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Content Context:

Context - The activity table and RTT waiting time curve below sets out the context for the operational performance of the

Reading Guide Page 2 Trust and should be used to support constructive challenge from the committee:
Inpatient Episodes Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Trend
Cardiac Surgery k1 165 134 156 01 146 —_—
TrUSt Performance Summary Page 3 Cardiology 735 645 690 656 644 636 —— e .
ECM O (days) 307 234 270 2P 247 65
A A ITU(COVID) 0 0 0 1 0 S e
Y At a g I anceo Page 4 PTE operations B “ 9 10 » 10
RSSC 665 564 599 517 416 487
- Balanced scorecard Page 4 Trorcwedone A S T —
_._.—-—'_
Transplant/VAD 55 50 51 56 49 36 —
- Externally reported/Regulatory standards Page 5 Total Inpatients 2,305 2,030 2,132 1944 L1810 1827 *
Outpatient Attendances Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Trend
_ : Cardiac Surgery 430 381 387 393 432 45 ———— et
Board Assurance Framework (BAF) risk Page 6 Cardioboay 2750 2701 2225 2577 276 aegy
summar RSSC 1472 1561 1925 1582 1602 1501 @ —m  ————
y Thoracic M edicine 2,340 2,120 251 2,201 2,265 2,225 ———
H Thoracic surgery (exc PTE) 128 83 128 75 16 80 ————
Performance Summa”es Page 7 Transplant/VAD 291 257 276 264 267 250 ————— e .
Total Outpatients 8,421 8,193 9,452 8,092 8,411 8,154 B e —
_ Note 1-Activityfigures include Private patients and exclude unbundled radiology scan activity and ALK test activity;
Safe Page 7 Note 2 - ECMO activity shows billed days in months (rather than billed episodes);
Note 3 - Inpatient episodes include planned procedures not carried out.
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Reading guide

The Papworth Integrated Performance Report (PIPR) is designed to provide the Board with a balanced summary of the T r u geérformance within all key areas of operation on a monthly basis. To achieve this, the Trust has identified the Board

level Key Performance Indicators ( i K PWwitkird 8ach category, which are considered to drive the overall performance of the Trust, which are contained within this report with performance assessed over time. The report highlights key areas of

improvement or concern, enabling the Board to identify those areas that require the most consideration. As such, this report is not designed to replace the need for more detailed reporting on key areas of performance, and therefore detailed

reporting will be provided to the Board to accompany the PIPR where requested by the Board or Executive Management, or where there is a significant performance challenge or concern.

A 6 Aag | angeetion i thisincludesa 6 b a | asncceerde shawing Berformance against those KPIs considered the most important measures of the T r u spérforsiance as agreed by the Board. The second dashboard includes performance
against those indicators set by the T r u geguasors and reported externally.

A Performance Summaries i these provides a more detailed summary of key areas of performance improvement or concern for each of the categories included within the balanced score card (Transformation; Finance; Safe; Effective; Caring;
Responsive; People, Management and Culture)

Key

KPlI 6RAGO Ratings Data Quality Indicator
The 6RAGS6 ratings for each of the individual KPIs incl ¢d@aa gty rBtihgd fot eAdh 8f the RAMLidciidedvitifin tife® fadtg1 € nseeon df ik lepV&re defined as follows. It

Assessment rating | Description should be noted that the assessment for each of the reported K P | i§ Isased on the views and judgement of the business
owner for that KPI, and has not been subject to formal risk assessment, testing or validation.

Green Performance meets or exceeds the set target with little risk of missing the target in future periods
Amber Current performance is 1) Within 1% of the set target (above or below target) unless explicitly stated . . . . . . .
otherwise or 2) Performance trend analysis indicates that the Trust is at risk of missing the target in High level of confidence in the quality of reported data. Data captured electronically in a reliable and
future periods 5 auditable system and reported with limited manual manipulation with a full audit trail retained. Sufficient
monitoring mechanisms in place to provide management insight over accuracy of reported data, supported
“ The Trust is missing the target by more than 1% unless explicitly stated otherwise by recent internal or external audits.
Overall Scoring within a Category 4 High level of confidence in the quality or reported data, but limited formal mechanisms to provide assurance
Each category within the Balanced scorecard is given an overall RAG rating based on the of completeness and accuracy of reported information.

rating of the KPIs within the category that appear on the balance scorecard (page 4).
A Red (10 points) = 2 or more red KPIs within the category

A Amber (5 points) = 1 red KPI rating within the category

A Green (1) = No reds and 1 amber or less within the category

Moderate level of confidence in the quality of reported data, for example due to challenges within the
3 processes to input or extract data such as considerable need for manual manipulation of information. These
could effect the assurance of the reported figures but no significant known issues exist.

Overall Report Scoring Lower level of confidence in the quality of reported data due to known or suspected issues, including the
A Red =4 or more red KPI categories results of assurance activity including internal and external audits. These issues are likely to impact the
A Amber = Up to 3 red categories 5 5 1 2 completeness and accuracy of the reported data and therefore performance should be triangulated with
A Green = Noreds and 3 or less amber other sources before being used to make decisions.

Trend graphs . . . _ . . .
Low level of confidence in the reported data due to known issues within the input, processing or reporting of

Within the balanced scorecard, each KPI has a trend graph which summarises performance 1 that data. The issues are likely to have resulted in significant misstatement of the reported performance and
against target from April 2020 (where data is available) therefore should not be used to make decisions.




Trust performance summary

Overall Trust rating - AMBER

FAVOURABLE PERFORMANCE

CARING: Number of written complaints per 1000 staff WTE - is a benchmark figure based on the NHS Model Health System to enable national benchmarking. We remain
in green at 3.0. The data from Model Health System continues to demonstrate we are in the lowest quartile for national comparison;

EFFECTIVE: The numbers of patients seen in Outpatients remained strong despite the fewer working days in month. This was particularly true for follow-up appointments.
The Outpatient productivity initiative is well established and as part of resetting expectations and processes across the Trust the monitoring of bookings with up to 6 weeks
notice has been reinstated,;

RESPONSIVE: This month saw an improvement in diagnostic performance in spite of further Radiographer staffing challenges. Although the national standard has not
been met the achievement of 96.68% having access to diagnostic testing within 6 weeks compares favourably to 64.4% of patients across the East of England region;
PEOPLE, MANAGEMENT & CULTURE: Medical appraisal compliance continues to improve. Non medical appraisal rates have improved for the second month as
managers try to refocus on appraisals and mandatory training for their staff. This does continue to be challenging as a result of high short term absence due to Covid-19;
FINANCE: 1) The YTD position is reported against the T r u sHtl énsl H2 2021/22 plan and shows a surplus of £5m which is £2.5m favourable to plan. Recognition of
YTD income earned through the Elective Recovery Fund (ERF), private patient income over-performance, favourable delivery against the T r u SCtP@lan is partially offset
by a number of non recurrent items and provisions. 2) CIP is ahead of plan by £0.9m YTD. This is primarily driven by additional delivery against Pharmacy schemes where
cost savings have been achieved by switching to generic brands and reducing usage, non recurrent operational pay underspends as well as savings made on the
revaluation of business rates.

ADVERSE PERFORMANCE

People, SAFE: High Impact Interventions - the result for Feb 2022 has just tipped into amber at 96.4%. IPC and Audit are reviewing the data and following up with the clinical areas
Management & as required;
EFFECTIVE: Capacity Utilisation i Although Respiratory ECMO and the numbers of COVID patients within the hospital have continued to gradually decrease in month,
. high levels of staff absence across the Trust due to sickness and self-isolation persisted. The adverse impact of staff absence was seen across utilisation of the
Responsive commissioned bed base and treatment functions. Cardiac surgery activity increased significantly to 131 cases in February, the highest since July of last year. However,
short term COVID related sickness in the Radiographer and Cardiology Consultant team meant that some elective cath lab activity had to be deferred. This reduced both
the volume of patients treated on an admitted care pathway and on cath lab utilisation. A power problem on the 25th February impacted on the entire days activity in
theatres and cath labs with only emergency activity being undertaken resulting in 39 cases being cancelled or deferred;
RESPONSIVE: 1) Elective Waiting Times - Although the size of the elective waiting list has stabilised, insufficient long waiting patients are being treated to prevent further
deterioration in performance against the referral to treatment standards, both as an aggregate and at a speciality level. This is because treatment functions have been
significantly constrained due to high levels of staff absence and because patients are selected for treatment based on their clinical priority score or P score rather than
Ve j00% - based on the length of time waiting. 2) Cancer performance continues to be challenged due to a combination of late referrals, patients needing more than one diagnostic
and discussion in the MDT and timely access to PET-CT. 3) Theatre cancellations rose sharply in month, largely as a result of increasing prevalence of COVID in the
community and patients presenting either with a positive COVID test or having a household contact who has tested positive;
.‘ 4 PEOPLE, MANAGEMENT & CULTURE: 1) Turnover - at 15.97% is over the 12% KPI again this month. YTD turnover is 16.6%. There were 25 non-medical leavers of
':"""- | yvhich 13 were registered nurses. We have seen turnover increasing steadily over this financial year. Anecdotally this is the trend across system partners who all report
60.0% | L uy. increased levels of turnover. 2) The vacancy rate remained at 8.4%. There has been a notable shift in the labour market both for permanent and temporary staff. We have

. seen a decline in the number of applicants for roles within the Trust particularly in Bands 2-4 as pay rates in retail and hospitality have increased. 3) Absence rates
\/

55.0% - ‘\‘

/\ continued at a high level driven by continued high rates of Covid-19 sick leave combined with normal winter rates of absence. We saw Covid absence reduce in the latter
Lo SO0 - ay _"%¥  LOOKING AHEAD
/4
uy

Culture

65.0% -

half of February although it has increased again through March.

ICS (New domain in 2021/22): Increasingly organisations will be regulated as part of a wider ICS context, with regulatory performance assessments actively linking to ICS

performance. The ICS is developing system wide reporting to support this and the Trust is actively supportive this piece of work. In the meantime, this new section to PIPR

is intended to provide an element of ICS performance context for the T r u spérférmmance. This section is not currently RAG rated however this will be re-assessed in

future months as the information develops and evolves, and as the System Oversight Framework gets finalised nationally. The metrics indicate activity recovery across the

40.0% T ‘ T T ‘ T ‘ T T ‘ T ‘ ICS is progressing favourably against national targets, with outpatient and day case activity particularly showing a faster rate of return. Despite this, system wide waiting
Mar  Apr  May Jun Ju Aug Sep Oct Nov Dec Jan  Feb lists remain a challenge, particularly in areas such as diagnostics.

45.0% -
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At a glance T Balanced scorecard

Month r r rent month
ont Ll)(re]poned Data Quality Plan Cum:'C:)"eo : YTD Actual Forecast YE

FFT score- Inpatients

Month reported Data Quality n Current month
on
4 95%

Never Events Feb-22 4 0

Moderate harm incidents and above as % of total PSs reported Feb-22 4 3% FFT score - Outpatients Feb-22 4 95%
Number of Papworth acquired PU (grade 2 and above) Feb-22 4 35 pa Number of written complaints per 1000 WTE (Rolling 3 mnth average) Feb-22 4 126
High impact interventions Feb-22 g 97% Mixed sex accommodation breaches Feb-22 4 0
Falls per 1000 bed days Feb-22 4 4 % of complaints responded to within agreed timescales Feb-22 4 100%
Sepsis - % patients screened and treated (Quarterly) Feb-22 New 90% g Voluntary Turnover % Feb-22 3 12.0%
>
@ Safer Staffing CHPPD i 5 North Feb-22 5 9.6 O Vacancy rate as % of budget Feb-22 4 5.0%
3 O 0 R
Safer Staffing CHPPD i 5 South Feb-22 5 9.6 ; % of staff with a current IPR Feb-22 & 90% 74.96%
@
. . =3 . .
Safer Staffing CHPPD i 4 NW (Cardi ol ogFReh22 5] 94 g % Medical Appraisals Feb-22 3 90% 76.07%
2
Safer Staffing CHPPD i 4 South (Respi rkebaery) 5 6.7 | Mandatory training % Feb-22 3 90%
[=%
o
Safer Staffing CHPPD i 3 North Feb-22 5 86 & % sickness absence Feb-22 3 3.50%
Safer Staffing CHPPD i 3 South Feb-22 5 8 Year to date surplus/(deficit) exc land sale £000s Feb-22 5 £1,933k
Safer Staffing CHPPD i Day Ward Feb-22 5 45 Cash Position at month end £000s Feb-22 5 nla
Safer Staffing CHPPD i Critical Care Feb-22 5} 329 8 Capital Expenditure YTD £000s Feb-22 5 £1,276k
&
. 85% (Green = -
Bed Occupancy (excluding CCA and sleep lab) Feb-22 4 0%) | Inmonth Clinical Income £000s Feb-22 5 £16992k e
CCA bed occuparncy Feb-22 4 LA CIP 1 actual achievement YTD - A000s  Feb22 4 FATI339333333
Admitted Patient Care (elective and non-elective) Feb-22 4 2246 CIP i Target identified YTD A00Os Feb-22 4 £5,390k //_
2
S Outpatient attendances Feb-22 4 7880
2
i
Cardiac surgery mortality (Crude) Feb-22 g 3%
Theatre Utilisation Feb-22 3 85%
Cath Lab Utilisation 1-6 at New Papworth (including 15 min Turn Around Times) Feb-22 g 85%
% diagnostics waiting less than 6 weeks Feb-22 3| 99%
18 weeks RTT (combined) Feb-22 5] 92%
Number of patients on waiting list Feb-22 5 3279
52 week RTT breaches Feb-22 5 0
g
‘0 62 days cancer waits post re-allocation (new 38 day IPT rules from Jul18)* Feb-22 4 85%
=
o
=%
23 31 days cancer waits* Feb-22 4 96%
o
104 days cancer wait breaches* Feb-22 4 0%
Theatre cancellations in month Feb-22 3] 30
% of IHU surgery performed < 7 days of medically fit for surgery Feb-22 4 95%
Acute Coronary Syndrome 3 day transfer % Feb-22 4 90% * Latest month of 62 day and 31 cancer wait metric is still being validated




At a glance T Externally reported / regulatory standards

1. NHS Improvement Compliance Framework

quarter

C. Difficile Monitoring C.Diff (toxin positive) 5

RTT Waiting Times % Within 18w ks - Incomplete Pathw ays 5 92% _—_ Monthly measure

Cancer 31 Day Wait for 1st Treatment 4 96% 97.64% 97.64% 98.0% Current month provisional as going through verification process.
31 Day Wait for 2nd or Subsequent Treatment - surgery 4 94% 100.00% 100.00% 100.0% Current month provisional as going through verification process.
62 Day Wait for 1st Treatment 4 85% 57.10% _—_ Current month provisional as going through verification process. Data is after reallocations
104 days cancer w ait breaches 4 0 8 _—_

VTE Number of patients assessed for VTE on admission 5 95% _—

Finance Use of resources rating 5 3

---- Unable to evaluate the UoR rating due to temporary suspension of operational planning.

2.2021/22 CQUIN*

cheme
o [ @ [ ® [ o ] RAG status

Scheme 1
Scheme 2 tbc tbc thc tbc thc the tbe the tbc
NHSE Scheme 3 tbc tbc tbc thc the the the the thc
Scheme 4 the
_________
Scheme 1
Scheme 2 tbc tbc tbc tbc tbc tbc tbe tbe tbc
) Scheme 3 tbc tbc tbc tbc tbc tbe tbe tbc tbc
C&P CCG (& Associates) Scheme 4 tbc tbc tbc tbc tbc tbe tbe the tbc
Scheme 5

C&P CCG (& Associates) _________
Trust Total | tc | _tc | tbc ]| tbc | tbc Q| tbc f tpc Jf tC

* CQUIN has been suspended nationally for 2021/22



Board Assurance Framework risks (above risk appetite)

PIPR Category

Safe

Safe

Safe + Effective + PM&C + Responsive

Safe + Effective + Finance + Responsive

Safe + PM&C

Safe + Transformation
Effective

Effective + Finance + PM&C +
Responsive + Transformation
Effective + Finance + Responsive +
Transformation

Effective + Responsive
Responsive

Responsive

PM&C

PM&C

Transformation

Finance

Finance

Finance + Transformation

Title

Failure to protect patient from harm from hospital aquired infections
M.Abscessus (linked to BAF risk ID675)

COVID Pandemic

Continuity of supply of consumable or services failure

Unable to recruit number of staff with the required skills/experience
Potential for cyber breach and data loss

Delivery of Efficiency Challenges - CIP Board approved

Delivery of Trust 5 year strategy

NHS Reforms & ICS strategic risk

Key Supplier Risk

Waiting list management

R&D strategic direction and recognition

Staff turnover in excess of our target level

Low levels of Staff Engagement

Lorenzo Optimisation Electronic Patient Record

System - benefits
Achieving financial balance

Achieving financial balance at ICS level

Clinical Research Facility Core Grant Funding

Ref

675

3040

2532

3009

1854

1021

841

2901

3074

2985

678

730

1853

1929

858

2829

2904

3008

Mgmt
Contact

MS
MS
MS
TG
oM
AR
EM
EM
TG
TG
EM
RH
oM
OM
AR
TG
TG

TG

Risk

Appetite Datix action

10

25

12

12

BAF with

plan

Yes

In progress

In progress

In progress
Yes
Yes
Yes

In progress

In progress

In progress
Yes
Yes
Yes

In progress
Yes

In progress

In progress

In progress

Sep-21 Oct-21
8 8
10
10

8 8
9 9
= 12

Nov-21

Dec-21

Jan-22

Feb-22

Status
since last
month



Safe: Performance summary

Accountable Executive: Chief Nurse Report Author: Deputy Chief Nurse / Assistant Director of Quality and Risk

Data Target Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22
Quality Summary of Performance and Key Messages:
4 0 0 0 0 0 0 0

Never Events

T CQC Model Health Sy s tieQutstandirigidated Feb 2022 (atce@ssédd1H03.2022).

reported 4 <8% | 030% | 043% 1.27% = 046%  1.40% | 0.90%  High Impact Interventions: the result for Feb 2022 has just tipped into amber at 96.4%. IPC and Audit are

Number of Papworth acquired PU (grade 2 and above) 4 <4 3 1 1 1 3 0 reviewing the data and following up with the clinical areas as required.
3
4

97.0%  99.3%  98.7% 96.7%  98.8% 982% = 96.4% Safe Staffing: RN fill rate for Feb 2022, shows days in amber at 87.2% and nights in amber at 86.2%. For CHPPD:
5N and 5S are just under their green threshold; 4NW is red (8.10). This reflects that although their staffing has
remained safe (for example their RN to patient ratio in Feb 2022 was 1:4.6), their activity has remained high and on
Sepsis - % patients screened and treated (Quarterly) New  90.0% | 97.00% = = 100.00% = 3 a number of occasions they have had more beds open on 4NW than commissioned, in order to accommodate the
Safer Staffing CHPPD { 5 Norti + >96 w0 | qam | e | e | e /10 high cardiac acti\{ity for patients (cap_gcity on 4NW is being revievyed as part <_)f annual planning discuss_ions). This
also correlates with the busy 3S position, where the CHPPD has just dipped into amber at 7.60. There is no
- ey indication at the time of writing of this impacting on quality and safety metrics; which is monitored by the Matron and
Safer Staffing CHPPD i 4 NW ( Gardi 89.0g}y ) 9.60 8.91 8.60 9.00 8.60 - Head of Nursing team and reported in their monthly quality reports through Division and QRMG.
Safer Staffing CHPPD i 4 Soutts (Res@frat820y) 878 | 770 800 850 780 Number of Serious Incidents: During Feb 2022 there was one Sl reported: SUI-WEB42015 (reported as an S
16.02.2022); discussed at SIERP 15.02.2022.

High impact interventions

Falls per 1000 bed days <4 3.8 2.8 3.1 2.0 2.4 3.1

Safer Staffing CHPPD i 5 South * >9.6 11.30 9.79 10.20 9.20

Dashboard KPIs

L O I B S 9707 9.99 11990 1 [AL60 1 A0.90 970 T Nosocomial COVID-19: There were no further cases of hospital acquired COVID-19 reported during February 2022
Safer Staffing CHPPD i 3 Sout ho >8 7.90 7.54 8.00 8.00 8.10 7.60 (further to the two patients reported in November 2021).
Safer Staffing CHPPD i Day Warsd * >45 6.03 7.00 5.72 710 6.20 4.80 Point of Use (POU) filters (M.Abscessus): For Feb 2022, overall compliance was 9?%. Thisis a month on month
, — i mprovement, since Nov 2021. The drop in compliance we.l
Safer Staffing CHPPD i Criticadl Ca»329 * 34.80 32.53 31.80 33.20 33.30 35.80 N
alerted on Lorenzo/ Cl S0 across some of the wards. Wher
Safer staffing i registered , 00-100% 90.0%  92.0%  90.0%  86.0% | 86.4% | 87.2%  up by the IPC Team to help with education and sustaining compliance. Filters in place where required and patients
P 0 5 5 g 5
Safer staffing i registered 92.8% 91.0% 89.0% 87.0% 88.4%  86.2% being provided with bottled water where required, was 100% across all wards/departments.
MRSA bacteremia 3 0 0 0 0 0 0 0 C.Diff: there was one case of C.difficile in Feb 2022 (Ward 4 South, 19.02-.-2022).. o
Number of serious incidents reported to commissioners in 4 . . --- . - In accordance with the NHS published Standard Contract 2021/22, the ceiling objective figures for 2021-22 at RPH
month has been set at 10. All C.difficile (toxin positive) cases are now counted against our trajectory. Running total for
E coli bacteraemia S NIl 1 0 1 1 0 0 2021/22 = 11. We are aware that we have breached the annual ceiling figure and we have liaised closely with our
2 Klebsiella bacteraemia 5 Monitor only 0 0 0 0 1 1 CCG colleagues about this. No concerns have been raised. There is no correlation with any of the C.difficile types
= _ _ reported at RPH. There has also been an increase in the community.
2| Pseudomonas bacteraemia 5 Monitor only 0 0 1 0 1 0 . . . . .o .
g VTE: VTE risk compliance is targeted at 95% for all hospital admissions and compliance for Feb 2022 was 83.2%.
7 (Bl e A0 Ritenirony : L g 2 0 s It is recognised that a review of processes are required to help with the improvement necessary and this is being
Other nosocomial infections 4 Monitor only 0 0 2 0 0 0 led by a VTE working group. Next steps: Commence review and simplify processes from 1st April 2022;
Point of use (POU) fiters (MAbscessus) 4 vonitoronty IIGER 95% 88% 91% 95% 97% Implementing a VTE alert/ppp—up on Lorenzo (currently being built in the s_ystem); Instead O.f a swt_e of various
— _ procedural documents relating to VTE assessment and treatment, there will be an overarching policy; Review
Moderate harm and above incidents reported in month 4 — 1 0 3 1 3 2 . ) . . L. o .
(including Sis) ey current cohort exceptions and opportunity to remove or include additional cohorts within the policy; Clinical
Monitoring C.Diff (toxin positive) 5  ceiingpaofio 1 0 1 0 0 1 indicators on Lorenzo to be addressed (review when the red flag alert comes up as a prompt for staff). This work is
O . oo D — --- being led by Consultant Dr Karen Sheares and Head of Nursing Sandra Mulrennan.

* Note - CHPPD targets have been updated from September 21 based on the latest establishment review

/
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Safe: Key performance challenges:Pr escr i bi ng 1 n

Report Author: Deputy Chief Pharmacist & Chief Pharmaceutical Information Officer

Escal ated performance challenge: Prescri bi rKgyrisks: 6 Fractured Pat hwaysé®é

The prescribing of medicines for patients who move between different patientrecords (6 f r a ¢ t u r Blallicines reconciliation on transfer between systems (2106)

p at h w aag eén alongstanding challenge within the organisation. Issues are reported around fé Medi ci nes are not appropriately reviewed and
the accuracy of the transcription of medicines between systems and clinical review of prescriptions Thené Cr i ti cal medi cines may be omitted or medic

at the point that patients have a change in level of care.
This risk is challenging to mitigate as it is often necessary for junior doctors on critical care to

A Afree textodo search of DATI X identified 19 r e ovitepdescriptioms fa usé ¢h theweandf whilstpnehe busydcritieahcare énvironmen and usidg aa me d
incident at the point of transfer between critical care and a ward area (Figure 1). The vast majority of system which with which they are less familiar. It is not possible to electronically integrate the two

reported incidents relate to high risk medicines, suggesting that reporting of incidents is biased e-prescribing systems within the current architecture. Mitigation includes:
toward those with higher potential severity. Taken alongside the challenging search methodology - Provision of dual-screen workstations in critical care for transcription
and reporting fatigue of a longstanding issue, it is likely that the true number of incidents is - Training in the us-greswibingbybtem for critical tatestaffma i n e
significantly higher. The majority of i ncident s Campehenswgnorsetteendrseshandofien al présaiptiomndé ondransfeitowaadr mi ss o0, but
harm incidents are reported, including: - Increase in establishment of critical care pharmacists will allow a proportion of patients to have
Figure 1- Reported Incidents 03/2021 a thorough prescription chart review at the time of transfer once this post has been filled
WEB41743 - Patient suffered from 02/2022
hypertension, agitation, and anxiety in the 4 Mitigated risk score: Likelihood 2 x Consequence 4 =81 High Risk

post-op period. This was managed with anti-

hypertensives and 1:1 nursing care. This may Use of multiple e-prescribing systems concurrently in catheter laboratories (new)

be associated with abrupt discontinuation of 3 1 fé St af f only have a view of one system and do n
[ high dose] antidepressants ¢é These were not Thené Medi cines may be prescribed/ administered w
prescribed in the post-op period on critical documented in the other system. Alternatively medicines may be unintentionally omitted if it is
care, nor on transfer to the ward 2 1 assumed that they were administered and documented in the other system
No Harm
1 - = Near Miss 1 his risk comes about in procedures undertaken under general anaesthetic, where the medicines

administered by the anaesthetist are documented in the critical care / theatres system, whilst

Incidents have also been reported where it has
WlowHarm  those administered by the cardiologist and catheter laboratory nurse are documented in the main

not been clear as to what medicines have

been administered in the catheter laboratory. 0 - electronic patient record. This risk has a small number of inherent mitigations:
In these cases two different systems were @a,\'b %“‘&6‘6\?}6 <& 4’&» 0\\0’_&?\@ X & &o* & - A rel_a'_uvely sma_lll_propornon of patients require gen_eral anaesthe5|_a _ _
used concurrently to record medicines Qq}%&é O ® Q&" NS§ V@ & oé,\\\co&" - Medl_c!nes adm!n!stered by the anae_sthe_tlst_ are unlikely to bg QUpllcated py or interact with
administration such that neither system held a \?‘_\&Q(\,-&\@.@o R N medicines administered by the cardiologist in the lab or medicines prescribed on the ward.
complete record. & ¥ N

& Mitigated risk score: Likelihood 2 x Consequence 3 =




Safe: Spotlight OnT Consi dering 6Message of 't hi

A Message of the Week (formerly Nursing Message of the Week) was introduced at the end of 2020, with the first report distributed 07.12.2020. During PIPR Safe M04 21/22 there was a
Spotlight On the Message of the Week in order to provide an overview of the initiative and list the messages that had been shared up to the date of that PIPR report. This PIPR Safe now
considers some examples of where Message of the Week is believed to have helped make a difference in practice.

A Message of the Week was designed to help improve communications amongst all staff and remains a popular way amongst staff of receiving information (staff report liking the one page format
that can be easily displayed and communicated, and a message that is updated weekly).

A Because of the content and nature of Message of the Week, it is not always possible to provide evidence to quantify the impact, however this slide considers some examples where it is seems
likely that Message of the Week has made a difference.

M.Abscessus Mask fit testing

M.Abscessus has been the focus of Message of the Week (MoW) on several occasions during 2021 and 2022 (Table 1 Mask fit testing was Message of the Week w/c 18.10.2021.

below). M.Abscessus training was introduced via eLearning (LearnZone) in June 2021 and Figure 1 below shows results For this PIPR, the Fit Testing Support Worker was asked:

of staff who have completed training since June 2021. We can see that in the months where M.Abscessus training was a iDid including fit testing as Message of
focus of MoW (Jun 2021; Nov 2021; Jan 2022) there was an increase in training numbers. In Aug 2021 and Feb 2022, The Fit Testing Support Worker answered:

where MoW has been linked to M.Abscessus but not specifically training, these training figures do also seem favourable iwWe saw an increase in the requests, bot

when compared to Sep, Oct and Dec 2021 (Mar 2022 is part month) which are the lowest reporting months; where there
has been no MoW focus on M.Abscessus. It is recognised that this is not a validated quantitative study, however the
correlation is interesting and does perhaps indicate that use of MoW is helping to sustain a spotlight on this important
issue for staff, keeping it at the forefront of messaging and communications.

Purple Trees
Purple Trees was Message of the Week w/c 24.01.2022.
For this PIPR, the Supportive and Palliative Care Team were asked:

= - AiDid including Purple Trees as Message o
. ” igure 1: i L.
Zable L %.AbSCESSUS Message of the Week i Numbers of employees who have completed M.Abscessus training June 2021 to March 2022 The Supportlve and Pa”|at|Ve Care Team anSWEI’edZ
ates and message 400 l't is difficult to notice a significant
wic 28.02.2022 Vulnerable Patients, M.Abs | ___ people asking for a supply of them since
wic 17.01.2022 M.Abs training . addition to also promoting them in the champions [link staff] meeting.
w/c 01.11.2021 M.Abs training oo pH Strips
w/c 09.08.2021 Point of Use (POU) filters ApH Strips Are Changingo was Message of
200 5 c _ma 5 nonD 0 a
wic 07.06.2021 1A TG wrow | FOrthis PIPR, the Specialist Dietitian who was the lead for introducing the new pH

150 stripswas asked:i Di d Message of the Week help ra

w/c 15.03.2021 About M.Abs inc. POU The Specialist Dietitian answered:

filters 10 AWhen | went round the wards to do the <c
=0 I I I I I most of the staff | spoke to were aware the pH strips were changing and on several
I . I wards they had printed out the message of the week and it was on display on the
Jun Jul Aug  Sep Ot Nov  Dec | Jan Feb  Mar ward. So yes the message of the week did raise the profile-t hank you. 0

0

2021 2022
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Caring: Performance summary

Accountable Executive: Chief Nurse Report Author: Deputy Chief Nurse / Assistant Director of Quality and Risk
Quality ’
COC Model Heal t h Syst eis®utstantingdaged Feb 20224 dcaesseédn g 6

11.03.2022).

FFT score- Inpatients 95% 99.2% 97.8% 98.3% 98.6% 99.5% 98.1%
_ FFT (Friends and Family Test): In summary; Inpatients: Positive Experience rate has
PR FFT score - Outpatients 4 9% [ 9r2% - 95.9% - 96.8% O7.7% 98:5% | 911% 4o reased from 99.5% (Jan) to 98.1% (Feb). Participation Rate has decreased from 28.5%
= (Jan) to 25.2% (Feb). Outpatients: Positive Experience rate has decreased from 98.5% (Jan)
g Mixed sex accommodation breaches 4 0 0 0 0 0 0 0 to 97.1% (Feb). Participation rate has increased from 12.2% (Jan) to 13.5% (Feb).
2 The NHS England (latest published data accessed 11.03.2022) is Jan 2022:
0 [NDmEEORTIED Gl s peF Y TS 4 126 | 34 7.4 6.9 6.0 25 3.0 Positive Experience rate: 94% (inpatients); and 93% (outpatients). Participation rate 16.8%

(Rolling 3 mnth average)

(inpatients); and 7.1% (outpatients).

% of complaints responded to within agreed 4 100% 100% 100% 100% 100% - 100%
Jinzsezlze Number of written complaints per 1000 staff WTE is a benchmark figure based on the NHS

ceror " el el A 3 (60%of L L . 5 , o Model Health System to enable national benchmarking. We remain in green at 3.0.
lai o 5 0
Number of complaints upheld /part uphe Coomed The data from Model Health System continues to demonstrate we are in the lowest quartile for
Number of complaints (12 month rolling — national comparison. The Model Health System data period is Mar 2021; accessed
average) 4 below [ 3.8 3.7 3.7 3.3 3.2 11.03.2022): Royal Papworth = 5.72; peer group median = 11.39; national median = 16.65.
Number of complaints 4 5 4 9 1 2 2 2 % of complaints responded to: This has returned back to 100% for Feb 2022.
| Number of recorded compliments 4 500 1501 1475 1357 1221 1159 1159 The number of complalnts_ (12 m_onth rolllng average)_: thls_has remained green for_
3 February 2022 at 3.2. We will continue to monitor this in line with the other benchmarking.
K Supportive and Pallia 4 0 %5 ) ) 84 ) )
=} number of referrals (quarterly) Complaints: We have received two new formal complaints during February 2022. The
3 . . investigations are ongoing and this is within our expected variation of complaints received
< Supportive and Pallia
fap reer] (s aks 60U (EuEE) 4 0 7 - - 5 - - yvithin_the month. We havg closed one formal complaint in February 2022. Further information
is available on the next slide.
Supportive and Palli a 4 Monitor 997 ) ) 787 ) _
number of contacts generated (quarterly) only . . . .
Compliments: the number of formally logged compliments received during February 2022 was
Bereavement Follow-Up Service: Number of g Monitor o4 ) ) 6 ) ) 1159 (which is the same as the previous month). This is broken down as: compliments from
) only FFT i 1121; and compliments via cards/letters/PALS i 38.
Bereavement Follow-Up Service: Number of 3 Monitor 9 ) ) 8 ) )
follow-ups requested (quarterly) only
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Caring: Key performance challenges

Formal Complaints Complaints:
A Our complaint numbers remain overall low at RPH on a annual basis as indicated on the first slide of PIPR Key actions and how we share our learning:
Caring. A All complaints are subject to a full investigation. Individual
A We continue to learn from complaints raised. This slide looks at a summary of the most recently closed. investigations and responses are prepared. Actions are
A We have closed one formal complaint in February 2022, this was not upheld. identified.
A The one complaint responded to was closed on day 39 (current standard is 35 working days), this was
extended in agreement with the patient as we required a second opinion for an independent review of our A Complaints and lessons learned shared at Business Unit and
finding. The patient agreed to the extended timescale. Clinical Division meetings and Trust wide through the Quality and
A Overall, the primary subject of complaints received at RPH remains clinical care and communication, Risk Management Group (QRMG reports) and/or patient stories.
although we have noticed an increase in the number of concerns relating to discharge and concerns
whether the patient was fit for discharge. A Continued monitoring of further complaints and patient and

public feedback.

Learning from earlier Complaints A Staff, Sisters/Charge Nurses and Matrons proactively respond to
and address concerns when raised. This helps to ensure that
This is a summary of the one complaint closed in month. concerns are heard and where possible handled in a positive
way, often avoiding the need for a formal complaint. An apology
Complaint Datix Reference: 14770, Date closed: 11 February 2022, Outcome: Complaint not is given where necessary.

upheld. This complaint related to a Thoracic patient who raised concerns regarding the outcome of a
cardiology scan and the report provided which r esul tAemomiive feddback] féeeback fromlcdmplaintsan/ordeSsors c a n s
CT images and radiology reportwerere-r evi ewed by two Consultant Radi ol ogléamédschangeslareanade @ infprove thdexperlence ®rt 6 s

Radiology discrepancy meeting. It was concluded that the findings and report were correct. Learning and patients going forward.

actions from the complaint were identified: the th

the Radiology Team for their learning and reflection and will be discussed at the Radiology Business Unit A Where applicable, You Said We Did feedback is displayed in
meeting in March 2022. boards in each ward / department for patients and other staff and

visitors to see.

Progress in implementing actions identified through formal and informal complaints is monitored through the AFrom MO05 21/22 PIPR Caring has al
Quality and Risk Management Group on a monthly basis. earlier complaintso feedback as p
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Caring: Spotlight On 1 Informal complaints and local resolutions

Informal Complaints and Local Resolution:

Inlinewi t h the Trustds compl aint
opportunity without necessarily escalating to the formal complaint process.

We have introduced a focus on Ol nfor mal
local resolution, which are intended to provide complainants with a quick, amicable and
satisfactory resolution to their concerns. We are now aiming to resolve all informal
complaints within 15 working days.

As a Trust we should always respond positively and appropriately to anyone who

provides feedback, comments or concerns and:

A acknowledge the feedback, comment or concern in an open and honest way
demonstrating sensitivity and understanding

A clarify the nature of the feedback, comment or concern whilst demonstrating that the
information has been listened to and understood

A establish the expected outcome of the person providing the feedback comment or
concern

A discuss the matter of concern with the patient, encouraging them to speak freely:;
and

A provide an honest and objective response.

Patients may offer their feedback and comments and often raise issues of concern
without wishing to make a complaint. In some instances individuals may need
reassurance, additional information, advice and support or they may wish to talk to
someone to share their experiences.

Feedback, comments and concerns may identify shortcomings, areas for
improvement, good practice and also reflect the level of satisfaction with the service
provided and not all will require a response.

policy, al

In February 2022, we received seven informal complaints, three in relation to outpatients,
two for surgical services, one for Critical Care and one for Day Ward. The themes of these
concerns were clinical care (4), staff attitude (1), delay in appointments (1) and equipment
issues (1). Two of these informal complaints were closed within the new 15 working days
following the involvement of the relevant clinical teams to provide the complainant with a
satisfactory resolution to the concerns raised. The other 5 continue to be under review at the
time of reporting.

Example one of concerns closed through local resolution:

Thoracic patient emailed Viewpoint to raise concerns regarding the ongoing problems they were
experiencing with their CPAP machine and the difficulties they were experiencing with
contacting the CPAP team. Acknowledgement sent to patient and concerns forwarded to CPAP
team for investigating. On receipt, the CPAP team contacted the patient to discuss the
difficulties they were experiencing with their equipment and discuss their concerns. Immediate
action was taken by the team to provide the patient with a replacement device and advice given
on who to contact should they experience any further problems. Patient confirmed they were
satisfied with the actions taken to resolve their concerns and were happy for the informal
complaint to be closed.

Example two of concerns closed through local resolution:

RSSC patient contacted the Chief Executive to raise concerns regarding their recent
appointment and the documentation received. Acknowledgement sent to patient and concerns
forwarded to RSSC team for investigating. On review, the RSSC team identified areas for
improvement including communication with patients and accurate documentation. On
completion of the local investigation, the Thoracic Matron contacted the patient to feedback the
action taken locally to address their concerns and a revised discharge summary with the correct
information was sent to the patient. The patient confirmed they were satisfied with the actions
taken and were happy for the informal complaint to be closed.

All feedback is shared with the wider clinical team at Business Unit and Clinical Division
meetings for their learning and reflection.
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Effective: Performance summary

v

Accountable Executive: Chief Operating Officer Report Author: Chief Operating Officer

Data | Target | Sep-21| Oct-21 | Nov-21 | Dec-21 | Jan-22 | Feb-22
Quality
85% (G Capacity Utilisation
A 0 9 0 0 0 Q
Bed Occupancy (excluding CCA and sieep ab) it ------ Although Respiratory ECMO and the numbers of COVID patients within the hospital have

continued to gradually decrease in month, high levels of staff absence across the Trust due

Summary of Performance and Key Messages:

CCA bed occupancy 4 885::@ S 91.5% 92.0% [ 85.6% ' 85.6% 78.7% to sickness and self-isolation persisted. The adverse impact of staff absence was seen
2246 (in across utilisation of the commissioned bed base and treatment functions.
2 Admitted Patient Care (elective and non-elective) 4 Current 2305 -- 1944 --
= 7“;'8’3'(?” Cardiac surgery activity increased significantly to 131 cases in February, the highest since
S Outpatient attendances 4 curent | 8421 - 9452 8092 - 8154 | July of last year. However, short term COVID related sickness in the Radiographer and
= Mnth) Cardiology Consultant team meant that some elective cath lab activity had to be deferred.
%1 Cardiac surgery mortality (Crude)* 3 <3% | 2.99%  2.76% |2.50% | 2.34% 2.17%  1.99% This reduced both the volume of patients treated on an admitted care pathway and on cath

lab utilisation

A power problem on the 25" February impacted on the entire days activity in theatres and
Cath Lab Utilisation 1-6 at New Papw orth (including 3 85% -- 81% --- cath labs with only emergency activity being undertaken. A total of 39 cases were
15 min Turn Around Times)

cancelled or deferred and one primary PCI was diverted to another provider.
Length of stay 1 Cardiac E4ect B2e 1 8E/AEG8.28d:y&00 --

Outpatient
Length of stay i Cardiac Edectdioe i97%I| vaay -- The numbers of patients seen in Outpatients remained strong despite the fewer working
days in month. This was patrticularly true for follow-up appointments. The Outpatient
CCA length of stay (LOS) (hours) - mean 4 Monitor 120 135 productivity initiative is well estabhshed_and as par_t of resettlng expectations gnd
" only processes across the Trust the monitoring of bookings with up to 6 weeks notice has been
21 CCA LOS (hours) - median 4 Mg::;m 25 45 41 42 44 g9  feinstated
©
5 Length of Stay
= I h of S i bined  PNIOT p o g g _ , _ i .
§ engt ° tay T ocombine Cony B e e e Although length of stay has returned to within target level this month both for CABG and
Monitor valve surgery, this is a consequence of case selection rather than any active intervention
% Da 4 63.7% 64.1% 65.7% 63.3% 66.4% 63.89
YRS only 1% 64.1% 65.7% 63.3% €6.4% 63.8% ., action. The discharge team continue to reviewin-pat i ents daily to ident

where patients are within the hospital but no action is underway to progress their care.
Action is taken to expedite next steps when red days are identified.

same Day AdmiSSionS : Caldnac c:)Qﬂjdl------
Same Day Admissions - Thoracic (eligible patients) 4 40% ------

* Note - Cardiac Surgery Mortality latest month is a provisional figure based on discharge data available at the time of reporting
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< Effective: Activity Restoration

Background and purpose

The purpose of this report is to provide oversight of referral and activity numbers against the
following two benchmarks;

1. 2019/20 activity

2. The NHSI/E Elective Recovery Fund (ERF) targets relating to the first half of the financial
year as set out in the 2021/22 Planning Guidance released in March 2021 along with further
guidance released in July 2021. A reminder of the targets by POD for H1 is set out below;

Inpatient elective and day case 70% 75% 80% 95%
Diagnostics 70% 75% 80% 95%
Outpatient 70% 75% 80% 95%

A Thresholds have been set nationally, measured against the value of total activity delivered in
2019/20. This report uses activity as a proxy for value.

A Guidance on the ERF targets for the second half of the financial year was received on 30
Sep. H2 focuses on reported RTT completed pathways, using 2019/20 as the baseline year
rather than total activity. This will be monitored through a separate report.

A For the purposes of this report, the target for each month after Sep 2021 has been set at
100% of 2019/20 activity to continue to show current year performance against the baseline
year.

Dashboard headlines

The tables to the right show how the numbers for M10 compare to 2019/20 numbers at a Trust
level and at specialty level and a forward look based on provisional M11 data.

Green represents where the NHSI/E target has been met, Amber is where performance is within
+/-5% of the target.

M11 activity performance in line with target

A Non-Admitted activity i Follow-up non-admitted activity met the expected target.

A Radiology i CT activity met the expected M11 target.

M11 activity performance behind target

A Non-Admitted activity i First non-admitted activity did not meet the expected target.
A Radiology i MRIs and Other Radiology exams did not meet the expected M11 target.

A Admitted activity i Elective inpatients and daycases fell short of the expected target.

Activity Summary

Table 1: Trust Level

M11 against | M12 projection
2019/20 |against 2019/20

Category

97.1%
prj 104.1%

J“’
MRI | 794%
Radiology CT

Admitted
Activity

Non-Admitted Activity

Table 2: M11 activity compared to 2019/20 (Specialty Level)

Cardiac Surgery -Ir

#DIV/O!
Cardiology
2 S os.0%
Thoracic Medicine | | |
128.9% [IIEGI0H
Transplant/vap | [IETICR
pPE

100.0% " #DIV/0!

o [eLom| siex

Specialty  [EL  [Dc___INEL__|OPFA |OPFU |

oraw [JEE o97.7%
96.5% B 125.4%

155.6% 135.9%
85.7% 105.8%
42.1% 100.0% [ ETEE
933% 131.3% [ S
0.0 B 113.3%

93.9% 97.1% 104.1%

Key:
m Activity 19/20
m— Activity 21/22
I = Z 1 Projection of monthly
performance
= NHSI/E Target
------ Activity 18/19
NB % denotes 2020/21 vs same

month in prior year

First Outpatient Attendances
2500

2021/22 YTD atend of M11 is
98.4% against 2019/20

Follow Up O

2021/22YTD atend of M11 is
107.8¢ 019/20

cT 2021122 YTD atend of M11 s
108% against 2019/20

Admitted Activity

Non-Elective Inpatient Discharges ~ 2021/22YTD atend of M11 s
p: g 107.9% against 2018120

Day Case Discharges

2021/22YTD atend of M11 is
$1.5% against 2019/20

2021122 YTD atend of M11

Elective Inpatient Discharges o 75% againe! 2018120
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PL1a

PL1b

Effective: Spotlight on: Priority Status Management .

PLS

PLE

PTL management of Cardiothoracic surgery

P1
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PTL Management of Cardiology at RPH
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P/ D coding Thoracic and Ambulatory
Directorate 2021/ 2022
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Cardiothoracic Surgery Waiting List Profile

- 579 patients on the waiting list

201 patients over 18 weeks

5 patients over 52 weeks, 4 of which were treated in March.
0 patients over 104 weeks

65.36% RTT performance

J

125 patients planned or booked for admission
70 Planned OPD / Diagnostic appointment
254 Awaiting action to book varying priority statuses

Do @ O

I Key Concern
This is the waiting list area of highest risk and concern as
capacity is limiting the volume of surgery undertaken.

Cardiology Waiting List Profile

1399 patients on the waiting list
- 198 patients over 18 weeks
0 patients over 52 weeks
0 patients over 104 weeks
RTT performance 87.30%

L o

d

1357 Booked for admission

16 - Planned OPD / Diagnostic appointment

391 requiring general anaesthetic support

157 TOE cases

37 - Awaiting ablation capacity (6 with booked dates)

To T Do T Do

Respiratory Waiting List Profile

To ToToToIe @ °

A

2155 patients on the waiting list

327 patients over 18 weeks

1 patients over 52 weeks, treated in March
0 patients over 104 weeks

RTT performance 81.92%

3271 Booked for admission

804- Boked OPD / Diagnostic appointment

1197 Patients on Oncology pathways

831 Remote diagnostic devices awaiting return, booked or at
reporting stage

24 - Awaiting to start CPAP when devices available

29 CPAP new starters booked
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Accountable Executive: Chief Operating Officer

Data Target Sep-21 Oct-21 Nov-21 Dec-21 -
Quality

Dashboard KPIs

L]
o
=
©
=
)
=
o
°
<

* Note - latest month of 62 day and 31 cancer w ait metric is still being validated

Responsive: Performance summary

% diagnostics w aiting less than 6 w eeks

18 weeks RTT (combined)

Number of patients on w aiting list

52 week RTT breaches

62 days cancer w aits post re-allocation (new 38 day IPT rules from
Jul18)*

31 days cancer w aits*

104 days cancer w ait breaches*

Theatre cancellations in month

% of IHU surgery performed < 7 days of medically fit for surgery

Acute Coronary Syndrome 3 day transfer %

18 weeks RTT (cardiology)

18 weeks RTT (Cardiac surgery)

18 weeks RTT (Respiratory)

Non RTT open pathw ay total

Other urgent Cardiology transfer within 5 days %

% patients rebooked w ithin 28 days of last minute cancellation

Outpatient DNA rate

Urgent operations cancelled for a second time

% of IHU surgery performed < 10 days of medically fit for surgery

% of patients treated w ithin the time frame of priority status

% of patients on an open elective access plan that have gone by the
suggested time frame of their priority status

Report Author: Chief Operating Officer

0

96%

96.2%

100.0%

100.0%

100.0%

57.1%

97.6%

90%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

Monitor only

90%

9%

0

Monitor only

Monitor only

36,423

100.00%  100.00%

8.20%

0

48.8%

39.3%

37,020

7.76%

47.1%

43.5%

37,506

100.00%  100.00%

8.00%

0

43.5%

44.6%

37,467

8.10%

0

43.1%

45.5%

37,681

38,137

100.00%  100.00%

7.21%

0

36.4%

49.9%

7.05%

0

41.2%

47.8%

Summary of Performance and Key Messages:

Diagnostic Performance

This month saw an improvement in diagnostic performance in spite of further Radiographer staffing challenges.
Although the national standard has not been met the achievement of 96.68% having access to diagnostic testing
within 6 weeks compares favourably to 64.4% of patients across the East of England region.

Elective Waiting Times

Although the size of the elective waiting list has stabilised, insufficient long waiting patients are being treated to
prevent further deterioration in performance against the referral to treatment standards, both as an aggregate and at
a speciality level. This is because treatment functions have been significantly constrained due to high levels of staff
absence and because patients are selected for treatment based on their clinical priority score or P score rather than
based on the length of time waiting.

There were 6 patients waiting for treatment more than 52 weeks at the end of February, 5 awaiting surgical
procedures and one on a respiratory pathway. All bar one of the surgical patients have been treated in March. This
remaining patient is a priority 4 patient (treatment within 3 months) who has now transferred to a surgeon with a
shorter waiting list and is currently being worked up for surgery.

Cancer Waiting Times

Cancer performance continues to be challenged due to a combination of late referrals, patients needing more than
one diagnostic and discussion in the MDT and timely access to PET-CT. Meetings with the CUH delivered PET-CT
service and the Cancer Alliance have continued weekly due to the reduced capacity on site with the swap out of the
static scanner which began on 24t January. Patients are also being offered appointments at other CA sites with
static scanners i namely Northampton and Colchester. Swap out due for completion on 15t April 2022 has been
moved out to 12t April due to some early challenges in the building works which have since been resolved. All
patient pathways with delays have been subject to review to tease out common themes which will become areas for
focused improvement work.

Theatre Cancellations

Theatre cancellations rose sharply in month, largely as a result of increasing prevalence of COVID in the community
and patients presenting either with a positive COVID test or having a household contact who has tested positive. In
light of evidence which indicates that cardiac surgery patients have poorer outcomes if treated while they have the
infection decisions were taken in the best interest of the patients to postpone surgery if safe to do so. This also
impacted on our ability to bring patient back for surgery within 28 days of cancellation.

Cancellations due to equipment / estate failure related to the power problems experienced on site on 25t February
2022.
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Responsive: Elective versus Emergency demand on Theatres

17

131 Cardiac /50 Thoracic /10 PTE/ 42 IHU / 5 TX activity

79 emergency/urgent procedures went through theatres i combination of transplants, returns to
theatre and emergency explorations.
45 additional emergency minor procedures also went through theatre and critical

Cardiac activity increased significantly to 131 cases in February, the highest since July of last
year. This was as a result of the increase in planned elective cases, as well as better staffing on
critical care.

Though the amount of cancellations increased marginally, the percentage remained the same
at just over 14%

Main reason for cancellations was patient unfit, which is worrying but there were also 9 patients
cancelled in one day due to a power outage at the trust.




