Infant Health & Inequalities: Smoking during Preghancy and Breastfeeding .
Initiation

e To reduce rates of smoking at time of delivery and to increase levels of
breastfeeding initiation.

These targets are fundamental in tackling health inequalities. Underpinning both indicators
are measures of data quality; trusts which have a high number of ‘unknowns’ (for either
smoking or breastfeeding) are penalised. Improvements have been made in data capture and
the Trust is currently performing at well over the 95% threshold for data quality.

The Trust figures for October show that 74.2% of mothers initiated breastfeeding. The year-
to-date figure is 73.1%; this compares to 68.7% for the full 2008/09 year. The proportion of
women known to be smokers at time of delivery was 11.9% in October. The year-to-date
position is 13.8%, slightly below the 14.1% reported for the full 2008/09 year. For this year’s
AHC, the Trust will be measured against 2008/09 performance. Thus, to achieve this target
there should be no deterioration in the proportion of mothers smoking and levels of
breastfeeding must remain within the expected threshold (i.e. performance must not
deteriorate by more than 5%).

The table below shows the national distribution of performance on this indicator in the
2008/09 AHC. The Trust achieved the infant health and inequalities indicator for the first time
since the AHC was introduced. This was due to improvements in data quality and
performance which was comparable to the national average. Over 70% of similar Trusts also
achieved the target.

2008/09 Performance LTHT . Similar Trusts .
Achieve Fail

Maternlty:_ Breasﬁeedlng |n_|t|at|on ‘ 20.3% 97 0% 2 7%

and smoking at time of delivery Achieve

Infant Health & Inequalities: Action Plan

Action / Update Owner Review Date

Smoking now included as part of the antenatal | Divisional General Ongoing

risk assessment checklist which has to be | Manager
referred to at each antenatal contact.
“Significant Other Supporter Scheme” (SOS)
introduced and funded at regional level
providing incentives for pregnant women to
refrain from smoking throughout their
pregnancy and prevent post-natal relapse.
Maternity teams in hard to reach areas
supporting a fast track direct contact system
for high-risk vulnerable groups, and working
with partner agencies to identify barriers to
accessing smoking cessation support.

Brief intervention training sessions booked for
midwife  representatives  from  relevant
maternity wards to commence in November.
Local breast feeding strategy revised and to
be launched January 2010, setting the
direction to supporting and improving breast
feeding rate.
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Participation in Heart Disease Audits .

e 2009/10 indicator currently being developed.

National Standards, Local Action (2005/06 - 2007/08) states that providers should participate
fully in comparative clinical audit and take account of the results to support local and national
clinical governance.

The CQC have stated that the constructions of the final indicators, which includes the
‘participation in heart disease audit’ target, are currently with ministers for approval, and are
soon to be published. In the absence of the full specification, performance on this target is
assessed on the 2008/09 indicator construction. This measured Trusts on a range of
indicators around the data completeness of various fields, and Trusts participation in specific
audits throughout the year, including the Adult Cardiac Surgery Audit, British Cardiovascular
Intervention Society National Audit, Cardiac Rhythm Management Audit, Congenital Heart
Disease Audit, and the Myocardial Ischaemia National Audit Project. All of these audits aim
to improve the treatment of patients and improve patient care and outcomes, through offering
reliable information to help health care professionals continually measure and improve care
by comparing their work to specific standards and national trends.

Performance year-to-date shows the Trust is participating in all required audits, and is
therefore achieving the target.

The national distribution of performance in the 2008/09 AHC is provided in the table below.
The Trust achieved the target, along with almost 70% of similar Trusts.

2008/09 Performance LTHT . SETRERE .
Achieve Fail
Part_|C|pat|on in heart disease ‘ 69.3% 25 6% 519
audits Achieve
Engagement in Clinical Audits ‘

e 2009/10 indicator currently being developed.

Clinical audit is a professionally led exercise, which is an essential component in clinical
governance and the delivery of high quality clinical care. The White Paper ‘Trust, Assurance
and Safety’ (February 2007) outlines the importance of audits at both local and national level,
highlighting the fundamental role they play in supporting continuous improvement in patient
care. Trusts are expected to fully participate in comparative clinical audit and take account of
the results to support local and national governance.

The specification for this indicator has not been released by the CQC, however, an advanced
draft has been circulated through the Regional Clinical Effectiveness network.

In the 2008/09 AHC Trusts were required to self-assess on 6 key questions covering: the
level of participation in audit in each clinical directorate; the Trust's clinical audit strategy; the
availability of suitable support programmes for all clinicians; opportunities for relevant staff to
engage in audit; the Trust's formal review of the audit programme; and regular reporting to
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the Trust's management or governance leads on progress in implementing outcomes of the
audit. Anticipated changes to the indicator for 2009/10 include the need for an update to the
Clinical Audit Strategy and Policy and further assurance from Divisions, largely in the form of
governance meeting minutes.

Assessing performance year-to-date shows that with some additional input and assurance, a
declaration of ‘Achieve’ is anticipated for 2009/10.

The national distribution of performance in the 2008/09 AHC is provided in the table below.
The Trust underachieved the standard; only 4% of Trusts were unable to achieve the target.

Similar Trusts

2008/09 Performance LTHT Achieve Fail

Engagement in clinical audits O 95.9% 2.9% 1.2%

Clinical Audits: Action Plan

Action / Update Owner Review Date

Revised Clinical Audit Strategy and Policy. | Medical Director February 2010
Provision of assurance from Divisions | Divisional General February 2010
through: Managers

- demonstrating suitable governance
arrangements to support audit,

- providing assurance that clinical audit
outcomes and action plans have been
reviewed,

- demonstrating assurance that time is
allocated for clinical audit for all
healthcare  professionals in the
division.

MRSA Bacteraemia .

e Reduce the number of MRSA bacteraemia cases in 2009/10 to 102 for the Leeds
Health Economy (LHE) and 72 for the Trust.

The DH’s MRSA ceiling for 2009/10 is that there should be no more than 102 cases for the
LHE, while the locally agreed target for the Trust is no more than 6 cases per month (72 for
the year). Since April 2009 it has been possible to distinguish between Trust-acquired and
community-acquired infections. Figure 18 shows 7 MRSA cases for the LHE in October, with
6 of these cases subsequently attributed to the Trust. This brings the year-to-date position to
30 cases for the Trust (against a year-to-date plan of no more than 42) and 37 cases for the
LHE (against a year-to-date plan of no more than 59.5). For the same period in 2008/09 there
were 65 cases for the LHE; there has therefore been a 43% reduction in the number of cases
reported so far in 2009/10. As figures for both the Trust and LHE are below the respective
trajectories, the Trust is achieving the MRSA target.
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Progress Against the MRSA Target: Reduce Cases in 2009/10 to 102 for
Leeds Health Economy & 72 for LTHT
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The latest available comparative data is provided in Figure 19. These national figures show
the wider Health Economy position for each of the peer hospitals. Despite improvements
made during 2009/10, Leeds still has the highest number of MRSA cases in the peer group.

The national distribution of performance in the 2008/09 AHC is provided in the table below.
The Trust failed the MRSA target in the 2008/09 AHC, as it exceeded its trajectory; only 10%
of similar Trusts failed this target.

2008/09 Performance LTHT . Similar Trusts _
Achieve Fail
MRSA Bacteraemia F.ail 78.8% 11.2% 10.0%
MRSA : Action Plan
Action / Update Owner Review Date
Refer to Healthcare Associated Infections Director of Infection Ongoing
Performance Report. Prevention and Control

Divisional General Manager,
Diagnostics and Therapies

Clostridium Difficile Infections .

e Reduce the number of Clostridium Difficile cases in 2009/10 to 584 for the Trust.

The Trust will be measured on this target for Trust-apportioned cases only. The target is to
ensure that no more than 584 cases of C.Difficile are reported for the Trust throughout the
year. Leeds PCT will be measured separately on C.Difficile; the PCT target is to ensure that
there are no more than 796 cases in the year within community and healthcare settings. In
tackling C.Difficile infections acute Trusts are expected to work effectively with PCTs.

In October, there were 18 C. Difficile cases apportioned to the Trust, as shown in Figure 20.
There have been 159 cases reported year-to-date; this compares with 438 cases reported for
the same period in 2008/09. The Trust has reduced the incidence of C. Difficile cases in
2009/10 to below the trajectory, and is therefore achieving the standard.
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Progress Against the C. Difficile Target: Reduce Trust Cases in 2009/10 Number of C. Difficile Reports for Patients Aged > 2 years
to 584 (Trust Apportioned) - April to September 2009
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Figure 20 Source: HPA website Figure 21

Figure 21 shows the latest available comparative data. For the first half of the year, there
were 141 cases apportioned to the Trust. Although improvements have been made in
reducing the number of C. Difficile cases in 2009/10, the Trust still reports high volumes of
infections in comparison to many of the peer Trusts.

In the 2008/09 AHC, the Trust achieved the C. Difficile target, following a reapportioning
exercise; for Trust apportioned cases, the number of infections (683) was lower than the
agreed ceiling (740). Only a minority of Trusts (less than 2%) did not manage to achieve the
standard.

2008/09 Performance LTHT - Sl el Jis -
Achieve Fail
Clostridium Difficile ‘ 98.2% 0.6% 1.2%
Achieve
Clostridium Difficile: Action Plan
Action / Update Owner Review Date

Refer to Healthcare Associated Infections

Performance Report.

Director of Infection
Prevention and Control

Ongoing

Divisional General Manager,
Diagnostics and Therapies

O

Time to Reperfusion for Patients who have had a Heart Attack

e« The percentage of eligible patients with acute myocardial infarction who receive
primary percutaneous coronary intervention (PCI) within 150 minutes of calling for
professional help.

Cardiovascular Disease (CVD) is a preventable disease that kills nearly 198,000 people in
the UK every year. Approximately half of all deaths from CVD are from coronary heart
disease and more than a quarter are from stroke. The national target is to reduce the death
rate from coronary heart disease, stroke and related diseases in people under 75 by at least
40% by 2010.

There are two treatment strategies for heart attacks; thrombolysis and primary angioplasty.
Thrombolysis, or treatment with thrombolytic drugs, helps reverse the effects of a heart attack
by lysing blood clots blocking the coronary artery and returning blood supply to the affected
part of the heart again. Coronary angioplasty involves a small balloon at the tip of a catheter
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tube being inserted via an artery in the groin or arm and guided to the blocked heart artery. It
is then inflated and removed leaving behind a ‘stent’, allowing blood to flow more easily.
Primary angioplasty is the use of this technique as the main or first treatment for patients
suffering heart attacks.

The specification for this standard has just been published (26 November) for the 2009/10
AHC, and is currently being assessed. The standard still comprises two indicators: part 1 for
thrombolysis and part 2 for primary angioplasty. As the Trust's preferred treatment strategy is
primary angioplasty, it was excluded from part 1 of the target in the 2008/09 AHC. (A low
numbers rule was applied to this target, meaning Trusts thrombolysing fewer than 20 patients
were excluded). It has also now been confirmed that the low numbers rule will still apply in
the 2009/10 AHC to part 1 of the indicator, and that the measure for part 2 will be
performance on ‘call to balloon times’ within 150 minutes. It is expected that to achieve this
target 75% (as yet unconfirmed) of eligible patients must be treated with a primary
angioplasty within 150 minutes of calling for professional help. Thresholds for underachieve
and fail are not yet known.

Analysis of local performance shows that during October 77% of patients met the expected
150 minute target. The year-to-September position shows 67.7% of patients received a
primary angioplasty within 150 minutes of calling for help. However, these figures are only
provisional, as they do not take account of justified delays. As it is still unclear what the
justified delays are, the Trust is currently unable to apply them to the data. It is not possible to
traffic-light this indicator until further work has taken place.

Time to Reperfusion: Action Plan

Action / Update Owner Review Date
New guidance received 26 November | Divisional General End December 2009
currently being assessed. Manager, Medicine

Stroke O

e Percentage of patients who spend at least 90% of their time on a stroke unit and the
percentage of high risk transient ischaemic attack (TIA) or minor stroke patients
who are treated within 24 hours.

A stroke is caused by a disturbance to the flow of blood to the brain by one of two main
means, either as a result of a clot that narrows or blocks blood vessels or where blood
vessels burst causing bleeding into the brain. The National Stroke Strategy 2007 sets out 20
quality markers which define excellent care at different stages in the pathway, to help local
services make improvements to stroke services. The stroke target within the AHC comprises
two of these quality markers.

There is overwhelming evidence that stroke units reduce deaths and enable patients to
regain greater independence. The target is for patients to spend at least 90% of their time at
hospital in a stroke unit with high-quality stroke care. The Trust position for Quarter 2 is 48%,
an increase on the 42% for Quarter 1. However, this is below the CQC'’s ‘achieve’ threshold
of 60% of patients spending at least 90% of their stay on a stroke unit.

National analyses of the Quarter 2 position shows that 57% of patients admitted to hospital
with a stroke spent at least 90% of their time in a stroke unit. Therefore, this too falls short of
the CQC target. Comparative performance at SHA level show significant variation; Yorkshire
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and Humber is the worst performing region in the country with a figure of 48% while the best
performing SHA is NHS London with 69% of patients meeting the target.

It should be noted that the stroke thresholds within the PMF have been updated. The
‘achieve’ threshold has increased to 70% and the ‘fail’ threshold has increased to 50%. It is
expected that the CQC thresholds will be brought into line with the PMF.

People experiencing a Transient Ischaemic Attack (TIA) or minor stroke need to be seen
rapidly in order to minimise the chances of a full stroke occurring. The target is for high risk
patients to be treated within 24 hours of experiencing symptoms. High risk patients are
identified from the ABCD2 scoring assessment, (calculated from: Age, Blood pressure,
Clinical features, Duration of symptoms, and presence of diabetes). Patients are counted in
this indicator if they attended an outpatient appointment at a TIA or relevant clinic (but not if
they were admitted).

Although the Trust holds specific TIA clinics which are run weekly there are a number of
issues in capturing the required data for the indicator. Difficulties include: missing data on
the referral letters; a cumbersome process to cross match TIA referrals with PAS
attendances; identifying whether a particular clinic is classed as ‘relevant’; distinguishing high
risk patients from lower-risk groups (in about half of all referrals the ABCD2 scores are
missing); and disparity between the descriptions within the referral letter and the ABCD2
scores. In cases where the referral letter suggests high risk (this may be from the narrative
section rather than the score) the patients are admitted directly to hospital rather than
attending outpatients. Such patients would then not be included in this indicator. Work is
currently underway in clarifying and quantifying the various data issues within this pathway.

It is, therefore, not possible to confidently award a ‘traffic-light’ to the stroke target as work in
assessing performance on TIA is ongoing.

National performance on this target in the 2008/09 AHC is provided in the table below. The
stroke indicator last year was different to the current target. Although Trusts were still
monitored on the percentage of patients who spent at least 90% of their time on a stroke unit,
the second element of the target assessed Trusts using 8 standards from the Royal College
of Physicians’ National Sentinel Stroke Audit (2008). The overall stroke care target was
challenging for Trusts nationally with only 37.3% of Trusts achieving the standard. The Trust,
along with the majority of acute Trusts, underachieved the target.

2008/09 Performance LTHT . Similar Trusts :
Achieve Fail

Stroke care O 37.3% 46.7% 16.0%

Stroke: Action Plan

Action / Update Owner Review Date

LTHT is working in partnership with NHS | Lead Divisional Ongoing

Leeds and the West Yorkshire Stroke | General Manager,
Network on the developing stroke strategy | Medicine

across West Yorkshire (in line with the
National Stroke Strategy).

Investigation and improvement of data | Director of Informatics | End of December
flows. 2009
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18 Weeks Q

e Maintain a maximum wait of 18 weeks for admitted & non-admitted (including direct
access audiology) patients, and ensure the standards are also achieved at
treatment function level.

In 2009/10 trusts will be expected to maintain a maximum waiting time of 18 weeks from
referral to start of treatment for 90% of admitted patients and 95% of non-admitted patients
(including Direct Access Audiology). A data quality test, assessed over the whole year, will be
applied prior to use of the data. Failure of the data quality test is likely to lead to failure of the
overall indicator. In reviewing Trust performance, the CQC will combine the results in a matrix
to determine an overall level of performance. This will consider admitted and non-admitted
performance for each quarter, as well as an assessment of the number of treatment functions
achieving the standards during the year. It is unclear at present how the matrix will be
weighted.

Trust performance in October, including breach sharing, was 89.2% for admitted patients and
97.4% for non-admitted patients, (including Direct Access Audiology); the year-to-date
position is 90.9% and 97.5% respectively. The Trust is therefore achieving the target at
overall Trust level.

In addition to the aggregate position, Trusts are also assessed on the number of individual
specialties failing the 18 week standards. (It should be noted that national monitoring of
admitted patients at aggregate Trust level includes breach sharing but excludes breach
sharing at Treatment Function level). The CQC measures Trusts on the full 2009/10 position.
Figure 22 shows the specialty position for Quarters 1 and 2, as well as year-to-date for
2009/10, in which there are 11 specialities failing the standard. It is not possible to confidently
traffic-light this target, as it is uncertain how CQC will derive the matrix combining aggregate
and specialty level performance.

The Trust will not achieve the Quarter 3 standard of 2 specialties failing, or the Quarter 4
standard of zero specialties beyond the 90/95% standards.
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Completed Pathways - Performance
Q1, 2009 Q2, 2009 YTD, 2009/2010
(April/May/June) (July/August/September) (April-October)
Admitted Non- Admitted Non- Admitted Non-

Treatment Function * (adjusted) Admitted (adjusted) Admitted (adjusted) Admitted
% % % % % %

All Specialties (with breach shares)
General Surgery

Urology

Ear, Nose & Throat (ENT)
Ophthalmology

Oral Surgery

Neurosurgery

Plastic Surgery

Cardiothoracic Surgery

General Medicine

Gastroenterology

Cardiology

Dermatology

Thoracic Medicine

Neurology

Rheumatology

Geriatric Medicine

Gynaecology

Other

Trauma & Orthopaedics

* All figures at Treatment Function level exclude breach sharing. Figure 22
** Non-Admitted patients for all specialties includes Direct Access Audiology.

The PMF measures T&O separately, and sets the following standards quarter by quarter for
2009/10 for the achievement of the Referral to Treatment Time standard at specialty level
(Figure 23).

Q1 Q2 Q3 Q4
Achievement of standards in all specialties (including  |achieve <5 <3 <2 0
Direct Access Audiology but excluding Orthopaedics) :
- no. specialties that can fail each quarter Fail >9 >4 >2 0
Achievement of standards in Orthopaedics Achieve 0 0 0 0
- no. specialties that can fail each quarter Fail >1 0 0 0
Figure 23

The SHA has now indicated to all Trusts that the remaining patients whose pathways are
longer than 18 weeks should also now be treated by the year end, except for those who have
chosen to wait, or where it would be clinically inappropriate to proceed. Treating the
remainder of these patients at a faster rate than had originally been anticipated or
commissioned will mean that the LTHT overall and specialty level performance will drop in
the coming months. This is because performance is measured against the proportion of
pathways that end each month beyond 18 weeks.

It had previously been expected that a number of specialties would be fully compliant by the
end of Quarter 3, however, this will not now occur due to a variety of factors. These include
reduced activity over the summer months, increased waiting times in some pathways, and
the reduction of percentage performance as patient’s waiting in the over 18 week backlog are
treated.

Page 24 of 40 Integrated Performance Report
December 2009




Backlog clearance and non-compliant pathways

General Surgery

The key constraints relate to theatre capacity at SJUH and outpatient capacity and demand
at the LGI. Actions to address these include additional lists and use of the Independent
Sector. Increased demand in colorectal surgery is also having an impact on sustainability.

ENT
The key constraint relates to inpatient waiting times. An additional locum is now in place
helping to maximise activity, together with some additional activity in the Independent Sector.

Urology
Urology pathways are now 18 week compliant other than for some very specialist cases.

Neurosurgery

The specialty continues to focus on treating its longest waiting inpatient and outpatient waits,
particularly within spinal surgery. Additional capacity is now in place, which is increasing the
numbers of breach patients treated each month, as well as helping to reduce the overall
numbers of waiters. However, given that there is a conversion rate from outpatients to
inpatients of around 30%, the numbers of patients awaiting admission will not fall further until
the outpatient backlog has been treated and outpatient waiting times further reduced.

Plastic Surgery

There remains key capacity constraints in this service which mean that a number of patients
are waiting too long for their inpatient treatment despite regular use of the Independent
Sector to help maintain the 13 and 26 week standards. Work is ongoing both within LTHT
and with the PCT to see how to bridge the capacity gap both in year and recurrently.

Cardiothoracic Surgery

While there are relatively small numbers of patients in these specialties, they require
substantial amounts of operating time and support services, which restricts the speed with
which the remaining backlogs can be cleared. Detailed planning is ongoing between the
surgical and theatre teams to maximise activity.

Dermatology

The dermatology performance relates solely to the highly specialised tertiary mohs
(micrographic) surgery. The specialty has made good progress and the plan to clear the
backlog of patients by December is being achieved. The specialty expects to achieve
performance from December onwards.

Trauma and Orthopaedics

The backlog patients are across the subspecialties, with different constraints in each
pathway. The Directorate is working to identify the relevant resources to enable each of
these to be cleared as far as possible in the coming months.

The table below shows the national distribution of performance on this indicator in the
2008/09 AHC. The Trust achieved the target along with most other acute Trusts.

2008/09 Performance LTHT . SN WELS .
Achieve Fail
18 week RTT ‘ 88.8% 5.9% 5.3%
Achieve
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18 Weeks: Action Plan

Action / Update Owner Review Date

Review all risk areas within Divisions and | Director of Informatics | Ongoing
ensure action plans in place at all specialty | Divisional General

levels. Managers

Validation is completed on a monthly | Director of Informatics | Ongoing

basis. Director of Business

Agree appropriate activity levels with PCT. | Developments and Ongoing
Performance

Core Standards

The Trust declared compliance with all of the Standards for Better Health in 2008/09 with the
exception of C4a: Healthcare Associated Infections (HCAI). For 2009/10 the Trust is required
to make a declaration in early December for the period April to October 2009.

Standards C4a: HCAI and C4c: Decontamination, will not form part of the declaration for
2009/10 as they are already covered by CQC registration.

Standard Leads have made assessments of compliance for the current year and these have
been reviewed by Executive and Domain Leads, and also by the Clinical Governance
Committee on behalf of the Board. A declaration of compliance with all standards will be
submitted to the CQC by 7 December.

Core Standards: Action Plan

Action / Update Owner Review Date
Current assessments and reviews indicate | Executive Leads Review at Clinical
that the Trust is compliant with all the Governance
standards. Minor shortfalls in assurance are Steering Group
being addressed. 27 November.

Performance Management Framework (PMF)

The PMF sets out the Department of Health’s approach to identifying underperforming NHS
organisations and stipulates when intervention should occur in such organisations.
Performance is assessed across four key domains of organisational function: Finance,
Operational Standards, Quality & Safety and User Experience. Each section is assessed
using a weighted score which results in one of three performance ratings:

e Performing
e Performance under review
e Underperforming

Figure 24 shows recent and current performance on the Operational Standards domain. For
the 2008/09 opening assessment the Trust was placed in the Performance Under Review
category, whilst for Quarter 1 2009/10 the Trust was categorised as Performing. Quarter 2
results have not yet been published but evidence from provisional analyses demonstrates
that the Trust is still in the Performing category.
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Overall Performance
Threshold & Score

Overall PerformanceThreshold | Performing: more than 2.4
2008/09 Opening Assessment Under Review 2.20
Quarter 1 Published _E
Quarter 2 Provisional Performing 2.50

YTD (Apr-Oct) Provisional Performing 2.52
Figure 24

There have been further amendments to the stroke target; the threshold to achieve has
increased from 60% to 70% whilst ‘fail’ has increased to 50% (up from 30%).

Appendix 2 shows the full report card for operational standards.

4. INFORMATION QUALITY

Real Time ADT Project

Since August 2009 the Trust has been in the process of implementing ‘Real Time Admission,
Discharges and Transfers (ADT)'. All wards are now required to ensure that any activity
relating to a patient's admission, discharge or transfer is recorded on the Patient
Administration System (PAS) within 30 minutes of the event taking place.

Prior to the project commencing, the recording of admissions, discharges and transfers
across the Trust was extremely variable. Some areas were timely in the capture of their data,
whilst in other wards it was taking over 30 days for a patient’s activity to be recorded on PAS;
in some instances the activity was not being recorded at all.

The drivers for change and the benefits that this would deliver were clear from the outset.
Ensuring that patients are tracked on PAS in real time enables all staff within the Trust to
know where patients are at all times, thereby improving patient safety. The Trust is better
placed to manage bed capacity, being able to identify where free beds are and ensuring the
Trust is able to recover income for all activity delivered within the required timescales.

The project has been delivered in two phases. In August 2009 phase 1 was launched, which
encompassed the training of over 200 Ward Clerks and focused on the capture of real-time
data within the hours of 7am and 5pm, Monday to Friday. Phase 2 of the project began in
November 2009 and was underpinned by an ambitious training programme; 500 members of
nursing staff were trained, with ward staff, in collaboration with the Bed Board Service, now
recording admissions, discharges and transfers that occur out-of-hours, between 5pm and
7am, Monday to Friday and on weekends, in real time.

As the project now moves into the monitoring phase, all Divisional Nurses are being provided
with monthly reports detailing the compliance and performance of all wards that fall within
their area of responsibility. The ADT Project Team continues to visit all wards on a regular
basis to provide further support and guidance to encourage compliance towards the 30
minute target.
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Figure 25 demonstrates the improvements in real time data capture of elective admissions
within phase 1 of the project.

Phase 1 ADT Elective admissions 2009 - Trust Level Phase 2 ADT Admissions 2009 - Trust Level
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Whilst Phase 2 of the project is still in its infancy it is evident that improvements can already
be demonstrated in the timeliness of data capture of all admissions within the Trust, as Figure
26 shows.

Real Time ADT Project: Action Plan

Action / Update Owner Review Date

Wards to stop returning daily Ward | Director of Informatics | January 2010
Returns when they achieve appropriate
level and standard of compliance.

Compliance & Monitoring of data capture | Director of Informatics | Ongoing
within real time.

5. PATIENT SAFETY

National Patient Safety Agency (NPSA) Seven Questions Every Board Member Should
Ask

Trust Boards play a significant role in ensuring the care provided by their Trust is safe and
that any risks are reduced. By answering seven key questions, as outlined by the NPSA®,
Board members will be able to identify gaps in their safety culture, and work to ensure
improvements. These seven fundamental questions are outlined below.

1. Does everyone understand the importance of patient safety?
Patient safety is a top priority for Trusts. Boards should therefore have a clear strategy for
patient safety, which has defined, measurable and challenging goals for improving the
safety of patient care and reducing patient harm each year. It is advised that at least 25%
of a Board agenda should focus on the quality, safety and effectiveness of the care the
Trust delivers.

2. Do we really have an open and fair culture?
Boards need to make it clear that the Trust supports and promotes an open and fair
culture, so when things go wrong, staff are able to be open, and will be treated fairly, with
failures in the system identified and improved. Regular Board safety walkrounds provide
an opportunity to talk to front-line staff, patients and their families about their experiences
and examine opportunities to improve safety.

! www.npsa.nhs.uk/
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3. Are we actively encouraging reporting of incidents?
It has been shown that Trusts that report more incidents usually have a better and more
effective safety culture. Trusts should therefore encourage staff to report any incidents or
near-misses, making it easy to report them. Boards should utilise national comparative
data available from the National Reporting Learning System (NRLS) in order to
benchmark the Trust against peers in terms of the numbers reported and levels of harm
reported.

4. Do we get the right information?
In order to get an accurate picture of where things are going wrong, and what is required
to avoid minor incidents from becoming more serious, major incidents, Trusts need to
learn from a variety of sources of data together. These include complaints, clinical risks,
claims, serious untoward incidents, patient liason issues, prescribing data, unexpected
deaths, hospital standardised mortality ratios, reported incident themes and rates, and
triggers highlighted from case note reviews.

5. Are we always open when things go wrong?
Effective communication can help both patients and their families cope when things have
gone wrong. Providing an explanation, keeping them informed, and simply saying sorry
can help patients deal with the trauma of the incident and could potentially reduce
complaints.

6. Do we learn from patient safety incidents?
As feedback is believed to enhance reporting and learning, Trusts need to provide clear,
rapid and useful feedback on the lessons learned and actions taken, regarding patient
safety incidents. Staff need to be trained in relevant investigation techniques, such as root
cause analysis or significant event audit. Regular reports providing results of
investigations and implementation plans should be shared throughout the Trust with
Board members and staff.

7. Are we actively implementing national guidance and safety alerts?
As well as feedback from within the Trust, it is also essential that lessons learned from
outside the Trust are also utilised. Trusts need to have an efficient and effective response
to all national guidance and alerts, monitoring the implementation of those relevant, with
the required actions becoming rapidly embedded in the Trust.

Seven Questions: Action Plan

Action / Update Owner Review Date
Patient Safety Steering Group established | Medical Director Ongoing
to monitor and assess Director of Nursing

Safer Surgery

The ‘Safe Surgery Saves Lives’ programme was launched by the World Health Organisation
(WHO) in June 2008, with the aim of improving the safety of surgical care around the world.
Through ensuring adherence to proven standards of care, and addressing important safety
issues, including inadequate anaesthetic safety practices, avoidable surgical infection and
poor communication between team members, the number of surgical deaths can be reduced.
These have proved to be common, deadly and preventable problems in all countries and
settings.

The ‘WHO Surgical Safety Checklist’ is part of this initiative, and comprises a core set of
safety checks. The National Patient Safety Agency (NPSA) has adapted the checklist for use
in the NHS in England and Wales and full implementation is expected by February 2010.
Trusts are required to:

1. Ensure an executive and a clinical lead are identified in order to implement the surgical
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safety checklist within the Trust.

2. Ensure the checklist is completed for every patient undergoing a surgical procedure
(including local anaesthesia).

3. Ensure that the use of the checklist is entered in the clinical notes or electronic record
by a registered member of the team (eg. Surgeon, Anaesthetist, Nurse).

Safer surgery has been identified as one of the 3 key priorities in the Trust’s ‘Managing for
Success’ programme and work is currently underway to ensure the Checklist is implemented
across the Trust

Safer Surgery: Action Plan

Action / Update Owner Review Date
Executive and clinical lead identified for all | Director of Finance Monthly review
specialist teams. meetings, with
Specialist teams given Red, Amber, Green completion

(RAG) rating. expected February
Checklist fully implemented in Urology, and 2010.

partially implemented in 11 other specialties,
but not at all in 8 specialties.

Planned programme of work to roll out to all
specialties now in place.

Theatre Management System updated with
the functionality to record whether the
Checklist was used.

6. PRODUCTIVITY AND EFFICIENCY

Increasing Day Case Rates

As part of the Better Care Better Value programme, the NHS Institute for Innovation and
Improvement (NHS IIl) provide comparative data on a range of indicators to facilitate
improvements in productivity. One indicator considers performance on the Audit
Commission’s ‘day case procedures’; this is a group of 25 procedures that are deemed
generally appropriate for day surgery. The indicator measures the extent to which Trusts treat
patients as a day case rather than as an inpatient.

For each of the 25 procedures the productivity opportunity is calculated by comparing a
Trust’'s performance with the national top quartile; this comparison is made for the first quarter
of each year. Trusts can then determine the savings that would have been made if they had
performed at that level. Since analysis is at procedure level, productivity opportunities can still
be identified for Trusts whose overall performance is within the top quartile.

Figure 27 shows performance for each quarter over the previous two years; Quarter 4
2008/09 is the latest information available. The Trust’s overall performance for this measure
has remained consistently better than the national average throughout the period and for
Quarters 3 & 4 in 2007/08 performance was in the top quartile. It should be noted, however,
that both the national average and the top quartile have shown improvements over the period.

Page 30 of 40 Integrated Performance Report
December 2009




2007/08 2008/09
Qrt 1 Qrt 2 Qrt 3 Qrt 4 Qrt 1 Qrt 2 Qrt 3 Qrt 4

Day case rate for the 25 procedures:

-LTHT 76.35% 75.26% 78.22% 82.15% 77.02% 77.48% 73.39% 78.28%
- National Average 72.12% 71.25% 71.89% 72.34% 73.60% 73.16% 72.89% 74.24%
- National Top Quartile 77.11% - - - 79.45% - - -
National Ranking 571174 64 /174 40/174 23/184 64 /184 61/169 98 /167 68/167
Annualised Productivity Opportunity £149,000 | £126,000 | £79,000 £55,000 | £163,000 | £173,000 | £300,000 | £230,000
Source: Better Care Better Value Indicators website (NHS IIl) Figure 27

Although the Trust performs generally well on this indicator there is still potential to improve.
In the latest release, Quarter 4 2008/09, the Trust’s national ranking was 68 out of a total of
167 Trusts: this means that 67 Trusts had better overall day surgery rates and 99 Trusts had
worse rates. The annualised productivity opportunity is calculated at £230,000

Productivity and Efficiency: Action Plan

Action / Update Owner Review Date

Share with Divisions data on day | Director of Informatics Ongoing
surgery rates and potential savings
at procedure level.

7. UPDATE FROM THE CARE QUALITY COMMISSION

Various

e Results of the 2008/09 AHC

Performance ratings were published on 15 October for all 392 NHS trusts in England; this
included 169 acute and specialist trusts. The CQC press release highlighted big
improvements with more patients receiving treatment within 18 weeks of referral and big
reductions in MRSA & Clostridium difficile cases. But CQC raised concerns about the 20
trusts rated “weak” on Quality of Services and a further 27 that have not been higher than
“fair” for Quality and Financial Management in the last four years. Cynthia Bower, CQC chief
executive stated:

“I want to ring the alarm bell in the boardrooms of these organisations. Next year, all
trusts must register with us to legally function. It is clear that many have significant
work to do and a short time in which to do it.”?

e A new system for registration

Subiject to legislation, from 1 April 2010, NHS Trusts that provide regulated activities must be
registered with the CQC. Providers of care must show that they are meeting new essential
standards of quality and safety across all of its regulated activities. It also marks a change
from regulation that has focused on the systems, processes and policies that providers follow,
to regulation based on outcomes for people in terms of a quality experience of care. The
timetable (subject to legislation) is as follows:

o Early December 2009: publication of CQC guidance about compliance along with

judgement framework.

? http://www.cqc.org.uk/newsandevents/pressreleases

Page 31 of 40 Integrated Performance Report
December 2009




0 4 -29 January 2010: NHS Trusts apply for registration.

o February / March 2010: discussions between CQC and NHS Trusts regarding
applications; (Trusts may be asked to supply more evidence to support them).

0 1 April 2010: NHS Trusts must be registered.

e Regulators demand improvement at Basildon and Thurrock Foundation Trust

CQC and Monitor are taking action to address concerns around leadership and quality of care
at Basildon and Thurrock University Hospitals NHS Foundation Trust. These concerns
include the Trust Board's rate of progress and success in designing, overseeing and
implementing effective actions to address high hospitalised standardised mortality rates.
Other areas of concern include: breaches of infection control standards, inadequate
arrangements to treat children and a poor care environment in A&E. Although Basildon and
Thurrock Foundation Trust has made some progress in addressing these issues, the
regulators are not satisfied with the pace of progress, or that their Trust Board currently has
the capacity to deliver the improvements necessary within an acceptable timescale. Through
the use of its formal powers of intervention, Monitor is therefore requiring the Trust to take
specific actions within a set timescale in order to ensure a swifter delivery of the necessary
improvements.
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SECTION B: HUMAN RESOURCES

Human Resources
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Figure 28

Between April and October 09, SIP shows a reduction of 278 FTE posts, Nurse Bank has
increased by 90 FTE, Overtime has reduced by the equivalent of 94 FTE posts and Taskmaster
Agency by 46 FTE posts. With the exception of Nurse Bank, overall this indicates that the
measures put into place on 28 April 2009 continue to have a sustained effect in the control of
additional staff spending.

The use of the new ESR funded establishment figure continues. Establishment increased by 15
FTE from September to 14,607 FTE in October 2009. Coupled with a reduction of a further 20
FTE Staff in Post between September and October, this has resulted in a Vacancy Rate
movement of 0.23% to 9.07%, (although it should be recognised that approx. 40% of the 0.23%
effect results from the increase to funded establishment, rather than the 20 FTE staff that have
left the Trust).

PRA has increased during October by £7.7k and remains £42.5k over April 09 levels.
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Sickness has increased since September by 0.52% and stands at 0.63% over the Trust target of
4.50%; with Short term increasing to a smaller degree than the Long term rate.

Turnover has almost halved since September and has almost returned to the April position,
signalling a reduced number of leavers during October.

'‘Agency Spend' (defined as a combination of 'NHSP Nurse' spend, 'all other Agency' spend and
'‘Overtime’ spend, sourced from the APO7 Finance Director Pack) has decreased by £353k
between September and October and stands at £662k below April levels.

It should be noted that whilst the term “vacancy” is used, a post coming through the VAP
approval process may still be occupied at the time it is held and, given the period of notice
required, may continue to be occupied in the future. The “vacancy” may not, therefore, reduce
the staff in post situation for up to 3 months i.e. the maximum notice period.

It should also be noted that when calculating Vacancy Rate, the staffing figures used are for
contracted staff, which compare the SIP on 31 July against those in post on 31 August. It
should be noted that this is not the same calculation as used in financial papers, which measure
the cost of staff in month and are, therefore, based on the average staffing levels during the
month and on the payments made for those staff, including overtime payments. For example;

e those staff on unpaid maternity leave and sick leave will be included in the HR measure
as they remain employed by the Trust but would not be included in the finance figure as
no payment is being made to these staff;

e in a similar way a full time employee who starts midway through the month will be 0.5 in
the finance numbers but 1.00 in the HR figures.
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SECTION C: FINANCE

Finance

The financial position after 7 months of 2009/10 can be summarised as follows;

Annual Year to date Movement in
Plan Plan Actual Variance variance
Description £m £m £m £m £m
e Turnover (933.1) (533.4) (527.6) 5.8 (0.3)
e  Operating expenditure 870.7 492.7 488.8 (3.9) (1.3)
EBITDA (62.4) (40.7) (38.8) 1.9 (1.6)
e Depreciation 38.3 22.1 215 (0.6) (0.6)
e Financing costs 29.1 16.9 17.0 0.1 0.0
(Surplus)/Deficit 5.0 (1.7) (0.3) 1.4 (2.2)
Figure 29

After 7 months of the new financial year the Trust has an adverse variance on income and
expenditure of £1.4 million which is an improvement from the previous month. Performance
on patient care activity and income is estimated to be on plan in period 7, this being
consistent with performance in AP6. Operating expenditure has improved due to the
increasing number of vacancies being held and the release of increment funding to the
Directorates, partly offset by nonpay expenditure. Although bank expenditure has slightly
increased in the month (+£0.3 million), most of the other primary indicators of financial
problems either remained flat or moved in the right direction during October (i.e. payroll staff,
overtime, premium rate activity, and clinical consumables). The forecast of the year-end
position has just been finalised, but yet to be discussed by the Executive Directors and
therefore the temporary restrictions on filling vacancies and the use of bank, agency and
overtime and the controls on non pay expenditure will remain in place.

RECOMMENDATION
The Board are asked to note the Trust’'s position in relation to national performance targets
as well as the latest position on key Human Resources and Finance indicators.

ALISON DAILLY
Director of Informatics
December 2009
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