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A ll Inpat ient  Spells (N H S o nly) Oct-25 N o v-25 D ec-25 Jan-26 F eb-26 M ar-26 T rend

Cardiac Surgery 159 153 146 141 132 149

Cardio logy 778 692 728 725 693 737

ECM O 2 4 2 5 4 4

ITU (COVID) 0 0 0 0 0 0

PTE operations 13 14 13 13 13 13

RSSC 794 685 726 796 696 758

Thoracic M edicine 589 541 548 561 608 599

Thoracic surgery (exc PTE) 114 91 104 75 82 89

Transplant/VAD 55 35 56 58 38 50

T o tal A dmitted Episo des 2,504 2,215 2,323 2,374 2,266 2,399

Baseline (2019/20 adjusted for working days annual average) 1,830 1,830 1,830 1,830 1,830 1,830

% Baseline 137% 121% 127% 130% 124% 131%

Outpat ient  A ttendances (N H S o nly) Oct-25 N o v-25 D ec-25 Jan-26 F eb-26 M ar-26 T rend

Cardiac Surgery 616 585 578 535 549 563

Cardio logy 4,550 4,148 4,199 4,466 4,119 4,603

RSSC 2,370 2,176 2,444 2,541 2,567 2,856

Thoracic M edicine 2,646 2,361 2,689 2,816 2,677 2,707

Thoracic surgery (exc PTE) 165 125 168 152 153 157

Transplant/VAD 340 320 323 320 317 354

T o tal Outpat ients 10,687 9,715 10,401 10,830 10,382 11,240

Baseline (2019/20 adjusted for working days annual average) 7,418 7,418 7,418 7,418 7,418 7,418

% Baseline 144% 131% 140% 146% 140% 152%

N o te 1 - Activity per SUS billing currency, includes patient counts for ECM O and PCP (not bedday)

N o te 2  - NHS activity only

N o te 3  - Note - Elective, Non Elective and Outpatient activity data may include adjustments to prior months.  This will be where any activity submitted to SUS in the latest month 

completed in prior months.  This may be due to delays in finalising the clinical information required for the actiivty to  be coded and submitted to SUS.
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The Papworth Integrated Performance Report (PIPR) is designed to provide the Board with a balanced summary of the Trust’s performance within all key areas of operation on a monthly basis. To achieve this, the Trust has identified the Board level Key 

Performance Indicators (“KPIs”) within each 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.

• ‘At a glance’ section – this includes a ‘balanced scorecard’ showing performance against those KPIs considered the most important measures of the Trust’s performance as agreed by the Board.

• Performance Summaries – these provide a more detailed summary of key areas of performance improvement or concern for each of the categories included within the balanced score card (Safe; Caring; Effective; Responsive; People, Management and 

Culture and Finance).  The Safe, Caring, Effective and Responsive Performance Summaries now Statistical process control (SPC) which is an analytical technique that plots data over time. It helps us understand variation and in so doing 

guides us to take the most appropriate action. SPC is a good technique to use when implementing change as it enables you to understand whether changes you are making are resulting in improvement — a key component of the Model 

for Improvement widely used within the NHS.

Rating Description

5

High level of confidence in the quality of reported data. Data captured electronically in a reliable and 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 by recent internal or external audits.

4
High level of confidence in the quality or reported data, but limited formal mechanisms to provide assurance of completeness 

and accuracy of reported information. 

3

Moderate level of confidence in the quality of reported data, for example due to challenges within the processes to input or 

extract data such as considerable need for manual manipulation of information. These could affect the assurance of the 

reported figures but no significant known issues exist. 

2

Lower level of confidence in the quality of reported data due to known or suspected issues, including the results of assurance 

activity including internal and external audits. These issues are likely to impact the completeness and accuracy of the reported 

data and therefore performance should be triangulated with other sources before being used to make decisions. 

1

Low level of confidence in the reported data due to known issues within the input, processing or reporting of that data. The 

issues are likely to have resulted in significant misstatement of the reported performance and therefore should not be used to 

make decisions. 

Assessme

nt rating

Description

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 future periods

Red The Trust is missing the target by more than 1% unless explicitly stated otherwise

KPI ‘RAG’ Ratings

The ‘RAG’ ratings for each of the individual KPIs included within this report are defined as follows:

Data Quality Indicator

The data quality ratings for each of the KPIs included within the ‘at a glance’ section of this report are defined as follows. It should be noted 

that the assessment for each of the reported KPI’s is based on the views and judgement of the business owner for that KPI, and has not been 

subject to formal risk assessment, testing or validation. Overall Scoring within a Category

Each category within the Balanced scorecard is given an overall RAG rating based on the rating of 

the KPIs within the category that appear on the balance scorecard. 

• Red (10 points) = 2 or more red KPIs within the category

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

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

Overall Report Scoring

• Red  = 4 or more red KPI categories

• Amber  = Up to 3 red categories

• Green = No reds  and 3 or less amber

5

5

1

1

5

5

10

Key

Trend graphs

Within the balanced scorecard, each KPI has a trend graph which summarises performance against target 

from April 2021 (where data is available)

Reading guide

Statistical process control (SPC) key to icons used:
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Overall Trust rating - AMBER

Trust performance summary

FAVOURABLE PERFORMANCE

SAFE: 1) VTE risk assessment compliance was 95.5% (Target 95%). 2) Ward supervisory sister (SS)/ charge nurse (CN): increased in March to 81%, from 61% 
(Trust Target 90%). 3) Moderate Harm and above reported as % of total patient safety, was low with 1 incident 0.32% (1/304) that resulted in moderate harm to a 
patient.

CARING: 1) The Trust has continued to achieve high Friends and Family Test (FFT) recommendation scores for both Inpatients 98.7% and Outpatients 98.6%. 2) 
We continue to receive a high volume of compliments about our care from service users, with 1,592 received in month. 3) All formal complaints closed in month 
were responded to within policy timescales.

EFFECTIVE: 1) ICU Bed occupancy in M12 was above KPI at 89.9%, an improvement from M11 at 83.1%. 2) The number of follow up appointments as a Patient 
Initiated Follow Up (PIFU) continues to improve (17.5%) to help drive changes in clinics to enable more patients to be seen for a first appointment.

RESPONSIVE: 1) The performance for the cancer 31-day standard remains strong at 100%, with all 28 patients treated within 31 days. 2) The overall number of 
patients on the waiting list continues to reduce as a result of the focused efforts within the elective care recovery programme and is the lowest number on the 
waiting list for 3.5 years. While the trust had 4 patients who breached 65 weeks, these were all referred to RPH after 60 weeks (in M11).

PEOPLE, MANAGEMENT & CULTURE: 1) Time to hire remains below target for the 16th consecutive month 2) Trust wide vacancy rate continues to decrease 

3) Positive reduction in month sickness absence, however still above KPI 4) Medical Staffing appraisals have increased steadily, however still above KPI

FINANCE: At Month 12, the full year finance position is an adjusted surplus of £1.6m which represents a £1.6m favourable variance to plan. The surplus reflects a 
non recurrent funding allocation of deficit support funding from NHS England with the Trust instructed to improve the bottom-line position by the said amount. The 
financial performance is in line with the forecast breakeven position when this is excluded. Key drivers of this variance position include a stronger-than-planned 
variable income performance, with favourable variances across core NHSE variable contracts and some non recurrent income. This positive income performance, 
alongside unallocated reserves, has partially offset adverse cost pressures within pay and non pay and under-delivery of planned CIP savings.

ADVERSE PERFORMANCE

SAFE: 1) Sepsis- Quarter 4 (Wards/CCA) Compliance was 77% (58/75) for sepsis bundle completion. Below Trust target of 90% (Wards were 95% (19/20%) and 
CCA 71% (39/50). 2) Safer staffing fill rates for Health Care Support Workers (HCSW) was slightly below target at 84% for day shifts, which is an increase of 2% 
from January.

CARING: 1) The Trust ended the year with 74 formal complaints being received – an increase of 40% on the total received last year (53 received in year 2024/25) 
but remains under the Trust target of 12.6 complaints received per 1,00 WTE staff at 8.7 2) The FFT outpatient participation score is low (at 7.7%)

EFFECTIVE: Reduction in Follow Up appointments is consistently below the target of 25% (reduced by 4.9%), while the number of follow up appointments as a 
PIFU continues to improve. Actions continue to rollout PIFU pathways where appropriate, although has been delayed. However, early reviews of clinic templates 
have been carried out through job planning, as well as new to follow up ratios. Actions have been identified and are being implemented to support operational 
planning.

RESPONSIVE: 1) While performance for the cancer 62-day standard remains below the target of 85%, significant improvements have been made through 
enhanced oversight with daily meetings and escalations, and the combined 62-day standard was 73.08%. Post-allocation performance for February was reported 
as 67.5%. 2) While performance for the 18-weeks referral to treatment remains below the constitutional standard of 92%, significant improvements have been 
made achieving 78.8% in March 2026. This is the largest month on month improvement and is aligned to the efforts of all teams to ensure patients do not wait 
longer than 18-weeks for treatment.

PEOPLE, MANAGEMENT & CULTURE: 1) Sickness absence remains above our KPI. 2) Mandatory training compliance has reduced as a result of an increase in 
the number of staff required to have SG level 3 training. 3) There has been marginal improvement in appraisal compliance rates.

FINANCE: 1) Pay expenditure is £15.3m above plan with £9.4m representing the year end pension adjustment (matched to income) and pay uplifts £1.4m (offset 
in income). There is an underlying underspend in substantive pay due to vacant establishment however these are offset by continued temporary staffing reliance. 
While agency spend is reducing in line with plan, this is being offset by increased bank usage to cover above-establishment demand. Other overspends are driven 
by, PSIs (£0.8m) and resident doctor overspend (£0.3m) and unfunded posts. Overall, the position reflects underlying workforce cost pressure and skill mix gaps, 
despite progress on agency reduction. 2) Non-clinical supplies are £1.2m adverse, mainly due to CIP under-delivery and cost pressures (staff benefits, training, 
services received).
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At a glance – Balanced scorecard
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Safe: Performance Summary
Accountable Executive: Chief Nurse                Report Author: Deputy Chief Nurse / Deputy Director of Quality and Risk

Previous

Trust target Most recent position Position Variation Assurance
Escalation 

trigger

Never Events 0 0 0 Review

Number of Patient Safety Incident Invetigations (PSII) to commissioners in month 0 0 0 Review

Learning Responses - Moderate Harm and above as % of total patient safety incidents 3.00% 0.32% 0.81% Review

Number of Trust acquired PU (Category 2 and above) 35 pa 1 0 Review

Falls per 1000 bed days 4.00 2.23 2.48 Review

VTE - Number of patients assessed on admission 95.0% 95.5% 93.7% Review

Sepsis - % patients screened and treated (Quarterly) * 90% 77% - Review

Trust CHPPD 9.6 12.0 11.7 Monitor

Safer staffing: fill rate – Registered Nurses day 85% 89% 88% Review

Safer staffing: fill rate – Registered Nurses night 85% 92% 93% Review

Safer staffing: fill rate – HCSWs day 85% 84% 84% Review

Safer staffing: fill rate – HCSWs night 85% 92% 92% Review

% supervisory ward sister/charge nurse time 90% 81% 61% Action Plan

Cardiac surgery mortality (Crude) 3.0% 1.6% 1.6% Monitor

MRSA bacteremia 0 0 0 Review

Monitoring C.Diff (toxin positive) 18 pa 2 0 Review

E coli bacteraemia Monitor 0 2 Monitor

Klebsiella bacteraemia Monitor 0 0 Monitor

Pseudomonas bacteraemia Monitor 0 0 Monitor

Other bacteraemia Monitor 3 0 Monitor

% of medication errors causing harm (Low Harm and above) Monitor 12.3% 14.0% Monitor

All patient incidents per 1000 bed days (inc.Near Miss incidents) Monitor 48.3 40.4 Monitor

SSI CABG infections (inpatient/outpatients/readmissions %) 2.7% 3.6% - Review

SSI CABG infections patient numbers (inpatient/readmisisons) n/a 8 - Review

SSI Valve infections (inc. inpatients/outpatients/readmissions; %) 2.7% 3.7% - Review

SSI Valve infections patient numbers (inpatient/outpatient) n/a 6 - Review

WHO Safety checklist % - Surgery Monitor 90.3% 91.2% Monitor

WHO Safety checklist % - Cath Labs Monitor 92.5% 96.3% Monitor
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1. Historic trends & metrics

2. Action plans / Comments

Mar-26

1

Target (red line)

35 per annum

Variation

Common cause variation

Assurance

Hit and miss on achieving 

target subject to random 

variation 

Mar-26

95.5%

Target (red line)

95.0%

Variation

Common cause variation

Assurance

Hit and miss on achieving 

target subject to random 

variation 

Mar-26

2.23

Target (red line)

4

Variation

Common cause variation

Assurance

Hit and miss on achieving 

target subject to random 

variation 

Safe: Patient Safety/Harm Free Care
Accountable Executive: Chief Nurse         

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

Mar-26

1.6%

Target (red line)

3.00%

Variation

Special cause variation of an 

improving nature 

Assurance

Has consistently passed the target

Patient Safety Incident Investigations (PSII): There were no PSII’s commissioned by SIERP in month.

Learning Responses- Moderate Harm and above reported as % of total patient safety:  In month there was 1 

incident 0.32% (1/304) that resulted in moderate harm (WEB60354).

Medication errors causing harm: 12.28% (12/57) all 7 were low harm, the rest (43) were no harm.

All patient incidents per 1000 bed days: There were 48.3 patient safety incidents per 1000 bed days.

Harm Free Care: in month there was 1 confirmed category 2 Pressure Ulcer (WEB60347). Falls: 2.2 falls per 1000 

bed days (Total 14: 8 no harm, 5 low harm, 1 near miss - patient assisted to floor). VTE risk assessment compliance 

was 95.5%. 

Sepsis- Quarter 4 (Wards/CCA): our compliance was 77% (58/75) for Q4 for sepsis bundle completion. This is 

below Trust target of 90%. Wards were 95% (19/20) and CCA 71% (39/55). There is a Trust wide improvement plan 

underway for all areas which will be launched by end of Q1.

Cardiac Surgery Mortality (crude monitoring): was 1.6% in month consistently lowered over last year. 

Alert Organisms: There was zero reportable bacteraemia in March and 2 C Difficile. The Trust have ended 

2025/26 with all reportable organism below the UKHSA threshold limits.

WHO Surgical Checklist: is the monitoring of the World Health Organisation (WHO) surgical checklist. For 

February compliance for the WHO checklist completion in Theatres was 90.30%. Cath Labs 92.50%.
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1. Historic trends & metrics

2. Action plans / Comments

Safe staffing fill rates: Safer staffing fill rates for Registered Nurses (RN) are above target at 89% for 

day shifts and 92% for night shifts in March. Safer staffing fill rates for Health Care Support Workers 

(HCSW) was slightly below target at 84% for day shifts, which is static with February fill rates and we 

were 92% for night shifts in March. Overall CHPPD (Care Hours Per Patient Day) is 12.

Ward supervisory sister (SS)/ charge nurse (CN): There has been an increase in SS/CN time to 

81% in March from 61% in February, SS/CN remain working clinically in a targeted attempt to reduce 

temporary staffing usage, however this is an increase and closer to our overall target of 90%. The 

highest achieving areas towards SS/CN time were Cath Labs and ERU at 87% and 100%. Heads of 

Nursing and Matrons continue to monitor, developing an action plan and report divisional SS/ CN 

performance to the monthly Clinical Practice Advisory Committee chaired by the Chief Nurse.

Mar-26

89%

Target (red line)

85%

Variation

Special cause variation of 

an improving nature 

Assurance

Hit and miss on achieving 

target subject to random 

variation 

Safe: Safer Staffing
Accountable Executive: Chief Nurse                

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

Mar-26

92%

Target (red line)

85%

Variation

Special cause variation of 

an improving nature 

Assurance

Hit and miss on achieving 

target subject to random 

variation 

Mar-26

84%

Target (red line)

85%

Variation

Special cause variation of an 

improving nature

Assurance

Hit and miss on achieving target 

subject to random variation 

Mar-26

81%

Target (red line)

90%

Variation

Common cause variation

Assurance

Has consistently failed the 

target

Mar-26

92%

Target (red line)

85%

Variation

Special cause variation of an 

improving nature 

Assurance

Hit and miss on achieving target 

subject to random variation



Background to the ward supervisory sister/ charge nurse role

The role of the ward sister/ charge nurse (CN) in the UK is ideally suited to the hospital system to supervise 

clinical care, oversee quality and safety standards, co-ordinate patient care activities at ward/ departmental 

level, and promote nursing leadership and mentoring (Royal College of Nursing, 2016).

To support in attaining ‘ward-to-board’ assurance, supervisory sister/ charge nurse protected time has been 

built into RPH establishment settings. The key driver for supervisory practice was ‘time to lead’ created by 

the fast paced, high pressured, safety driven health care environment (NHS England, 2016).

* The terminology of ward sister is used but application includes Day Ward, Cath Labs and Critical Care.

Safe: Key Performance for Supervisory Sister/ Charge Nurse Utilisation

Accountable Executive: Chief Nurse    Report  from: Deputy Chief Nurse 

Ward sister/ charge nurse establishment and budget 

There is supervisory time budgeted within the nursing establishments. The amount of supervisory sister/ charge 

nurse time is proportionate to the ward/ unit size and number of patients within the clinical area. SS target is 90%.

What are the constraints/ barriers?

• The ward sister can be ‘the first port of call’ to mitigate filling shift gaps ‘on the day’ coming onto a shift having 

reviewed the staffing numbers for some clinical areas. 

• Staffing fill rates for registered nurses have been above target 85% as reported in PIPR Safe, however headroom 

has been above 22% notably due to reported higher sickness and parenting leave; both are contributory to using 

SS / CN time for allocation of the sister into the staffing numbers.

• There have been temporary staffing control measures put in place for use of bank and agency which have  

impacted on short notice sickness and bank bookings. The time frame for booking bank was reduced to 

requesting bank staff within 72 hours and agency usage has been stopped since May 2025.

How can we support achieving supervisory sister/ charge nurse status and meeting the 90% target?

• Sustainable improvements are required to ensure consistency in roster management for supervisory sister time 

which should be at 100% at point of roster approval as opposed to mitigating vacant shifts with the ward sister. 

• Lack of standardisation of rostering SS time can significantly impact the mean SS time reported as some areas do 

not consistently achieve 100% at roster approval. Roster approvals will be monitored more closely by matrons & 

heads of nursing (HoN). 

• Further support and scrutiny of SS time has been built into safe staffing Weekly Look Ahead Meetings; SS time is 

now a prioritised agenda at 121s with ward sisters and respective matrons and oversight from divisional HoNs.

• Any cancellation of SS shifts will require discussion with the matron of the area and documented.

• Increased focus and support for areas where SS time is reported low and below target of 90%.

• A Ward Sister and Matron Workshop is scheduled for May 2026 with support from HoNs & Deputy Chief Nurse. 

• Key aims and objectives for the workshop are in planning stages to include: 

➢ Standardising ‘models of care’ to release sister supervisory time.

➢ Assessment process undertaken by matrons and ward sisters for when to book temporary staffing to support SS 

time depending on vacancies and spend.

➢ Exploring the ‘art of the possible’ to release time to deliver care e.g., making effective use of the full range of RPH 

people skills and resources.

➢ Increasing the utilisation of the Ward Manager’s Handbook (NHS Improvement, 2018), most recent version as a 

key resource to support the supervisory sister role.

➢ Review of ward sister KPIs. There are 5 main themes – Well led, harm-free care, governance, staff and service 

management and development;  importantly to seek agreement on how the impact and effectiveness of the 

supervisory sister role will be evidenced.

Reporting governance arrangements

Supervisory sister/CN will be monitored through weekly Look Ahead meetings, monthly PIPR Safe and Roster Check 

and challenge meetings with senior nursing teams, reporting monthly to Clinical Practice Advisory Committee.

Table 1– RPH Supervisory Sister/ Charge Nurse Utilisation % from March 2025 to March 2026

Graph 1 – RPH Supervisory Sister/ Charge Nurse Utilisation Mean % March 2025 to March 2026

As illustrated in above Table 1 & Graph 1 

the data and trend shows consistency with a 

mean SS time between 82% and 83% from 

March to June 2025. There has been a 

decline in mean SS time from Sept. 2025 to 

Feb. 2026 for several reasons; the 

Cardiology Unit report lower SS % due to 1 

WTE sister vacancy, Surgery & Theatres 

report lower SS % due to sickness absence 

and sisters rostering shifts at roster approval 

stage and Thoracic Medicine (Level 4 and 

Day Ward) report lower SS% due to 

sickness absence and temporary staffing 

constraints. Improvement for SS time 

reported in March 2026.

ACTUAL Ward Sister/ Charge Nurse utilisation % (nb taken from the monthly look ahead reports)

Roster 24-Mar-25 21-Apr-25 19-May-25 16-Jun-25 14-Jul-25 11-Aug-25 08-Sep-25 06-Oct-25 03-Nov-25 01-Dec-25 29-Dec-25 26-Jan-26 23-Feb-26 23-Mar-26

Cardiology Unit (3 

South, 3 NE & CCU)
103% 82% 92% 90% 87% 87% 57% 83% 74% 61% 82% 72% 46% 107%

4 North 80% 80% 79% 85% 66% 89% 83% 79% 108% 75% 75% 50% 55% 55%

4 South 87% 83% 85% 99% 77% 71% 82% 86% 75% 63% 75% 61% 70% 87%

5 North 85% 76% 62% 82% 61% 87% 67% 61% 70% 51% 65% 82% 58% 85%

5 South 44% 73% 81% 49% 48% 51% 46% 59% 41% 23% 49% 49% 33% 68%

Day ward 65% 74% 70% 42% 56% 25% 55% 46% 75% 51% 73% 31% 43% 87%

Outpatients 91% 99% 44% 61% 72% 74% 77% 80% 83% 62% 100% 60% 76% 68%

ERU 94% 87% 90% 90% 97% 100% 96% 92% 98% 89% 76% 101% 100% 84%

Critical Care 100% 105% 67% 65% 62% 80% 81% 90%

Theatres 49% 84% 64% 24% 42% 75%

Average  WS utilisation 82% 80% 82% 83% 73% 81% 76% 81% 74% 62% 72% 61% 60% 81%

24-Mar-25 21-Apr-25 19-May-25 16-Jun-25 14-Jul-25 11-Aug-25 08-Sep-25 06-Oct-25 03-Nov-25 01-Dec-25 29-Dec-25 26-Jan-26 23-Feb-26 23-Mar-26

Cath Lab 81% 72% 89% 74% 73% 80% 78% 60% 85% 91% 91% 93% 87% 91%
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Caring: Performance Summary
Accountable Executive: Chief Nurse               

Report Author: Deputy Director of Quality and Risk

Previous

Trust target
Most recent 

position
Position Variation Assurance

Escalation 

trigger

FFT score- Inpatients 95.0% 98.7% 98.5% Monitor

FFT score - Outpatients 95.0% 98.6% 97.6% Monitor

Mixed sex accommodation breaches 0 0 0 Monitor

Number of written complaints per 1000 WTE (Rolling 3 mnth 

average)
12.6 8.7 8.3 Review

% of complaints responded to within agreed timescales 100.0% 100.0% 80.0% Review

Duty of candour compliance undertaken within10wd (quarterly) 100.0% 100.0% 100.0% New New Review

Friends and Family Test (FFT) inpatient participation rate % Monitor 43.3% 46.2% Monitor

Friends and Family Test (FFT) outpatient participation rate % Monitor 7.7% 9.9% Monitor

Number of complaints upheld / part upheld 3 2 3 Review

Number of complaints (12 month rolling average) 5 7 7 Review

Number of complaints 5 4 8 Review

Number of informal complaints received per month Monitor 14 14 Monitor

Number of recorded compliments Monitor 1592 1632 Monitor

A
d

d
it

io
n

a
l 
K

P
Is

Action and Assurance

D
a

s
h

b
o

a
rd

 K
P

Is

Metric

Latest Performance

In
 m

o
n

th
 

v
s

 t
a

rg
e

t



11

1. Historic trends & metrics

2. Comments/Action plans 

Mar-26

98.7%

Target (red line)

95.0%

Variation

Common cause variation

Assurance

Has consistently passed 

the target

Mar-26

8.7

Target (red line)

12.6

Variation

Special cause variation of 

a concerning nature 

Assurance

Has consistently passed 

the target

Mar-26

98.6%

Target (red line)

95.0%

Variation

Common cause variation

Assurance

Has consistently passed 

the target

Caring: Patient Experience 
Accountable Executive: Chief Nurse         

Report Author: Deputy Director of Quality and Risk

Mar-26

100.0%

Target (red line)

100%

Variation

Common cause variation

Assurance

Hit and miss on achieving 

target subject to random 

variation 

Patient Experience

FFT (Friends and Family Test): In summary;  

Inpatients: Recommendation score was 98.7% for March, with Participation rate for surveys at 44.95%. 

Outpatients: Recommendation score was 98.6% in March, with Participation rate at 7.7%. 

Compliments: the number of formally logged compliments received in month was 1,592. Of these 1,489 were 

positive responses from FFT surveys and 103 compliments via cards/letters/PALS captured feedback. 

Duty of Candour (DoC) Compliance: There was 1 patient safety incidents reported in month,  with DoC 

completed within 10 working days (WEB60534).

Received and Responding to Complaints: 

Formal Complaints Received in month: We have received 4 formal complaints, 

Acknowledging complaints with 3 w/days: Out of the 4 received, all were acknowledged 100% within 3 

days. 

The % of complaints responded to on time in month: 2 of 2 (100%) of formal complaints responded to in 

the month were within policy timescales (35 or 45 w/d). Both were partially upheld.

Number of written complaints per 1000 staff WTE: benchmark figure-provided by NHS Model Health 

System to enable national benchmarking monthly, this has now ceased. We have continued to use this as an 

internal metric to aid monthly monitoring. Trust Target is 12.6, we are below this at 8.7.
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Caring: Key performance challenges
Accountable Executive: Chief Nurse                 Report                Author: Deputy Director of Quality and Risk & Patient Experience Manager

Received Complaints in Month (Total of all Informal and Formal): During March, we received 14 informal 

complaints and 4 formal complaints. The most frequently mentioned subjects at the time of receipt for all 

complaints received in March 2026 was Communication (27%); Delay in Diagnosis/Treatment and Referral (20%); 

and Clinical Care/Clinical Treatment (20%); 

Themes (Subjects) for March 2026: Table 1 below details all the themes from the 14 Informal & 4 Formal 

Complaints received in February 2026. These are broken down into all the subject themes (top line in table) linked 

and further broken down into the sub-subject per theme (left-hand column) for each subject.

Overall Running Total of Primary Themes from April 2025 - to end of March 2026: 

After a 12-month trend (see in chart left), of higher-than-average numbers of formal 

complaints being received each month, March's numbers were more within normal. 

Expected numbers. This continues to be monitored, and it has been benchmarked with other 

in the C&P area who are also reported an increase of Complaints of approx. 90-100% up on 

totals received in year against last year. 

Closed Complaints in year : (M01-M12 2025/26. Total closed to date 208 = 71 Formal & 

137 informal. In the graph below this shows the final recorded main themes (subjects) for all 

the closed responses sent to complainants on completion of a full investigation.

Table 2 below: Displays total of primary themes (subjects) from closed complaints in year 

2025/26: April (M01) - March (M12)

NB: These subjects are based on the complainants’ reported concerns logged on receipt of the complaint; there may be 

later changes on completion of the investigation, and each complaint may have multiple subjects linked. Further detail on the outcomes from Complaints are reported as part of the Bi-annual Trust wide 

Quality and Risk Report
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Effective: Summary 
Accountable Executive: Chief Operating Officer         Report Author: Chief Operating Officer 

*1) per SUS billing currency, includes patient counts for ECMO and PCP (not beddays). ** from Theatre utilisation is expressed as a % of Trust capacity baseline of 5 theatres from Aug 23 and 5.5 theatres from Sep 23

*** Cath lab utilisation is  provisional pending review of calculation methodology

Previous

Trust target Most recent position Position Variation Assurance
Escalation 

trigger

Bed Occupancy (excluding CCA and sleep lab) 85% 81.5% 84.3% Review

ICU bed occupancy 85% 89.8% 83.1% Review

Enhanced Recovery Unit bed occupancy % 85% 82.1% 88.3% Review

Elective inpatient and day case (NHS only)* 1,770 2007 (135% 19/20) 1888 (127% 19/20) Review

Outpatient First Attends (NHS only)* 2,298 3023 (184% 19/20) 2498 (152% 19/20) Review

Outpatient FUPs (NHS only)* 7,278 8217 (141% 19/20) 7884 (135% 19/20) Review

% of outpatient FU appointments as PIFU (Patient Initiated Follow up) 5% 17.5% 15.9% Monitor

Reduction in Follow up appointment by 25% compared to 19/20 activity -25% -4.9% -2.1% Action Plan

% Day cases 85% 75.7% 76.7% Action Plan

Theatre Utilisation (uncapped)** 85% 92% 101% Review

Cath Lab Utilisation (including 15 min Turn Around Times) *** 85% 82% 82% Review

NEL patient count (NHS only)* Monitor 392 (113% 19/20) 378 (109% 19/20) Monitor

ICU length of stay  (LOS) (hours) - mean Monitor 116 141 Monitor

Enhanced Recovery Unit  (LOS) (hours) - mean Monitor 40 39 Monitor

Length of Stay – combined (excl. Day cases) days Monitor 5.6 6.5 Monitor

Same Day Admissions – Cardiac (eligible patients) 50% 46% 44% Review

Same Day Admissions - Thoracic (eligible patients) 40% 73% 70% Review

Length of stay – Cardiac Elective – CABG (days) 8.2 7.5 8.3 Review

Length of stay – Cardiac Elective – valves (days) 9.7 9.0 9.4 Review

Outpatient DNA rate 6.0% 6.8% 7.1% Review

Action and Assurance

In
 m

o
n

th
 

v
s

 t
a

rg
e

t

D
a

s
h

b
o

a
rd

 K
P

Is

Metric

Latest Performance

A
d

d
it

io
n

a
l 
K

P
Is



14

Effective: Admitted Activity
Accountable Executive: Chief Operating Officer         Report Author: Chief Operating Officer 

1. Historic trends & metrics

Mar-26

2007

Target* (red line)

1770

Variation

Special cause 

variation of an 

improving nature 

Assurance

Hit and miss on 

achieving target 

subject to random 

variation 

Admitted activity YTD as a % of 19/20 (working day adjusted) by service and point of delivery:

* Target set at average 25/26 demand recovery plan  ** 19/20 activity (working day adjusted) < 50 

2. Action plans / Comments

Elective inpatient and day case activity has shown an upward trend since April 2024 with the most 

significant growth observed in day case procedures across all clinical divisions. The elective care 

recovery programme continues to enable the drive of improved activity and productivity.

For Month 12 (M12), day cases accounted for 75.7% of overall elective admitted activity. Data for both 

Cardiology and Thoracic divisions continue to report high day case rates, with both showing a steady 

increase throughout the year (82.3% and 85.7% respectively). In contrast, Surgery, Theatres, and 

Anaesthetics accounts for a small proportion which reflects the complexity of procedures within these 

specialties and limits the number of patients suitable for day case treatment.

Surgery, Theatres & Anaesthetics

Theatre utilisation in M12 exceeded the Trust KPI of 85%, achieving 92%, supporting ongoing 

improvements in elective inpatient and day case activity. Activity continues to be monitored against both 

the 2019/20 baseline and current plan to drive productivity gains. Across surgical specialties, variation 

remains minimal. Where admitted activity falls below plan, this correlates with increased non-elective 

activity, particularly in cardiac surgery. 

Thoracic & Ambulatory

As of M12, Thoracic and Ambulatory services delivered 15,825 admitted cases, exceeding the planned 

activity. Monitoring against the 2019/20 baseline and plan continues to ensure productivity improvements.

Cardiology

The Cardiology division delivered 694 procedures against a plan of 692. This is reflective of reallocation 

of Cath Lab slots from Intervention to Non-Coronary Intervention slots planned and approved through the 

elective recovery programme.

Category Cardiac 

Surgery

Cardiology PTE RSSC Thoracic 

Medicine

Thoracic 

surgery 

(exc PTE)

Transplant

/VAD

Elective Admitted activity Inpatients 81% 111% 83% 75% 84% 105% 91%

Daycases 38%** 116% n/a 230% 155% 148% 495%

= YTD activity > 100% of 19/20
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Action plan / comments

Outpatient First Attends has shown an upward trend since December 2024 with the most significant growth 

observed in Respiratory Services and the Sleep Centre (RSSC), as well as Thoracic Surgery. The pilot for 

RSSC digital enabled PIFU has been delayed to May 2026. 

Thoracic & Ambulatory

Year-to-date (YTD) activity for the Thoracic and Ambulatory division stands at 62,465. Optimisation of clinics 

remains a priority with collaborative work with clinical administration teams to improve outpatient clinic 

utilisation. The division has introduced a weekly 642 process to monitor booked and actual clinic utilisation, 

which will complement the operational huddles.

Cardiology

Cardiology delivered above plan for Month 12, delivering a favourable variance of 622 against the plan. Most 

of the additional activity was delivered through elective recovery programme and additional structural 

capacity.

Effective: Non-admitted Activity
Accountable Executive: Chief Operating Officer         Report Author: Chief Operating Officer 

* Target set at average 25/26 demand recovery plan ** 19/20 activity (working day adjusted) < 100 

1. Historic trends & metrics

Mar-26

8217

Target (red line)*

7298

Variation

Special cause variation 

of an improving nature 

Assurance

Hit and miss on 

achieving target 

subject to random 

variation

Mar-26

3023

Target (red line)*

2298

Variation

Special cause variation 

of an improving nature 

Assurance

Hit and miss on 

achieving target subject 

to random variation 

Non Admitted YTD activity as a % of 19/20 (working day adjusted) by service and point of 

delivery:

Category Cardiac 

Surgery

Cardiology RSSC Thoracic 

Medicine

Thoracic 

surgery 

(exc PTE)

Transplant/

VAD

First 

Outpatients
94% 87% 540% 84% 171% 106%

Follow Up 

Outpatients
139% 151% 70% 156% 175% 114%

= YTD activity > 100% of 19/20

Non Admitted 

activity
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Effective: Occupancy
Accountable Executive: Chief Operating Officer         Report Author: Chief Operating Officer 

1. Historic trends & metrics
2.  Comments

Bed occupancy (excluding CCA and sleep lab)

• Bed occupancy within Month 12 was below KPI at 81.5% 

• G&A bed utilisation and occupancy data was shared as part of the operational planning 

process to inform service improvements and reduction in length of stay to support 

productivity gains. Three schemes relating to reducing length of stay have been agreed as 

part of the cost improvement plan with one in place already and a further two being phased 

throughout 2026/27.

(Note: The denominator for bed occupancy (excluding CCA and sleep lab) was reset 

to  commissioned beds from April 2024.)

ICU Bed Occupancy

• ICU bed occupancy for M12 was 89.8%, an increase in month.

• Theatre activity continues to be closely monitored, supported by case mix management 

processes implemented during the month. 

• Theatre cancellations in M12 increased to 36 from 24 in M11, the main reason was ICU 

beds full of ICU patients, this applied to 11 cases and is reflected in the increase bed 

occupancy within ICU to 89.8%. The next reason for cancellations was patient unfit which 

accounted for 11 patients. 

(Note: The denominator for CCA bed occupancy was reset to 36 commissioned beds from 

April 2023.)

ERU Bed Occupancy

• ERU bed occupancy in M12 was 82.1% a slight decrease from M11, this reflects the 

increase in Thoracic surgery supporting the lung screening programme and oncology. 

Please note, Thoracic patients do not go to ERU but instead recover and transfer to 

    Level 5.

• ERU optimisation is a key component of the Elective Care Recovery programme to ensure 

full utilisation of available beds.

Mar-26

81.5%

Target (red line)

85%

Variation

Special cause variation of an 

improving nature 

Assurance

Hit and miss on achieving target 

subject to random variation 

Mar-26

89.8%

Target (red line)

85%

Variation

Common cause variation

Assurance

Hit and miss on achieving target 

subject to random variation 

Mar-26

82.1%

Target (red line)

85%

Variation

Common cause variation

Assurance

Hit and miss on achieving target 

subject to random variation 
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Effective: Utilisation
Accountable Executive: Chief Operating Officer         Report Author: Chief Operating Officer 

1. Historic trends & metrics Action plans / Comments

Cath Lab Utilisation:

• Cath lab utilisation remains below target by 3% however does not reflect all lab 

utilisation data; recent analysis from BI has shown over utilisation in labs 3 and 6, 

with room for improvement in labs 4 and 5. Divisional working groups are in place 

to explore potential efficiency improvements.

• Trial EP lists with increased activity took place in M12, these were successful and 

therefore aim to continue as business as usual, which will increase ablation activity 

within current resource (this is linked to a CIP Scheme for 26/27).

• Discussion with Nexus project team to ensure data capture for all lab systems is 

included in project build for new EPR to ensure division have clarity on baseline 

data.

(Note: Cath Lab utilisation figures includes the Cath lab 1, which is primarily used for 

emergency activity, making its usage unpredictable.)

Mar-26

92%

Target (red line)

85%

Variation

Common cause 

variation

Assurance

Hit and miss on 

achieving target subject 

to random variation 

Mar-26

82%

Target (red line)

85%

Variation

Common cause 

variation

Assurance

Hit and miss on 

achieving target subject 

to random variation 

** from Theatre utilisation is expressed as a % of Trust capacity baseline of 5 theatres from Aug 23 and 5.5 theatres from Sep 23

*** Cath lab utilisation is  provisional pending review of calculation methodology

Theatre Utilisation

• Theatre utilisation in M12 was 92% this remains above the KPI of 85%.

• Deep dive into Thoracic surgery productivity in theatres and optimisation of 

anaesthetic time.

• Work has been undertaken with GIRFT to review theatre utilisation and on the day 

cancellations, no recommendation from GIRFT, however learning from RPH has 

been shared with other organisations
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Responsive: Summary 
Accountable Executive: Chief Operating Officer         Report Author: Chief Operating Officer 
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RTT performance is now at its highest level in 3.5 years. There were 24 patients who breached 52 weeks in 

Month 12 (M12). An enhanced focus remains in place to ensure patients do not wait longer than 52 weeks for 

treatment. This also supports the reduction of the number of patients on the waiting list and overall wait time, 

supporting more patients to be seen within 18 weeks.

52 Week breakdown by clinical division:

• Cardiology had 21 patients breach 52 weeks within M12. 12 patients have now been treated, 2 awaiting MDT, 

1 awaiting MDT result, 3 awaiting their booked procedure date, 2 awaiting outpatient appointments and 1 has 

been discharged.

• Within Surgery, Transplant and Anaesthetics, in M12, there were 3 patients who waited longer than 52 weeks 

for treatment. Two were late referrals to surgery and 1 had an incorrect clock stop. One patient has been 

referred to TAVI, 2 late referrals (53 and 51 weeks) require further diagnostics.

• Thoracic division ended March (M12) with no 52- week breaches.

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

1. Historic trends & metrics

Action plans / Comments

Mar-26

78.8%

Target (red line)

92.0%

Variation

Special cause 

variation of an 

improving nature 

Assurance

Has consistently 

failed the target

Mar-26

5283

Target (red line)

7075 (25/26 Av)

Variation

Special cause 

variation of an 

improving nature 

Assurance

Has consistently 

passed the target

Mar-26

24

Target (red line)

0

Variation

Common cause 

variation 

Assurance

Has consistently 

failed the target
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Responsive: Cancer
Accountable Executive: Chief Operating Officer         Report Author: Chief Operating Officer 

1. Historic trends & metrics Action plans / Comments

Mar-26

78%

Target (red line)

85%

Variation

Common cause 

variation 

Assurance

Hit and miss on 

achieving target 

subject to random 

variation

Mar-26

72%

Target (red line)

85%

Variation

Special cause 

variation of an 

improving nature 

Assurance

Hit and miss on 

achieving target 

subject to random 

variation

62-day combined performance (Pre-allocation): 73.08% (19 successes, 7 breaches)

Performance rose above 70% again in March, and of the 7 breaches, 3 were 24-day successes; these will convert to successes 

post-allocation and reflect stronger underlying pathway performance. All breaches will be reviewed at the monthly Forensic Breach Review 

meeting (to be held w/c 13/04) with themes fed back to the team. On initial review, the breaches relate to patient choice/patient sickness. Of 

the 7 breaches, 3 were 24-day successes.

Breaches and associated actions continue to be logged and monitored via Datix, ensuring strengthened governance and audit oversight.

The Oncology PTL continues to maintain strong pathway oversight, with KPIs monitored on the Operational Huddle spreadsheet to support 

early escalation and action.

February 2026 post-allocation performance was 67.5%, which is a rise compared to the pre-allocation performance of that month (at 

66.67%). If looking only at 62-day performance for Lung Cancer, RPH's performance was 71.1%, putting us 35th best Trust out of 124 

Trusts that treated a Lung Cancer patient. 

24-Day Standard

Performance: 75% (3 successes, 1 breach)

One breach was referred on day 44 however required further diagnostics and other surgery first.

Please note the compliance data submitted to PIPR is pre-allocation. It does not consider patients who would later be found not to have 

a cancer diagnosis or patients that are referred on for treatments at other trust where breach or treatment allocation are later made.

Patient Days on pathway Ref to RPH Day Reason for Delay

1 147 18 Patient required neurology review, has date for treatment

2 116 108 Late referral, has date for treatment

3 109 74 Late referral, did not receive all diagnostics from referring DGH

4 102 86 Late referral, has date for treatment

5 97 24 Difficulty making diagnosis required multiple attempt, has had treatment

6 95 67 Late referral, awaiting PET CT and outpatient appointment

7 86 78 Late referral, diagnostic and outpatient appointment confirmed

8 85 55 Late referral, required cardiology input before proceeding with treatment

9 84 21 High risk biopsy, outpatient appointment booked

10 78 77 Late referral, outpatient appointment confirmed

11 78 41 Late referral, diagnosis pathway and input from required from DGH

12 74 71 Late referral, patient choice

13 73 62 Late referral, date for treatment confirmed

14 71 Inpatient transfer, a/w IPT Date for treatment confirmed

15 64 63 Late referral

16 63 62 Late referral
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Responsive: Cancer
Accountable Executive: Chief Operating Officer         Report Author: Chief Operating Officer 

1. Historic trends & metrics Action plans / Comments:

Mar-26

2

Target (red line)

0

Variation

Special cause 

variation of an 

improving nature 

Assurance

Hit and miss on 

achieving target 

subject to random 

variation 

Mar-26

100%

Target (red line)

96%

Variation

Special cause 

variation of an 

improving nature 

Assurance

Hit and miss on 

achieving target 

subject to random 

variation 

31-Day Standard (Decision to Treat to Treatment)

Performance for March 2026 was at 100%, with 28 patients treated within the 31-day 

standard. Average waiting time from decision to treat to surgery rose slightly to 10.36 days. 

The daily surgical secretarial meetings continue provide strong scheduling and provision of 

dates to avoid breaches.

Sustained performance reflects effective theatre scheduling, proactive case management, and 

close collaboration between clinical and operational teams to maintain timely access to 

treatment despite increased activity levels. Additional Saturday lists have increased capacity 

for cancer cases during the week. 

104-Day Breaches

There were two 104-day breaches in February.

• Patient 1 was referred on day 98 for an EBUS only. No pathway is taken by RPH. 

• Patient 2 was referred on day 77 for a VATS biopsy only. No pathway is taken by RPH
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Responsive: Other metrics
Accountable Executive: Chief Operating Officer         Report Author: Chief Operating Officer 

1. Historic trends & metrics

Action plans / Comments

Diagnostics Waiting Less Than 6 Weeks

Operational oversight of the diagnostic waiting lists has improved 

with greater monitoring patients at the weekly Patient Tracking List 

(PTL) and through operational huddles which meet 3 times a week.

Radiology

The Radiology PTL remained fairly static during M12 at circa 

3200) with continued long waits in cardiac MRI and CT scanning. 

Internal DM01 specific to Radiology reported as 45.01% in 

M12. Demand within Radiology remains high. 4 patients waiting in 

CT more than 6 weeks (1 x 12, 1 x 11, 1 x 10 & 1 x 7 weeks). Dates 

being sourced. The longest waiting MRI without a booked date is 28 

weeks with all 113 patients waiting longer than 28 weeks have a 

booked date

Echo

Internal DM01 specific to Echo has improved from 47.11% to 

65.89% because of concentrated efforts focused on ensuring the 

PTL captures patients specific to DM01 guidance. This work is 

ongoing, as well as prioritising booking for patients waiting 6 weeks 

or more.

Sleep

A managed service has been recommissioned to support the 

community sleep services while sustainable initiatives are finalised. 

Within M12, 93.61% received a sleep diagnostic within 6 weeks. A 

considerable increase from M11 (87.67%).

Theatre Cancellations

Theatre cancellations in M12 increased to 36 from 24 in M11, the 

main reason was ICU beds full of ICU patients, this applied to 11 

cases and is reflected in the increase bed occupancy within ICU to 

89.8%. The next reason for cancellations was patient unfit which 

accounted for 11 patients. 

In House Urgent patients

Capacity for IHU’s continues to be flexed with increased capacity 

made available to support flow internally and within the region. The 

7-day performance indicator continues to be unmet.

Mar-26

94.9%

Target (red line)

99%

Variation

Common cause 

variation 

Assurance

Hit and miss on 

achieving target 

subject to random 

variation

Mar-26

47%

Target (red line)

95%

Variation

Common cause 

variation 

Assurance

Has consistently 

failed the target

Mar-26

36

Target

15

Variation

Common cause variation 

Assurance

Hit and miss on 

achieving target subject 

to random variation
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Responsive: Radiology Update as of 15/4/26
Accountable Executive: Chief Operating Officer         Report Author: Chief Operating Officer 

Summary of Issues and Mitigations:

There are a number of risks within the Radiology department which subsequently impact on the patient 

activity and reporting of diagnostics. Risks include:

• 3433 (BAF risk): CT Reporting Backlog, Patient (current risk score 16)

• 3434: CT Reporting Backlog, Dept Issues (current risk score 16) 

• 3362: CT Reporting Backlog, Digital Issues (current risk score 12)

• 3696: Radiology Outsourcing Project (current risk score 12, reduced from 16)

• 3540: Consultant Radiologist Staffing (current risk score 12)

• 2953: Radiographer Staffing (current risk score 9)

Full review of all risks related to staffing and reporting undertaken with recommendations for closing some 

risks relating to reporting and staffing to reduce the number which receive the same updates each month

Continued Recruitment

Recent recruitment into the Consultant Radiologist posts. One candidate withdrawn but two remain within the 

pipeline and start dates circa September 2026.

Two radiographer resignations received in March 2026 due to either family relocation or job relocation due to 

cost of living locally

Remote reporting

The rollout of home reporting workstations was completed 2 months ago. Good reporting speeds are being 

reported on the RPH site. VDI/VPN adjusted and tested with all consultants. A number of individuals are 

confirming good speed and connectivity remotely. The remainder continue to work on a 1:1 basis with digital 

to ascertain the issue affecting them individually.

Activity

The number of patients awaiting a CT report is monitored on a weekly basis via the Operational Huddles. 

Medica have taken over the external reporting for any images (CT, MRI, Plain Film) waiting more than 3 

weeks following image acquisition from 1 March 2026 onwards.  Some challenges around types of images 

being sent and a slower rate of acceptance of reporters onto the Medica panel has driven a slower uptake 

than planned but this is being worked on during April.

As at the end of Month 12 (M12), there were 437 patients awaiting a CT report of which only 72 were waiting 

more than 4 weeks. This continues to be monitored closely every week.  It has risen slightly during April due 

to RPH radiologists on leave giving us a reduced reporting capacity but it currently under review.

Outsourcing Project / Medica Update (update as of 15/4/26)

Some delays in approving reporters into the Medica team is resulting in some delays in turnaround 

times with Medica or images being drawn back for reporting in RPH. Activity continues to be carefully 

managed whilst Medica aligned reporters to the imaging needing reporting. Project board was 

stepped down in late February and weekly operational meetings with Medica were stepped up during 

April. As the project is now live, risk 3696 (Delays in Radiology Outsourcing for Reporting) has been 

reduced from 16 to 12 and consideration will be given to remove this risk in 3 months time and 

replace with a reporting risk covering all modalities. 

Demand and Capacity

Demand and capacity has identified referral volumes have increased, resulting in more referrals 

being received and an increasing PTL size and DM01 waiting time

Additional radiographers have been requested within annual planning which will allow extended 

opening hours electively into a weekend to support with waiting list reduction and improvement in 

DM01 waiting times.
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People, Management & Culture: Summary 
Accountable Executive: Director of Workforce and Organisational Development Report Author: HR Manager Workforce

Summary of Performance and Key Messages:

• Turnover reduced in March in line with our KPI targets, there were 7.8 WTE voluntary leavers in March, 4 WTE 

had stated Work Life Balance as their reason for leaving, three of these are within the same directorate in clinical 

roles. 

• Appraisals compliance for medical and non-medical staff is still down on our targets. There has been an 

improvement in medical appraisals over the past few months due to local iniatives in place.   

• There is currently further work underway to understand the rationale for compliance being low. Over 224 

managers have undergone appraisal training since May 2024 which is half of the managers in the organisation, to 

improve productivity this will now move to on-demand training for the rest of line managers outstanding training.

• Mandatory training has fallen slightly but remains below target, as expected the reduction we believe is due to the 

Level 3 Safeguarding compliance and the impact on Band 5 and Band 6 staff. Proposals to increase compliance 

for this are currently being worked through at present.

• Total sickness absence has reduced to its lowest point since August at 4.44%, this has been primarily a reduction 

in short term sickness absence however this would align with the seasonal trends in which we would predict.  

There will continue to be a focus on Attendance Management throughout the remainder of the financial year, with 

plans to roll out the expansion of the current learnings from Critical Care and ERU Trust wide via local attendance 

boards.

• Temporary staffing/Agency: There is now very limited agency use across the Trust as it is only used in 

exceptional circumstances or to support agreed projects. The increase in bank in February and March will be 

linked the increased sickness absence rates. There are localised plans with areas to monitor progress an ensure 

there is an effective workforce plan for these services moving forward to reduce the reliance on temporary/agency 

staff. 

• The Trust vacancy rate continues to remain low, with the rate for February at 3.9%, sustaining performance well 

below the Trust KPI of 7.5%.  The time to hire data for February was 38 days, this continues to be significantly 

below the national KPI of 48 days. 
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People, Management & Culture: Key performance trends
Accountable Executive: Director of Workforce and Organisational Development Report Author: HR Manager Workforce
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Finance: Performance summary 
Accountable Executive: Chief Finance Officer         Report Author: Deputy Chief Finance Officer

• At Month 12, the full year finance position is an adjusted surplus of £1.6m which represents a £1.6m 
favourable variance to plan. The Trust received £1.6m following NHS England’s decision to redistribute 
unused DSF from systems that did not deliver their plans to compliant providers within financially balanced 
systems. As the funding must be applied to the bottom line to support overall NHS financial targets it cannot 
be spent, but it is cash-backed and therefore strengthens the Trust’s cash position. Key drivers of this 
variance position include a stronger-than-planned variable income performance, with favourable variances 
across core NHSE variable contracts and some non recurrent income. This positive income performance, 
alongside unallocated reserves, has partially offset adverse cost pressures within pay and non pay and under-
delivery of planned CIP savings.

• The Clinical Income which is £11.5m better than plan including £3.6m provision against non-payment of ICB 
over performance, and £0.8m reduction in  made by Central East ICB due to an adjustment to depreciation 
funding relating to lower depreciation costs in 2024/25 (£0.25m) and 2025/26 (£0.5m). The position also 
includes £1.638m of deficit support funding, as mentioned above. The favourable performance is primarily 
driven by a better than planned NHS variable activity, passthrough drugs and devices (offset by expenditure) 
and other clinical activity performance. 

• Other Operating Income is £15.0m favourable to plan and mainly attributable to NHS pension funding 
adjustment required by NHS England (£9.4m) to reflect payments made by NHS England to NHS Pension 
Agency. Other items include, non recurrent income recovery and rebates, staff recharges, Education & 
Training income, R&D and Charitable Income (which partly offsets additional expenditure).

• Pay expenditure is £15.3m above plan with £9.4m representing the year end pension adjustment (matched to 

income, as stated above) and pay uplifts £1.4m (offset in income). There is an underlying underspend in 

substantive pay due to vacant establishment however these are offset by continued temporary staffing 

reliance. While agency spend is reducing in line with plan, this is being offset by increased bank usage to 

cover above-establishment demand. Other overspends are driven by, PSIs (£0.8m) and resident doctor 

overspend (£0.3m) and unfunded posts. Overall, the position reflects underlying workforce cost pressure and 

skill mix gaps, despite progress on agency reduction.

• Operating non-pay is £8.6m adverse, driven by higher clinical activity in supplies, passthrough drugs and 

devices, largely offset by matching income. Non-clinical supplies are £1.2m adverse, mainly due to CIP 

under-delivery and cost pressures (staff benefits, training, services received), partly offset by the release of 

reserves and non recurrent prior year benefits. Overall, activity over performance has driven corresponding 

cost pressures in non pay as described. The release of prior year non recurrent benefits and reserves has 

offset the impact of the provision for the non payment of ICB income over performance of £3.6m. 

• Cash closed at £72.7m an increase of £4m to last month position. This is mainly due to receiving revenue 
incentive and other funding from the NHS Cambridgeshire & Peterborough ICB, and the receipt of PDC 
Capital of £1.6m from the DHSC.

• Year to date capital expenditure of £8.89m was £2.25m below the plan. Planned spend from FY2026/27 has 
been brought forward to manage the year end position. Mitigations which have now been approved by the 
Investment Group involve bringing forward planned spend on medical equipment (c£0.8m), Digital (c£0.2m), 
and EPR (c£2.61m). Following strategic discussions, the Trust has formally agreed to contribute £2.0m of its 
forecast underspend to offset a corresponding £2.0m capital pressure at North West Anglia NHS Foundation 
Trust (NWAFT).

Note * Target set at 90% operational plan

Data 

Quality

Target Oct-25 Nov-25 Dec-25 Jan-26 Feb-26 Mar-26

Year to date surplus/(deficit) adjusted £000s 4 £0k £85k £39k £46k £0k £32k £1,637k 

Cash Position at month end £000s * 5 £73,316k £70,125k £70,121k £65,173k £66,303k £68,676k £73,683k 

Capital Expenditure YTD (BAU from System CDEL) - £000s 4 £9544 YTD £1,901k £2,032k £2,568k £3,150k £3,890k £7,286k 

CIP – actual achievement YTD - £000s 4 £9,630k £4,517k £5,592k £6,292k £6,987k £7,610k £8,290k 

Agency expenditure target £'k 5 £71k £67k £42k £(86)k £38k £103k £150k 

Bank expenditure target £'k 5 £325k £326k £478k £377k £363k £408k £446k 

Capital Service Ratio YTD 5 1.0 0.4 0.4 0.4 0.3 0.3 0.3

Liquidity ratio 5 26 18 20 20 24 23 23

Year to date EBITDA surplus/(deficit) £000s 5 Monitor only £6,527k £7,882k £8,850k £9,908k £10,943k £13,570k 

Total debt £000s 5 Monitor only £4,500k £5,240k £5,020k £6,220k £6,450k £7,250k 

Average Debtors days - YTD average 5 Monitor only 5 6 6 7 7 7

Better payment practice code compliance YTD - Value £ % 

(Combined NHS/Non-NHS)
5 Monitor only 94% 94% 94% 93% 94% 94%

Better payment practice code compliance YTD - Volume % 

(Combined NHS/Non-NHS)
5 Monitor only 97% 97% 97% 96% 96% 97%

Elective Variable Income YTD £000s 4
£59651k 

(YTD) 
£36,940k £41,886k £47,192k £52,432k £58,781k £64,444k 

CIP – Target identified YTD £000s 4 £9630k £7,659k £9,630k £9,630k £8,568k £9,628k £9,628k 

Implied workforce productivity % - compares real terms growth in 

pay costs from 19/20 against growth in activity from 19/20
5 Monitor only 2.1% 0.6% 1.9% 1.8% 1.4% 2.6%
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Finance: Key Performance – YTD SOCI position

RAG:  = adverse to Plan  = favourable / in line with Plan

Accountable Executive: Chief Finance Officer         Report Author: Deputy Chief Finance Officer

YTD performance is £1.6m surplus to plan, supported by £1.6m deficit funding. The position is further underpinned by strong activity-driven income offsetting clinical expenditure, non-
recurrent benefits, and contingency support, offsetting pay pressures and CIP under-delivery. The position includes provision for non-payment from ICB’s, for over-performance, and a 
reduction in depreciation funding relating to 2024/25 and 2025/26. The position also includes NHS Pension contributions made by NHS England on behalf of the Trust of £9.4m made as a 
corresponding adjustment to Income and Pay costs.

YTD month headlines:

Clinical income is c£11.8m favourable YTD. 

• Fixed activity (non-elective spells and outpatient follow ups) when priced on tariff basis is £41.1m under 
the total fixed plan value. In additional £1.6m of deficit support funding has been received in month 12 
showing an overall favourable position. 

• Variable income is favourable to plan by c£4.6m. The YTD variable position includes a c£3.6m 
provision against ICB contract overperformance to account for a potential risk of non-payment. Over-
performance on ICB variable activity is driven by increases in outpatient activity in RSSC from agreed 
elective recovery plans.  Additional activity within the Cardiology service through the patient safety 
initiative also contributes to the favourable position.

• Other Operating Income is c£15m favourable to plan attributable to £9.4m funding for pension 
costs over-performance from staff recharges, R&D, and charitable funding offset in expenditure, 
Education and Training income offsetting additional expenditure and retrospective income recovery.

• Pay expenditure Year-to-date pay expenditure is £15.3m above plan. The vacancies in the YTD 

position are offset by significant overspends in medical and nursing areas within the clinical divisions. The 

variance is primarily driven by £9.4m pension costs and £1.4m pay uplifts offset within the income position. 

Other drivers are PSIs costs and backdated arrears and overspend on resident doctors' posts and 
unfunded posts.

•  Agency spend has reduced in line with the planned trajectory, bank costs have increased to cover 

absences above establishment levels. (see Appendices 7–10 for detailed breakdown). 
• Clinical supplies is c£6.7m adverse to plan. This is driven by variable cost impact of clinical and pass-

through activity overperformance largely recovered within the income position. 

  Total Drugs including Homecare is £1.0m adverse to plan. Higher than plan homecare drug       
activity has been recovered with the above income position. 

• Non-clinical supplies are £1.2m adverse YTD, driven by underlying cost pressures including staff 

benefits (£0.4m), training (£0.4m) and external recharges (ECMO and pathology £1.5m). These are partly 

offset by software prepayments (£0.1m favourable) and premises savings (£0.9m favourable
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