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High Level Action Plans and Notes 
 

Trusted on Quality 
Executive Lead and 

Timescales for 
Delivery 

1. Timeliness of Care 

1.1 ED Chief Operating Officer 

• Emergency Pathway placed on Special Measures – 2 weekly Executive review 
 

• Cross specialty Emergency pathway review led by Medical Director/Director of Nursing 
 

• Consultant rota in place to support consultant led source 0800-2400 including 3 consultants at weekend 
 

• Target increase in ENP during peak period 
 

• Detailed recovery plan in place and monitored via executive team through special measures framework 
 

4 May 2011 
 
 
13 May 2011 
 
Current 
 
Current 
 
Current 

1.2 18 Weeks Chief Operating Officer 

 
Further modelling of the current patient backlog by specialty has been undertaken in order to profile recovery of the position 
at Trust and Specialty level. Specialty areas where there is a significant backlog have undertaken an analysis of 
demand/capacity and identified trajectories to reduce backlog of patients with long waiting times in those areas.   
 
There are however several key principles: 
 

• Validation of all patients on current incomplete pathway and with identified in month clock stops over 18 weeks 

• Book patients in turn order from the longest wait time where appropriate given case mix and sub-specialty profiles 

• Reduce Trust aggregate and individual specialty backlogs of patients whose wait for definitive treatment is above 18 
weeks.  

Specific actions to address the overall 18 week RTT performance are identified below; 
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� Profile waiting list by speciality to forecast capacity required to deliver 18 weeks RTT targets 

 
� Chief Operating Officer to meet weekly with individual Specialties to review recovery plan 

 
� Chief Operating Officer to meet weekly with individual Specialties to oversee validation exercise of patients on 

incomplete pathway and 18 week clock stops 
 

� Additional Orthopaedic/Spinal activity agreed by Chief Executive / Director of Finance / Chief Operating Officer 
 

� Additional Surgical activity (ENT, OMFS, General Surgery, Urology) agreed by Chief Executive / Director of Finance / 
Chief Operating Officer 

 
� Review waiting list booking profile to ensure longest wait patients booked in turn on both admitted / non-admitted 

pathways 
 

� Review productivity measures to increase activity run rate and minimise cost 
 

� Review by DoH intensive support team of SUHT waiting list management and booking profiles 
 

 
May 2011 
 
Weekly-ongoing 
 
Weekly-ongoing 
 
 
January 2011-ongoing 
 
February 2011-ongoing 
 
 
Current via COO meeting 
 
 
Current via COO meeting 
 
April 2011-complete 

1.3 Hospital Standardised Mortality Rate (HSMR) Medical Director 

PAH Red: High HSMR is largely due to Level 3 Obstetric and Neonatal care for which there are few effective risk 
moderators in calculating HSMR (especially true for stillbirths). However the rate has generally fallen since March 2009 (see 
Outcomes report for further detail). 
 
CMH Red: Improving accuracy of recording of Primary Diagnosis and more complete recording of co-morbidities would 
further lower HSMR 
Actions 

• Consultant derived primary diagnosis and more complete co-morbidity recording is required to lower HSMR. 

• Recording diagnosis at the end of the 2nd spell of care (used to calculate HSMR) in complex care pathways would 
have a beneficial impact on HSMR without influencing the final diagnosis on discharge. 

• Formal end-of-life care in child health and neonatology would lower HSMR. 

• Clinical definition of elective/non-elective CMH admissions must be used as this is a powerful risk moderator.  
 

Ongoing 

1.4 Nutrition Director of Nursing 
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Since the introduction of the trust wide MUST audits in February, there has been a 12%  improvement in MUST screening 
within 24 hours of admission. The 3 audits to date show a consistently good return rate and are demonstrating improvement 
month on month.  
Actions 

1) Review MUST audit compliance on Nurse in Charge ward rounds and weekly matrons peer reviews.  
2) Disseminate audit results to those staff who do not have SNAP viewer 
3) ADNS and Head of Nutrition and Dietetics nutrition ward rounds have commenced.  

 
 
 
 
In Progress 
31st May 2011 

In Progress 

1.5 MRSA bacteraemia reduction Director of Nursing 

The year end forecast is currently Green with the Trust having one confirmed case of MRSA. There is a review in progress 
regarding a second case of MRSA which should not relate to us. This second case is therefore not shown in our figures at 
this stage.  PCT will confirm our view re ownership by 20th May 2011. 
 

20th May 2011 

 
 
 

 

Delivering for Taxpayers 

2. Financial Position 

2.1 Cost Improvement Programme Director of Finance 

Performance in April was below the profiled plan based on historic performance (3.64%) and generated an adverse variance 
of 37%. The level of identified CIP’s is high for the year (95%) but these plans need to crystallise into actual savings in future 
months. Meetings with Divisions and the CEO & DoF are underway to agree recovery plans. 

Ongoing 

2.2 SLA Activity (Total income before non payment provision) Director of Finance 

The activity numbers for April are not available to date so this section is reporting on the first cut of the 2010/11 outturn 
position. Activity to the year end is £9.9m (after marginal rates are applied) above the Trusts internally phased plan. 
Payments to the year end have been made by all Commissioners based on estimated activity and the actual value was 
within £50k of the estimate. 

N/A 

 

3. Financial Risk Rating 

3.1 EBITDA Margin Director of Finance 

This metric is driven by the in month deficit and delivers an individual score of 2. With the profile of small planned deficits in 
the first two months of the year this metric is unlikely to improve until June at the earliest. 

See finance report 

3.2 Return on Assets Director of Finance 
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This metric is driven by the in month deficit and delivers an individual score of 2. With the profile of small planned deficits in 
the first two months of the year this metric is unlikely to improve until June at the earliest. 

See finance report 

3.3 Income and Expenditure Surplus Margin Director of Finance 

The deficit position at the end of April delivers a score of 2 as planned. The margin is some way short of the 1% of Turnover 
necessary to achieve a “3” rating which is unlikely to occur until the Trust delivers the full year planned surplus. 

See finance report 

3.4 Liquid Ratio (days) Director of Finance 

The liquid ratio has marginally worsened from last month (as a result of the in month planned deficit) and stands at just 
above 10 days which delivers a score of 2. Until the loan is secured to improve the liquidity position in 2011/12 this metric 
will continue to deliver a weak score. 

See finance report 

 

4. Productivity Indicators 

4.1 Infrastructure – Energy Consumption (Electricity and Steam) 
Director of Strategy and 
Business Development 

Steam and electrical consumption are both in the RED for this month. 
  
There is a steam trap replacement programme that helps to reduce steam wastage this replacement programme also picks 
up and repairs the minor steam leaks along the main steam ring main.  Various steam leaks along the steam main have 
contributed to the high consumption this is an on-going problem.  
  
The infrastructure team are working on various feasibility schemes to try and reduce our electricity consumption such as: the 
rationalisation of the central chiller supplies with CT/MRI loads being fed from discreet plant and to increase the distributed 
chilled water temperatures. 
There is a planned major maintenance improvement programme to replace the Centre block Theatre AHU plant and their 
controls this will improve energy usage.  
As part of the design philosophy of any Estates improvement schemes energy and its usage is a fundamental consideration. 
  
Senior Managers must help by encouraging their staff to save electricity by turning off PCs and other electrical equipment 
when not in use. 

 

4.2 Workforce - Annual Leave Taken (Consultants and Junior Doctors) and Appraisals Completed (non-
medical) 

Director of 
Organisational 
Development 

Annual Leave – All DCDs have been asked to assure the Executive that leave has been taken within the leave year as 
agreed. They have assured the Executive Directors that the current issues are with recording and these will be rectified. 
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4.3 IM&T – Data Quality Timeliness Transfers 
Director of 

Organisational 
Development 

The measuring for the timeliness of Transfers has changed to monitor entry onto CaMIS within 6 hours (This used to be 
within 12 hours). This has meant a drop in performance of 5.3%. The change is required to support the real time ADT project 
across the Trust.   

The targets for the timeliness measures have also increased by 10% to help drive the improvement required. 

 

4.4 Annual Leave Taken & Booked (Junior Doctors) 
Director of 

Organisational 
Development 

Recording of holiday taken by Junior Doctors is understated. Work will commence in Q1 2011/12 to identify a solution.  

 
 

Excellence in Healthcare 

5.1 Same Sex Accommodation Director of Nursing 

In 2010/11, patients were asked 2 separate questions about whether they shared sleeping accommodation – before and after the first 
move. The year average for before first move was 19% and the year average for after was 6%. In April 2011, patients are being asked a 
single question about sharing of sleeping accommodation. The April result of 19% reflects the higher average for those stating they 
shared sleeping accommodation before the first move and aims to completely eradicate non clinically justified same sex mixing. 

Actions to Date:  

1) Survey data analysed and disseminated to care groups who have higher numbers of patients stating they have shared. This 
includes Cardiac and General Surgery for April.  

2) Working with volunteers to ensure they do not include “yes” responses form patients who are on same sex wards.  

3) Root cause analysis process operational for non clinically justified breaches – emerging themes are predominantly linked to 
hospital alert status, and lack of capacity 

4) Electronic reporting system for all SSA breaches with embedded escalation process in place.  

5) Daily review of mixed sex bays monitored and reported by Associate Director of Nursing Services via daily hospital alert status  
reports 

 

 
 
 
 
 
Completed 
 
 
31st May 2011 
 
In Progress 
 
Completed 
 
In Progress 

 


