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Summary Performance Dashboard

Metric

NHS e-Referral Service (e-RS)

Utilisation Coverage

Utilisation of the NHS e-referral
service to enable choice at first
routine elective referral. Highlights
the percentage via the e-Referral

Service.

% of patients waiting 6 weeks or
more for a diagnostic test

The % of patients waiting 6 weeks
or more for a diagnostic test

% of all Incomplete RTT
pathways within 18 weeks

Percentage of Incomplete RTT
pathways within 18 weeks of
referral

Referral to Treatment RTT - No
of Incomplete Pathways Waiting
>52 weeks

The number of patients waiting at
period end for incomplete pathways
>52 weeks

% of Cancellations for non
clinical reasons who are treated

within 28 days

Reporting
Level

South Sefton
CCG

South Sefton
CCG

South Sefton
CCG

South Sefton
CCG

Patients who have ops cancelled, A IRES
P UNIVERSITY

on or after the day of admission HOSPITAL NHS

(Inc. day of surgery), for non-clinical FOUNDATION

reasons to be offered a binding TRUST

date within 28 days, or treatment to

be funded at the time and hospital

of patientodés choi

Urgent Operations cancelled for

a?2nd time AINTREE

Number of urgent operations that UNIVERSITY

are cancelled by the trust for non- HOSPITAL NHS

clinical reasons, which have FOUNDATION

already been previously cancelled TRUST

once for non-clinical reasons.

2019-20
YTD

ay

Actual 66% 62.8% 70.9% 67%

Target | 100.00% & 100.00% & 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00%  100.00% | 100.00%

Actual  0.765% 1.055% 1.559% 1.13%
Target 1.00% 1.00% 1.00% 1.00% 1.00% 1.00% 1.00% 1.00% 1.00% 1.00% 1.00% 1.00% 1.00%
Actual =~ 89.486% 89.64%  78.791% 81.604%
Target  92.00% 92.00% 92.00% 92.00% 92.00% 92.00% 92.00% 92.00% 92.00% 92.00% 92.00% 92.00% 92.00%
Actual 1 0 1 2
Target 0 0 0 0 0 0 0 0 0 0 0 0 0
Actual 0 0 0

Target 0 0 0 0 0 0 0 0 0 0 0 0 0
Actual 0 0 0

Target 0 0 0 0 0 0 0 0 0 0 0 0 0



Cancer Waiting Times

% Patients seen within two weeks for an
urgent GP referral for suspected cancer
(MONTHLY)

The percentage of patients first seen by a
specialist within two weeks when urgently
referred by their GP with suspected cancer

% of patients seen within 2 weeks for an
urgent referral for breast symptoms
(MONTHLY)

Two week wait standard for patients referred
with 'breast symptoms' not currently covered by
two week waits for suspected breast cancer
% of patients receiving definitive treatment
within 1 month of a cancer diagnosis
(MONTHLY)

The percentage of patients receiving their first
definitive treatment within one month (31 days)
of a decision to treat (as a proxy for diagnosis)
for cancer

% of patients receiving subsequent
treatment for cancer within 31 days
(Surgery) (MONTHLY)

31-Day Standard for Subsequent Cancer
Treatments where the treatment function is
(Surgery)

% of patients receiving subsequent
treatment for cancer within 31 days (Drug
Treatments) (MONTHLY)

31-Day Standard for Subsequent Cancer
Treatments (Drug Treatments)

% of patients receiving subsequent
treatment for cancer within 31 days
(Radiotherapy Treatments) (MONTHLY)
31-Day Standard for Subsequent Cancer
Treatments where the treatment function is
(Radiotherapy)

% of patients receiving 1st definitive
treatment for cancer within 2 months (62
days) (MONTHLY)

The % of patients receiving their first definitive
treatment for cancer within two months of GP
or dentist urgent referral for suspected cancer
% of patients receiving treatment for cancer
within 62 days from an NHS Cancer
Screening Service (MONTHLY)

Percentage of patients receiving first definitive
treatment following referral from an NHS
Cancer Screening Service within 62 days.

% of patients receiving treatment for cancer
within 62 days upgrade their priority
(MONTHLY)

% of patients treated for cancer who were not
originally referred via an urgent GP/GDP
referral for suspected cancer, but have been
seen by a clinician who suspects cancer, who
has upgraded their priority.

South Sefton
CCG

South Sefton
CCG

South Sefton
CCG

South Sefton
CCG

South Sefton
CCG

South Sefton
CCG

South Sefton
CCG

South Sefton
CCG

South Sefton
CCG

Actual
Target
RAG
Actual
Target
RAG

Actual

Target

RAG
Actual
Target

RAG
Actual
Target

RAG
Actual
Target

RAG
Actual
Target

RAG
Actual
Target

RAG

Actual

Target

86.142%

93.00%

94.578%

93.00%

93.813%

93.00%

50.00%

93.00%

96.296%

96.00%

100.00%

94.00%

100.00%

98.00%

96.667%

94.00%

86.842%

93.00%

98.718%

96.00%

100.00%

94.00%

100.00%

98.00%

100.00%

94.00%

91.176%

93.00%

100.00%

96.00%

93.333%

94.00%

98.00%

100.00%

94.00%

75.00%

85.00%

90.00%

77.273%

85.00%

65.517%

85.00%

85.714%

90.00%

0.00%

90.00%

60.00%

85.00%

70.00%

85.00%

33.333%

85.00%

93.00%

93.00%

96.00%

94.00%

98.00%

94.00%

85.00%

90.00%

85.00%

93.00%

93.00%

96.00%

94.00%

98.00%

94.00%

85.00%

90.00%

85.00%

93.00%

93.00%

96.00%

94.00%

98.00%

94.00%

85.00%

90.00%

85.00%

93.00%

93.00%

96.00%

94.00%

98.00%

94.00%

85.00%

90.00%

85.00%

93.00%

93.00%

96.00%

94.00%

98.00%

94.00%

85.00%

90.00%

85.00%

93.00%

93.00%

96.00%

94.00%

98.00%

94.00%

85.00%

90.00%

85.00%

93.00%

93.00%

96.00%

94.00%

98.00%

94.00%

85.00%

90.00%

85.00%

93.00%

93.00%

96.00%

94.00%

98.00%

94.00%

85.00%

90.00%

85.00%

93.00%

93.00%

96.00%

94.00%

98.00%

94.00%

85.00%

90.00%

85.00%

91.513%

93.00%

78.866%

93.00%

98.148%%

96.00%

97.222%

94.00%

100.00%

98.00%

98.913%

94.00%

73.333%

85.00%

75.00%

90.00%

60.714%

85.00%



2019-20

Reporting

=

YTD

4-Hour A&E Waiting Time Target (Monthly RAG “
Aggregate based on HES 17/18 ratio)

% of patients who spent less than four hours in South Sefton a1 78.178% = 78.324% = 81.153% 79.207%
A&E (HES 17/18 ratio Acute position via NHSE cCG . inthatll Blbchenitdll Mheintaddl .
HES DataFile) Target | 95.00% | 95.00% | 95.00% | 95.00% | 95.00% | 95.00% & 95.00% | 95.00% & 95.00% | 95.00% | 95.00% & 95.00% | 95.00%

Mixed sex accommodation breaches - All RAG

Providers
No. of MSA breaches for the reporting month in South Sefton Actual 0 0 0 0
question for all providers CCG

Target 0 0 0 0 0 0 0 0 0 0 0 0 0
MSA Breach Rate (MSA Breaches per 1,000 South Sefton )\ | 0.00 0.00 0.00 0.00
FCE's) ccG

Target 0 0

Number of MRSA Bacteraemias RAG
Incidence of MRSA bacteraemia
(Commissioner) Souglcsc(:fton YTD 0 0 o )
Target - - - - - - - - - - - - 0
Incidence of Clostridium Difficile RAG - - -
(Commissioner) cumulative Sougncsc(;efton YTD 7 7 11 s
Target 6 11 15 20 24 28 34 40 46 51 55 60 60
Incidence of E.Coli (Commissioner) cumulative
S°“g‘cséﬂ°” YTD 15 33 47 47
Target 11 21 32 42 53 63 75 85 96 108 125 128 128




Metric

Mental Health
Proportion of patients on (CPA) discharged

from inpatient care who are followed up
within 7 days

The proportion of those patients on Care
Programme Approach discharged from inpatient
care who are followed up within 7 days

Episode of Psychosis

First episode of psychosis within two weeks
of referral

The percentage of people experiencing a first
episode of psychosis with a NICE approved care
package within two weeks of referral. The
access and waiting time standard requires that
more than 50% of people do so within two weeks
of referral.

Reporting
Level

South Sefton
CCG

South Sefton
CCG

IAPT (Improving Access to Psychological Therapies)

IAPT Recovery Rate (Improving Access to
Psychological Therapies)

The percentage of people who finished treatment
within the reporting period who were initially
assessed as 'at caseness', have attended at
least two treatment contacts and are coded as
discharged, who are assessed as moving to
recovery.

IAPT Access

The proportion of people that enter treatment
against the level of need in the general
population i.e. the proportion of people who have
depression and/or anxiety disorders who receive
psychological therapies

IAPT Waiting Times - 6 Week Waiters

The proportion of people that wait 6 weeks or
less from referral to entering a course of IAPT
treatment against the number who finish a course
of treatment.

IAPT Waiting Times - 18 Week Waiters

The proportion of people that wait 18 weeks or
less from referral to entering a course of IAPT
treatment, against the number of people who
finish a course of treatment in the reporting
period.

Dementia

Estimated diagnosis rate for people with
dementia

Estimated diagnosis rate for people with
dementia

South Sefton
CCG

South Sefton
CCG

South Sefton
CCG

South Sefton
CCG

South Sefton
CCG

Actual

Target

RAG

Actual

Target

RAG

Actual

Target

RAG
Actual
Target

RAG
Actual
Target

RAG
Actual

Target

RAG
Actual

Target

N P
D

50.00%

56.00%

37.70%

50.00%

1.23%

1.59%

99.60%

75.00%

100%

95.00%

64.169%

66.70%

100.00%

95.00%

60.00%

56.00%

52.90%

50.00%

1.14%

1.59%

97.70%

75.00%

100%

95.00%

64.37%

66.70%

56.00%

36.8%

50.00%

0.94%

1.59%

100%

75.00%

100%

95.00%

64.60%

66.70%

56.00%

50.00%

1.59%

75.00%

95.00%

66.70%

95.00%

56.00%

50.00%

1.59%

75.00%

95.00%

66.70%

56.00%

50.00%

1.59%

75.00%

95.00%

66.70%

2019-20

e T e T e T o4 ]
| [ Apor [ May [ Jun | Jul [ Aug [ Sep | Oct [ Nov | Dec | Jan [ Feb [ Mar |

56.00%

50.00%

1.59%

75.00%

95.00%

66.70%

95.00%

56.00%

50.00%

1.59%

75.00%

95.00%

66.70%

56.00%

50.00%

1.59%

75.00%

95.00%

66.70%

56.00%

50.00%

1.83%

75.00%

95.00%

66.70%

95.00%

56.00%

50.00%

1.83%

75.00%

95.00%

66.70%

56.00%

50.00%

1.83%

75.00%

95.00%

66.70%

I

100%

54.545%

40.80%

3.31%

H

99.0%

H

100.00%

64.27%

66.70%



Metric

Children and Young People with Eating Disorders
The number of completed CYP ED routine referrals within four

weeks
The number of routine referrals for CYP ED care pathways (routine
cases) within four weeks (QUARTERLY)

The number of completed CYP ED urgent referrals within one
week

The number of completed CYP ED care pathways (urgent cases) within
one week (QUARTERLY)

Wheelchairs

Percentage of children waiting less than 18 weeks for a wheelchair
The number of children whose episode of care was closed within the
reporting period, where equipment was delivered in 18 weeks or less of
being referred to the service.

Reporting
Level

South Sefton CCG

South Sefton CCG

South Sefton CCG

2019-20

[ ot T o2 T o3 [ o4 [ YD |
| [ Apr [ May [ Jun | gul [ Aug [ Sep [ Oct [ Nov | Dec [ Jan [ Feb [ Mar | |

Actual 86.96%
Target 95.00% 95.00% 95.00% 95.00% 95.00%
Actual 50%
RAG
Actual Nil Return
Target

10



1. Executive Summary

This report provides summary information on the activity and quality performance of South Sefton
Clinical Commissioning Group at Month 3 (note: time periods of data are different for each source).

Planned Care

Month 3 referrals are -5.2% down on 2018/19 due to a -11.9% reduction in GP referrals. In contrast,
consultant-to-consultant referrals are 2.7% higher when compared to 2018/19 and a trend of 3
consecutive monthly increases has been apparent.

At provider level, Aintree Hospital saw a -8% decrease in total referrals in month 3 when comparing to
2018/19. Liverpool Womens has also reported a reduction of -14%

For Diagnostics the CCG are failing the improvement plan for June (1.26%) reporting 1.56% and are
failing the National Standard of under 1%.

For patients on an incomplete non-emergency pathway waiting no more than 18 weeks the CCG has
remained just over 89% for the past several months but dipped slightly in June recording 88.46% this
has resulted in the CCG now failing the improvement plan of 90.2%. In June the incomplete waiting
list for the CCG was 11,880 against a plan of 11,046 - a difference of 834 patients. This was also a
41/1.3% increase in June Incomplete Pathways compared to May.

The CCG are failing 5 of the 9 cancer measures year to date. Aintree are failing 6 of the 9 cancer
measures.

Aintree Friends and Family Inpatient test response rate is still below the England average of 24.9% in
June 2019 at 20.8%. The percentage of patients who would recommend the service decreased to
94% below the England average of 96% and the percentage who would not recommend has
increased to 4% above the England average of 2%.

Unplanned Care
In relation to A&E 4-Hour waits, Aintree revised their trajectory for 2019/20. The Trust has failed their
improvement plan target of 88% in June reaching 85.96%.

The NWAS Ambulance Response Programme (ARP) made progress during 2018/19 but failed to
achieve the range of standards required. Based on this the 2019/20 contract has been negotiated and
agreed with recurrent investment to deliver additional capacity and transformation of the service
delivery model. Additional non recurrent capacity investment of £1m is conditional upon NWAS
delivering the ARP standards in full (with the exception of the C1 mean) from quarter 4 2019/20. The
C1 mean target is to be delivered from quarter 2 2020/21. A trajectory has been agreed with the Trust
for progress towards delivery of the standards and if these are not met as per the trajectory, the
payment will not be made.

Aintree have had no new cases of MRSA in June, but reported a case of MRSA in May so have failed
the zero tolerance threshold for 2019/20.

NHS Improvement and NHS England have set CCG targets for reductions in E.coli for 2019/20 (NHS
Sout h Sef t onrendiagetissl28y ke dune there were 14 cases (47 YTD) and the CCG are
reporting red for this measure.

Mental Health

For Improving Access to Psychological Therapies (IAPT), Cheshire and Wirral Partnership reported the
monthly target for M3 19/20 is approximately 1.58%. Month 3 performance was 0.94% so failed to
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achieve the target standard. The percentage of people moved to recovery was 36.8% in month 3 of
2019/20 with the target of 50% not being achieved.

The latest data shows South Sefton CCG are recording a dementia diagnosis rate in June of 64.60%,
which is under the national dementia diagnosis ambition of 66.7%. This is very similar to last month
when 64.37% was reported.

Community Health Services

CCG and Mersey Care leads continue to work on a collaborative basis to progress the outcomes and
recommendations from the service reviews undertaken of all South Sefton community services. A
transformation plan has been developed and will provide the focus for service improvements over the
coming year. It has been agreed that reporting requirements and activity baselines will be reviewed
alongside service specifications and transformation work.

Chi | dSevices

Childrenbés services have experienced a reduction i
to mental health and community services. Long waits in Paediatric speech and language remains an

issue. Alder Hey has provided a Recovery Plan to bring waiting times down by February 2020 and as

part of this South Sefton and Southport & Formby CCGs have provided additional investment.

Better Care Fund

A quarter 4 2018/19 BCF performance monitoring return was submitted on behalf of the Sefton Health
and Wellbeing Board in May 2019. This reported that all national BCF conditions were met in regard
to assessment against the High Impact Change Model; but with on-going work required against
national metric targets for non-elective hospital admissions, admissions to residential care,
reablement and Delayed Transfers of Care. Narrative is provided of progress to date. Work is now
ongoing in regard to collaborative work between health and social care which will evidence the
2019/20 BCF returns.

CCG Improvement & Assessment Framework

The 2018/19 annual assessment has been published for all CCGs, ranking South Sefton CCG as
6requires i mprovementé. However, some areas of pos
was rated 6Goodd amdDudisabaentddsngwas r at ed

12



2.
2.1

Planned Care

Referrals by source

Indicator
GP Referrals Consultant to Consultant All Outpatient Referrals
Month Previous Financial Yr Comparison Previous Financial Yr Comparison Previous Financial Yr Comparison
rrovous | 223920 | g || Beous | 22920 | | prevous | 201920 | |y,
Financial Yea Actuals Financial Yea Actuals Financial Yea Actuals
April 3487 2977 -510 | -14.6%) 1828 1979 YR 8.3% 6399 6004 -395 | -6.2%
May 3599 3210 -389 | -10.8%) 2076 2209 KM 6.4% 6727 6543 -184 | -2.7%
June 3453 3102 -351 | -10.2%) 1992 1870 -122 | -6.19%9 6525 6076 -449 | -6.9%
July 3386 2025 6510
August 3320 1899 6303
September 2934 1864 5727
October 3487 2154 6825
November 3430 2114 6613
December 2541 1653 4993
January 3343 2076 6530
February 3090 1864 6028
March 3284 1934 6369
Monthly Average 3280 3096 -183 | -5.6% 1957 2019 (XA 3.2% 6296 6208 -88 -1.4%
YTD Total Month 3 10539 9289 -1250 | -11.9%) 5896 6058 YA 2.7% 19651 18623 [ -1028| -5.2%
Annual/FOT 39354 37156 | -2198| -5.6% 23479 24232 VERE 3.2% 75549 74492 | -1057 | -1.4%

Figure 1 - Referrals by Source across all providers for 2017/18, 2018/19 & 2019/20
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Data quality note:

Royal Liverpool Hospital data for month 2 of 2019/20 is currently unavailable. As a result, monthly
averages have been applied for this particular month.

Month 3 Summary:

)l

Trends show that the baseline median for total South Sefton CCG referrals has remained flat
from May 2018. However, a recent downward trend has been evident with referrals below
average for five of the last seven months.

Year to date referrals at June 2019 are -5.2% down on 2018/19 due to a -11.9% reduction in
GP referrals.

In contrast, consultant-to-consultant referrals are 2.7% higher when compared to 2018/19 and
a recent trend of three consecutive monthly increases has been apparent leading to a peak
throughout the reporting period in May-19. A decrease has then occurred in month 3.
Southport & Ormskirk and Alder Hey Hospitals are responsible for the majority of consultant-
to-consultant increases. The former has reported increases within Gynaecology, Paediatrics
and Trauma & Orthopaedics.

Liverpool Heart & Chest Hospital has also seen a number for consultant-to-consultant referrals
to the Congenital Heart Disease Service in 2019/20. These were previously not recorded in
2018/19.

Aintree has reported a -8% decrease in total referrals at month 3 when comparing to 2018/19.
Liverpool Walsoeaapditsd aneduction of -14%.

St Helens & Knowsley (Plastic Surgery), Renacres (ENT/Gastroenterology) and Southport &
Ormskirk (Gynaecology/Clinical Physiology) are seeing a notable increase in referrals when
comparing to the previous year.

GP referrals were below average from Dec-18, which triggered a decrease in the baseline
median. This can largely be attributed to reduced referrals to Aintree Hospital.

Taking into account working days, further analysis has established there have been
approximately 24 fewer GP referrals per day in 2019/20 when comparing to the previous year.
Trauma & Orthopaedics was the highest referred to specialty for South Sefton CCG in
2018/19. Referrals to this speciality are currently -4.5% lower than in 2018/19.
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2.2 E-Referral Utilisation Rates

Potential organisational or patient

Indicator Performance Summary :
risk factors
NHS.e-R.’e.zfer-raI Service (€~ | b ious 3 months and latest AF - 1443
RS): Utilisation Coverage (linked) e-RS national reporting has been
RED TREND e [ T I R escalated to NHSD via NHSE/I. Data

provided potentially inaccurate therefore
65%  66% 62.8% 70.9% making it difficult for the CCG to

understand practice utilisation. Potential
Plan: 100% by end of Q2 2018/19 for non e-RS referrals that are rejected
to be missed by the practice.

Performance Overview/Issues:

The national ambition is that E-referral utilisation coverage should be 100% by the end of Q2 2018/19 this wasn't achieved. Latest
published e-referral utilisation data for South Sefton CCG is for June 2019 and reports performance to be 70.9%. An improvement
from previous month but remains significantly below the national position. The above data however is based upon NHS Digital
reports that utilises MAR (Monthly Activity Reports) data and initial booking of an E-Rs referral, excluding re-bookings. MAR data is
nationally recognised for not providing an accurate picture of total referrals received, and as such NHS Digital will, in the near future,
use an alternative data source (SUS) for calculating the demonitator by which utilisation is ascertained.

In light of the issues in the national reporting of E-Rs utilisation, a local data set derived from SUS has been used. The referrals
information above is sourced from a local referrals flow submitted by the CCGs main hospital providers. This has been used locally to
enable a GP practice breakdown. June data shows an overall performance of 81.2% for South Sefton CCG, an improvement on last
month (79.4%). A meeting to validate inclusion criteria will be arranged imminently following escalation via Planned Care and
Information Sub Group Meetings.

Actions to Address/Assurances:

A review of referral data was undertaken to get a greater understanding of the underlying issues relating to the underperformance.
The data indicates that there is no uniform way that trusts code receipt of electronic referral and the e-RS data at trust level is of poor
quality. This has therefore provided difficulties in identifying the root causes of the underperformance.

The reporting of ERS was escalated to NHSE as part of an Sl investigation relating to ERS standard operating procedures (now
resolved), however, it was acknowledged that the National reporting of ERS is not consistent with no suggestion of a fix imminently.
Initial escalation to NHSE was on 21st May, with subsequent requests for update on NHSE performance calls in July and August. No
resolution identified, however, NHSE stated that they will provide an update as soon as it is available.

When is performance expected to recover:
A recovery trajectory will be formulated after discussions with providers.
Quality:
An incident has been reviewed relating to Alder Hey with subsequent actions agreed with NHSE and Liverpool CCG relating to
mitigating risks of non e-RS patients being missed, the following actions were agreed:
- Areview of Trust SOPs to be fit for 'business as usual' (requests for updated SOPs to be made via Planned Care Group and
Contract Review Meetings with a view to present a paper to the relevant Quality Committee).
- NHSE to escalate to NHSI concerns regarding e-RS National Reporting (response requested from NHSE on the 22nd July, however
due to leave a response has yet to be received).
Indicator responsibility:

Leadership Team Lead Clinical Lead Managerial Lead

Karl McCluskey Rob Caudwell Terry Hill
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2.3 Diagnostic Test Waiting Times

Potential organisational or patient

Indicator Performance Summary risk factors

Diagnostics - % of patients

The risk that the CCG is unable to meet

waiting 6 weeks or more for a Previous 3 months and latest 133a - ° '

diagnostic test §tatutory duty to provide patlent§ with

RED TREND En AR e, tl_mely access to tree_ltment._Patlents

cCG 0.73%| 1.05% 'rlsks. from. delayed dlagno§t|c access
inevitably impact on RTT times leading

Aintree | 0.38%| 0.09%| 0.21%| 0.33% to a range of issues from potential
Plan: less than 1% progression of iliness to an increase in
June's CCG improvement plan: 1.26% symptoms or increase in medication or
Yellow denotes achieving 19/20 improvement plan but treatment required.

not national standard of leass than 1%

Performance Overview/Issues:
he CCG are Talling the improvement plan for June (1.26%) reporting 1.56%, out of 2823 patients waiting there were 44 who waited over 6

weeks including 3 patients waiting over 13 weeks. Of the 44 there were 13 for Echocardiography and 10 for CT. The 3, 13+ week waiters
was for MRI, Echocardiography and Urodynamics. The issues affecting performance are mainly with Liverpool Heart and Chest and
Southport Trust. It is understood that LH&C issues relate to planned upgrades to their diagnostic facilities where performance is expected to
recover by quarter 4. Southport Trust is experiencing staffing and workforce problems, no immediate assurance on recovery. It is understood
that the Trust is negotiating to outsource activity, however, no detail has been provided as to the provider, quantity and planned
commencement.

lAintree are achievina in June renaortina 0 33%
Actions to Address/Assurances:

CCG performance currently just over trajectory, expectation that Liverpool Heart & Chest recovery will happen in quarter 4 which will bring the
CCG back under the less than 1% target.

A close eye is being kept on performance at Aintree as waiting list initiatives are in the process of ceasing due to tax and pension implications.
This is regularly being monitored via the Planned Care Group but latest information suggests performance to remain on trajectory for the near
future.

When is performance expected to recover:

Recovery is expected in quarter 4.

Quality:
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Karl McCluskey John Wray Terry Hill
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2.4 Referral to Treatment Performance

Potential organisational or patient
risk factors

Indicator Performance Summary

Referral to Treatment

Incomplete pathway (18 Previous 3 months and latest 129a The CCG is unable to meet statutory
weeks) duty to provide patients with timely
RED TREND Mar-19 | Apr-19 | May-19 | Latest access to treatment. Potential

quality/safety risks from delayed

CCG_ [EiRzb7) 89.48%| 89.64% [RetsRilsL) . .
treatment ranging from progression of

Aintree [fetsReIsRZ 89.67%)] 90.08% [RiN0[eLZ) illness to increase in
Plan: 92% s i At
) ymptoms/medication or treatment
June's improvement plan: CCG - 90.2% and T —
Aintree - 90.3% quired. p

Yellow denotes achieving 19/20 improvement frequently present as emergency cases.

plan but not national standard of 92%

Performance Overview/Issues:

The CCG's Performance has remained just over 89% for the past several months but dipped slightly in June to recording 88.46%, which has
resulted in the CCG now failing the improvement plan of 90.2% in June. The CCG's main provider Aintree are also under the 92% target
reporting 89% also failing their local trajectory of 90.3% for June. Gastroenterology is the specialty most underperforming with achievement of
79.5% which is an improvement of last month when 73.9% was reported. For June this equates to 435 patients waiting over 18 weeks and
equivalent to 2.45% of their overall denominator. The CCG is working closely with the main provider, Aintree, via the Planned Care Group to
ensure performance remains on trajectory. Updates provided by a highlight report and suggests that capacity shortfalls are being met by
outsourcing of scopes and delivery of waiting list initiatives whilst recruitment to posts ongoing. Delivery of waiting list initiatives have been
challenging due to HMRC Pensions and Tax issues. Latest indications suggest performance to remain on trajectory; however, outsourcing of
scopes has been extended but on a reduced number of weekends. The CCG are working with all its acute providers to develop a system plan
for Gastroenterology on the 9th September with an aim of developing an action plan that will both reduce unwarranted demand and seek to
share resources across the system that will provide system resilience and improve performance.

Referral rates comparing YTD positions in 19/20 and 18/19 indicate a reduction in GP initiated activity (however, the CCG is still a significant
outlier in first and follow-up activity in gastroenterology), this is monitored on an on-going basis internally by the CCG with a view to see if
demand is increasing and therefore possible pressures on RTT.

In June the incomplete waiting list for the CCG was 11,880 against a plan of 11,046 a difference of 834 patients. South Sefton CCG has seen
a 153/1% increase for Jun-19 Incomplete Pathways compared to May-19. Aintree make up 50% of the CCG increase with a Provider monthly
increase of 77/1%. Compared to the same period of the previous financial year, 2018/19, current incomplete waiting list is 1143/3% higher
than last year. In terms of the NHSE submitted plans, 2019/20 Incomplete Pathways is currently 2103/6% above plan. The CCG are
conducting analysis on waiting list by speciality and will pick up improvement trajectory at the next Planned Care meeting with Aintree Hospital.

CCG Actions:

A The CCG have escalated RTT performance through its Governanc
against RTT performance more specifically in relation to gastroenterology.

A Discussions with clinical director and Clinical Business Uni

Trust have indicated that they have reduced overall wait times and have assured the CCG that there are not expecting any over 52 week
breaches.

A In addition the CCG have been working on a system approach
STP. The CCG have organised a Task and Finish/Vision Event on the 9th September to try and pull together a system action plan that will
hope to recover performance. This event will be supported by turnaround directors at respective trusts to provide additional impetus.

A The CCG have the support of Trust turn-around directors to s
Trust Actions Overall:

A Improve theatre utilisation at speciality level as per the t
A Regularly review all long waiting patients within the clinic
(WLI's) where available in conjunction with weekly performance meetings with Planning and performance / Business Intelligence leads.

A Continued weekly monitoring of diagnostics waiting times to
performance. This to include horizon scanning and capacity / demand planning with Head of Planning and Performance.

A Continue to meet with clinical business managers (CBMs) on a
validation.
A Continue to support the clinical business units (CBUs) with

special focus on inter Provider Transfers and data recording/entry.
Trust Actions Gastro:

A Continue to support the reduction in Endoscopy waits by supp
sessions at weekends along with Insourcing extra capacity.

A Endoscopy capacity and demand modelling has been i mplemented
A Additional scoping activity commissioned by Trust in August
A Recruitment to posts ongoing however |l ocum consultants recru
A Virtual consultant led clinics scheduled (30 patients per cl
A Telephone confirmation of endoscopy appointments implemented

When is performance expected to recover:
The CCG have an improvement plan trajectory which shows the performance plans to improve by Quarter 4, 2019/20. CCG will request the
Trust to provide an improvement trajectory along with action plan.
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Karl McCluskey John Wray Terry Hill
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Figure 21 RTT Performance & Activity Trend

SSCCG RTT Performance and Activity Trend
(Incomplete Pathways)
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Figure 31 South Sefton CCG Total Incomplete Pathways

Total Incomplete Pathways Apr | May | Jun | Jul | Aug | Sep| Oct | Nov | Dec | Jan | Feb | Mar | |Plan v Lates
Plan 10,833 10,934| 11,046(11,42411,56111,54111,49411,052 10,910 10,608 10,893 10,805 10,833
2019/20 11,309 11,727 11,880 11,880
Difference 476 793 834 1,047

South Sefton CCG has seen a 153/1% increase for Jun-19 Incomplete Pathways compared to May-
19. Aintree make up 50% of the CCG increase with a Provider monthly increase of 77/1%.

Compared to the same period of the previous financial year 2018/19, the current incomplete waiting

list is 1143/3% higher than last year. In terms of the NHSE submitted plans, 2019/20 Incomplete
Pathways is currently 2103/6% above plan.
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2.4.1 Referral to Treatment Incomplete pathway 1 52+ week waiters

Potential organisational or patient

Indicator Performance Summary

risk factors
Referral to Treatment )
Incomplete pathway (52+ Previous 3 months and latest The CCG is unable to meet statutory
weeks) duty to provide patients with timely
RED TREND Mar-19 | Apr-19 | May-10 | Latest access fo treatment. Potential
quality/safety risks from delayed
CCG treatment ranging from progression of

Aintree 0 0 0 0 illness to increase in
symptoms/medication or treatment
Plan: Zero required. Risk that patients could

frequently present as emergency cases.

Performance Overview/Issues:

There has been 1 over 52 week waiter in June for South Sefton CCG this patient was at the Liverpool Womens. Patient initially referred 18th
June 2018, however, due to some admin errors the referral to urodynamics was not made, patient then re-referred to UroGynae. Patient
agreed to surgery, however, the patient DNA'd 3 times up until attendance on the 18th July and clock was stopped on attendance. Discharged
without treatment as not required by patient. Subsequent discussions with Trust suggest that is was a clinical decision not to rigorously follow
the access policy due to clinical reasons. The CCG awaiting further details from patient's latest appointment from the Trust. A discussion
with NHSE was held regarding this breach and they are happy with the unavoidable nature and the decision based on clinical need.

Actions to Address/Assurances:

No new breaches are on the radar for next month. Monitoring of the 36 week waiting continues with the CSU.

When is performance expected to recover:

Next month.
Quality:
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Karl McCluskey John Wray Terry Hill
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2.4.2 Provider assurance for long waiters

Figure 4 - South Sefton CCG Provider Assurance for Long Waiters

CCG

South Sefton CCG

Trust

Liverpool Womens

Speciality

Gynaecology

Wait
band
(weeks)

52

Detailed reason for the delay

Patient initially referred 18th June 2018, referralg|
to urodynamics not made referred to UroGynae,
patient wanted surgery, patient DNA'd 3 times
then attended 18th July booked out as STOP -
discharged treatment not required by patient,
awaiting further details from patient's latest
appointment from the Trust.

24 patients Focus continues on managing long
waiting patients and ASl lists, however,
unprecedented levels of Consultant sickness ir
February & March have affected the position. Tl
was further impacted upon by one locum being
. 36 to 50 [leave for all of April. Long-term capacity issues
h Sef Li | W | o )

South Sefton CCG Iverpoot Womens Gynaecology weeks |persist in Uro-Gynaecology with 2 Consultants
successfully recruited in March 2019 to address
shortfall. This is anticipated to improve as new
Consultants started in post in May with a phase
increase in activity as they become familiar with
Trust pathways/processes.

. 36t0 43 . .
South Sefton CCG Aintree Gastroentrology west 12 patients all patients have been treated
. 36to 43 . .
South Sefton CCG Aintree General Surgery weeks 7 patients; all patients have been treated
. 37t041 . .
South Sefton CCG Aintree T&0O weeks 4 patients;all patients have been treated
. 371042 . .
South Sefton CCG Aintree ENT weeks 2 patients;| patient treated other has TCI of 2-8-
) 36to 38 . .

South Sefton CCG Aintree Ophthalmology weeks 3 patients;all patients have been treated

South Sefton CCG Aintree Urology 36 weekg1 patient; patient has TCI date of 12-8-19

South Sefton CCG Aintree All other 38 weekgl patient; patient treated 24-7-19

South Sefton CCG Alder Hey All Other to 47 we 3 pgtlents community - capacity issues. Sentt
service for dates.

South Sefton CCG|  The Royal Liverpool Broadgreen Dermatology 3610 486 patients 3 pathway stopped, 2with TCI dates,

weeks |no date yet

South Sefton CCG The Royal Liverpool Broadgreen Gastroentrology |39 weekgl patient waiting, pathway stopped

South Sefton CCG The Royal Liverpool Broadgreen General Surgery |37 weekgl patient waiting, pathway stopped

. 36 and 31 .

South Sefton CCG The Royal Liverpool Broadgreen T&O wzr;ks 2 patients 1TCl, 1 pathway stopped

South Sefton CCG The Royal Liverpool Broadgreen Cardiology 36 weekgl patient waiting, pathway stopped

South Sefton CCG Wirral Teaching Dermatology 37 and 342 patlentg Trust does not supply update on ove

weeks |week waiters
) . 2 patients Trust does not supply update on over
South Sefton CCG Wirral Teaching Gynaecology |41 weekg .
week waiters
. 37 and 3§ . .
South Sefton CCG St Helens & Knowsley Plastic Surgery weeks 2 patients no provider update
South Sefton CCG St Helens & Knowsley Other 41 weekgl patient; no provider update
’ 38and 4 . .

South Sefton CCG North Midlands Other wzr;ks 2 patients; 1 has TCl and 1 dishcharged

South Sefton CCG Robert Jones T80 36 weeks 1 patient; This patient is currently waiting for a
Surgery date, no TCI

South Sefton CCG Hull University Teaching Other 45 weekgPatient has TCI date of 1-8-19

South Sefton CCG West Hertfordshire Opthamology |36 weekgPatient treated 23-7-19

South Sefton CCG Spire Liverpool T&O 37 weekgAwaiting results, still active.

South Sefton CCG Manchester University Gynaecology 44 weekgl patient; no provider update

South Sefton CCG Southport & Ormskirk Urology 38 weekgstopped 17-7-19, multiple UDA cancellations
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The CCG had a total of 114 patients waiting 36 weeks and over. Of the 114, there was an over 52

week breach, details in table above, there were 28 patients treated, 7 have a TCI date, 9 patients
stopped (not required) and 70 patients unknown, wh
under 52 weeks.

2.5 Cancer Indicators Performance

2.5.1 Two Week Urgent GP Referral for Suspected Cancer

Potential organisational or patient
risk factors

Indicator Performance Summary

2 week urgenty GP Referral Previous 3 months, latest and YTD .122a
for suspected cancer (linked) Risk that CCG is unable to meet

RED TREND Mar-19 | Apr-19 | May-19 | Latest | YTD SR EIE7D [OHIES RIS T
timely access to treatment. Delayed
[o{o{cRll 86.14% 86.14% LRt KRRl 91.51% dianosis can potentially impact
Aintree (IR T XIVY 03.88%| 95.000% el significantly on patient outcomes.
n ! i Plan 93% | 93% | 93% | 93% | 93% Delays also add to patient anxiety,

affecting wellbeing.

Aintree June Trajectory: 93.4% (National 93%)

Performance Overview/Issues:
South Sefton CCG achieved the target for June with 93.91% but is still failing to achieve YTD target with 91.51%, due to performance in previous
months. YTD there have been 161 breaches from a total of 1,897 patients seen.

Aintree also achieved the 93% target reporting 95% in June but also failing YTD due to poor performance in April.

Actions to Address/Assurances:

Breast services have dominated any previous underperformance against this standard.

There has been a significant improvement for month 2 onwards brought about by workforce re-design and waiting list initiatives within breast services.
However there are pressures within other local services, especially St Helens and Knowsley NHST which may result in increased demand at Aintree.
When is performance expected to recover:

Continued recovery expected.

Quality:
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Karl McCluskey Debbie Harvey Sarah McGrath
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2.5.2 Two Week Wait for Breast Symptoms

Potential organisational or patient

Indicator Performance Summary IAF .
risk factors

2 week wait for breast

symptoms (where cancer was Previous 3 months, latest and YTD . )
no initially suspected) Risk that CCG is ungble to rpeet .
RED TREND Mar-19 | Apr-19 | May-19 | Latest | YTD ST G [N D ST T

timely access to treatment. Delayed
dianosis can potentially impact
PNRI=Y 64.83% 39.10% 85.42% 75.00% significantly on patient outcomes.
n * Plan | 93% | 93% | 93% | 93% | 93% Delays also add to patient anxiety,
affecting wellbeing.

[ofeleql 68.00% 50.00% 86.84% 91.18% 78.87%

Aintree June Trajectory: 93.3% (National 93%)

Performance Overview/Issues:

The CCG failed the target for June with 91.18% and is also below YTD target with 78.87% but have showed an improvement from last month. In June
there were 6 breaches from a total of 68 patients seen. 4 breaches were at Aintree with 1 each at Royal Liverpool and Whiston. 5 delays were due to
patient choice and 1 due to inadequate out-patient capacity. The maximum wait was 24 days.

Aintree reported 96.43% in June and are now achieving the 93% target, having 6 breaches out of a total of 168 patients.

Actions to Address/Assurances:

As a health economy, we have developed some revised referral forms and educational resources for primary care aimed at better risk stratification of
referrals into suspected cancer and symptomatic pathways and increased management of benign breast disease in primary care.

There has been a significant improvement at Aintree from month 2 onwards brought about by workforce re-design and waiting list initiatives.

However there are pressures within other local services, specifically St Helens and Knowsley NHST breast services which may result in increased
demand at Aintree.

When is performance expected to recover:

July 2019.
Quality:
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Karl McCluskey Debbie Harvey Sarah McGrath

2.5.3 31 Day Standard for Subsequent Cancer Treatment i Drug

Potential organisational or patient

Indicator Performance Summary IAF .
risk factors
31 day standard for
subsequent cancer treatment Previous 3 months, latest and YTD
drug Risk that CCG is unable to meet
GREEN TREND Mar-19 | Apr-10 | May-19 | Latest | YTD stafLtory duty 1o provide patients with
timely access to treatment. Delayed
CCG | 100% | 100% | 100% | 100% | 100% dianosis can potentially impact
PNIEEY 95.45% BENOL 97.22% 195.24% 97.26% significantly on patient outcomes.
u :> Plan 98% 98% 98% 98% 98% Delays also add to patient anxiety,
affecting wellbeing.

Performance Overview/Issues:

CCG Achieving.

Aintree have again failed in June and are now failing YTD. In June the Trust has 1 breach out of a total of 21 patients which resulted in the failure of the
98% target. The breach was an Upper Gastro patient who waited 35 days

Actions to Address/Assurances:

Breaches relate to Transcatheter Arterial Chemoembolization (TACE). Plans to address capacity constraints to be discussd at Aintree Cancer
Improvement Group on 22nd August 2019.

When is performance expected to recover:

July 2019.
Quality:
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Karl McCluskey Debbie Harvey Sarah McGrath




2.5.4 31 Day Standard for Subsequent Cancer Treatment i Surgery

Potential organisational or patient
risk factors

Indicator Performance Summary

31 day standard for
subsequent cancer treatment Previous 3 months, latest and YTD
surgery Risk that CCG is unable to meet
GREEN TREND Mar19 | Apr-19 | May-19 | Latest | YTD ST D [N D S T
timely access to treatment. Delayed
CCG | 100% | 100% | 100% 97.22% dianosis can potentially impact
Aintree |95.24%|96.88%[96.55% | 95.45% | 96.39% significantly on patient outcomes.
u Plan | 94% | 949% | 949% | 949% | 94% Delays also add to patient anxiety,
affecting wellbeing.

Performance Overview/Issues:

The CCG failed the target for June with 93.33% but remains above target YTD with 97.22%, due to performance in previous months. In June there was
1 breach from a total of 15 patients seen, this urological patient's delay was due to diagnosis delay - medical reasons, number of days waited was 50
first treatment trust was The Royal Liverpool.

Actions to Address/Assurances:

Further clarity is required, delay reasons point to a diagnosis delay which would not be a factor for a 31 days pathway. One patient has resulted in the
failure of this measure, historically reporting 100%.

When is performance expected to recover:

Next month, target failure in June was due to 1 patient breach.

Quality:
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Karl McCluskey Debbie Harvey Sarah McGrath
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2.5.5 62 Day Cancer Urgent Referral to Treatment Wait

Potential organisational or patient
risk factors

Indicator Performance Summary

All cancer two month urgent

. Previous 3 months, latest and YTD 122b _ )
referral to treatment wait Risk that CCG is unable to meet
RED TREND Mar-19 | Apr-19 | May-19 | Latest | YTD Sittitolyy G T [ioale [P mants G
timely access to treatment. Delayed
[olelell 78.79% 75.00% 77.27% 65.52% 73.33% dianosis can potentially impact
lAlUEEd 81.58% 69.06% 70.20% 60.90% 66.90% significantly on patient outcomes.
Plan | 85% | s5% | 85% | 85% | 85% Delays also add to patient anxiety,
affecting wellbeing.

Aintree June Trajectory: 73.8% (National 85%)

Performance Overview/Issues:

The CCG failed the target for June reporting 65.52%. In June there were 10 breaches from a total of 29 patients seen, breach reasons include delays
due to complex diagnostic pathways, delay due to treatment delay (medical reasons) and other reasons not stated.
Performance is reported at a tumour site level. For Aintree no tumour site was compliant with the 85% operational standard in June 2019

Aintree also failed the target and planned trajectory of 73.8% in June reporting 60.90%.

CCGs have received recovery plans from Aintree which will be reviewed monthly at the Aintree Planned Care Group. Key areas of focus include:

- Leadership and internal management processes.

- Capacity and demand review.

- Radiology workforce solutions.

- Work with Liverpool Clinical Laboratories on improvement of pathology turnaround times.

- Work with CCG clinicians around referral quality and interface issues, shared understanding of issues, meeting of Cancer Improvement Group 22nd
August.

- A Contract Performance Notice (CPN) has been issued to Aintree in respect of this indicator. The next steps will be agreed at the Aintree Planned
Care Group on 29th August 2019.

When is performance expected to recovery:

Trajectory submitted by Aintree does not indicate recovery within this financial year.

Quality:

Root cause analyses should be undertaken on any tumour pathway which is failing 62 days. Themes should populate the provider's cancer
improvement plan.

Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Karl McCluskey Debbie Harvey Sarah McGrath
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2.5.6 62 day wait for first treatment following referral from an NHS Cancer
Screening Service

Potential organisational or patient
risk factors

Indicator Performance Summary

62 day wait for first treatment

following referral from an NHS Previous 3 months, latest and YTD
Cancer Screening Service Risk that CCG is unable to meet
RED TREND Mar-19 | Apr-19 | May-19 | Latest statutory duty to provide patients with
No timely access to treatment. Delayed

CCG 100% patients 85.71% 0.00% 75.00% dianosis can potentially impact

g Aintree | 91% |92.86% [ElRelS AR R INCPLZS significantly on patient outcomes.

Delays also add to patient anxiety,
0, 0,
Plan | 90% | 90% affecting wellbeing.

Performance Overview/Issues:

The CCG are failing the 62 day wait for first treatment following referral from the screening service reporting 0% in June. This equates to 1 patient not
seen out 1 screening referral. This lower gastro patient delay was due to complex diagnostic pathway, first seen trust being Aintree, first treatment
trust also Aintree, 87 days waited.

Aintree report 73.33% for screening in June, which equates to 2 patient breaches out of a total of 7.5 patients, breaches being for breast and lower
gastro patient whose delays were due to (breast) admin delay and gastro complex diagnostic pathways.

Actions to Address/Assurances:

Cancer Screening programmes are commissioned by Public Health England but CCGs are accountable for performance against the 62 day standard
for any patients who receive a positive cancer diagnosis from screening and require treatment. There are some concerns around patient engagement
following a postive screening result which exhibits as higher numbers of DNAs and patient -initiated cancellation for appointments and investigations
in the pre-diagnostic phase of the pathway compared with a GP 2 week wait referral pathway.

A representative from the Operations & Delivery Directorate of NHSE will be attending the Bowel Cancer Screening Programme Board in September
to discuss these issues and impact on performance.

When is performance expected to recovery:

Very small numbers in this patient cohort (typically 2-3 per month) make for volatile performance against this standard and difficult prediction of
recovery.

Quality:
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Karl McCluskey Debbie Harvey Sarah McGrath
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2.5.7 62 Day wait for first treatment for Cancer following a Consultants
Decision to Upgrade

Potential organisational or patient

Indicator Performance Summary risk factors

62 day wait for first treatment

for Cancer following a Previous 3 months, latest and YTD

Consultants Decision to Risk that CCG is unable to meet
Upgrade the Patient's Priority statutory duty to provide patients with
RED TREND Mar-19 | Apr-19 [ May-19 | Latest | YTD timely access to treatment. Delayed
CCG [90.91960.00%|70.00%|33.33%|60.71% dianosis can potentially impact
- significantly on patient outcomes.
Aintree |76.47%)70.00% [66.67%45.45% 63.46% Delays also add to patient anxiety
n @ Plan | 85% | 85% | 85% | 85% | 85% affecting wellbeing.

Aintree June Trajectory: 87.5% (Local target 85%)

Performance Overview/Issues:

The CCG failed the target for June with 33.33%. In June there were 2 breaches from a total of 3 patients seen, reasons for delay being Health Care
Provider initiated delay to diagnostic test/reatment and other reasons (not stated).

Aintree failed the monthly target for June with 45.45% also failing the trajectory of 87.5%. There were the equivalent of 6 breaches out of a total of 11
patients breach reasons include complex diagnostic pathways, delay due to Health care provider delaying diagnostic test/treatment and other reasons
(not stated).

Actions to Address/Assurances:

Numbers in this cohort appear to be reducing making for increasing volatility in performance. The Cheshire and Mersey Cancer Alliance are
undertaking some work to promote more consistent use of the 62 day upgrade pathway especially from emergency settings which should result in
increased numbers of patients in this target cohort. An update will be requested from Aintree at the Cancer Improvement Group meeting on 22nd

August.

When is performance expected to recovery:

Quality:
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Karl McCluskey Debbie Harvey Sarah McGrath
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2.5.8 104+ Day Breaches

Potential organisational or patient

Indicator Performance Summary risk factors

Cancer waits over 104 days - .
) Latest and previous 3 months ) ]
Aintree Risk that CCG is unable to meet

RED TREND [ Mar-19 | Apr-19 [ May-19 | Latest e

timely access to treatment. Delayed
4 4 6 6 dianosis can potentially impact

significantly on patient outcomes.
Plan: Zero Delays also add to patient anxiety,
affecting wellbeing.

Performance Overview/Issues:

In June there were 6 over 104 day breaches at Aintree the longest waiting 131 days, this was a head and neck patient delay due to
patient choice delay relating to first out-patient appointment.

Actions to Address/Assurances:

RCAs for very long waiting patients treated in April 2019 were reviewed at the Perfomance and Quality Investigation Review Panel
(PQIRP) and thematic review undertaken . Key issues identified to date include:
- availability of chemicals for Transcatheter arterial chemoembolization (TACE)
- delays in accessing diagnostics at peripheral trusts ( head and neck pathway)
- complex sequential diagnostic pathways and access to radiology investigation and reporting
- 3-4 week waits for CT colonography
South Sefton CCG will continue to work with Aintree to ensure best use of PQIRP as a forum to achieve sustained improvement

When is performance expected to recovery:

Quality:
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Jan Leonard Debbie Harvey Sarah McGrath
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2.6 Patient Experience of Planned Care

Potential organisational or patient
risk factors

Indicator Performance Summary

Aintree Friends and Family

. Previous 3 months and latest
Test Results: Inpatients

RED TREND Latest
20.8% 16.0% 18.0% 20.8%

AE 94.0% 92.0% 95.0% 94.0%
40% 4.0% 3.0% 4.0%
May 2019 England Averages
Response Rates: 24.9%

% Recommended: 96%
% Not Recommended: 2%

Performance Overview/Issues:

Aintree Trust has reported a response rate for inpatients of 20.8% in June this is below the England average of 24.9%. The percentage of
patients who would recommend the service decreased to 94% below the England average of 96% and the percentage who would not
recommend has increased to 4% above the England average of 2%.

Actions to Address/Assurances:

On an annual basis the provider will submit a report to the CCG and present at the Clinical, quality and Performance Group (CQPG) the
outcome of their aggregated review of patient and carer experience. As a minimum this will include the following: the outcomes of the FFT
responses and actions planned/taken as a result of these, how the provider listens to patients and carers and respond to their feedback, how
the provider provides a safe environment for patients, how the provider meets the physical and comfort needs of patients, how the provider
supports carers, how the provider recognises patients and carers individuality and involves them in decisions about their care, how the
provider communicates effectively patients throughout their journey, how the provider used E&D data to drive patient and carer experience and
service improvement.

When is performance expected to recover:
The above actions will continue with an ambition to improve performance during 2019/20.
Quality:
Patient experience aggregate review annual progress update to the October COPG
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Brendan Prescott N/A Jennifer Piet
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2.7 Planned Care Activity & Finance, All Providers

Figure 5 - Planned Care - All Providers

South Sefton CCG Planned Care Contract Performance - YTD Variance (£000)
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Performance at month 3 of financial year 2019/20, against planned care elements of the contracts
held by NHS South Sefton CCG shows an under performance of circa -£531k/-4.3%. However,
applying a neutral cost variance for those Trusts within the Acting as One block contract arrangement
results in an over spend of approximately £165k/1.3%.

At individual providers, Aintree Hospital is showing the largest under performance at month 3 with a
variance of -£442k/-6%. In contrast, a notable over performance of £90k/17% against Renacres
Hospital has been evident.

At speciality level, Trauma & Orthopaedics represents the highest area of spend for South Sefton
CCG in 2019/20 to date. Overall spend within this speciality is currently aligned to planned levels at
month 3. However, over performance is evident at Renacres Hospital. Market share for this
particular provider has increased from 17% to 20% when comparing 2019/20 to the equivalent period
of 2018/19.

NB. There is no financial impact to South Sefton CCG for contract performance at any Providers

within the Acting as One block contract arrangement. The Acting as One Providers are identified in
the above chart.
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2.7.1 Aintree University Hospital NHS Foundation Trust

Figure 5 - Planned Care i Aintree Hospital

Plan to | Actual |Variance Activity | Price Plan Price
Aintree University Hospitals Date |to date | to date | YTD %| to Date |Price Actual tq variance to| Price YT[
Planned Care PODS Activity [ Activity | Activity Var (£000s) | Date (£000s)/date (EO00s| % Var
Daycase 3,050 | 3,160 110 4% £1,968 £1,948 -£20 -1%
Elective 386 360 -26 -7% £1,234 £1,181 -£54 -4%
Elective Excess BedDays 149 218 69 46% £39 £57 £18 A7%
OPFAMPCLOP 1st Attendance Multi-Professional
Outpatient First. Attendance (Consultant Led) 75 54 -21 -28% £15 £11 -£4 -24%
OPFANFTFQutpatient first attendance non face to fafe 463 278 -185 -40% £14 £9 -£5 -36%
OPFASPClOutpatient first attendance single
professional consultant led 8,206 7,451 -755 -9% £1,362 £1,198 -£165 -12%
OPFUPMPCIlOutpatient Follow Up Multi-Professiona
Outpatient Follow. Up (Consultant Led). 199 179 -20 -10% £21 £19 -£2 -12%
OPFUPNFTROutpatient follow up non face to face 1,631 1,449 -182 -11% £41 £36 -£5 -11%
OPFUPSPCIlOutpatient follow up single professional
consultant led 18,235 | 16,573 | -1,662 -9% £1,344 £1,230 -£114 -8%
Outpatient Procedure 5,963 5,656 -307 -5% £849 £782 -£67 -8%
Unbundled Diagnostics 3,739 | 3,552 -187 -5% £314 £296 -£18 -6%
Wet AMD 410 398 -12 -3% £323 £317 -£7 -2%
Grand Total 42,508 | 39,328 | -3,180 -7% £7,525 £7,083 -£442 -6%

Underperformance at Aintree Hospital is evident against the majority of planned care points of
delivery. However, the overall under spend of -£442k/-6% is driven in the main by reduced outpatient

activity, specifically first appointments.

South Sefton CCG GP referrals to Aintree Hospital are currently below 2018/19 levels and further
analysis has established a number of specialities are currently below planned levels for outpatient
appointments at month 3. This includes Gastroenterology and Trauma & Orthopaedics for outpatient
first appointments and Nephrology, Ophthalmology and General Surgery amongst others for follow up

appointments.

Elective excess bed days is currently the single point of delivery to be over performing against plan
within planned care. The majority of variance against plan is within the Gastroenterology speciality.

NB. Despite the indicative underspend at this Trust; there is no financial impact of this to South
Sefton CCG due to the Acting as One block contract arrangement.
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2.7.2 Renacres Hospital

Figure 5 - Planned Care i Renacres Hospital

Plan to | Actual |Variance Activity | Price Plan Price
Renacres Hospital Date |to date| to date | YTD % | to Date |Price Actual tq variance to|Price YT[
Planned Care PODS Activity [ Activity | Activity Var (£000s) [ Date (E000s)/date (EO00s| % Var
Daycase 148 167 19 13% £178 £217 £39 22%
Elective 35 37 2 6% £194 £220 £25 13%
Elective Excess Bed Days 4 0 -4 -100% £1 £0 -£1 -100%
OPFASPCIOutpatient first attendance single
professional consultant led 331 353 22 7% £56 £59 £3 5%
OPFUPSPClOutpatient follow up single professional
consultant led 482 551 69 14% £33 £38 £5 14%
Outpatient Procedure 257 199 -58 -23% £32 £37 £5 16%
Unbundled Diagnostics 153 201 49 32% £14 £20 £6 45%
Physio 370 393 23 6% £11 £12 £1 6%
OPPREOP 0 128 128 0% £0 £8 £8 0%
Grand Total 1,779 | 2,029 250 14% £520 £611 £90 17%

Renacres over performance is evident across the majority of planned care points of delivery. Over
performance is focussed largely within the Trauma & Orthopaedics speciality. Small numbers of high
cost procedures account for the over performance within electives and day cases.

Work is on-going looking into the potential shift in referral patterns in South Sefton from the main
Acute Provider to other providers such as Renacres. Contributing factors to changes in referral flows
could be due to long waiting times performance of RTT at Aintree and increased capacity in such
specialties as ENT at Renacres. The CCGs are currently undertaking a deep dive into ENT to
understand the reasons for the over performance, including reviewing coding and counting. Business
intelligence have produced detailed analysis on activity delivered for this specialty and there was
commissioner representative at the July contract review meeting to understand the pathways into

Renacres.
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2.8 Personal Health Budgets

Potential organisational or patient

Indicator Performance Summary IAF :
risk factors

Personal Health Budgets

(PHBS) Previous 3 quarters and latest 105b

RED TREND Q2 18/19|Q3 18/19|Q4 18/19|Q1 19/20|

90 90 90 90
n i Plan150 PHBs in Place 2019/20

Performance Overview/Issues:

Quarterly plans for 2019/20 have been set with the expectation of the total number of PHBs for Quarter 1 to be 85 to increase to 150
by Quarter 4 cumulative position shows 86 PHBs and an actual rate of 55.48, this is a big increase this remains under trajectory set
by NHS England. NHS England has confirmed the lower boundary of 90 would be acceptable in terms of aspirations.

Actions to Address/Assurances:

A Adults: Target missed by 4. CCG have commissioned Sefton
clients as a12 month pilot, which was initiated in Q1 19/20. Implementation group has been set up with all stakeholders to support
development. Sefton Carers Centre as planning to support publicity in relation to PHBs via article in local paper to promote the public
understanding and uptake of PHBs. There are a number events planned in Q3 to support enagagement with the 3rd sector, and
engagement and training offer to community NHS providers with the support of CHC and Sefton Carers Centre. PHBs is a standing
agenda at the CCG CHC and operational programme board.

Children Continuing Care: Currently the CCG is unable to progress the offer. There are small numbers of children who meet CC
funding which in the majority of cases receive tripartite funding. There is additional complexity with the CCG commissioning Alder Hey
Children's Hospital to provide domiciliary care services as part of this offer. Currently a lack of capacity and resource across the CCG
Quality and Commissioning to develop this offer at this stage.

A Wheelchairs: There is currently a |lack of capacity and r
offer at this stage. The CCG will continue consider how PHBs can be provided and achieved as part of 2020 / 2021 plans.

A Mental Health S117: There is currently a lack of capacit.}
develop the offer at this stage. The CCG will continue consider how PHBs can be provided and achieved as part of 2019 / 2020 plans.

When is performance expected to recovery:

End of Quarter 1 of 2020/21.

Quality:
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Fiona Taylor Tracey Forshaw Tracy Forshaw
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2.9 Continuing Health Care

Potential organisational or patient

Indicator Performance Summary risk factors

Percentage of cases with
positive CHC checklist Previous 3 quarters and latest
eligibility decision made

RED TREND |02 18/19|Q3 18/19|Q4 18/19|Q1 19/20
83% | 81% (EWETRMENIL
-
) Target: 80%

Performance Overview/Issues:

For quarter 1 2019/20, the CCG reported 76% of cases with a positive CHC checklist eligibilty decision within 28 days, against an
80% target. 10 patients breached the target out of a total 42 patients.

Actions to Address/Assurances:

Performance monitored through the CHC operational meeting with CSU and providers. Actions to address, the review of patients
placed in discharge to assess beds within 28 days action to instruct providers to ensure referral information for CHC eligibility
provided enough clarity to allow for decisions to be made.

When is performance expected to recover:

End of quarter 2 2019/20.

Quality:
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Fiona Taylor Brendan Prescott Brendan Prescott
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2.10 Smoking at Time of Delivery (SATOD)

Potential organisational or patient
risk factors

Indicator Performance Summary

Smoking at Time of Delivery

(SATOD) Latest and previous 3 quarters 125d

RED TREND Q2 Q3 04 | Latest
15.00% 14.50% 13.30% 12.30%

n @ National ambition of 11% for % of
maternities where mother

smoked

Performance Overview/Issues:

The CCG is above the data coverage plan of 95% at Q1, meaning the data is generally robust, but currently above the national
ambition of 11% for the percentage of maternities where mother smoked the ambition will be 6% by the end of 2022. There is no
national target for this measure. Performance against this metric is discussed with Providers at Maternity Commissioning Leads
meetings attended by the CCG managerial lead for Children and Maternity Services. Quarter 1 shows a reduction in mothers
smoking at time of delivery compared to quarter 4 2018/19.

Actions to Address/Assurances:

The contract requires providers to comply with NICE re: smoking. This corresponds also to Public Health projects commissioned by
the Local Authority and specifically smoking cessation services. There has been an issue about e-referrals into this service. The
CCG does support Public Health in their discussions with providers in this regard i.e. ensuring correct and timely referrals to the stop
smoking service. CCG will be working with Public Health and the Provider to establish what improvements are required to meet the
target.

CCG influence is indirect. The CCG doesndt commission the
the provider would do screening as part of general pathway and signpost/refer accordingly. If the stop smoking service is not getting
the expected number of referrals, public health can directly engage with the provider. If they have any issues with this e.g. the

provider wonét comply or any changes are required to clinidg
When is performance expected to recovery:
Ongoing.
Quality:
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Fiona Taylor Wendy Hewit Peter Wong
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3. Unplanned Care

3.1 Accident & Emergency Performance

3.1.1 A&E 4 Hour Performance: South Sefton CCG

Potential organisational or patient
risk factors

Indicator Performance Summary

CCG A&E Waits - % of patients
who spend 4 hours or less in
A&E (cumulative) 95% Risk that CCG is unable to meet

RED TREND Latest statutory duty to provide patients with

e +

Performance Overview/Issues:

The CCG is failing the national standard of 95% in June reporting 81.15% although this an improvement on last month. A trajectory has been agreed with
NHSE/I that runs to 89% in March 2020 not the national target.

Actions to Address/Assurances:

A wide range of work continues to support the Aintree system involving CCG and community provider, local authority:

A Action on A&E is supported by a system wide approach with signifi
authority. Work has been refocused following the Newton Europe review with a wide range of work which focuses on improving patient flow within A&E
and main hospital in regard to discharge planning that enables movement from A&E for appropriate admissions; as well as admission/attendance
avoidance schemes to reduce A&E activity. This work will remain on-going in 2019/20.

Previous 3 months, latest and YTD

PRl 50.64% 78.17% 78.34% 81.15% 79.21% i) EREESS R men:. U6
patient experience and poor patient
77.15% 74.01% 73.92% 77.55% 75.15% journey. Risk of patients conditions

waorsening significantly before treatment
can be given, increasing patient safety

Plan: 95% risk.

Improvement trajectory 89% March 2020

A CCG have taken a lead role in facilitating the Newton Europe DTOC
enhance quality of care in three specific areas 1 decision making,
providers and commissioners across North Mersey. Within Aintree Hospital there is specific focus on the decision making element of this work.

A An escalation plan has been in place over the winter within North

guidance as to when issues should be escalated outside of the Trust to commissioners. This was developed to ensure that resources are used
appropriately and that there is a clear understanding of the mutual aid and partnership working that is expected at provider level prior to commissioner
engagement. Aintree managed AED pressures over a challenging winter often providing support through ambulance diversions for other local Trusts. This
support has continued in 2019.

A The weekly Multi Agency Discharge Events (MADE) which involve repr
focus on areas requiring immediate action. Instead they have been operating as MDT Flying Squads from the start of December targeting front of house
areas e.g. AED, Frailty, Observation ward. Working to maintain focus on patient flow from front door units has continued in 2019/20 with system work
initiated to improve ambulatory care pathways within the Frailty Assessment Unit.

A On-going implementation of Mersey Care Alternative to Transfer sc
patients at home who do not require conveyance to A&E. Work underway to promote service further and increase referrals and range of pathways that
can be supported. Work is being rolled out within Mersey Care to Liverpool and aim to share good practice and roll out to Southport & Formby to ensure
consistent offer to NWAS.

A Collaborative work continues with Liverpool and Knowsley CCGs to
focus of reducing A&E attendances.
A Weekly Aintree system calls are held as required with NHSE and al |l

These are working well in maintaining operational and strategic communication across organisations.

In addition to above the three priority areas which the Trust have identified will make the greatest impact on A&E performance are:

- Optimising processes for See and Treat / Primary Care Streaming cohort of patients - Review of process underway with opportunity to learn from
Royal where higher uptake to primary care streaming

- Ambulance turn around times and introduction of direct conveyancing to agreed front door units - Awaiting Aintree revised ambulance turnaround
plan

- Integrated work with partners to address superstranded and support patient flow in and out of hospital - On target for South Sefton patient cohort in
regard to NHSI Long Length of Stay action plan and trajectory

When is performance expected to recovery:

Aintree have an agreed trajectory with NHSE/I profiled from 88% in Month 1 to 89% in Month 12 not the national target of 95%.

Quality:

Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Karl McCluskey John Wray Janet Spallen
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3.1.2 A&E 4 Hour Performance: Aintree

Indicator

Performance Summary

Potential organisational or patient
risk factors

Aintree A&E Waits - % of
patients who spend 4 hours or
less in A&E (cumulative) 95%

Previous 3 months, latest and YTD

Risk that the Trust is unable to meet

@ -

Plan: 95%

RED TREND Mar-19 | Apr-19 [ May-19 | Latest | YTD statutory duty to provide patients with
Impr(;/ernent 05% | 88% | 88% | 88% t|mely accese to treatment. Quehty of
an patient experience and poor patient
IR 85.12% 82.67% 82.92% 85.56% 83.70% journey. Risk of patients conditions
Type 1 73.36% 69.69% 69.29% 74.82% 71.25% worsening significantly before treatment

can be given, increasing patient safety
risk.

June's improvement plan: 88%
Yellow denotes achieving 19/20 improvement plan but not
national standard of 95%

Performance Overview/Issues:

Overall performance in June was 85% (type 1 and 3) with a 5.5% improvement noted in type 1 performance against a 3% decrease in overall
attendances. This is a 3% improvement on May's overall position.

Actions to Address/Assurances:

Trust Actions:
1. To improve Non Admitted performance
*Increase utilisation of Primary Care Streaming (PCS)

* Improve AEC functionality

implemented

* Extend ANP hours

The extension of hours has commenced from beginning of July
* Improve Pitstop Consistency

nurse, FY1's, staff nurse and HCA.

* To implement Direct Conveyancing to Assessment Areas

*Improved role clarity in the Department

When is performance expected to recovery:

2. Minimise frequency of overcrowding (surge) in the Department

*To recruit substantive staff so to support consistent application of agreed processes
Recruitment of 14 candidates in process. These are both Medical staff and Advanced Nurse Practitioners.

The external review of PCS has commenced and the recommendations will be available at the end of July.

The AEC Pathway Improvement Event took place as planned w/c 24th June and resulted in 6 key improvement ideas/themes designed to remove waste
from the pathway and dramatically reduce the lead time per patient. This will support further patients being safely diverted to same day emergency care
(SDEC). The themes include better coordination of the inputs needed per patient and a separation of the three main pathways with separate designated
clinical leadership to oversee each stream on a daily basis. The changes are now the subject of PDSA cycles to ensure they are sustainably

The Clinical Director and CBM will reaffirm to all clinicians of FY3 and above the need to Pit Stop between the hours of 07:00 and midnight every day. The
aim will be to formalise a Pit Stop roster encompassing the full set of staff required to successfully deliver the model during these hours including senior

A desk top exercise has been proposed to retrospectively clinically assess patients who were conveyed by ambulance, referred to the medical team and
later discharged. This will be scheduled for August. Patients categorised as Amber pathway patients, following a call to AEC and following a
predetermined clinical criteria, will travel directly to AEC via ambulance. The clinical protocol will support the correct and accurate redirection of patients
and this will be supported by the ability for crews to call a senior clinician in AEC to discuss the safe conveyance of a patient to the department. This
process will then progress to other assessment areas (Mab/Fab, SAU, FAU)

This new structure has been in operatlon for 3 weeks and will be strengthened by the recrurtment of 2 WTE's Band 8a Deputy Operatlonal Lead Nurses to

Quarter 4, 2019/20 trajectory is 89%.

Quality:

Indicator responsibility:
Leadership Team Lead
Jan Leonard

Clinical Lead
John Wray

Managerial Lead
Janet Spallen

South Sefton CCG All Types and Type 1 and 95% target Aintree All Types and Type 1 and STP Trajectory
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3.2 Occupied Bed Days

The NHS has a new national ambition to lower bed occupancy by reducing the number of long stay
patients (and long stay beds) in acute hospitals by 40% (25% being the 2018/19 ambition with an
addition of 15% for 2019/20). Providers are being asked to work with their system partners to deliver
this ambition.

Figure 61 Occupied Bed Days, Aintree Hospital

\ Primary Metric \

Weekly average of occupied beds by adult patients in an acute hospital for 21+ days

77 (41%) 28 (15%)* 49 (26%)* o
Bed reduction required Occupied beds reduced Bed reduction remaining
by March 2020 as of 29 July 2019 (weekly average) as of 29 July 2019 (weekly average)
Il Ambition B Baseline B Frimary Metric Trajectory Range
Period
Apr19 Mar 20

g' '
., L

200
Baseline: 188

Occupied beds

Ambition: 111

Apr 19 May 19 Jun 19 Jul 19 Aug 19 Sep 19 Oct19 Nov 19 Dec 19 Jan 20 Feb 20 Mar 20

Data Source: NHS Improvement 1 Long Stays Dashboard

The | ong stays dashboard has been updated for
target is a total bed reduction of 77 (41%) by March 2020; therefore the target is 111 or less. This
target is yet to be achieved as the latest reporting as at 29th July 2019 (weekly average) shows 160
occupied beds. Unfortunately the past 3 weeks have shown an increase in occupied beds. Therefore
a reduction of 49 is now remaining in order to achieve the ambition in March 2020.

Actions to support improvement are identified within Newton work with a focus on initiatives which will
support complex discharges with longer lengths of stay. There are a range of developments
underway in regard to placement processes; discharge to assess pathways, the patient choice policy
to facilitate flow, development of care home trusted assessor roles and community pathways to
facilitate earlier discharge. Patient Flow Telecoms and focussed individual patient case work continue
where stranded and super stranded patients reviewed with MDT involvement. Support provided
where required with opportunity to identify specific themes requiring further action. Collaborative work
by all Aintree partners is detailed in NHSI action plan and trajectory to address patients with long
lengths of stay.
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3.3 Ambulance Performance

Potential organisational or patient

Indicator Performance Summary Definitions .
risk factors

Category 1 -Time critical and life

Category 1,2,3& 4 . threatening events requiring
erformance Latest and previous 2 months immediate intervention _
p Category 2 -Potentially serious Longer than acceptable response times
conditions that may require rapid for emergency ambulances impacting
2D TREND Cat Target | Apr-19 | May-19 | Latest nent, urgent on-scene clinical [ - on timely and effective treatment and

1mean | <=7 mins |00:07:13]00:06:57| 00:07:15| "¢ e o/ reatment and for urgent | risk of preventable harm to patient.

transport o . .
190 <=15 mins |90:11:36|00:11:24|00:12:21|Category 3 - Urgent problem (not Likelihood of undue stress, anxiety and

~ - immediately life-threatening) that poor care experience for patient as a
2mean | <=18 mins R IRt oo flolomzieqoe] requires treatment to relieve suffering|  result of extended waits. Impact on

_ . Category 4/ 4H/ 4HCP- Non urgent q i
290 SN 01.01:45 00:59:13 01:03:26 problem (not ffe-threatening) that patient outcomes for those who require

requires assessment (by face to face immediate lifesaving treatment.

SR Dl 03:03:14 02:33:43 02:53:14 :
or telephone) and possibly transport

490 |<=180 mins [NV ETAVERVERT] 02:35:24

Performance Overview/Issues:

In June 2019 there was an average response time in South Sefton of 7 minutes 15 seconds against a target of 7 minutes for Category 1 incidents. For
Category 2 incidents the average response time was 29 minutes against a target of 18 minutes, the slowest response time in Merseyside. The CCG
also failed the category 3 90th percentile response but reported green for category 4. Performance is being addressed through a range of actions
including increasing number of response vehicles available, reviewing call handling and timely dispatch of vehicles as well as ambulance handover
times from A&E to release vehicles back into system.

Actions to Address/Assurances:
Through 2018719 and 2019720 NWAS has made good and sustained progress in improving delivery against the nafional ARP standards. Significant

progress has been made in re-profiling the fleet, improving call pick up in the EOCs, use of the Manchester Triage tool to support both hear & treat
and see & treat and reduce conveyance to hospital. The joint independent modelling commissioned by the Trust and CCGs set out the future
resource landscape that the Trust needs if they are to fully meet the national ARP standards, critical to this is a realignment of staffing resources to
demand which will only be achieved by a root and branch re-rostering exercise. This exercise has commenced however due to the scale and
complexity of the task, this will not be fully implemented until the end of Quarter 1 2020/21. To support the service to both maintain and continue to
improve performance, the contract settlement from commissioners for 2019/20 provided the necessary funding to support additional response
staffing and resources, including where required the use of VAS and overtime to provide interim additional capacity, prior to full implementation of the
lraster review

When is performance expected to recovery:

The 2019/20 contract agreement with NWAS identifies that the ARP standards must be met in full (with the exception of the C1 mean) from quarter 4
2019/20. The C1 mean target is to be delivered from quarter 2 2020/21. A trajectory has been agreed with the Trust for progress towards delivery of
the standards.

Quality:
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Karl McCluskey John Wray Janet Spallen
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34 Ambulance Handovers

Potential organisational or patient

Indicator Performance Summary Indicator a) and b) e —

Ambulance Handovers Latest and previous 2 months Longer than acceptable response times

a) Allhandovers betw een ambulance | for emergency ambulances impacting
and A&E must take place within 15

RED TREND Target inutes with none waiing more than | O1 timely and effective treatment and
—15-30mi 30 minutes risk of preventable harm to patient.
@ |<=15-30mins Likelihood of undue stress, anxiety and
=I5 b) All handovers betw een ambulance | - hoor care experience for patient as a

®) 60mins and A&E must take place within 15 It of ded .
minutres w ith none w aiting more than rgsu t of extended waits. Im pact 0r_|
60 minutes patient outcomes for those who require

immediate lifesaving treatment.

Performance Overview/Issues:

Ambulance delays of 30 minutes remained static at 150 with an improvement noted in the number of delays over 60 minutes from 91 in May to 43 in
June (-48). The average time from notification to handover for June was 12:45 minutes showing an improvement of 2:02 minutes. The median time to
see 1st clinician also saw an improvement in June to 79 minutes against May's 82 minutes and April's 88 minutes. There was a significant
improvement in the % of patients seen from registration within 15 minutes to 83.01% (+9.3%). The clinical quality indicators for the number of patients
who leave the department before being seen has decreased to 407 down from 461 in May (-54).

Actions to Address/Assurances:

Aintree have been part of the Super Six working with NWAS to improve processes to support achievement of the handover targets. They have
identified that the priority area which will have the greatest impact will be the introduction of direct conveyancing of appropriate patients to front door
units e.g. Ambulatory Medical Unit, Frailty Assessment Unit, without being first triaged through AED. The Trust have been asked to update their
Ambulance Handover Improvement Plan with details of implementation plans and timescales for the introduction of direct conveyancing.

When is performance expected to recovery:

This is a priority area for immmediate improvement. We are awaiting an update Improvement Plan which will detail timescales for implementation of
direct conveyancing. Aintree have advised that a desk top exercise has been proposed to retrospectively clinically assess patients who were
Quality:

Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Karl McCluskey John Wray Janet Spallen
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3.5 Unplanned Care Quality Indicators

3.5.1 Stroke and TIA Performance

Potential organisational or patient

Indicator Performance Summary Measures :
risk factors

Aintree Stroke & TIA Latest and previous 3 months | a) % who had a stroke & |RiSk that CCG is unable to meet
spend at least 90% of |Statutory duty to provide patients with

GREEN TREND Mar-19 | Aor-19 | Mav-19 | Latest |their time on a stroke unit |timely access to Stroke treatment.
Quality of patient experience and poor
LRI NI/ AR ) 80.90%| 1) 9% high risk of Stroke  |patient journey.  Risk of patients
who experience a TIA are |conditions worsening significantly before
n ? Stroke Plan: 80% assegsgd and treated  |yraatment can be given, increasing
TIA 60% (achieving in June) within 24 hours

patient safety risk.

Performance Overview/Issues:

Performance against the National Quality Stroke metric of 80% of patients to spend 90% stay standard was 80.9% for June 2019 at
Aintree so have achieved. There were 47 patients with a primary diagnosis of stroke discharged from the Trust during the month. Of
these, 38 patients spent 90% of their stay on the Stroke Unit. The standard was not achieved for 9 patients. All breaches of the
standard are reviewed and reasons for underperformance identified.

TIA also continue to achieve reporting 100% in June.
Actions to Address/Assurances:

Achieving in June.

When is performance expected to recovery:
Quarter 3, 2019/20.

Quality:
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Karl McCluskey John Wray Janet Spallen
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3.5.2 Healthcare associated infections (HCAI): MRSA

Potential organisational or patient

Indicator Performance Summary :
risk factors
Incidence of Healthcare Latest and previous 3 months
Acquired Infections: MRSA (cumulative position)
GREEN TREND Mar-19 | Apr-19 | May-19 | Latest Casgs of MRSA
carries a zero
CCG | © 0 0 0 tolerance and is

Aintree 0 0 therefore not
n |:> _ benchmarked.
Plan: Zero

Performance Overview/Issues:

The CCG and Trust have reported no new cases of MRSA in June. Aintree have had a case of MRSA in May so has failed the zero tolerance
threshold for 2019/20.

Actions to Address/Assurances:

Proposed Trust Actions for the 1 case in May :

A To undertake a post infection review with the clinical team.
A To review the post infection review with CCG.

A To identify lessons |learnt and actions.

A Draft action plan.

A Monitor action plan through DAG and |linfection Prevention Corn

When is performance expected to recovery:
Recovery plan commenced.
Quality:
Awaiting final report through the quality schedule for the 1 case reported in May. No further cases for June 2019.
Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Brendan Prescott Gina Halstead Jennifer Piet
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3.5.3 Healthcare associated infections (HCAI): C Difficile

Potential organisational or patient

Indicator Performance Summary :
risk factors
Incidence of Healthcare Previous 3 months, latest
Acquired Infections: C Difficile (cumulative position)
RED TREND

CCG

Aintree
2018/19 CCG plan 53 and failed, Trust plan 45
and achieved

2019/20 Plan: </=60 YTD for the CCG
2019/20 Plan: </=56 for Aintree

Performance Overview/lssues:

The CCG had 4 new cases of C.Difficile in June making a total of 11, against a year to date plan of 15 (year end plan 60) so are under plan
currently (5 apportioned to acute trust and 6 apportioned to community).

The national objective for C Difficile has changed. All acute trusts are now performance monitored on all cases of healthcare associated
infections including those which are hospital onset health care associated (HOHA): cases detected in the hospital three or more days after
admission and community onset healthcare associated (COHA): cases that occur in the community (or within 2 days of admission) when the
patient has been an inpatient in the trust reporting the case in the previous 4 weeks. The Trusts national objective is to have no more than 56
healthcare associated cases in 2019/20. In June the Trust reports they had 9 cases of ¢ diff (25 YTD). 1 community onset healthcare
associated (COHA) and 8 hospital onset healthcare associated (HOHA). This is over the monthly objective of no more than 4.66 cases per
month. NB the national PHE data set does not currently reflect this change attribution and shows Aintree have had 9 cases in June (25 YTD)
(11 apportioned to the trust and 14 community onset) this is the data reported above.

Actions to Address/Assurances:

Trust Actions:

A To undertake a post infection review with the clinical team.
A To review the post infection review with CCG.

A To identify lessons learnt and actions.

A Draft action plan.

A Monitor action plan through DAG and |IPC Operational Group.

When is performance expected to recovery:

Quality:

Eight cases being prepared for CCG appeal.

Indicator responsibility:
Leadership Team Lead Clinical Lead Managerial Lead
Brendan Prescott Gina Halstead Jennifer Piet
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3.5.4 Healthcare associated infections (HCAI): E Coli

Potential organisational or patient

Indicator Performance Summary risk factors

Incidence of Healthcare
Acquired Infections: E Coli
(CCG)

RED TREND Mar-19 | Apr-19 | May-19 | Latest

CCG

Aintree 358 32 63 93
2018/19 CCG plan </=128 and failed
2019/20 Plan: </=128 YTD

There are no Trust plans at present numbers
for information

Previous 3 months, latest
(cumulative position)

Performance Overview/Issues:
NHS I mprovement and NHS England have set CCG targets for reduct
128 the same as last year when the CCG failed reporting 170 cases. In June there were 14 cases (47 YTD) against a year to date plan of 32.
Aintree reported 30 cases in June (93 YTD) there are no targets set for Trusts at present.
Actions to Address/Assurances:
Gram-negative Blood Stream Infection Steering group (GNBSI) doing collaborative work with further work with Public Health England around
ecoli who have asked the sustainability and transformation partnership (STP) for nominated reponsible officer to impement, oversee and
deliver a systemwide Antimicrobial Resistance (AMR) strategy. A Single Issue Quality Surveillance Group (SIQSG) is also taking place on the
3rd September with CCG and AMR leads invited. At the next GNBSI meeting further discussion on the potential to visit Leeds CCG as they
have brought the numbers of those with Ecoli down
When is performance expected to recovery:
Less cases reported via Aintree.
Quality:
North Mersey Gram Negative have oversight and progress against action plan will be reported through to JQPC. IPC Lead Nurse attending
CCG hydration workstream also.
Indicator responsibility:

Leadership Team Lead Clinical Lead Managerial Lead

Brendan Prescott Gina Halstead Jennifer Piet

3.5.5 Hospital Mortality

Figure 7 - Hospital Mortality

Mortalty

Hospital Standardised Mortality Ratic 19/20 -

(HSMR) June 100 90.64 N

HSMR is similar to last month at 90.64 (April 18 to March 19 - 90.83 was previously reported).
Position remains better than expected. A ratio of greater than 100 means more deaths occurred than
expected, while the ratio is fewer than 100 this suggest fewer deaths occurred than expected. Ratio
is the number of observed deaths divided by predicted deaths. HSMR looks at diagnoses which most
commonly result in death.

SHMI at 99.27 is lower than previous period and within tolerance levels. SHMI is risk adjusted
mortality ratio based on number of expected deaths.
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Figure 8 - Summary Hospital Mortality Indicator

3.6 CCG Serious Incident Management

CCG Sl Improvement Action Plan 2019/20

The Quality Team have developed a CCG Sl Improvement Plan for 2019/20 to further enhance the Sl
process and obtain the necessary assurances from our Providers. This was presented at Joint
Quality and Performance Committee in July and will be monitored on a monthly basis and includes
the following key areas of improvement:

i

i

Enhance the current CCG systems and processes to ensure appropriate assurances are
gained from providers following the reporting and investigation of serious incidents

Utilise Datix module to capture trends and themes following CCG assurance review of Si
RCAs.

Establish effective methods for capturing and distributing lessons learnt following Sl
investigations.

Ensure all SIRG panel members and other appropriate CCG staff undertake RCA training.
Enhance current CCG systems and processes to ensure provider compliance is maintained in
relation to reporting an Sl within the 48 hour timescale.

Revise the current Terms of Reference for the CCGs Serious Incident Review Group (SIRG),
to ensure appropriate quoracy is maintained and supported.

Figure 91 Serious Incident for South Sefton Commissioned Services and South Sefton CCG
patients

In June 2019 there are a total of 35 serious incidents (Sls) open on StEIS for South Sefton as the
RASCI (Responsible, Accountable, Supporting, Consulted, Informed) commissioner or that involve a
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