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OPERATIONAL PERFORMANCE REPORT

1 INTRODUCTION

The purpose of this paper is to summarise key performance issues and the actions in place
to address them.

The Trust met all of the performance targets associated with the Monitor Compliance
Framework in quarter 4, with the exception of the four hour standard for waiting times in
A&E. This failure creates a potential regulatory issue for the Trust.

2 REFERRAL TO TREATMENT TIMES (RTT)

Figures 1, 2 and 3 show performance against the 18 week targets by speciality for the last 3
months. The Trust continues to meet the 18 week waiting time standards for admitted patient
care, non-admitted patient care and incomplete pathways at speciality level on a monthly basis.

Target (90%) Jan-13 Feb-13 Mar-13

Gastroenterology 100.00% 91.89% 95.65%

Cardiology 100.00% 100.00% 95.00%

General Medicine 100.00% 100.00% 100.00%

Gynaecology 98.04% 94.68% 96.55%

Trauma & Orthopaedics 93.27% 90.09% 94.56%

General Surgery 94.07% 92.34% 93.13%

Urology 91.30% 91.18% 91.38%

ENT 91.36% 94.92% 90.79%

Ophthalmology 91.48% 90.55% 90.19%

Maxillo-Facial Surgery 90.48% 90.21% 90.41%

Total 93.04% 91.51% 92.55%

Figure 1: Admitted patient care

Target (95%) Jan-13 Feb-13 Mar-13

Pain Management 99.30% 100.00% 98.85%

Gastroenterology 96.03% 98.28% 100.00%

Cardiology 98.26% 98.41% 97.86%

General Medicine 99.09% 100.00% 98.96%

Geriatric Medicine 97.66% 98.77% 100.00%

Gynaecology 100.00% 99.75% 99.72%

Trauma & Orthopaedics 96.26% 96.06% 97.04%

General Surgery 96.01% 97.25% 98.30%

Urology 95.24% 95.60% 95.91%

ENT 96.40% 97.14% 99.55%

Ophthalmology 97.98% 98.13% 97.90%

Maxillo-Facial Surgery 96.33% 95.10% 96.04%

Dermatology 99.24% 100.00% 99.02%

Neurology 96.38% 98.06% 96.70%

Rheumatology 100.00% 100.00% 100.00%

Total 97.56% 98.18% 98.20%
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Figure 2: Non-admitted patient care

Target (92%) Jan-13 Feb-13 Mar-13

Gastroenterology 95.68% 100.00% 99.04%

Cardiology 98.27% 98.95% 98.35%

General Medicine 93.03% 97.28% 98.68%

Geriatric Medicine 98.91% 98.83% 100.00%

Gynaecology 99.61% 99.60% 98.70%

Trauma & Orthopaedics 97.96% 97.78% 98.06%

General Surgery 96.59% 97.04% 96.30%

Urology 93.00% 92.81% 93.95%

ENT 99.20% 99.33% 98.80%

Ophthalmology 97.37% 95.86% 96.64%

Maxillo-Facial Surgery 96.01% 95.00% 96.14%

Dermatology 99.70% 99.53% 99.67%

Neurology 98.25% 98.45% 97.55%

Rheumatology 98.48% 97.64% 98.83%

Total 97.12% 97.20% 97.32%

Figure 3: Incomplete pathways

Maximum waiting times
The longest wait for treatment in March was 46 weeks for admitted patient care and 35 weeks
for non-admitted patient care. Following the introduction of a weekly Trust-wide performance
meeting, maximum waiting times are now monitored prospectively. The aim is to reduce
maximum waits to less than 30 weeks before the end of May 2013 and, with advice from the
NHS IMAS Elective Care Intensive Support Team, to agree a trajectory for further reductions
thereafter.

Although the Trust has consistently met the 18 week waiting time standards for admitted patient
care, non-admitted patient care and incomplete pathways at speciality level on a monthly basis,
the number of patients waiting longer than 18 weeks (the 18 week backlog) has increased. As
figure 4 demonstrates, the increase occurred from July 2012 and although there has been some
improvement over the last two months, further work is required to bring it down to a sustainable
level. The biggest increases have occurred in Urology, Ophthalmology and Oral Surgery and
trajectories have been agreed for reducing the backlog in all of these specialities.
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Figure 4: 18 week backlog

Planned Waiting List
As part of the new weekly Trust-wide performance meeting, a regular review of the waiting list
for planned admissions has been initiated. A planned admission is one where the date of
admission is determined by the needs of the treatment, rather than by the availability of
resources. Examples of planned admissions include check cystoscopy, follow-up chemotherapy
sessions that are necessary at regular intervals; and admissions arising from other treatment,
such as the planned removal of an internal fixation. If the treatment requires a set delay before
initiation it should be considered as planned but if it could be started immediately given
sufficient resources, it should be classified as part of an 18 week pathway.

As a result of this review an issue has been identified with Pain Management. This has resulted
in patients waiting longer than necessary for their treatment because they have been incorrectly
listed on a planned list instead of an 18 week pathway.

A process has now been put in to place to ensure that patients are listed correctly and work is
underway to accommodate the 254 patients that have already waited in excess of 18 weeks for
their treatment, with the longest wait at 44 weeks. Due to the large number of patients the Trust
does not expect to meet the 18 week standard for admitted patient care at speciality level for
Pain Management during quarter 1. This is not anticipated to compromise delivery of the
Monitor Compliance Framework standard, which is measured at Trust-level, but may incur a
penalty under the terms of the contract with North-West Surrey CCG.

The clinical lead for Pain Management is actively involved in managing the backlog of patients
waiting for treatment and a root cause analysis is underway to establish how this problem arose
and to ensure that robust mechanisms are in place to prevent it from happening again.

3 4 HOUR STANDARD FOR WAITING TIMES IN A&E

As Figure 5 demonstrates, the Trust failed to meet the four hour standard for waiting times in
A&E for each month during quarter 4 for the purpose of the Monitor Compliance Framework. In
addition to this, the standard was not met for St. Peter’s Hospital alone and the Trust will
therefore incur a financial penalty under the terms of the contract with North-West Surrey CCG.
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Period
SITREP Position

(SPH, EPU & GUM)
MONITOR Position

(SPH, EPU, GUM & ASH)

Quarter 1 93.61% 95.63%

Quarter 2 95.80% 97.10%

Quarter 3 93.97% 95.88%

January 90.51% 93.30%

February 88.63% 92.00%

March 88.70% 92.11%

Quarter 4 89.29% 92.47%

2012/13 Total 93.18% 95.29%

April to date 90.26%
TBC (awaiting data from

Ashford MIU)
Figure 5

Given the failure to meet the 4 hour standard for waiting times in A&E during quarter 4, the
Trust was required to submit a recovery plan and forecast performance trajectory to the SHA at
the end of March. The detail of this submission has also been shared with Monitor and a copy
can be found in the Appendix to this report. At this stage, the Trust is anticipating that it will
meet the required standard for quarter 1 and performance for April to date has been in line with
the agreed trajectory on 8 out of 14 days.

Ambulance Handover delays
Figure 6 shows the number of ambulance handover delays in excess of 30 minutes for
quarters 3 and 4 of 2012/13. Handover times have reduced significantly in recent weeks and
this improvement has been sustained in early April. However, the possibility of incurring
fines for delays in excess of 30 minutes from 1st April 2013 remains a risk due to the on-
going problems with capacity and flow at St. Peter’s Hospital. The Trust has not experienced
any delays in excess of 60 minutes so far in April.
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Figure 6

Clinical Quality Indicators
Performance against the Clinical Quality Indicators at St. Peter’s hospital by month is shown in
Figure 7.

Description Performance Measure Target January February March

Patients seen < 4Hrs
MONITOR Compliance
(SPH,GUM,EPU,ASH)

>95% 93.30% 92.00% 92.11%

Total Time in A&E 95th percentile <=04:00:00 7:27:00 9:20:00 8:31:00

Time to initial assessment 95th Percentile <15 min 0:11:00 0:52:00 0:51:00

Time to treat Median <60 mins 0:57:00 0:56:00 1:04:00

Unplanned re-attendance %age < 5% 4.6% 5.9% 5.0%

Left without being seen %age <5% 0.7% 0.8% 0.9%

Figure 7

Validation of the data for February and March continues and it is expected that performance
against the indicators for “time to initial assessment” and “time to treat” will fall within the
required threshold once complete.

Performance against the 95th percentile total waiting time standard improved slightly in March
but continues to be significantly in excess of the target. This standard is based on waiting times
in the A&E Department at St. Peter’s Hospital alone and emphasises the delays patients have
experienced because of problems with bed capacity and flow.

Standards of care – MAU and MSSU
To support the on-going evaluation of the new medical model for emergency care
implemented in October 2012, the Division of Medicine has put arrangements in place to
monitor performance against the following indicators through its Divisional Governance
Committee on a monthly basis:

 Length of stay
 Crude mortality
 Readmissions within 7 days
 Readmissions within 30 days

The monthly meetings are chaired by Dr Ince and, following an initial review of the data, it
was agreed that a case note review will take place for any patient that spent time on MAU or
MSSU that subsequently died in hospital. There will also be a focus on reducing length of
stay on MSSU, which is understood to be greater than desired because of the number of
patients with complex discharge needs, and a review of all patients that are admitted to MAU
within 7 days of an A&E attendance. Initial data relating to the indicators described above
demonstrates improvement in three of the four areas as compared with the previous year
and is shown in figures 8, 9, 10 and 11.
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Figure 8

Figure 9

Figure 10
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Figure 11

4 EVALUATING EASTER

At the suggestion of ASPH, the North-West Surrey Capacity and Resilience Group agreed in
March that an attempt should be made to evaluate how the unplanned care system managed
over the Easter period. The purpose of the evaluation was to learn lessons that could be
applied to other bank holiday periods and identify system issues that need to be addressed
to support delivery of an effective unplanned care system when it is known that not all
services continue to be provided over bank holiday periods. A copy of the draft report,
which was prepared by the Unplanned Care Programme Lead at North-West Surrey CCG, is
included in the appendix of this report. The report details some of the measures put into
place at ASPH that supported sustainable capacity and flow and good 4 hour performance
throughout the Easter weekend.

The review concluded that the North-West Surrey unplanned care system suffered no
capacity or resilience issues over the Easter period. Activity levels were not significantly high
and the system appeared to have created reasonable capacity leading up to Easter. This is
the first time the unplanned care system providers and commissioners have chosen to
evaluate a bank holiday period together.

5 SINGLE SEX ACCOMMODATION

During February there were two occasions where the Trust breached guidelines for single
sex accommodation. Both cases occurred in ITU and involved patients that had recovered
sufficiently to be stepped down to a ward bed. These were exceptional cases and the delays
in finding them a suitable bed occurred because of significant capacity issues. A decision
was taken at the time to prioritise allocating beds to those patients that had stayed overnight
in A&E before stepping down from ITU on the grounds of patient safety, which resulted in
both patients waiting for 10 hours to be moved to the appropriate ward.

Up to this point, the existing process was for the Clinical Nurse Site Practitioners to step
down patients as quickly as possible once they were ready to leave intensive care and to
make every effort to do this within the agreed local policy guideline of 4 hours. Whilst it was
not uncommon for this standard to be exceeded by a couple of hours at times of bed
pressure, it was agreed that the two cases in February should be reported as breaches of the
single sex accommodation standard following a review by the Chief Nurse and Deputy Chief
Executive on the basis of the excessive delay.
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There were no such delays during March and a strengthened escalation process has been
put in to place to support the stepping down of patients within the recommended standard of
4 hours and for any delays in excess of 6 hours to be reported as a breach.

6 CONCLUSION

The Trust met all of the performance targets associated with the Monitor Compliance
Framework in quarter 4, with the exception of the four hour standard for waiting times in
A&E.

7 ACTION REQUIRED

The Trust Board is asked to note failure to meet the 4 hour standard for waiting times in A&E
in quarter 4 and the regulatory impact this may have.
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APPENDIX
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APPENDIX 1: 4 HOUR RECOVERY PERFORMANCE TRAJECTORY

Week
Ending

Trajectory -
SITREP

Trajectory -
MONITOR

MONITOR Q1
2013/14
Forecast

MONITOR Q2
2013/14
Forecast

95.0% 97.0%07/04/2013 90.0% 92.0%

14/04/2013 90.5% 92.5%

21/04/2013 91.0% 93.0%

28/04/2013
91.5% 93.5%

05/05/2013 92.0% 94.0%

12/05/2013 92.5% 94.5%

19/05/2013 93.0% 95.0%

26/05/2013 93.5% 95.5%

02/06/2013 94.0% 96.0%

09/06/2013 94.5% 96.5%

16/06/2013 95.0% 97.0%

23/06/2013 95.0% 97.0%

30/06/2013 95.0% 97.0%

07/07/2013 95.0% 97.0%

14/07/2013 95.0% 97.0%

21/07/2013 95.0% 97.0%

28/07/2013 95.0% 97.0%

04/08/2013 95.0% 97.0%

11/08/2013 95.0% 97.0%

18/08/2013 95.0% 97.0%

25/08/2013 95.0% 97.0%

01/09/2013 95.0% 97.0%
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APPENDIX 2: PERFORMANCE DIAGNOSTIC AND RECOVERY PLAN

D
ia

g
n
o
s
ti
c

Can you explain what the specific reasons are
for the Trusts' A&E underperformance?

1. Whilst performance for January and February shows some improvement compared
with the same period last year, it has deteriorated significantly since December.

2. There has not been any significant increase in the number of A&E attendances in
Q4, but there has been a shift in case mix since December with a statistically
significant increase in the number of patients that attended A&E and were treated
through the “majors” stream. This change in acuity has had a significant impact on
capacity and flow throughout the hospital.

3. As a consequence of increasing patient acuity and a lack of capacity downstream in
the hospital, the Medical Assessment Unit (MAU) has been “blocked” with patients
waiting for inpatient beds. This has compromised the functioning of the new medical
pathway of care because there is insufficient space to accommodate patients
requiring assessment and created additional pressure in A&E because patients that
cannot get to MAU are seen there instead. A lack of physical space in A&E has then
caused very long waits for treatment and delays with ambulance handover.

4. Complex discharges have been particularly problematic. On any given day in
December there was an average of 55 patients with complex needs that were fit for
discharge from hospital. This increased to an average of more than 80 cases per
day in January and February.

5. There are some demographic issues specific to North-West Surrey that increase
demand for emergency care at St. Peter’s Hospital. Although the proportion of
elderly people living in North-West Surrey is one of the lowest in Surrey, it has the
highest absolute number of patients aged over 65 that fall into the category either of
being unable to manage one domestic task on their own, predicted as having
dementia or predicted as having severe depression. North-West Surrey also has the
highest number of people aged over 75 in Surrey that live alone.

6. Another factor that has contributed to the health economy’s inability to adequately
respond to the demands of winter is the absence of the winter pressure funding for
providers within North-West Surrey. This led to a restriction of the system’s ability to
create additional capacity at times of peak pressure.
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Please provide details and data on:
 What is the change in A&E attendees (in-year

and yr-on-yr)?
 Actual attendees vs. plan/outturn for 2011/12.
 Admissions vs. plan/outturn for 2011/12.
 What is change in Non-elective activity (in-

year and yr-on-yr)?
 Has your A&E conversion rate changed and

what is it (in-year and yr-on-yr)?
 Are there any bed capacity constraints

currently (staffing / norovirus)?
 If the level of acuity has changed -could the

Trust evidence this?
 Has the Trust had any workforce challenges

(A&E staffing)?

1. A&E attendances April 2011 - February 2012: 138,675. Attendances April 2012 -
February 2013: 141,708 (2% increase). A&E attendances during 2012/13 have
followed the usual seasonal trend.

2. YTD A&E attendances are 5% above plan.
3. YTD non-elective spells are 16% above plan (April - February).
4. Non-elective admissions April 2011 - February 2012: 34,502. Admissions April 2012

- February 2013: 37,129 (7.6% increase).
5. A&E conversion rate 2011/12: 23.9%. A&E conversion rate 2012/13 (April to

February): 24.0%.
6. Staffing issues / norovirus have not caused any significant capacity constraints

during 2012/13.
7. There has been a shift in case mix since December with a statistically significant

increase in the number of patients that attended A&E and were treated through the
“majors” stream.

8. There have been on-going recruitment challenges filling the middle grade A&E rota
to establishment, although some progress has been made. Two additional A&E
consultants were appointed during 2012/13, both of which joined the Trust prior to
winter. Recruitment is underway to appoint a further 2 WTE consultants.

B
re

a
c
h

A
n
a
ly

s
is Do you use 7 day analyses (DH/MA analysis

tool)?

Multi-disciplinary daily breach analysis takes place within A&E, the output of which is
shared with all of the Divisional Management Teams (clinicians and management staff).

Performance is reviewed formally with all clinical divisions on a weekly basis as part of a
Trust-wide performance meeting.

The Deputy Chief Executive chairs a weekly meeting with the clinical teams in A&E and
acute medicine to review 4 hour performance.

What are the key features/ Themes that have or
are appearing from the breach analysis?

1. Medical delay due to volume of patients / lack of medical bed capacity (314 of 818
breaches to date in March).

2. A&E delay to treat / refer due to volume of patients (168 of 818 breaches to date in
March).

3. Lack of physical capacity in A&E (114 of 818 breaches to date in March)



Paper 6.3

E
x
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Has the IST visited the hospital and if so when?

The Trust undertook a significant piece of work during 2012/13 to redesign the
emergency care pathway for medical patients. This change formed the basis of a Trust-
wide Unscheduled Care Programme of work and was completed in partnership with
ECIST.

The Trust requested support from ECIST in January 2012 and began working with them
to design a new model of emergency medical care from that point. ECIST signed the
Trust off as having delivered the agreed plan in November 2012 and have subsequently
begun a piece of work with the CCG to review unscheduled care across the whole
health economy.

Have you fully implemented the IST
recommendations made? If not when will this be
completed?

ECIST "sign-off" received November 2012.

What further support is required (TDA/IST)?
Completion of and implementation of recommendations from the review of unscheduled
care across North-West Surrey.

W
in

te
r

Has your winter contingency capacity and/or
escalation remained open? If so, how many
beds?

Yes, 24 escalation beds remain open.

Could the Trust quantify the amount of winter
monies received in 2012/13?

£0. In spite of this ASPH has invested in escalation capacity, additional support from
Medihome, additional ICT capacity and 2 hospice beds to support capacity and flow at
St. Peter's Hospital during the winter months.

Outline how the winter monies were deployed
and what impact this had on A&E performance?

N/A

F
lo

w What is the current level of DTOCs (Q4 to
date)?

217 (January and February only).
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What are the actions you are taking to improve
flow through your adult inpatient bed capacity
during the period?

Redesign of pathway for emergency medical care:
 Established a team of 6 acute physicians.
 New model for MAU and Medical Short Stay Unit (MSSU) established (in line with

ECIST recommendations).
 Hot clinics established.
 Speciality in-reach to MAU established.
 Increased consultant medical cover at evenings and weekends implemented.
 Internal professional standards for MAU and MSSU agreed.
 Guidelines for board rounds and ward rounds agreed by consultant physicians.
Escalation:
 Site Capacity Management Plan reviewed, updated and approved by the Trust

Executive Committee.
 Routine practice of using Day Surgery Unit for inpatient escalation ceased.
 Ceased practice of using the Admissions Lounge for inpatient escalation.
 College of Emergency Medicine guidance relating to full capacity protocols

implemented.
A&E:
 21 Emergency ambulatory care pathways implemented.
 Number of A&E consultants in post increased by 3.
 Clinical Decisions Unit established in A&E.
 Established and recruited to a new Head of Emergency Care post.
 Internal professional standards for A&E agreed.

Demand and Capacity planning:
 Full review of demand and capacity requirements for inpatient beds undertaken.
 "Right-sized" number of Orthopaedic beds and designated excess capacity as

medical bed stock.
 Pilot of emergency general surgeon completed.
 Enhanced Recovery Programme implemented.
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What actions have you put in place to improve
the rate of discharge of simple and complex
discharges?

 MAU hub established (comprising Social Services, Community Services, The Red
Cross, Age Concern and Trust staff).

 RealTime software implemented on adult inpatient wards• 08:00 board rounds
introduced.

 Size of the Discharge Team increased by 3 WTE.
 Discharge Coordinator cover at weekends established.
 Innovation funding used to establish a Rehabilitation Coordinator post to ensure

smooth patient pathway to community hospital beds.
 Twice weekly "Ready to Go" meeting chaired by the Chief Nurse established to

review long stay patients.

How are you working with social care and
commissioners to reduce your DTOCs and
improve flow?

Senior operational presence at weekly North-West Surrey Capacity & Resilience
meeting (and host on site) - chaired by CCG and invitees include representatives from
Social Services, Virgin Care, Surrey & Borders, SECAmb.

Colleagues from Social Services attend the twice weekly "Ready to Go" meeting which
reviews the discharge plan for all long-stay patients.

What is the average weekly pattern of
discharges by day and against plan for Q4?

On average 18% of discharges occur at the weekend. The remainder are spread
across the working week. Discharges compared with plan are monitored through
capacity meetings on a twice daily basis.

P
a
rt

n
e
rs

h
ip

w
o
rk

in
g

Do you have an urgent care network? What
actions is the network undertaking?

Yes. The Unscheduled Care Transformation Board has been established by the CCG
and an action plan is under development.

What are the arrangements with commissioners
in terms of:
 Level of mutual support (financial/other)

provided by commissioners?
 Do you share breach analysis with

commissioners?
 Are there local health system TCs?
 What is the current status regarding

community bed capacity?
 What additional support has been provided by

ISTC or other providers i.e. mutual support
during Q3 and Q4?

1. No additional funding has been made available to support winter pressures. No
additional capacity has been made available by other providers and there is currently
no option to flex community services at times of peak pressure.

2. Headlines of breach analysis are shared with the CCG at the monthly Clinical Quality
Review meeting.

3. ASPH initiates local conference calls as required. These are generally chaired by
the CCG.

4. Community bed capacity is for rehabilitation only.



APPENDIX 3: DRAFT EASTER FINDINGS REPORT PREPARED BY NORT-WEST
SURREY CCG

Evaluating Easter Findings
Introduction
The NWS Capacity and Resilience Group agreed that an attempt should be made to evaluate how
the unplanned care system managed over the Easter period. The purpose of the evaluation was to
learn lessons that could be applied to other bank holiday periods and identify system issues that
need to be addressed to support delivery of an effective unplanned care system when it is known
that not all services continue to be provided over bank holiday periods.

To support the Easter evaluation the Capacity and Resilience Group designed a template to capture
hard and soft data considered important to help understand activity and demands made upon the
system during the Easter period and to use the data to identify at when the system became under
pressure if this situation arose.

To proactively plan for Easter in addition to all providers preparing their Easter bank holiday plans as
per normal for any bank holiday period the Capacity and Resilience Group also agreed to hold two
unplanned care system commissioner and provider conference calls. The purpose of the calls was to
ensure that in addition to provider plans produced there was also a discussion between providers
and commissioners. A conference call was held on Monday 25 March 2013 at 1.30pm. The
unplanned care system was not under any adverse pressure on 25 March 2013. It was therefore
agreed that the call arranged for Wednesday 27 March 2013 would only take place if the situation
changed or any one of the providers requested a call. The agreement on the call was that all
providers would continue to operate as they always do and to ensure the unplanned care system
maintained a good flow through the system leading up to and through Easter. The aim was to ensure
as much capacity was created in the system leading up to the bank holiday period.

Known Issues:-
The following system issues were known about prior to Easter.

 NHS 111 had not gone fully live as planned. All possible actions have been put in place and

assurance has been given that the service has the capacity to cope with more than the

forecasted demand.

 ASPH had routine theatre maintenance scheduled – This was judged not to pose any issues

because all usual theatre maintenance actions had been taken.

 For a number of providers the bank holiday period operated more or less as any ‘normal

day’. ASPH had enhanced staff over the Easter period.

 The CCG became a legal entity on 1 April 2013. Level 2 on call arrangements transferred to t

from the PCT to the CCG on 1 April 2013. Transition plans have been put in place and no

issues are anticipated.



Findings
Responses to the request for data were received from ASPH and part of Virgin Care. The data
template is shown in Appendix 1 along with the data received. Ashford WiC was not included in the
evaluation and should be included in any further evaluation.

Quantitative findings

 A&E attendances 29 March 2013 – Monday 1 April 2013 showed that A&E was busy every

day over the Easter period. Every day other than Friday 29 March there was higher than the

average 240 attendances per day ( 239, 274, 253 and 268 respectively)

Table 1 shows the breakdown of A&E attendances

29/03/2013 30/03/2013 31/03/2013 01/04/2013

Minor Case 85 100 92 114

Major Case 72 91 75 68

Resuscitation 11 10 9 7

Self-Care 71 73 77 79

Total 239 274 253 268

 The number of minor attendances per day averages around 171 patients. If the number of

minor and self-care attendances shown above are added together the total for minor

attendances on each of the days is 156, 173, 169 and 193 respectively.

 The number of major attendances usually seen per day averages around 82. If the number of

majors and resuscitation attendances shown above are added together the total for major

attendances each day is 83, 101, 84 and 75 respectively.

 The number of major attendances is slightly less than SECAmb’s forecasted for conveyances

to ASPH. The forecast was for 102 conveyances Friday through to Sunday and 94 on Easter

Monday.

 ASPH met the four hour national operational standard (95%) every day over the Easter

period.

 Using the current working definition for a complex discharge the number of reported daily

complex discharges was incredibly low at 8, 1, and 2 and 1 respectively. This is significant

because recently complex discharges have been in the 80’s and even as high as 103 on one

day.

 The total number of patients transferred to a community hospital over the Easter Period was

5, one on Good Friday and 4 on Easter Saturday.

 The Weybridge WiC opened for 7 hours each day over the Easter period and saw a total of

312 attendances (83, 83, 64 and 82 respectively).

 If the whole of 2012/13 activity is averaged over 365 days of the year Weybridge would

normally see 83 attendances per day

 The Woking WiC opened for 10 hours each day over the Easter period and saw a total of

381 attendances (91,112,86 and 86 respectively)

 If the whole of 2012/13 activity is averaged over 365 days of the year Woking WiC would

normally see 86 attendances per day



Qualitative Findings
With hindsight there was lack of clarity as to what some providers actually meant when service
delivery was described as’ business as normal’. It was not clear if this means business as per a
‘normal’ week day, a ‘normal’ weekend day or for a ‘normal’ bank holiday and what level of service
provision that would result in for all the services depending upon the context in which normal was
meant.

What worked well?
The following was reported

 Strengthening of ASPH Easter Plan to include as close to “business as usual” cover as

possible for Good Friday and Easter Monday.

 Consultant cover in place for MAU, MSSU, SAU and PAU throughout the Easter period.

 Consultant-led ward rounds on all medical wards on Easter Monday.

 Planned upgrade to the operating theatres at St. Peter’s Hospital.

 A proactive conference call prior to Easter with all system partners.

 System providers working together leading up to Easter to create a good flow through the

unplanned care system and creating system capacity leading up to Easter

 The availability of decision makers at the beginning of the patient journey has a significant

impact on decision making and the timeliness of patient journey

 Going into Easter with low numbers of complex discharges and low numbers of delayed

transfers of care is likely to have had a positive contribution on the system ability to manage

Easter.

What have we learnt?

 Maintaining an unscheduled care service that runs as close to “business as usual” as possible

is central to maintaining capacity and flow. For this to deliver maximum benefit all

supporting services should adopt the same approach – both within the hospital (e.g.

pharmacy and therapies) and across partner providers.

 It is not possible to quantify or determine but it has been assumed that medical cover

provided by an out of hours service at community hospitals has limitations particularly if a

person becomes ill. Similarly patient movement out of the hospital over the bank holiday

period is reliant on nurse led discharge made possible when robust directive plans are put in

place prior to the bank holiday period.

At what point did pressure arise – data, time, cause of the pressure

 Capacity and flow at ASPH was maintained throughout the weekend. Pressure began to build

on the morning of 2nd April 2013.

Conclusion
The NWS unplanned care system suffered no capacity or resilience issues over the Easter period.
Activity levels were not significantly high and the system appeared to have created reasonably
capacity in the system leading up to Easter. This is the first time the unplanned care system
provider‘s and commissioners have chosen to evaluate a bank holiday period. It would be helpful to
do this again and compare the activity findings with those presented above.



With hindsight it would be prudent to collect the above data for a few days leading up to the bank
holiday to gain a better understanding of the available capacity in the system leading up a bank
holiday and the demand made upon the system immediately prior to a bank holiday.

There needs to be complete clarity about what ‘normal ‘service provision means. Whilst there
appears to have been no impact if a weekend service or less was provided in some parts of the
unplanned care system continuation of full service delivery 365 days of the year is ideal to sustain a
fully functional system and one that is not in recovery following a bank holiday because of some
bottleneck’s that will inevitable appear when the patient journeys has been slowed down because of
service reductions or unavailability.

For completeness it would be helpful to complete the data collection. This would require all
providers to submit the data requested.



Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar YTD

12/13

12/13

Plan

Var Trend

Anti Cancer Drug Treatments 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 98% 2.0%

Surgery 100% 95.7% 100% 100% 90% 100% 100% 100% 100% 100% 100% 100% 98.7% 94% 4.7%

From Consultant Screening Service Referral 100% 100% 100% 100% 89% 100% 100% 100% 100% 100% 100% 100% 98.1% 90% 8.1%

Urgent GP Referral To Treatment 85.1% 92.6% 92.8% 92.1% 91.5% 90.7% 97.0% 92.5% 92.5% 87.5% 88.0% 90.8% 91.1% 85% 6.1%

31-Day Wait For First Treatment All Cancers 97.5% 100.0% 100.0% 100% 100% 100% 100% 100% 98% 98% 96% 100% 99.2% 96% 3.2%

All Cancers 95.5% 96.0% 95.2% 98.2% 98.0% 98.0% 97.6% 97.8% 98.7% 96.3% 98.6% 98.7% 97.4% 93% 4.4%

For symptomatic breast patients 96.1% 97.6% 93.0% 98.1% 95.8% 96.8% 98.9% 97.7% 96.1% 97.5% 97.3% 98.8% 96.9% 93% 3.9%

94.62% 95.10% 94.56% 95.35% 94.70% 94.11% 93.46% 92.83% 93.17% 92.97% 91.49% 92.39% 93.60% 90.00% 3.6%

97.87% 98.05% 97.46% 98.14% 98.50% 98.32% 97.63% 97.39% 98.12% 97.49% 97.95% 98.26% 97.85% 95.00% 2.9%

98.11% 98.61% 97.96% 99.04% 98.58% 98.27% 97.39% 97.49% 97.48% 97.06% 97.25% 97.48% 97.88% 92.00% 5.9%

93.1% 96.8% 96.9% 98.5% 96.5% 96.2% 96.7% 95.0% 95.9% 93.3% 92.0% 92.1% 95.3% >95% 0.3%

89.8% 95.3% 95.4% 97.8% 94.9% 94.6% 95.2% 92.7% 94.0% 90.5% 88.6% 88.7% 93.2% >95% -1.8%

00:07 00:07 00:41 00:39 00:55 00:14 00:13 00:14 00:13 00:11 00:52 00:51 - < 15 min -

00:42 00:48 00:53 00:48 00:55 00:59 00:54 00:59 00:57 00:57 00:56 01:04 - < 60 min -

2.9% 2.0% 5.5% 5.3% 5.0% 4.8% 4.7% 4.5% 4.7% 4.6% 5.9% 5.0% - 1% - 5% -

0.9% 0.9% 0.9% 0.9% 1.1% 1.1% 0.8% 0.5% 0.8% 0.7% 0.8% 0.9% - < 5% -

3 3 0 1 2 0 1 0 1 0 2 2 15 20 -25%

1 0 0 0 0 0 1 0 0 0 0 0 2 1 100%

79.7% 81.6% 80.6% 79.5% 80.5% 81.9% 82.5% 80.0% - 80.8% 90.0% -9.2%

Inpatients 12.30% 21.00% 32.70% 23.8% >15%

A&E 0.90% 5.60% 3.5% >15%

0 0 0 0 0 0 0 2 0 0 2 0 4 0 0

90.9% 90.1% 90.3% 91.3% 91.3% 91.1% 94.2% 93.7% 93.1% 95.5% 95.5% 96.1% 92.77% 95.0% -2.23%

86.11% 89.74% 84.91% 90.70% 80.00% 81.40% 75.68% 83.78% 84.85% 77.14% 71.43% 80.70% 82.40% 80.00% 2.40%

92.1% 90.5% 91.0% 92.8% 89.1% 89.3% 90.26% 93.24% 91.33% 89.95% 90.43% 91.00% 90.9% 80.0% 10.9%

10.1% 8.9% 6.8% 5.7% 8.2% 5.4% 5.6% 7.8% 8.07% 7.85% 5.46% 9.71% 7.5% 8.2% -0.7%

84.2% 82.1% 85.5% 85.1% 84.5% 83.8% 85.6% 82.3% 86.67% 84.80% 86.01% 85.76% 84.7% 80.7% 4.0%

559 555 559 548 537 542 548 543 543 553 553 553 543 - -

2.8 3.0 2.8 3.1 2.7 3.4 2.7 2.9 3.1 2.5 2.9 2.7 2.9 2.95 -0.05

5.8 5.0 4.6 4.9 5.0 4.6 5.0 5.0 4.7 5.1 5.2 5.2 5.0 4.80 0.20

81.2% 79.6% 79.5% 80.8% 80.2% 81.6% 81.3% 81.1% 83.1% 84.8% 83.0% 82.2% 81.5% 84.0% -4.0

3.2% 2.7% 2.2% 2.1% 2.7% 3.5% 2.3% 2.9% 2.1% 2.4% 2.5% 2.4% 2.6% 3.5% -4.8

7,697 8,876 7,447 8,409 7,663 7,054 8,232 7,402 5,992 7,554 6,950 6,827 90,103 - -

4,683 5,591 4,897 5,264 5,127 4,995 6,006 5,212 4,291 5,355 4,538 4,580 60,539 - -

26,890 33,657 27,158 30,537 29,352 28,024 34,020 32,521 25,408 32,637 27,307 26,762 354,273 355,916 -0.5%

2,742 3,130 2,670 3,033 2,774 2,736 3,075 2,995 2,464 2,899 2,856 2,884 34,258 34,417 -0.5%

3044 3,377 3,389 3,442 3,381 3,292 3,416 3,269 3,392 3,447 2,985 3,407 39,841 37,644 5.8%

7,557 8,302 8,035 8,004 7,575 7,573 7,391 7,797 7,581 7,383 6,995 8,025 92,218 91,243 1.1%

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar YTD

12/13

12/13

Plan

Var Trend

80.4% 79.8% 80.3% 82.0% 80.9% 81.8% 79.5% 79.2% 82.6% 83.1% 80.6% 83.8% 81.2% 85.0% -3.8%

7.7% 5.7% 6.8% 7.4% 5.6% 5.3% 7.5% 6.3% 7.3% 7.2% 5.7% 4.9% 6.5% 10.0% -3.5%Inpatients Admitted before day of Operation

Avg. Length of Stay - Emergency (Acute)

Daycase Rate

Delayed Transfers of Care – Acute & MH

GP Written Referrals to Hospital

Other Referrals For a First Outpatient Appointment

BADS Procedures

All Outpatient Attendances

Elective Spells

Non-elective (inc maternity & transfers)

A&E Attendances

Old Better Care Better Value (not transferred to Operating Framework)

Acute Bed Capacity

Avg. Length of Stay - Elective (Acute)

MRSA Bacteraemia (hospital acquired)

Patient Experience Survey

Breach of Same Sex Accommodation

Stroke Pts - 90% time on Stroke Unit

Smoking During Pregnancy

Friends and Family Test

Breastfeeding Initiation

Activity

Unplanned reattendance rate

Left without being seen

VTE Risk Assessment

Maternity 12 weeks (Quarterly)

Quality & Safety
C.Diff (hospital acquired)

Referral to treatment waiting times - Non-admitted

Time to treatment decision (Median)

Time to initial assessment (95th percentile)

Referral to treatment waiting times - Incomplete

Total time in A&E (95%) - Monitor Position

A&E Clinical Quality

Total time in A&E (95%) - Unify & Contract Monitoring Position

Two week wait from referral to date

first seen

Referral to Treatment wait (RTT)
Referral to treatment waiting times - admitted

All cancers: 62-day wait for first

treatment

Cancer indicators and targets

All cancers: 31-day wait for second

or subsequent treatment
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Monitor Compliance Framework - Governance Indicators Financial Risk Ratings as at March 2013

Surgery 94% 94% 98.0% 97.1% 100.0% 100.0% 98.7%
anti-cancer drug treatments 98% 98% 100% 100.0% 100.0% 100.0% 100%

urgent GP referral 85% 85% 90.5% 91.4% 94.2% 88.8% 91.1%
NHS Cancer Screening Service 90% 90% 100.0% 95.8% 100.0% 100.0% 98.1%

93% 95.6% 98.0% 98.0% 97.9% 97.4%
symptomatic breast patients 93% 93% 95.2% 97.1% 97.5% 97.9% 98.9%

0.5 Quarterly No Yes No No No No

4.0 Quarterly No No No No No No

Monitor 

Discretion
Quarterly No Yes No No No No

Monitor 

Discretion
Quarterly No No No No No No

4.0 Quarterly No No No No No No

Monitor 

Discretion
Quarterly No No No No No No

Monitor 

Discretion
Quarterly No No No No No No

2.0 Quarterly No No No No No No

2.0 Quarterly No No No No No No

Monitor 

Discretion
Quarterly No No No No No No

Monitor 

Discretion
Quarterly No Yes Yes Yes No No

Monitor 

Discretion
Quarterly No Yes No No No No

Indicative Governance risk rating A/G G G R

Weighted Average Rating 2.8 4.1 4.0 4.0 3.3 3.3

Overall Rating 3 100 4 4 4 3 3
  

Q1

1.0

0

9

/

0

9

/

99.6%

Quarterly

Safety:
12/13 

Threshold 
Weighting

Monitoring 

Period

12/13 YTD 

Plan

Quality: Threshold Weighting
Monitoring 

Period
12/13 Plan

YTDQ1

6

0

9

/
Q2

3
Clostridium Difficile - meeting the 

Clostorium Difficile objective
20 1.0 Quarterly 15

Q3
0

9

/
Q4

MRSA  - meeting the MRSA objective 1 1.0 Quarterly 1 1 0

YTD

2 4 15

1 0 2

Q3 Q4

All Cancers: 62 day wait for first treatment 

from urgent GP referral to treatment
1.0 Quarterly

All Cancers: 31 day wait for second or 

subsequent treatment (surgery)
Quarterly

All Cancers: 31 day wait from diagnosis to 

first treatment
96% 0.5 Quarterly 96% 99.0%

all urgent referrals (cancer suspected) 93%Cancer: 2 week wait from referral to date 

first seen

98.1% 99.2%

0.5 Quarterly

92.47%97.09%
A&E (maximum wait time of 4 hours from 

arrival to admission/ transfer/ discharge)
95% 1.0 Quarterly

0

9

/
YTD

95% 95.29%95.62%

94.14% 93.85%90%

Q2

95.85%

0

9

/
Q3

Q1

98.25% 97.68%

98.61% 99.53%

97.63%

94.75%

Financial Risk Score 11/12 Scores Weighting
Monitoring 

Period

Current 

Score

93.15%

1.0 Quarterly 95%

1.0

0

9

/
Q3

0

9

/

Yr End 

Forecast

1. Underlying Performance - EBITDA Margin (%) 3 25% Annual 7.0% 3

4

3

Q4Q2

3 10% Annual 95.9% 4

3

4Annual 1.4%

3

5

3

4 4

4

5

23.3

1

Financial Risk Rating Sensitivity Matrix

4

Weighting 2

4 34

<-5%

<1%

5 34

9%

<50%

5% 1%

2%

-2%

1

100% 70% 50%

25% 11%

-5%

2%

25

MRSA has a threshold of 1 in Q1 and then 0 for the remaining quarters and remains green for Q1 and Q2. However 

the Monitor de Minimis allows 6 before regulatory action. 
20% 3% 1%

3 20% 3% -0.5%

3. Financial Efficiency - Net Return after Financing

Governance Ratings

2 10% 85%

5. Liquidity - Liquidity Ratio*

2.1%

3 25% Annual

If so, did the CQC inspection find non compliance with 1 or more essential standards

Risk of, or actual, failure to deliver mandatory services

<-2%

5 25% 60 15 10 <10

4

Weighting

Major CQC concerns or impacts regarding the safety of healthcare provision (as at 31st 

Mar 2013)

Notes:

Monitor Compliance Framework produced monthly, where the reporting month is not a quarterly submission date, 

performance will be for the quarter to date. 

4. Financial Efficiency - I&E Margin 2 20%

2. Achievement of Plan - EBITDA achieved

CQC compliance action outstanding (as at 31st Mar 2013)

CQC enforcement action within last 12 months (up to 31st Mar 2013)

43 20% Annual 5

0

9

/
Q4

5

Trust unable to declare ongoing compliance with minimum standards of CQC registration

Unable to maintain, or certify, a minimum published CNST level of 1.0 or have in place 

appropriate alternative arrangements

Yr End 

3

4

4

33

The Financial Risk Ratings table shows the Monitor FRR at the quarter end period calculated in accordance to the 

Monitor guidance.  For the individual ratings, the RAG is: 3,4,5 = Green and 1&2 = Red.

The Financial Risk Rating Sensitivity Matrix is also included which shows the headroom against those individual 

ratings. This illustrates the movement before a change in rating score would be triggered. 

Q1
0

9

/
Q3

Monitoring 

Period
12/13 PlanGovernance: 

Has the Trust has been inspected by CQC (in the quarter ending 31st Mar 2013)

Referral to treatment waiting times - Incomplete pathways 92% 1.0 Quarterly 92% 98.11% 97.88%

92.34%

98.10% 98.09%

Q2

100.0%

Weighting Q2

97.28%

Monitoring 

Period
12/13 Plan Q1 Q4

Moderate CQC concerns or impacts regarding the safety of healthcare provision (as at 31st 

Mar 2013)

CQC enforcement notice currently in effect (as at 31st Mar 2013)

Minor CQC concerns or impacts regarding the safety of healthcare provision (as at 31st 

Mar 2013)

Patient Experience: Threshold 

Failure to comply with requirements regarding access to healthcare for people with a 

learning disability

Referral to treatment waiting times - non admitted 95%

Referral to treatment waiting times - admitted 90%
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