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REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 
(July 2008 - Ref: 08/07/P/12) 
 
Subject:  MONTHLY PERFORMANCE DASHBOARD REPORT 
 
Summary  
The attached document is the revised Trust Performance Report for June 2008.  The report is 
the third publication of the summary activity for the Trust in the Dashboard format.   
 
Detailed commentary is provided on a number of the red ratings shown on the report. 
 
 

 
Actions requested:  
The Board is asked to receive and consider the contents of the report 
 
Business Plan Objectives supported: 
Provides information to indicate the Trust’s performance against targets and required actions to 
address variance 
 
Public and patient involvement:  
No direct involvement but the information can be used to promote the Trust’s performance 
against key performance issues 
 
Communication and reputation implications: 
None 
 
Risk Assessment: 
Performance risks are summarised in the performance report 
 
Equality and diversity implications: 
None 
 
Resource implications 
The Dashboard information format is still being developed.  Timing of available information in 
relation to preparing the Board report is an issue and needs to be improved.   
 
 
 
 
 
 
Author:  David Peverelle 
  Director of Clinical Services   
Sponsor:  David Peverelle 
 Director of Clinical Services 



 
 



 

 

 
Subject: MONTHLY PERFORMANCE DASHBOARD REPORT 
 

July 2008 
Board 

08/07/P/12 12
 
1. Introduction  

1.1 The Dashboard information framework is published for the third month.  It now 
includes information relating to key financial performance indicators.  Comments are 
made against each of the red indicators.  Some additional indicators/targets have 
been included this month for the first time.  These are : 

• Breast referrals – this relates to a new target for 2009 which we are now starting 
to monitor progress towards.   

• Pre-operative bed days – this shows the number of patients that are being 
admitted into hospital prior to their surgery instead of on the day.  The intention is 
to reduce pre-admission to hospital wherever possible. 

• Cancelled operations – ideally the Trust seeks to have no cancelled operations.  
However, realistically this would be impractical and therefore the Trust has used a 
percentage tolerance compared with a total number of expected inpatient 
episodes to produce a target for the year. 

2. Issues 
Outlined below are comments regarding each of the red indicators, the causes and what 
action has been taken where possible. 
2.1 Cancelled operations 

The number cancelled as a percentage of inpatient episodes (FFCEs) is 0.98% (16 
per month).  This is a reduction from 38 to 22 cancelled operations.  The reasons for 
the cancelled operations are summarised as follows: - 
 

No HDU bed Bed was booked to coincide with required surgery.  However due 
to other emergencies the bed was no longer available on the day. 

1 

Out of 
theatre time 

Relates to previous lists over running into subsequent theatre list 
times caused by lists being too heavily booked and committed and 
complication of patients being operated on causing lists to over 
run.   

5 

Anaesthetist 
sickness 

This relates to “on the day sickness” by paediatric trained 
anaesthetists for teeth extraction.  There are only two such 
anaesthetists in the Trust and no interim arrangements could be 
put into place on the day. 

5 

Priority 
emergency 

Relates largely to trauma displacing elective activity.  It is 
anticipated some of these problems will be resolved when the 
additional laminar flow theatre is provided in August.   

3 

Equipment 
problems 

One case relates to Day Unit not identifying required equipment for 
the procedure.  The second case relates to instruments being 
required for hip replacement found not to be sterile due to some of 
the instruments being wet.  The Trust is replacing all of the 
containers for sterilising surgical instruments to prevent this 
problem.  When the instrument was discovered not to be 
sufficiently sterile on the day the operation had to be cancelled as 
there was not sufficient other equipment to replace the one 
required (these operations may require upto 10 trays) and are also 
hired in. 

2 
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No surgeon Relates to minor operations for orthopaedic procedures 
undertaken in the day case unit.  The secretary concerned failed to 
inform the Day Unit that the surgeon in question was on leave.  No 
replacement surgeon was available due to other work pressures. 
The secretary concerned has been seen formally regarding this 
incident. 

5 

Patient not 
prepared 

One patient not prepared.  Pre-assessment service failed to recall 
a patient for repeat bloods and MRSA screening. 

1 

2.2  Emergency bed days 
This compares the number of emergency bed days for the same period in June 2007 
and this shows an increase of 11.5%.  As reported last month this is a complex 
picture and involves a number of variables and may be explained by the over-
performance against the non-elective activity which for the quarter ending June is 358 
cases over target.  At the same time there has been a slight reduction in the length of 
stay for non-elective patients of -0.07% for June although marginally over the target 
for the year to date of 0.01%. 

2.3 Key performance indicators 
Operational KPIs activity  
2.3.1 Thrombolysis 60 minute call to needle time 

Target > 69%, actual 50%.  This target is broken down into 2 component parts; 
the “call to needle” relates to the time from the call being made to the patient 
receiving treatment and the time taken to administer the treatment in the 
department.  The “call to needle” includes the time that the ambulance service 
responds, collects the patient and delivers them to the hospital.  During the 
accounting period in June, there were 4 patients that qualified for thrombolysis 
treatment.  Of these, 100% received their thrombolysis within the hospital 
within 20 minutes of arrival.  The breach therefore in the target relates to the 
collection time by the ambulance service to delivering the patient to the 
hospital and will be reviewed as part of the overall performance with the 
ambulance service with the PCT. 

2.3.2 Elective inpatients 
The position for June is 27 cases below target with a cumulative position of 
101 cases below target for the quarter.  This mainly relates to general surgery 
which is investigating the reasons for this under-performance.  At this stage it 
is believed this is caused by the change in “case mix” which affects the 
planned volumes to be achieved resulting in fewer patients being put through 
planned operating lists.  As a consequence Surgical Services are revising their 
capacity plans to recover the position. 

2.3.3 Outpatient follow-up attendances 
The position is 825 cases below the target for June with a cumulative position 
of 2,316 below target for the end of the quarter.  Examination of the 
performance for outpatient follow-ups for the 3 months up to June shows a 
variance in performance.  April over by 547, May under by 2,038, June under 
by 825.  This is explained in the main by the lead time of recorded activity 
being fed for analysis.  In particular this relates to GP antenatal clinics.  Also, 
the new to follow up ratios for certain outpatient areas in general medicine 
need review to understand speciality variances.   
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2.3.4 Other activity 
This category embraces a wide range of services provided which do not neatly 
fit into the classifications detailed in the dashboard report.  These include 
pathology tests, imaging, specialist nursing, audiology tests etc.  The 
dashboard shows a difference of -6,285 against the June target, a cumulative 
position of 11,772 activities for the quarter.  Whilst these show large volumes, 
their value is fairly small.  In particular, 10,000 units of these activities relate to 
pathology tests with a value of approximately £700.  The overall financial value 
variance is approximately £11,000. 

2.3.5 Breast referrals – 2 week wait 
This relates to a new target which is set for 2009 and relates to all women with 
breast problems who need to be offered an appointment within 14 days similar 
to the cancer pathway.  This target does not “count” at the present time and 
has been introduced for monitoring purposes to show the Trust’s progress 
towards achieving the intended target. 

2.3.6 Day case rate (basket of 25 procedures) 
Target 75%, actual 73%.  As reported previously the Trust’s day case rate 
does not include ophthalmology and therefore affects the overall rate for the 
Trust.   

2.3.7 S22s – intended procedures not carried out 
This includes cancelled operations for both medical and surgical and non-
clinical reasons as indicated in the detail regarding cancelled theatre 
operations.  Some of these procedures may have been prevented because of 
complications or patients inability to continue with the procedure.  Each case is 
considered on its own merit with the PCT to determine payment. 

2.3.8 MRSA 
The Trust profile for the quarter is 3 cases and the total up to June was 5.  Full 
details of the breaches are reported separately in the Trust’s Director of 
Infection Control Report.  However 3 out of the 5 patients had previous MRSA 
infection on admission and the remaining 2 were hospital acquired.  One being 
a transfer from the Northern General Hospital in Sheffield. 

2.3.9 A&E Performance 
Whilst the Dashboard does not show the Trust A&E target to be at red, the 
Trust has had a brief period of under performance during June/July.  As part of 
national interest in achieving the 4 hour target, the Trust was required to 
submit a revised outline action plan to the Strategic Health Authority via the 
PCT.  This analysis showed that whilst the numbers of breaches were small, a 
contributing factor has been delays in being able to access the Psychiatric 
Emergency Team (PET) to attend to patients in A&E.  Also delays in the 
Yorkshire Ambulance Service (YAS) to take patients home.  The Trust has 
undertaken various actions.  A meeting has taken place between the PCT and 
the Trust regarding the psychiatric assessment team.  YAS have now 
identified dedicated crew to support the A&E discharges and since the period 
of down turn in activity the Trust is now exceeding the 98% target. 

3. Impact on Business Plan/Vision 
 The Information shows the full range of performance indicators showing national and local 
 targets linked to the business plan.   
4. Options 

The dashboard is published for the third time, some targets still need refinement.    
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5. Risk Assessment 
The new format provides a more effective way of managing risks in relation to 
performance. 

6. Implications  
6.1 Public and patient involvement 

None 
6.2 Resources 

The main issues are the capacity of the Information Department to produce the 
required information in time for the Board reports 

6.3 Equality/Diversity 
No implications 

6.4 Reputation/communications 
The performance framework allows the Trust to demonstrate its performance against 
the full spectrum of targets and contracted activity which can be used to promote the 
work of the Trust. 

6.5 Legal 
No consequences 

7. Conclusion 
7.1 This is the third publication of the Dashboard.  Some additional indicators have been 

added including financial KPIs.  Explanations are now provided regarding some of the 
reasoning’s behind red indicators and also some of the actions being taken. 

8. Recommendations 
8.1 The Board is asked to receive, note and consider the contents of the report. 

 
9. Appendices 

9.1 Dashboard Indicator 
 
 

I:\Board\2008_Meetings\07 2008\Public\12_Performance_dashboard report.doc (5) 



Performance Framework - Monthly Dashboard

Indicator HCC M Target Actual  0708 
Threshold Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Cancer: Two week waits E 0.5 100% 100.0% > =98% 99.7% 100.0% 100.0% 99.9% 99.9%
Cancer: 1 month diagnosis to treatment( 2) E 0.5 100% 100.0% > =98% 100.0% 100.0% 100.0% 100.0% 100.0%
Cancer: 2 month GP urgent referral to treatment (2) E 0.5 100% 98.0% > =95% 98.0% 98.0% 98.0% 98.0% 98.0%
Cancer: 31 Days -  2nd or subsequent treatments 1.0 First internal report due September 2008 -
Cancer: 62 Days -  2nd or subsequent treatments 1.0 First internal report due September 2008 -
Operations cancelled for non- clinical reasons-(1)
1) Number of cancelled operations as a percentage of FFCEs 0% 0.98% <=0.8% 1.52% 1.79% 0.98% 1.43% 1.43%
2) Percentage not given a binding date within 28 days 0% 0% <=5% 0% 0% 0% 0% 0%
Convenience & Choice (1)
1) Up to date information on nhs.uk
2) Availability of slots on C&B utilisation report.

E

Delayed Transfer of Care - as %age of total bed occupancy E 0% 0.28% < = 3.5% 0.16% 0.20% 0.28% 0.21% 0.21%
No. of inpatients waiting longer than standard (26 weeks) E 0% 0.00% <=0.03% 0.00% 0.00% 0.00% 0.00% 0.00%
No. of outpatients waiting longer than standard (13 weeks) E 0% 0.00% <=0.03% 0.00% 0.00% 0.00% 0.00% 0.00%
No. of patients waiting >13 weeks for revascularisation E N/A
Thrombolysis - 60 minute call to needle time (1) E 0.5 >69% 50.0% >= 68% 71.4% 80.0% 50.0% 68.8% 68.8%
Total time in A&E: four hours or less E 0.5 98.00% 98.03% >= 98% 98.30% 98.21% 98.03% 98.18% 98.18%
Two week Rapid Access Chest Pain Waits E 0.5 100% 100% >= 98% 100% 100% 100.0% 100% 100%
Access to GUM clinics (1)
1) Performance during financial year 
2) Comparison between 07/08 and 08/09

N 100% 100% - 100% 100% 100% 100% 100%

Clostridium difficile data quality (revised)-3 components
1) Data submitted and signed off by CEO within deadline
2) Report contains satisfactory %age of valid NHS Numbers
3) Has Trust s local taget for C. Diff (Yes/No answer)

N
100%

n/k
y

100%
n/k
y

100%
n/k
y

100%
n/k
y

100%
n/k
y

100%
n/k
y

100%
n/k
y

100%
n/k
y

Clostridium difficile - year-on-year reduction, trajectory as agreed with PCT 1.0 17 12 -5 -5 -3 -5 -13 -12

Data quality on ethnic group - Coding in patient data sets. N -

Drug misusers: information, screening and referral - Existence or clear 
screening and referral processes for drug misusers to A&E / Maternity services. N -

Emergency bed days - Reduction in number of emergency bed days on previous 
year. (June 07 v June 08) N inc 11.5% inc 1.6% inc 9.9% nc 11.5% 7.5% 7.5%

Experience of patients - patient surveys N - - -

Infant health & inequalities -
1) increase number of non-smokers during pregnancy

> 76.2% 77.3% > 76.2% 70.9% 75.0% 77.3% 74.4% 74.4%

2) increase in breastfeeding initiation rates on previous year > 56.9% 61.4% > 56.9% 59.5% 62.3% 61.4% 61.1% 61.1%

MRSA - Achieve year on year reductions in MRSA levels N 1.0 1 1 1 3 1 1 5 5
Obesity: compliance with NICE guidance 43 N -
Participation in audits - data quality/completeness audit N -
18-week referral-to-treatment target
1) Admitted patients treated within 18 weeks (85% Mar 08 moving to 90% Dec 08) 85% 95% 85% 90% 91% 95% 95% 95%

2) Non-admitted patients treated within 18 weeks (90% Mar 08 moving to 95% Dec 
08) 90% 95% 90% 90% 94% 95% 95% 95%
3) 90% Admitted data completeness (2) 90% 93% 90% 99% 100% 93% 93% 93%
4) 90% Non-admitted data completeness (2) 90% 90% 90% 93% 92% 90% 90% 90%
Processes to ensure compliance with (NICE) guidelines on the treatment and 
management of self harm in emergency departments N

Waiting times for diagnostic tests (1) number of patients waiting:-
1) longer than 6 weeks for non-audiology tests
2) longer than 6 weeks for audiology tests

N 0 0 0 0 0 0 0 0

Key: HCC M
(1) Indicator includes two measures which combined will give a single overall score N = New Targets Monitor weighting
(2) Due to methodology of measurement these will provisional figures and will be updated to actuals next month E = Existing Targets

New data item

Annual Data collection. Quarterly updates from June

Quarterly updates from June

Quarterly updates from June

Quarterly updates from June

Quarterly updates from June

Quarterly updates from June

Annual Data collection. 

Annual Data collection. 

Q3 Q4 YTD Q1 Q2

N/A

Annual survey carried out in autumn

HCC & Monitor Indicators Jun-08

N 1.0

N

Annual Data collection. 

Annual Data collection. 

New data item

N/A

E

Annual Data collection. 
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Performance Framework - Monthly Dashboard

Indicator Target Actual  Diff Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Operational KPI
Income and Expenditure plan  - surplus/ (deficit) 314 608 294 83 45 294

Cash plan 13246 12432 -814 1871 1437 -814

Financial risk rating 4 4 0 4 4 4

Activity against Profile (Spells) Elective Inpatients 565 538 -27 -47 -27 -27 -101 -101
Activity against Profile (Spells) Elective Daycases 1473 1522 49 107 -40 49 116 116
Activity against Profile (Spells) Non-Elective 2331 2437 106 121 131 106 358 358
Activity against Profile Outpatient New attenders 5257 5753 496 1001 52 496 1549 1549
Activity against Profile Outpatient F/U attenders 15334 14509 -825 547 -2038 -825 -2316 -2316
Activity against Profile Outpatient Procedures 250 364 114 182 53 114 349 349
Activity  against Profile - A&E attendances 5791 6100 309 -174 585 309 720 720
Other Activity 159724 153439 -6285 18386 -23873 -6285 -11772 -11772
All Excess bed days 854 772 -82 55 16 -82 -11 -11
Breast Referrals - two week wait by Oct 2009 (non cancer referrals) 63% 26% -37% 86% 64% 26%
LoS reduction - Elective (Target equals average Los 07/08) 2.77 2.59 -0.18 2.86 2.78 2.59 2.74 2.74
LoS reduction - Non Elective (Target equals average Los 07/08) 4.12 4.05 -0.07 4.26 4.09 4.05 4.13 4.13
Day Case Rate 75% 75% 0% 73% 73% 75% 74% 74%
Day Case Rate ( Basket of 25 ) 75% 73% -2% 62% 73% 73% 72% 72%
Pre-op bed days - Elective Admissions 107 97 -10 112 53 97 295 295
Waiting Times - Elective wait (Treatment) - waiting over 6 weeks 0 208 208 326 212 208 208 208
Waiting Times - Elective wait (Diagnostics) - waiting over 2 weeks 0 92 92 88 136 92 92 92
Waiting times - New Outpatients - waiting over 2 weeks 0 1052 1052 1125 1136 1052 1052 1052
Diagnostic Return waiting over 6 weeks 0 0 0 0 0 0 0 0
DNA - Choose and Book News 5.62% 0 5.30% 6.70% 5.62% 5.87% 5.87%
DNA - Other news 11.42% 0 11.00% 10.67% 11.42% 10.70% 10.70%
DNA -  Follow-ups 10.96% 0 10.20% 10.68% 10.96% 9.90% 9.90%

Customer/Patient 
Complaints - 13 - 22 18 13 53 53
S22s- Intended Procedure Not Carried Out 0 54 54 73 68 54 212 212
Operations cancelled for non- clinical reasons-(1)
1) Number of cancelled operations 16 21 5 34 38 21 93 93
2) Number not given a binding date within 28 days 0 0 0 0 0 0 0 0
Delayed Transfers of Care ( actual number) 0 34 34 20 26 34 80 80
Consultant to Consultant Referral (Barnsley PCT only - less than 07/08 ) 18.4% 21.3% 2.9% 20.2% 20.3% 21.3% 20.6% 20.6%
Readmission Rate (Emergency with 14 days) < 4.5% 4.51% 0.01% 4.16% 4.45% 4.51% 4.35% 435%

People
Sickness Absence (0708 Outturn minus  1%) 4.47% 5.77% 1.30% 5.27% 5.27% 5.77% 5.43% 5.43%
Mandatory Training-Fire, Health & Safety (12 month period ending reported month) 100% 60.15% -39.85% 61.86% 61.13% 60.15% 60.15% 60.15%
Mandatory Training-Resusitation 100% 64.88% -35.12% 66.30% 68.14% 64.88% 64.88% 64.88%
Mandatory Training-Moving & Handling 100% 53.31% -46.69% 47.26% 50.06% 53.31% 53.31% 53.31%
Mandatory Training- Infection Control 100% 56.26% -43.74% 54.81% 56.15% 56.26% 56.26% 56.26%
Mandatory Training- Hand Hygiene 100% 64.88% -35.12% 61.72% 62.37% 64.88% 64.88% 64.88%

Barnsley PCT Quality Incentives
C Diff - achieve year 3 reduction 36 35 -1 9 14 12 35 35
MRSA - reduce by 50% on 0708 trajectory 3 5 2 3 1 1 5 5
Total time in A&E: two hours or less 45.0% 48.4% 3.40% 46.8% 50.3% 48.0% 48.4% 48.4%
Timely receipt & quality of information on D1s
Improved breastfeeding initiation rate 59.5% 61.1% 1.60% 59.5% 62.3% 61.4% 61.1% 61.1%
Reduction in LoS (All) < 2.77 2.58 0.16 2.61 2.61 2.53 2.58 2.58

Baseline Audit to be carried out

 YTD

6 monthly audit of D1s

Quarter 1 
Cumulative Targets &Actuals

Q1 Q2 Q3 Q4
Key Performance Indicators Jun-08
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