e

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

% of PLACE audits due in 2 months 

scheduled

Number of complaints received

% 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

% 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

G
ro

w
in

g
 S

tr
o

n
g

e
r 

T
o

g
e
th

e
r

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

Learning | Respect | Delivery | Excellence | Compassion | Improvement

PFI objective Indicator Target Site M1 April 22 M2 May 22 M3 June 22 M4 July 22 M5 Aug 22 M6 Sep 22
Exception 

report
Trend

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

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% 0% 0% 50% 50% 50% Y

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

Nuffield Orthopaedic Centre 0% 0% 0% 0% 50% 50% 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 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 £18,036.36 £7,032.76 £4,814.56 £4,271.42 £3,453.90 £6,986.32  

Churchill Cancer Centre £18,663.32 £16,690.11 £68,179.14 £57,471.85 £57,439.07 £10,086.78

Nuffield Orthopaedic Centre £96.78 £126.28 £1,409.18 £2,486.30 £7,374.41 £3,176.75

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 Process in Development Process in Development  

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

F
in

a
n

c
e

% 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%

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

D
ig

it
a
l
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PFI - Summary of performance against objectives and risks by exceptionPFI Indicator dashboard, continued

Learning | Respect | Delivery | Excellence | Compassion | Improvement

PFI objective Indicator Target Site M1 April 22 M2 May 22 M3 June 22 M4 July 22 M5 Aug 22 M6 Sep 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 0 0 Not applicable Not applicable Not applicable Not applicable  

Churchill Site 8 Not applicable Not applicable Not applicable Not applicable Not applicable  

Nuffield Orthopaedic Centre

0 0 Not applicable Not applicable Not applicable Not applicable  

JR West Wing Hard FM 20 7 8 20 6 6  

JR West Wing Soft FM 186 66 65 210 124 114  
Churchill Cancer Centre 101 46 199 240 275 34

Nuffield Orthopaedic Centre

94 166 274 223 480 384 Y 0

O
th

e
r

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 sitesC
a
p

it
a
l

Alignment of PFI cleaning scores with 

independent assessment

To maintain high standards 

of data quality

D
a
ta

 q
u

a
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ty
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Key Quality Metrics Table
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Key Quality Exceptions

Indicators where performance has declined:

Å Number of cases of MRSA bacteraemia > 48 hours (cumulative year to date)

Number of cases of MRSA bacteraemia > 48 hours (cumulative year

to date)

There was one case of MRSA bacteraemia in September.

This is a community onset, healthcare associated bloodstream infection.

Baby born in OUH, discharged home and then readmitted unwell. Mother

has MRSA in her C-section wound infection.

Both incidents have been investigated. No clear root cause for the

mother's wound infection.



OUH Infection Prevention and Control

C. Difficile In Sept 2022 there were 7 HOHA cases and 2

COHA case. The OUH is 5 cases over cumulative limit. when

comparing England rates (April to June 2022) to April to June

2019 (pre COVID) there has been a 21.5% increase in all

reported cases. HOHA cases increased by 45.0% from 1,076

to 1,560 which corresponds to an incidence rate increase of

44.1% from 12.4 to 17.9 cases per 100,000 bed-days. This is

being investigated nationally.

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. Predominantly the source of infection

in both the COHA and HOHA causes tends to be related to

urinary tract infection and not necessarily associated with

catheterisation.

MRSA:. There was one community case of Methicillin-

resistant Staphylococcus aureus (MRSA) bacteraemia in

September. This was in a baby whose mother developed a

surgical site infection where MRSA was isolated. Root cause

analysis for both incidents is being undertaken.

MSSA: In September there were 4 HOHA and 0 COHA

bloodstream infections. RCAs underway.

COVID-19:. During September there were 190 admitted

patients with a positive COVID-19 test, of which there were 30

definite and 22 probable nosocomial cases. The majority of

patients are asymptomatic. In the middle of September, there

were around 40 COVID-19-positive inpatients however, two

weeks later, the number had doubled and has continued to

rise since. The number of outbreaks increased as did the

nosocomial cases. Therefore, a decision was made to

reintroduce asymptomatic screening for unplanned admissions

as an intervention to facilitate patient placement and reduce

the risk of outbreaks. The OUH has also remained on OPEL

level 3 for much of the month and moving of COVID-19

positive patients out of bays has remained a challenge whilst

trying to balance risk against the Emergency Department

targets

Neonatal Unit MRSA Outbreak The team are now meeting

fortnightly, and an IPC visit to the unit is undertaken during the

week there is no meeting. There have been 2 new cases in

September. Uptake from staff on undertaking their MRSA

surveillance screening has been slow and support is required

to drive this forward. This has been discussed at the outbreak

meeting (October 12th) and a decision made not to put staff off

work if they are found to be colonised. They can remain at

work whilst undertaking their decolonisation. This decision

was made based on a review of the MRSA sampling

programme and new MRSA acquisitions over the last 2

months on the unit. Preliminary analysis suggests that the

isolates we have detected in staff are not related to the main

outbreak strain in the department.
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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%)

ÅSeptember 2022: Overall 18/20 (90%); ED 18/20 (90%) 

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

Infection prevention and control - Sepsis

----Standard

____% Abx 1h
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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 99.1% compliance (554/559): MRC 100% (144/144), SuWOn 100% (136/136)

CSS 98.85% (172/174) 2 forms missing for CH Ultrasound- performed on Blenheim ward, and checklists not found.

NOTSSCaN 97% (102/105) 3 documentation audits found not compliant as sign in and time out were not completed at time, but 

retrospectively by staff at the end of procedure

.WHO observational audit 99.5% compliance (190/191): CSS 100% (14/14), MRC 100% (13/13), SUWON 100% (63/63).

NOTSSCaN 99%(100/101) One audit found not compliant as time out was not completed at time of procedure this was discussed in a team 

huddle.

Local Safety Standards in Invasive Procedures (LocSSIPs)

Å35 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.

ÅA LocSSIP awareness audit has been launched on Myassure this has shown a Trust position of 100% of staff (40 audits conducted) 

are aware of LocSSIPs and where to find the associated WHO checklists; 96% of staff know which LocSSIPs are relevant to their area 

and where to access them. The staff who were less aware were students and this has been addressed.

Completion rate of actions from root cause analysis Never Event investigations in 2020/22

ÅSixteen actions from 2020/21 Never Events have passed their target date, all but one of which have been completed with evidence 

uploaded to Ulysses.

ÅTwenty-three actions from the four 2021/22 Never Events have passed their target date, 21 of which have been completed with 

evidence uploaded.

ÅThe 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.

One Never Ever has been agreed to date in 2022/23

ÅThe investigation is ongoing.

Learning | Respect | Delivery | Excellence | Compassion | Improvement

WHO Audit Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22

Documentation 98% 98.94% 99.24% 98.88% 97.45% 99.11%

Observation 100% 100% 100% 100% 100% 99.5%
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Background

The National Patient Safety Strategy, safer culture, safer systems, and safer patients was launched in July 2019 by NHS England and NHS 

Improvement. Part of this was the development of the Patient Safety Incident Response Framework (PSIRF).

Four key aims of PSIRF:

Å Compassionate engagement and involvement of those affected by patient safety incidents

Å Application of a range of system-based approaches to learning from patient safety incidents

Å Considered and proportionate responses to patient safety incidents

Å Supportive oversight focused on strengthening response system functioning and improvement.

Key Information

ü PSIRF replaces the Serious Incident Framework (SIF, 2015) and makes no distinction between patient safety incidents and serious 

incidents. PSIRF promotes a proportionate approach to responding to patient safety incidents ensuring resources are allocated to

learning and balance with those needed to deliver improvement.

üOrganisations are required to develop a Patient Safety Response Plan informed by their own incident profile, ongoing safety actions, 

established improvement and stakeholders.

üOrganisations are required to have a Patient Safety Incident Response Policy to describe the overall approach to learning from patient 

safety incidents for improvement, how patients affected will be engaged in the process, governance oversight and how learning is

translated into improvement.

ü PSIRF endorses a system-based approach and human factors rather than true root cause analysis.

ü Timescales for completion will be determined locally, fewer more in-depth investigations per year

üOrganisations have 12 months to implement the framework.

ü Senior Responsible Officers ïCMO/CNO

ü BOB wide workshops have commenced, and resource pledged to assist organisations to implement PSIRF from the ICB and AHSN

Next steps

1. Appoint a part time project lead

2. Form PSIRF Steering Group

3. Layout detailed project plan

4. Report to Clinical Governance Committee, Trust Management Executive and Integrated Assurance Committee (First paper December 2022)

Learning | Respect | Delivery | Excellence | Compassion | Improvement

Patient Safety Incident Response Framework (PSIRF) (published end of August 2022)

https://www.england.nhs.uk/wp-content/uploads/2020/08/190708_Patient_Safety_Strategy_for_website_v4.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-1.-PSIRF-v1-FINAL.pdf
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Excellence Reporting

Learning | Respect | Delivery | Excellence | Compassion | Improvement

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.

51
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Incidents reported in the last 24 months and Patient Safety Response (PSR)

Learning | Respect | Delivery | Excellence | Compassion | Improvement

2458 patient incidents were reported in September 2022; the mean monthly number over the past 24 months is 2218. A 

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

In September 171 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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Incidents reported per 1000 bed days

Learning | Respect | Delivery | Excellence | Compassion | Improvement

The chart below shows the rate of patient incidents reported to NRLS per 1000 beds days for all acute trusts in the 

country. The OUH is the black line, showing that we reported 51.2 incidents/1000 days in 2021/22, an increase on the 

previous year's rate of 50.1.

The final column on this graph is believed to be erroneous, as it refers to a trust that was dissolved and subsumed by 

another trust during the year. The reported number of bed days is believed to have been incorrectly calculated.
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Clinical Risk: Serious Incidents Requiring Investigation (SIRI)

The graph below shows 3 SIRIs were declared by the Trust in September 2022 and 11 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 1355 patients who had been waiting 52-77 weeks for elective treatment at the end of September 2022 (a decrease on 

the August figure of 1454).

ÅSeptember saw 487 new 52-77w breaches, the highest total since March 2021. The 24-month mean is 439.

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

ÅNo confirmed Moderate+ impact has been confirmed for 52w breaches in 2022/23 to date.

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.

September 2022 52+w breach cases with details of the prioritisation level



57

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 2020 to June 2021 is 92. This remains rated óas expected.ô

* 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 98.3 for June 2021 to May 2022. The HSMR is rated óas 

expectedô

{ƛǘŜ {IaL .ŀƴŘƛƴƎ
95% lower 
/[

95% upper 
/[

Observed 
ŘŜŀǘƘǎ

Expected 
ŘŜŀǘƘǎ

WƻƘƴ wŀŘŎƭƛŦŦŜ IƻǎǇƛǘŀƭлΦфп !ǎ ŜȄǇŜŎǘŜŘлΦуф мΦмм нлмс нноо

IƻǊǘƻƴ DŜƴŜǊŀƭ IƻǎǇƛǘŀƭлΦфу !ǎ ŜȄǇŜŎǘŜŘлΦур мΦму рпл рро

bǳŦŦƛŜƭŘ hǊǘƘƻǇŀŜŘƛŎ /ŜƴǘǊŜлΦор
Lower than 
ŜȄǇŜŎǘŜŘ

лΦсф мΦпп мн оп

/ƘǳǊŎƘƛƭƭ IƻǎǇƛǘŀƭ лΦуо
Lower than 
ŜȄǇŜŎǘŜŘ

лΦуп мΦмт оол офр

{ƻōŜƭƭ IƻǳǎŜ IƻǎǇƛŎŜнΦрл
Higher than 
ŜȄǇŜŎǘŜŘ

лΦтн мΦпл млр пн

SHMI by site (April 2021 to March 2022)
ÅSHMI by site (April 2021 to March 2022) Sobell House Hospice is depicted with a higher-than-expected SHMI. The Nuffield Orthopaedic Centre

(NOC) and Churchill Hospital have 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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Benchmarking ïHSMR and SHMI
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HSMR (56 diagnosis groups) benchmarking with the Shelford Group ςObserved Vs Expected deaths and HSMR figure by Trust
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Operational Performance
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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
September 2022 saw a decline in performance

against the 4-hour standard, with OUH moving

back into the lower quartile nationally.

RTT
At the end of August 2022, OUH performed above

the national average and the Shelford group

average for patients waiting under 18 weeks at

67.90% and continues to report significantly less

>52 week waits when compared to both the

national average and the Shelford group.

Cancer Standards

In August 2022, OUH performed less favourably

across 2 out 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 August 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% 30/09/2022 63.29% 51.90% 60.95%

Referral to Treatment Standards

RTT: % <18 week waits, Incomplete pathways 92% 31/08/2022 60.34% 58.34% 67.90%

RTT: >52 week waits, Incomplete pathways - Average vs OUH total 0 31/08/2022 2198 7423 1454

Cancer Standards

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

93% 31/08/2022 75.55% 79.02% 72.26%

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

93% 31/08/2022 70.87% 44.51% 5.00%

First treatment within 31 days of cancer diagnosis 96% 31/08/2022 92.09% 87.62% 87.98%

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

90% 31/08/2022 68.54% 56.00% 86.67%

First cancer treatment within 62 days of urgent GP referral 85% 31/08/2022 61.91% 53.29% 61.15%

Subsequent cancer treatment in <31 days: surgery 94% 31/08/2022 80.32% 72.60% 73.47%

Subsequent cancer treatment in <31 days: drugs 98% 31/08/2022 98.24% 98.01% 99.26%

Subsequent cancer treatment in <31 days: radiotherapy 94% 31/08/2022 90.46% 93.14% 98.29%

DMO1 6 week Diagnostic Standard

DM01: >6 week waits for treatment 1% 31/08/2022 30.51% 30.72% 6.19%



Å In September 2022, the Trust achieved 60.95% (all types) of patients

being seen and discharged from the Emergency Departments (EDôs)

within the 4-hour standard, a decline of 3.56% in performance on the

previous month.

Å The John Radcliffe position deteriorated by 2.88% in September 2022

compared to August 2022 giving a site performance of 57.85%.

Å The Horton site position also deteriorated from the previous month,

achieving 69.58%, a drop in performance of 5.11%.

Å OUH position for September 2022 declined in the national rankings for

ED 4-hour performance óalltypesômoving back into the lower quartile.

In comparison to the Shelford Group Hospitals OUH dropped to 6th

position and to 8th position against the local regional hospitals.

Å Attendances increased by 1.4% compared to the previous month.

Å 'Wait to be seen' remains the most significant breach reason for

admitted and non-admitted patients, with 47.8% and 75.6%

respectively.

Å AAU has remained closed overnight to maintain ambulatory flow,

however, has assisted with ED flow by opening early on occasions.

Å SEU has been challenged and required the support of ED on a couple

of occasions through the month when their flow has been restricted.

Urgent Care: 4-hour performance in September 2022 was 60.95%, a decline of 3.56% on the previous month

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

compared to the National position ïSeptember 2022

Figure 3. OUH ED attendances April 2020 ïSept 2022


