NHS

East of England
Community Health and Care
NHS Trust

Trust Integrated Governance and
Performance Report
November 2026

Month 5 (August) and
Month 6 (September) 2026



NHS|

East of England
Community Health and Care

Trust Balanced Scorecard to September 2026

NHS Trust
Last two
. . Last two months
Outcomes Threshold  Aug Sept months on Patient and service users Threshold  Aug Sept  onthtrend
month trend
% of services with identified and agreed Patient reported outcome measures
55 services responded to PROMs questionnaire, with initial findings showing two-thirds of services record PROM, and a need to
strengthen reporting and digital infrastructure. S ) ) Service users who provide feedback, report that the service they received was good
While many services are collecting outcome measures, limitations within current systems, particularly around data extraction, d 90.0% 96.7% 95.9% Stable
aggregation and automated reporting, restrict the ability to use PROMs consistently at service, divisional and organisational level. orvery good.
Consideration should therefore be given to developing Trustwide reporting solutions, dashboards and standardised processes to
support readiness for the national requirement for universal PROMs implementation by 2029.
. Service users who provide feedback report that they are treated with respect and
Number of MRSA cases in the last 12 months 0 0 0 Stable dignit P P Y P 90.0% 96.2% 95.8% Stable
ignity.
Incidence of C.Difficile 0.06 0 1 Deteriorating Number of patients/service users we get feedback from 2460 3212 Improving
Regulation 28 prevention of future deaths orders 0 0 0 Stable Complainant dissatisfaction <10.0% 0% 0% Stable
. . . No reviews | No reviews
No Never Events recorded 0 0 0 Stable Statutory safeguarding review actions complete 100% . V', v ) V', W Stable
in period in period
L . . . . . . . . No reviews
% of safety incidents causing harm 6.5% 8.3% 9.5% Deteriorating Statutory rapid reviews and information sharing requests completed 100% 100% in period Stable
% of patients waiting less than 18 weeks for their e .
ootp g 78.0% 72.5% 72.7% Stable Statutory Duty of Candours completed within timescale 100% 88% 96% Improving
care
% of people waiting over 52 weeks for care 0% 10.1% 9.2% Improving
2 Hour Urgent Response standard 80.0% 70.4% 74.3% Improving
Evidence of inviting patient involvement in PSII 100% 100% 100% Stable
Last two
People Threshold =~ Aug = Sept = monthson Finance and resources Threshold  Aug Sept | oSttwomonths
P P P on month trend
month trend
Appraisal 92.0% 89.6% 89.9% Improving Variance to annual financial plan (YTD) +/-1% -2.8% -1.9% Improving
Mandatory Training 90.0% 95.9% 95.8% Improving Proportion of efficiencies delivered on a recuring basis (YTD) 90.0% 54% 57% Improving
Rolling sickness absence 5.5% 6.1% 6.0% Improving Agency and Bank expenditure - within national target level for Trust (YTD) £9.5m £3,811k £4,517k Stable
Monthly sickness absence 5.5% 6.1% 6.2% Deteriorating Reduction of ‘significant/high risk’ backlog maintenance on our estate from £9m £5m £8.5m £8.4m Improving
Rolling turnover 12.0% 8.5% 8.4% Stable Cash cover 4 weeks 5 4 Deteriorating
Stability index 87.0% 91.0% 91.0% Stable Productivity - increase from previous quarter* ’+0.25%

* National productivity reporting is four months in arrears at present.

Delivering great health and care

Note 1: These findings remain provisional and should be interpreted cautiously pending completion of the proposed Trustwide PROMs questionnaire.

services in our local communities




Metrics

		Category		Domain		Metric ID		Metric ID		Metric		Numerator		Denominator		Definition note		Keep/Remove		Comments		Lead		Does existing threshold need reviewing?		Current threshold		Proposed Threshold		Group		Latest Date		LPL		Rationale

		1		Quality and Safety		CISE01		CISE01		CISE01 - VTE Compliance Rate		VYE Completed		Admissions		Measures the proportion of admitted patients who received a Venous Thromboembolism (VTE) risk assessment. It does this by comparing the number of completed VTE assessments (numerator) to the total number of admissions (denominator).						Corwen Hull		Yes		95%				Total		Jun 25		93.2%		

		1		Quality and Safety		CISE02		CISE02		CISE02 - Injurious Falls per 1000 OBDS		Injurious Falls		Occupied Bed Days		Measures the rate of patient falls that result in injury. It does this by dividing the number of injurious falls (numerator) by the total occupied bed days (denominator), and multiplying by 1,000 to give a rate per 1,000 bed days.						Sara Tansley		Yes		2.1				Total		Jun 25		0.804		

		1		Quality and Safety		CISE03		CISE03		CISE03 - Complaints per 1000 WTE		Complaints (excl Level1)		WTE		Measures the frequency of formal complaints in relation to staffing levels. It does this by dividing the number of complaints (excluding minor or Level 1) by the total Whole Time Equivalent staff (denominator), and multiplying by 1,000.						Del Mitchell		Yes		4.3				Total		Jun 25				

		1		Quality and Safety		CISE04		CISE04		CISE04 - FFT Rate		Very Good or Good		Responses		Measures patient satisfaction with services. It does this by dividing the number of patients who rated care as "Very Good" or "Good" (numerator) by the total number of responses received (denominator), giving a proportion of positive feedback.						Del Mitchell		Yes		95.6%				Total		Jun 25		94.2%		

		1		Quality and Safety		CISE06		CISE06		CISE06 - Incidents per 1,000 WTE		DATIX Incidents		WTE		Measures the rate of reported incidents in relation to staffing. It does this by dividing the number of incidents reported in DATIX (numerator) by the number of Whole Time Equivalent staff (denominator), and multiplying by 1,000. 		Remove		Split between Inpts & Comm??  & Associated targets? NEED TO CHECK WHICH INCIDENTS IS IT JUST THOSE ATTRIBUTABLE TO NCHC, ONY OF A CERTAIN LEVEL ETC		Del Mitchell		Yes		199		66		Total		Jun 25				The "NHS Model Health System" apparently uses this metric to enable national benchmarking of performance but I cannot get to it, I tried to register to get access but their system isn't working. https://www.england.nhs.uk/applications/model-hospital/ 

		1		Quality and Safety		CISE06				Incidents per 1,000 WTE - Inpatients		DATIX Incidents (Inpatients)		WTE		Measures the rate of inpatient-specific incidents reported per 1,000 staff. It uses the number of inpatient incidents (numerator) divided by total WTE (denominator), multiplied by 1,000. 		New		If doable, remove CISE06. NEED TO CHECK WHICH  INCIDENTS IS IT JUST THOSE ATTRIBUTABLE TO NCHC, ONLY OF A CERTAIN LEVEL ETC		Del Mitchell		Yes												

		1		Quality and Safety		CISE06				Incidents per 1,000 WTE - Community Services		DATIX Incidents (Community)		WTE		Measures the rate of community service-related incidents reported per 1,000 staff. It does this by dividing the number of community-based incidents (numerator) by the total WTE (denominator), and multiplying by 1,000. 		New		If doable, remove CISE06. NEED TO CHECK WHICH INCIDENTS IS IT JUST THOSE ATTRIBUTABLE TO NCHC, ONLY A CERTAIN LEVEL ETC		Del Mitchell		Yes												

		1		Quality and Safety		CISE07		CISE07		CISE07 - Medication Errors (Hosp) per 1000 OBDs		Inpatient Medication Errors - NCHC attributed		Occupied Bed Days		Measures the rate of inpatient medication errors. It is calculated by dividing the number of attributed inpatient medication errors (numerator) by the occupied bed days (denominator), then multiplying by 1,000. 				NEED TO CHECK WHICH MEDICATION INCIDENTS IS IT JUST THOSE ATTRIBUTABLE TO NCHC, ONLY OF A CERTAIN LEVEL ETC		Corwen Hull		Yes		2.7				Total		Jun 25		0.0155		

		1		Quality and Safety		CISE08		CISE08		CISE08 - Medication Errors (Comm) per 1000 WTE		Medication Errors (community)		WTE		Measures the rate of medication errors in community settings. It is calculated by dividing the number of community medication errors (numerator) by the number of WTE staff (denominator), then multiplying by 1,000. 				NEED TO CHECK WHICH MEDICATION INCIDENTS IS IT JUST THOSE ATTRIBUTABLE TO NCHC, ONLY OF A CERTAIN LEVEL ETC		Corwen Hull		Yes		12.1				Total		Jun 25				

		1		Quality and Safety		CISE09		CISE09		CISE09 - PUs (Hosp) per 1000 OBDs		New Grade 2, 3 and 4 Pressure Ulcers - Inpatient		Occupied Bed Days		Measures the rate of new, serious pressure ulcers developed in inpatient care. It does this by dividing the number of new Grade 2, 3, or 4 ulcers (numerator) by occupied bed days (denominator), and multiplying by 1,000.						Corwen Hull		Yes		0.8				Total		Jun 25		0.107		

		1		Quality and Safety		CISE10		CISE10		CISE10 - PUs (Comm) per 1000 Patients		New Grade 2, 3 and 4 Pressure Ulcers - Community		Active Referrals		Measures the rate of serious pressure ulcers in the community. It does this by dividing the number of new community-acquired Grade 2, 3 or 4 ulcers (numerator) by the number of active referrals (denominator), multiplied by 1,000.						Helena Wilson		Yes		1.3				Total		Jun 25		1.40		

		1		Quality and Safety		CISE10a		CISE10a		CISE10a - PUs (Comm) per 1000 Patients - CN only		New Grade 2, 3 and 4 Pressure Ulcers - Community Nursing		Active Referrals		Same as CISE10, but specifically measures pressure ulcers in patients under Community Nursing care. Calculated by dividing the number of ulcers (numerator) by the number of active referrals (denominator), then multiplying by 1,000.						Helena Wilson		Yes				5.43		Total		Jun 25		4.52		NHS Community indicators Benchmarking for May 2025

		4		Quality and Safety		CISE15		CISE15		CISE15 - Compliments										Does not add value in the context of a perf report?				Yes						Total		Jun 25		11.7		

		1		Quality and Safety		CISE19		CISE19		CISE19 - Post 48hr C.Difficile per 1,000 OBDs		C Diff		Occupied Bed Days		Measures the rate of Clostridioides difficile infections acquired more than 48 hours after admission. It does this by dividing the number of such infections (numerator) by the number of occupied bed days (denominator), and multiplying by 1,000.						Corwen Hull		Yes		0.06				Total		May 25		-0.150		

		1		Quality and Safety		CISE20		CISE20		CISE20 - Duty of Candour		na		Duty of Candour		Measures compliance with statutory Duty of Candour responsibilities. This is typically tracked by monitoring the number of incidents requiring disclosure and ensuring appropriate follow-up. The method of calculation may vary but is usually expressed as a percentage of completed disclosures out of total cases requiring them.						Del Mitchell		Yes		0				Total		Jun 25		0		

		1		Quality and Safety		CISE22		CISE22		CISE22 - Zero MRSA bacteraemia in Inpatients		na		MRSA		Tracks hospital-acquired MRSA bloodstream infections, aiming for zero cases. This is usually reported as a count of incidents or as a binary indicator (zero/not zero), depending on reporting method.						Corwen Hull		Yes		0				Total		May 25		0		

		1		Quality and Safety				Safer Staffing		Safer Staffing								New		Requested at last Norfolk Adults SAC.

Explore Unfilled Rosters as a measure.  Only available on Inpts currently.		Corwen Hull		No, would need one				Maintain RN:patient ratio ≤1:8 (across shifts); avoid exceeding 1:15								Royal College of Nursing https://www.rcn.org.uk/-/media/Royal-College-Of-Nursing/Documents/Publications/Obselete/PUB-003860.pdf

		1		Quality and Safety				Infection rates – e.g., leg ulcer infections, catheter-associated UTIs		Infection rates – e.g., leg ulcer infections, catheter-associated UTIs								New		Is this possible?		Corwen Hull/Beth Kimber		No, would need one				≤5% 								Aligns with the reported prevalence (5–5.1%) in community settings  (UKHSA and PHIN express HCAI rates as the number of infections per 100,000 bed days, reflecting patient exposure to risk rather than raw admission counts )

UKHSA publishes latest survey on healthcare-associated infections - GOV.UK and Healthcare-associated infections | UKHSA data dashboard

				Quality and Safety				Staff Flu Vaccination		Staff Flu Vaccination uptake		Eligible staff		Staff having flu vac		Could monitor uptake.		New		Suggested by Kate H & Del M																

		1		Quality and Safety				End-of-life care access		End-of-life care access								New		e.g. ref to 1st contact		Emma Taylor		No, would need one				≥ 90%								90% threshold is  accepted as a benchmark for quality in EoL care metrics, representing a balance between ambition and achievable compliance across NHS trusts.The National Audit of Care at the End of Life (NACEL) reports indicate many trusts target ≥90% for place-of-death preferences met and documentation.

		1		Quality and Safety				Waiting Well - see ET email		Waiting Well - see ET email								New										0.65								The NHS Waiting Well Programme, focused on elective care, aims for a 65% compliance rate with the 18-week waiting time target by March 2026. The broader goal is to return to the constitutional standard of 92% of patients waiting less than 18 weeks by March 2029. This is part of a wider effort to reduce elective care waiting times. 

		1		Quality and Safety						Initial holistic assessments being completed on first visit								New		Reportable?																

		1		Quality and Safety		CISE13		CISE13		CISE13 - Contacts recorded in 24hrs		No entered within 24 hrs		Contacts		Measures data entry timeliness. It calculates the percentage of clinical contacts that were recorded within 24 hours by dividing the number entered within 24 hours (numerator) by the total number of contacts (denominator).						Kevin Fisher		Yes		98.5%				Total		Jun 25		98.5%		

		1		Quality and Safety				Legulc		Leg ulcers								New		Leg Ulcers – healed, how long on caseload, responding to best practice?  Speak to HW re access standards.		Helene Wilson		No, needs one												

		1		Quality and Safety				Waiting Time from Referral to first Doppler		Waiting Time from Referral to first Doppler						Measures the number of days between referral and first Doppler ultrasound. Usually reported as average days or % within a standard timeframe (e.g., 2 weeks).		New		Patients should be seen within 20 days of referral (with exclusions) within the first 20 days		Helene Wilson		No, would need one				≥95% within 6 weeks								NHS England mandates that 99% of all routine diagnostic tests (including ultrasounds) should be completed within 6 weeks of referral.  https://www.england.nhs.uk/long-read/national-elective-access-policy/ 

		1		Quality and Safety				% EoL Pts in Preferred Place of Care		% EoL Pts in Preferred Place of Care						Measures the proportion of End of Life patients who died in their stated preferred place. Calculated by dividing the number who died in their preferred setting by the total number of EoL patients with a recorded preference.		New				Emma Taylor		No, would need one				≥ 90%								90% threshold is  accepted as a benchmark for quality in EoL care metrics, representing a balance between ambition and achievable compliance across NHS trusts.The National Audit of Care at the End of Life (NACEL) reports indicate many trusts target ≥90% for place-of-death preferences met and documentation.

		1		Quality and Safety				% EoL pts - Respect form in place		% EoL pts - Respect form in place						Measures compliance with advance care planning. Percentage of End of Life patients who have a valid RESPECT form in place.		New		% of patients on pathway with respect template completed		Emma Taylor		No, would need one				≥90%								90% threshold is  accepted as a benchmark for quality in EoL care metrics, representing a balance between ambition and achievable compliance across NHS trusts.The National Audit of Care at the End of Life (NACEL) reports indicate many trusts target ≥90% for place-of-death preferences met and documentation.

		1		Quality and Safety		CISE23		CISE23		CISE23 - Unallocated Visits (Avg Weekly) - Total		Unallocated Visits		Unique Dates Submitted		Measures the average number of patient visits per week that remain unallocated to a staff member. It is calculated by dividing the total unallocated visits (numerator) by the number of days data was submitted (denominator), then averaged to a weekly figure.				Community Nursing service only		All PDs & CDs		Yes				XX		Total		29 Jun 25		263		No formal national target for unallocated visits has been identified in publicly available NHS guidance, but trusts often treat any unallocated activity as a serious operational risk.

		1		Quality and Safety		CISE24		CISE24		CISE24 - Unallocated Visits (Avg Weekly) - Nursing		Unallocated Visits (Nursing)		Unique Dates Submitted		Same as CISE23 but specific to nursing. It calculates the average number of unallocated nursing visits per week.				Community Nursing service only		All PDs & CDs		Yes				XX		Total		29 Jun 25		133		No formal national target for unallocated visits has been identified in publicly available NHS guidance, but trusts often treat any unallocated activity as a serious operational risk.

		1		Quality and Safety		CISE25		CISE25		CISE25 - Unallocated Visits (Avg Weekly) - Phlebotomy		Unallocated Visits (Phlebotomy)		Unique Dates Submitted		Same as CISE23 but specific to phlebotomy services. It provides a weekly average of unallocated phlebotomy visits.				Community Nursing service only		All PDs & CDs		Yes				XX		Total		29 Jun 25		92.4		No formal national target for unallocated visits has been identified in publicly available NHS guidance, but trusts often treat any unallocated activity as a serious operational risk.

		1		Quality and Safety		CISE26		CISE26		CISE26 - No Of Deferrals (Weekly)		na		Deferrals		Measures the number of visits or appointments that were deferred in a given week. Reported as a count.				Community Nursing service only		All PDs & CDs		Yes				<10/week 		Total		29 Jun 25		-14.0		There is no national mandated target specifically for community deferrals, the suggested threshold aligns with principles from:
NHS Constitution: Commitment to timely access to services.
CQC Key Lines of Enquiry (KLOEs): Requires services to be responsive and well-planned.
NHS England’s "RightCare" programme and community productivity indicators, which encourage minimising missed or delayed care.

				Quality and Safety				Safeguarding		Section 42s, training, supervision						Section 42s, training, supervision		New																		

				Quality and Safety				Safeguarding		MCA/DoLS						MCA/DoLS		New																		

		2		Performance		CISE05		CISE05		CISE05 - 18wk RTT Compliance Rate		Within 18 weeks		Waiters		Measures the percentage of patients on an open referral pathway who have been waiting less than 18 weeks from referral to treatment. It does this by dividing the number of patients waiting under 18 weeks (numerator) by the total number of waiters (denominator).				Think also about high volume/high priority access standards		Jo Fisher/Stuart Morton		Yes		92%				Total		Jun 25		89.0%		The NHS Waiting Well Programme, focused on elective care, aims for a 65% compliance rate with the 18-week waiting time target by March 2026. The broader goal is to return to the constitutional standard of 92% of patients waiting less than 18 weeks by March 2029. This is part of a wider effort to reduce elective care waiting times. 

		2		Performance		CISE05a		CISE05a		CISE05a - 18wk RTT Consultant Led		Within 18 weeks		Waiters (cons led)		Same as CISE05 but specific to consultant-led pathways. Measures the proportion of consultant-led referrals seen within 18 weeks by dividing those waiting less than 18 weeks (numerator) by all consultant-led waiters (denominator).						Jo Fisher/Stuart Morton		Yes		92%				Total		Jun 25		92.8%		The NHS Waiting Well Programme, focused on elective care, aims for a 65% compliance rate with the 18-week waiting time target by March 2026. The broader goal is to return to the constitutional standard of 92% of patients waiting less than 18 weeks by March 2029. This is part of a wider effort to reduce elective care waiting times. 

		2		Performance		CISE05b		CISE05b		CISE05b - Over 30 week Waiters								Remove		Move to regular (BI) monitoring		Jo Fisher/Stuart Morton		Yes		412				Total		Jun 25		333		

		2		Performance		CISE05d		CISE05d		CISE05d - Over 52 weeks Consultant Led		na		Waiters (cons led) >52 wks		Measures the number of patients who have waited over 52 weeks on consultant-led pathways. Reported as a count, not a ratio. Highlights extreme breaches of the RTT standard.						Jo Fisher/Stuart Morton		Yes		0		0		Total		Jun 25		0		Reflects RTT expectations and mitigates extreme delays

		2		Performance		CISE05d				Over 52 weeks Non-Consultant Led		na		Waiters >52 wks		Measures the number of patients who have waited over 52 weeks on non-consultant-led pathways. Reported as a count, not a ratio. Highlights extreme breaches of the RTT standard.		New				Jo Fisher/Stuart Morton														

		2		Performance		CISE05g				CISE05g - Median wait in weeks - unseens								Remove		Does not add value in the context of a perf report										Total		Jun 25		2.37		

		2		Performance		CISE05h				CISE05h - Median wait in weeks - Seens								Remove		Does not add value in the context of a perf report										Total		Jun 25		0.337		

		2		Performance		CISE11		CISE11		CISE11 - Right to Discharge (days delayed)		Delayed Bed Days		Occupied Bed Days		Measures the proportion of inpatient bed days that are delayed due to discharge planning or system constraints. It does this by dividing delayed discharge bed days (numerator) by the total number of occupied bed days (denominator), typically expressed as a percentage.				Change the name to NCTR		Kirsty Rowden		Yes		29.5%				Total		Jun 25		18.9%		

		2		Performance		CISE14		CISE14		CISE14 - Average length of stay		Discharges		Total Length of Stay		Measures the average number of days in hospital per discharged patient. It does this by dividing the total number of occupied days for all patients (denominator) by the number of discharges (numerator).				Make clear this refers to intermediate beds		Mark Walker		Yes		30				Total		Jun 25		26.2		

		2		Performance		CISE14a		CISE14a		CISE14a - Average Length of Stay - Beech Ward (Tier2)		Discharges (RCS under 11)		Total Length of Stay		Same as CISE14 but specific to Tier 2 patients on Beech Ward. It divides total length of stay (denominator) by number of Tier 2 discharges (numerator) to determine average LOS.		Keep or Remove?		Why is this in here?  Maybe an average/think about relevance with Stuart Morton		Stuart Morton		Yes				28.36		Total		Jun 25		9.47		Benchmarking community indicators national mean for May

		2		Performance		CISE14b		CISE14b		CISE14b - Average Length of Stay - Beech Ward (Tier3)		Discharges (RCS over 11)		Total Length of Stay		Same as CISE14a, but for Tier 3 patients. It calculates average LOS by dividing total stay days by the number of discharges with RCS over 11.		Keep or Remove?		Why is this in here?  Maybe an average/think about relevance with Stuart Morton		Stuart Morton		Yes				28.36		Total		Jun 25		-4.00		Benchmarking community indicators national mean for May

		2		Performance		CISE14c		CISE14c		CISE14c - Patients with LOS over 6 months - Caroline House		Total Length of Stay (info only)		No of Patient over 183 days		Measures average length of stay for long-stay patients (>183 days) at Caroline House. It does this by dividing total bed days (numerator) by the number of patients who’ve stayed longer than 6 months (denominator). Used to monitor complex cases.		Keep or Remove?		Why is this in here?  Maybe an average/think about relevance with Stuart Morton		Stuart Morton		Yes		0				Total		Apr 25		-0.123		

		2		Performance		CISE16a		CISE16a		CISE16a - Did Not Attends  - Adult services		DNAs		Contacts + DNAs		Measures the DNA (Did Not Attend) rate for adult services. It calculates the proportion of missed appointments by dividing the number of DNAs (numerator) by the sum of attended contacts and DNAs (denominator).						Jo Fisher		Yes		2.5%				Total		Jun 25		0.928%		

		2		Performance		CISE17		CISE17		CISE17 - Cancellations by Unit (CBUs)								Remove		Used as an admin process, not true picture of cancellations as services move appointments on ledgers when they need to cancel & rebook (not reportable)		Jo Fisher		Yes		5%				Total		Jun 25		0.739%		

		2		Performance		CISE18a		CISE18		CISE18 - 2 Hour Urgent Response		MetUrgencyTarget		UCR referrals seen		Measures the percentage of Urgent Community Response (UCR) referrals that were seen within the 2-hour target. It does this by dividing the number of referrals that met the target time (numerator) by the total number of referrals seen (denominator).				Move threshold to 80%		Kirsty Rowden		Yes		70%				Total		Jun 25		65.6%		

		2		Performance		CISE31		CISE31		CISE31 - Virtual Ward occupancy % (Monthly)		Virtual Ward current caseload today		Virtual Ward available capacity		Measures current monthly occupancy of Virtual Wards. It is calculated by dividing the caseload (numerator) by available capacity (denominator), and expressing the result as a percentage.		Keep or Remove?		Check with KR & CH what would be the most useful metrics (UCCH system targets etc)		Kirsty Rowden		Yes		80%				Total		Jun 25				

		2		Performance		CISE32		CISE32		CISE32 - Avg Virtual Ward capacity (Monthly)		Virtual Ward available capacity		Unique Dates Submitted		Measures the average Virtual Ward capacity available across the month. It does this by dividing the sum of daily capacity values (numerator) by the number of days data was submitted (denominator).		Keep or Remove?		Position as at e/o each month for e.g.  Does this help?  Speak to KR		Kirsty Rowden		Yes		28				Total		Jun 25				

		2		Performance				Therapy waits		Therapy waits						Likely refers to average or median wait times for therapy services (e.g., physio, OT). Needs context to confirm exact calculation.		New				All PDs & CDs						95% within 18 weeks								https://www.england.nhs.uk/long-read/an-improvement-framework-to-reduce-community-musculoskeletal-waits-while-delivering-best-outcomes-and-experience/ 

		2		Performance				Time taken to triage - CNT/CN??		Time taken to triage - CNT/CN??						Measures mean average or median average time from referral to triage in Community Nursing Teams. Requires specific calculation method.		New				Kate Pontin		No, would need one				24hr								NHS England guidance generally recommends a "same day" or "within 24 hours" response for urgent but non-life-threatening situations. 

		2		Performance				Time taken to triage - other services??		Time taken to triage - other services??						Same as above, for services other than CN/CNT. Needs clarification on what’s included.		New		Useful for other services?		Kate Pontin		No, would need one				24hr								NHS England guidance generally recommends a "same day" or "within 24 hours" response for urgent but non-life-threatening situations. 

		2		Performance		CISE33		CISE33		CISE33 - Urgent Care Response referrals accepted (per 100k weighted pop)		UCR Referrals Received		Adult population - 858436		Measures demand for urgent care services. It is calculated as UCR referrals ÷ population × 100,000 to standardise for population size.				Move to Performance		All PDs & CDs		Yes				XX		Total		Jun 25		-153		Might be worth benchmarking against ICB data if they have any/

		2		Performance		CISE34		CISE34		CISE34 - All other CN referrals accepted (per 100k weighted pop)

tc={DA0CCA58-634F-43B3-AA82-74C34D5D33AB}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

[Tasks]

There is a task anchored to this comment that cannot be viewed in your client.

Comment:
    im not clear what this one captures @Kevin Fisher 
Reply:
    @Robert Mack All other referrals into CNT bar UCR ref's i.e. CISE33 (it's a fair point, it is not at all clear in this spreadsheet).		CN Referrals Received (excl UCR)		Adult population - 858436		Measures volume of general (non-UCR) community nursing referrals accepted. Calculated per 100,000 adult population to enable comparison.				Move to Performance		All PDs & CDs		Yes				XX		Total		Jun 25		-3,112		Might be worth benchmarking against ICB data if they have any/

		2		Performance		CISE35		CISE35		CISE35 - Caseload per Clinical CN WTE		Active Referrals		WTE		Measures average number of patients (caseload) per whole-time equivalent (WTE) clinical community nurse. Calculated as active referrals ÷ WTE. Reflects workload per nurse.				Move to Performance		All PDs & CDs		Yes				XX		Total		Jun 25				In community settings, the RCN acknowledges that a single caseload size is not feasible due to the variability in patient needs and workload. Instead, they suggest that workload, rather than caseload, should be the primary factor in determining staffing, taking into account factors like patient acuity and social isolation https://qicn.org.uk/wp-content/uploads/2022/02/Workforce-Standards-for-the-District-Nursing-Service.pdf  also a community psychiatric nurse (CPN) providing an assertive outreach service may have as few as 12 cases at one time – as the service may involve visiting some clients several times a day. But a CPN with a more generic caseload could be covering 40-50 cases. There is little data documenting what is typical from file:///C:/Users/robinsonkat/Downloads/PUB-003860%20(1).pdf

		2		Performance		CISE36		CISE36		CISE36 - Average time on CN Caseload at discharge (weeks)		weeks on Caseload		CN Referrals Received (excl UCR)		Measures average length of time patients remain on the community nursing caseload before discharge. Calculated as total weeks divided by number of discharged patients.				Metric needs strengthening.  Move to Performance		All PDs & CDs		Yes				XX		Total		Jun 25		2.02		Again I'm not sure, I think this would vary from service to service, esspecally the ones with PIFU. But maybe suggest, ≥10% reduction in average time annually as this encourages improvement in discharge planning, efficiency, and caseload flow.

		2		Performance		CISE37		CISE37		CISE37 - CN Follow up ratio		CN FU Contacts		CN Initial Contacts		Measures the average number of follow-up contacts made per initial contact. It is calculated by dividing the number of follow-ups by the number of initial visits. Higher ratios may reflect ongoing care needs.				Metric needs strengthening.  Move to Performance		All PDs & CDs		Yes				≤1.5		Total		Jun 25		3.90		NHSBN reports (e.g., 2023/24) cite: Community nursing average follow-up ratio: ~1.4–1.5, Intermediate care: ~1.2–1.3. And NICE guidelines for home-based care and reablement emphasize goal-driven plans, supporting minimal necessary contact post-initial visit.

		2		Performance		CISE38		CISE38		CISE38 - Average duration of care plan performed (CN)		CN Duration		CN Care Plans Performed		Measures the average time spent delivering a care plan. Calculated as total time recorded for care plans ÷ number of care plans. Indicates intensity of care delivery.				Move to Performance		All PDs & CDs		Yes				XX		Total		Jun 25		26.5		Again this is tricky as it will diffrer from Place to place, but maybe suggest a ≥10% reduction in average duration per care plan annually

		2		Performance				Ave. visits per day per WTE		Ave. visits per day per WTE						Measures average number of patient visits per clinical staff WTE per day. Reflects productivity and capacity.		New		Move to Performance		All PDs & CDs		No, needs one				≥ 4 visits/day per WTE								NHS England Community Nursing Workforce Model, 2018 - Recommends 3.5–5 visits/day range. RCN Staffing & Workload Guidance, 2019 - Targets 3–5 visits/day, 4 as practical.

		2		Performance				Continuity of care – % of patients cared for by the same nurse consistently		Continuity of care – % of patients cared for by the same nurse consistently						Measures the percentage of patients who consistently receive care from the same nurse over time. Indicates patient experience and care quality.		New		Likely to be too difficult to report.  Move to Performance		All PDs & CDs		No, needs one				0.8								80% represents a strong majority while acknowledging operational constraints like staffing flexibility, absences, and on-the-day availability. It aligns with the policy emphasis (via NICE) on consistency, encouraging services to prioritize assigning the same provider whenever feasible. NICE Quality Statement 11 recommends that patients receive care from the same healthcare professional or team throughout an episode of care, wherever possible 

		2		Performance				Community nursing wait time <2 days		Community nursing wait time <2 days						Measures the percentage of community nursing referrals seen within 2 days. Reflects responsiveness of service.		New		Move to Performance		All PDs & CDs		No, needs one				≥95%								Average waiting time for home based intermediate care is 5.86 accoriding to community indicators benchmarking data for May. CQC-inspected Trusts with ratings of “Outstanding” for responsiveness often meet or exceed the 95% in 2 days benchmark, especially for adult community nursing referrals.

		2		Performance				Re- referral rate / has planned referral then gets a UCR / RR referral		Re- referral rate / has planned referral then gets a UCR / RR referral						Measures the rate at which patients initially discharged or given a planned referral later require urgent (UCR or RR) re-referral. May indicate unmet needs or discharge planning issues. 
		New		Move to Performance		All PDs & CDs		No, needs one				XX								I have no idea. NHS England’s Community Services Data Set (CSDS) and Urgent Community Response minimum standards suggest using standardised referral rates per 100k as comparison units.

		3		Workforce		ADBF01		ADBF1		ADBF1 - Absence Rate (rolling 12 months)		ABS_FTE		Avail_FTE		Measures the average staff sickness absence rate over the last 12 months. It does this by dividing the Full-Time Equivalent (FTE) days lost to sickness (numerator) by the total available working FTE (denominator), then expressing it as a percentage.						Liz Cooke		Yes		4.9%				Total		May 25		6.43%		

		3		Workforce		ADBF01a		ADBF1a		ADBF1a - Absence Rate (in month)		ABS_FTE		Avail_FTE		Same as ADBF1, but measured for the current reporting month only. Shows monthly sickness absence rate. Calculated as (FTE days lost / available FTE days) × 100.						Liz Cooke		Yes		4.9%				Total		May 25		4.96%		

		3		Workforce		ADBF01b		ADBF1b		ADBF1b - Short term Absence Rate (in month)		STA_FTE		Avail_FTE		Measures the short-term absence rate in the current month. It uses the FTE days lost to short-term sickness (numerator) divided by total available FTE (denominator), expressed as a percentage.						Liz Cooke		Yes		1.96%				Total		May 25		1.64%		

		3		Workforce		ADBF01c		ADBF1c		ADBF1c - Long term Absence Rate (in month)		LTA_FTE		Avail_FTE		Measures the long-term absence rate in the current month. It is calculated by dividing the FTE days lost to long-term sickness (numerator) by the total available FTE (denominator), then converting to a percentage.						Liz Cooke		Yes		2.94%				Total		May 25		2.81%		

		3		Workforce		ADBF02		ADBF2		ADBF2 - Appraisal Compliance Rate		Completed		Assignments		Measures the proportion of staff with a completed annual appraisal. It does this by dividing the number of completed appraisals (numerator) by the total number of eligible staff assignments (denominator), expressed as a percentage.						Liz Cooke		Yes		90%				Total		Jun 25		86.1%		

		3		Workforce		ADBF03		ADBF3		ADBF3 - Mandatory Training Rate		Core Achieved		Core Required		Measures compliance with core mandatory training requirements. It is calculated by dividing the number of mandatory training modules completed (numerator) by the total required (denominator), then expressed as a percentage.						Liz Cooke		Yes		90%				Total		Jun 25		91.5%		

		3		Workforce		ADBF04		ADBF4		ADBF4 - Vacancy Rate		na		% Posts Vacant		Measures the proportion of budgeted posts that are vacant. Typically calculated as (vacant posts / total funded posts) × 100. Indicates recruitment gaps.						Liz Cooke		Yes		9.5%				Total		Jun 25				

		3		Workforce		ADBF05		ADBF5		ADBF5 - Staff Turnover Rate		na				Measures the percentage of staff leaving the organisation over a defined period (usually rolling 12 months). Highlights workforce stability.						Liz Cooke		Yes		12%				Total		Jun 25				

		3		Workforce		ADBF06		ADBF6		ADBF6 - Time to recruit (Days)		na				Measures the average number of calendar days between the approval of a vacancy and the successful candidate's start date. Reflects efficiency of the full recruitment cycle.						Liz Cooke		Yes		37				Total		Jun 25				

		3		Workforce		ADBF06a		ADBF6a		ADBF6a - Time to Select (Days)		na				Measures the number of days between vacancy approval and the selection/interview date. Indicates speed of candidate shortlisting and interview scheduling.						Liz Cooke		Yes		10				Total		Jun 25				

		3		Workforce		ADBF06b		ADBF6b		ADBF6b - Time to Conditional Offer (Days)		na				Tracks the average number of days from vacancy approval to the date a conditional job offer is made. Reflects recruitment pipeline speed up to offer stage.						Liz Cooke		Yes		2				Total		Jun 25				

		3		Workforce		ADBF06c		ADBF6c		ADBF6c - Time for Employment Checks (Days)		na				Measures the average number of days taken to complete pre-employment checks (e.g., DBS, references, occupational health). Reflects onboarding efficiency.						Liz Cooke		Yes		25				Total		Jun 25				

		3		Workforce		ADBF07		ADBF7		ADBF7 - Temporary Staff Utilisation		na				Measures the proportion of staffing filled by temporary (agency or bank) workers. Indicates reliance on non-permanent staff.						Liz Cooke		Yes						Total		Jun 25				

		3		Workforce				Retention rate (12-month) - % of nurses remaining in post 12 months after start		Retention rate (12-month) - % of nurses remaining in post 12 months after start						Measures the percentage of nurses who remain in their post 12 months after their employment start date. It reflects staff stability and the effectiveness of onboarding, support, and working conditions.		New		Key to workforce stability - seek view from Liz C		Liz Cooke		No, would need one				≥90%								The NHS Long Term Workforce Plan aims to reduce the nurse leaver rate from 9.1% in 2022 to between 7.4% and 8.2% within 15 years. https://www.england.nhs.uk/long-read/nhs-long-term-workforce-plan-2/ 

		3		Workforce		CISE27		CISE27		CISE27 - CN Overall Unavailability Profile (% in month)		Total_Unavailability_Hours		Contracted_Hours_in_Period		Measures the percentage of contracted hours that staff were unavailable (for any reason). Calculated as (unavailable hours ÷ contracted hours) × 100. Indicates capacity constraints.				Move to Workforce		All PDs & CDs		Yes				≤16%		Total		Jun 25		25.3%		Composite of other thresholds; higher levels may require escalation or staffing review.

		3		Workforce		CISE28		CISE28		CISE28 - CN Unavailability - Sickness (% in month)		Sickness_Hours		Contracted_Hours_in_Period		Measures the proportion of total contracted hours lost to sickness. Calculated as (sickness hours ÷ contracted hours) × 100.				Needs threshold added.  Move to Workforce		All PDs & CDs		Yes				≤3%		Total		Jun 25		6.25%		Matches NHS England’s typical long-term sickness benchmark (2.9–3.2%). Sickness absence across NHS tends to average ~3–4%, varying by staff group and season.

		3		Workforce		CISE29		CISE29		CISE29 - CN Unavailability - Annual Leave (% in month)		Annual_Leave_Hours		Contracted_Hours_in_Period		Measures the percentage of contracted hours taken as annual leave. Formula: (annual leave hours ÷ contracted hours) × 100.				Move to Workforce		All PDs & CDs		Yes				≤8%		Total		Jun 25		7.66%		Reflects equitable distribution of leave across year (~25–30 days leave entitlement). Annual leave utilisation averages 7–9% monthly when spread over the year.

		3		Workforce		CISE30		CISE30		CISE30 - CN Unavailability - Other (% in month)		Other_Leave_Hours+Parenting_Hours+Study_Day_Hours+Working_Day_Hours		Contracted_Hours_in_Period		Measures the proportion of staff time lost to other non-sickness, non-leave reasons. Worked out as sum of non-sickness absence hours ÷ contracted hours × 100. Helps identify other capacity drains.				Move to Workforce		All PDs & CDs		Yes				≤5%		Total		Jun 25		5.28%		The “Other” category is more variable, but a 5% ceiling is commonly adopted in workforce planning tools.

		4		Finance		BFFO03		BFFO03		BFFO03 - Budget variance to NHSE adj		na				Measures the difference between actual financial performance and the NHS England-adjusted budget. A positive variance may indicate underspend; a negative variance indicates overspend. Expressed in £ or %.						Jade S/Emma L		Yes		0%		0%		Total		Jun 25				

		4		Finance		BFFO04		BFFO04		BFFO04 - Forecast Variance to NHSE		na				Measures the difference between forecast year-end financial position and the NHS England-adjusted plan. Used to monitor whether the organisation is on track to meet financial targets.						Jade S/Emma L		Yes		0%		0%		Total		Jun 25				

		4		Finance		BFFO11		BFFO11		BFFO11 - Agency Expenditure £000s		na				Total spend on agency staff, reported in thousands of pounds (£000s). Reflects reliance on temporary staffing and impacts cost efficiency. Often monitored against internal or NHSE targets.						Jade S/Emma L		Yes				≤ 8% of total staffing budget 		Total		Jun 25				NHS England guidance (especially from the Reducing Agency Spend Programme) encourages trusts to limit agency staffing to ≤8% of total staffing spend.

		4		Finance		BFFO12		BFFO12		BFFO12 - Better Payment Policy Compliance		na				Measures the percentage of invoices paid within the agreed payment terms (usually 30 days). Tracks performance against the Better Payment Practice Code.						Jade S/Emma L		Yes				≥95% of invoices paid within 30 days		Total		Jun 25				Standard BPPC target (NHS & government-wide)

		4		Finance				Recurrent efficiencies identified vs target (full year)		Recurrent efficiencies identified vs target (full year)						Measures the proportion of planned full-year recurrent cost savings that have been identified.		New		Requested by Jade S		Jade S/Emma L		No, would need one				≥ 90% of identified savings								Common financial planning threshold across NHS organisations

		4		Finance				Efficiencies delivered vs target (year to date)		Efficiencies delivered vs target (year to date)						Measures actual cost improvements delivered in the year to date against the planned savings target.		New		Requested by Jade S		Jade S/Emma L		No, would need one				≥ 90% of planned savings delivered YTD								Matches NHS England’s typical financial monitoring expectations

		4		Finance				Agency spend vs target (year to date)		Agency spend vs target (year to date)						Compares current agency staffing costs against year-to-date targets. Values over 100% indicate overspend.		New		Requested by Jade S		Jade S/Emma L		No, would need one

		4		Finance				Bank spend vs target (year to date)		Bank spend vs target (year to date)						Measures current spend on bank staff relative to the target for the year to date. Used to monitor cost pressures and workforce flexibility.		New		Requested by Jade S		Jade S/Emma L		No, would need one

		4		Finance				Better payment practice code (year to date)		Better payment practice code (year to date)						YTD version of BFFO12. Measures compliance with prompt payment practices across the year.		New		Requested by Jade S		Jade S/Emma L		No, would need one

		4		Finance				Pay vs non-pay ratio		Pay vs non-pay ratio						Measures the proportion of spending on staff pay versus all other types of expenditure. Calculated as (pay spend ÷ total spend), often expressed as a percentage. Helps assess resource allocation.		New		Ensures appropriate allocation of resources		Jade S/Emma L		No, would need one				Maintain pay spend ≤ 60% of total spend								Reflects common benchmark for balanced resource allocation in NHS trusts. A 2020–21 Department of Health and Social Care (DHSC) report, cited in the Institute for Government’s Performance Tracker, found that 64% of hospital spending relates directly to staff costs. https://www.instituteforgovernment.org.uk/performance-tracker-2022/methodology

		4		Finance				Income diversification		Income diversification						Measures the extent to which the organisation relies on non-NHS (non-core) income sources such as private, charitable, or commercial income.		New		% of total income from non-NHS sources. Supports sustainability.  For info only?		Jade S/Emma L		No, would need one				Non-core income ≥10% of total income								A target of 10% encourages strategic innovation

		4		Finance				Cost per patient contact/Productivity		Cost per patient contact/Productivity						Measures cost-efficiency by calculating how much, on average, is spent per patient contact. Lower values may indicate greater productivity.		New		Measures operational efficiency.  Enables benchmarking and trend analysis		Jade S/Emma L		No, would need one				Year-on-year cost reduction ≥ 5%								Promotes productivity improvement
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im not clear what this one captures @Kevin Fisher 



@Robert Mack All other referrals into CNT bar UCR ref's i.e. CISE33 (it's a fair point, it is not at all clear in this spreadsheet).







Metrics (2)

		Category		Domain		Metric ID		Metric ID		Metric		Numerator		Denominator		Definition note		Keep/Remove		Comments		Lead		Does existing threshold need reviewing?		Current threshold		Proposed Threshold		Group		Latest Date		LPL		Rationale

		1		Quality and Safety		CISE01		CISE01		CISE01 - VTE Compliance Rate		VYE Completed		Admissions		Measures the proportion of admitted patients who received a Venous Thromboembolism (VTE) risk assessment. It does this by comparing the number of completed VTE assessments (numerator) to the total number of admissions (denominator).						Corwen Hull		Yes		95%				Total		Jun 25		93.2%		

		1		Quality and Safety		CISE02		CISE02		CISE02 - Injurious Falls per 1000 OBDS		Injurious Falls		Occupied Bed Days		Measures the rate of patient falls that result in injury. It does this by dividing the number of injurious falls (numerator) by the total occupied bed days (denominator), and multiplying by 1,000 to give a rate per 1,000 bed days.						Sara Tansley		Yes		2.1				Total		Jun 25		0.804		

		1		Quality and Safety		CISE03		CISE03		CISE03 - Complaints per 1000 WTE		Complaints (excl Level1)		WTE		Measures the frequency of formal complaints in relation to staffing levels. It does this by dividing the number of complaints (excluding minor or Level 1) by the total Whole Time Equivalent staff (denominator), and multiplying by 1,000.						Del Mitchell		Yes		4.3				Total		Jun 25				

		1		Quality and Safety		CISE04		CISE04		CISE04 - FFT Rate		Very Good or Good		Responses		Measures patient satisfaction with services. It does this by dividing the number of patients who rated care as "Very Good" or "Good" (numerator) by the total number of responses received (denominator), giving a proportion of positive feedback.						Del Mitchell		Yes		95.6%				Total		Jun 25		94.2%		

		1		Quality and Safety		CISE06		CISE06		CISE06 - Incidents per 1,000 WTE		DATIX Incidents		WTE		Measures the rate of reported incidents in relation to staffing. It does this by dividing the number of incidents reported in DATIX (numerator) by the number of Whole Time Equivalent staff (denominator), and multiplying by 1,000. 		Remove		Split between Inpts & Comm??  & Associated targets? NEED TO CHECK WHICH INCIDENTS IS IT JUST THOSE ATTRIBUTABLE TO NCHC, ONY OF A CERTAIN LEVEL ETC		Del Mitchell		Yes		199		66		Total		Jun 25				The "NHS Model Health System" apparently uses this metric to enable national benchmarking of performance but I cannot get to it, I tried to register to get access but their system isn't working. https://www.england.nhs.uk/applications/model-hospital/ 

		1		Quality and Safety		CISE06				Incidents per 1,000 WTE - Inpatients		DATIX Incidents (Inpatients)		WTE		Measures the rate of inpatient-specific incidents reported per 1,000 staff. It uses the number of inpatient incidents (numerator) divided by total WTE (denominator), multiplied by 1,000. 		New		If doable, remove CISE06. NEED TO CHECK WHICH  INCIDENTS IS IT JUST THOSE ATTRIBUTABLE TO NCHC, ONLY OF A CERTAIN LEVEL ETC		Del Mitchell		Yes												

		1		Quality and Safety		CISE06				Incidents per 1,000 WTE - Community Services		DATIX Incidents (Community)		WTE		Measures the rate of community service-related incidents reported per 1,000 staff. It does this by dividing the number of community-based incidents (numerator) by the total WTE (denominator), and multiplying by 1,000. 		New		If doable, remove CISE06. NEED TO CHECK WHICH INCIDENTS IS IT JUST THOSE ATTRIBUTABLE TO NCHC, ONLY A CERTAIN LEVEL ETC		Del Mitchell		Yes												

		1		Quality and Safety		CISE07		CISE07		CISE07 - Medication Errors (Hosp) per 1000 OBDs		Inpatient Medication Errors - NCHC attributed		Occupied Bed Days		Measures the rate of inpatient medication errors. It is calculated by dividing the number of attributed inpatient medication errors (numerator) by the occupied bed days (denominator), then multiplying by 1,000. 				NEED TO CHECK WHICH MEDICATION INCIDENTS IS IT JUST THOSE ATTRIBUTABLE TO NCHC, ONLY OF A CERTAIN LEVEL ETC		Corwen Hull		Yes		2.7				Total		Jun 25		0.0155		

		1		Quality and Safety		CISE08		CISE08		CISE08 - Medication Errors (Comm) per 1000 WTE		Medication Errors (community)		WTE		Measures the rate of medication errors in community settings. It is calculated by dividing the number of community medication errors (numerator) by the number of WTE staff (denominator), then multiplying by 1,000. 				NEED TO CHECK WHICH MEDICATION INCIDENTS IS IT JUST THOSE ATTRIBUTABLE TO NCHC, ONLY OF A CERTAIN LEVEL ETC		Corwen Hull		Yes		12.1				Total		Jun 25				

		1		Quality and Safety		CISE09		CISE09		CISE09 - PUs (Hosp) per 1000 OBDs		New Grade 2, 3 and 4 Pressure Ulcers - Inpatient		Occupied Bed Days		Measures the rate of new, serious pressure ulcers developed in inpatient care. It does this by dividing the number of new Grade 2, 3, or 4 ulcers (numerator) by occupied bed days (denominator), and multiplying by 1,000.						Corwen Hull		Yes		0.8				Total		Jun 25		0.107		

		1		Quality and Safety		CISE10		CISE10		CISE10 - PUs (Comm) per 1000 Patients		New Grade 2, 3 and 4 Pressure Ulcers - Community		Active Referrals		Measures the rate of serious pressure ulcers in the community. It does this by dividing the number of new community-acquired Grade 2, 3 or 4 ulcers (numerator) by the number of active referrals (denominator), multiplied by 1,000.						Helena Wilson		Yes		1.3				Total		Jun 25		1.40		

		1		Quality and Safety		CISE10a		CISE10a		CISE10a - PUs (Comm) per 1000 Patients - CN only		New Grade 2, 3 and 4 Pressure Ulcers - Community Nursing		Active Referrals		Same as CISE10, but specifically measures pressure ulcers in patients under Community Nursing care. Calculated by dividing the number of ulcers (numerator) by the number of active referrals (denominator), then multiplying by 1,000.						Helena Wilson		Yes				5.43		Total		Jun 25		4.52		NHS Community indicators Benchmarking for May 2025

		1		Quality and Safety		CISE15		CISE15		CISE15 - Compliments								Remove		Quantifying does not add value in the context of a performance report.  Compliments to be reported qualititavely regularly via Place & SAC IGRs 										Total		Jun 25		11.7		

		1		Quality and Safety		CISE19		CISE19		CISE19 - Post 48hr C.Difficile per 1,000 OBDs		C Diff		Occupied Bed Days		Measures the rate of Clostridioides difficile infections acquired more than 48 hours after admission. It does this by dividing the number of such infections (numerator) by the number of occupied bed days (denominator), and multiplying by 1,000.						Corwen Hull		Yes		0.06				Total		May 25		-0.150		

		1		Quality and Safety		CISE20		CISE20		CISE20 - Duty of Candour		na		Duty of Candour		Measures compliance with statutory Duty of Candour responsibilities. This is typically tracked by monitoring the number of incidents requiring disclosure and ensuring appropriate follow-up. The method of calculation may vary but is usually expressed as a percentage of completed disclosures out of total cases requiring them.						Del Mitchell		Yes		0				Total		Jun 25		0		

		1		Quality and Safety		CISE22		CISE22		CISE22 - Zero MRSA bacteraemia in Inpatients		na		MRSA		Tracks hospital-acquired MRSA bloodstream infections, aiming for zero cases. This is usually reported as a count of incidents or as a binary indicator (zero/not zero), depending on reporting method.						Corwen Hull		Yes		0				Total		May 25		0		

		1		Quality and Safety				Safer Staffing		Safer Staffing								New		Requested at last Norfolk Adults SAC.

Explore Unfilled Rosters as a measure.  Only available on Inpts currently.		Amy Rich / Corwen Hull		No, would need one				Maintain RN:patient ratio ≤1:8 (across shifts); avoid exceeding 1:15								Royal College of Nursing https://www.rcn.org.uk/-/media/Royal-College-Of-Nursing/Documents/Publications/Obselete/PUB-003860.pdf

		1		Quality and Safety				Infection rates – e.g., leg ulcer infections, catheter-associated UTIs		Infection rates – e.g., leg ulcer infections, catheter-associated UTIs								New		Is this possible?		Beth Kimber / Corwen Hull		No, would need one				≤5% 								Aligns with the reported prevalence (5–5.1%) in community settings  (UKHSA and PHIN express HCAI rates as the number of infections per 100,000 bed days, reflecting patient exposure to risk rather than raw admission counts )

UKHSA publishes latest survey on healthcare-associated infections - GOV.UK and Healthcare-associated infections | UKHSA data dashboard

		1		Quality and Safety				Staff Flu Vaccination		Staff Flu Vaccination uptake		Eligible staff		Staff having flu vac		Could monitor uptake.		New		Suggested by Kate H & Del M		Beth Kimber  														

		1		Quality and Safety				End-of-life care access		End-of-life care access								New		e.g. ref to 1st contact		Emma Taylor		No, would need one				≥ 90%								90% threshold is  accepted as a benchmark for quality in EoL care metrics, representing a balance between ambition and achievable compliance across NHS trusts.The National Audit of Care at the End of Life (NACEL) reports indicate many trusts target ≥90% for place-of-death preferences met and documentation.

		1		Quality and Safety				Waiting Well		If a wait post triage is gr4eater than 7 days, patient will be informed via letter/telephone call								New		Waiting Well Quality Statement 3.
Letters are created and marked as sent via SystmOne- could this be captured?		Emma Taylor						0.65								The NHS Waiting Well Programme, focused on elective care, aims for a 65% compliance rate with the 18-week waiting time target by March 2026. The broader goal is to return to the constitutional standard of 92% of patients waiting less than 18 weeks by March 2029. This is part of a wider effort to reduce elective care waiting times. 

		1		Quality and Safety						Initial holistic assessments being completed on first visit								New		Reportable?		Emma Taylor														

		1		Quality and Safety		CISE13		CISE13		CISE13 - Contacts recorded in 24hrs		No. entered within 24 hrs		Contacts		Measures data entry timeliness. It calculates the percentage of clinical contacts that were recorded within 24 hours by dividing the number entered within 24 hours (numerator) by the total number of contacts (denominator).						Kevin Fisher		Yes		98.5%				Total		Jun 25		98.5%		

		1		Quality and Safety				Waiting Time from Referral to first Doppler		Waiting Time from Referral to first Doppler						Measures the number of days between referral and first Doppler ultrasound. Usually reported as average days or % within a standard timeframe (e.g., 2 weeks).		New		Patients should be seen within 20 days of referral (with exclusions) within the first 20 days		Helene Wilson		No, would need one				≥95% within 6 weeks								NHS England mandates that 99% of all routine diagnostic tests (including ultrasounds) should be completed within 6 weeks of referral.  https://www.england.nhs.uk/long-read/national-elective-access-policy/ 

		1		Quality and Safety				% EoL Pts in Preferred Place of Care		% EoL Pts in Preferred Place of Care						Measures the proportion of End of Life patients who died in their stated preferred place. Calculated by dividing the number who died in their preferred setting by the total number of EoL patients with a recorded preference.		New				Emma Taylor		No, would need one				≥ 90%								90% threshold is  accepted as a benchmark for quality in EoL care metrics, representing a balance between ambition and achievable compliance across NHS trusts.The National Audit of Care at the End of Life (NACEL) reports indicate many trusts target ≥90% for place-of-death preferences met and documentation.

		1		Quality and Safety				% EoL pts - Respect form in place		% EoL pts - Respect form in place						Measures compliance with advance care planning. Percentage of End of Life patients who have a valid RESPECT form in place.		New		% of patients on pathway with respect template completed		Emma Taylor		No, would need one				≥90%								90% threshold is  accepted as a benchmark for quality in EoL care metrics, representing a balance between ambition and achievable compliance across NHS trusts.The National Audit of Care at the End of Life (NACEL) reports indicate many trusts target ≥90% for place-of-death preferences met and documentation.

		1		Quality and Safety		CISE23		CISE23		CISE23 - Unallocated Visits (Avg Weekly) - Total		Unallocated Visits		Unique Dates Submitted		Measures the average number of patient visits per week that remain unallocated to a staff member. It is calculated by dividing the total unallocated visits (numerator) by the number of days data was submitted (denominator), then averaged to a weekly figure.				Community Nursing service only		All PDs & CDs		Yes				XX		Total		29 Jun 25		263		No formal national target for unallocated visits has been identified in publicly available NHS guidance, but trusts often treat any unallocated activity as a serious operational risk.

		1		Quality and Safety		CISE24		CISE24		CISE24 - Unallocated Visits (Avg Weekly) - Nursing		Unallocated Visits (Nursing)		Unique Dates Submitted		Same as CISE23 but specific to nursing. It calculates the average number of unallocated nursing visits per week.				Community Nursing service only		All PDs & CDs		Yes				XX		Total		29 Jun 25		133		No formal national target for unallocated visits has been identified in publicly available NHS guidance, but trusts often treat any unallocated activity as a serious operational risk.

		1		Quality and Safety		CISE25		CISE25		CISE25 - Unallocated Visits (Avg Weekly) - Phlebotomy		Unallocated Visits (Phlebotomy)		Unique Dates Submitted		Same as CISE23 but specific to phlebotomy services. It provides a weekly average of unallocated phlebotomy visits.				Community Nursing service only		All PDs & CDs		Yes				XX		Total		29 Jun 25		92.4		No formal national target for unallocated visits has been identified in publicly available NHS guidance, but trusts often treat any unallocated activity as a serious operational risk.

		1		Quality and Safety		CISE26		CISE26		CISE26 - No Of Deferrals (Weekly)		na		Deferrals		Measures the number of visits or appointments that were deferred in a given week. Reported as a count.				Community Nursing service only		All PDs & CDs		Yes				<10/week 		Total		29 Jun 25		-14.0		There is no national mandated target specifically for community deferrals, the suggested threshold aligns with principles from:
NHS Constitution: Commitment to timely access to services.
CQC Key Lines of Enquiry (KLOEs): Requires services to be responsive and well-planned.
NHS England’s "RightCare" programme and community productivity indicators, which encourage minimising missed or delayed care.

		1		Quality and Safety				Safeguarding		Section 42s, training, supervision						Section 42s, training, supervision		New				Victoria Aspinall														

		1		Quality and Safety				Safeguarding		MCA/DoLS						MCA/DoLS		New				Victoria Aspinall														

		2		Performance		CISE05		CISE05		CISE05 - 18wk RTT Compliance Rate		Within 18 weeks		Waiters		Measures the percentage of patients on an open referral pathway who have been waiting less than 18 weeks from referral to treatment. It does this by dividing the number of patients waiting under 18 weeks (numerator) by the total number of waiters (denominator).		Keep		Think also about high volume/high priority access standards				Yes		92%				Total		Jun 25		89.0%		The NHS Waiting Well Programme, focused on elective care, aims for a 65% compliance rate with the 18-week waiting time target by March 2026. The broader goal is to return to the constitutional standard of 92% of patients waiting less than 18 weeks by March 2029. This is part of a wider effort to reduce elective care waiting times. 

		2		Performance		CISE05a		CISE05a		CISE05a - 18wk RTT Consultant Led		Within 18 weeks		Waiters (cons led)		Same as CISE05 but specific to consultant-led pathways. Measures the proportion of consultant-led referrals seen within 18 weeks by dividing those waiting less than 18 weeks (numerator) by all consultant-led waiters (denominator).		Keep						Yes		92%				Total		Jun 25		92.8%		The NHS Waiting Well Programme, focused on elective care, aims for a 65% compliance rate with the 18-week waiting time target by March 2026. The broader goal is to return to the constitutional standard of 92% of patients waiting less than 18 weeks by March 2029. This is part of a wider effort to reduce elective care waiting times. 

		2		Performance		CISE05b		CISE05b		CISE05b - Over 30 week Waiters								Remove		Move to regular (BI) monitoring				Yes						Total		Jun 25		333		

		2		Performance		CISE05d		CISE05d		CISE05d - Over 52 weeks Consultant Led		na		Waiters (cons led) >52 wks		Measures the number of patients who have waited over 52 weeks on consultant-led pathways. Reported as a count, not a ratio. Highlights extreme breaches of the RTT standard.		Keep						Yes		0		0		Total		Jun 25		0		Reflects RTT expectations and mitigates extreme delays

		2		Performance		CISE05d				Over 52 weeks Non-Consultant Led		na		Waiters >52 wks		Measures the number of patients who have waited over 52 weeks on non-consultant-led pathways. Reported as a count, not a ratio. Highlights extreme breaches of the RTT standard.		New																		

		2		Performance		CISE05g				CISE05g - Median wait in weeks - unseens								Remove		Does not add value in the context of a perf report										Total		Jun 25		2.37		

		2		Performance		CISE05h				CISE05h - Median wait in weeks - Seens								Remove		Does not add value in the context of a perf report										Total		Jun 25		0.337		

		2		Performance		CISE11		CISE11		CISE11 - Right to Discharge (days delayed)		Delayed Bed Days		Occupied Bed Days		Measures the proportion of inpatient bed days that are delayed due to discharge planning or system constraints. It does this by dividing delayed discharge bed days (numerator) by the total number of occupied bed days (denominator), typically expressed as a percentage.				Change the name to NCTR		Kirsty Rowden		Yes		29.5%				Total		Jun 25		18.9%		

		2		Performance		CISE14		CISE14		CISE14 - Average length of stay		Discharges		Total Length of Stay		Measures the average number of days in hospital per discharged patient. It does this by dividing the total number of occupied days for all patients (denominator) by the number of discharges (numerator).				Make clear this refers to intermediate beds.  Does Willow need a separate reporting line & different threshold.		Mark Walker		Yes		30				Total		Jun 25		26.2		

		2		Performance		CISE14a		CISE14a		CISE14a - Average Length of Stay - Beech Ward (Tier2)		Discharges (RCS under 11)		Total Length of Stay		Same as CISE14 but specific to Tier 2 patients on Beech Ward. It divides total length of stay (denominator) by number of Tier 2 discharges (numerator) to determine average LOS.		Keep or Remove?		Why is this in here?  Can it be removed?		Stuart Morton		Yes				28.36		Total		Jun 25		9.47		Benchmarking community indicators national mean for May

		2		Performance		CISE14b		CISE14b		CISE14b - Average Length of Stay - Beech Ward (Tier3)		Discharges (RCS over 11)		Total Length of Stay		Same as CISE14a, but for Tier 3 patients. It calculates average LOS by dividing total stay days by the number of discharges with RCS over 11.		Keep or Remove?		Why is this in here?  Can it be removed?		Stuart Morton		Yes				28.36		Total		Jun 25		-4.00		Benchmarking community indicators national mean for May

		2		Performance		CISE14c		CISE14c		CISE14c - Patients with LOS over 6 months - Caroline House		Total Length of Stay (info only)		No of Patient over 183 days		Measures average length of stay for long-stay patients (>183 days) at Caroline House. It does this by dividing total bed days (numerator) by the number of patients who’ve stayed longer than 6 months (denominator). Used to monitor complex cases.		Keep or Remove?		Why is this in here?  Can it be removed?		Stuart Morton		Yes		0				Total		Apr 25		-0.123		

		2		Performance		CISE16a		CISE16a		CISE16a - Did Not Attends  - Adult services		DNAs		Contacts + DNAs		Measures the DNA (Did Not Attend) rate for adult services. It calculates the proportion of missed appointments by dividing the number of DNAs (numerator) by the sum of attended contacts and DNAs (denominator).						All PDs & CDs		Yes		2.5%				Total		Jun 25		0.928%		

		2		Performance		CISE17		CISE17		CISE17 - Cancellations by Unit (CBUs)								Remove		Used as an admin process, not true picture of cancellations as services move appointments on ledgers when they need to cancel & rebook (not reportable)				Yes		5%				Total		Jun 25		0.739%		

		2		Performance		CISE18a		CISE18		CISE18 - 2 Hour Urgent Response		MetUrgencyTarget		UCR referrals seen		Measures the percentage of Urgent Community Response (UCR) referrals that were seen within the 2-hour target. It does this by dividing the number of referrals that met the target time (numerator) by the total number of referrals seen (denominator).				Increase threshold to 80%		Kirsty Rowden		Yes		70%				Total		Jun 25		65.6%		

		2		Performance		CISE31		CISE31		CISE31 - Virtual Ward occupancy % (Monthly)		Virtual Ward current caseload today		Virtual Ward available capacity		Measures current monthly occupancy of Virtual Wards. It is calculated by dividing the caseload (numerator) by available capacity (denominator), and expressing the result as a percentage.		Keep or Remove?		Check with KR & CH what would be the most useful metrics (UCCH system targets etc)		Kirsty Rowden / Corwen Hull		Yes		80%				Total		Jun 25				

		2		Performance		CISE32		CISE32		CISE32 - Avg Virtual Ward capacity (Monthly)		Virtual Ward available capacity		Unique Dates Submitted		Measures the average Virtual Ward capacity available across the month. It does this by dividing the sum of daily capacity values (numerator) by the number of days data was submitted (denominator).		Keep or Remove?		Position as at e/o each month for e.g.  Does this help?  Speak to KR		Kirsty Rowden		Yes		28				Total		Jun 25				

		2		Performance				Therapy waits		Therapy waits						Would refer to mean or median wait times for therapy services (e.g., physio, OT). 		New				All PDs & CDs						95% within 18 weeks								https://www.england.nhs.uk/long-read/an-improvement-framework-to-reduce-community-musculoskeletal-waits-while-delivering-best-outcomes-and-experience/ 

		2		Performance				Time taken to triage - CNT/CN??		Time taken to triage - CNT/CN??						Measures mean average or median average time from referral to triage in Community Nursing Teams. Requires specific calculation method.		New				Kate Pontin		No, would need one				24hr								NHS England guidance generally recommends a "same day" or "within 24 hours" response for urgent but non-life-threatening situations. 

		2		Performance				Time taken to triage - other services??		Time taken to triage - other services??						Same as above, for services other than CN/CNT. Needs clarification on what’s included.		New		Useful for other services?  Likely to difficult to measure as lots of services have different standards.		Kate Pontin		No, would need one				24hr								NHS England guidance generally recommends a "same day" or "within 24 hours" response for urgent but non-life-threatening situations. 

		2		Performance		CISE33		CISE33		CISE33 - Urgent Care Response referrals accepted (per 100k weighted pop)		UCR Referrals Received		Adult population - 858436		Measures demand for urgent care services. It is calculated as UCR referrals ÷ population × 100,000 to standardise for population size.				Is this a useful KPI?  More of a for info reporting requirement?		All PDs & CDs		Yes				XX		Total		Jun 25		-153		Might be worth benchmarking against ICB data if they have any

		2		Performance		CISE34		CISE34		CISE34 - All other CN referrals accepted (per 100k weighted pop)
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Comment:
    im not clear what this one captures @Kevin Fisher 
Reply:
    @Robert Mack All other referrals into CNT bar UCR ref's i.e. CISE33 (it's a fair point, it is not at all clear in this spreadsheet).		CN Referrals Received (excl UCR)		Adult population - 858436		Measures volume of general (non-UCR) community nursing referrals accepted. Calculated per 100,000 adult population to enable comparison.				Is this a useful KPI?  More of a for info reporting requirement?		All PDs & CDs		Yes				XX		Total		Jun 25		-3,112		Might be worth benchmarking against ICB data if they have any

		2		Performance		CISE35		CISE35		CISE35 - Caseload per Clinical CN WTE		Active Referrals		WTE		Measures average number of patients (caseload) per whole-time equivalent (WTE) clinical community nurse. Calculated as active referrals ÷ WTE. Reflects workload per nurse.				Is this a useful KPI?  Reads as more of a useful comparison for info reporting requirement?		All PDs & CDs		Yes				XX		Total		Jun 25				In community settings, the RCN acknowledges that a single caseload size is not feasible due to the variability in patient needs and workload. Instead, they suggest that workload, rather than caseload, should be the primary factor in determining staffing, taking into account factors like patient acuity and social isolation https://qicn.org.uk/wp-content/uploads/2022/02/Workforce-Standards-for-the-District-Nursing-Service.pdf  also a community psychiatric nurse (CPN) providing an assertive outreach service may have as few as 12 cases at one time – as the service may involve visiting some clients several times a day. But a CPN with a more generic caseload could be covering 40-50 cases. There is little data documenting what is typical from file:///C:/Users/robinsonkat/Downloads/PUB-003860%20(1).pdf

		2		Performance		CISE36		CISE36		CISE36 - Average time on CN Caseload at discharge (weeks)		weeks on Caseload		CN Referrals Received (excl UCR)		Measures average length of time patients remain on the community nursing caseload before discharge. Calculated as total weeks divided by number of discharged patients.				Metric needs strengthening.  		All PDs & CDs		Yes				XX		Total		Jun 25		2.02		This would vary from service to service, esspecally the ones with PIFU. But maybe suggest, ≥10% reduction in average time annually as this encourages improvement in discharge planning, efficiency, and caseload flow.

		2		Performance		CISE37		CISE37		CISE37 - CN Follow up ratio		CN FU Contacts		CN Initial Contacts		Measures the average number of follow-up contacts made per initial contact. It is calculated by dividing the number of follow-ups by the number of initial visits. Higher ratios may reflect ongoing care needs.				Metric needs strengthening. 		All PDs & CDs		Yes				≤1.5		Total		Jun 25		3.90		NHSBN reports (e.g., 2023/24) cite: Community nursing average follow-up ratio: ~1.4–1.5, Intermediate care: ~1.2–1.3. And NICE guidelines for home-based care and reablement emphasize goal-driven plans, supporting minimal necessary contact post-initial visit.

		2		Performance		CISE38		CISE38		CISE38 - Average duration of care plan performed (CN)		CN Duration		CN Care Plans Performed		Measures the average time spent delivering a care plan. Calculated as total time recorded for care plans ÷ number of care plans. Indicates intensity of care delivery.						All PDs & CDs		Yes				XX		Total		Jun 25		26.5		Again this is tricky as it will diffrer from Place to place, but maybe suggest a ≥10% reduction in average duration per care plan annually

		2		Performance				Ave. visits per day per WTE		Ave. visits per day per WTE						Measures average number of patient visits per clinical staff WTE per day. Reflects productivity and capacity.		New				All PDs & CDs		No, needs one				≥ 4 visits/day per WTE								NHS England Community Nursing Workforce Model, 2018 - Recommends 3.5–5 visits/day range. RCN Staffing & Workload Guidance, 2019 - Targets 3–5 visits/day, 4 as practical.

		2		Performance				Continuity of care – % of patients cared for by the same nurse consistently		Continuity of care – % of patients cared for by the same nurse consistently						Measures the percentage of patients who consistently receive care from the same nurse over time. Indicates patient experience and care quality.		New		Likely to be too difficult to report.  		All PDs & CDs		No, needs one				0.8								80% represents a strong majority while acknowledging operational constraints like staffing flexibility, absences, and on-the-day availability. It aligns with the policy emphasis (via NICE) on consistency, encouraging services to prioritize assigning the same provider whenever feasible. NICE Quality Statement 11 recommends that patients receive care from the same healthcare professional or team throughout an episode of care, wherever possible 

		2		Performance				Community nursing wait time <2 days		Community nursing wait time <2 days						Measures the percentage of community nursing referrals seen within 2 days. Reflects responsiveness of service.		New				All PDs & CDs		No, needs one				≥95%								Average waiting time for home based intermediate care is 5.86 accoriding to community indicators benchmarking data for May. CQC-inspected Trusts with ratings of “Outstanding” for responsiveness often meet or exceed the 95% in 2 days benchmark, especially for adult community nursing referrals.

		2		Performance				Re- referral rate / has planned referral then gets a UCR / RR referral		Re- referral rate / has planned referral then gets a UCR / RR referral						Measures the rate at which patients initially discharged or given a planned referral later require urgent (UCR or RR) re-referral. May indicate unmet needs or discharge planning issues. 
		New				All PDs & CDs		No, needs one				XX								NHS England’s Community Services Data Set (CSDS) and Urgent Community Response minimum standards suggest using standardised referral rates per 100k as comparison units.

		3		Workforce		ADBF01		ADBF1		ADBF1 - Absence Rate (rolling 12 months)		ABS_FTE		Avail_FTE		Measures the average staff sickness absence rate over the last 12 months. It does this by dividing the Full-Time Equivalent (FTE) days lost to sickness (numerator) by the total available working FTE (denominator), then expressing it as a percentage.						Liz Cooke		Yes		4.9%				Total		May 25		6.43%		

		3		Workforce		ADBF01a		ADBF1a		ADBF1a - Absence Rate (in month)		ABS_FTE		Avail_FTE		Same as ADBF1, but measured for the current reporting month only. Shows monthly sickness absence rate. Calculated as (FTE days lost / available FTE days) × 100.						Liz Cooke		Yes		4.9%				Total		May 25		4.96%		

		3		Workforce		ADBF01b		ADBF1b		ADBF1b - Short term Absence Rate (in month)		STA_FTE		Avail_FTE		Measures the short-term absence rate in the current month. It uses the FTE days lost to short-term sickness (numerator) divided by total available FTE (denominator), expressed as a percentage.						Liz Cooke		Yes		1.96%				Total		May 25		1.64%		

		3		Workforce		ADBF01c		ADBF1c		ADBF1c - Long term Absence Rate (in month)		LTA_FTE		Avail_FTE		Measures the long-term absence rate in the current month. It is calculated by dividing the FTE days lost to long-term sickness (numerator) by the total available FTE (denominator), then converting to a percentage.						Liz Cooke		Yes		2.94%				Total		May 25		2.81%		

		3		Workforce		ADBF02		ADBF2		ADBF2 - Appraisal Compliance Rate		Completed		Assignments		Measures the proportion of staff with a completed annual appraisal. It does this by dividing the number of completed appraisals (numerator) by the total number of eligible staff assignments (denominator), expressed as a percentage.						Liz Cooke		Yes		90%				Total		Jun 25		86.1%		

		3		Workforce		ADBF03		ADBF3		ADBF3 - Mandatory Training Rate		Core Achieved		Core Required		Measures compliance with core mandatory training requirements. It is calculated by dividing the number of mandatory training modules completed (numerator) by the total required (denominator), then expressed as a percentage.						Liz Cooke		Yes		90%				Total		Jun 25		91.5%		

		3		Workforce		ADBF04		ADBF4		ADBF4 - Vacancy Rate		na		% Posts Vacant		Measures the proportion of budgeted posts that are vacant. Typically calculated as (vacant posts / total funded posts) × 100. Indicates recruitment gaps.						Liz Cooke		Yes		9.5%				Total		Jun 25				

		3		Workforce		ADBF05		ADBF5		ADBF5 - Staff Turnover Rate		na				Measures the percentage of staff leaving the organisation over a defined period (usually rolling 12 months). Highlights workforce stability.						Liz Cooke		Yes		12%				Total		Jun 25				

		3		Workforce		ADBF06		ADBF6		ADBF6 - Time to recruit (Days)		na				Measures the average number of calendar days between the approval of a vacancy and the successful candidate's start date. Reflects efficiency of the full recruitment cycle.						Liz Cooke		Yes		37				Total		Jun 25				

		3		Workforce		ADBF06a		ADBF6a		ADBF6a - Time to Select (Days)		na				Measures the number of days between vacancy approval and the selection/interview date. Indicates speed of candidate shortlisting and interview scheduling.						Liz Cooke		Yes		10				Total		Jun 25				

		3		Workforce		ADBF06b		ADBF6b		ADBF6b - Time to Conditional Offer (Days)		na				Tracks the average number of days from vacancy approval to the date a conditional job offer is made. Reflects recruitment pipeline speed up to offer stage.						Liz Cooke		Yes		2				Total		Jun 25				

		3		Workforce		ADBF06c		ADBF6c		ADBF6c - Time for Employment Checks (Days)		na				Measures the average number of days taken to complete pre-employment checks (e.g., DBS, references, occupational health). Reflects onboarding efficiency.						Liz Cooke		Yes		25				Total		Jun 25				

		3		Workforce		ADBF07		ADBF7		ADBF7 - Temporary Staff Utilisation		na				Measures the proportion of staffing filled by temporary (agency or bank) workers. Indicates reliance on non-permanent staff.						Liz Cooke		Yes						Total		Jun 25				

		3		Workforce				Retention rate (12-month) - % of nurses remaining in post 12 months after start		Retention rate (12-month) - % of nurses remaining in post 12 months after start						Measures the percentage of nurses who remain in their post 12 months after their employment start date. It reflects staff stability and the effectiveness of onboarding, support, and working conditions.		New		Key to workforce stability - seek view from Liz C		Liz Cooke		No, would need one				≥90%								The NHS Long Term Workforce Plan aims to reduce the nurse leaver rate from 9.1% in 2022 to between 7.4% and 8.2% within 15 years. https://www.england.nhs.uk/long-read/nhs-long-term-workforce-plan-2/ 

		3		Workforce		CISE27		CISE27		CISE27 - CN Overall Unavailability Profile (% in month)		Total_Unavailability_Hours		Contracted_Hours_in_Period		Measures the percentage of contracted hours that staff were unavailable (for any reason). Calculated as (unavailable hours ÷ contracted hours) × 100. Indicates capacity constraints.						All PDs & CDs		Yes				≤16%		Total		Jun 25		25.3%		Composite of other thresholds; higher levels may require escalation or staffing review.

		3		Workforce		CISE28		CISE28		CISE28 - CN Unavailability - Sickness (% in month)		Sickness_Hours		Contracted_Hours_in_Period		Measures the proportion of total contracted hours lost to sickness. Calculated as (sickness hours ÷ contracted hours) × 100.				Needs threshold added.  Move to Workforce		All PDs & CDs		Yes				≤3%		Total		Jun 25		6.25%		Matches NHS England’s typical long-term sickness benchmark (2.9–3.2%). Sickness absence across NHS tends to average ~3–4%, varying by staff group and season.

		3		Workforce		CISE29		CISE29		CISE29 - CN Unavailability - Annual Leave (% in month)		Annual_Leave_Hours		Contracted_Hours_in_Period		Measures the percentage of contracted hours taken as annual leave. Formula: (annual leave hours ÷ contracted hours) × 100.						All PDs & CDs		Yes				≤8%		Total		Jun 25		7.66%		Reflects equitable distribution of leave across year (~25–30 days leave entitlement). Annual leave utilisation averages 7–9% monthly when spread over the year.

		3		Workforce		CISE30		CISE30		CISE30 - CN Unavailability - Other (% in month)		Other_Leave_Hours+Parenting_Hours+Study_Day_Hours+Working_Day_Hours		Contracted_Hours_in_Period		Measures the proportion of staff time lost to other non-sickness, non-leave reasons. Worked out as sum of non-sickness absence hours ÷ contracted hours × 100. Helps identify other capacity drains.						All PDs & CDs		Yes				≤5%		Total		Jun 25		5.28%		The “Other” category is more variable, but a 5% ceiling is commonly adopted in workforce planning tools.

		4		Finance		BFFO03		BFFO03		BFFO03 - Budget variance to NHSE adj		na				Measures the difference between actual financial performance and the NHS England-adjusted budget. A positive variance may indicate underspend; a negative variance indicates overspend. Expressed in £ or %.						Jade S/Emma L		Yes		0%		0%		Total		Jun 25				

		4		Finance		BFFO04		BFFO04		BFFO04 - Forecast Variance to NHSE		na				Measures the difference between forecast year-end financial position and the NHS England-adjusted plan. Used to monitor whether the organisation is on track to meet financial targets.						Jade S/Emma L		Yes		0%		0%		Total		Jun 25				

		4		Finance		BFFO11		BFFO11		BFFO11 - Agency Expenditure £000s		na				Total spend on agency staff, reported in thousands of pounds (£000s). Reflects reliance on temporary staffing and impacts cost efficiency. Often monitored against internal or NHSE targets.						Jade S/Emma L		Yes				≤ 8% of total staffing budget 		Total		Jun 25				NHS England guidance (especially from the Reducing Agency Spend Programme) encourages trusts to limit agency staffing to ≤8% of total staffing spend.

		4		Finance		BFFO12		BFFO12		BFFO12 - Better Payment Policy Compliance		na				Measures the percentage of invoices paid within the agreed payment terms (usually 30 days). Tracks performance against the Better Payment Practice Code.						Jade S/Emma L		Yes				≥95% of invoices paid within 30 days		Total		Jun 25				Standard BPPC target (NHS & government-wide)

		4		Finance				Recurrent efficiencies identified vs target (full year)		Recurrent efficiencies identified vs target (full year)						Measures the proportion of planned full-year recurrent cost savings that have been identified.		New		Requested by Jade S		Jade S/Emma L		No, would need one				≥ 90% of identified savings								Common financial planning threshold across NHS organisations

		4		Finance				Efficiencies delivered vs target (year to date)		Efficiencies delivered vs target (year to date)						Measures actual cost improvements delivered in the year to date against the planned savings target.		New		Requested by Jade S		Jade S/Emma L		No, would need one				≥ 90% of planned savings delivered YTD								Matches NHS England’s typical financial monitoring expectations

		4		Finance				Agency spend vs target (year to date)		Agency spend vs target (year to date)						Compares current agency staffing costs against year-to-date targets. Values over 100% indicate overspend.		New		Requested by Jade S		Jade S/Emma L		No, would need one

		4		Finance				Bank spend vs target (year to date)		Bank spend vs target (year to date)						Measures current spend on bank staff relative to the target for the year to date. Used to monitor cost pressures and workforce flexibility.		New		Requested by Jade S		Jade S/Emma L		No, would need one

		4		Finance				Better payment practice code (year to date)		Better payment practice code (year to date)						YTD version of BFFO12. Measures compliance with prompt payment practices across the year.		New		Requested by Jade S		Jade S/Emma L		No, would need one

		4		Finance				Pay vs non-pay ratio		Pay vs non-pay ratio						Measures the proportion of spending on staff pay versus all other types of expenditure. Calculated as (pay spend ÷ total spend), often expressed as a percentage. Helps assess resource allocation.		New		Ensures appropriate allocation of resources		Jade S/Emma L		No, would need one				Maintain pay spend ≤ 60% of total spend								Reflects common benchmark for balanced resource allocation in NHS trusts. A 2020–21 Department of Health and Social Care (DHSC) report, cited in the Institute for Government’s Performance Tracker, found that 64% of hospital spending relates directly to staff costs. https://www.instituteforgovernment.org.uk/performance-tracker-2022/methodology

		4		Finance				Income diversification		Income diversification						Measures the extent to which the organisation relies on non-NHS (non-core) income sources such as private, charitable, or commercial income.		New		% of total income from non-NHS sources. Supports sustainability.  For info only?		Jade S/Emma L		No, would need one				Non-core income ≥10% of total income								A target of 10% encourages strategic innovation

		4		Finance				Cost per patient contact/Productivity		Cost per patient contact/Productivity						Measures cost-efficiency by calculating how much, on average, is spent per patient contact. Lower values may indicate greater productivity.		New		Measures operational efficiency.  Enables benchmarking and trend analysis		Jade S/Emma L		No, would need one				Year-on-year cost reduction ≥ 5%								Promotes productivity improvement



						Applied filters:
GroupName is Total
Filter1 is < No Filter >
Filter2 is < No Filter >

im not clear what this one captures @Kevin Fisher 



@Robert Mack All other referrals into CNT bar UCR ref's i.e. CISE33 (it's a fair point, it is not at all clear in this spreadsheet).







Thresholds

		Metric ID		Metric		Definition note		Current threshold		Proposed Threshold		Source/Justification		Domain

		CISE06		Incidents per 1,000 WTE - Inpatients		Measures the rate of inpatient-specific incidents reported per 1,000 staff. It uses the number of inpatient incidents (numerator) divided by total WTE (denominator), multiplied by 1,000. 		N/A		66		The "NHS Model Health System" apparently uses this metric to enable national benchmarking of performance but I cannot get to it, I tried to register to get access but their system isn't working. https://www.england.nhs.uk/applications/model-hospital/ 		Quality and Safety

		CISE06		Incidents per 1,000 WTE - Community Services		Measures the rate of community service-related incidents reported per 1,000 staff. It does this by dividing the number of community-based incidents (numerator) by the total WTE (denominator), and multiplying by 1,000. 		N/A		133		There doesn’t seem to be a national standard. We could aim for year-on-year reduction?		Quality and Safety

		CISE10a		CISE10a - PUs (Comm) per 1000 Patients - CN only		Same as CISE10, but specifically measures pressure ulcers in patients under Community Nursing care. Calculated by dividing the number of ulcers (numerator) by the number of active referrals (denominator), then multiplying by 1,000.		N/A		5.43		NHS Community indicators Benchmarking for May 2025		Quality and Safety

		Safer Staffing		Safer Staffing				N/A		Maintain RN:patient ratio ≤1:8 (across shifts); avoid exceeding 1:15		Royal College of Nursing https://www.rcn.org.uk/-/media/Royal-College-Of-Nursing/Documents/Publications/Obselete/PUB-003860.pdf		Quality and Safety

		Infection rates – e.g., leg ulcer infections, catheter-associated UTIs		Infection rates – e.g., leg ulcer infections, catheter-associated UTIs				N/A		≤5% 		Aligns with the reported prevalence (5–5.1%) in community settings  (UKHSA and PHIN express HCAI rates as the number of infections per 100,000 bed days, reflecting patient exposure to risk rather than raw admission counts )

UKHSA publishes latest survey on healthcare-associated infections - GOV.UK and Healthcare-associated infections | UKHSA data dashboard		Quality and Safety

		End-of-life care access		End-of-life care access				N/A		≥ 90%		90% threshold is  accepted as a benchmark for quality in EoL care metrics, representing a balance between ambition and achievable compliance across NHS trusts.The National Audit of Care at the End of Life (NACEL) reports indicate many trusts target ≥90% for place-of-death preferences met and documentation.		Quality and Safety

		Waiting Well - see ET email		Waiting Well - see ET email				N/A		65%		The NHS Waiting Well Programme, focused on elective care, aims for a 65% compliance rate with the 18-week waiting time target by March 2026. The broader goal is to return to the constitutional standard of 92% of patients waiting less than 18 weeks by March 2029. This is part of a wider effort to reduce elective care waiting times. 		Quality and Safety

		Initial holistic assessments being completed on first visit		Initial holistic assessments being completed on first visit				N/A		95% of patients to receive initial holistic assessment on the first visit		Aligns with national standards for timely, comprehensive assessment 		Quality and Safety

		CISE05d		Over 52 weeks Non-Consultant Led		Measures the number of patients who have waited over 52 weeks on non-consultant-led pathways. Reported as a count, not a ratio. Highlights extreme breaches of the RTT standard.		N/A		0		Reflects RTT expectations and mitigates extreme delays		Performance

		CISE14a		CISE14a - Average Length of Stay - Beech Ward (Tier2)		Same as CISE14 but specific to Tier 2 patients on Beech Ward. It divides total length of stay (denominator) by number of Tier 2 discharges (numerator) to determine average LOS.		N/A		28.36		Benchmarking community indicators national mean for May		Performance

		CISE14b		CISE14b - Average Length of Stay - Beech Ward (Tier3)		Same as CISE14a, but for Tier 3 patients. It calculates average LOS by dividing total stay days by the number of discharges with RCS over 11.		N/A		28.36		Benchmarking community indicators national mean for May		Performance

				Leg ulcers				N/A		≥ 50% of patients assessed and treated within 28 days; target ≥ 50% quarterly		CQUIN leg ulcer targets: 25% baseline, ≥ 50% for full QI incentive (Nursing Times)		Quality and Safety

		Waiting Time from Referral to first Doppler		Waiting Time from Referral to first Doppler		Measures the number of days between referral and first Doppler ultrasound. Usually reported as average days or % within a standard timeframe (e.g., 2 weeks).		N/A		≥95% within 6 weeks		NHS England mandates that 99% of all routine diagnostic tests (including ultrasounds) should be completed within 6 weeks of referral.  https://www.england.nhs.uk/long-read/national-elective-access-policy/ 		Quality and Safety

		% EoL Pts in Preferred Place of Care		% EoL Pts in Preferred Place of Care		Measures the proportion of End of Life patients who died in their stated preferred place. Calculated by dividing the number who died in their preferred setting by the total number of EoL patients with a recorded preference.		N/A		≥ 90%		90% threshold is  accepted as a benchmark for quality in EoL care metrics, representing a balance between ambition and achievable compliance across NHS trusts.The National Audit of Care at the End of Life (NACEL) reports indicate many trusts target ≥90% for place-of-death preferences met and documentation.		Quality and Safety

		% EoL pts - Respect form in place		% EoL pts - Respect form in place		Measures compliance with advance care planning. Percentage of End of Life patients who have a valid RESPECT form in place.		N/A		≥90%		90% threshold is  accepted as a benchmark for quality in EoL care metrics, representing a balance between ambition and achievable compliance across NHS trusts.The National Audit of Care at the End of Life (NACEL) reports indicate many trusts target ≥90% for place-of-death preferences met and documentation.		Quality and Safety

		Therapy waits		Therapy waits		Likely refers to average or median wait times for therapy services (e.g., physio, OT). Needs context to confirm exact calculation.		N/A		95% within 18 weeks		https://www.england.nhs.uk/long-read/an-improvement-framework-to-reduce-community-musculoskeletal-waits-while-delivering-best-outcomes-and-experience/ 		Performance

		Time taken to triage - CNT/CN??		Time taken to triage - CNT/CN??		Measures average or median time from referral to triage in Community Nursing Teams. Requires specific calculation method.		N/A		24hr		NHS England guidance generally recommends a "same day" or "within 24 hours" response for urgent but non-life-threatening situations. 		Performance

		Time taken to triage - other services??		Time taken to triage - other services??		Same as above, for services other than CN/CNT. Needs clarification on what’s included.		N/A		24hr		NHS England guidance generally recommends a "same day" or "within 24 hours" response for urgent but non-life-threatening situations. 		Performance

		ADBF07		ADBF7 - Temporary Staff Utilisation		Measures the proportion of staffing filled by temporary (agency or bank) workers. Indicates reliance on non-permanent staff.		N/A		≤8% of total staffed hours		Reflects NHS England expectations for reducing agency use and improving efficiency. NHSE has told providers that agency spending should be cut by a futher 30 per cent in 2025-26.  https://www.england.nhs.uk/reducing-expenditure-on-nhs-agency-staff-rules-and-price-caps/		Workforce

		Retention rate (12-month) - % of nurses remaining in post 12 months after start		Retention rate (12-month) - % of nurses remaining in post 12 months after start		Measures the percentage of nurses who remain in their post 12 months after their employment start date. It reflects staff stability and the effectiveness of onboarding, support, and working conditions.		N/A		≥90%		The NHS Long Term Workforce Plan aims to reduce the nurse leaver rate from 9.1% in 2022 to between 7.4% and 8.2% within 15 years. https://www.england.nhs.uk/long-read/nhs-long-term-workforce-plan-2/ 		Workforce

		BFFO11		BFFO11 - Agency Expenditure £000s		Total spend on agency staff, reported in thousands of pounds (£000s). Reflects reliance on temporary staffing and impacts cost efficiency. Often monitored against internal or NHSE targets.		N/A		≤ 8% of total staffing budget 		NHS England guidance (especially from the Reducing Agency Spend Programme) encourages trusts to limit agency staffing to ≤8% of total staffing spend.		Finance

		BFFO12		BFFO12 - Better Payment Policy Compliance		Measures the percentage of invoices paid within the agreed payment terms (usually 30 days). Tracks performance against the Better Payment Practice Code.		N/A		≥95% of invoices paid within 30 days		Standard BPPC target (NHS & government-wide)		Finance

		Recurrent efficiencies identified vs target (full year)		Recurrent efficiencies identified vs target (full year)		Measures the proportion of planned full-year recurrent cost savings that have been identified.		N/A		≥ 90% of identified savings		Common financial planning threshold across NHS organisations		Finance

		Efficiencies delivered vs target (year to date)		Efficiencies delivered vs target (year to date)		Measures actual cost improvements delivered in the year to date against the planned savings target.		N/A		≥ 90% of planned savings delivered YTD		Matches NHS England’s typical financial monitoring expectations		Finance

		Agency spend vs target (year to date)		Agency spend vs target (year to date)		Compares current agency staffing costs against year-to-date targets. Values over 100% indicate overspend.		N/A		≥90%		I'm basing this on nothing, I literally made it up.		Finance

		Bank spend vs target (year to date)		Bank spend vs target (year to date)		Measures current spend on bank staff relative to the target for the year to date. Used to monitor cost pressures and workforce flexibility.		N/A		≥90%		I'm basing this on nothing, I literally made it up. 		Finance

		Better payment practice code (year to date)		Better payment practice code (year to date)		YTD version of BFFO12. Measures compliance with prompt payment practices across the year.		N/A		XX		I'm not sure what this is.		Finance

		Pay vs non-pay ratio		Pay vs non-pay ratio		Measures the proportion of spending on staff pay versus all other types of expenditure. Calculated as (pay spend ÷ total spend), often expressed as a percentage. Helps assess resource allocation.		N/A		Maintain pay spend ≤ 60% of total spend		Reflects common benchmark for balanced resource allocation in NHS trusts. A 2020–21 Department of Health and Social Care (DHSC) report, cited in the Institute for Government’s Performance Tracker, found that 64% of hospital spending relates directly to staff costs. https://www.instituteforgovernment.org.uk/performance-tracker-2022/methodology		Finance

		Income diversification		Income diversification		Measures the extent to which the organisation relies on non-NHS (non-core) income sources such as private, charitable, or commercial income.		N/A		Non-core income ≥10% of total income		A target of 10% encourages strategic innovation		Finance

		Cost per patient contact/Productivity		Cost per patient contact/Productivity		Measures cost-efficiency by calculating how much, on average, is spent per patient contact. Lower values may indicate greater productivity.		N/A		Year-on-year cost reduction ≥ 5%		Promotes productivity improvement		Finance

		CISE23		CISE23 - Unallocated Visits (Avg Weekly) - Total		Measures the average number of patient visits per week that remain unallocated to a staff member. It is calculated by dividing the total unallocated visits (numerator) by the number of days data was submitted (denominator), then averaged to a weekly figure.		N/A		XX		No formal national target for unallocated visits has been identified in publicly available NHS guidance, but trusts often treat any unallocated activity as a serious operational risk.		Quality and Safety

		CISE24		CISE24 - Unallocated Visits (Avg Weekly) - Nursing		Same as CISE23 but specific to nursing. It calculates the average number of unallocated nursing visits per week.		N/A		XX		No formal national target for unallocated visits has been identified in publicly available NHS guidance, but trusts often treat any unallocated activity as a serious operational risk.		Quality and Safety

		CISE25		CISE25 - Unallocated Visits (Avg Weekly) - Phlebotomy		Same as CISE23 but specific to phlebotomy services. It provides a weekly average of unallocated phlebotomy visits.		N/A		XX		No formal national target for unallocated visits has been identified in publicly available NHS guidance, but trusts often treat any unallocated activity as a serious operational risk.		Quality and Safety

		CISE26		CISE26 - No Of Deferrals (Weekly)		Measures the number of visits or appointments that were deferred in a given week. Reported as a count.		N/A		<10/week 		There is no national mandated target specifically for community deferrals, the suggested threshold aligns with principles from:
NHS Constitution: Commitment to timely access to services.
CQC Key Lines of Enquiry (KLOEs): Requires services to be responsive and well-planned.
NHS England’s "RightCare" programme and community productivity indicators, which encourage minimising missed or delayed care.		Quality and Safety

		CISE27		CISE27 - CN Overall Unavailability Profile (% in month)		Measures the percentage of contracted hours that staff were unavailable (for any reason). Calculated as (unavailable hours ÷ contracted hours) × 100. Indicates capacity constraints.		N/A		≤16%		Composite of other thresholds; higher levels may require escalation or staffing review.		Workforce

		CISE28		CISE28 - CN Unavailability - Sickness (% in month)		Measures the proportion of total contracted hours lost to sickness. Calculated as (sickness hours ÷ contracted hours) × 100.		N/A		≤3%		Matches NHS England’s typical long-term sickness benchmark (2.9–3.2%). Sickness absence across NHS tends to average ~3–4%, varying by staff group and season.		Workforce

		CISE29		CISE29 - CN Unavailability - Annual Leave (% in month)		Measures the percentage of contracted hours taken as annual leave. Formula: (annual leave hours ÷ contracted hours) × 100.		N/A		≤8%		Reflects equitable distribution of leave across year (~25–30 days leave entitlement). Annual leave utilisation averages 7–9% monthly when spread over the year.		Workforce

		CISE30		CISE30 - CN Unavailability - Other (% in month)		Measures the proportion of staff time lost to other non-sickness, non-leave reasons. Worked out as sum of non-sickness absence hours ÷ contracted hours × 100. Helps identify other capacity drains.		N/A		≤5%		The “Other” category is more variable, but a 5% ceiling is commonly adopted in workforce planning tools.		Workforce

		CISE33		CISE33 - Urgent Care Response referrals accepted (per 100k weighted pop)		Measures demand for urgent care services. It is calculated as UCR referrals ÷ population × 100,000 to standardise for population size.		N/A		XX		Might be worth benchmarking against ICB data if they have any/		Performance

		CISE34		CISE34 - All other CN referrals accepted (per 100k weighted pop)
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Reply:
    @Robert Mack All other referrals into CNT bar UCR ref's i.e. CISE33 (it's a fair point, it is not at all clear in this spreadsheet).		Measures volume of general (non-UCR) community nursing referrals accepted. Calculated per 100,000 adult population to enable comparison.		N/A		XX		Might be worth benchmarking against ICB data if they have any/		Performance

		CISE35		CISE35 - Caseload per Clinical CN WTE		Measures average number of patients (caseload) per whole-time equivalent (WTE) clinical community nurse. Calculated as active referrals ÷ WTE. Reflects workload per nurse.		N/A		XX		In community settings, the RCN acknowledges that a single caseload size is not feasible due to the variability in patient needs and workload. Instead, they suggest that workload, rather than caseload, should be the primary factor in determining staffing, taking into account factors like patient acuity and social isolation https://qicn.org.uk/wp-content/uploads/2022/02/Workforce-Standards-for-the-District-Nursing-Service.pdf  also a community psychiatric nurse (CPN) providing an assertive outreach service may have as few as 12 cases at one time – as the service may involve visiting some clients several times a day. But a CPN with a more generic caseload could be covering 40-50 cases. There is little data documenting what is typical from file:///C:/Users/robinsonkat/Downloads/PUB-003860%20(1).pdf		Performance

		CISE36		CISE36 - Average time on CN Caseload at discharge (weeks)		Measures average length of time patients remain on the community nursing caseload before discharge. Calculated as total weeks divided by number of discharged patients.		N/A		XX		Again I'm not sure, I think this would vary from service to service, esspecally the ones with PIFU. But maybe suggest, ≥10% reduction in average time annually as this encourages improvement in discharge planning, efficiency, and caseload flow.		Performance

		CISE37		CISE37 - CN Follow up ratio		Measures the average number of follow-up contacts made per initial contact. It is calculated by dividing the number of follow-ups by the number of initial visits. Higher ratios may reflect ongoing care needs.		N/A		≤1.5		NHSBN reports (e.g., 2023/24) cite: Community nursing average follow-up ratio: ~1.4–1.5, Intermediate care: ~1.2–1.3. And NICE guidelines for home-based care and reablement emphasize goal-driven plans, supporting minimal necessary contact post-initial visit.		Performance

		CISE38		CISE38 - Average duration of care plan performed (CN)		Measures the average time spent delivering a care plan. Calculated as total time recorded for care plans ÷ number of care plans. Indicates intensity of care delivery.		N/A		XX		Again this is tricky as it will diffrer from Place to place, but maybe suggest a ≥10% reduction in average duration per care plan annually		Performance

		Ave. visits per day per WTE		Ave. visits per day per WTE		Measures average number of patient visits per clinical staff WTE per day. Reflects productivity and capacity.		N/A		≥ 4 visits/day per WTE		NHS England Community Nursing Workforce Model, 2018 - Recommends 3.5–5 visits/day range. RCN Staffing & Workload Guidance, 2019 - Targets 3–5 visits/day, 4 as practical.		Performance

		Continuity of care – % of patients cared for by the same nurse consistently		Continuity of care – % of patients cared for by the same nurse consistently		Measures the percentage of patients who consistently receive care from the same nurse over time. Indicates patient experience and care quality.		N/A		80%		80% represents a strong majority while acknowledging operational constraints like staffing flexibility, absences, and on-the-day availability. It aligns with the policy emphasis (via NICE) on consistency, encouraging services to prioritize assigning the same provider whenever feasible. NICE Quality Statement 11 recommends that patients receive care from the same healthcare professional or team throughout an episode of care, wherever possible 		Performance

		Community nursing wait time <2 days		Community nursing wait time <2 days		Measures the percentage of community nursing referrals seen within 2 days. Reflects responsiveness of service.		N/A		≥95%		Average waiting time for home based intermediate care is 5.86 accoriding to community indicators benchmarking data for May. CQC-inspected Trusts with ratings of “Outstanding” for responsiveness often meet or exceed the 95% in 2 days benchmark, especially for adult community nursing referrals.		Performance

		Re- referral rate / has planned referral then gets a UCR / RR referral		Re- referral rate / has planned referral then gets a UCR / RR referral		Measures the rate at which patients initially discharged or given a planned referral later require urgent (UCR or RR) re-referral. May indicate unmet needs or discharge planning issues. 
		N/A		XX		I have no idea. NHS England’s Community Services Data Set (CSDS) and Urgent Community Response minimum standards suggest using standardised referral rates per 100k as comparison units.		Performance
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https://www.nursingtimes.net/news/community-news/joy-as-nhs-places-spotlight-on-community-wound-care-improvement-11-03-2020/?utm_source=chatgpt.comhttps://www.england.nhs.uk/long-read/an-improvement-framework-to-reduce-community-musculoskeletal-waits-while-delivering-best-outcomes-and-experience/

Sheet9 (2)

		Domain		Metric		KF Comments		Current or Suggested threshold (as a starter for ten)		Rob M comments		Kate H comments		Caroline K comments		Acute Diabetic Foot Clinic West		Adult Speech and Language Therapy Central		Adult Speech and Language Therapy West		Cardiac Rehabilitation		Childrens Community Nursing Team		Childrens Consultant Outpatients		Childrens Epilepsy		Childrens OT Non NHS		Childrens Specialist Continence		Colman Centre for Specialist Rehabilitation Services		Community Access Team		Community Bed-based Intermediate Care Service		Community Dietetics		Community Nursing and Therapy		Continence		Discharge to Assess (D2A)		Early Supported Discharge Norfolk		Foot Health		Heart Failure		Heart Failure Virtual Ward		High Intensity Users		Inpatient Recovery and Reablement Beds		Integrated Palliative Care Service		Integrated Therapy Partnership MSK		Integrated Virtual Ward (QEH)		Looked After Children		Lymphoedema		Lymphoedema West		MIND Professionals 18+		MSK Biomechanics		MSK Continence Physiotherapy		MSK Occupational Therapy North and West		MSK Physiotherapy West		MSK Services (ECCH)		MSK Services (NCHC)		N&W Care Coordination (UCCH)		NCHC and ECCH Virtual Ward		Phlebotomy Clinic		Post Covid Assessment Service		Prosthetics		Pulmonary Rehabilitation		Rapid Assessment Team QEH		Rapid Response		SCSCYP ADHD Medication Review		SCSCYP Neurodevelopmental Services		SCSCYP Non NDS Childrens Key Working		SCSCYP Non NDS Childrens Occupational Therapy		SCSCYP Non NDS Starfish		SCSCYP Non NDS Starfish East		SCSCYP Non NDS Starfish Plus		SCSCYP Non Neurodevelopmental Services		SCSCYP Non Pre-School Liaison Group		Specialist and Enhanced Palliative Care Central		Specialist Neurology Team West		Specialist Nursing CVD West		Specialist Nursing Dermatology West		Specialist Nursing Diabetes West		Specialist Nursing Epilepsy		Specialist Nursing Heart Failure South & West		Specialist Nursing Neurology North & South		Specialist Nursing Respiratory West		Specialist Nursing TB Service		Specialist Nursing Tissue Viability West		Specialist Palliative Care Nursing		Supported Care		Tissue Viability Service		Urgent Community Response		Wheelchairs

		Quality and Safety		% EoL pts - Respect form in place				90.0%																																		x																		x																																																																																		x

		Quality and Safety		% EoL Pts in Preferred Place of Care				90.0%																																		x																		x																																																																																		x

		Quality and Safety		CISE01 - VTE Compliance Rate				95.0%																														x																				x

		Quality and Safety		CISE02 - Injurious Falls per 1000 OBDS				2.1																														x																				x

		Quality and Safety		CISE03 - Complaints per 1,000 WTE				4.3								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Quality and Safety		CISE04 - FFT Rate				95.6%								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Quality and Safety		CISE07 - Medication Errors (Hosp) per 1000 OBDs				2.7																														x																				x

		Quality and Safety		CISE08 - Medication Errors (Comm) per 1000 WTE				12.1								x		x		x		x		x		x		x		x		x		x						x		x		x				x		x		x				x				x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Quality and Safety		CISE09 - PUs (Hosp) per 1000 OBDs				0.8																														x																				x

		Quality and Safety		CISE10 - PUs (Comm) per 1000 Patients				1.3								x		x		x		x		x		x		x		x		x		x						x		x		x				x		x		x				x				x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Quality and Safety		CISE10a - PUs (Comm) per 1000 Patients - CN only				5.43																																		x

		Quality and Safety		CISE13 - Contacts recorded in 24hrs				98.5%								x		x		x		x		x		x		x		x		x		x						x		x		x				x		x		x				x				x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Quality and Safety		CISE19 - Post 48hr C.Difficile per 1,000 OBDs				0.06																														x																				x

		Quality and Safety		CISE20 - Duty of Candour				0								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Quality and Safety		CISE22 - Zero MRSA bacteraemia in Inpatients				0																														x																				x

		Quality and Safety		CISE23 - Unallocated Visits (Avg Weekly) - Total				30																																		x

		Quality and Safety		CISE24 - Unallocated Visits (Avg Weekly) - Nursing				30																																		x

		Quality and Safety		CISE25 - Unallocated Visits (Avg Weekly) - Phlebotomy																																						x

		Quality and Safety		CISE26 - No Of Deferrals (Weekly)				10																																		x

		Quality and Safety		End-of-life care access				90.0%																																		x																		x																																																																																		x

		Quality and Safety		Incidents per 1,000 WTE - Community Services				BI to baseline								x		x		x		x		x		x		x		x		x		x						x		x		x				x		x		x				x				x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Quality and Safety		Incidents per 1,000 WTE - Inpatients				BI to baseline																														x																				x

		Quality and Safety		MCA/DoLS		Not sure what VA means by this 		90.0%								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Quality and Safety		Section 42s, training, supervision		Not sure what VA means by this 		90.0%								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Quality and Safety		Patients seen from referral to first Doppler within 6 weeks				95.0%																																		x

		Operational Performance		Ave. visits per day per Nursing WTE				8																																		x

		Operational Performance		Ave. visits per day per Therapy WTE				4																																		x

		Operational Performance		CISE05 - 18-week RTT Compliance Rate				92.0%								x		x		x		x		x		x		x		x		x		x						x		x		x				x		x		x				x				x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x				x

		Operational Performance		CISE05a - 18-week RTT Consultant Led				92.0%

		Operational Performance		CISE05d - Over 52-weeks Consultant Led				0																		x								x																												x

		Operational Performance		CISE11 - Right to Discharge (days delayed).  (Change name to NCTR)				29.5																														x																				x

		Operational Performance		CISE14 - Average length of stay (excl. Willow)				30																														x																				x

		Operational Performance		CISE14 - Average length of stay (Willow)				14																														x																				x

		Operational Performance		CISE16a - Did Not Attends  - Adult services				2.50%								x		x		x		x		x		x		x		x		x		x						x		x		x				x		x		x				x				x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Operational Performance		CISE18 - 2 Hour Urgent Response				80.0%																																																																																																																																												x

		Operational Performance		CISE31 - Virtual Ward occupancy % (Monthly)				80.0%																																																																																x

		Operational Performance		CISE32 - Avg Virtual Ward capacity (Monthly)				28																																																																																x

		Operational Performance		Community nursing wait time <2 days (Ref to 1st seen)				90.0%																																		x

		Operational Performance		Over 52 weeks Non-Consultant Led				0								x		x		x		x		x				x		x		x								x				x				x		x		x				x				x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x				x

		Operational Performance		Urgent Therapy waits seen within two weeks				90.0%																																		x

		Operational Performance		Routine Therapy waits seen within five weeks				90.0%																																		x

		Operational Performance		Time taken to triage community nursing ref's - within 24hrs.				24hrs																																		x

		Workforce		ADBF1 - Absence Rate (rolling 12 months)				4.9%								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Workforce		ADBF1a - Absence Rate (in month)				4.9%								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Workforce		ADBF1b - Short term Absence Rate (in month)				2.0%								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Workforce		ADBF1c - Long term Absence Rate (in month)				2.9%								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Workforce		ADBF2 - Appraisal Compliance Rate				90.0%								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Workforce		ADBF3 - Mandatory Training Rate				90.0%								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Workforce		ADBF4 - Vacancy Rate				9.5%								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Workforce		ADBF5 - Staff Turnover Rate				12.0%								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Workforce		ADBF6 - Time to recruit (Days)		LC suggested removing as well managed, threshold not always met however (though not over by much)		37								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Workforce		ADBF6a - Time to Select (Days)		LC suggested removing as well managed, threshold not always met however (though not over by much)		10								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Workforce		ADBF6b - Time to Conditional Offer (Days)		LC suggested removing as well managed, threshold not always met however (though not over by much)		2								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Workforce		ADBF6c - Time for Employment Checks (Days)		LC suggested removing as well managed, threshold not always met however (though not over by much)		25								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Workforce		ADBF7 - Temporary Staff Utilisation				5.00%								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Workforce		CISE27 - CN Overall Unavailability Profile (% in month)		Mean average = 30.7%		27.0%																																		x

		Workforce		CISE28 - CN Unavailability - Sickness (% in month)		Mean average = 8.8%		8.0%																																		x

		Workforce		CISE29 - CN Unavailability - Annual Leave (% of staff on a/l in month)		Mean average = 14%		12.0%																																		x

		Workforce		CISE30 - CN Unavailability - Other (% in month)		Mean average = 7.8%		7.0%																																		x

		Workforce		Retention rate (12-month) - % of Staff remaining in post 12 months after start				90.0%								x		x		x		x		x		x		x		x		x		x				x		x		x		x				x		x		x				x		x		x		x				x		x		x				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Finance		BFFO03 - Budget variance to NHSE adj				0.0%

		Finance		BFFO04 - Forecast Variance to NHSE				0.0%

		Finance		BFFO11 - Agency Expenditure £000s		Jade S - Total spend on agency staff, reported in thousands of pounds, measured against 0.9% of the year to date (YTD) payroll budget per place.		What 0.9% of budget equates to

		Finance		BFFO12 - Better Payment Policy Compliance				95.0%

		Finance		CIP - YTD delivery against target (measure: 100% or greater)		Finance to provide threshold		 

		Finance		CIP - Gap to identification of full year recurrent efficiency target (measure: £nil)		Finance to provide threshold		 

		Total Metrics		66

		Number by Domain

		Quality and Safety		25

		Operational Performance		17

		Workforce		18

		Finance		6

		Acute Diab+A77:A145etic Foot Clinic West

		Adult Autism Service Norfolk

		Adult Speech and Language Therapy Central

		Adult Speech and Language Therapy West

		Cardiac Rehabilitation

		Childrens Community Nursing Team

		Childrens Consultant Outpatients

		Childrens Epilepsy

		Childrens OT Non NHS

		Childrens Specialist Continence

		Colman Centre for Specialist Rehabilitation Services

		Community Access Team

		Community Bed Based Intermediate Care

		Community Bed-based Intermediate Care Service

		Community Dietetics

		Community FICS

		Community Intermediate Care

		Community Nursing

		Community Nursing and Therapy

		Community Nursing Clinic

		Community Therapy

		Continence

		Discharge to Assess (D2A)

		Early Supported Discharge Norfolk

		Foot Health

		Heart Failure Norwich

		Heart Failure Virtual Ward

		High Intensity Users

		Homeward

		ICC bed management

		Inpatient Recovery and Reablement Beds

		Integrated Palliative Care Service West

		Integrated Therapy Partnership

		Integrated Virtual Ward (QEH)

		Looked After Children

		Lymphoedema

		Lymphoedema West

		MIND Professionals 18+

		MSK Biomechanics

		MSK Continence Physiotherapy

		MSK Occupational Therapy North and West

		MSK Physiotherapy West

		MSK Services (ECCH)

		MSK Services (NCHC)

		N&W Care Coordination (UCCH)

		NCHC and ECCH Virtual Ward

		Phlebotomy Clinic

		Post Covid Assessment Service

		Prosthetics

		Pulmonary Rehabilitation

		Rapid Assessment Team QEH

		Rapid Response

		SCSCYP ADHD Medication Review

		SCSCYP Neurodevelopmental Services

		SCSCYP Non NDS Childrens Key Working

		SCSCYP Non NDS Childrens Occupational Therapy

		SCSCYP Non NDS Starfish

		SCSCYP Non NDS Starfish East

		SCSCYP Non NDS Starfish Plus

		SCSCYP Non Neurodevelopmental Services

		SCSCYP Non Pre-School Liaison Group

		Specialist and Enhanced Palliative Care Central

		Specialist Neurology Team West

		Specialist Nursing CVD West

		Specialist Nursing Dermatology West

		Specialist Nursing Diabetes West

		Specialist Nursing Epilepsy

		Specialist Nursing Heart Failure South & West

		Specialist Nursing Neurology North & South

		Specialist Nursing Respiratory West

		Specialist Nursing TB Service

		Specialist Nursing Tissue Viability West

		Specialist Palliative Care Nursing

		Supported Care

		Tissue Viability Service

		Urgent Community Response

		Virtual Ward West

		Wheelchairs





Suggested remove

		Keep / Add (if new) / Remove / Change		Remove

		Domain		Metric		Product of Suggested threshold (as a starter for ten)

		Quality and Safety		CISE06 - Incidents per 1,000 WTE		66

				CISE15 - Compliments

				If a wait post triage is greater than 7 days, patient will be informed via letter/telephone call		0.65

				Initial holistic assessments being completed on first visit

				Safer Staffing		0

				Staff Flu Vaccination uptake

		Quality and Safety Total				42.9

		Performance		CISE05b - Over 30 week Waiters

				CISE05g - Median wait in weeks - unseens

				CISE05h - Median wait in weeks - Seens

				CISE14a - Average Length of Stay - Beech Ward (Tier2)		28.36

				CISE14b - Average Length of Stay - Beech Ward (Tier3)		28.36

				CISE14c - Patients with LOS over 6 months - Caroline House		0

				CISE17 - Cancellations by Unit (CBUs)

				CISE33 - Urgent Care Response referrals accepted (per 100k weighted pop)

				CISE34 - All other CN referrals accepted (per 100k weighted pop)

				CISE35 - Caseload per Clinical CN WTE

				CISE36 - Average time on CN Caseload at discharge (weeks)		0

				CISE37 - CN Follow up ratio		0

				CISE38 - Average duration of care plan performed (CN)		0

				Continuity of care – % of patients cared for by the same nurse consistently		0.8

				Re- referral rate / has planned referral then gets a UCR / RR referral

		Performance Total				0

		Finance		Agency spend as a % of pay budget (year to date)		0

				Bank spend vs target (year to date)

				Better payment practice code (year to date)

				Cost per patient contact/Productivity		0

				Efficiencies delivered vs target (year to date)		0

				Income diversification		0

				Pay vs non-pay ratio		0

				Recurrent efficiencies identified vs target (full year)		0

		Finance Total				0

		Grand Total				0
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		Metric		Domain		Metric		Current or Suggested threshold (as a starter for ten)		Rob M comments		Pete R comments		Kevin F comments in response to RM & PR queries/comments		Kate H comments		Metric status		Numerator		Denominator		Definition note

		% EoL pts - Respect form in place		Quality and Safety		% EoL pts - Respect form in place		90.0%		A recurring q for me will be how have we determined the target figure. Can we add a column to reference where it ahs come from for each one. i.e. national,metric, contract, benchmark…I assume numerator and demoninator ar blank for no specific reason andbutam unclear what the definition of numerator will be - i cant be those solely withi specialsit palliative care - will we have a way of knowing all eol cases as the numerator? What is our current posiiton - i suspect well below 90%. As target I suspect this is too high but is yes the ambition - can we benchmark this one? we may need build in quarterly stepping stone targets that we track against to drive improvement and prevent a sense of immidiate failure. we will then need improvement plan against it.				This is a new proposal, so we'd look to baseline, and yes, could build up threshold over time.

Benchmarking - (The National Audit of Care at the End of Life (NACEL) reports indicate many trusts target ≥90% for place-of-death preferences met and documentation.		Will need a benchmark, and also a recognition that not everyone will want to do a RESPECT form - so target may need to reflect those that do and those who refused or didn't complete it prior to death (e.g., end of life was expediated due to a co-morbidity)		New		EoL pathway patients		EoL pathway patients with Respect form in place		Measures compliance with advance care planning. Percentage of End of Life patients who have a valid RESPECT form in place.  

		% EoL Pts in Preferred Place of Care		Quality and Safety		% EoL Pts in Preferred Place of Care		90.0%		we need amend this one. My view is we start for say 2 years with the metric being an aim for 90% of people eol with a recorded PPoC. As I believe (unless wrong) this is currently at very low levels. We then build qtrly targets to  get to 90% of data collection. In background we monitor the %acheived, but this then becomes the key metric once we are actually collecting the figures. Otherwise we risk a very odd metric where we could achoeve 90% of say just 10 people where PPoC is recorded. Can we amend this one. have discussed it with ET who agrees on this  approach.		Agree with Rob's comments - think we need to first record whether we have captured preferred place of death - this has been a challenge for us. Also achievement or not is not entirely within our control.		Agree with both.  In terms of achievement being outside of our control, we could either build in headroom to account for those, or build a list of exclusions to be excluded from the KPI calculation.		This is something we are looking at in LfD (Caroline K, Liz and Corwen will know more).  I like the concept of this indicator - however we will need to build in flex as things do go wrong in EoL - so patient may want to die at home, but their pain means that they need to be in the hospice etc... not everything goes to plan so how do we factor that in?		New		EoL pathway patients		EoL pathway patients in PPOC		Measures the proportion of End of Life patients who died in their stated preferred place. Calculated by dividing the number who died in their preferred setting by the total number of EoL patients with a recorded preference.

		CISE01 - VTE Compliance Rate		Quality and Safety		CISE01 - VTE Compliance Rate		95.0%		Agreed						Agreed is this just assessmet or subsequent treatment? 		Existing		VTE Completed		Admissions		Measures the proportion of admitted patients who received a Venous Thromboembolism (VTE) risk assessment. It does this by comparing the number of completed VTE assessments (numerator) to the total number of admissions (denominator).

		CISE02 - Injurious Falls per 1000 OBDS		Quality and Safety		CISE02 - Injurious Falls per 1000 OBDS		2.1		Agreed						Agreed -NCHC inpatients should be doing the new MDT falls assessment (Leanne and Sara are leading on this).  Is this something we can add for in-patients as I know compliance has been hot and miss previously.		Existing		Injurious Falls		Occupied Bed Days		Measures the rate of patient falls that result in injury. It does this by dividing the number of injurious falls (numerator) by the total occupied bed days (denominator), and multiplying by 1,000 to give a rate per 1,000 bed days.

		CISE03 - Complaints per 1,000 WTE		Quality and Safety		CISE03 - Complaints per 1,000 WTE		4.3		Agreed		agree this is good and a way to measure across different sized parts of the trust. Only query would be threhold is low always seen as good - I think we potentially have an issue with under reporting of complaints		Agree with PR re potential under-reporting - Threshold is from NHS Benchmarking		Is this formal complaints? I would be actively encourgaing information complaints/ PALS coversations that we can respove on the day so would want to see a higher threshold.		Existing		Complaints (excl Level1)		WTE		Measures the frequency of formal complaints in relation to staffing levels. It does this by dividing the number of complaints (excluding minor or Level 1) by the total Whole Time Equivalent staff (denominator), and multiplying by 1,000.

		CISE04 - FFT Rate		Quality and Safety		CISE04 - FFT Rate		95.6%		Agreed		do we need something on volume too?		Agree with PR - a service could show as 100% against FFT but could have had just one return.  We'd need to think carefully about how though in order to be fair and equitable, as for example, some services/site locations have volunteers for FFT, others don't, some services have patient cohorts that are very digitally literate for responding to FFTs, others don't etc.		Agree with comments		Existing		Very Good or Good		Responses		Measures patient satisfaction with services. It does this by dividing the number of patients who rated care as "Very Good" or "Good" (numerator) by the total number of responses received (denominator), giving a proportion of positive feedback.

		CISE07 - Medication Errors (Hosp) per 1000 OBDs		Quality and Safety		CISE07 - Medication Errors (Hosp) per 1000 OBDs		2.7		Agreed						agree		Existing		Inpatient Medication Errors - NCHC attributed		Occupied Bed Days		Measures the rate of inpatient medication errors. It is calculated by dividing the number of attributed inpatient medication errors (numerator) by the occupied bed days (denominator), then multiplying by 1,000. 

		CISE08 - Medication Errors (Comm) per 1000 WTE		Quality and Safety		CISE08 - Medication Errors (Comm) per 1000 WTE		12.1		Agreed		like this one too				We just need definition here I have seen datix's whereby the DNs have gone in and found the GP has made an error - the DN's have reported it.  They found it - but not our error, so will just need a separate category. 		Existing		Medication Errors (community)		WTE		Measures the rate of medication errors in community settings. It is calculated by dividing the number of community medication errors (numerator) by the number of WTE staff (denominator), then multiplying by 1,000. 

		CISE09 - PUs (Hosp) per 1000 OBDs		Quality and Safety		CISE09 - PUs (Hosp) per 1000 OBDs		0.8		Agreed - with caveat that Helen W has shared the update to how PU will be recorded re harm. As we make that cahnge can we check that the target figures remains correct as I assume it is based on national benchmark positions. 				Happy with caveat - we will work with Helene W and NHS Benchmarking Network (NHSBN) to ensure threshold is correct.		I think the narrative with PU's is important we need to be clear about the harm caused and I know its old fashioned now - but how many we come across (we havent caused them) - this is important as we can then work as a system to pick up gaps in care or where education/ support is needed. 		Existing		New Grade 2, 3 and 4 Pressure Ulcers - Inpatient		Occupied Bed Days		Measures the rate of new, serious pressure ulcers developed in inpatient care. It does this by dividing the number of new Grade 2, 3, or 4 ulcers (numerator) by occupied bed days (denominator), and multiplying by 1,000.

		CISE10 - PUs (Comm) per 1000 Patients		Quality and Safety		CISE10 - PUs (Comm) per 1000 Patients		1.3		Agreed		only query related to this one is which community services are included. Things we deliver such as patient education would skew the numbers. I guess this is the rationale for the metric below. One to give some thought to - I will also have us run the data so we can think about threhold level		I think some services could be excluded - see my comment below.		As above		Existing		New Grade 2, 3 and 4 Pressure Ulcers - Community		Active Referrals		Measures the rate of serious pressure ulcers in the community. It does this by dividing the number of new community-acquired Grade 2, 3 or 4 ulcers (numerator) by the number of active referrals (denominator), multiplied by 1,000. This includes all categories of harm, new grade 2, 3 and 4s, and includes both those categorised as attributable and non-attributable to NCHC

		CISE10a - PUs (Comm) per 1000 Patients - CN only		Quality and Safety		CISE10a - PUs (Comm) per 1000 Patients - CN only		5.43		Why CN specifically in addition to the above? Im not clear what it adds as we need the number by population. It may look like CN is disprportionately high but in my experience it risks picking up issues wher for example therapy, and SPCN have 0 recorded as they refer them to CN's. What is the risk of only having the overall community one above?				We have CN separate because of the way the rate is calculated.  In the metric CISE10 above, this includes all of our community based services - in those services we have some with with very large caseloads that don't see many PUs (e.g. services providing ambulatory care) - this 'dilutes'  PU prevalence, hence the different threshold rates, and one specifcally for CN supports a slightly more targeted approach for a patient cohort that are particularly susceptible to PUs.  Both measures are included in the NHSBN community indicators outputs.		As above, I think we can tailor these to services, with an overarching positin going to board		Existing		New Grade 2, 3 and 4 Pressure Ulcers - Community Nursing		Active Referrals		Same as CISE10, but specifically measures pressure ulcers in patients under Community Nursing care. Calculated by dividing the number of ulcers (numerator) by the number of active referrals (denominator), then multiplying by 1,000. This includes all categories of harm, new grade 2, 3 and 4s, and includes both those categorised as attributable and non-attributable to NCHC

		CISE13 - Contacts recorded in 24hrs		Quality and Safety		CISE13 - Contacts recorded in 24hrs		98.5%		Agreed		Is this about note completion within 24 hours of visit?		24hrs is the national standard, and yes, is looking to monitor completion of EPR within 24hrs of the clinical contact (clinical telephone contacts are included).		Is 98.5 a national target?  CCS have never reported this before.		Existing		No. entered within 24 hrs		Contacts		Measures data entry timeliness. It calculates the percentage of clinical contacts that were recorded within 24 hours by dividing the number entered within 24 hours (numerator) by the total number of contacts (denominator).

		CISE19 - Post 48hr C.Difficile per 1,000 OBDs		Quality and Safety		CISE19 - Post 48hr C.Difficile per 1,000 OBDs		0.06		Agreed						Agreed - the target is given to us each year.  Beth will be ale to update in NCH and C and Chris is CCS		Existing		C Diff		Occupied Bed Days		Measures the rate of Clostridioides difficile infections acquired more than 48 hours after admission. It does this by dividing the number of such infections (numerator) by the number of occupied bed days (denominator), and multiplying by 1,000.

		CISE20 - Duty of Candour		Quality and Safety		CISE20 - Duty of Candour		0		Do we have any way of seperating out DoC by harm level? The risk of a 0 target is it puts them at risk of being seen as bad, rather than a learnng opportuntiy. Is it better to frame as something like "100% of incidents meeting threshold trigger DoC response within 10 days". Tis way it focusses on the response, not pushing a risk of defensive practice. We then monitor the individual instances by narrative and harm. Value thoughts Kate. 		We do exactly that Rob - of those that should have received doc - did they? 		Agree with both comments.  

I'm not at all convinced we record/report DoCs correctly in NCHC - we consistently report 0, but I know we have them.  I'm working with Jess Harrod (Clinical Quality Manager) to look at this.  As part of it, I'm sure we can come up with a better way to monitor DoCs - framing it around the response will be much better approach than a simple count.  Leave this one with me.		Agree with Pete for CCS.  CCS also have a number of those that should be completed that we can't because, for example, the parent is the perpetrator of the harm caused.  In some instances the child's social worker is informed and the paperwork sits on the child's social care/ LAC record.  So the narrative is important.  I agree in NCH and C I am not sure we have quite captured everything we need to.		Existing		na		Duty of Candour		Measures compliance with statutory Duty of Candour responsibilities. This is typically tracked by monitoring the number of incidents requiring disclosure and ensuring appropriate follow-up. The method of calculation may vary but is usually expressed as a percentage of completed disclosures out of total cases requiring them.

		CISE22 - Zero MRSA bacteraemia in Inpatients		Quality and Safety		CISE22 - Zero MRSA bacteraemia in Inpatients		0		Agreed						Agreed - as above		Existing		na		MRSA		Tracks hospital-acquired MRSA bloodstream infections, aiming for zero cases. This is usually reported as a count of incidents or as a binary indicator (zero/not zero), depending on reporting method.

		CISE23 - Unallocated Visits (Avg Weekly) - Total		Quality and Safety		CISE23 - Unallocated Visits (Avg Weekly) - Total		30		Agreed on the metric. In terms of the target can we move to a % of total rather than a pure number. More like bed occupancy. We then aim for say 90/95% allocated visits - its a more positive focussed approach to same metric and also values what we do, as well as missed visits. On that - do we have a reason for saying unallocated versus 'missed visits' as our language. it feels more human orientated.completion (need clarify where each place would sit currently against this please). Id like to see what this metric looks like if applied before we use it please. Can we mock up what a 90/95% target would look like applied to places.		Agree needs to be a percentge of visits if we want to apply across the organisation. Is this just in community nursing?		Agree with both, a count doesn't tell much of a story in isolation.  

Yes, we will look at how we can move this to a % rate as suggested. 

If we sort the CN and Phlebotomy unallocated visits into a % rate, do we still need this total one?  I'd suggest probably not?		Agree		Existing		Unallocated Visits		Unique Dates Submitted		Measures the average number of patient visits per week that remain unallocated to a staff member. It is calculated by dividing the total unallocated visits (numerator) by the number of days data was submitted (denominator), then averaged to a weekly figure.

		CISE24 - Unallocated Visits (Avg Weekly) - Nursing		Quality and Safety		CISE24 - Unallocated Visits (Avg Weekly) - Nursing		30		See above		oh this answers my previous question!		Yes, we will look at how we can move this to a % rate as suggested.		Agree		Existing		Unallocated Visits (Nursing)		Unique Dates Submitted		Same as CISE23 but specific to nursing. It calculates the average number of unallocated nursing visits per week.

		CISE25 - Unallocated Visits (Avg Weekly) - Phlebotomy		Quality and Safety		CISE25 - Unallocated Visits (Avg Weekly) - Phlebotomy				See above				Yes, we will look at how we can move this to a % rate as suggested.		Agree		Existing		Unallocated Visits (Phlebotomy)		Unique Dates Submitted		Same as CISE23 but specific to phlebotomy services. It provides a weekly average of unallocated phlebotomy visits.

		CISE26 - No Of Deferrals (Weekly)		Quality and Safety		CISE26 - No Of Deferrals (Weekly)		10		This should be a zero target				Zero can be the threshold.		Agree with Rob		Existing		na		Deferrals		Measures the number of visits or appointments that were deferred in a given week. Reported as a count.

		End-of-life care access		Quality and Safety		End-of-life care access - x% of EoL care patients are seen within 'y' days from referral.  		90.0%		I can't see what the standard is that is being set here - 90% of what. I assume this should be a number odays that we agree between ref and 1st appt but we havent set that in the comments that I can see. If it is about a target of avg length of time bet ref and 1st appt then the target should be in time format not %				Yes, sorry, this one not clear.  We were suggesting 90% of EoL care patients are seen within 'x' days from referral.  		Remove I think - the ones above around RESPECT/ dying in preferred place will give us a picture - we can adapt and change as we go		New		EoL referrals		EoL referrals seen within 'x' days from referral.		Measures the number of days between referral and first seen for EoL referrals

		Incidents per 1,000 WTE - Community Services		Quality and Safety		Incidents per 1,000 WTE - Community Services		BI to baseline		Agree		agree with the idea of using WTE to make it comparible. 90% plus of our incidents relate to wound care and commuinty nursing - wonder should that be reflected separately - or could we use population rather than WTE		Pete - we went with per 1,000 WTE as this was the NHSBN methodology for deriving a rate.		Board likes this kind of metric - I am never sure, as I want high levels of reporting in both organisations.  Its more about harm for me.  		New		DATIX Incidents (Community)		WTE		Measures the rate of community service-related incidents reported per 1,000 staff. It does this by dividing the number of community-based incidents (numerator) by the total WTE (denominator), and multiplying by 1,000.  This includes all categories of harm and excludes those categorised as non-attributable to NCHC.

		Incidents per 1,000 WTE - Inpatients		Quality and Safety		Incidents per 1,000 WTE - Inpatients		BI to baseline		Agree						As above		New		DATIX Incidents (Inpatients)		WTE		Measures the rate of inpatient-specific incidents reported per 1,000 staff. It uses the number of inpatient incidents (numerator) divided by total WTE (denominator), multiplied by 1,000.  This includes all categories of harm and excludes those categorised as non-attributable to NCHC.

		MCA/DoLS		Quality and Safety		MCA/DoLS		90.0%		Unclear what this is measuring so cant agree to it				This was included by Safeguarding, but not sure what the measure is.  I'll ask Safeguarding to clarify.		Possibly something about % trained in safeguarding, and % odf staff receiving supervision. I would expect the rest ot be escalated throuh the relevant governance routes. 		New						Not sure what VA means by this 

		Section 42s, training, supervision		Quality and Safety		Section 42s, training, supervision		90.0%		Unclear what this is measuring so cant agree to it				This was included by Safeguarding, but not sure what the measure is.  I'll ask Safeguarding to clarify.		As above		New						Not sure what VA means by this 

		Patients seen from referral to first Doppler within 6 weeks		Quality and Safety		Patients seen from referral to first Doppler within 6 weeks		95.0%		Is 6 weeks our clinical pathway standard - if so agree but just confirm that for me pls.				NHS England mandates that 99% of all routine diagnostic tests (including ultrasounds) should be completed within 6 weeks of referral.  https://www.england.nhs.uk/long-read/national-elective-access-policy/ 

I will check this with Helene W as Wound Care Lead portfolio holder.		Iis this a particular issue for us - or do we have high compliance with dopplers? 		New						Measures the wait time of Doppler patients

		Ave. visits per day per Nursing WTE		Operational Performance		Ave. visits per day per Nursing WTE		8		Can I see data on how weve picked target as this will be picking up so many staff with such variance in this position im not totally clear how we use this figure for improvement or assurance yet. For example many staff will have say 15-20 doing insulin and plebotomy - others 0 if clin lead etc so we would really need to think abt operational usefulness at this stage. What were the views from places on this one?		I think need to be careful on this one for both the reasons Rob said and also high isnt always good from a quality perspective. We measure time taken against expected time as a % to show how effieicntly the nursing team are working		Agree with both comments. 

The only Place to feedback on this was the West who suggested the threshold.  If metric was to be adopted, we would need to think carefully about how for the reasons stated.  

We originally suggested it with a view to being a way of measuring productivity.  On reflection, I'm not sure it is a good way to do that and my proposal would be to not adopt as we'd have to build in so many exclusions, it would become meaningless and difficult to calculate.		I am not sure about this - what will it tell us if one DN is doing 16 in Luton and one is doing 8 in rural Norfolk? 		New						Measures average number of patient visits per clinical staff WTE per day. Reflects productivity and capacity.

		Ave. visits per day per Therapy WTE		Operational Performance		Ave. visits per day per Therapy WTE		4		Can I see data on how weve picked target as this will be picking up so many staff with such variance in this position im not totally clear how we use this figure for improvement or assurance yet. For example many staff will have say 15-20 doing insulin and plebotomy - others 0 if clin lead etc so we would really need to think abt operational usefulness at this stage. What were the views from places on this one?				Agree with comments. 

The only Place to feedback on this was the West who suggested the threshold.  If metric was to be adopted, we would need to think carefully about how for the reasons stated.  

We originally suggested it with a view to being a way of measuring productivity.  On reflection, I'm not sure it is a good way to do that and my proposal would be to not adopt as we'd have to build in so many exclusions, it would become meaningless and difficult to calculate.		as above 		New						Measures average number of patient visits per clinical staff WTE per day. Reflects productivity and capacity.

		CISE05 - 18-week RTT Compliance Rate		Operational Performance		CISE05 - 18-week RTT Compliance Rate		92.0%		Agreed						Agreed		Existing						Measures the percentage of patients on an open referral pathway who have been waiting less than 18 weeks from referral to treatment. It does this by dividing the number of patients waiting under 18 weeks (numerator) by the total number of waiters (denominator).

		CISE05a - 18-week RTT Consultant Led		Operational Performance		CISE05a - 18-week RTT Consultant Led		92.0%		Agreed						agree		Existing						Specific to consultant-led pathways. Measures the proportion of consultant-led referrals seen within 18 weeks by dividing those waiting less than 18 weeks (numerator) by all consultant-led waiters (denominator).

		CISE05d - Over 52-weeks Consultant Led		Operational Performance		CISE05d - Over 52-weeks Consultant Led		0		Agreed						agree		Existing						Measures the number of patients who have waited over 52 weeks on consultant-led pathways. Reported as a count, not a ratio. Highlights extreme breaches of the RTT standard.

		CISE11 - Right to Discharge (days delayed).  (Change name to NCTR)		Operational Performance		CISE11 - Right to Discharge (days delayed).  (Change name to NCTR)		29.5		Aware we used this target as is national benchmark - is it still. Id like to make it more ambitious and move toward 25 or 20. Please remind me how we are with this one currently but currently I feel like this metric isnt pushing us forwards very much. Also can we specify in numerator this is intermediate care beds, not specialsit. A more meaningful indicator is number/% of people with NCTR over 72 hrs as this focusses on those NCTR after 3 days as it will always take a couple of days and in the 29% figure we need focus down on actual delays. Would this be a better focus for the metric. . Either way i am not confident we are capturing this well. 				Currently at 26.2% (approx 12 days).

I'll see if it is possible to recode the calculation to 'ignore' the first three days and see what we might be able to do with it.				Existing		Intermediate Care Beds only, Delayed Bed Days		Occupied Bed Days		Measures the proportion of inpatient bed days that are delayed due to discharge planning or system constraints. It does this by dividing delayed discharge bed days (numerator) by the total number of occupied bed days (denominator), typically expressed as a percentage.

		CISE14 - Average length of stay (excl. Willow)		Operational Performance		CISE14 - Average length of stay (excl. Willow)		30		Agree metric - los target needs to be lower. Based on where we are currently we need to bring avg clsoer to 25 daya based on my recall of our SPC in this area - we need an ambition. Plus we had 30 days prior to opening willow so this should be lower. Id want los reported as total by intermediate care				Last twelve month average is around 28.6 for the six generalist units.  Willow average is 21.5 since opening in March. We can include Willow.

Should this metric also include the R&R beds?				Existing		Discharges		Total Length of Stay		Measures the average number of days in hospital per discharged patient. It does this by dividing the total number of occupied days for all patients (denominator) by the number of discharges (numerator).

		CISE14 - Average length of stay (Willow)		Operational Performance		CISE14 - Average length of stay (Willow)		14		See above - these should be combined - we can seperately and at place level montor ward by ward but to board level I don’t think we should separate them out - hence bring total avg los lower.				We can include Willow.				Existing		Discharges		Total Length of Stay		Measures the average number of days in hospital per discharged patient. It does this by dividing the total number of occupied days for all patients (denominator) by the number of discharges (numerator).

		CISE16a - Did Not Attends  - Adult services		Operational Performance		CISE16a - Did Not Attends  - Adult services		2.50%		Agree								Existing		DNAs		Contacts + DNAs		Measures the DNA (Did Not Attend) rate for adult services. It calculates the proportion of missed appointments by dividing the number of DNAs (numerator) by the sum of attended contacts and DNAs (denominator).

		CISE18 - 2 Hour Urgent Response		Operational Performance		CISE18 - 2 Hour Urgent Response		80.0%		Agree						agree		Existing		MetUrgencyTarget		UCR referrals seen		Measures the percentage of Urgent Community Response (UCR) referrals that were seen within the 2-hour target. It does this by dividing the number of referrals that met the target time (numerator) by the total number of referrals seen (denominator).

		CISE31 - Virtual Ward occupancy % (Monthly)		Operational Performance		CISE31 - Virtual Ward occupancy % (Monthly)		80.0%		Agree		We struggle with the occupancy as we have struggled to properly define our capacity. I know this is the national measure but is totla patients in or out of the virtual ward not a more meaningful measure, plus LOS and complexity				Agree		Existing		Virtual Ward current caseload today		Virtual Ward available capacity		Measures current monthly occupancy of Virtual Wards. It is calculated by dividing the caseload (numerator) by available capacity (denominator), and expressing the result as a percentage.

		CISE32 - Avg Virtual Ward capacity (Monthly)		Operational Performance		CISE32 - Avg Virtual Ward capacity (Monthly)		28		Can this be as a % of available capacity as aware the total number moves based on resource but like beds it should be the occupancy % we focus on. 				I'll check.				Existing		Virtual Ward available capacity		Unique Dates Submitted		Measures the average Virtual Ward capacity available across the month. It does this by dividing the sum of daily capacity values (numerator) by the number of days data was submitted (denominator).

		Community nursing wait time <2 days (Ref to 1st seen)		Operational Performance		Community nursing wait time <2 days (Ref to 1st seen)		90.0%		Before we implement this one we need set the target - and if it is 2 days where has this come from. I think we do need a taregt on this, but am not comfortable that at present a blamk 2 days for all pts is right as it would depend on pt need. For some for example its 4 hrs, 24hrs and this doesnt help identify where risk sits. I suggest we remove for now and return to this once we have targets set.		agreed I think this is quite complex - the challenge being it could end up with a lot of measures if you start separaitng by acitivty type		Agreed - happy to put on the backburner.		Agree with comments		New						Measures the wait time of CN referrals

		Over 52 weeks Non-Consultant Led		Operational Performance		Over 52 weeks Non-Consultant Led		0		Agree								New		na		Waiters >52 wks		Measures the number of patients who have waited over 52 weeks on non-consultant-led pathways. Reported as a count, not a ratio. Highlights extreme breaches of the RTT standard.

		Urgent Therapy waits seen within two weeks		Operational Performance		Urgent Therapy waits seen within two weeks		90.0%		Agree - can I just check we have documented policies with these time stadards set				We do.				New						Measures the wait time of urgent therapy patients

		Routine Therapy waits seen within five weeks		Operational Performance		Routine Therapy waits seen within five weeks		90.0%		Agree - can I just check we have documented policies with these time stadards set				We do.				New						Measures the wait time of routine therapy patients

		Time taken to triage community nursing ref's - within 24hrs.		Operational Performance		Time taken to triage community nursing ref's - % triaged within 24hrs.		24hrs		Suggest we move this to % traiged within 24hrs, time taken wont highlight the risk issues. As a target we want 90/95% traiaged in 24hrs - but how does this sit against current performnce. 				Yes, sorry, not clear - suggestion is for 'x' % to be triaged within 24hrs.

I will find out current baseline.				New		Referrals rec'd		Referrals triaged within 24hrs		Measures the time taken to triage CN referrals

		ADBF1 - Absence Rate (rolling 12 months)		Workforce		ADBF1 - Absence Rate (rolling 12 months)		4.9%		These targets seem low to me - werent they amended recently to circa 5.7 or something?		despite improvement we have never achieved the CCS target for absence - be keen to agree an achievable level		I'll check thresholds - pretty sure they're the most current ones provided by HR.  This is the overall threshold - each Place has it's own rate.				Existing		ABS_FTE		Avail_FTE		Measures the average staff sickness absence rate over the last 12 months. It does this by dividing the Full-Time Equivalent (FTE) days lost to sickness (numerator) by the total available working FTE (denominator), expressed as a percentage.

		ADBF1a - Absence Rate (in month)		Workforce		ADBF1a - Absence Rate (in month)		4.9%		These targets seem low to me - werent they amended recently to circa 5.7 or something?				I'll check thresholds - pretty sure they're the most current ones provided by HR.  This is the overall threshold - each Place has it's own rate.				Existing		ABS_FTE		Avail_FTE		Same as ADBF1, but measured for the current reporting month only. Shows monthly sickness absence rate. Calculated as (FTE days lost / available FTE days) × 100.

		ADBF1b - Short term Absence Rate (in month)		Workforce		ADBF1b - Short term Absence Rate (in month)		2.0%		See above - can we check targets with liz/Anita				Will check.				Existing		STA_FTE		Avail_FTE		Measures the short-term absence rate in the current month. It uses the FTE days lost to short-term sickness (numerator) divided by total available FTE (denominator), expressed as a percentage.

		ADBF1c - Long term Absence Rate (in month)		Workforce		ADBF1c - Long term Absence Rate (in month)		2.9%		See above - can we check targets with liz/Anita				Will check.				Existing		LTA_FTE		Avail_FTE		Measures the long-term absence rate in the current month. It is calculated by dividing the FTE days lost to long-term sickness (numerator) by the total available FTE (denominator), then converting to a percentage.

		ADBF2 - Appraisal Compliance Rate		Workforce		ADBF2 - Appraisal Compliance Rate		90.0%		Agree		we have differnet levels on this and the next one		Assume there will be a need to standardise for the merge anyway.				Existing		Completed		Assignments		Measures the proportion of staff with a completed annual appraisal. It does this by dividing the number of completed appraisals (numerator) by the total number of eligible staff assignments (denominator), expressed as a percentage.

		ADBF3 - Mandatory Training Rate		Workforce		ADBF3 - Mandatory Training Rate		90.0%		Agree				Assume there will be a need to standardise for the merge anyway.				Existing		Core Achieved		Core Required		Measures compliance with core mandatory training requirements. It is calculated by dividing the number of mandatory training modules completed (numerator) by the total required (denominator), then expressed as a percentage.

		ADBF4 - Vacancy Rate		Workforce		ADBF4 - Vacancy Rate		9.5%		Agree								Existing		na		% Posts Vacant		Measures the proportion of budgeted posts that are vacant. Typically calculated as (vacant posts / total funded posts) × 100. Indicates recruitment gaps.

		ADBF5 - Staff Turnover Rate		Workforce		ADBF5 - Staff Turnover Rate		12.0%		Agree								Existing		na		na		Measures the percentage of staff leaving the organisation over a defined period (usually rolling 12 months). Highlights workforce stability.

		ADBF6 - Time to recruit (Days)		Workforce		ADBF6 - Time to recruit (Days)
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Comment:
    LC suggested removing as well managed, threshold not always met however (though not over by much)		37		Agree		I would like to see this in CCS						Existing		na		na		Measures the average number of calendar days between the approval of a vacancy and the successful candidate's start date. Reflects efficiency of the full recruitment cycle.

		ADBF6a - Time to Select (Days)		Workforce		ADBF6a - Time to Select (Days)
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Comment:
    LC suggested removing as well managed, threshold not always met however (though not over by much)		10		subset of above - can be removed and just monitroed				Happy to remove & monitor				Existing		na		na		Measures the number of days between vacancy approval and the selection/interview date. Indicates speed of candidate shortlisting and interview scheduling.

		ADBF6b - Time to Conditional Offer (Days)		Workforce		ADBF6b - Time to Conditional Offer (Days)
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Comment:
    LC suggested removing as well managed, threshold not always met however (though not over by much)		2		subset of above - can be removed and just monitroed				Happy to remove & monitor				Existing		na		na		Tracks the average number of days from vacancy approval to the date a conditional job offer is made. Reflects recruitment pipeline speed up to offer stage.

		ADBF6c - Time for Employment Checks (Days)		Workforce		ADBF6c - Time for Employment Checks (Days)
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Comment:
    LC suggested removing as well managed, threshold not always met however (though not over by much)		25		subset of above - can be removed and just monitroed				Happy to remove & monitor				Existing		na		na		Measures the average number of days taken to complete pre-employment checks (e.g., DBS, references, occupational health). Reflects onboarding efficiency.

		ADBF7 - Temporary Staff Utilisation		Workforce		ADBF7 - Temporary Staff Utilisation		5.00%		This may need targets by service - i.e. inpt will be higher than community				Will check.				Existing		na		na		Measures the proportion of staffing filled by temporary (agency or bank) workers. Indicates reliance on non-permanent staff.

		CISE27 - CN Overall Unavailability Profile (% in month)		Workforce		CISE27 - CN Overall Unavailability Profile (% in month)		27.0%		Agreed - although even 27% target is hard and we never hit, and we only fund 22% head room!		Im not sure about this one and the added value of having it. I think something more to reflect roster planning- such as shifts filled is more meaningful		This is a total of the unavailability categories below.				Existing		Total_Unavailability_Hours		Contracted_Hours_in_Period		Mean average = 30.7%  Measures the percentage of contracted hours that staff were unavailable (for any reason). Calculated as (unavailable hours ÷ contracted hours) × 100. Indicates capacity constraints.

		CISE28 - CN Unavailability - Sickness (% in month)		Workforce		CISE28 - CN Unavailability - Sickness (% in month)		8.0%		Agreed								Existing		Sickness_Hours		Contracted_Hours_in_Period		Mean average = 8.8%  Measures the proportion of total contracted hours lost to sickness. Calculated as (sickness hours ÷ contracted hours) × 100.

		CISE29 - CN Unavailability - Annual Leave (% of staff on a/l in month)		Workforce		CISE29 - CN Unavailability - Annual Leave (% of staff on a/l in month)		12.0%		Agreed		is a cumulative annual leave used in year more useful - we want to avoid a build up of annual leave needing to be taken in the last cpuple of months of the year?						Existing		A/L hours		Contracted_Hours_in_Period		Mean average = 14%  Measures the proportion of total contracted hours used for A/L. Calculated as (A/L hours ÷ contracted hours) × 100.

		CISE30 - CN Unavailability - Other (% in month)		Workforce		CISE30 - CN Unavailability - Other (% in month)		7.0%		Agreed								Existing		Other_Leave_Hours+Parenting_Hours+Study_Day_Hours+Working_Day_Hours		Contracted_Hours_in_Period		Mean average = 7.8%  Measures the proportion of staff time lost to other non-sickness, non-leave reasons. Worked out as sum of non-sickness absence hours ÷ contracted hours × 100. Helps identify other capacity drains.

		Retention rate (12-month) - % of Staff remaining in post 12 months after start		Workforce		Retention rate (12-month) - % of Staff remaining in post 12 months after start		90.0%		Agreed				NCHC don't currently measure this, CCS do - I will liaise with CCS to understand how it is calculated with a vierw of replicating in NCHC.				New						Measures the percentage of Staff who remain in their post 12 months after their employment start date. It reflects staff stability and the effectiveness of onboarding, support, and working conditions.

		BFFO03 - Budget variance to NHSE adj		Finance		BFFO03 - Budget variance to NHSE adj		0.0%		Agreed								Existing		na		na		Measures the difference between actual financial performance and the NHS England-adjusted budget. A positive variance may indicate underspend; a negative variance indicates overspend. Expressed in £ or %.

		BFFO04 - Forecast Variance to NHSE		Finance		BFFO04 - Forecast Variance to NHSE		0.0%		Agreed								Existing		na		na		Measures the difference between forecast year-end financial position and the NHS England-adjusted plan. Used to monitor whether the organisation is on track to meet financial targets.

		BFFO11 - Agency Expenditure £000s		Finance		BFFO11 - Agency Expenditure £000s		What 0.9% of budget equates to		Agreed		as % of pay budget would make it comparible as well as having the total £ value						Existing		na		na		Total spend on agency staff, reported in thousands of pounds (£000s). Reflects reliance on temporary staffing and impacts cost efficiency. Often monitored against internal or NHSE targets.

		BFFO12 - Better Payment Policy Compliance		Finance		BFFO12 - Better Payment Policy Compliance		95.0%		Agreed						whats this one? 		Existing		na		na		Measures the percentage of invoices paid within the agreed payment terms (usually 30 days). Tracks performance against the Better Payment Practice Code.

		CIP - YTD delivery against target (measure: 100% or greater)		Finance		CIP - YTD delivery against target (measure: 100% or greater)		 		Agreed								New						Finance to provide threshold

		CIP - Gap to identification of full year recurrent efficiency target (measure: £nil)		Finance		CIP - Gap to identification of full year recurrent efficiency target (measure: £nil)		 		Agreed								New						Finance to provide threshold

		66		Total Metrics		66																		

				Number by Domain																

		ERROR:#REF!		Quality and Safety		25														

		ERROR:#REF!		Operational Performance		17														

		ERROR:#REF!		Workforce		18														

		ERROR:#REF!		Finance		6														

LC suggested removing as well managed, threshold not always met however (though not over by much)



LC suggested removing as well managed, threshold not always met however (though not over by much)



LC suggested removing as well managed, threshold not always met however (though not over by much)



LC suggested removing as well managed, threshold not always met however (though not over by much)







Balanced Scorecard Metrics

										Balanced Scorecard - 2026/27 Metrics

				Assurance								Assurance

		Outcomes										Patient and service users

		% of services with identified and agreed Patient reported outcome measures				Increase rate from M1 – M12 		Record keeping - no data to report from.  Difficult to reliably report from manual data on a regular basis.  More structural - once at 100%, then what?  Definition of a service (e.g. CNT - one service or 16).  Alternative - 6-monthly spotlight paper?				Over 90% of service users, feedback, that the service they received was good or very good.		90%

		Number of MRSA cases in the last 12 months 				0		Manually collected by IPAC - can be reported				Over 90% of service users, who provide feedback, report that they are treated with respect and dignity.		90%		Doable - will require lead in time

		Incidence of C.Difficile 				0.06		Manually collected by IPAC - can be reported				Number of patients/service users we get feedback from 		Increase rate from M1 – M12		Difficult to capture as feedback received from many different sources (FFT, compliments, complaints, verbal, emails etc).  Could do if from one source like FFT.  Alternative - 6-monthly spotlight paper?

		Prevention of future deaths orders				0		Not available trust-wide yet.  DATIX to be developed to enable.  (October/November estimated)				That less than 10% of completed formal complaints are re-opened due to complainant dissatisfaction.		<10%		Possibly available via DATIX, would require lead in time if so.

		No Never Events recorded				100%		Not available trust-wide yet.  DATIX to be developed to enable.  (October/November estimated)

		% of safety incidents causing harm				TBC		Legacy nchc fine.  MB to explore what data would be available on the legacy CCS side.  May not be available until DATIX merge & alignment (Q3?)

		% of patients waiting less than 18 weeks for their care 				78%		Fine				% of statutory safeguarding review action plans completed on time		100%		Need to check if data captured and reportable.  KF to check with Safeguarding (Debbie Shulver)

		% of patients waiting less than 18 weeks for their care  vs plan				TBC		Challenging.  Will constantly change.  Not all services have a plan.  Those that do will cover different timelines.				% of statutory rapid reviews and information sharing requests are completed on time		100%		Need to check if data captured and reportable.  KF to check with Safeguarding (Debbie Shulver)

		% of people waiting over 52 weeks for care				0%		Fine				Statutory Duty of Candour completed		100%		Process & data under review by Quality (to address misalignment btween legacy orgs).  Will be reportable, but will need lead in time.

		% of people waiting over 52 weeks for care vs plan				TBC		Challenging.  Will constantly change.  Not all services have a plan.  Those that do will cover different timelines.

		2 Hour Urgent Response standard 				70%		Fine

		Actions from PSIIs are completed within the agreed timeframe.				95%		Not available  trust-wide yet.  Captured on CCS DATIX.  NCHC DATIX would need reconfiguration.  

		Evidence of inviting patient involvement in PSII reviews is recorded				95%		Not available trust-wide yet.  CCS ok.  NCHC not available.

		Learning from deaths; documented all deaths				100%		Not available yet.  CCS ok.  NCHC not available.  Will be available from October (maybe before)

		Learning from deaths: All completed coroners cases are discussed at LFD and actions shared.						DATIX to be developed to enable.  (October/November estimated)





				Assurance								Assurance

		People										Finance and resources

		Appraisal				92% and above		87.70%				Variance to annual financial plan (YTD and FY)		+/- 1%		4.70%

		Mandatory Training				90% or above		93.62%				Proportion of efficiencies delivered on a recuring basis		90%		96.50%

		Rolling sickness absence				5.5% or below		5.74%				Productivity - increase from previous quarter		+0.25%

		Monthly sickness absence				5.5% or below		5.63%				Agency expenditure - within national target level for Trust 		£1.7m		£   152,634

		Rolling turnover				12% and below		8.41%				Cash cover 		4 weeks

		Reduce bank spend at Trust level				-7.5% on 25/26 outturn						Return on investment on transformational investment		>100%

		Reduce agency spend at Trust level				-30% on 2025/26 outturn

		Stability index				87% or above		90.27%









Board

		Balanced Scorecard - 2026/27 Metrics		CCS data only entered

				Status				Definition req'd						Definition req'd		Definition req'd

						Metric		25/26		April		May		Benchmark		Trend

		Outcomes

		% of services with identified and agreed Patient reported outcome measures

		Number of MRSA cases in the last 12 months 				0		0		0		0

		Incidence of C.Difficile 				0.06		0		0
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    TBC		0						Beth Kimber

		Prevention of future deaths orders				0

		No Never Events recorded				0

		% of safety incidents causing harm				6.50%		1.07%
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    moderate and severe only		0.00%		2.06%						Feb/March moderate and severe harm av %

		% of patients waiting less than 18 weeks for their care 				78%		64%
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Comment:
    This includes Dental (i.e. a non SitRep service)		66%		66%

		% of patients waiting less than 18 weeks for their care  vs plan				+\- 5%

		% of people waiting over 52 weeks for care				0%		16%		13%		16%

		% of people waiting over 52 weeks for care vs plan				'+\- 5%

		2 Hour Urgent Response standard 				80%		77%		74%		78%

		Actions from PSIIs are completed within the agreed timeframe.				100%				 

		Evidence of inviting patient involvement in PSII reviews is recorded				100%













						Metric		25/26		April		May		Benchmark		Trend

		Patient and service users

		Over 90% of service users, feedback, that the service they received was good or very good.				90%		95%		93%		96%

		Over 90% of service users, who provide feedback, report that they are treated with respect and dignity.

		Number of patients/service users we get feedback from 																Increase each month  - profile 

		Complainant dissatisfaction				<10%

		Statutory safeguarding review actions complete				100%

		Statutory rapid reviews and information sharing requests completed 				100%

		Statutory Duty of Candour completed				100%











		People				Metric		25/26		April		May		Benchmark		Trend

		Appraisal				92%						87.70%

		Mandatory Training				90%						93.62%

		Rolling sickness absence				5.50%						5.74%

		Monthly sickness absence				5.50%						5.63%

		Rolling turnover				12%						8.41%

		Reduce bank spend at Trust level				-7.5%												better to profile for actuals per month

		Reduce agency spend at Trust level				-30%												better to profile for actuals per month

		Stability index				87%						90.27%











		Finance and resources				Metric		25/26		April		May		Benchmark		Trend

		Variance to annual financial plan (YTD and FY)				+/- 1%				16.80%		4.70%

		Proportion of efficiencies delivered on a recuring basis				90%				96.5%		96.50%

		Productivity - increase from previous quarter				+0.25%

		Agency expenditure - within national target level for Trust 				£1.7m				£   140,554		£   152,634

		Cash cover 				4 weeks				4.75		4

		Return on investment on transformational investment				>100%





TBC



moderate and severe only



This includes Dental (i.e. a non SitRep service)







BSC for Board IGR April & May

		Board Balanced Scorecard - 2026/27 Metrics

				Status				Definition req'd		NCHC Numerator		NCHC Denominator		CCS Numerator		CCS Denominator		EEC Numerator		EEC Denominator						Definition req'd		Definition req'd



		Outcomes				Threshold		25/26														June		July		Benchmark		Month on month trend								Patient and service users				Threshold		25/26														June		July		Benchmark		Month on month trend

		% of services with identified and agreed Patient reported outcome measures																												Clare D'Agostino providing						Service users who provide feedback, report that the service they received was good or very good.				90.0%		95.2%														93.1%		95.3%				Improving

		Number of MRSA cases in the last 12 months 				0		0		0		0		0		0		- 0		- 0		0		0				Stable 		I&I						Service users who provide feedback report that they are treated with respect and dignity.				90.0%		95.4%														96.4%		96.7%				Improving

		Incidence of C.Difficile 				0.06		0		0				0				- 0				0		0				Stable 		I&I		Beth Kimber				Number of patients/service users we get feedback from 						3578														3175		2776				Deteriorating

		Prevention of future deaths orders				0																0		0				Stable 		Safety Team (Louise Ward) providing						Complainant dissatisfaction				<10.0%		5.83%														0%		0%				Stable 

		No Never Events recorded				0																0		0				Stable 		Safety Team (Louise Ward) providing						Statutory safeguarding review actions complete				100%																Nil return		Nil return				Stable 

		% of safety incidents causing harm				6.5%																3.5%		6.8%				Deteriorating		Safety Team (Louise Ward) providing		moderate and severe harm av % - excludes those marked as not attributable to trust				Statutory rapid reviews and information sharing requests completed 				100%																100%		Nil return				Stable 

		% of patients waiting less than 18 weeks for their care 				78.0%																71.0%		71.9%				Improving		I&I						Statutory Duty of Candour completed				100%

		% of patients waiting less than 18 weeks for their care  vs plan				+\- 5%

		% of people waiting over 52 weeks for care				0												- 0		- 0		12.6%		11.9%				Improving		I&I

		% of people waiting over 52 weeks for care vs plan				'+\- 5%

		2 Hour Urgent Response standard 				80.0%		77%										- 0		- 0		73.5%		77.9%				Improving		I&I

		Actions from PSIIs are completed within the agreed timeframe.				100%																100%		100%				Stable 		Safety Team (Louise Ward) providing

		Evidence of inviting patient involvement in PSII reviews is recorded				100%																100%		100%				Stable 		Safety Team (Louise Ward) providing						Finance and resources				Threshold		25/26														June		July		Benchmark		Month on month trend

																																				Variance to annual financial plan (YTD)				+/- 1%																16.8%		4.7%				Deteriorating

		People				Threshold		25/26														June		July		Benchmark		Month on month trend								Proportion of efficiencies delivered on a recuring basis (YTD)				90.0%																97.0%		96.5%				Deteriorating

		Appraisal				92.0%		88.5%														87.6%		87.7%				Improving								Agency expenditure - within national target level for Trust (YTD)				£1.7m																 £0.1m 		 £0.2m				Deteriorating

		Mandatory Training				90.0%		94.9%														94.6%		93.6%				Deteriorating								Bank expenditure - within national target level for Trust (YTD)				£7.8m																 £0.7m 		 £1.3m 				Deteriorating

		Rolling sickness absence				5.5%		5.6%														5.7%		5.7%				Stable 								Cash cover 				4 weeks																		6.00				Stable 

		Monthly sickness absence				5.5%		5.7%														5.4%		5.6%				Deteriorating								Return on investment on transformational investment				>100%

		Rolling turnover				12.0%		9.4%														9.0%		8.4%				Deteriorating								Productivity - increase from previous quarter*				+0.25%																2025/26 M10*
NCHC -7.5% - CCS -2.57

		Stability index				87.0%		89.4%														90.7%		90.3%				Deteriorating				better to profile for actuals per month				* National productivity reporting is four months in arrears at present.

																																better to profile for actuals per month











		April								NCHC Numerator		NCHC Denominator		CCS Numerator		CCS Denominator		EEC Numerator		EEC Denominator

		% of patients waiting less than 18 weeks for their care 				78%		
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    This includes Dental (i.e. a non SitRep service)		18,077		23,462		16,360		25,056		34,437		48,518		70.98%

		% of people waiting over 52 weeks for care				0				2,342		23,462		3,774		25,056		6,116		48,518		12.61%

		2 Hour Urgent Response standard 				80%		77%		1,591		2,224		229		251		1,820		2,475		73.54%								I&I

																														I&I

		May																												I&I

		% of patients waiting less than 18 weeks for their care 				78%		
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    This includes Dental (i.e. a non SitRep service)		18,857		24,625		16,457		24,471		35,314		49,096				71.93%

		% of people waiting over 52 weeks for care				0				2,299		24,625		3,545		24,471		5,844		49,096				11.90%

		2 Hour Urgent Response standard 				80%		77%		1,783		2,357		274		284		2,057		2,641				77.89%						I&I

																														I&I

																														I&I















This includes Dental (i.e. a non SitRep service)



This includes Dental (i.e. a non SitRep service)







BSC for Board IGR June & July

		Board Balanced Scorecard - 2026/27 Metrics

				Status				Definition req'd		EEC Numerator		EEC Denominator						Definition req'd		Definition req'd



		Outcomes				Threshold		25/26		April		May		June		July		Benchmark		Last two months on month trend								Patient and service users				Threshold		25/26		April		May		June		July		Benchmark		Last two months on month trend

		% of services with identified and agreed Patient reported outcome measures
These findings remain provisional and should be interpreted cautiously pending completion of the proposed Trustwide PROMs questionnaire.												48.5%								Clare D'Agostino providing						Service users who provide feedback, report that the service they received was good or very good.				90.0%		95.2%		93.1%		95.3%		93.7%		93.3%				Deteriorating

		Number of MRSA cases in the last 12 months 				0		0		0		0		0		0				Stable 		I&I						Service users who provide feedback report that they are treated with respect and dignity.				90.0%		95.4%		96.4%		96.7%		95.8%		94.0%				Deteriorating

		Incidence of C.Difficile 				0.06		0		0		0		0		2				Deteriorating		I&I		Beth Kimber				Number of patients/service users we get feedback from 						3578		3175		2776		3235		4171				Improving

		Regulation 28 prevention of future deaths orders				0				0		0		0		0				Stable 		Safety Team (Louise Ward) providing						Complainant dissatisfaction				<10.0%		5.83%		0%		0%		0%		7.1%				Deteriorating

		No Never Events recorded				0				0		0		0		0				Stable 		Safety Team (Louise Ward) providing						Statutory safeguarding review actions complete				100%				No reviews in period		No reviews in period		100%		No reviews in period				Stable 

		% of safety incidents causing harm				6.5%				3.5%		6.8%		5.6%		7.6%				Deteriorating		Safety Team (Louise Ward) providing		moderate and severe harm av % - excludes those marked as not attributable to trust				Statutory rapid reviews and information sharing requests completed 				100%				100%		No reviews in period		No reviews in period		100%				Stable 

		% of patients waiting less than 18 weeks for their care 				78.0%				71.0%		71.9%		73.0%		72.9%				Deteriorating								Statutory Duty of Candours completed within timescale				100%								87.5%		82.6%				Deteriorating

		% of patients waiting less than 18 weeks for their care  vs plan				+\- 5%

		% of people waiting over 52 weeks for care				0%				12.6%		11.9%		10.9%		10.6%				Improving

		% of people waiting over 52 weeks for care vs plan				'+\- 5%

		2 Hour Urgent Response standard 				80.0%		77%		73.5%		77.9%		79.3%		73.2%				Deteriorating		I&I

		Actions from PSIIs are completed within the agreed timeframe.				100%				100%		100%		100%		100%				Stable 

		Evidence of inviting patient involvement in PSII reviews is recorded				100%				100%		100%		100%		100%				Stable 		I&I



																						I&I						Finance and resources				Threshold		25/26		April		May		June		July		Benchmark		Last two months on month trend

		People				Threshold		25/26		April		May		June		July		Benchmark		Last two months on month trend		Safety Team (Louise Ward) providing						Variance to annual financial plan (YTD)				+/- 1%				16.8%		4.7%		0.1%		-2.5%				Deteriorating

		Appraisal				92.0%		88.5%		87.6%		87.7%		88.3%		88.1%				Deteriorating		Safety Team (Louise Ward) providing						Proportion of efficiencies delivered on a recuring basis (YTD)				90.0%				97.0%		96.5%		70.5%		55.8%				Deteriorating

		Mandatory Training				90.0%		94.9%		94.6%		93.6%		94.4%		95.4%				Improving								Agency and Bank expenditure - within national target level for Trust (YTD)				£9.5m				0.8		1.5		£2.2m		£3.1m				Stable 

		Rolling sickness absence				5.5%		5.6%		5.7%		5.7%		5.8%		6.0%				Deteriorating								Reduction of ‘significant/high risk’ backlog maintenance on our estate from £9m to £5m during the year				£5m								£8.8m		£8.6m				Improving

		Monthly sickness absence				5.5%		5.7%		5.4%		5.6%		5.9%		5.9%				Stable 								Cash cover 				4 weeks						6.00		6.00		6.00				Stable 

		Rolling turnover				12.0%		9.4%		9.0%		8.4%		8.2%		8.4%				Stable 								Productivity - increase from previous quarter*				+0.25%				2025/26 M10*
NCHC -7.5% - CCS -2.57				2025/26 M12*
NCHC +6.6% CCS +2.1%						Improving

		Stability index				87.0%		89.4%		90.7%		90.3%		90.8%		90.8%				Stable 								* National productivity reporting is four months in arrears at present.







																								better to profile for actuals per month

																								better to profile for actuals per month

		April								EEC Numerator		EEC Denominator

		% of patients waiting less than 18 weeks for their care 				78%				ERROR:#REF!		ERROR:#REF!		ERROR:#REF!

		% of people waiting over 52 weeks for care				0				ERROR:#REF!		ERROR:#REF!		ERROR:#REF!

		2 Hour Urgent Response standard 				80%		77%		ERROR:#REF!		ERROR:#REF!		ERROR:#REF!



		May

		% of patients waiting less than 18 weeks for their care 				78%				ERROR:#REF!		ERROR:#REF!				ERROR:#REF!

		% of people waiting over 52 weeks for care				0				ERROR:#REF!		ERROR:#REF!				ERROR:#REF!						I&I

		2 Hour Urgent Response standard 				80%		77%		ERROR:#REF!		ERROR:#REF!				ERROR:#REF!						I&I

																						I&I





																						I&I

																						I&I

																						I&I











		Safety incidents with no harm				For info only								305		419

		Safety incidents with low harm				For info only								221		327

		Safety incidents with moderate harm				For info only								29		53

		Safety incidents with severe harm				For info only								2		8





Board Working Copy

		Balanced Scorecard - 2026/27 Metrics

				Status				Definition req'd		NCHC Numerator		NCHC Denominator		CCS Numerator		CCS Denominator		EEC Numerator		EEC Denominator						Definition req'd		Definition req'd



		Outcomes				Metric		25/26														April		May		Benchmark		Trend

		% of services with identified and agreed Patient reported outcome measures																												Clare D'Agostino providing

		Number of MRSA cases in the last 12 months 				0		0		0		0		0		0		- 0		- 0		0		0				Stable		I&I

		Incidence of C.Difficile 				0.06		0		0				0				- 0				0		0				Stable		I&I		Beth Kimber

		Prevention of future deaths orders				0																0		0				Stable		Safety Team (Louise Ward) providing

		No Never Events recorded				0																0		0				Stable		Safety Team (Louise Ward) providing

		% of safety incidents causing harm				6.5%																3.5%		6.8%				Deteriorating		Safety Team (Louise Ward) providing		moderate and severe harm av % - excludes those marked as not attributable to trust

		% of patients waiting less than 18 weeks for their care 				78.0%																71.0%		71.9%				Stable		I&I

		% of patients waiting less than 18 weeks for their care  vs plan				+\- 5%

		% of people waiting over 52 weeks for care				0												- 0		- 0		12.6%		11.9%				Improving		I&I

		% of people waiting over 52 weeks for care vs plan				'+\- 5%

		2 Hour Urgent Response standard 				80.0%		77%										- 0		- 0		73.5%		77.9%				Improving		I&I

		Actions from PSIIs are completed within the agreed timeframe.				100%																100%		100%				Stable		Safety Team (Louise Ward) providing

		Evidence of inviting patient involvement in PSII reviews is recorded				100%																100%		100%				Stable		Safety Team (Louise Ward) providing





		Patient and service users				Metric		25/26														April		May		Benchmark		Trend

		Over 90% of service users, feedback, that the service they received was good or very good.				90.0%		95.2%														93.1%		95.3%				Improving		I&I

		Over 90% of service users, who provide feedback, report that they are treated with respect and dignity.				90.0%		95.4%														96.4%		96.7%				Stable

		Number of patients/service users we get feedback from 						3578														3175		2776				Deteriorating				Increase each month  - profile 

		Complainant dissatisfaction				<10.0%		5.83%														0%		0%				Stable

		Statutory safeguarding review actions complete				100%																								Anita Swift providing

		Statutory rapid reviews and information sharing requests completed 				100%																								Anita Swift providing

		Statutory Duty of Candour completed				100%																								Safety Team (Louise Ward) providing



		People				Metric		25/26														April		May		Benchmark		Trend

		Appraisal				92.0%																87.64%		87.70%				Stable

		Mandatory Training				90.0%																94.61%		93.62%				Stable

		Rolling sickness absence				5.5%																5.70%		5.74%				Stable

		Monthly sickness absence				5.5%																5.39%		5.63%				Stable

		Rolling turnover				12.0%																9.04%		8.41%				Stable

		Stability index				87.0%																90.72%		90.27%				Stable



		Finance and resources				Metric		25/26														April		May		Benchmark		Trend

		Variance to annual financial plan (YTD)				+/- 1%																16.80%		4.70%				Improving

		Proportion of efficiencies delivered on a recuring basis (YTD)				90.0%																96.5%		96.50%				Stable

		Bank & Agency expenditure - within national target level for Trust (YTD)				£1.7m																£   140,554		£   152,634				Deteriorating

		Reduce bank spend at Trust level (against 2025/26 outturn)				-7.5%

		Reduce agency spend at Trust level (against 2025/26 outturn)				-30.0%

		Cash cover 				4 weeks																4.75		4.00				Stable

		Return on investment on transformational investment				>100%

		Productivity - increase from previous quarter*				+0.25%																		2025/26 M10*
NCHC: -7.5%
CCS: - 2.57

		* National productivity reporting is four months in arrears at present.



		April								NCHC Numerator		NCHC Denominator		CCS Numerator		CCS Denominator		EEC Numerator		EEC Denominator

		% of patients waiting less than 18 weeks for their care 				78%		

tc={3F67484F-E148-4FA0-B7D3-047BDE41A3D0}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    This includes Dental (i.e. a non SitRep service)		18,077		23,462		16,360		25,056		34,437		48,518		70.98%								I&I

		% of people waiting over 52 weeks for care				0				2,342		23,462		3,774		25,056		6,116		48,518		12.61%								I&I

		2 Hour Urgent Response standard 				80%		77%		1,591		2,224		229		251		1,820		2,475		73.54%								I&I



		May

		% of patients waiting less than 18 weeks for their care 				78%		

tc={75A15435-FF83-47F5-ACD4-79CAE9578FE7}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    This includes Dental (i.e. a non SitRep service)		18,857		24,625		16,457		24,471		35,314		49,096				71.93%						I&I

		% of people waiting over 52 weeks for care				0				2,299		24,625		3,545		24,471		5,844		49,096				11.90%						I&I

		2 Hour Urgent Response standard 				80%		77%		1,783		2,357		274		284		2,057		2,641				77.89%						I&I











This includes Dental (i.e. a non SitRep service)



This includes Dental (i.e. a non SitRep service)







BSC for Board IGR Aug & Sept

		Board Balanced Scorecard - 2026/27 Metrics

				Status				Definition req'd		EEC Numerator		EEC Denominator						Definition req'd		Definition req'd



		Outcomes				Threshold		25/26		April		May		Aug		Sept		Benchmark		Last two months on month trend								Patient and service users				Threshold		25/26		April		May		Aug		Sept		Benchmark		Last two months on month trend

		% of services with identified and agreed Patient reported outcome measures
55 services responded to PROMs questionnaire, with initial findings showing two-thirds of services record PROM, and a need to strengthen reporting and digital infrastructure.
While many services are collecting outcome measures, limitations within current systems, particularly around data extraction, aggregation and automated reporting, restrict the ability to use PROMs consistently at service, divisional and organisational level.
Consideration should therefore be given to developing Trustwide reporting solutions, dashboards and standardised processes to support readiness for the national requirement for universal PROMs implementation by 2029.																				Clare D'Agostino providing						Service users who provide feedback, report that the service they received was good or very good.				90.0%		95.2%		93.1%		95.3%		96.7%		95.9%				Stable 

		Number of MRSA cases in the last 12 months 				0		0		0		0		0		0				Stable 		I&I						Service users who provide feedback report that they are treated with respect and dignity.				90.0%		95.4%		96.4%		96.7%		96.2%		95.8%				Stable 

		Incidence of C.Difficile 				0.06		0		0		0		0		1				Deteriorating		I&I		Beth Kimber				Number of patients/service users we get feedback from 						3578		3175		2776		2460		3212				Improving

		Regulation 28 prevention of future deaths orders				0				0		0		0		0				Stable 		Safety Team (Louise Ward) providing						Complainant dissatisfaction				<10.0%		5.83%		0%		0%		0%		0%				Stable 

		No Never Events recorded				0				0		0		0		0				Stable 		Safety Team (Louise Ward) providing						Statutory safeguarding review actions complete				100%				No reviews in period		No reviews in period		No reviews in period		No reviews in period				Stable 

		% of safety incidents causing harm				6.5%				3.5%		6.8%		8.3%		9.5%		ERROR:#DIV/0!		Deteriorating		Safety Team (Louise Ward) providing		moderate and severe harm av % - excludes those marked as not attributable to trust				Statutory rapid reviews and information sharing requests completed 				100%				100%		No reviews in period		100%		No reviews in period				Stable 

		% of patients waiting less than 18 weeks for their care 				78.0%				71.0%		71.9%		72.5%		72.7%				Stable 								Statutory Duty of Candours completed within timescale				100%								88%		96%				Improving

		% of patients waiting less than 18 weeks for their care  vs plan				+\- 5%

		% of people waiting over 52 weeks for care				0%				12.6%		11.9%		10.1%		9.2%				Improving

		% of people waiting over 52 weeks for care vs plan				'+\- 5%														Improving

		2 Hour Urgent Response standard 				80.0%		77%		73.5%		77.9%		70.4%		74.3%				Improving		I&I

		Actions from PSIIs are completed within the agreed timeframe.				100%				100%		100%								Stable 

		Evidence of inviting patient involvement in PSII reviews is recorded				100%				100%		100%		100%		100%				Stable 		I&I



																						I&I

		People				Threshold		25/26		April		May		Aug		Sept		Benchmark		Last two months on month trend		Safety Team (Louise Ward) providing						Finance and resources				Threshold		25/26		April		May		Aug		Sept		Benchmark		Last two months on month trend

		Appraisal				92.0%		88.5%		87.6%		87.7%		89.6%		89.9%				Improving		Safety Team (Louise Ward) providing						Variance to annual financial plan (YTD)				+/- 1%				16.8%		4.7%		-2.8%		-1.9%				Improving

		Mandatory Training				90.0%		94.9%		94.6%		93.6%		95.9%		95.8%				Improving								Proportion of efficiencies delivered on a recuring basis (YTD)				90.0%				97.0%		96.5%		54%		57%				Improving

		Rolling sickness absence				5.5%		5.6%		5.7%		5.7%		6.1%		6.0%				Improving								Agency and Bank expenditure - within national target level for Trust (YTD)				£9.5m				0.8		1.5		£3,811k		£4,517k				Stable 

		Monthly sickness absence				5.5%		5.7%		5.4%		5.6%		6.1%		6.2%				Deteriorating								Reduction of ‘significant/high risk’ backlog maintenance on our estate from £9m to £5m during the year				£5m								£8.5m		£8.4m				Improving

		Rolling turnover				12.0%		9.4%		9.0%		8.4%		8.5%		8.4%				Stable 								Cash cover 				4 weeks						6.00		5		4				Deteriorating

		Stability index				87.0%		89.4%		90.7%		90.3%		91.0%		91.0%				Stable 								Productivity - increase from previous quarter*				+0.25%				2025/26 M10*
NCHC -7.5% - CCS -2.57

																												* National productivity reporting is four months in arrears at present.







		Safety incidents with no harm				For info only								585		523

		Safety incidents with low harm				For info only								372		353

		Safety incidents with moderate harm				For info only								83		83

		Safety incidents with severe harm				For info only								4		9





People Data

		Appraisal Compliance		Jul 26

		Area		Eligible Assignments		Appraisal Completions		%		Eligible Assignments		Appraisal Completions		%

		Norfolk Adults						0.00%		1,828		1,601		87.58%

		Luton & Beds Adults		276		265		96.01%						0.00%

		Luton & Beds Children & Young People		610		582		95.41%						0.00%

		Norfolk Children & Young People		455		386		84.84%		179		156		87.15%

		Cambs & P’boro Children & Young People		561		495		88.24%						0.00%

		NowMSK / Dynamic Health		124		112		90.32%		64		57		89.06%

		Dental		117		112		95.73%						0.00%

		iCash		220		213		96.82%						0.00%

		Support Services		212		144		67.92%		286		223		77.97%

		Total		2575		2309		89.67%		2,357		2037		86.42%				4,932		4,346		88.12%





		Training Compliance (12 Core subjects only)		Jul 26

		Area		Training Required		Training completed		%		Training Required		Training completed		%

		Norfolk Adults						0.00%		25,173		23,889		94.90%

		Luton & Beds Adults		4183		4030		96.34%						0.00%

		Luton & Beds Children & Young People		9215		8635		93.71%						0.00%

		Norfolk Children & Young People		7630		7107		93.15%		2,347		2,237		95.31%

		Cambs & P’boro Children & Young People		8327		8224		98.76%						0.00%

		NowMSK / Dynamic Health		2121		2066		97.41%		862		815		94.55%

		Dental		1775		1738		97.92%						0.00%

		iCash		3628		3519		97.00%						0.00%

		Support Services		2507		2363		94.26%		3,406		3,262		95.77%

		Total		36879		35319		95.77%		31,788		30,203		95.01%





		Turnover		Jul 26

		Area		Average SIP (WTE)		Voluntary Leavers (WTE)		%		Average SIP (WTE)		Voluntary Leavers (WTE)		%

		Norfolk Adults						0.00%		1812.0		151.4		8.35%

		Luton & Beds Adults		261.1		24.37		9.33%						0.00%

		Luton & Beds Children & Young People		455.19		48.07		10.56%						0.00%

		Norfolk Children & Young People		406.14		17.92		4.41%		166.7		19.1		11.44%

		Cambs & P’boro Children & Young People		490.78		38.63		7.87%						0.00%

		NowMSK / Dynamic Health		111.05		14.09		12.69%		52.4		3.4		6.50%

		Dental		90.3		8.4		9.29%						0.00%

		iCash		177.3		13.7		7.75%						0.00%

		Support Services		206.5		17.3		8.40%		308.3		25.6		8.29%

		Total		2198.3		182.5		8.30%		2339.4		199.4		8.52%

		*excludes LD



		Sickness (rolling 12 months)		Jul 26

		Area		WTE Available Days		WTE Sickness Days		%		WTE Available Days		WTE Sickness Days		%

		Norfolk Adults						0.00%		665711.8		43860.1		6.59%

		Luton & Beds Adults		202024.12		11792.38		5.84%						0.00%

		Luton & Beds Children & Young People		96401.32		6075.26		6.30%						0.00%

		Norfolk Children & Young People		150212.38		11694.29		7.79%		60176.3		3107.3		5.16%

		Cambs & P’boro Children & Young People		183715.87		9292.56		5.06%						0.00%

		NowMSK / Dynamic Health		41103.71		2146.82		5.22%		19536.5		860.8		4.41%

		Dental		33058.6		2124.4		6.43%						0.00%

		iCash		62678.0		3692.7		5.89%						0.00%

		Support Services		75188.7		1739.3		2.31%		110012.7		2860.4		2.60%

		Total		844382.7		48557.8		5.75%		855437.2		50688.7		5.93%





		Sickness (monthly)		Jul 26

		Area		WTE Available Days		WTE Sickness Days		%		WTE Available Days		WTE Sickness Days		%

		Norfolk Adults						0.00%		56828.7		3766.7		6.63%

		Luton & Beds Adults		8144.6		641.0		7.87%						0.00%

		Luton & Beds Children & Young People		17234.8		1073.3		6.23%						0.00%

		Norfolk Children & Young People		12712.8		873.8		6.87%		5077.7		321.9		6.34%

		Cambs & P’boro Children & Young People		15881.9		832.8		5.24%						0.00%

		NowMSK / Dynamic Health		3480.4		172.5		4.96%		1664.8		37.5		2.25%

		Dental		2950.3		151.9		5.15%						0.00%

		iCash		12079.8		711.7		5.89%						0.00%

		Support Services		6396.5		118.9		1.86%		9693.7		279.8		2.89%

		Total		78881.1		4575.8		5.80%		73264.8		4405.9		6.01%





		Retention		Jul 26

		Area		SIP Headcount		Retained Staff Headcount		%		SIP Headcount		Retained Staff Headcount		%

		Norfolk Adults						0.00%		2118.0		1930.0		91.12%

		Luton & Beds Adults		298		266		89.26%						0.00%

		Luton & Beds Children & Young People		658		606		92.10%						0.00%

		Norfolk Children & Young People		500		475		95.00%		201.0		189.0		94.03%

		Cambs & P’boro Children & Young People		608		524		86.18%						0.00%

		NowMSK / Dynamic Health		132		123		93.18%		63.0		60.0		95.24%

		Dental		121		103		85.12%						0.00%

		iCash		239		213		89.12%						0.00%

		Support Services		215		201		93.49%		330.0		291.0		88.18%

		Total		2771		2511		90.62%		2712.0		2470.0		91.08%





People Tables

		Norfolk Adults

		People		Threshold		July

		Absence Rate (rolling 12 months)		5.5%		6.6%

		Absence Rate (in month)		5.5%		6.6%

		Appraisal Compliance Rate		92.0%		87.6%

		Mandatory Training Rate		90.0%		94.9%

		Rolling Staff Turnover Rate		12.0%		8.4%

		Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		91.1%

		Luton & Beds Adults

		People		Threshold		July

		Absence Rate (rolling 12 months)		5.5%		5.8%

		Absence Rate (in month)		5.5%		7.9%

		Appraisal Compliance Rate		92.0%		96.0%

		Mandatory Training Rate		90.0%		96.3%

		Rolling Staff Turnover Rate		12.0%		9.3%

		Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		89.3%

		Children & Young People

		People		Threshold		July

		Absence Rate (rolling 12 months)		5.5%		6.2%

		Absence Rate (in month)		5.5%		6.1%

		Appraisal Compliance Rate		92.0%		89.7%

		Mandatory Training Rate		90.0%		95.2%

		Rolling Staff Turnover Rate		12.0%		8.1%

		Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		91.2%

		Norfolk Children & Young People

		People		Threshold		July

		Absence Rate (rolling 12 months)		5.5%		7.8%

		Absence Rate (in month)		5.5%		6.9%

		Appraisal Compliance Rate		92.0%		84.8%

		Mandatory Training Rate		90.0%		93.1%

		Rolling Staff Turnover Rate		12.0%		4.4%

		Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		95.0%

		Cambs & P’boro Children & Young People

		People		Threshold		July

		Absence Rate (rolling 12 months)		5.5%		5.1%

		Absence Rate (in month)		5.5%		5.2%

		Appraisal Compliance Rate		92.0%		88.2%

		Mandatory Training Rate		90.0%		98.8%

		Rolling Staff Turnover Rate		12.0%		7.9%

		Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		86.2%

		NowMSK / Dynamic Health

		People		Threshold		July

		Absence Rate (rolling 12 months)		5.5%		5.2%

		Absence Rate (in month)		5.5%		5.0%

		Appraisal Compliance Rate		92.0%		90.3%

		Mandatory Training Rate		90.0%		97.4%

		Rolling Staff Turnover Rate		12.0%		12.7%

		Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		93.2%

		Dental

		People		Threshold		July

		Absence Rate (rolling 12 months)		5.5%		6.4%

		Absence Rate (in month)		5.5%		5.1%

		Appraisal Compliance Rate		92.0%		95.7%

		Mandatory Training Rate		90.0%		97.9%

		Rolling Staff Turnover Rate		12.0%		9.3%

		Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		85.1%

		iCash

		People		Threshold		July

		Absence Rate (rolling 12 months)		5.5%		5.9%

		Absence Rate (in month)		5.5%		5.9%

		Appraisal Compliance Rate		92.0%		96.8%

		Mandatory Training Rate		90.0%		97.0%

		Rolling Staff Turnover Rate		12.0%		7.7%

		Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		89.1%

		Support Services

		People		Threshold		July

		Absence Rate (rolling 12 months)		5.5%		2.3%

		Absence Rate (in month)		5.5%		1.9%

		Appraisal Compliance Rate		92.0%		67.9%

		Mandatory Training Rate		90.0%		94.3%

		Rolling Staff Turnover Rate		12.0%		8.4%

		Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		93.5%





Norfolk Adults

		Domain		Metric Status (Existing or New)		Legacy NCHC code		Metric		Current/proposed threshold		Priority		Notes (yellow cells are new metrics or suggested new thresholds)

		Outcomes		Existing		CISE01		VTE Compliance Rate		95.0%				national benchmark

				Existing		CISE02		Injurious Falls per 1000 OBDS		2.1

				Existing		CISE03		Complaints per 1,000 WTE		4.3

				Existing		CISE04		FFT Rate		95.6%				Following  conversation with John K, should we include a % of conatcts- may need to be % of individual patients as 1 patient will likely respond for whole period of treatment.

				Existing		CISE07		Medication Incidents (Hosp) per 1000 OBDs		2.7				Attributable to EEC only

				Existing		CISE08		Medication Incidents (Comm) per 1000 WTE		12.1				Attributable to EEC only

				Existing		CISE09		PUs (Hosp) per 1000 OBDs		0.8				Attributable to EEC only

				Existing		CISE10		PUs (Comm) per 1000 Patients		1.3				Attributable to EEC only

				Existing		CISE10		PUs (Comm) per 1000 Patients - CN only		7.5				7.5 - last 12 months baseline.  Attributable to EEC only

				Existing		CISE13		Contacts recorded in 24hrs		98.5%				Should we include % completed at point of care? KF - include separately (i.e. not for IGR & record updated within 1hr)

				Existing		CISE19		Post 48hr C.Difficile per 1,000 OBDs		0.06

				Existing		CISE20		Duty of Candour		0				internal standards vs breaches

				Existing		CISE22		Zero MRSA bacteraemia in Inpatients		0

				Existing		CISE23		% of Scheduled Visits Allocated - Total		95.0%				95% - last 12 months baseline

				Existing		CISE24		% of Scheduled Visits Allocated - Nursing		96.0%				96% - last 12 months baseline

				Existing		CISE25		% of Scheduled Visits Allocated - Phlebotomy		85.0%				85% - last 12 months baseline

				Existing		CISE26		No Of Deferrals (Weekly)		0				Once datix config sorted, we could add in number resulted in harm

				New				% EoL pts - Respect form in place		Remove				46% - last 12 months baseline (with the exception of North -Palliative at 99%) - palliative services only (?inpatients)

				New				Recording of EoL Pts Preferred Place of Care (Palliative Service only)		95%				62% - last 12 months baseline.  Need to understand the definition & does it apply to all NA Places?  Palliative services only (KF to explore PPoD)
National Instiute for health suggest:
Preferred Place of Death (PPD): The proportion of patients who pass away in their preferred location (e.g., hospice, at home vs. acute hospital). (Average target usually ranges between 60% and 75%).

				New				End-of-life care access - x% of EoL care patients are seen within 'y' days from referral.  
To baseline and then build in incrementally.		Remove				Should we change this to specialist pallaive care (PBL) referrals being admitted within X days. There is a study that shows within 7 days being a target. 
Could include other metrics for PBL- advance care plan, ReSPECT form completion within X days of admission.
National Institute of Health suggest:
Preferred Place of Death (PPD): The proportion of patients who pass away in their preferred location (e.g., hospice, at home vs. acute hospital). (Average target usually ranges between 60% and 75%).
Hospice Use & Enrollment: Metrics tracking whether a patient was enrolled in hospice care more than 3 days prior to death
Readmission Rates: Unplanned hospital readmissions within 30 days of a palliative care unit discharge

Specialist pall team- metrics for seen within X days of referrals- targets range from specialist assessment within 48 hours to 7 days

				New				Patients seen from referral to first Doppler within 6 weeks		Emma T to review				65% - last 12 months baseline.  KF to check baseline and then complete trajectory and stretch target
Lower limb pathway is within 2 weeks of referral. Need to consider target- realistic or as per pathway? full assurance 2 weeks and partial assurance 6 weeks OR full 100% 6 weeks partial 100% 12 weeks? Do we need target below 100%?

		Patients and Service Users		Existing		CISE05		18-week Compliance Rate		78.0%				2026/27 MTP plan

				New				Over 52-weeks		0

				Existing		CISE05		18-week RTT Consultant Led						Remove from SAC IGR scorecard (all comes under 18-week RTT)

				Existing		CISE05		Over 52-weeks Consultant Led						Remove from SAC IGR scorecard (all comes under 18-week RTT)

				Existing		CISE11		Non-criteria to reside (NCTR)		29.5

				Existing		CISE14		Average length of stay (all intermediate care units)		29.5

				New				Average length of stay Beech Ward		Remove- review 6 months time				51 days - last 12 months baseline.  KF- check SSNAP data
Acute and Specialist Unit Targets
Direct Admission: Patients should be admitted directly to a hyper-acute stroke unit within 4 hours of hospital arrival.
Acute Length of Stay: The target duration for the intensive acute phase is typically 4 to 7 days, depending on medical stabilization.
Time on Unit: The SSNAP (Sentinel Stroke National Audit Programme) targets a metric where patients spend at least 90% of their total inpatient time on a specialist stroke unit. 

Rehabilitation Length of Stay Targets
Short-term / Mild strokes: Often 5 to 14 days before transitioning into a community rehabilitation setting.
Intensive Rehabilitation: For moderate-to-severe strokes, ongoing care and rehabilitation can last up to 28 days in a hospital or subacute ward.
Total Rehabilitation Period: The NICE (National Institute for Health and Care Excellence) guidelines recommend that patients receive needs-based rehabilitation for at least 3 hours a day, at least 5 days a week, until functional goals are met

				Existing		CISE16		Did Not Attends  - Adult services		2.50%

				Existing		CISE18		2 Hour Urgent Response		70%				Keep at 70% (may stretch to 75% if UCR funding gets approved. Can we then break down into time take to be seen as a table? Would expect 100% at 3 hours

				Existing		CISE31		Virtual Ward occupancy % (Monthly)		80.0%				ALOS and occupancy

				Existing		CISE32		Avg Virtual Ward capacity (Monthly)		28

				New				Urgent Therapy waits seen within two weeks (will require S1 reconfiguration on new unit)		90.0%				Emma T to review- need baseline of this

				New				Routine Therapy waits seen within five weeks (will require S1 reconfiguration on new unit)		95.0%				Emma T to review- need baseline of this

				New				Time taken to triage community nursing ref's - % triaged within 24hrs.		95.0%				Emma T to review- need baseline of this- Separate  UCR only within 15 mins. triage outcomes. SPOC metrics

				New				Incidents per 1,000 WTE - Community Services - Total		199				Attributable to EEC only  Prior to admission/ during admission  Need to check criteria - needs to be directly related to Patient. Kevin- where has the 199 come from?

				New				Incidents per 1,000 WTE - Community Services - No Harm		Emma T to review				Attributable to EEC only  Prior to admission/ during admission KF to arrange baseline. Proportion of 100%- patient safety team to advise

				New				Incidents per 1,000 WTE - Community Services - Low Harm		Emma T to review				Attributable to EEC only  On  Prior to admission/ during admission

				New				Incidents per 1,000 WTE - Community Services - Moderate Harm		Emma T to review				Attributable to EEC only  On  Prior to admission/ during admission

				New				Incidents per 1,000 WTE - Community Services - Severe Harm		Emma T to review				Attributable to EEC only  On  Prior to admission/ during admission

				New				Incidents per 1,000 WTE - Inpatients - Total		199				Attributable to EEC only  On  Prior to admission/ during admission

				New				Incidents per 1,000 WTE - Inpatients - No Harm		Emma T to review				Attributable to EEC only  On  Prior to admission/ during admission

				New				Incidents per 1,000 WTE - Inpatients - Low Harm		Emma T to review				Attributable to EEC only  On  Prior to admission/ during admission

				New				Incidents per 1,000 WTE - Inpatients - Moderate Harm		Emma T to review				Attributable to EEC only  On  Prior to admission/ during admission

				New				Incidents per 1,000 WTE - Inpatients - Severe Harm		Emma T to review				Attributable to EEC only  On  Prior to admission/ during admission

		People		Existing		ADBF1 		Absence Rate (rolling 12 months)		5.50%				5.5% or below.  NB: in 2024 sickness absence reduced by 0.3% overall. Aiming for 0.75% reduction by end of March 2028 

				Existing		ADBF1a		Absence Rate (in month)		5.50%				5.5% or below.   

				Existing		ADBF1b		Short term Absence Rate (in month)						Remove from SAC IGR scorecard

				Existing		ADBF1c		Long term Absence Rate (in month)						Remove from SAC IGR scorecard

				Existing		ADBF2 		Appraisal Compliance Rate		92%				92% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters within their first 12 months of employment

				Existing		ADBF3 		Mandatory Training Rate		90%				90% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters in their first 3 months of employment

				Existing		ADBF4 		Vacancy Rate						Remove from SAC IGR scorecard

				Existing		ADBF5 		Rolling Staff Turnover Rate		12% and below				Calculate in line with CIPD definition - The CIPD calculation for employee turnover is: (Total number of leavers in a period / Average number of employees in that period) x 100. To find the average number of employees, add the number of employees at the beginning of the period to the number at the end and divide by two.

				Existing		ADBF6 		Time to recruit (Days)						Remove from SAC IGR scorecard

				Existing		CISE27		CN Overall Unavailability Profile (% in month)		Emma T to review				do we want to keep- plan to remove

				Existing		CISE28		CN Unavailability - Sickness (% in month)		Emma T to review

				Existing		CISE29		CN Unavailability - Annual Leave (% of staff on a/l in month)		Emma T to review				could do monthly annual leave % taken-

				Existing		CISE30		CN Unavailability - Other (% in month)		Emma T to review

				New				Retention rate (12-month) - % of Staff remaining in post 12 months after start		87%

				New				Bank Usage		7.5%				Bank – 7.5% reduction on 25/26 outturn

				New				Agency Usage		30.0%				Agency – 30% reduction on 25/26 outturn

				New				Proprtion of annual leave taken (cumulative - 8.33% per month)		8.3%

				New				Proprtion of annual leave taken		8.33% per month cumulative

		Finance & Resources		New				Variance to plan (YTD and FY)		+/- 1%

				New				Proportion of efficiencies delivered on a recurring basis		90%

				New				Productivity – increase from previous quarter		0.25%

				New				Agency expenditure - compliance with the NHSE-set cap (provisional)		£1.7m

				New				Cash cover - in months		4 weeks

				New				ROI on transformational investment		>100%

		NB: Norfolk Adults to be split to Places

		Total Metrics		64





MSK

		Domain		Status		Metric		Suggested Measure		Threshold 		DH		Can we obtain for June & July by 12th Aug?		Andy Comments		Andy updated Comments		Numerator		Denominater		%		Data Source		Potential issues in Aug				Now MSK Numerator		Now MSK Denominater		%		Data Source				Combined MSK Numerator		Combined MSK Denominater		%

		Outcomes				Clinically Significant Improvement		% achieving MCID (physio only)		>5.5		Yes we capture this as part of MSK-HQ data set currently.
Current process vs Flok - ie mean data position 		Yes		Cohort - pts within the reporting period with an MCID score		After running test data and not meeting the >5.5 for June data and for all paired MSK-HQ, MP wants to hold off on this metric for now		5.2		N/A		N/A		S1 / warehouse		There should be none on the reporting side but I know mike was concerned about the figure				We cannot provide this, we do not capture this data. 										5.2		0

						Re-referral Rate		% re-referred within 6–12 months		<15%		We currently have but only for physio. Will need modifying now we have new triage portal.		Yes		This might need some discussion to understand the detail		Test data ran for a June cohort - referral rate of around 12% - suggestion is to change target to 15% (this came from service)		660		4560		14.5%		S1 / warehouse		There should be none				88		2675		3.3%						748		7235		10.3%

		Patients and Service Users				Wait to Assessment (Routine)		Average days to first appointment				For both Routine and Urgent separately, so not misrepresent true median. We have median weeks waited currently.		Yes				We only include when patients are seen and exclude

21 - Transfer to another Health Care Provider
33 - Failure to attend
34 - Decision not to treat
35 - Patient declined offered treatment
36 - Patient died before treatment
92 - Not yet referred
		114		N/A		N/A		S1 / warehouse		There should be none				85.12		N/A		N/A						89.68		0

						Wait to Assessment (Urgent)		Average days to first appointment				For both Routine and Urgent separately, so not misrepresent true median. We have median weeks waited currently.		Yes						27		N/A		N/A		S1 / warehouse		There should be none				27.16		N/A		N/A						27.11		0

						% Seen within 18w 		% within 18 weeks 				We have similar but % breakdown would be good.		Yes		Reportable 				2452		3468		70.7%		S1 / iHub		There should be none				9483		12934		73.3%						11935		16402		72.8%

						DNA Rate		% Did Not Attend		<10%		Currently have in BI		Yes		in iHub				257		6550		3.9%		S1 / iHub		There should be none				635		10588		6.0%						892		17138		5.2%

						FFT Score		Friends & Family Test		>95%		Currently have, but no on BI. That is on IQVIA. Would be good to get on BI.		Yes						359		366		98.1%		S1 / iHub		There should be none				83		91		91.2%						442		457		96.7%

						Complaints		Number and themes
Response to complaints - as KPI		Information 		Yes agree, would be good to get on BI		Not a KPI						Formal 0
Informal 6		N/A		N/A		Patient experience		Any delay from patient experience possibly						N/A		N/A						0		0

						Waiting List Harm Reviews		Number completed and concerns identified		% of patients receiving a review for waits over??		Agree		Yes		CCS Patient Wait Review Questionnaire has Level and Action - no other context. What's the target and threshold				0		0		N/A												N/A

		People				Absence Rate (rolling 12 months)				5.50%		5.5% or below.  NB: in 2024 sickness absence reduced by 0.3% overall. Aiming for 0.75% reduction by end of March 2028.  Thinking about forecasting could this include long term sickness (for those that may have a 1-2 month sick note already applied to health roster). Also maternity leave.
How do we include mandatory training impact 

						Absence Rate (in month)				5.50%		5.5% or below.   

						Appraisal Compliance Rate				92%		Remove from SAC IGR scorecard

						Mandatory Training Rate				90%		Remove from SAC IGR scorecard

						Rolling Staff Turnover Rate				12% and below		92% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters within their first 12 months of employment

						Retention rate (12-month) - % of Staff remaining in post 12 months after start				87%		90% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters in their first 3 months of employment

						Bank Usage				7.5%		Remove from SAC IGR scorecard

						Agency Usage				30.0%		Calculate in line with CIPD definition - The CIPD calculation for employee turnover is: (Total number of leavers in a period / Average number of employees in that period) x 100. To find the average number of employees, add the number of employees at the beginning of the period to the number at the end and divide by two.

						Proprtion of annual leave taken				8.33% per month cumulative		Aid medium and long term forecasting and predict potential pinch points.

		Finance & Resources				Variance to plan (YTD and FY)				+/- 1%

						Proportion of efficiencies delivered on a recurring basis				90%

						Productivity – increase from previous quarter				0.25%

						Agency expenditure - compliance with the NHSE-set cap (provisional)				£1.7m

						Cash cover - in months				4 weeks

						ROI on transformational investment				>100%

























































































































































MSK Aug

		p		Status		Metric		Suggested Measure		Threshold 		DH		Can we obtain for June & July by 12th Aug?		Andy Comments		Andy updated Comments		Numerator		Denominater		%				Now MSK Numerator		Now MSK Denominater		%		Data Source				Combined MSK Numerator		Combined MSK Denominater		%

		Outcomes				Clinically Significant Improvement		% achieving MCID (physio only)		>5.5		Yes we capture this as part of MSK-HQ data set currently.
Current process vs Flok - ie mean data position 		Yes		Cohort - pts within the reporting period with an MCID score		After running test data and not meeting the >5.5 for June data and for all paired MSK-HQ, MP wants to hold off on this metric for now		3.2		N/A		N/A				We cannot provide this, we do not capture this data. 										3.2		0

						Re-referral Rate		% re-referred within 6–12 months		<15%		We currently have but only for physio. Will need modifying now we have new triage portal.		Yes		This might need some discussion to understand the detail		Test data ran for a June cohort - referral rate of around 12% - suggestion is to change target to 15% (this came from service)		583		3840		15.2%				88		2675		3.3%						671		6515		10.3%

						FLOK Performance 		Improvement in patient MSK-HQ score over a 3 month period, equal or greater than the Minimal Clinically Important Difference (MCID)		≥ 5-point		These come directly from FLOK								7.3		N/A		N/A				10.4		N/A		N/A						Dynamic 7.3
Norfolk 10.4

								Patients discharged from Flok that are not referred back to the Trust by Flok		≥ 95%										882		902		97.8%				N/A		N/A		ERROR:#VALUE!						882		902		97.8%

								Proportion of patients who found Flok the same or better than face-to-face physio		≥ 75%										55		67		82.1%				32		40		80.0%						87		107		81.3%

		Patients and Service Users				Wait to Assessment (Routine)		Average days to first appointment				For both Routine and Urgent separately, so not misrepresent true median. We have median weeks waited currently.		Yes				We only include when patients are seen and exclude

21 - Transfer to another Health Care Provider
33 - Failure to attend
34 - Decision not to treat
35 - Patient declined offered treatment
36 - Patient died before treatment
92 - Not yet referred
		118.0		N/A		N/A				91.21		N/A		N/A						94,73		0

						Wait to Assessment (Urgent)		Average days to first appointment				For both Routine and Urgent separately, so not misrepresent true median. We have median weeks waited currently.		Yes						27		N/A		N/A				32.89		N/A		N/A						29.2		0

						% Seen within 18w 		% within 18 weeks 				We have similar but % breakdown would be good.		Yes		Reportable 				1984		2792		71.1%				9585		13890		69.0%						11569		16682		69.4%

						DNA Rate		% Did Not Attend		<10%		Currently have in BI		Yes		in iHub				208		6364		3.3%				311		5480		5.7%						519		11844		4.4%

						FFT Score		Friends & Family Test		>95%		Currently have, but no on BI. That is on IQVIA. Would be good to get on BI.		Yes						312		317		98.4%				80		85		94.1%						392		402		97.5%

						Formal Complaints per 1,000 WTE		Number and themes
Response to complaints - as KPI		Information 		Yes agree, would be good to get on BI		Not a KPI						26.8		N/A		N/A						N/A		N/A						26.8384326355		0

						Waiting List Harm Reviews		Number completed and concerns identified		% of patients receiving a review for waits over??		Agree		Yes		CCS Patient Wait Review Questionnaire has Level and Action - no other context. What's the target and threshold								N/A								N/A

		People				Absence Rate (rolling 12 months)				5.50%		5.5% or below.  NB: in 2024 sickness absence reduced by 0.3% overall. Aiming for 0.75% reduction by end of March 2028.  Thinking about forecasting could this include long term sickness (for those that may have a 1-2 month sick note already applied to health roster). Also maternity leave.
How do we include mandatory training impact 

						Absence Rate (in month)				5.50%		5.5% or below.   

						Appraisal Compliance Rate				92%		Remove from SAC IGR scorecard

						Mandatory Training Rate				90%		Remove from SAC IGR scorecard

						Rolling Staff Turnover Rate				12% and below		92% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters within their first 12 months of employment

						Retention rate (12-month) - % of Staff remaining in post 12 months after start				87%		90% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters in their first 3 months of employment

						Bank Usage				7.5%		Remove from SAC IGR scorecard

						Agency Usage				30.0%		Calculate in line with CIPD definition - The CIPD calculation for employee turnover is: (Total number of leavers in a period / Average number of employees in that period) x 100. To find the average number of employees, add the number of employees at the beginning of the period to the number at the end and divide by two.

						Proprtion of annual leave taken				8.33% per month cumulative		Aid medium and long term forecasting and predict potential pinch points.								98.50%

		Finance & Resources				Variance to plan (YTD and FY)				+/- 1%

						Proportion of efficiencies delivered on a recurring basis				90%

						Productivity – increase from previous quarter				0.25%

						Agency expenditure - compliance with the NHSE-set cap (provisional)				£1.7m

						Cash cover - in months				4 weeks

						ROI on transformational investment				>100%

























































































































































MSK Sep

		p		Status		Metric		Suggested Measure		Threshold 		DH		Can we obtain for June & July by 12th Aug?		Andy Comments		Andy updated Comments		Numerator		Denominater		%				Now MSK Numerator		Now MSK Denominater		%		Data Source				Combined MSK Numerator		Combined MSK Denominater		%

		Outcomes				Clinically Significant Improvement		% achieving MCID (physio only)		>5.5		Yes we capture this as part of MSK-HQ data set currently.
Current process vs Flok - ie mean data position 		Yes		Cohort - pts within the reporting period with an MCID score		After running test data and not meeting the >5.5 for June data and for all paired MSK-HQ, MP wants to hold off on this metric for now		4.8		N/A		N/A				We cannot provide this, we do not capture this data. 										4.8		0

						Re-referral Rate		% re-referred within 6–12 months		<15%		We currently have but only for physio. Will need modifying now we have new triage portal.		Yes		This might need some discussion to understand the detail		Test data ran for a June cohort - referral rate of around 12% - suggestion is to change target to 15% (this came from service)		675		4719		14.3%				88		2675		3.3%						763		7394		10.3%

						FLOK Performance 		Improvement in patient MSK-HQ score over a 3 month period, equal or greater than the Minimal Clinically Important Difference (MCID)		≥ 5-point		These come directly from FLOK								7.5		N/A		N/A				7.2		N/A		N/A						14.7

								Patients discharged from Flok that are not referred back to the Trust by Flok		≥ 95%										875		893		98.0%				N/A		N/A		ERROR:#VALUE!						875		893		98.0%

								Proportion of patients who found Flok the same or better than face-to-face physio		≥ 75%										25		33		75.8%				35		39		89.7%						60		72		83.3%

		Patients and Service Users				Wait to Assessment (Routine)		Average days to first appointment				For both Routine and Urgent separately, so not misrepresent true median. We have median weeks waited currently.		Yes				We only include when patients are seen and exclude

21 - Transfer to another Health Care Provider
33 - Failure to attend
34 - Decision not to treat
35 - Patient declined offered treatment
36 - Patient died before treatment
92 - Not yet referred
		109.8		N/A		N/A				85.12		N/A		N/A						95.47		0

						Wait to Assessment (Urgent)		Average days to first appointment				For both Routine and Urgent separately, so not misrepresent true median. We have median weeks waited currently.		Yes						29		N/A		N/A				27.16		N/A		N/A						27.71		0

						% Seen within 18w 		% within 18 weeks 				We have similar but % breakdown would be good.		Yes		Reportable 				2207		2959		74.6%				9483		12934		73.3%						11690		15893		73.6%

						DNA Rate		% Did Not Attend		<10%		Currently have in BI		Yes		in iHub				229		6002		3.8%				635		10588		6.0%						864		16590		5.2%

						FFT Score		Friends & Family Test		>95%		Currently have, but no on BI. That is on IQVIA. Would be good to get on BI.		Yes						324		329		98.5%				83		91		91.2%						407		420		96.9%

						Formal Complaints per 1,000 WTE		Number and themes
Response to complaints - as KPI		Information 		Yes agree, would be good to get on BI		Not a KPI						26.8		N/A		N/A						N/A		N/A						26.8384326355		0

						Waiting List Harm Reviews		Number completed and concerns identified		% of patients receiving a review for waits over??		Agree		Yes		CCS Patient Wait Review Questionnaire has Level and Action - no other context. What's the target and threshold								N/A								N/A

		People				Absence Rate (rolling 12 months)				5.50%		5.5% or below.  NB: in 2024 sickness absence reduced by 0.3% overall. Aiming for 0.75% reduction by end of March 2028.  Thinking about forecasting could this include long term sickness (for those that may have a 1-2 month sick note already applied to health roster). Also maternity leave.
How do we include mandatory training impact 

						Absence Rate (in month)				5.50%		5.5% or below.   

						Appraisal Compliance Rate				92%		Remove from SAC IGR scorecard

						Mandatory Training Rate				90%		Remove from SAC IGR scorecard

						Rolling Staff Turnover Rate				12% and below		92% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters within their first 12 months of employment

						Retention rate (12-month) - % of Staff remaining in post 12 months after start				87%		90% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters in their first 3 months of employment

						Bank Usage				7.5%		Remove from SAC IGR scorecard

						Agency Usage				30.0%		Calculate in line with CIPD definition - The CIPD calculation for employee turnover is: (Total number of leavers in a period / Average number of employees in that period) x 100. To find the average number of employees, add the number of employees at the beginning of the period to the number at the end and divide by two.

						Proprtion of annual leave taken				8.33% per month cumulative		Aid medium and long term forecasting and predict potential pinch points.								98.50%

		Finance & Resources				Variance to plan (YTD and FY)				+/- 1%

						Proportion of efficiencies delivered on a recurring basis				90%

						Productivity – increase from previous quarter				0.25%

						Agency expenditure - compliance with the NHSE-set cap (provisional)				£1.7m

						Cash cover - in months				4 weeks

						ROI on transformational investment				>100%

























































































































































NoW MSK - IGR Format

				Outcomes		Threshold		August		Sept						Patients and Service Users		Threshold		August		Sept

				% re-referred within 6–12 months		<15%		3.00%		3.20%						Days to first appointment (Routine)		126		91		85		95

				Improvement in patient MSK-HQ score over a 3 month period, equal or greater than the Minimal Clinically Important Difference (MCID) (commonly ≥ 5 points, unless otherwise specified).		≥ 5-point		7.3		7.5						Days to first appointment (Urgent)		14		33		27		25

				Patients discharged from Flok that are not referred back to the Trust by Flok (within 6 months of registering with Flok)		<95%		N/A		N/A						% patients seen within 18 weeks		78%		69.0%		73.3%		0.707		0.69

				Friends & Family Test		>95%		94.1%		91.2%						% Did Not Attend		<5%		5.7%		6.0%

				Complaints (Formal)		tbc		N/A		N/A						Zero waiting times for patients to access care at Flok (not yet reportable)				N/A		N/A

				People		Threshold		August		Sept						Finance & Resources		Threshold		August		Sept

				Absence Rate (rolling 12 months)		5.50%		4.3%		4.2%						Variance to planned Income YTD		+/- 1%		1.4%		1.2%

				Absence Rate (in month)		5.50%		0.8%		0.4%						Proportion of recurring efficiencies YTD		90%		N/A		N/A

				Appraisal Compliance Rate		92%		84.6%		84.6%						Agency Expenditure against cap		Cap		£   4,280		£   5,136

				Mandatory Training Rate		90%		94.9%		95.5%						Bank Expenditure against cap		Cap		-£   25,816		-£   32,571

				Rolling Staff Turnover Rate		12%		9.5%		8.0%						Agency & Bank Expenditure against cap		Cap		-£   21,536		-£   27,435

				Retention rate (12-month) - % of Staff remaining in post 12 months after start		87%		96.8%		93.8%

				Proportion of annual leave taken - 8.33% per month cumulative		49.98%				 





MSK Dynamic Health - IGR Format

				Outcomes		Threshold		August		Sept				Patients and Service Users		Threshold		August		Sept

				Average score improvement for MCID (physio only)		5.5		3.2		4.8				Days to first appointment (Routine)		126		118		110

				% re-referred within 6–12 months		15%		15.2%		14.3%				Days to first appointment (Urgent)		14		27		29

				Friends & Family Test		90%		98.4%		98.5%				% patients seen within 18 weeks		78%		71.1%		74.6%

				Formal Complaints		N/A		2		3				% Did Not Attend		5%		3.3%		3.8%

				Improvement in patient MSK-HQ score over a 3 month period, equal or greater than the Minimal Clinically Important Difference (MCID)		≥ 5-point		7.3		7.5				Incidents - Total		N/A		6		16

				Patients discharged from Flok that are not referred back to the Trust by Flok		≥ 95%		97.8%		98.0%				Incidents - No Harm		N/A		6		16

				Proportion of patients who found Flok the same or better than face-to-face physio		≥ 75%		82.1%		75.8%				Incidents - Low Harm		N/A		0		0

														Incidents  - Moderate Harm		N/A		0		0

														Incidents  - Severe Harm		N/A		0		0

				People		Threshold		August		Sept				Finance & Resources		Threshold		August		Sept

				Absence Rate (rolling 12 months)		5.50%		5.3%		5.2%				Variance to planned Income YTD		+/- 1%		1.4%		1.2%

				Absence Rate (in month)		5.50%		4.7%		4.3%				Proportion of recurring efficiencies YTD		90%		N/A		N/A

				Appraisal Compliance Rate		92%		91.8%		96.8%				Agency Expenditure against cap		Cap		£   4,280		£   5,136

				Mandatory Training Rate		90%		0.0%		98.7%				Bank Expenditure against cap		Cap		-£   25,816		-£   32,571

				Rolling Staff Turnover Rate		12%		14.2%		12.5%				Agency & Bank Expenditure against cap		Cap		-£   21,536		-£   27,435

				Retention rate (12-month) - % of Staff remaining in post 12 months after start		87%		93.8%		92.3%

				Bank Usage		7.50%				 

				Agency Usage		30.00%				 

				Proportion of annual leave taken - 8.33% per month cumulative		49.98%		N/A		49.3%





MSK OVERALL- IGR Format

				Outcomes		Threshold		August		Sept				Patients and Service Users		Threshold		August		Sept

				Average score improvement for MCID (Dynamic Health physio only)		5.5		3.2		4.8				Days to first appointment (Routine)		126		95		95

				% re-referred within 6–12 months		15%		10.3%		10.3%				Days to first appointment (Urgent)		14		29		28

				Improvement in patient MSK-HQ score over a 3 month period, equal or greater than the Minimal Clinically Important Difference (MCID)		≥ 5-point		7.3
10.4		7.5
7.2				% patients seen within 18 weeks		78%		69.4%		72.8%

				Patients discharged from Flok that are not referred back to the Trust by Flok		≥ 95%		97.8%		98.0%				% Did Not Attend		5%		4.4%		5.2%

				Proportion of patients who found Flok the same or better than face-to-face physio		≥ 75%		81.3%		83.3%

				Friends & Family Test		90%		97.5%		96.9%

				Formal Complaints per 1,000 WTE		tbc		TBC		TBC

														Finance & Resources		Threshold		August		Sept

				People		Threshold		August		Sept				Variance to planned Income YTD		+/- 1%		1.4%		1.2%

				Absence Rate (rolling 12 months)		5.50%		5.0%		4.9%				Proportion of recurring efficiencies YTD		90%		N/A		N/A

				Absence Rate (in month)		5.50%		3.4%		3.0%				Agency Expenditure against cap		Cap		£   4,280		£   5,136

				Appraisal Compliance Rate		92%		89.9%		92.6%				Bank Expenditure against cap		Cap		-£   25,816		-£   32,571

				Mandatory Training Rate		90%		94.9%		97.7%				Agency & Bank Expenditure against cap		Cap		-£   21,536		-£   27,435

				Rolling Staff Turnover Rate		12%		12.7%		11.1%

				Retention rate (12-month) - % of Staff remaining in post 12 months after start		87%		94.7%		92.8%

				Bank Usage		7.50%

				Agency Usage		30.00%

				Proportion of annual leave taken - 8.33% per month cumulative		49.98%





Dental

		Domain		Status		Metric		Threshold		Notes		Can we obtain for June & July by 12th Aug?		Andy Comments		Outcome of Checks		Numerator		Denominater		%		Data Source		Potential issues in Aug

		Outcomes		Adapted from existing		Achieve 95% 36 week compliance for GA's at PCH by 31.3.27		95%				Yes		Waiting as at June end		 		138		173		79.8%		Dentally / iHub		So, as you know there has been some work completed around Suffolk GA. I think this is near finished. however, we can still get the service to check the GA breaches to confirm as a back-up

June numbers shown here were sent to the service and both suffolk and C&P managers happy with the numbers - this is really promising and gives assurance come August 

				Adapted from existing		Achieve 95% 18 week compliance for C&P GA's at WSH by 31.3.27		95%				Yes		Waiting as at June end		 		45		48		93.8%		Dentally / iHub

				Adapted from existing		Achieve 40% 18 week compliance for new referrals into the special care dentistry service (C&P)		40%				Yes		Waiting as at June end		 		739		1235		59.8%		Dentally / iHub

				Adapted from existing		Achieve 95% 18 week compliance for Suffolk GA's		95%				Yes		As we know, there are some tweaks happeneing with this - as result I know from Amy that there were no 18+ for GA. Not sure of exact numertor and denominator but looked at the june end waits and removed the 3 at 18+  		 		15		16		93.8%		Dentally / iHub

				Adapted from existing		Achieve 75% 8 week compliance for new referrals into the special care dentistry service (Suffolk)		75%				Yes		Waiting as at June end		 		110		141		78.0%		Dentally / iHub

				Adapted from existing		Achieve MOS average wait of 8 weeks (Suffolk)		95%				Yes		So, this is looking at currently open waits for June end I believe needs to be 8 weeks.

But, if average waits are needed they are

Suffolk 12
C&P 13		 		143		270		53.0%		Dentally / iHub

				Adapted from existing		Achieve MOS average wait of 8 weeks (C&P)		95%				Yes				 		144		479		30.1%		Dentally / iHub

		Patient & Service Users		New 		Statutory Duty of Candour - 100% compliance		100%				?		Quality				Data came in but nothing for dental, have chased Lacy Lee						Datix? Incident, Risk & Safety team		Any delay form Incident, Risk & Safety

				Existing		FFT Rate (existing compliance rate)		90%				Yes		Ues trust threshold				222		227		97.8%		patient experience 		Any delay from patient experience possibly

				Existing		Patient compliment volume (no)		tbc				Not a good KPI						N/A		N/A				N/A		N/A

				New		PROMS rate (90% satisfaction)		90%				?		Patient experience - but still not clear exactly what this is?				To be ommited this round						patient experience 		Any delay from patient experience possibly

				New		less than 10% of completed formal complaints are re-opened due to complainant dissatisfaction.		<10%				Yes		KF to check with Debbie McNeil - Yes				Have not seen this come in yet						patient experience 		Any delay from patient experience possibly

				Existing		100 % of Complex complaints responded to within 40 days		100%				Yes		KF to check with Debbie McNeil - Yes				0		0		N/A		patient experience 		Any delay from patient experience possibly

				Existing		100% of standard complaints responded to within 35 days 		100%				Yes		KF to check with Debbie McNeil - Yes				1		1		100%		patient experience 		Any delay from patient experience possibly

				Existing		Incidents per 1,000 WTE - Community Services - Total		<199				Yes		% of incidents causing Harm (moderate & severe) - IM to check with Louise Ward + baseline.  All fine from LW				55		N/A		N/A

						Incidents per 1,000 WTE - Community Services - No Harm		<75				Yes						55		N/A		N/A

						Incidents per 1,000 WTE - Community Services - Low Harm		<75				Yes						0		N/A		N/A

						Incidents per 1,000 WTE - Community Services - Moderate Harm		<50				Yes						0		N/A		N/A

						Incidents per 1,000 WTE - Community Services - Severe Harm		0				Yes						0		N/A		N/A

				New		DNA rates - Special Care %		5%				Yes						151		2643		5.7%		Dentally / warehouse		There should be none

				New		DNA rates - MOS %		5%				Yes						30		675		4.4%		Dentally / warehouse		There should be none

				New		DNA rates - Dental Access %		5%				Yes						33		887		3.7%		Dentally / warehouse		There should be none

				New		Appointment utilisation %		tbc				Yes		AB to check with LS/Service & baseline - yes		There is something for clinic utilasation in iHub. Reviewd this with LS and NJ and it is still fit for purpose with some assumptions made that still stand true. June data is
		134900		154080		87.6%		Dentally / iHub		There should be none

				new		Ethnicity data collected %		80%				Yes		Total completed apps of which had an ethnicity recorded				2647		2771		95.5%		Dentally / warehouse		There should be none

				New		Medication incidents (no's)		tbc				Yes		% of incidents causing Harm (moderate & severe) - IM to check with Louise Ward + baseline.  All fine from LW				1		N/A		N/A		Datix? Incident, Risk & Safety team		Any delay form Incident, Risk & Safety

		People				Absence Rate (rolling 12 months)		5.50%		5.5% or below.  NB: in 2024 sickness absence reduced by 0.3% overall. Aiming for 0.75% reduction by end of March 2028 

						Absence Rate (in month)		5.50%		5.5% or below.   

						Appraisal Compliance Rate		92%

						Mandatory Training Rate		90%

						Rolling Staff Turnover Rate		12% and below		92% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters within their first 12 months of employment

						Retention rate (12-month) - % of Staff remaining in post 12 months after start		87%		90% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters in their first 3 months of employment

						Bank Usage		7.5%

						Agency Usage		30.0%		Calculate in line with CIPD definition - The CIPD calculation for employee turnover is: (Total number of leavers in a period / Average number of employees in that period) x 100. To find the average number of employees, add the number of employees at the beginning of the period to the number at the end and divide by two.

						Proprtion of annual leave taken		8.33% per month cumulative

		Finance & Resources				Variance to plan (YTD and FY)		+/- 1%

						Proportion of efficiencies delivered on a recurring basis		90%

						Productivity – increase from previous quarter		0.25%

						Agency expenditure - compliance with the NHSE-set cap (provisional)		£1.7m

						Cash cover - in months		4 weeks

						ROI on transformational investment		>100%





		Adapted		amendment to existing KPI

		New		new KPI

		Existing		Existing KPI























































































































Dental Sep

		Domain		Status		Metric		Threshold		Notes		Can we obtain for June & July by 12th Aug?		Andy Comments		Outcome of Checks		Numerator		Denominater		%

		Outcomes		Adapted from existing		% of Patients who receive an initial assessment appointment within 8 weeks of referral (C&P)		95%				Yes		Waiting as at June end		 		35		133		26.3%

				Adapted from existing		% of Patients who receive and begin treatment within 18 weeks of referral (C&P)		95%				Yes		Waiting as at June end		 		53		153		34.6%

				Adapted from existing		% of Patients who receive and begin treatment within 18 weeks of referral (C&P GA Patients)		95%				Yes		Waiting as at June end		 		9		22		40.9%

				Adapted from existing		% of Patients who receive an initial assessment appointment within 8 weeks of referral (Suffolk)		95%				Yes		As we know, there are some tweaks happeneing with this - as result I know from Amy that there were no 18+ for GA. Not sure of exact numertor and denominator but looked at the june end waits and removed the 3 at 18+  		 		27		36		75.0%

				Adapted from existing		% of Patients who receive and begin treatment within 18 weeks of referral (Suffolk)		95%				Yes		Waiting as at June end		 		43		43		100%

				Adapted from existing		% of Patients who receive and begin treatment within 18 weeks of referral (Suffolk GA Patients)		95%										7		7		100%

				Adapted from existing		% of Patients who receive and begin treatment within 18 weeks of referral (Suffolk SCD Patients)		95%										36		36		100%

				Adapted from existing		Achieve MOS average wait of 8 weeks (Suffolk)		95%				Yes		So, this is looking at currently open waits for June end I believe needs to be 8 weeks.

But, if average waits are needed they are

Suffolk 12
C&P 13		 		232		337		68.8%

				Adapted from existing		Achieve MOS average wait of 8 weeks (C&P)		95%				Yes				 		632		831		76.1%

		Patient & Service Users		New 		Statutory Duty of Candour - 100% compliance		100%				?		Quality

				Existing		FFT Rate (existing compliance rate)		90%				Yes		Ues trust threshold				180		188		95.7%

						Formal Complaints		n/A										3

				Existing		Patient compliment volume (no)		tbc				Not a good KPI

				New		PROMS rate (90% satisfaction)		90%				?		Patient experience - but still not clear exactly what this is?

				New		less than 10% of completed formal complaints are re-opened due to complainant dissatisfaction.		<10%				Yes		KF to check with Debbie McNeil - Yes

				Existing		100 % of Complex complaints responded to within 40 days		100%				Yes		KF to check with Debbie McNeil - Yes				0		0		N/A

				Existing		100% of standard complaints responded to within 35 days 		100%				Yes		KF to check with Debbie McNeil - Yes				0		0		ERROR:#DIV/0!

				Existing		Incidents - Total		n/A				Yes		% of incidents causing Harm (moderate & severe) - IM to check with Louise Ward + baseline.  All fine from LW				9		N/A		N/A

						Incidents - No Harm		n/A				Yes						8		N/A		N/A

						Incidents - Low Harm		n/A				Yes						1		N/A		N/A

						Incidents - Moderate Harm		n/A				Yes						0		N/A		N/A

						Incidents - Severe Harm		n/A				Yes						0		N/A		N/A

				New		DNA rates - Special Care %		5%				Yes						106		1952		5.4%

				New		DNA rates - MOS %		5%				Yes						18		663		2.7%

				New		DNA rates - Dental Access %		5%				Yes						48		994		4.8%

				New		Appointment utilisation %		tbc				Yes		AB to check with LS/Service & baseline - yes		There is something for clinic utilasation in iHub. Reviewd this with LS and NJ and it is still fit for purpose with some assumptions made that still stand true. June data is
		134900		154080		87.6%

				new		Ethnicity data collected %		80%				Yes		Total completed apps of which had an ethnicity recorded				2354		2449		96.1%

				New		Medication incidents (no's)		tbc				Yes		% of incidents causing Harm (moderate & severe) - IM to check with Louise Ward + baseline.  All fine from LW								N/A

		People				Absence Rate (rolling 12 months)		5.50%		5.5% or below.  NB: in 2024 sickness absence reduced by 0.3% overall. Aiming for 0.75% reduction by end of March 2028 

						Absence Rate (in month)		5.50%		5.5% or below.   

						Appraisal Compliance Rate		92%

						Mandatory Training Rate		90%

						Rolling Staff Turnover Rate		12% and below		92% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters within their first 12 months of employment

						Retention rate (12-month) - % of Staff remaining in post 12 months after start		87%		90% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters in their first 3 months of employment

						Bank Usage		7.5%

						Agency Usage		30.0%		Calculate in line with CIPD definition - The CIPD calculation for employee turnover is: (Total number of leavers in a period / Average number of employees in that period) x 100. To find the average number of employees, add the number of employees at the beginning of the period to the number at the end and divide by two.

						Proprtion of annual leave taken		8.33% per month cumulative										118%

		Finance & Resources				Variance to plan (YTD and FY)		+/- 1%

						Proportion of efficiencies delivered on a recurring basis		90%

						Productivity – increase from previous quarter		0.25%

						Agency expenditure - compliance with the NHSE-set cap (provisional)		£1.7m

						Cash cover - in months		4 weeks

						ROI on transformational investment		>100%





		Adapted		amendment to existing KPI

		New		new KPI

		Existing		Existing KPI























































































































Dental - IGR Format

				Outcomes (refer slide 12 for National Waiting Times)		Threshold		August		Sept						Patients and Service Users		Threshold		August		Sept

				% of Patients who receive an initial assessment appointment within 8 weeks of referral (C&P)		95.0%		17.9%		26.3%						% of formal complaints responded to within Trust policy (35 working days and 40 days for complex)		100%		N/A		0%

				% of Patients who receive and begin treatment within 18 weeks of referral (C&P)		95.0%		28.4%		34.6%						Incidents - Total		N/A		1		9

				% of Patients who receive and begin treatment within 18 weeks of referral (C&P GA Patients)		95.0%		47.6%		40.9%						Incidents - No Harm		N/A		1		8

				% of Patients who receive an initial assessment appointment within 8 weeks of referral (Suffolk)		95.0%		89.1%		75.0%						Incidents - Low Harm		N/A		0		1

				% of Patients who receive and begin treatment within 18 weeks of referral (Suffolk)		95.0%		98.0%		100%						Incidents - Moderate Harm		N/A		0		0

				% of Patients who receive and begin treatment within 18 weeks of referral (Suffolk GA Patients)		95.0%		100%		100%						Incidents - Severe Harm		N/A		0		0

				% of Patients who receive and begin treatment within 18 weeks of referral (Suffolk SCD Patients)		95.0%		97.8%		100%						DNA rates - Special Care %		<6%		5.1%		5.4%

				Achieve MOS average wait of 8 weeks (Suffolk)		8 weeks		8.5		7.4						DNA rates - MOS %		<5%		3.7%		2.7%

				Achieve MOS average wait of 8 weeks (C&P)		8 weeks		8.9		6.8						DNA rates - Dental Access %		<5%		3.9%		5.1%

				Duty of Candour applied in 100% of appropriate cases		100.0%		100%		100%						Ethnicity data collected %		80%		95.7%		96.1%

				Friends & Family Test		90%		97.9%		95.7%

				Medication Incidents (Comm) per 1000 WTE		N/A		0		0

				Formal Complaints		N/A		2		2

				People		Threshold		August		Sept						Finance & Resources		Threshold		August		Sept

				Absence Rate (rolling 12 months)		0.055		0.0607165038		0.0597880235						Variance to planned Income YTD		+/- 1%		9.4%		8.8%

				Absence Rate (in month)		5.5%		3.0%		3.8%						Proportion of recurring efficiencies YTD		90%		N/A		N/A

				Appraisal Compliance Rate		92.0%		93.1%		95.0%						Agency Expenditure against cap		Cap		-£   34,627		-£   34,675

				Mandatory Training Rate		90.0%		97.9%		98.3%						Bank Expenditure against cap		Cap		£   47,975		£   63,498

				Rolling Staff Turnover Rate		12.0%		10.2%		8.9%						Agency & Bank Expenditure against cap		Cap		£   13,348		£   28,823

				Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		86.0%		86.0%

				Bank Usage		7.5%				 

				Agency Usage		30.0%				 

				Proportion of annual leave taken - 8.33% per month cumulative		50.0%		N/A		59.0%





iCaSH

		Domain		Status		Metric		Suggested Measure		Threshold		Notes		Can we obtain for June & July by 12th Aug?		Andy Comments		Andy updated Comments		Numerator		Denominater		%		Data Source		Potential issues in Aug

		Outcomes				2 working day access		already part of reported top five		100%				Yes		Already reporting monthly 				1942		1942		100.0%		Lillie / iHub		Relies on service completing exceptions for the top 5 but should be fine

						HIV accepted %		already part of reported top five		80%				Yes		Already reporting monthly 				1202		1397		86.0%		Lillie / iHub		Relies on service completing exceptions for the top 5 but should be fine

						Chlamydia positivity		already part of reported top five		7-12%				Yes		Already reporting monthly		As an update, this is only for NCSP (so 15 -24)		218		1925		11.3%		Lillie / iHub / HSL		Relies on HSL data but should be fine

						Incident Reporting		Incidents per 1,000 WTE - Community Services - Total		<199										71.4		N/A		N/A

						Incident Reporting		Incidents per 1,000 WTE - Community Services - No Harm		<75										53.6		N/A		N/A

								Incidents per 1,000 WTE - Community Services - Low Harm		<75										17.9		N/A		N/A

						Incident Reporting		Incidents per 1,000 WTE - Community Services - Moderate Harm		<50										0		N/A		N/A

						Incident Reporting		Incidents per 1,000 WTE - Community Services - Severe Harm		0										0		N/A		N/A

						Incident Reporting		Medication Incidents (Comm) per 1000 WTE		Required				Yes		Change to incidents causeing harm (moderate & severe) - IM to check granularity of available data. - Yes				11.9		N/A		N/A		Datix? Incident, Risk & Safety team		Any delay form Incident, Risk & Safety

						Incident Reporting		% of low and no harm of overall incidents		For Info				For info only measure		 				12		12		100%		Datix? Incident, Risk & Safety team		Any delay form Incident, Risk & Safety

						Incident Reporting		Number of Never Events		0				Yes		 				0		N/A		N/A		Datix? Incident, Risk & Safety team		Any delay form Incident, Risk & Safety

		Patient & Service Users				LARC Waiting List Size		Total active waiting list						Not a good KPI		These would come from the service, not reportable via the warehouse.  AB to check with the service.  EB to provide AB with the data for the time being		These can be reported by the service - ideally in the future would like to come up with an more auotmated way		N/A		N/A		N/A		N/A		N/A

						LARC Wait time in weeks from first contact to pre-assess (Average)		LARC average wait time in weeks from first contact to pre-assess (included if 4+) - Norwich		<4				Yes						11		N/A		N/A		This comes form the service		Potential service delay due to any pressures early month

						Wait time in weeks from  pre-assess to procedure (Average)		LARC average wait time in weeks from pre-assess to procedure (included if 4+) - King's Lynn		<4				Yes						Coils - 6-7		N/A		N/A

						DNA Rate		% Did Not Attend - GU		<8.7%				Yes		Reported quarterly for most contract reports but easy to do				421		4627		9.1%		Lilie / warehouse		There should be none

						DNA Rate		% Did Not Attend - Contraception		<11.5%										344		2784		12.4%

						DNA Rate		% Did Not Attend - HIV		<12.5%										82		682		12.0%

						Cancellation Rate		Provider and patient cancellations		Required				No 		Not reportable via the warehouse - unless the services have a local way to know this		Not requested by Ellen - unable to report so remove		N/a		N/a		N/a		N/A		N/A

						Appointment Utilisation		% clinic slots used		Required				Unlikely		We would struggle to know this using warehouse data.  AB to check with service		Not requested by Ellen - unable to report so remove		N/a		N/a		N/a		N/A		N/A

						Virtual Utilisation		% virtual appointments (include phone and video)		Required				Yes		We can split activity by F2F and NF2F				1380		7278		19.0%		Lilie / warehouse		There should be none

						FFT Score		Friends & Family Test		90%				Yes		 				445		464		95.9%		Patient experience 		Any delay from patient experience possibly

						Satisfaction Score		Overall satisfaction rating		Required						Not sure what this is.				N/a		N/a		N/a		N/A		N/A

						Complaints		Number and themes		Required				Yes		Needs deriving to a rate of per 1,000 WTEs				Formal = 0
Informal = 4		N/A		N/A		Patient experience 		Any delay from patient experience possibly

						Compliments		Positive feedback volume		Required				Not a good KPI		 				N/a		N/a		N/a		N/A		N/A

						PROM Completion		% completing outcome measures		Required				?		Patient experience - but still not clear exactly what this is?				To be ommited this round						Patient experience 		Any delay from patient experience possibly

						Access by Ethnicity		Referral/access variation		Required				Not a good KPI		Ethnicity is well populated in Lilie. Suggest this metric needs to be ethnicity split by activity.  Could be provided in time as an info only.				N/a		N/a		N/a		N/A		N/A

						Access by Deprivation		Utilisation by IMD quintile		Required				Not a good KPI		Post code is well populated so should be able to obtain the IMD from that. Could be provided in time as an info only.				N/a		N/a		N/a		N/A		N/A

		People				Total WTE		By profession and band						Not a good KPI		 

						Vacancy Rate		% vacant posts								 

						Turnover Rate		Staff leaving rate								 

						Sickness Absence		% sickness absence								 

						Annual Leave		% of staff on planned annual leave								 

						Retention Rate		Workforce stability								 

						Contacts per Clinician		Average daily contacts								Doable but splitting contacts by clinician level feels not applicable for an IGR report 

						New Patients Seen		Per clinician/team								We can report new contacts but as above, splitting this out by clinician and team feels N/A for IGR

						Follow-up Ratio		Follow-ups vs new patients								Is there a target?

						Caseload Size		Active caseload per clinician								This is N/A for iCaSH - they do not hold caseloads in the way other nursing services do

						Clinical Utilisation		% direct clinical time								We can report how long appointments take via a time difference between app start and finish (provided the clinician records this) but we cannot report on any other time spent (so indirect or admin work)

						LARC Group Intervention Usage		number of patients managed in groups								Not sure these are reportable via the warehouse data - might be something the services hold data on 

						LARC pre-assessment video pathway		number of patients

						LARC pre-assessment video pathway		number of patients

						Appraisal Compliance		% completed

						Mandatory Training (overall and split per subject)		Compliance rate

						Supervision Compliance		Clinical supervision completion						?		Captured by the service?  AB to check with service.

						Absence Rate (rolling 12 months)				5.50%		5.5% or below.  NB: in 2024 sickness absence reduced by 0.3% overall. Aiming for 0.75% reduction by end of March 2028 

						Absence Rate (in month)				5.50%		5.5% or below.   

						Appraisal Compliance Rate				92%

						Mandatory Training Rate				90%

						Rolling Staff Turnover Rate				12% and below		92% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters within their first 12 months of employment

						Retention rate (12-month) - % of Staff remaining in post 12 months after start				87%		90% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters in their first 3 months of employment

						Bank Usage				7.5%

						Agency Usage				30.0%		Calculate in line with CIPD definition - The CIPD calculation for employee turnover is: (Total number of leavers in a period / Average number of employees in that period) x 100. To find the average number of employees, add the number of employees at the beginning of the period to the number at the end and divide by two.

						Proprtion of annual leave taken				8.33% per month cumulative

		Finance & Resources				Budget Variance		Actual vs plan

						Cost per Patient		Average cost per episode		Per speciality - GUM, RH, HIV

						Cost per Contact		Average cost per appointment		New patient, follow-up telephone per GUM, RH, HIV

						Income vs Activity		Contract delivery performance

						Clinical Utilisation		Value from workforce capacity

						DNA Financial Impact		Estimated lost income/capacity

						Productivity per WTE		Output vs staffing

						Financial Impact		Cost benefit to system

						Run Rate Forecast		End-of-year projection

						Demand Forecasting		Expected future activity

						Variance to plan (YTD and FY)				+/- 1%

						Proportion of efficiencies delivered on a recurring basis				90%

						Productivity – increase from previous quarter				0.25%

						Agency expenditure - compliance with the NHSE-set cap (provisional)				£1.7m

						Cash cover - in months				4 weeks

						ROI on transformational investment				>100%





















































iCaSH Sep

		p

		Domain		Status		Metric		Suggested Measure		Threshold		Notes		Can we obtain for June & July by 12th Aug?		Andy Comments		Andy updated Comments		Numerator		Denominater		%

		Outcomes				2 working day access		already part of reported top five		100%				Yes		Already reporting monthly 				1856		1856		100.0%

						HIV accepted %		already part of reported top five		80%				Yes		Already reporting monthly 				1135		1346		84.3%

						Chlamydia positivity		already part of reported top five		7-12%				Yes		Already reporting monthly		As an update, this is only for NCSP (so 15 -24)		191		2168		8.8%

						Incident Reporting		Incidents per 1,000 WTE - Community Services - Total		<199										71				N/A

						Incident Reporting		Incidents per 1,000 WTE - Community Services - No Harm		<75										48				N/A

								Incidents per 1,000 WTE - Community Services - Low Harm		<75										24				N/A

						Incident Reporting		Incidents per 1,000 WTE - Community Services - Moderate Harm		<50										0				N/A

						Incident Reporting		Incidents per 1,000 WTE - Community Services - Severe Harm		0										0				N/A

						Incident Reporting		Medication Incidents (Comm) per 1000 WTE		Required				Yes		Change to incidents causeing harm (moderate & severe) - IM to check granularity of available data. - Yes				17.9				N/A

						Incident Reporting		% of low and no harm of overall incidents		For Info				For info only measure		 								ERROR:#DIV/0!

						Incident Reporting		Number of Never Events		0				Yes		 								N/A

		Patient & Service Users				LARC Waiting List Size		Total active waiting list						Not a good KPI		These would come from the service, not reportable via the warehouse.  AB to check with the service.  EB to provide AB with the data for the time being		These can be reported by the service - ideally in the future would like to come up with an more auotmated way						N/A

						LARC Wait time in weeks from first contact to pre-assess (Average)		LARC average wait time in weeks from first contact to pre-assess (included if 4+) - Norwich		<4				Yes										N/A

						Wait time in weeks from  pre-assess to procedure (Average)		LARC average wait time in weeks from pre-assess to procedure (included if 4+) - King's Lynn		<4				Yes										N/A

						DNA Rate		% Did Not Attend - GU		<8.7%				Yes		Reported quarterly for most contract reports but easy to do				402		4386		9.2%

						DNA Rate		% Did Not Attend - Contraception		<11.5%										317		2589		12.2%

						DNA Rate		% Did Not Attend - HIV		<12.5%										76		603		12.6%

						Cancellation Rate		Provider and patient cancellations		Required				No 		Not reportable via the warehouse - unless the services have a local way to know this		Not requested by Ellen - unable to report so remove						N/a

						Appointment Utilisation		% clinic slots used		Required				Unlikely		We would struggle to know this using warehouse data.  AB to check with service		Not requested by Ellen - unable to report so remove						N/a

						Virtual Utilisation		% virtual appointments (include phone and video)		Required				Yes		We can split activity by F2F and NF2F				2468		6806		36.3%

						FFT Score		Friends & Family Test		90%				Yes		 				506		527		96.0%

						Satisfaction Score		Overall satisfaction rating		Required						Not sure what this is.								N/a

						Complaints		Formal Complaints per 1,000 WTE		Required				Yes		Needs deriving to a rate of per 1,000 WTEs				17.9				N/A

						Compliments		Positive feedback volume		Required				Not a good KPI		 				N/a		N/a		N/a

						PROM Completion		% completing outcome measures		Required				?		Patient experience - but still not clear exactly what this is?				To be ommited this round

						Access by Ethnicity		Referral/access variation		Required				Not a good KPI		Ethnicity is well populated in Lilie. Suggest this metric needs to be ethnicity split by activity.  Could be provided in time as an info only.				N/a		N/a		N/a

						Access by Deprivation		Utilisation by IMD quintile		Required				Not a good KPI		Post code is well populated so should be able to obtain the IMD from that. Could be provided in time as an info only.				N/a		N/a		N/a

		People				Total WTE		By profession and band						Not a good KPI		 

						Vacancy Rate		% vacant posts								 

						Turnover Rate		Staff leaving rate								 

						Sickness Absence		% sickness absence								 

						Annual Leave		% of staff on planned annual leave								 

						Retention Rate		Workforce stability								 

						Contacts per Clinician		Average daily contacts								Doable but splitting contacts by clinician level feels not applicable for an IGR report 

						New Patients Seen		Per clinician/team								We can report new contacts but as above, splitting this out by clinician and team feels N/A for IGR

						Follow-up Ratio		Follow-ups vs new patients								Is there a target?

						Caseload Size		Active caseload per clinician								This is N/A for iCaSH - they do not hold caseloads in the way other nursing services do

						Clinical Utilisation		% direct clinical time								We can report how long appointments take via a time difference between app start and finish (provided the clinician records this) but we cannot report on any other time spent (so indirect or admin work)

						LARC Group Intervention Usage		number of patients managed in groups								Not sure these are reportable via the warehouse data - might be something the services hold data on 

						LARC pre-assessment video pathway		number of patients

						LARC pre-assessment video pathway		number of patients

						Appraisal Compliance		% completed

						Mandatory Training (overall and split per subject)		Compliance rate

						Supervision Compliance		Clinical supervision completion						?		Captured by the service?  AB to check with service.

						Absence Rate (rolling 12 months)				5.50%		5.5% or below.  NB: in 2024 sickness absence reduced by 0.3% overall. Aiming for 0.75% reduction by end of March 2028 

						Absence Rate (in month)				5.50%		5.5% or below.   

						Appraisal Compliance Rate				92%

						Mandatory Training Rate				90%

						Rolling Staff Turnover Rate				12% and below		92% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters within their first 12 months of employment

						Retention rate (12-month) - % of Staff remaining in post 12 months after start				87%		90% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters in their first 3 months of employment

						Bank Usage				7.5%

						Agency Usage				30.0%		Calculate in line with CIPD definition - The CIPD calculation for employee turnover is: (Total number of leavers in a period / Average number of employees in that period) x 100. To find the average number of employees, add the number of employees at the beginning of the period to the number at the end and divide by two.

						Proprtion of annual leave taken				8.33% per month cumulative										104%

		Finance & Resources				Budget Variance		Actual vs plan

						Cost per Patient		Average cost per episode		Per speciality - GUM, RH, HIV

						Cost per Contact		Average cost per appointment		New patient, follow-up telephone per GUM, RH, HIV

						Income vs Activity		Contract delivery performance

						Clinical Utilisation		Value from workforce capacity

						DNA Financial Impact		Estimated lost income/capacity

						Productivity per WTE		Output vs staffing

						Financial Impact		Cost benefit to system

						Run Rate Forecast		End-of-year projection

						Demand Forecasting		Expected future activity

						Variance to plan (YTD and FY)				+/- 1%

						Proportion of efficiencies delivered on a recurring basis				90%

						Productivity – increase from previous quarter				0.25%

						Agency expenditure - compliance with the NHSE-set cap (provisional)				£1.7m

						Cash cover - in months				4 weeks

						ROI on transformational investment				>100%





















































iCaSH - IGR Format

				Outcomes		Threshold		August		Sept				Patients and Service Users		Threshold		August		Sept

				2 working day access (offered)		100%		100%		100%				% Did Not Attend - GU		<8.7%		8.9%		9.2%

				HIV accepted %		80%		85.6%		84.3%				% Did Not Attend - Contraception		<11.5%		12.2%		12.2%

				Chlamydia positivity		7-12%		12.3%		8.8%				% Did Not Attend - HIV		<12.5%		12.0%		12.6%

				Formal Complaints per 1,000 WTE		N/A		1		3				LARC average wait time in weeks from first contact to pre-assess		<4		See slide 3		See slide 3

				Friends & Family Test		90%		95.9%		96.0%				LARC average wait time in weeks from pre-assess to procedure		<4		See slide 3		See slide 3

				Medication Incidents (Comm) per 1000 WTE		N/A		3		3				Incidents per 1,000 WTE - Community Services - Total		N/A		12		12

														Incidents per 1,000 WTE - Community Services - No Harm		N/A		10		8

														Incidents per 1,000 WTE - Community Services - Low Harm		N/A		2		4

														Incidents per 1,000 WTE - Community Services - Moderate Harm		N/A		0		0

														Incidents per 1,000 WTE - Community Services - Severe Harm		N/A		0		0

														Number of Never Events		N/A		0		0

				People		Threshold		August		Sept				Finance & Resources		Threshold		August		Sept

				Absence Rate (rolling 12 months)		5.5%		6.1%		6.8%				Variance to planned Income YTD		+/- 1%		2.0%		2.2%

				Absence Rate (in month)		5.5%		6.2%		8.2%				Proportion of recurring efficiencies YTD		90%		N/A		N/A

				Appraisal Compliance Rate		92.0%		97.3%		96.0%				Agency Expenditure against cap		Cap		£   - 0		£   - 0

				Mandatory Training Rate		90.0%		98.4%		98.2%				Bank Expenditure against cap		Cap		-£   2,714		-£   5,377

				Rolling Staff Turnover Rate		12.0%		6.9%		7.0%				Agency & Bank Expenditure against cap		Cap		-£   2,714		-£   5,377

				Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		88.1%		88.1%

				Bank Usage		7.50%

				Agency Usage		30.00%

				Proportion of annual leave taken - 8.33% per month cumulative		49.98%		N/A		52.0%





Sheet2 (2)

		Row Labels		Beds & Luton CYP		C & P CYP		Dental		iCASH		MSK		Norfolk CYP		Luton & Beds Adults		Childrens total				Trust

		Variance to planned Income YTD		-3.3%		-1.4%		9.4%		2.0%		1.4%		-3.9%		3.0%		-2.9%

		Proportion of recurring efficiencies YTD		70.9%		5.5%		N/A		N/A		N/A		35.9%		34.5%		43.3%

		Agency Expenditure against cap		£   112,982		-£   13,105		-£   34,627		£   - 0		£   4,280		-£   34,500		-£   6,550		£   65,377

		Bank Expenditure against cap		£   5,126		£   6,534		£   47,975		-£   2,714		-£   25,816		-£   26,430		£   38,797		-£   14,771

		Agency & Bank Expenditure against cap		£   118,108		-£   6,571		£   13,348		-£   2,714		-£   21,536		-£   60,931		£   32,248		£   50,606

		Sept		Beds & Luton CYP		C & P CYP		Dental		iCASH		MSK		Norfolk CYP		Luton & Beds Adults		Chioldrens Total		Ambo

		Proportion of recurring efficiencies YTD		100%		8%								24%		35%		48%		47%





Luton & Beds Adults

		Domain		Status		Metric		Current/proposed threshold		Notes (yellow cells are new metrics or suggested new thresholds)		Andy Comments		Numerator		Denominater		%		Data Source		Potential issues in Aug

		Outcomes				VTE Compliance Rate		95.0%

						Injurious Falls per 1000 OBDS		2.1

						Complaints per 1,000 WTE		<5						0		N/A		N/A		Datix - Incident, Risk & Safety team		Any delay form Incident, Risk & Safety

						FFT Rate		>95%						237		239		99.2%		S1		None

						Medication Incidents (Hosp) per 1000 OBDs		2.7		Attributable to EEC only

						Medication Incidents (Comm) per 1000 WTE		<20		Attributable to EEC only				16		N/A		N/A		Datix - Incident, Risk & Safety team		Any delay form Incident, Risk & Safety

						PUs (Hosp) per 1000 OBDs		<20		Attributable to EEC only

						PUs (Comm) per 1000 Patients (excl. CN)				Attributable to EEC only		I think N/A - would all be CN						N/A		N/A		N/A

						PUs (Comm) per 1000 Patients (CN only)		<20		7.5 - last 12 months baseline Norfolk Adults		Reportable and process dicussed - just need the PU's from LW		21		N/A		N/A		S1 for cohort and Datix - Incident, Risk & Safety team for numerator		Any delay form Incident, Risk & Safety

						Contacts recorded in 24hrs		>98%				This is built on the rules of the lag report		15275		15603		97.9%

						Post 48hr C.Difficile per 1,000 OBDs		0.06

						Duty of Candour applied in 100% of appropriate cases		100%		Metric needs developing to something relating to response timeframe?		Reportable - LW to provide		5		5		100%		Datix - Incident, Risk & Safety team		Any delay form Incident, Risk & Safety

						Zero MRSA bacteraemia in Inpatients		0

						% of Scheduled Visits Allocated - Total		95.0%		95% - last 12 months baseline		Potentially N/A as all visits are allocated 						N/A		N/A		N/A

						% of Scheduled Visits Allocated - Nursing		96.0%		96% - last 12 months baseline		Potentially N/A as all visits are allocated 						N/A		N/A		N/A

						% of Scheduled Visits Allocated - Phlebotomy		85.0%		85% - last 12 months baseline		Potentially N/A as all visits are allocated 						N/A		N/A		N/A

						No Of Deferrals (Weekly) % of total activities		?		?		We will rpeort this for DN's using Malinko		30		10132		0.3%		Malinko		None

						% EoL patients with prefered place of death recorded		>70%		46% - last 12 months baseline - appropriate for all CNT?		So this is all patients or are Pallaitive as at month end (denominator) and those that have had evidence of a completed ACP		146		228		64.0%

						Recording of EoL Pts Preferred Place of Care 
To baseline and then build in incrementally.				62% - last 12 months baseline.  Need to understand the definition & does it apply to all NA Places?

						End-of-life care access - x% of EoL care patients are seen within 'y' days from referral.  
To baseline and then build in incrementally.				Remove?

						Patients seen from referral to first Doppler within 6 weeks		>65%		65% - last 12 months baseline.  		Potentially reportable but more work with the service is needed for this (Ithough some test data has been sent)		Unable to report currently						S1  		Need to get a clear steer on the monthly cohort but this should be reportable - raised again on 17/7/26 and meeting on 31st to discuss

						Friends and Family Test scores are at 90% or over				KF - is this req'd given FFT rate metric above?				227		236		96.2%		patient experience 		Any delay from patient experience possibly

						Average Opel Score (1-4)		<1.5		Move to workforce section		Reportable from daily sitrep I beleive 		2		N/A		N/A		iHub		None

						% of incidents completed in timeframe (10days)				PR to consider appropriate target - move to patients and service users section		Reportable - LW to provide		Pete will obtain						Datix - Incident, Risk & Safety team		Any delay form Incident, Risk & Safety

						Ambulance stack completion %		>60%		Move to patient and service users section		Reportable  - currently on contract report		68		98		69.4%		Local data on a spreadhseet (I know not ideal)		Delay of service sending over

						Productivity  = time allowed/time taken - target 100%		>95%		Move to workforce section		Only avalbile on Malinko for DN		5237		5021		104.3%		Malinko		None

						Utilisation = total patient activity/total available staff hours - target 80%		>75%		Move to workforce section		Currently report this monthly - it looks at clinical activity (so F2F / NF2F with patient or proxy) / staff avaiable hours from health roster		5021		6983		71.9%				None

		Patients and Service Users				18-week Compliance Rate		>90%				Reportable (often 0)		171		171		100%		S1		None

						Over 52-weeks		0%				Reportable (but always 0)		0		171		0%		S1		None

						18-week RTT Consultant Led				Remove from SAC IGR scorecard (all comes under 18-week RTT)

						Over 52-weeks Consultant Led				Remove from SAC IGR scorecard (all comes under 18-week RTT)

						Non-criteria to reside (days delayed) (can we change the indicator name please)		29.5

						Average length of stay (all intermediate care units)		30.0

						Average length of stay Beech Ward		51.0		51 days - last 12 months baseline.  

						Did Not Attends  - Adult services Clinic only		<4%				Reportable but really only for clinic activity		227		5247		4.3%		S1		None

						2 Hour Urgent Response		>80%				Reportable		297		315		94.3%		S1 / iHub		None

						Virtual Ward occupancy % (Monthly)		>80%				Reportable but not in an ideal way 		58.2%		N/A		N/A		S1 / iHub		None

						Virtual Ward ALoS		<5				Reportable		4.4		N/A		N/A		S1 / iHub		None

						Time taken to triage community nursing ref's - % triaged within 24hrs.		90.0%		?		Potentially N/A for Luton and also not reportable		N/A		N/A		N/A		N/A		N/A

						Incidents per 1,000 WTE - Community Services - Total		<199		Attributable to EEC only				4		N/A		N/A		Datix - Incident, Risk & Safety team		Any delay form Incident, Risk & Safety

						Incidents per 1,000 WTE - Community Services - No Harm		<75		Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April				118		N/A		N/A		Datix - Incident, Risk & Safety team		Any delay form Incident, Risk & Safety

						Incidents per 1,000 WTE - Community Services - Low Harm		<75		Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April				45		N/A		N/A		Datix - Incident, Risk & Safety team		Any delay form Incident, Risk & Safety

						Incidents per 1,000 WTE - Community Services - Moderate Harm		<50		Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April				37		N/A		N/A		Datix - Incident, Risk & Safety team		Any delay form Incident, Risk & Safety

						Incidents per 1,000 WTE - Community Services - Severe Harm		0		Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April				37		N/A		N/A		Datix - Incident, Risk & Safety team		Any delay form Incident, Risk & Safety

						Incidents per 1,000 WTE - Inpatients - Total		199.0		Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April				0

						Incidents per 1,000 WTE - Inpatients - No Harm				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

						Incidents per 1,000 WTE - Inpatients - Low Harm				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

						Incidents per 1,000 WTE - Inpatients - Moderate Harm				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

						Incidents per 1,000 WTE - Inpatients - Severe Harm				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

		Workforce				Absence Rate (rolling 12 months)		<4.5%		5.5% or below.  NB: in 2024 sickness absence reduced by 0.3% overall. Aiming for 0.75% reduction by end of March 2028 

						Absence Rate (in month)		<4.5%		5.5% or below.   

						Short term Absence Rate (in month)				Remove from SAC IGR scorecard

						Long term Absence Rate (in month)				Remove from SAC IGR scorecard

						Appraisal Compliance Rate		>92%		92% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters within their first 12 months of employment

						Mandatory Training Rate		>90%		90% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters in their first 3 months of employment

						Vacancy Rate				Remove from SAC IGR scorecard

						Rolling Staff Turnover Rate		<11%		Calculate in line with CIPD definition - The CIPD calculation for employee turnover is: (Total number of leavers in a period / Average number of employees in that period) x 100. To find the average number of employees, add the number of employees at the beginning of the period to the number at the end and divide by two.

						Time to recruit (Days)				Remove from SAC IGR scorecard

						Retention rate (12-month) - % of Staff remaining in post 12 months after start		>85%

						Comm Nursing Overall Unavailability Profile (% in month)

						Comm Nursing Unavailability - Sickness (% in month)

						Comm Nursing Unavailability - Annual Leave (% of staff on a/l in month)

						Comm Nursing Unavailability - Other (% in month)

						Bank Usage		<2.6%		Bank – 7.5% reduction on 25/26 outturn

						Agency Usage		<0.3%		Agency – 30% reduction on 25/26 outturn

						Proprtion of annual leave taken		>95%

		Finance				Expenditure Variance to plan (YTD)		+/- 1%

						Income variance to plan (YTD)

						Proportion of efficiencies delivered on a recurring basis		90%

						Productivity – increase from previous quarter		TBC

						Agency expenditure - compliance with the NHSE-set cap (provisional)		<100%

						Cash cover - in months		4 weeks

						ROI on transformational investment		>100%



		Key				Workforce & Finance metrics developed and agreed by Anita P/Mark R for implementation across all Operational Directorates

						Potential Luton & Beds Adult metrics



						Proportion of contractual KPIs/outcome measures recorded at green/compliant level

						Friends and Family Test scores are at 90% or over

						Proportion of days operating at Opel 1/Opel 2

						Proprtion of annual leave taken

						Total overdue incidents

						Ambulance stack completion %

						from our scheduling data for DNs:

						Productivity  = time allowed/time taken - target 100%

						Utilisation = total patient activity/total available staff hours - target 80%















Ambulatory (aggregated)







Luton & Beds Adults Sep

		Domain		Status		Metric		Current/proposed threshold				Notes (yellow cells are new metrics or suggested new thresholds)		Andy Comments		Numerator		Denominater		%

		Outcomes				VTE Compliance Rate		95.0%

						Injurious Falls per 1000 OBDS		2.1

						Complaints per 1,000 WTE		<5												N/A

						FFT Rate		>95%								329		331		99.4%

						Medication Incidents (Hosp) per 1000 OBDs		2.7				Attributable to EEC only

						Medication Incidents (Comm) per 1000 WTE		<20				Attributable to EEC only								N/A

						PUs (Hosp) per 1000 OBDs		<20				Attributable to EEC only

						PUs (Comm) per 1000 Patients (excl. CN)						Attributable to EEC only		I think N/A - would all be CN						N/A

						PUs (Comm) per 1000 Patients (CN only)		<20				7.5 - last 12 months baseline Norfolk Adults		Reportable and process dicussed - just need the PU's from LW		14.1		N/A		N/A

						Contacts recorded in 24hrs		>98%						This is built on the rules of the lag report		14017		14290		98.1%

						Post 48hr C.Difficile per 1,000 OBDs		0.06

						Duty of Candour applied in 100% of appropriate cases		100%				Metric needs developing to something relating to response timeframe?		Reportable - LW to provide		10		10		100%

						Zero MRSA bacteraemia in Inpatients		0

						% of Scheduled Visits Allocated - Total		95.0%				95% - last 12 months baseline		Potentially N/A as all visits are allocated 						N/A

						% of Scheduled Visits Allocated - Nursing		96.0%				96% - last 12 months baseline		Potentially N/A as all visits are allocated 						N/A

						% of Scheduled Visits Allocated - Phlebotomy		85.0%				85% - last 12 months baseline		Potentially N/A as all visits are allocated 						N/A

						No Of Deferrals (Weekly) % of total activities		?				?		We will rpeort this for DN's using Malinko		33		9557		0.35%

						% EoL patients with prefered place of death recorded		>70%				46% - last 12 months baseline - appropriate for all CNT?		So this is all patients or are Pallaitive as at month end (denominator) and those that have had evidence of a completed ACP		93		116		80.2%

						Recording of EoL Pts Preferred Place of Care 
To baseline and then build in incrementally.						62% - last 12 months baseline.  Need to understand the definition & does it apply to all NA Places?

						End-of-life care access - x% of EoL care patients are seen within 'y' days from referral.  
To baseline and then build in incrementally.						Remove?

						Patients seen from referral to first Doppler within 6 weeks		>65%				65% - last 12 months baseline.  		Potentially reportable but more work with the service is needed for this (Ithough some test data has been sent)		Unable to report currently

						Friends and Family Test scores are at 90% or over						KF - is this req'd given FFT rate metric above?				227		236		96.2%

						Average Opel Score (1-4)		<1.5				Move to workforce section		Reportable from daily sitrep I beleive 		1.9		N/A		N/A

						% of incidents completed in timeframe (10days)						PR to consider appropriate target - move to patients and service users section		Reportable - LW to provide		Pete will obtain

						Ambulance stack completion %		>60%				Move to patient and service users section		Reportable  - currently on contract report		94		140		67.1%

						Productivity  = time allowed/time taken - target 100%		>95%				Move to workforce section		Only avalbile on Malinko for DN		4668		4905		95.2%

						Utilisation = total patient activity/total available staff hours - target 80%		>75%				Move to workforce section		Currently report this monthly - it looks at clinical activity (so F2F / NF2F with patient or proxy) / staff avaiable hours from health roster		4668		6504		71.8%

		Patients and Service Users				18-week Compliance Rate		>90%						Reportable (often 0)						ERROR:#DIV/0!

						Over 52-weeks		0%						Reportable (but always 0)						ERROR:#DIV/0!

						18-week RTT Consultant Led						Remove from SAC IGR scorecard (all comes under 18-week RTT)

						Over 52-weeks Consultant Led						Remove from SAC IGR scorecard (all comes under 18-week RTT)

						Non-criteria to reside (days delayed) (can we change the indicator name please)		29.5

						Average length of stay (all intermediate care units)		30.0

						Average length of stay Beech Ward		51.0				51 days - last 12 months baseline.  

						Did Not Attends  - Adult services Clinic only		<4%						Reportable but really only for clinic activity		190		4527		4.2%

						2 Hour Urgent Response		>80%						Reportable		404		431		93.7%

						Virtual Ward occupancy % (Monthly)		>80%						Reportable but not in an ideal way 		61.3%		N/A		N/A

						Virtual Ward ALoS		<5						Reportable		3.5		N/A		N/A

						Time taken to triage community nursing ref's - % triaged within 24hrs.		90.0%				?		Potentially N/A for Luton and also not reportable				N/A		N/A

						Incidents per 1,000 WTE - Community Services - Total		<199				Attributable to EEC only				228		N/A		N/A		943.348790372

						Incidents per 1,000 WTE - Community Services - No Harm		<75				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April				108		N/A		N/A		445.9467009031

						Incidents per 1,000 WTE - Community Services - Low Harm		<75				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April				70		N/A		N/A		291.5805352059

						Incidents per 1,000 WTE - Community Services - Moderate Harm		<50				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April				50		N/A		N/A		205.821554263

						Incidents per 1,000 WTE - Community Services - Severe Harm		0				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April				0		N/A		N/A		0

						Incidents per 1,000 WTE - Inpatients - Total		199.0				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April				0

						Incidents per 1,000 WTE - Inpatients - No Harm						Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

						Incidents per 1,000 WTE - Inpatients - Low Harm						Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

						Incidents per 1,000 WTE - Inpatients - Moderate Harm						Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

						Incidents per 1,000 WTE - Inpatients - Severe Harm						Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

		Workforce				Absence Rate (rolling 12 months)		<4.5%				5.5% or below.  NB: in 2024 sickness absence reduced by 0.3% overall. Aiming for 0.75% reduction by end of March 2028 

						Absence Rate (in month)		<4.5%				5.5% or below.   

						Short term Absence Rate (in month)						Remove from SAC IGR scorecard

						Long term Absence Rate (in month)						Remove from SAC IGR scorecard

						Appraisal Compliance Rate		>92%				92% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters within their first 12 months of employment

						Mandatory Training Rate		>90%				90% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters in their first 3 months of employment

						Vacancy Rate						Remove from SAC IGR scorecard

						Rolling Staff Turnover Rate		<11%				Calculate in line with CIPD definition - The CIPD calculation for employee turnover is: (Total number of leavers in a period / Average number of employees in that period) x 100. To find the average number of employees, add the number of employees at the beginning of the period to the number at the end and divide by two.

						Time to recruit (Days)						Remove from SAC IGR scorecard

						Retention rate (12-month) - % of Staff remaining in post 12 months after start		>85%

						Comm Nursing Overall Unavailability Profile (% in month)

						Comm Nursing Unavailability - Sickness (% in month)

						Comm Nursing Unavailability - Annual Leave (% of staff on a/l in month)

						Comm Nursing Unavailability - Other (% in month)

						Bank Usage		<2.6%				Bank – 7.5% reduction on 25/26 outturn

						Agency Usage		<0.3%				Agency – 30% reduction on 25/26 outturn

						Proprtion of annual leave taken		>95%								95.90%

		Finance				Expenditure Variance to plan (YTD)		+/- 1%

						Income variance to plan (YTD)

						Proportion of efficiencies delivered on a recurring basis		90%

						Productivity – increase from previous quarter		TBC

						Agency expenditure - compliance with the NHSE-set cap (provisional)		<100%

						Cash cover - in months		4 weeks

						ROI on transformational investment		>100%



		Key				Workforce & Finance metrics developed and agreed by Anita P/Mark R for implementation across all Operational Directorates

						Potential Luton & Beds Adult metrics



						Proportion of contractual KPIs/outcome measures recorded at green/compliant level

						Friends and Family Test scores are at 90% or over

						Proportion of days operating at Opel 1/Opel 2

						Proprtion of annual leave taken

						Total overdue incidents

						Ambulance stack completion %

						from our scheduling data for DNs:

						Productivity  = time allowed/time taken - target 100%

						Utilisation = total patient activity/total available staff hours - target 80%















Luton - IGR Format

				Outcomes		Threshold		August		Sep				Patients and Service Users		Threshold		August		Sep

				Formal Complaints per 1,000 WTE		4.3		4		12				Ambulance stack completion %		60%		68.5%		67.1%

				Friends & Family Test		90%		98.7%		99.4%				18-week Compliance Rate		90%		100%		100%

				Medication Incidents (Comm) per 1000 WTE		20		46		46				Over 52-weeks		0%		0%		0%

				PUs (Comm) per 1000 Patients (CN only)		20		8.0		14.1				Did Not Attends  - Adult services (clinic only?)		4%		3.4%		4.2%

				Contacts recorded in 24hrs		98%		98.0%		98.1%				2 Hour Urgent Response		80%		94.0%		93.7%

				Duty of Candour applied in 100% of appropriate cases		100%		100%		100%				Virtual Ward occupancy % (Monthly)		80%		40.0%		61.3%

				No Of Deferrals (Weekly) % of total activities		0.50%		0.3%		0.4%				Virtual Ward ALoS		5		3.9		3.5

				% EoL patients with preferred  place of death recorded		70%		78.7%		80.2%				Incidents per 1,000 WTE - Community Services - Total		<199		132.5		227.8

				Patients seen from referral to first Doppler within 6 weeks		65%		Unable to report		Unable to report				Incidents per 1,000 WTE - Community Services - No Harm		<75		58.0		107.7

														Incidents per 1,000 WTE - Community Services - Low Harm		<75		53.8		70.4

														Incidents per 1,000 WTE - Community Services - Moderate Harm		<50		20.7		49.7

														Incidents per 1,000 WTE - Community Services - Severe Harm		0		0		0

														% of incidents completed in timeframe (10-days)		85%		54.0%		67.0%

				People		Threshold		August		Sep				Finance & Resources		Threshold		August		Sept

				Absence Rate (rolling 12 months)		5.5%		6.4%		6.6%				Variance to planned Income YTD		+/- 1%		3%		2%

				Absence Rate (in month)		5.5%		6.0%		7.8%				Proportion of recurring efficiencies YTD		90%		34.5%		35.0%

				Appraisal Compliance Rate		92.0%		94.9%		95.4%				Agency Expenditure against cap		Cap		-£   6,550		-£   2,732

				Mandatory Training Rate		90.0%		97.1%		97.0%				Bank Expenditure against cap		Cap		£   38,797		£   37,913

				Rolling Staff Turnover Rate		12.0%		9.9%		10.6%				Agency & Bank Expenditure against cap		Cap		£   32,248		£   35,181

				Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		89.2%		89.6%

				Bank Usage		7.5%

				Agency Usage		30.0%

				Proprtion of annual leave taken (8.33% per month cumulative)		Aug - 41.7%
Sep -49.98%		43.0%		47.9%

				Productivity  = time allowed/time taken - target 100%		95%		91.1%		95.2%

				Average Opel score (1-4)		<1.5		1.9		1.9

				Utilisation = total patient activity/total available staff hours - target 80%		80%		82.1%		71.3%





CYP Cambs & P'boro

		Domain		Status		Metric		Threshold		Can we obtain for June & July by 12th Aug?		Notes		Numerator		Denominater		Percentage		Data Source

		Outcomes				MHST PROMs Compliance		60%				% of MHST closed referrals, with 2+ contacts, have at least one paired score recorded per system in the last 12m		106		156		68%		S1

						MHST Self-reported Improvement		65%				% of self-reported improvement in outcomes per system in the last 12m		77		100		77%		S1

						Patient safety incidents rated no/low harm		75%

						Open action plans for PSII in timescale		75%

						FFT feedback of ‘good’ or ‘very good’		90%						177		183		97%		Quality dashboard

						Complaints per 1,000wte		4.3

						Duty of Candour		100%				WHAT IS THE REQUIREMENT

		Patients & Service Users				HCP Mandated Contacts meet target						 		3314		4409		75%		S1

						HCP Antenatal		25%						118		679		17%		S1

						HCP NewBirth		95%						609		670		91%		S1

						HCP 6-8weeks		95%						664		761		87%		S1

						HCP OneYear-12months		95%						606		754		80%		S1

						HCP OneYear-15months		90%						680		764		89%		S1

						HCP TwoYear		90%						637		781		82%		S1

						LAC Initial Health Assessment		100%				due in month or seen in month		9		48		19%		Provided by Service

						LAC Review Health Assessment		100%				due in month or seen in month		46		62		74%		Provided by Service

						Specialist Services 18 Weeks Waiting Time		78%						1456		3213		45%		S1

						Specialist Services 52 Weeks Waiting Time		90%						2283		3213		71%		S1

						MHST Access		100%				Number of unique CYP per MHST who have been seen with at least one contact in a rolling 12m period 		3964		4770		83%		S1

						MHST Whole School Approach                                         --                   100%		100%				Number of direct Function 2 (WSCA) CYP contacts by an MHST within a financial year		30787		50600		61%		S1

		People				Absence Rate (rolling 12 months)		5.50%				5.5% or below.  NB: in 2024 sickness absence reduced by 0.3% overall. Aiming for 0.75% reduction by end of March 2028 

						Absence Rate (in month)		5.50%				5.5% or below.   

						Appraisal Compliance Rate		92%

						Mandatory Training Rate		90%

						Rolling Staff Turnover Rate		12% and below				92% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters within their first 12 months of employment

						Retention rate (12-month) - % of Staff remaining in post 12 months after start		87%				90% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters in their first 3 months of employment

						Bank Usage		7.5%

						Agency Usage		30.0%				Calculate in line with CIPD definition - The CIPD calculation for employee turnover is: (Total number of leavers in a period / Average number of employees in that period) x 100. To find the average number of employees, add the number of employees at the beginning of the period to the number at the end and divide by two.

						Proprtion of annual leave taken		8.33% per month cumulative

						IG Training at or above target                                           --                    95%		95%

						Time to recruit                                                                          --                    37 days		37

		Finance & Resources				Variance to plan (YTD and FY)		+/- 1%

						Proportion of efficiencies delivered on a recurring basis		90%

						Productivity – increase from previous quarter		0.25%

						Agency expenditure - compliance with the NHSE-set cap (provisional)		£1.7m

						Cash cover - in months		4 weeks

						ROI on transformational investment		>100%























































































CYP Cambs & P'boro - IGR Format

				Outcomes		Threshold		August		Sept				Patients and Service Users		Threshold		August		Sept

				MHST PROMs Compliance		60%		72.0%		68.0%				HCP Mandated Contacts meet target				78%		75.2%

				MHST Self-reported Improvement		65%		73.0%		77.0%				HCP Antenatal		25%		18.4%		17.4%

				Patient safety incidents rated no/low harm		75%								HCP NewBirth		95%		92.8%		90.9%

				Open action plans for PSII in timescale		75%								HCP 6-8weeks		95%		90.5%		87.3%

				FFT feedback of ‘good’ or ‘very good’		90%		98.7%		97.0%				HCP OneYear-12months		95%		81.4%		80.4%

				Complaints per 1,000 WTE		4.3								HCP OneYear-15months		90%		92%		89.0%

				Duty of Candour		100%		100%		100%				HCP TwoYear		90%		83.4%		81.6%

														LAC Initial Health Assessment		100%		18.0%		18.8%

														LAC Review Health Assessment		100%		69.6%		74.2%

														Specialist Services 18 Weeks Waiting Time		78%		43.1%		45.3%

														Specialist Services 52 Weeks Waiting Time		90%		69.1%		71.1%

														MHST Access		100%		98.3%		83.0%

														MHST Whole School Approach (NB: Year to date & Aug/Sept performance provided)		100%		51.6%		61% (59%)

				People		Threshold		August		Sept				Finance & Resources		Threshold		August		Sept

				Absence Rate (rolling 12 months)		5.5%		5.2%		5.2%				Variance to planned Income YTD		+/- 1%		-1.4%		-0.6%

				Absence Rate (in month)		5.5%		5.5%		4.0%				Proportion of recurring efficiencies YTD		90%		5.5%		8.0%

				Appraisal Compliance Rate		92.0%		89.1%		90.6%				Agency Expenditure against cap		Cap		-£   13,105		-£   30,255

				Mandatory Training Rate		90.0%		97.0%		97.1%				Bank Expenditure against cap		Cap		£   6,534		-£   3,029

				Rolling Staff Turnover Rate		12.0%		7.8%		8.3%				Agency & Bank Expenditure against cap		Cap		-£   6,571		-£   33,283

				Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		87.4%		86.5%

				IG Training at or above target 		95%







CYP Luton & Beds

		Domain		Status		Metric		Threshold		Notes		Numerator		Denominater		Percentage		Data Source

		Outcomes				MHST PROMs Compliance		60%		N/A		N/A		N/A		N/A

						MHST Self-reported Improvement		65%		N/A		N/A		N/A		N/A

						Patient safety incidents rated no/low harm		75%

						Open action plans for PSII in timescale		75%

						FFT feedback of ‘good’ or ‘very good’		90%				427		440		97%		Quality dashboard

						Complaints per 1,000wte		4.3

						Duty of Candour		100%

		Patients & Service Users				HCP Mandated Contacts meet target						3493		4451		78%		S1

						HCP Antenatal		90%		Provisional data, validation to be completed by 14/08/2026		391		762		51%		S1

						HCP NewBirth		90%		Provisional data, validation to be completed by 14/08/2026		644		693		93%		S1

						HCP 6-8weeks		90%		Provisional data, validation to be completed by 14/08/2026		589		767		77%		S1

						HCP OneYear-12months		90%		Provisional data, validation to be completed by 14/08/2026		633		752		84%		S1

						HCP OneYear-15months		90%		Provisional data, validation to be completed by 14/08/2026		636		736		86%		S1

						HCP TwoYear		90%		Provisional data, validation to be completed by 14/08/2026		600		741		81%		S1

						LAC Initial Health Assessment		100%				20		29		69%		Provided by Service

						LAC Review Health Assessment		100%				58		63		92%		Provided by Service

						Specialist Services 18 Weeks Waiting Time		78%				1973		5883		34%		S1

						Specialist Services 52 Weeks Waiting Time		90%				3624		5883		62%		S1

						MHST Access		100%		N/A		N/A		N/A		N/A

						MHST Whole School Approach                                         --                   100%		100%		N/A		N/A		N/A		N/A

		People				Absence Rate (rolling 12 months)		5.50%		5.5% or below.  NB: in 2024 sickness absence reduced by 0.3% overall. Aiming for 0.75% reduction by end of March 2028 

						Absence Rate (in month)		5.50%		5.5% or below.   

						Appraisal Compliance Rate		92%

						Mandatory Training Rate		90%

						Rolling Staff Turnover Rate		12% and below		92% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters within their first 12 months of employment

						Retention rate (12-month) - % of Staff remaining in post 12 months after start		87%		90% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters in their first 3 months of employment

						Bank Usage		7.5%

						Agency Usage		30.0%		Calculate in line with CIPD definition - The CIPD calculation for employee turnover is: (Total number of leavers in a period / Average number of employees in that period) x 100. To find the average number of employees, add the number of employees at the beginning of the period to the number at the end and divide by two.

						Proprtion of annual leave taken		8.33% per month cumulative

						IG Training at or above target                                           --                    95%		95%

						Time to recruit                                                                          --                    37 days		37

		Finance & Resources				Variance to plan (YTD and FY)		+/- 1%

						Proportion of efficiencies delivered on a recurring basis		90%

						Productivity – increase from previous quarter		0.25%

						Agency expenditure - compliance with the NHSE-set cap (provisional)		£1.7m

						Cash cover - in months		4 weeks

						ROI on transformational investment		>100%





CYP Luton & Beds - IGR Format

				Outcomes		Threshold		August		Sept				Patients and Service Users		Threshold		August		Sept

				MHST PROMs Compliance		N/A		N/A		N/A				HCP Mandated Contacts meet target				78.5%		78.5%

				MHST Self-reported Improvement		N/A		N/A		N/A				HCP Antenatal		90%		33.8%		51.3%

				Patient safety incidents rated no/low harm		75%								HCP NewBirth		90%		94.4%		92.9%

				Open action plans for PSII in timescale		75%								HCP 6-8weeks		90%		85.0%		76.8%

				FFT feedback of ‘good’ or ‘very good’		90%		97.0%		97.0%				HCP OneYear-12months		90%		83.7%		84.2%

				Complaints per 1,000 WTE		4.3								HCP OneYear-15months		90%		85.2%		86.4%

				Duty of Candour		100%		100%		100%				HCP TwoYear		90%		84.1%		81.0%

														LAC Initial Health Assessment		100%		62.5%		69.0%

														LAC Review Health Assessment		100%		86.7%		92.1%

														Specialist Services 18 Weeks Waiting Time		78%		38.4%		33.5%

														Specialist Services 52 Weeks Waiting Time		90%		63.2%		61.6%

														MHST Access		N/A		N/A		N/A

														MHST Whole School Approach                                         --                   100%		N/A		N/A		N/A

				People		Threshold		August		Sept				Finance & Resources		Threshold		August		Sept

				Absence Rate (rolling 12 months)		5.5%		5.9%		6.0%				Variance to planned Income YTD		+/- 1%		-3.3%		-2.0%

				Absence Rate (in month)		5.5%		6.5%		6.5%				Proportion of recurring efficiencies YTD		90%		70.9%		100.0%

				Appraisal Compliance Rate		92.0%		94.5%		95.3%				Agency Expenditure against cap		Cap		£   112,982		£   151,633

				Mandatory Training Rate		90.0%		97.4%		97.6%				Bank Expenditure against cap		Cap		£   5,126		£   15,329

				Rolling Staff Turnover Rate		12.0%		8.3%		8.7%				Agency & Bank Expenditure against cap		Cap		£   118,108		£   166,962

				Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		91.9%		92.3%

				Proprtion of annual leave taken (8.33% per month cumulative)		33.3%

				IG Training at or above target 		95%

				Time to recruit		37





CYP Norfolk

		Domain		Status		Metric		Threshold		Notes		Numerator		Denominater		Percentage		Data Source

		Outcomes				MHST PROMs Compliance		60%				121		151		80%		S1

						MHST Self-reported Improvement		65%				48		81		59%		S1

						Patient safety incidents rated no/low harm		75%

						Open action plans for PSII in timescale		75%

						FFT feedback of ‘good’ or ‘very good’		90%				367		410		90%		Quality dashboard

						Complaints per 1,000wte		4.3

						Duty of Candour		100%

		Patients & Service Users				HCP Mandated Contacts meet target						3169		3556		89%		S1

						HCP Antenatal		85%				460		594		77%		S1

						HCP NewBirth		90%				581		630		92%		S1

						HCP 6-8weeks		93%				561		617		91%		S1

						HCP OneYear-12months		85%				518		560		93%		S1

						HCP OneYear-15months		90%				539		581		92.8%		S1

						HCP TwoYear		85%				532		596		89.3%		S1

						LAC Initial Health Assessment		100%				1		23		4%		LAC1 KPI (nchc data only)

						LAC Review Health Assessment		100%				61		64		95%		LAC1 KPI (ccs and nchc combined)

						Specialist Services 18 Weeks Waiting Time		78%		trad reported to commissioner as due in month		1693		4507		38%		S1

						Specialist Services 52 Weeks Waiting Time		90%		trad reported to commissioner as due in month		2523		4507		56%		S1

						MHST Access		100%								ERROR:#DIV/0!		S1

						MHST Whole School Approach                                         --                   100%		100%								ERROR:#DIV/0!		S1

		People				Absence Rate (rolling 12 months)		5.50%		5.5% or below.  NB: in 2024 sickness absence reduced by 0.3% overall. Aiming for 0.75% reduction by end of March 2028 

						Absence Rate (in month)		5.50%		5.5% or below.   

						Appraisal Compliance Rate		92%

						Mandatory Training Rate		90%

						Rolling Staff Turnover Rate		12% and below		92% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters within their first 12 months of employment

						Retention rate (12-month) - % of Staff remaining in post 12 months after start		87%		90% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters in their first 3 months of employment

						Bank Usage		7.5%

						Agency Usage		30.0%		Calculate in line with CIPD definition - The CIPD calculation for employee turnover is: (Total number of leavers in a period / Average number of employees in that period) x 100. To find the average number of employees, add the number of employees at the beginning of the period to the number at the end and divide by two.

						Proprtion of annual leave taken		8.33% per month cumulative

						IG Training at or above target                                           --                    95%		95%

						Time to recruit                                                                          --                    37 days		37

		Finance & Resources				Variance to plan (YTD and FY)		+/- 1%

						Proportion of efficiencies delivered on a recurring basis		90%

						Productivity – increase from previous quarter		0.25%

						Agency expenditure - compliance with the NHSE-set cap (provisional)		£1.7m

						Cash cover - in months		4 weeks

						ROI on transformational investment		>100%





CYP Norfolk - IGR Format

				Outcomes		Threshold		August		Sept				Patients and Service Users		Threshold		August		Sept

				MHST PROMs Compliance		60%		76.0%		80.0%				HCP Mandated Contacts meet target				89.0%		89.1%

				MHST Self-reported Improvement		65%		60.4%		59.0%				HCP Antenatal		85%		79.2%		77.4%

				Patient safety incidents rated no/low harm		75%								HCP NewBirth		90%		93.9%		92.2%

				Open action plans for PSII in timescale		75%								HCP 6-8weeks		93%		90.3%		90.9%

				FFT feedback of ‘good’ or ‘very good’		90%		92.4%		89.5%				HCP OneYear-12months		85%		90.8%		92.5%

				Complaints per 1,000 WTE		4.3								HCP OneYear-15months		90%		91.7%		92.3%

				Duty of Candour		100%		100%		100%				HCP TwoYear		85%		87.0%		89.3%

														LAC Initial Health Assessment		100%		29.6%		4.3%

														LAC Review Health Assessment		100%		81.1%		95.3%

														Specialist Services 18 Weeks Waiting Time		78%		38.5%		37.6%

														Specialist Services 52 Weeks Waiting Time		90%		61.3%		56.0%

														MHST Access		100%		58.0%		60.0%

														MHST Whole School Approach (NB: Year to date & Aug/Sept performance provided)		100%		27.2%		36% (52%)

				People		Threshold		August		Sept				Finance & Resources		Threshold		August		Sept

				Absence Rate (rolling 12 months)		5.5%		7.3%		7.3%				Variance to planned Income YTD		+/- 1%		-3.9%		-2.3%

				Absence Rate (in month)		5.5%		6.9%		6.7%				Proportion of recurring efficiencies YTD		90%		35.9%		24.0%

				Appraisal Compliance Rate		92.0%		86.3%		85.1%				Agency Expenditure against cap		Cap		-£   34,500		-£   34,677

				Mandatory Training Rate		90.0%		95.5%		95.6%				Bank Expenditure against cap		Cap		-£   26,430		-£   17,583

				Rolling Staff Turnover Rate		12.0%		6.7%		6.1%				Agency & Bank Expenditure against cap		Cap		-£   60,931		-£   52,260

				Retention rate (12-month) - % of Staff remaining in post after 12 months		87.0%		93.4%		93.1%

				Proprtion of annual leave taken (8.33% per month cumulative)		33.3%

				IG Training at or above target 		95%

				Time to recruit		37





CYP aggregated - IGR Format

				Outcomes		Threshold		August		Sept				Patients and Service Users		Threshold		August		Sept

				MHST PROMs Compliance		60%		73.7%		74.0%				HCP Mandated Contacts meet target				81.2%		80.3%

				MHST Self-reported Improvement		65%		66.8%		69.0%				HCP Antenatal		83%		42.1%		47.6%

				Patient safety incidents rated no/low harm		75%		98.0%		99.2%				HCP NewBirth		91%		93.7%		92.0%

				Open action plans for PSII in timescale		75%								HCP 6-8weeks		92%		88.5%		84.6%

				FFT feedback of ‘good’ or ‘very good’		90%		96.5%		94.0%				HCP OneYear-12months		88%		84.9%		85.0%

				Complaints overdue		tbc		66.7%		100.0%				HCP OneYear-15months		88%		89.5%		89.1%

				Duty of Candour		100%		100%		100%				HCP TwoYear		88%		84.7%		83.5%

								2		0				LAC Initial Health Assessment		100%		33.3%		30.0%

								6		1		100%		LAC Review Health Assessment		100%		91.7%		87.3%

										0				Specialist Services 18 Weeks Waiting Time		78%		35.9%		37.7%

										6				Specialist Services 52 Weeks Waiting Time		90%		53.8%		62.0%

														MHST Access		100%		77.0%		71.0%

														MHST Whole School Approach (NB: Year to date & Aug/Sept performance provided)		100%		39.9%		49% (55.6%)

				People		Threshold		August		Sept				Finance & Resources		Threshold		August		Sept

				Absence Rate (rolling 12 months)		5.5%		6.7%		6.2%				Variance to planned Income YTD		+/- 1%		-2.9%		-1.7%

				Absence Rate (in month)		5.5%		6.3%		5.8%				Proportion of recurring efficiencies YTD		90%		43.3%		48.0%

				Appraisal Compliance Rate		92.0%		89.9%		90.2%				Agency Expenditure against cap		Cap		£   65,376.90		£   86,701.14

				Mandatory Training Rate		90.0%		96.6%		96.8%				Bank Expenditure against cap		Cap		-£   14,770.91		-£   5,282.07

				Rolling Staff Turnover Rate		12.0%		7.6%		7.6%				Agency & Bank Expenditure against cap		Cap		£   50,605.99		£   81,419.07

				Retention rate (12-month) - % of Staff remaining in post 12 months after start		87.0%		91.1%		90.8%

				IG Training at or above target 		95%







Luton & Beds Adults (2)

		Domain		Metric Status (Existing or New)		Legacy NCHC code		Metric		Current/proposed threshold		Notes (yellow cells are new metrics or suggested new thresholds)

		Outcomes		Existing		CISE01		VTE Compliance Rate		95.0%

				Existing		CISE02		Injurious Falls per 1000 OBDS		2.1

				Existing		CISE03		Complaints per 1,000 WTE		4.3

				Existing		CISE04		FFT Rate		95.6%

				Existing		CISE07		Medication Incidents (Hosp) per 1000 OBDs		2.7		Attributable to EEC only

				Existing		CISE08		Medication Incidents (Comm) per 1000 WTE		12.1		Attributable to EEC only

				Existing		CISE09		PUs (Hosp) per 1000 OBDs		0.8		Attributable to EEC only

				Existing		CISE10		PUs (Comm) per 1000 Patients (excl. CN)		1.3		Attributable to EEC only.  Map servioces for PR

				Existing		CISE10		PUs (Comm) per 1000 Patients (CN only)		7.5		Attributable to EEC only

				Existing		CISE13		Contacts recorded in 24hrs		98.5%

				Existing		CISE19		Post 48hr C.Difficile per 1,000 OBDs		0.06

				Existing		CISE20		Duty of Candour - applied as appropriate as we measure this already?		0		Metric needs developing to something relating to response timeframe?

				Existing		CISE22		Zero MRSA bacteraemia in Inpatients		0

				Existing		CISE23		% of Scheduled Visits Allocated - Total		95.0%		PR - to explore data sources - view to possibly keep in.

				Existing		CISE24		% of Scheduled Visits Allocated - Nursing		96.0%

				Existing		CISE25		% of Scheduled Visits Allocated - Phlebotomy		85.0%

				Existing		CISE26		No Of Deferrals (Weekly)		0.0

				New				% EoL pts - PPOC/PPOD recorded.  		95%		PR - to check parameters of reporting.

				New				Recording of EoL Pts Preferred Place of Care 
To baseline and then build in incrementally.

				New				End-of-life care access - x% of EoL care patients are seen within 'y' days from referral.  
To baseline and then build in incrementally.

				New				Patients seen from referral to first Doppler within 6 weeks		65.0%		Useful for PR to see methodology behind metric - KF to obtain

		Patients and Service Users		Existing		CISE05		18-week RTT Compliance Rate		78.0%		National target as per NHSE Medium-term plan

				New				Over 52-weeks		0

				Existing		CISE05		18-week RTT Consultant Led				Remove from SAC IGR scorecard (all comes under 18-week RTT)

				Existing		CISE05		Over 52-weeks Consultant Led				Remove from SAC IGR scorecard (all comes under 18-week RTT)

				Existing		CISE11		Non-criteria to reside (days delayed) (can we change the indicator name please)		29.5

				Existing		CISE14		Average length of stay (all intermediate care units)		30.0

				New				Average length of stay Beech Ward		51.0		51 days - last 12 months baseline.  

				Existing		CISE16		Did Not Attends  - Adult services		2.50%		Include no access visits

				Existing		CISE18		2 Hour Urgent Response		70%		90% now??

				Existing		CISE31		Virtual Ward occupancy % (Monthly)		80.0%

								VW  -ALoS

								VW - Occupancy

				Existing		CISE32		Avg Virtual Ward capacity (Monthly)		28		I would rather total patients seen (dicharged) from Virtual ward

				New				Urgent Therapy waits seen within two weeks (will require S1 reconfiguration)		90.0%		N/A - Comm Therapy not provided

				New				Routine Therapy waits seen within five weeks (will require S1 reconfiguration)		95.0%

				New				Time taken to triage community nursing ref's - % triaged within 24hrs.		90.0%		Not an issue

				New				Incidents per 1,000 WTE - Community Services - Total		199		Attributable to EEC only

				New				Incidents per 1,000 WTE - Community Services - No Harm				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April.  

				New				Incidents per 1,000 WTE - Community Services - Low Harm				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

				New				Incidents per 1,000 WTE - Community Services - Moderate Harm				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

				New				Incidents per 1,000 WTE - Community Services - Severe Harm				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

				New				Incidents per 1,000 WTE - Inpatients - Total		199.0		Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

				New				Incidents per 1,000 WTE - Inpatients - No Harm				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

				New				Incidents per 1,000 WTE - Inpatients - Low Harm				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

				New				Incidents per 1,000 WTE - Inpatients - Moderate Harm				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

				New				Incidents per 1,000 WTE - Inpatients - Severe Harm				Attributable to EEC only.  Breakdown of harm levels requested at Norfolk Adults SAC in April

		Workforce		Existing		ADBF1 		Absence Rate (rolling 12 months)		5.50%		5.5% or below.  NB: in 2024 sickness absence reduced by 0.3% overall. Aiming for 0.75% reduction by end of March 2028 

				Existing		ADBF1a		Absence Rate (in month)		5.50%		5.5% or below.   

				Existing		ADBF1b		Short term Absence Rate (in month)				Remove from SAC IGR scorecard

				Existing		ADBF1c		Long term Absence Rate (in month)				Remove from SAC IGR scorecard

				Existing		ADBF2 		Appraisal Compliance Rate		92%		92% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters within their first 12 months of employment

				Existing		ADBF3 		Mandatory Training Rate		90%		90% or above.  Exclude long-term sickness/parental leave/career break/external secondments/suspensions/new starters in their first 3 months of employment

				Existing		ADBF4 		Vacancy Rate				Remove from SAC IGR scorecard

				Existing		ADBF5 		Rolling Staff Turnover Rate		12% and below		Calculate in line with CIPD definition - The CIPD calculation for employee turnover is: (Total number of leavers in a period / Average number of employees in that period) x 100. To find the average number of employees, add the number of employees at the beginning of the period to the number at the end and divide by two.

				Existing		ADBF6 		Time to recruit (Days)				Remove from SAC IGR scorecard

								Retention rate (12-month) - % of Staff remaining in post 12 months after start		87%

				Existing		CISE27		Comm Nursing Overall Unavailability Profile (% in month)

				Existing		CISE28		Comm Nursing Unavailability - Sickness (% in month)				Same as all sickness

				Existing		CISE29		Comm Nursing Unavailability - Annual Leave (% of staff on a/l in month)

				Existing		CISE30		Comm Nursing Unavailability - Other (% in month)

		Finance		Existing		BFFO03		Budget variance 		0%

				Existing		BFFO04		Forecast Variance		0%

				Existing		BFFO11		Agency Expenditure £000s		0.9% of agreed budget

								Bank Usage		7.5%		Bank – 7.5% reduction on 25/26 outturn

								Agency Usage		30.0%		Agency – 30% reduction on 25/26 outturn

				Existing		BFFO12		Better Payment Policy Compliance		95%

				New				CIP - YTD delivery against target (measure: 100% or greater)		tbc

				New				CIP - Gap to identification of full year recurrent efficiency target (measure: £nil)		tbc

		Key						Workforce & Finance metrics developed and agreed by Anita P/Mark R for implementation across all Operational Directorates

								Potential Luton & Beds Adult metrics

								Proportion of contractual KPIs/outcome measures recorded at green/compliant level				KF - I'm not keen on this as a metric - if individual KPIs/Outcome are non-compliant, they will be addressed - if this particular KPI is non-compliant, we'd simply go back to the individual non-coimpliant measures anyway. Okay I guess I wanted to give an overall sense of performance with measure sthat would sit outside of the IGR

								Friends and Family Test scores are at 90% or over				KF - Norfolk Adults (NA) threshold is 95.6% - be good to be consistent (one way or the other) - agree don’t mind what we set at 95.6% very precise?!?

								Proportion of days operating at Opel 1/Opel 2		Kf to look at how to report. PR - to consider target		KF - is it fair to hold ourselves to account for this - high OPEL levels are a combination of things that not all are within EEC gift to control? - This is our specific Opel level - I would argue it is a key indicator of safety even when some elements may be outside of direct control - although most link back to staffing for us

								Proprtion of annual leave taken				KF - break down to a monthly % proportion (e.g. 8.3% per month)?  Would defintely shine a light on understanding if a directorate is heading to higher levels of a/l towards the end of the FY. Yes exactly

								Total overdue incidents		Kf to look at how to report. PR - to consider target		KF - overdue in what way? - not reviewed in Datix within agreed timeframes

								Ambulance stack completion %		Kf to look at how to report. PR - to consider target		KF - not familiar with this as a metric so unable to comment - Norfolk have this too - there is a dashboard with this data on

								from our scheduling data for DNs:

								Productivity  = time allowed/time taken - target 100%		Kf to look at how to report.		KF - is this reportable? For us yes

								Utilisation = total patient activity/total available staff hours - target 80%		Kf to look at how to report.		KF - is this reportable? For us yes

		Total Metrics		48





Metrics (3)

		Metric		Category		Domain		Metric ID		Metric ID		Metric		Numerator		Denominator		Definition note		Metric status		Keep / Add (if new) / Remove / Change		North  comments		Norwich comments		South comments		West comments		UCR & IC comments		Corporate support function comments		Suggested Lead		Does existing threshold need reviewing?		Current threshold (if applicable)		Current or Suggested threshold (as a starter for ten)		Threshold or proposed threshold?		Latest Date		LPL		BI Rationale/notes for suggested threshold (if applicable)

		CISE23 - Unallocated Visits (Avg Weekly) - Total		1		Quality and Safety		CISE23		CISE23		CISE23 - Unallocated Visits (Avg Weekly) - Total		Unallocated Visits		Unique Dates Submitted		Measures the average number of patient visits per week that remain unallocated to a staff member. It is calculated by dividing the total unallocated visits (numerator) by the number of days data was submitted (denominator), then averaged to a weekly figure.		Existing		Keep								30 per day - West						All PDs & CDs		No, would need one				30		Yes		29 Jun 25		263		Community Nursing service only. No formal national target for unallocated visits has been identified in publicly available NHS guidance, but trusts often treat any unallocated activity as a serious operational risk. 
DG biggest issuer that that unallocated is made up  -Has been commented  that in reality it is the cancelled by unit - but by counting like his removes them from reporting 

		CISE24 - Unallocated Visits (Avg Weekly) - Nursing		1		Quality and Safety		CISE24		CISE24		CISE24 - Unallocated Visits (Avg Weekly) - Nursing		Unallocated Visits (Nursing)		Unique Dates Submitted		Same as CISE23 but specific to nursing. It calculates the average number of unallocated nursing visits per week.		Existing		Keep								30 per day - West						All PDs & CDs		No, would need one				30		Yes		29 Jun 25		133		Community Nursing service only. No formal national target for unallocated visits has been identified in publicly available NHS guidance, but trusts often treat any unallocated activity as a serious operational risk.

		CISE25 - Unallocated Visits (Avg Weekly) - Phlebotomy		1		Quality and Safety		CISE25		CISE25		CISE25 - Unallocated Visits (Avg Weekly) - Phlebotomy		Unallocated Visits (Phlebotomy)		Unique Dates Submitted		Same as CISE23 but specific to phlebotomy services. It provides a weekly average of unallocated phlebotomy visits.		Existing		Keep														All PDs & CDs		No, would need one						No		29 Jun 25		92.4		Community Nursing service only. No formal national target for unallocated visits has been identified in publicly available NHS guidance, but trusts often treat any unallocated activity as a serious operational risk.

		CISE26 - No Of Deferrals (Weekly)		1		Quality and Safety		CISE26		CISE26		CISE26 - No Of Deferrals (Weekly)		na		Deferrals		Measures the number of visits or appointments that were deferred in a given week. Reported as a count.		Existing		Keep														All PDs & CDs		No, would need one				10		Yes		29 Jun 25		-14.0		Community Nursing service only. There is no national mandated target specifically for community deferrals, the suggested threshold aligns with principles from:
NHS Constitution: Commitment to timely access to services.
CQC Requires services to be responsive and well-planned.
NHS England’s "RightCare" programme and community productivity indicators, which encourage minimising missed or delayed care.

		CISE16a - Did Not Attends  - Adult services		2		Performance		CISE16a		CISE16a		CISE16a - Did Not Attends  - Adult services		DNAs		Contacts + DNAs		Measures the DNA (Did Not Attend) rate for adult services. It calculates the proportion of missed appointments by dividing the number of DNAs (numerator) by the sum of attended contacts and DNAs (denominator).		Existing		Keep		DNAs are recorded for clinics, but not for community visits- the no access visit is selected. Are these combined for this?

tc={FF8D2935-E611-4A49-85F7-27EEAB4AA6E6}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    DNAs are recorded for clinics, but not for community visits- the no access visit is selected. Are these combined for this?
Reply:
    I'm not sure, we'll check for no access visits												All PDs & CDs		Yes		2.5%				Yes		Jun 25		0.928%		DNAs are recorded in the commuity - North recorded 20 in the last month, South 93, west 64 and Nch 61

		Therapy waits		2		Performance				Therapy waits		Therapy waits		Within 2 weeks		Waiters		Would refer to mean or median wait times for therapy services (e.g., physio, OT). 		New, for consideration		Add (if new)		Urgent 2 weeks		Is this just for CN&T therapy visits?				Urgent 2 weeks						All PDs & CDs		No, would need one				90%		Yes						https://www.england.nhs.uk/long-read/an-improvement-framework-to-reduce-community-musculoskeletal-waits-while-delivering-best-outcomes-and-experience/ 

		Therapy waits				Performance						Therapy waits		Within 5 weeks		Waiters		Would refer to mean or median wait times for therapy services (e.g., physio, OT). 		New, for consideration		Add (if new)		Routine 5 weeks						Routine 5 weeks						All PDs & CDs		No, would need one				90%		Yes

		Ave. visits per day per Nursing WTE		2		Performance				Ave. visits per day per WTE		Ave. visits per day per Nursing WTE						Measures average number of patient visits per clinical staff WTE per day. Reflects productivity and capacity.		New, for consideration		Add (if new)						Link to GPS tracking project which will provide this data		Nursing & Therapy only						All PDs & CDs		No, would need one				8		Yes						NHS England Community Nursing Workforce Model, 2018 - Recommends 3.5–5 visits/day range. RCN Staffing & Workload Guidance, 2019 - Targets 3–5 visits/day, 4 as practical.
DG - is this jus staffer satffing but the coummmtiy version? The big bit of work to bring this in would point to this being too simplistic for 1 or2 metrics.
GPS is not going to provide the data - as any care homes will only show as 1 visit, and if you park up and see 2 patient same issue. 

		Ave. visits per day per Therapy WTE				Performance						Ave. visits per day per Therapy WTE						Measures average number of patient visits per clinical staff WTE per day. Reflects productivity and capacity.		New, for consideration		Add (if new)																				4		Yes						DG - is this jus staffer satffing but the coummmtiy version? The big bit of work to bring this in would point to this being too simplistic for 1 or2 metrics - also there is no national paln for AHPs 

		Community nursing wait time <2 days		2		Performance				Community nursing wait time <2 days		Community nursing wait time <2 days						Measures the percentage of community nursing referrals seen within 2 days. Reflects responsiveness of service.		New, for consideration		Add (if new)		would need to be limited to those requiring visit in that time. some referrals need longer eg catheter or B12 may be 12 weeks, bloods can be 10 days, skin tears within 7-10 days						Doesn't work, due to Planned care e.g. ref for catheter change in 6 six weeks				BI - add if metric can be limited to 2 day referral urgencies  		All PDs & CDs		No, would need one				90%		Yes						Average waiting time for home based intermediate care is 5.86 accoriding to community indicators benchmarking data for May. CQC-inspected Trusts with ratings of “Outstanding” for responsiveness often meet or exceed the 95% in 2 days benchmark, especially for adult community nursing referrals.

		CISE27 - CN Overall Unavailability Profile (% in month)		3		Workforce		CISE27		CISE27		CISE27 - CN Overall Unavailability Profile (% in month)		Total_Unavailability_Hours		Contracted_Hours_in_Period		Measures the percentage of contracted hours that staff were unavailable (for any reason). Calculated as (unavailable hours ÷ contracted hours) × 100. Indicates capacity constraints.		Existing		Keep								Needs to be presented against financed headroom to understand risk of gap between what the establishment can support and what will need to be covered by TWS						All PDs & CDs		Yes				16%		Yes		Jun 25		25.3%		Composite of other thresholds; higher levels may require escalation or staffing review.

		CISE28 - CN Unavailability - Sickness (% in month)		3		Workforce		CISE28		CISE28		CISE28 - CN Unavailability - Sickness (% in month)		Sickness_Hours		Contracted_Hours_in_Period		Measures the proportion of total contracted hours lost to sickness. Calculated as (sickness hours ÷ contracted hours) × 100.		Existing		Keep								6% - West				BI - provide baseline for CNT to support threshold setting		All PDs & CDs		Yes				6%		Yes		Jun 25		6.25%		Needs threshold added.  Move to Workforce. Matches NHS England’s typical long-term sickness benchmark (2.9–3.2%). Sickness absence across NHS tends to average ~3–4%, varying by staff group and season.

		CISE29 - CN Unavailability - Annual Leave (% in month)		3		Workforce		CISE29		CISE29		CISE29 - CN Unavailability - Annual Leave (% in month)		Annual_Leave_Hours		Contracted_Hours_in_Period		Measures the percentage of contracted hours taken as annual leave. Formula: (annual leave hours ÷ contracted hours) × 100.		Existing		Keep								12-16% - West				BI - provide baseline for CNT to support threshold setting		All PDs & CDs		Yes				12-16%		Yes		Jun 25		7.66%		Reflects equitable distribution of leave across year (~25–30 days leave entitlement). Annual leave utilisation averages 7–9% monthly when spread over the year.

		CISE30 - CN Unavailability - Other (% in month)		3		Workforce		CISE30		CISE30		CISE30 - CN Unavailability - Other (% in month)		Other_Leave_Hours+Parenting_Hours+Study_Day_Hours+Working_Day_Hours		Contracted_Hours_in_Period		Measures the proportion of staff time lost to other non-sickness, non-leave reasons. Worked out as sum of non-sickness absence hours ÷ contracted hours × 100. Helps identify other capacity drains.		Existing		Keep												BI - provide baseline for CNT to support threshold setting		All PDs & CDs		Yes				5%		Yes		Jun 25		5.28%		The “Other” category is more variable, but a 5% ceiling is commonly adopted in workforce planning tools.

		CISE01 - VTE Compliance Rate		1		Quality and Safety		CISE01		CISE01		CISE01 - VTE Compliance Rate		VTE Completed		Admissions		Measures the proportion of admitted patients who received a Venous Thromboembolism (VTE) risk assessment. It does this by comparing the number of completed VTE assessments (numerator) to the total number of admissions (denominator).		Existing		Keep														Corwen Hull		Yes		95%		95%		Yes		Jun 25		93.2%

		CISE07 - Medication Errors (Hosp) per 1000 OBDs		1		Quality and Safety		CISE07		CISE07		CISE07 - Medication Errors (Hosp) per 1000 OBDs		Inpatient Medication Errors - NCHC attributed		Occupied Bed Days		Measures the rate of inpatient medication errors. It is calculated by dividing the number of attributed inpatient medication errors (numerator) by the occupied bed days (denominator), then multiplying by 1,000. 		Existing		Keep										Think this needs to change to medication INCIDENTS reported rather than errors - many of the incidents reported are outside of NCHC but impact on ability to deliver our service 		BI - disagree - organisationally we'd want to reduce errors (through training, supervision, good practice etc).  Consider excluding not attributable to NCHC (if not already)		Corwen Hull		Yes		2.7		2.7		Yes		Jun 25		0.0155

		CISE08 - Medication Errors (Comm) per 1000 WTE		1		Quality and Safety		CISE08		CISE08		CISE08 - Medication Errors (Comm) per 1000 WTE		Medication Errors (community)		WTE		Measures the rate of medication errors in community settings. It is calculated by dividing the number of community medication errors (numerator) by the number of WTE staff (denominator), then multiplying by 1,000. 		Existing		Keep		Need to review the type of medication incidents included in this metric- not all are errors or result in harm. There is also a number not attributable to NCHC- how do we capture this?								Think the lead for thsi needs to be all Places CD/DP not just me (Corwen). Also change to INCIDENTS (as above)		BI - disagree - organisationally we'd want to reduce errors (through training, supervision, good practice etc).  Consider excluding not attributable to NCHC (if not already)		Corwen Hull		Yes		12.1		12.1		Yes		Jun 25		

		CISE09 - PUs (Hosp) per 1000 OBDs		1		Quality and Safety		CISE09		CISE09		CISE09 - PUs (Hosp) per 1000 OBDs		New Grade 2, 3 and 4 Pressure Ulcers - Inpatient		Occupied Bed Days		Measures the rate of new, serious pressure ulcers developed in inpatient care. It does this by dividing the number of new Grade 2, 3, or 4 ulcers (numerator) by occupied bed days (denominator), and multiplying by 1,000.		Existing		Keep		Helpful metric - echo UCR's comments.								Need to clarify if this includes those reported on admission to ward/unit.		BI- currently approx 8% of PUs are present on adnmission.  They are currently counted in the metric.  They could be exclude via the DATIX question "Was PU acquired while patient under care of your team or unit?".  		Suggested Lead		Yes		0.8		0.8		Yes		Jun 25		0.107

		CISE19 - Post 48hr C.Difficile per 1,000 OBDs		1		Quality and Safety		CISE19		CISE19		CISE19 - Post 48hr C.Difficile per 1,000 OBDs		C Diff		Occupied Bed Days		Measures the rate of Clostridioides difficile infections acquired more than 48 hours after admission. It does this by dividing the number of such infections (numerator) by the number of occupied bed days (denominator), and multiplying by 1,000.		Existing		Keep										Would suggest this nees to joing between Beth and myself (Corwen)				Corwen Hull/Beth Kimber		Yes		0.06		0.06		Yes		May 25		-0.150

		CISE22 - Zero MRSA bacteraemia in Inpatients		1		Quality and Safety		CISE22		CISE22		CISE22 - Zero MRSA bacteraemia in Inpatients		na		MRSA		Tracks hospital-acquired MRSA bloodstream infections, aiming for zero cases. This is usually reported as a count of incidents or as a binary indicator (zero/not zero), depending on reporting method.		Existing		Keep										As above joint with Beth				Corwen Hull/Beth Kimber		Yes		0		0		Yes		May 25		0

		CISE03 - Complaints per 1,000 WTE		1		Quality and Safety		CISE03		CISE03		CISE03 - Complaints per 1,000 WTE		Complaints (excl Level1)		WTE		Measures the frequency of formal complaints in relation to staffing levels. It does this by dividing the number of complaints (excluding minor or Level 1) by the total Whole Time Equivalent staff (denominator), and multiplying by 1,000.		Existing		Keep		Does this need to be per WTE or could it just be the number received- targets could then be set per area dependent on service/ staffing size		the WTE doesn't seem to add value particularly - the overall number may be sufficient.								BI - needs to be a 'rate' of something in order to compare across Places.  Per 1k WTEs is NHSBN standard.		Del Mitchell		Yes		4.3		4.3		Yes		Jun 25		

		CISE04 - FFT Rate		1		Quality and Safety		CISE04		CISE04		CISE04 - FFT Rate		Very Good or Good		Responses		Measures patient satisfaction with services. It does this by dividing the number of patients who rated care as "Very Good" or "Good" (numerator) by the total number of responses received (denominator), giving a proportion of positive feedback.		Existing		Keep														Del Mitchell		Yes		95.6%		95.6%		Yes		Jun 25		94.2%

		Incidents per 1,000 WTE - Inpatients		1		Quality and Safety		CISE06				Incidents per 1,000 WTE - Inpatients		DATIX Incidents (Inpatients)		WTE		Measures the rate of inpatient-specific incidents reported per 1,000 staff. It uses the number of inpatient incidents (numerator) divided by total WTE (denominator), multiplied by 1,000.  This includes all categories of harm and excludes those categorised as non-attributable to NCHC.		New, for consideration		Add (if new)														Del Mitchell		Yes						No

		Incidents per 1,000 WTE - Community Services		1		Quality and Safety		CISE06				Incidents per 1,000 WTE - Community Services		DATIX Incidents (Community)		WTE		Measures the rate of community service-related incidents reported per 1,000 staff. It does this by dividing the number of community-based incidents (numerator) by the total WTE (denominator), and multiplying by 1,000.  This includes all categories of harm and excludes those categorised as non-attributable to NCHC.		New, for consideration		Add (if new)														Del Mitchell		Yes						No

		CISE20 - Duty of Candour		1		Quality and Safety		CISE20		CISE20		CISE20 - Duty of Candour		na		Duty of Candour		Measures compliance with statutory Duty of Candour responsibilities. This is typically tracked by monitoring the number of incidents requiring disclosure and ensuring appropriate follow-up. The method of calculation may vary but is usually expressed as a percentage of completed disclosures out of total cases requiring them.		Existing		Keep												BI - Method of recording to be evaluated.		Del Mitchell		Yes		0		0		Yes		Jun 25		0		Are these reported correctly, as long-term position is 0, but I'm sure we've had some?

		End-of-life care access		1		Quality and Safety				End-of-life care access		End-of-life care access						Measures the number of days between referral and first seen for EoL referrals		New, for consideration		Add (if new)														Emma Taylor		No, would need one				90%		Yes						e.g. ref to 1st contact. 90% threshold is  accepted as a benchmark for quality in EoL care metrics, representing a balance between ambition and achievable compliance across NHS trusts.The National Audit of Care at the End of Life (NACEL) reports indicate many trusts target ≥90% for place-of-death preferences met and documentation.

		% EoL Pts in Preferred Place of Care		1		Quality and Safety				% EoL Pts in Preferred Place of Care		% EoL Pts in Preferred Place of Care						Measures the proportion of End of Life patients who died in their stated preferred place. Calculated by dividing the number who died in their preferred setting by the total number of EoL patients with a recorded preference.		New, for consideration		Add (if new)		Could we also record the % of palliaitve patients that have the PPOC and PPOD recorded?												Emma Taylor		No, would need one				90%		Yes						90% threshold is  accepted as a benchmark for quality in EoL care metrics, representing a balance between ambition and achievable compliance across NHS trusts.The National Audit of Care at the End of Life (NACEL) reports indicate many trusts target ≥90% for place-of-death preferences met and documentation.

		% EoL pts - Respect form in place		1		Quality and Safety				% EoL pts - Respect form in place		% EoL pts - Respect form in place						Measures compliance with advance care planning. Percentage of End of Life patients who have a valid RESPECT form in place.		New, for consideration		Add (if new)		Would need to ensure clinicians clear on where to document this to ensure data accurate												Emma Taylor		No, would need one				90%		Yes						% of patients on pathway with respect template completed. 90% threshold is  accepted as a benchmark for quality in EoL care metrics, representing a balance between ambition and achievable compliance across NHS trusts.The National Audit of Care at the End of Life (NACEL) reports indicate many trusts target ≥90% for place-of-death preferences met and documentation.

		CISE10 - PUs (Comm) per 1000 Patients		1		Quality and Safety		CISE10		CISE10		CISE10 - PUs (Comm) per 1000 Patients		New Grade 2, 3 and 4 Pressure Ulcers - Community		Active Referrals		Measures the rate of serious pressure ulcers in the community. It does this by dividing the number of new community-acquired Grade 2, 3 or 4 ulcers (numerator) by the number of active referrals (denominator), multiplied by 1,000. This includes all categories of harm, new grade 2, 3 and 4s, and includes both those categorised as attributable and non-attributable to NCHC		Existing		Keep														Helena Wilson		Yes		1.3		1.3		Yes		Jun 25		1.40		Change to current BM threshold

		CISE10a - PUs (Comm) per 1000 Patients - CN only		1		Quality and Safety		CISE10a		CISE10a		CISE10a - PUs (Comm) per 1000 Patients - CN only		New Grade 2, 3 and 4 Pressure Ulcers - Community Nursing		Active Referrals		Same as CISE10, but specifically measures pressure ulcers in patients under Community Nursing care. Calculated by dividing the number of ulcers (numerator) by the number of active referrals (denominator), then multiplying by 1,000. This includes all categories of harm, new grade 2, 3 and 4s, and includes both those categorised as attributable and non-attributable to NCHC		Existing		Keep														Helena Wilson		Yes				5.43		Yes		Jun 25		4.52		NHS Community indicators Benchmarking for May 2025

		Waiting Time from Referral to first Doppler within 6 weeks		1		Quality and Safety				Waiting Time from Referral to first Doppler		Patients seen from referral to first Doppler within 6 weeks		Date of referral		Date seen		Measures the number of days between referral and first Doppler ultrasound. Usually reported as average days or % within a standard timeframe (e.g., 2 weeks).		New, for consideration		Add (if new)		Needs to be separated into ambulant LUC clinic patients and housebound community patients		Norwich comments- info available and makes sense		Keep needs to include housebound as well as LU Clinic						95%		Helena Wilson		No, would need one				95%		Yes						Patients should be seen within 20 days of referral (with exclusions) within the first 20 days. NHS England mandates that 99% of all routine diagnostic tests (including ultrasounds) should be completed within 6 weeks of referral.  https://www.england.nhs.uk/long-read/national-elective-access-policy/ 

		BFFO03 - Budget variance to NHSE adj		4		Finance		BFFO03		BFFO03		BFFO03 - Budget variance to NHSE adj		na				Measures the difference between actual financial performance and the NHS England-adjusted budget. A positive variance may indicate underspend; a negative variance indicates overspend. Expressed in £ or %.		Existing		Keep														Jade S/Emma L		Yes		0%		0%		Yes		Jun 25		

		BFFO04 - Forecast Variance to NHSE		4		Finance		BFFO04		BFFO04		BFFO04 - Forecast Variance to NHSE		na				Measures the difference between forecast year-end financial position and the NHS England-adjusted plan. Used to monitor whether the organisation is on track to meet financial targets.		Existing		Keep														Jade S/Emma L		Yes		0%		0%		Yes		Jun 25		

		BFFO11 - Agency Expenditure £000s		4		Finance		BFFO11		BFFO11		BFFO11 - Agency Expenditure £000s		na				Total spend on agency staff, reported in thousands of pounds (£000s). Reflects reliance on temporary staffing and impacts cost efficiency. Often monitored against internal or NHSE targets.		Existing		Change												Total spend on agency staff, reported in thousands of pounds, measured against 0.9% of the year to date (YTD) payroll budget per place.		Jade S/Emma L		Yes				0.90%		Yes		Jun 25				Per email w Kevin Fisher

		BFFO12 - Better Payment Policy Compliance		4		Finance		BFFO12		BFFO12		BFFO12 - Better Payment Policy Compliance		na				Measures the percentage of invoices paid within the agreed payment terms (usually 30 days). Tracks performance against the Better Payment Practice Code.		Existing		Keep														Jade S/Emma L		Yes				95%		Yes		Jun 25				Standard BPPC target (NHS & government-wide)

		Time taken to triage - CNT/CN??  Within 24hrs.		2		Performance				Time taken to triage - CNT/CN??		Time taken to triage - CNT/CN??  Within 24hrs.						Measures mean average or median average time from referral to triage in Community Nursing Teams. Requires specific calculation method.		New, for consideration		Add (if new)		Would be helpful to see this split between those requrining follow on care eg referral accepted and care plan applied and those referrals that are just messages/ tasks.
Would be helpful for therapy too		Norwich comments- This relevant and will help to reassign resources across places, yes for therapy too
West - keep										Kate Pontin		No, would need one				24		Yes						. NHS England guidance generally recommends a "same day" or "within 24 hours" response for urgent but non-life-threatening situations. 

		CISE13 - Contacts recorded in 24hrs		1		Quality and Safety		CISE13		CISE13		CISE13 - Contacts recorded in 24hrs		No. entered within 24 hrs		Contacts		Measures data entry timeliness. It calculates the percentage of clinical contacts that were recorded within 24 hours by dividing the number entered within 24 hours (numerator) by the total number of contacts (denominator).		Existing		Keep														Del Mitchell		Yes		98.5%		98.5%		Yes		Jun 25		98.5%

		CISE11 - Right to Discharge (days delayed).  (Change name to NCTR)		2		Performance		CISE11		CISE11		CISE11 - Right to Discharge (days delayed).  (Change name to NCTR)		Delayed Bed Days		Occupied Bed Days		Measures the proportion of inpatient bed days that are delayed due to discharge planning or system constraints. It does this by dividing delayed discharge bed days (numerator) by the total number of occupied bed days (denominator), typically expressed as a percentage.		Existing		Keep														Kirsty Rowden		Yes		29.5%		29.5%		Yes		Jun 25		18.9%		Change the name to NCTR. 

		CISE18 - 2 Hour Urgent Response		2		Performance		CISE18a		CISE18		CISE18 - 2 Hour Urgent Response		MetUrgencyTarget		UCR referrals seen		Measures the percentage of Urgent Community Response (UCR) referrals that were seen within the 2-hour target. It does this by dividing the number of referrals that met the target time (numerator) by the total number of referrals seen (denominator).		Existing		Keep														Kirsty Rowden		Yes		70%		70%		Yes		Jun 25		65.6%		Increase threshold to 80%. 

		CISE32 - Avg Virtual Ward capacity (Monthly)		2		Performance		CISE32		CISE32		CISE32 - Avg Virtual Ward capacity (Monthly)		Virtual Ward available capacity		Unique Dates Submitted		Measures the average Virtual Ward capacity available across the month. It does this by dividing the sum of daily capacity values (numerator) by the number of days data was submitted (denominator).		Existing		Keep														Kirsty Rowden		Yes		28		28		Yes		Jun 25				Position as at e/o each month for e.g.  Does this help?  Speak to KR. 

		CISE31 - Virtual Ward occupancy % (Monthly)		2		Performance		CISE31		CISE31		CISE31 - Virtual Ward occupancy % (Monthly)		Virtual Ward current caseload today		Virtual Ward available capacity		Measures current monthly occupancy of Virtual Wards. It is calculated by dividing the caseload (numerator) by available capacity (denominator), and expressing the result as a percentage.		Existing		Keep														Kirsty Rowden / Corwen Hull		Yes		80%		80%		Yes		Jun 25				Check with KR & CH what would be the most useful metrics (UCCH system targets etc). 

		ADBF1 - Absence Rate (rolling 12 months)		3		Workforce		ADBF01		ADBF1		ADBF1 - Absence Rate (rolling 12 months)		ABS_FTE		Avail_FTE		Measures the average staff sickness absence rate over the last 12 months. It does this by dividing the Full-Time Equivalent (FTE) days lost to sickness (numerator) by the total available working FTE (denominator), then expressing it as a percentage.		Existing		Keep														Liz Cooke		Yes		4.9%		4.9%		Yes		May 25		6.43%

		ADBF1a - Absence Rate (in month)		3		Workforce		ADBF01a		ADBF1a		ADBF1a - Absence Rate (in month)		ABS_FTE		Avail_FTE		Same as ADBF1, but measured for the current reporting month only. Shows monthly sickness absence rate. Calculated as (FTE days lost / available FTE days) × 100.		Existing		Keep														Liz Cooke		Yes		4.9%		4.9%		Yes		May 25		4.96%

		ADBF1b - Short term Absence Rate (in month)		3		Workforce		ADBF01b		ADBF1b		ADBF1b - Short term Absence Rate (in month)		STA_FTE		Avail_FTE		Measures the short-term absence rate in the current month. It uses the FTE days lost to short-term sickness (numerator) divided by total available FTE (denominator), expressed as a percentage.		Existing		Keep														Liz Cooke		Yes		1.96%		1.96%		Yes		May 25		1.64%

		ADBF1c - Long term Absence Rate (in month)		3		Workforce		ADBF01c		ADBF1c		ADBF1c - Long term Absence Rate (in month)		LTA_FTE		Avail_FTE		Measures the long-term absence rate in the current month. It is calculated by dividing the FTE days lost to long-term sickness (numerator) by the total available FTE (denominator), then converting to a percentage.		Existing		Keep														Liz Cooke		Yes		2.94%		2.94%		Yes		May 25		2.81%

		ADBF2 - Appraisal Compliance Rate		3		Workforce		ADBF02		ADBF2		ADBF2 - Appraisal Compliance Rate		Completed		Assignments		Measures the proportion of staff with a completed annual appraisal. It does this by dividing the number of completed appraisals (numerator) by the total number of eligible staff assignments (denominator), expressed as a percentage.		Existing		Keep														Liz Cooke		Yes		90%		90%		Yes		Jun 25		86.1%

		ADBF3 - Mandatory Training Rate		3		Workforce		ADBF03		ADBF3		ADBF3 - Mandatory Training Rate		Core Achieved		Core Required		Measures compliance with core mandatory training requirements. It is calculated by dividing the number of mandatory training modules completed (numerator) by the total required (denominator), then expressed as a percentage.		Existing		Keep														Liz Cooke		Yes		90%		90%		Yes		Jun 25		91.5%

		ADBF4 - Vacancy Rate		3		Workforce		ADBF04		ADBF4		ADBF4 - Vacancy Rate		na		% Posts Vacant		Measures the proportion of budgeted posts that are vacant. Typically calculated as (vacant posts / total funded posts) × 100. Indicates recruitment gaps.		Existing		Keep														Liz Cooke		Yes		9.5%		9.5%		Yes		Jun 25		

		ADBF5 - Staff Turnover Rate		3		Workforce		ADBF05		ADBF5		ADBF5 - Staff Turnover Rate		na				Measures the percentage of staff leaving the organisation over a defined period (usually rolling 12 months). Highlights workforce stability.		Existing		Keep														Liz Cooke		Yes		12%		12%		Yes		Jun 25		

		ADBF6 - Time to recruit (Days)		3		Workforce		ADBF06		ADBF6		ADBF6 - Time to recruit (Days)		na				Measures the average number of calendar days between the approval of a vacancy and the successful candidate's start date. Reflects efficiency of the full recruitment cycle.		Existing		Keep														Liz Cooke		Yes		37		37		Yes		Jun 25		

		ADBF6a - Time to Select (Days)		3		Workforce		ADBF06a		ADBF6a		ADBF6a - Time to Select (Days)		na				Measures the number of days between vacancy approval and the selection/interview date. Indicates speed of candidate shortlisting and interview scheduling.		Existing		Keep														Liz Cooke		Yes		10		10		Yes		Jun 25		

		ADBF6b - Time to Conditional Offer (Days)		3		Workforce		ADBF06b		ADBF6b		ADBF6b - Time to Conditional Offer (Days)		na				Tracks the average number of days from vacancy approval to the date a conditional job offer is made. Reflects recruitment pipeline speed up to offer stage.		Existing		Keep														Liz Cooke		Yes		2		2		Yes		Jun 25		

		ADBF6c - Time for Employment Checks (Days)		3		Workforce		ADBF06c		ADBF6c		ADBF6c - Time for Employment Checks (Days)		na				Measures the average number of days taken to complete pre-employment checks (e.g., DBS, references, occupational health). Reflects onboarding efficiency.		Existing		Keep														Liz Cooke		Yes		25		25		Yes		Jun 25		

		ADBF7 - Temporary Staff Utilisation		3		Workforce		ADBF07		ADBF7		ADBF7 - Temporary Staff Utilisation		na				Measures the proportion of staffing filled by temporary (agency or bank) workers. Indicates reliance on non-permanent staff.		Existing		Keep														Liz Cooke		Yes						Total		Jun 25		

		Retention rate (12-month) - % of Staff remaining in post 12 months after start		3		Workforce				Retention rate (12-month) - % of nurses remaining in post 12 months after start		Retention rate (12-month) - % of Staff remaining in post 12 months after start						Measures the percentage of Staff who remain in their post 12 months after their employment start date. It reflects staff stability and the effectiveness of onboarding, support, and working conditions.		New, for consideration		Add (if new)								Happy to include - West						Liz Cooke		No, would need one				90%		Yes						Key to workforce stability - seek view from Liz C. The NHS Long Term Workforce Plan aims to reduce the nurse leaver rate from 9.1% in 2022 to between 7.4% and 8.2% within 15 years. https://www.england.nhs.uk/long-read/nhs-long-term-workforce-plan-2/ 

		CISE14 - Average length of stay (excl. Willow)		2		Performance		CISE14		CISE14		CISE14 - Average length of stay (excl. Willow)		Discharges		Total Length of Stay		Measures the average number of days in hospital per discharged patient. It does this by dividing the total number of occupied days for all patients (denominator) by the number of discharges (numerator).		Existing		Keep				Ideally needs to be separated out for each individual speciliast unit given the different patient cohorts.										Mark Walker		Yes		30		30		Yes		Jun 25		26.2		Make clear this refers to intermediate beds.  Does Willow need a separate reporting line & different threshold.. 

		CISE14 - Average length of stay (Willow)				Performance		CISE14		CISE14		CISE14 - Average length of stay (Willow)		Discharges		Total Length of Stay		Measures the average number of days in hospital per discharged patient. It does this by dividing the total number of occupied days for all patients (denominator) by the number of discharges (numerator).		Existing		Keep				Ideally needs to be separated out for each individual speciliast unit given the different patient cohorts.										Mark Walker		Yes		14		14		Yes

		CISE02 - Injurious Falls per 1000 OBDS		1		Quality and Safety		CISE02		CISE02		CISE02 - Injurious Falls per 1000 OBDS		Injurious Falls		Occupied Bed Days		Measures the rate of patient falls that result in injury. It does this by dividing the number of injurious falls (numerator) by the total occupied bed days (denominator), and multiplying by 1,000 to give a rate per 1,000 bed days.		Existing		Keep														Corwen Hull / Kirsty Rowden		Yes		2.1		2.1		Yes		Jun 25		0.804

		Section 42s, training, supervision		1		Quality and Safety				Safeguarding		Section 42s, training, supervision						Section 42s, training, supervision		New, for consideration		Add (if new)														Victoria Aspinall		no		90%		90%		Yes						Section 42 data does not have a mandated threshold. Data required to review number of section 42 referrals made.  Training and supervision compliance to remain at current threshold.

		MCA/DoLS		1		Quality and Safety				Safeguarding		MCA/DoLS						MCA/DoLS training compliance		New, for consideration		Add (if new)														Victoria Aspinall		no		90%		90%		Yes						Compliance threshold to remain at 90%

		CISE05 - 18wk RTT Compliance Rate		2		Performance		CISE05		CISE05		CISE05 - 18wk RTT Compliance Rate		Within 18 weeks		Waiters		Measures the percentage of patients on an open referral pathway who have been waiting less than 18 weeks from referral to treatment. It does this by dividing the number of patients waiting under 18 weeks (numerator) by the total number of waiters (denominator).		Existing		Keep												BI - waiters/waiting times a national priority				Yes		92%		92%		Yes		Jun 25		89.0%		Think also about high volume/high priority access standards. The NHS Waiting Well Programme, focused on elective care, aims for a 65% compliance rate with the 18-week waiting time target by March 2026. The broader goal is to return to the constitutional standard of 92% of patients waiting less than 18 weeks by March 2029. This is part of a wider effort to reduce elective care waiting times. 

		CISE05a - 18wk RTT Consultant Led		2		Performance		CISE05a		CISE05a		CISE05a - 18wk RTT Consultant Led		Within 18 weeks		Waiters (cons led)		Same as CISE05 but specific to consultant-led pathways. Measures the proportion of consultant-led referrals seen within 18 weeks by dividing those waiting less than 18 weeks (numerator) by all consultant-led waiters (denominator).		Existing		Keep												BI - waiters/waiting times a national priority				Yes		92%		92%		Yes		Jun 25		92.8%		. The NHS Waiting Well Programme, focused on elective care, aims for a 65% compliance rate with the 18-week waiting time target by March 2026. The broader goal is to return to the constitutional standard of 92% of patients waiting less than 18 weeks by March 2029. This is part of a wider effort to reduce elective care waiting times. 

		CISE05d - Over 52 weeks Consultant Led		2		Performance		CISE05d		CISE05d		CISE05d - Over 52 weeks Consultant Led		na		Waiters (cons led) >52 wks		Measures the number of patients who have waited over 52 weeks on consultant-led pathways. Reported as a count, not a ratio. Highlights extreme breaches of the RTT standard.		Existing		Keep												BI - waiters/waiting times a national priority				Yes		0		0		Yes		Jun 25		0		. Reflects RTT expectations and mitigates extreme delays

		Over 52 weeks Non-Consultant Led		2		Performance		CISE05d				Over 52 weeks Non-Consultant Led		na		Waiters >52 wks		Measures the number of patients who have waited over 52 weeks on non-consultant-led pathways. Reported as a count, not a ratio. Highlights extreme breaches of the RTT standard.		New, for consideration		Keep												BI - waiters/waiting times a national priority								0		Yes



















DNAs are recorded for clinics, but not for community visits- the no access visit is selected. Are these combined for this?



I'm not sure, we'll check for no access visits





https://www.england.nhs.uk/long-read/an-improvement-framework-to-reduce-community-musculoskeletal-waits-while-delivering-best-outcomes-and-experience/
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		Metric		Domain		Metric		KF Comments		Current or Suggested threshold (as a starter for ten)		Rob M comments		Kate H comments		Metric status		Numerator		Denominator		Definition note		Caroline B comments		Adult Speech and Language Therapy Central		Adult Speech and Language Therapy West		Cardiac Rehabilitation		Colman Centre for Specialist Rehabilitation Services		Community Access Team		Community Dietetics		Community Nursing		Community Therapy		Community Nursing Clinic		Phlebotomy Clinic		Bladder and Bowel Routine Nursing
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    Bladder and Bowel Routine Nursing		Early Supported Discharge Norfolk		Foot Health		Acute Diabetic Foot Clinic West		Heart Failure		High Intensity Users		Inpatient Intermediate Care Beds		Inpatient Recovery and Reablement Beds		Inpatient Specialist Beds		Inpatient Specialist Palliative Beds		Lymphoedema		Bladder and Bowel Routine Physiotherapy
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Comment:
    Bladder and Bowel Routine Physiotherapy		MSK Services (ECCH)		MSK Services (NCHC)		N&W Care Coordination (UCCH)		NCHC and ECCH Virtual Ward		Post Covid Assessment Service		Prosthetics		Pulmonary Rehabilitation		Rapid Assessment Team QEH		Rapid Response		Specialist Neurology Team		Specialist Nursing CVD West		Specialist Nursing Dermatology		Specialist Nursing Diabetes		Specialist Nursing Epilepsy		Specialist Nursing Heart Failure		Specialist Nursing Neurology		Specialist Nursing Respiratory		Specialist Nursing TB Service		Specialist Palliative Care Nursing		Integrated Palliative Care Service		Specialist and Enhanced Palliative Care Central		Tissue Viability Service		Urgent Community Response		Wheelchairs

		% EoL pts - Respect form in place		Quality and Safety		% EoL pts - Respect form in place				90.0%						New						Measures compliance with advance care planning. Percentage of End of Life patients who have a valid RESPECT form in place.		will need to work out how to code and if all places record the same														x		x																																																																		x		x

		% EoL Pts in Preferred Place of Care		Quality and Safety		% EoL Pts in Preferred Place of Care				90.0%						New						Measures the proportion of End of Life patients who died in their stated preferred place. Calculated by dividing the number who died in their preferred setting by the total number of EoL patients with a recorded preference.		will need to work out how to code and if all places record the same														x		x																																																																		x		x

		CISE01 - VTE Compliance Rate		Quality and Safety		CISE01 - VTE Compliance Rate				95.0%						Existing		VTE Completed		Admissions		Measures the proportion of admitted patients who received a Venous Thromboembolism (VTE) risk assessment. It does this by comparing the number of completed VTE assessments (numerator) to the total number of admissions (denominator).		RR beds will need added																																		x		x		x		x

		CISE02 - Injurious Falls per 1000 OBDS		Quality and Safety		CISE02 - Injurious Falls per 1000 OBDS				2.1						Existing		Injurious Falls		Occupied Bed Days		Measures the rate of patient falls that result in injury. It does this by dividing the number of injurious falls (numerator) by the total occupied bed days (denominator), and multiplying by 1,000 to give a rate per 1,000 bed days.		RR beds will need added																																		x		x		x		x

		CISE03 - Complaints per 1,000 WTE		Quality and Safety		CISE03 - Complaints per 1,000 WTE				4.3						Existing		Complaints (excl Level1)		WTE		Measures the frequency of formal complaints in relation to staffing levels. It does this by dividing the number of complaints (excluding minor or Level 1) by the total Whole Time Equivalent staff (denominator), and multiplying by 1,000.		Place/Sub Place level only as no WTE per service		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		CISE04 - FFT Rate		Quality and Safety		CISE04 - FFT Rate				95.6%						Existing		Very Good or Good		Responses		Measures patient satisfaction with services. It does this by dividing the number of patients who rated care as "Very Good" or "Good" (numerator) by the total number of responses received (denominator), giving a proportion of positive feedback.		OK		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		CISE07 - Medication Errors (Hosp) per 1000 OBDs		Quality and Safety		CISE07 - Medication Errors (Hosp) per 1000 OBDs				2.7						Existing		Inpatient Medication Errors - NCHC attributed		Occupied Bed Days		Measures the rate of inpatient medication errors. It is calculated by dividing the number of attributed inpatient medication errors (numerator) by the occupied bed days (denominator), then multiplying by 1,000. 		RR beds will need added																																		x		x		x		x

		CISE08 - Medication Errors (Comm) per 1000 WTE		Quality and Safety		CISE08 - Medication Errors (Comm) per 1000 WTE				12.1						Existing		Medication Errors (community)		WTE		Measures the rate of medication errors in community settings. It is calculated by dividing the number of community medication errors (numerator) by the number of WTE staff (denominator), then multiplying by 1,000. 		Place/Sub Place level only as no WTE per service		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x										x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		CISE09 - PUs (Hosp) per 1000 OBDs		Quality and Safety		CISE09 - PUs (Hosp) per 1000 OBDs				0.8						Existing		New Grade 2, 3 and 4 Pressure Ulcers - Inpatient		Occupied Bed Days		Measures the rate of new, serious pressure ulcers developed in inpatient care. It does this by dividing the number of new Grade 2, 3, or 4 ulcers (numerator) by occupied bed days (denominator), and multiplying by 1,000.		RR beds will need added																																		x		x		x		x

		CISE10 - PUs (Comm) per 1000 Patients		Quality and Safety		CISE10 - PUs (Comm) per 1000 Patients				1.3						Existing		New Grade 2, 3 and 4 Pressure Ulcers - Community		Active Referrals		Measures the rate of serious pressure ulcers in the community. It does this by dividing the number of new community-acquired Grade 2, 3 or 4 ulcers (numerator) by the number of active referrals (denominator), multiplied by 1,000. This includes all categories of harm, new grade 2, 3 and 4s, and includes both those categorised as attributable and non-attributable to NCHC		OK		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x										x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		CISE10a - PUs (Comm) per 1000 Patients - CN only		Quality and Safety		CISE10a - PUs (Comm) per 1000 Patients - CN only				5.43						Existing		New Grade 2, 3 and 4 Pressure Ulcers - Community Nursing		Active Referrals		Same as CISE10, but specifically measures pressure ulcers in patients under Community Nursing care. Calculated by dividing the number of ulcers (numerator) by the number of active referrals (denominator), then multiplying by 1,000. This includes all categories of harm, new grade 2, 3 and 4s, and includes both those categorised as attributable and non-attributable to NCHC		Use new Mapping for Community Nursing														x

		CISE13 - Contacts recorded in 24hrs		Quality and Safety		CISE13 - Contacts recorded in 24hrs				98.5%						Existing		No. entered within 24 hrs		Contacts		Measures data entry timeliness. It calculates the percentage of clinical contacts that were recorded within 24 hours by dividing the number entered within 24 hours (numerator) by the total number of contacts (denominator).		OK		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x										x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		CISE19 - Post 48hr C.Difficile per 1,000 OBDs		Quality and Safety		CISE19 - Post 48hr C.Difficile per 1,000 OBDs				0.06						Existing		C Diff		Occupied Bed Days		Measures the rate of Clostridioides difficile infections acquired more than 48 hours after admission. It does this by dividing the number of such infections (numerator) by the number of occupied bed days (denominator), and multiplying by 1,000.		RR beds will need added																																		x		x		x		x

		CISE20 - Duty of Candour		Quality and Safety		CISE20 - Duty of Candour				0						Existing		na		Duty of Candour		Measures compliance with statutory Duty of Candour responsibilities. This is typically tracked by monitoring the number of incidents requiring disclosure and ensuring appropriate follow-up. The method of calculation may vary but is usually expressed as a percentage of completed disclosures out of total cases requiring them.		Place/Sub Place level only available		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		CISE22 - Zero MRSA bacteraemia in Inpatients		Quality and Safety		CISE22 - Zero MRSA bacteraemia in Inpatients				0						Existing		na		MRSA		Tracks hospital-acquired MRSA bloodstream infections, aiming for zero cases. This is usually reported as a count of incidents or as a binary indicator (zero/not zero), depending on reporting method.		RR beds will need added																																		x		x		x		x

		CISE23 - Unallocated Visits (Avg Weekly) - Total		Quality and Safety		CISE23 - Unallocated Visits (Avg Weekly) - Total				30						Existing		Unallocated Visits		Unique Dates Submitted		Measures the average number of patient visits per week that remain unallocated to a staff member. It is calculated by dividing the total unallocated visits (numerator) by the number of days data was submitted (denominator), then averaged to a weekly figure.		Use new Mapping for Community Nursing/Phlebtomy														x

		CISE24 - Unallocated Visits (Avg Weekly) - Nursing		Quality and Safety		CISE24 - Unallocated Visits (Avg Weekly) - Nursing				30						Existing		Unallocated Visits (Nursing)		Unique Dates Submitted		Same as CISE23 but specific to nursing. It calculates the average number of unallocated nursing visits per week.		Use new Mapping for Community Nursing														x

		CISE25 - Unallocated Visits (Avg Weekly) - Phlebotomy		Quality and Safety		CISE25 - Unallocated Visits (Avg Weekly) - Phlebotomy										Existing		Unallocated Visits (Phlebotomy)		Unique Dates Submitted		Same as CISE23 but specific to phlebotomy services. It provides a weekly average of unallocated phlebotomy visits.		Use new Mapping for Community Phlebotomy														x

		CISE26 - No Of Deferrals (Weekly)		Quality and Safety		CISE26 - No Of Deferrals (Weekly)				10						Existing		na		Deferrals		Measures the number of visits or appointments that were deferred in a given week. Reported as a count.		Use new Mapping for Community Nursing														x

		End-of-life care access		Quality and Safety		End-of-life care access				90.0%						New						Measures the number of days between referral and first seen for EoL referrals		will need to work out how to code and if all places record the same														x		x																																																																		x		x

		Incidents per 1,000 WTE - Community Services		Quality and Safety		Incidents per 1,000 WTE - Community Services				BI to baseline						New		DATIX Incidents (Community)		WTE		Measures the rate of community service-related incidents reported per 1,000 staff. It does this by dividing the number of community-based incidents (numerator) by the total WTE (denominator), and multiplying by 1,000.  This includes all categories of harm and excludes those categorised as non-attributable to NCHC.		Place/Sub Place level only as no WTE per service		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x										x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Incidents per 1,000 WTE - Inpatients		Quality and Safety		Incidents per 1,000 WTE - Inpatients				BI to baseline						New		DATIX Incidents (Inpatients)		WTE		Measures the rate of inpatient-specific incidents reported per 1,000 staff. It uses the number of inpatient incidents (numerator) divided by total WTE (denominator), multiplied by 1,000.  This includes all categories of harm and excludes those categorised as non-attributable to NCHC.		Place/Sub Place level only as no WTE per service																																		x		x		x		x

		MCA/DoLS		Quality and Safety		MCA/DoLS				90.0%						New						Not sure what VA means by this 		will need to work out how to code and if all places record the same		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Section 42s, training, supervision		Quality and Safety		Section 42s, training, supervision				90.0%						New						Not sure what VA means by this 		how do we collect this		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Patients seen from referral to first Doppler within 6 weeks		Quality and Safety		Patients seen from referral to first Doppler within 6 weeks				95.0%						New						Measures the wait time of Doppler patients		is this the KPI?														x

		Ave. visits per day per Nursing WTE		Operational Performance		Ave. visits per day per Nursing WTE				8						New						Measures average number of patient visits per clinical staff WTE per day. Reflects productivity and capacity.		will need to work out how to code and if all places record the same														x

		Ave. visits per day per Therapy WTE		Operational Performance		Ave. visits per day per Therapy WTE				4						New						Measures average number of patient visits per clinical staff WTE per day. Reflects productivity and capacity.		will need to work out how to code and if all places record the same																x

		CISE05 - 18-week RTT Compliance Rate		Operational Performance		CISE05 - 18-week RTT Compliance Rate				92.0%						Existing						Measures the percentage of patients on an open referral pathway who have been waiting less than 18 weeks from referral to treatment. It does this by dividing the number of patients waiting under 18 weeks (numerator) by the total number of waiters (denominator).		OK		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x										x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x				x

		CISE05a - 18-week RTT Consultant Led		Operational Performance		CISE05a - 18-week RTT Consultant Led				92.0%						Existing						Specific to consultant-led pathways. Measures the proportion of consultant-led referrals seen within 18 weeks by dividing those waiting less than 18 weeks (numerator) by all consultant-led waiters (denominator).		OK								x																																						x																																				x		x		x

		CISE05d - Over 52-weeks Consultant Led		Operational Performance		CISE05d - Over 52-weeks Consultant Led				0						Existing						Measures the number of patients who have waited over 52 weeks on consultant-led pathways. Reported as a count, not a ratio. Highlights extreme breaches of the RTT standard.		OK								x																																						x																																				x		x		x

		CISE11 - Right to Discharge (days delayed).  (Change name to NCTR)		Operational Performance		CISE11 - Right to Discharge (days delayed).  (Change name to NCTR)				29.5						Existing		Delayed Bed Days		Occupied Bed Days		Measures the proportion of inpatient bed days that are delayed due to discharge planning or system constraints. It does this by dividing delayed discharge bed days (numerator) by the total number of occupied bed days (denominator), typically expressed as a percentage.		change name																																		x		x		x		x

		CISE14 - Average length of stay (excl. Willow)		Operational Performance		CISE14 - Average length of stay (excl. Willow)				30						Existing		Discharges		Total Length of Stay		Measures the average number of days in hospital per discharged patient. It does this by dividing the total number of occupied days for all patients (denominator) by the number of discharges (numerator).		recode																																		x		x		x		x

		CISE14 - Average length of stay (Willow)		Operational Performance		CISE14 - Average length of stay (Willow)				14						Existing		Discharges		Total Length of Stay		Measures the average number of days in hospital per discharged patient. It does this by dividing the total number of occupied days for all patients (denominator) by the number of discharges (numerator).		recode																																		x		x		x		x

		CISE16a - Did Not Attends  - Adult services		Operational Performance		CISE16a - Did Not Attends  - Adult services				2.50%						Existing		DNAs		Contacts + DNAs		Measures the DNA (Did Not Attend) rate for adult services. It calculates the proportion of missed appointments by dividing the number of DNAs (numerator) by the sum of attended contacts and DNAs (denominator).		OK		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x										x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		CISE18 - 2 Hour Urgent Response		Operational Performance		CISE18 - 2 Hour Urgent Response				80.0%						Existing		MetUrgencyTarget		UCR referrals seen		Measures the percentage of Urgent Community Response (UCR) referrals that were seen within the 2-hour target. It does this by dividing the number of referrals that met the target time (numerator) by the total number of referrals seen (denominator).		OK																																																																																										x

		CISE31 - Virtual Ward occupancy % (Monthly)		Operational Performance		CISE31 - Virtual Ward occupancy % (Monthly)				80.0%						Existing		Virtual Ward current caseload today		Virtual Ward available capacity		Measures current monthly occupancy of Virtual Wards. It is calculated by dividing the caseload (numerator) by available capacity (denominator), and expressing the result as a percentage.		OK																																																				x

		CISE32 - Avg Virtual Ward capacity (Monthly)		Operational Performance		CISE32 - Avg Virtual Ward capacity (Monthly)				28						Existing		Virtual Ward available capacity		Unique Dates Submitted		Measures the average Virtual Ward capacity available across the month. It does this by dividing the sum of daily capacity values (numerator) by the number of days data was submitted (denominator).		OK																																																				x

		Community nursing wait time <2 days (Ref to 1st seen)		Operational Performance		Community nursing wait time <2 days (Ref to 1st seen)				90.0%						New						Measures the wait time of CN referrals		Use new Mapping for Community Nursing														x

		Over 52 weeks Non-Consultant Led		Operational Performance		Over 52 weeks Non-Consultant Led				0						New		na		Waiters >52 wks		Measures the number of patients who have waited over 52 weeks on non-consultant-led pathways. Reported as a count, not a ratio. Highlights extreme breaches of the RTT standard.		new code needed		x		x		x				x		x						x		x		x		x		x		x		x		x										x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		Urgent Therapy waits seen within two weeks		Operational Performance		Urgent Therapy waits seen within two weeks				90.0%						New						Measures the wait time of urgent therapy patients		new code needed																x

		Routine Therapy waits seen within five weeks		Operational Performance		Routine Therapy waits seen within five weeks				90.0%						New						Measures the wait time of routine therapy patients		new code needed																x

		Time taken to triage community nursing ref's - within 24hrs.		Operational Performance		Time taken to triage community nursing ref's - within 24hrs.				24hrs						New						Measures the time taken to triage CN referrals		Use new Mapping for Community Nursing														x

		ADBF1 - Absence Rate (rolling 12 months)		Workforce		ADBF1 - Absence Rate (rolling 12 months)				4.9%						Existing		ABS_FTE		Avail_FTE		Measures the average staff sickness absence rate over the last 12 months. It does this by dividing the Full-Time Equivalent (FTE) days lost to sickness (numerator) by the total available working FTE (denominator), expressed as a percentage.		OK		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		ADBF1a - Absence Rate (in month)		Workforce		ADBF1a - Absence Rate (in month)				4.9%						Existing		ABS_FTE		Avail_FTE		Same as ADBF1, but measured for the current reporting month only. Shows monthly sickness absence rate. Calculated as (FTE days lost / available FTE days) × 100.		OK		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		ADBF1b - Short term Absence Rate (in month)		Workforce		ADBF1b - Short term Absence Rate (in month)				2.0%						Existing		STA_FTE		Avail_FTE		Measures the short-term absence rate in the current month. It uses the FTE days lost to short-term sickness (numerator) divided by total available FTE (denominator), expressed as a percentage.		OK		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		ADBF1c - Long term Absence Rate (in month)		Workforce		ADBF1c - Long term Absence Rate (in month)				2.9%						Existing		LTA_FTE		Avail_FTE		Measures the long-term absence rate in the current month. It is calculated by dividing the FTE days lost to long-term sickness (numerator) by the total available FTE (denominator), then converting to a percentage.		OK		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		ADBF2 - Appraisal Compliance Rate		Workforce		ADBF2 - Appraisal Compliance Rate				90.0%						Existing		Completed		Assignments		Measures the proportion of staff with a completed annual appraisal. It does this by dividing the number of completed appraisals (numerator) by the total number of eligible staff assignments (denominator), expressed as a percentage.		OK		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		ADBF3 - Mandatory Training Rate		Workforce		ADBF3 - Mandatory Training Rate				90.0%						Existing		Core Achieved		Core Required		Measures compliance with core mandatory training requirements. It is calculated by dividing the number of mandatory training modules completed (numerator) by the total required (denominator), then expressed as a percentage.		OK		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		ADBF4 - Vacancy Rate		Workforce		ADBF4 - Vacancy Rate				9.5%						Existing		na		% Posts Vacant		Measures the proportion of budgeted posts that are vacant. Typically calculated as (vacant posts / total funded posts) × 100. Indicates recruitment gaps.		Place/Sub Place level only		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		ADBF5 - Staff Turnover Rate		Workforce		ADBF5 - Staff Turnover Rate				12.0%						Existing		na		na		Measures the percentage of staff leaving the organisation over a defined period (usually rolling 12 months). Highlights workforce stability.		Place/Sub Place level only		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		ADBF6 - Time to recruit (Days)		Workforce		ADBF6 - Time to recruit (Days)
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    Bladder and Bowel Routine Nursing		37						Existing		na		na		Measures the average number of calendar days between the approval of a vacancy and the successful candidate's start date. Reflects efficiency of the full recruitment cycle.		Place/Sub Place level only		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		ADBF6a - Time to Select (Days)		Workforce		ADBF6a - Time to Select (Days)
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    LC suggested removing as well managed, threshold not always met however (though not over by much)				10						Existing		na		na		Measures the number of days between vacancy approval and the selection/interview date. Indicates speed of candidate shortlisting and interview scheduling.		Place/Sub Place level only		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		ADBF6b - Time to Conditional Offer (Days)		Workforce		ADBF6b - Time to Conditional Offer (Days)
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    LC suggested removing as well managed, threshold not always met however (though not over by much)				2						Existing		na		na		Tracks the average number of days from vacancy approval to the date a conditional job offer is made. Reflects recruitment pipeline speed up to offer stage.		Place/Sub Place level only		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		ADBF6c - Time for Employment Checks (Days)		Workforce		ADBF6c - Time for Employment Checks (Days)

tc={76552E1F-28E1-4CBA-BC37-2B9AF25CDD8B}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    LC suggested removing as well managed, threshold not always met however (though not over by much)				25						Existing		na		na		Measures the average number of days taken to complete pre-employment checks (e.g., DBS, references, occupational health). Reflects onboarding efficiency.		Place/Sub Place level only		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		ADBF7 - Temporary Staff Utilisation		Workforce		ADBF7 - Temporary Staff Utilisation				5.00%						Existing		na		na		Measures the proportion of staffing filled by temporary (agency or bank) workers. Indicates reliance on non-permanent staff.		Place/Sub Place level only		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		CISE27 - CN Overall Unavailability Profile (% in month)		Workforce		CISE27 - CN Overall Unavailability Profile (% in month)				27.0%						Existing		Total_Unavailability_Hours		Contracted_Hours_in_Period		Mean average = 30.7%  Measures the percentage of contracted hours that staff were unavailable (for any reason). Calculated as (unavailable hours ÷ contracted hours) × 100. Indicates capacity constraints.		Use new Mapping for Community Nursing														x

		CISE28 - CN Unavailability - Sickness (% in month)		Workforce		CISE28 - CN Unavailability - Sickness (% in month)				8.0%						Existing		Sickness_Hours		Contracted_Hours_in_Period		Mean average = 8.8%  Measures the proportion of total contracted hours lost to sickness. Calculated as (sickness hours ÷ contracted hours) × 100.		Use new Mapping for Community Nursing														x

		CISE29 - CN Unavailability - Annual Leave (% of staff on a/l in month)		Workforce		CISE29 - CN Unavailability - Annual Leave (% of staff on a/l in month)				12.0%						Existing		A/L hours		Contracted_Hours_in_Period		Mean average = 14%  Measures the proportion of total contracted hours used for A/L. Calculated as (A/L hours ÷ contracted hours) × 100.		Use new Mapping for Community Nursing														x

		CISE30 - CN Unavailability - Other (% in month)		Workforce		CISE30 - CN Unavailability - Other (% in month)				7.0%						Existing		Other_Leave_Hours+Parenting_Hours+Study_Day_Hours+Working_Day_Hours		Contracted_Hours_in_Period		Mean average = 7.8%  Measures the proportion of staff time lost to other non-sickness, non-leave reasons. Worked out as sum of non-sickness absence hours ÷ contracted hours × 100. Helps identify other capacity drains.		Use new Mapping for Community Nursing														x

		Retention rate (12-month) - % of Staff remaining in post 12 months after start		Workforce		Retention rate (12-month) - % of Staff remaining in post 12 months after start				90.0%						New						Measures the percentage of Staff who remain in their post 12 months after their employment start date. It reflects staff stability and the effectiveness of onboarding, support, and working conditions.				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		BFFO03 - Budget variance to NHSE adj		Finance		BFFO03 - Budget variance to NHSE adj				0.0%						Existing		na		na		Measures the difference between actual financial performance and the NHS England-adjusted budget. A positive variance may indicate underspend; a negative variance indicates overspend. Expressed in £ or %.				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		BFFO04 - Forecast Variance to NHSE		Finance		BFFO04 - Forecast Variance to NHSE				0.0%						Existing		na		na		Measures the difference between forecast year-end financial position and the NHS England-adjusted plan. Used to monitor whether the organisation is on track to meet financial targets.		Place/Sub Place level only		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		BFFO11 - Agency Expenditure £000s		Finance		BFFO11 - Agency Expenditure £000s				What 0.9% of budget equates to						Existing		na		na		Total spend on agency staff, reported in thousands of pounds (£000s). Reflects reliance on temporary staffing and impacts cost efficiency. Often monitored against internal or NHSE targets.				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		BFFO12 - Better Payment Policy Compliance		Finance		BFFO12 - Better Payment Policy Compliance				95.0%						Existing		na		na		Measures the percentage of invoices paid within the agreed payment terms (usually 30 days). Tracks performance against the Better Payment Practice Code.				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		CIP - YTD delivery against target (measure: 100% or greater)		Finance		CIP - YTD delivery against target (measure: 100% or greater)				 						New						Finance to provide threshold				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x

		CIP - Gap to identification of full year recurrent efficiency target (measure: £nil)		Finance		CIP - Gap to identification of full year recurrent efficiency target (measure: £nil)				 						New						Finance to provide threshold				x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x		x
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Bladder and Bowel Routine Nursing



Bladder and Bowel Routine Physiotherapy
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The MHST Benchmarking Framework

Number of unique C_YP per lMHST who _have been seen with 430 350 200
at least one contact in a rolling 12m period

Number of direct Function 2 (WSCA) CYP contacts by an

2 MHST within a financial year g300 2800 1000
o -

3 % of MlHST closed referrals, with 2+ cqntacts, have at least 60% 60% 25%
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% of self-reported improvement in outcomes per system in
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Developing: Team is in training/set-up
Moderate: Team is in its first year of being established/post training
Established: Team has been established for 1 year+ post training
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Ambulatory Service Assurance Committee -
Key matters and escalations report

Outcomes
Concerns

MSK services — average of 28 days to first appointment for urgent referrals against a
target of 14 days. 72.8% of patients seen within 18 weeks, against a target of 78%.
Getting It Right First Time (GIRFT) funding being used to improve position and services
on track to deliver 78% by end March 2027.

Cambridgeshire and Peterborough Special Care Dentistry - Demand continues to
exceed capacity. Recurrent funding still required to address longer term needs.
Business case submitted and discussions continue with the Commissioner. Currently
there are no over 52 week waiters.

iCaSH - wait times for HIV Pre Exposure Prophylaxis (PrEP) —increased in Cambridge,
from same day to up to 9 weeks.

Good practice
HSJ Award nomination between MSK services and FLOK — award ceremony next week

Board action - for noting, no action

People
Concerns

Dental services —rolling sickness absence 6% against a target of 5.5%.
iCaSH -rolling sickness absence 6.8% against a target of 5.5%.

Good practice
iCaSH appraisal rates — 96%, significantly exceeding the 92% target.

98% mandatory training compliance across the whole division

Board action - for noting, no action

NHS|

East of England

Community Health and Care
NHS Trust

Patient and service users

Concerns
DNA (Did Not Attend) rates increasing — work ongoing with co-production team,
benchmarking and shared learning across all iCaSH services.

Good practice

Dentistry and iCaSH services — over 96% positive friends and family test feedback
Dynamic Health - targeted community appointment days and weekend clinics
MSK services — over 97% positive friends and family test feedback

Board action - for noting, no action

Finance and resources — nothing to escalate in any areas
Concerns

iCaSH - cost of security guard at Peterborough clinic, equivalent to 50 clinical
appointments.

Good practice

Board action - for noting, no action

Dentistry - reasonable;iCaSH - reasonable; Dynamic Health - substantial; MSK NOW - reasonable



Luton and Bedfordshire Adults Service Assurance Committee -

Key matters and escalations report

Outcomes

Concerns

Good practice

Proportion of patients with preferred place of death recorded has increased to 80.2% for
September 2026.

Board action —for noting, no action

People
Concerns

Rolling sickness absence rate 6.6% for September 2026, against a target of 5.5% -
majority of which is long term absence. Being actively managed by the service.

Good practice

Rapid Response team won the Royal College of GPs team award for service/positive
practice impact — outstanding team award — nominated by local GPs

Board action —for noting, no action

Luton & Bedfordshire Adults - Substantial assurance
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Patient and service users
Concerns

Virtual ward occupancy — 56% in September 2026 against an aspirational maximum
occupancy threshold of 80%. Service does not expect this % to change, however, the
service is avoiding up to 60 hospital admissions each month.

Good practice

Patient story — Bedfordshire Neuro-rehabilitation services — committee heard directly
from a patient their story — A journey of hope, resilience and courage.

Unscheduled Care Co-Ordination Hub shortlisted for HSJ award — ceremony mid
November 2026 — recognises our strong collaborative approach

Bi-annual update on clinical audit programme - substantial assurance; Bi-annual update
on patient experience and participation — substantial assurance

Board action —for noting, no action

Finance and resources - nothing to escalate in any areas

Concerns

Good practice

Continued good performance against delivering efficiencies and budget for 2026-27.

Board action —for noting, no action



Children and Young People Service Assurance Committee -

Key matters and escalations report

Outcomes
Concerns

Low compliance for the complaint response target due to capacity in the patient
experience team. In September 100% of responses were outside of the time frame

Good practice

There has been an improvement across mental health support teams (MHST) in patient
reported outcome measures (PROMS) compliance .
Friends and family test (FFT)- 94% of responders report the service to be good or very good

Board action

To note that complaints response timescales are potentially impacting on clinical staff
time to write responses, taking them out of clinical work.

People

Concerns
Sickness and appraisal rates are both below the trust target.

Good practice

Mandatory training rate is at 97%, staff turnover and retention rates are better than the trust
average. Several awards have been made to the childrens teams.

Board Action

Children and Young People - Reasonable Assurance

NHS|

East of England
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Patient and service users
Concerns
5 services (out of 30) have children waiting more than 52 weeks for their initial
appointment- three Neurodevelopmental Services (NDS), Beds and Luton audiology
and Cambridgeshire dietetics.
Access to MHST in Cambridge and Peterborough remains a challenge.
Good practice
Patient story was how the service supported a young person with a brain tumour and
how therapists developed a personalised plan to teach her to tie her hair with one hand
and lace up her trainers.
Across all geographies we are implementing experts at hand models as a part of local
authority Special Educational Needs and Disabilities (SEND) reforms.
Mandated contacts performance is improving.
The recovery trajectory for NDS waits is on plan
Board action

Finance and resources

Concerns

Overspend at month 6 of £1.0m predominantly due to spend on the NDS recovery
programme. This impact has been mitigated by the award of 2.15 m non recurrent
funding to accelerate progress and reduce waits to under 52 weeks in Norfolk by April
2027.

Good practice

Work has commenced to agree 2027/28 budgets in each CYP directorate.
£1.5m of the £2.6 m efficiency target has been delivered at month 6 with plans in place
for the remaining £1.1m

Board action



Norfolk Adults Service Assurance Committee - Key matters and escalations report NHS|
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Outcomes Patient and service users

Concerns Concerns

Community nursing demand, deferred care and unallocated visits remain patient safety Winter system flow: inpatient rehabilitation length of stay, discharge delays and
concerns. Pathway 2 pressures

Stabilisation activities target the February 2027 recovery trajectory; impact is not yet Group A Streptococcus (GAS) outbreak: SAC received a verbal briefing on risks and
demonstrated. the multiagency response

Good practice Good practice

Integrated Datix reporting and Purpose-T strengthen visibility of incidents and pressure ulcer Wheelchair service recovery continues against trajectory
risks. Patient feedback remains positive among respondents
Pan Trust safety huddles and governance support shared learning.

Board action Board action
Board to note Partial assurance and monitor unallocated visit recovery to February 2027. Board to note the verbal GAS update; detailed scrutiny through Infection Prevention &
SAC endorsed the stabilisation approach; recurrent funding requires separate approval. Control and Quality
SAC approved the Winter Plan 2026/27; residual system flow risks remain
People Finance and resources
Concerns Concerns
Demand and workforce availability constrain community nursing capacity and recovery. Beech Ward: increasing patient acuity and unresolved £1.3m stroke service funding
Competing transformation and operational demands require realistic prioritisation. gap.

Digital capacity and investment may constrain planned productivity and stabilisation.

Good practice Good practice
Improving medical appraisal completion and workforce oversight Additional Integrated Community Stroke Service investment supports service
Strengthened integrated quality and safety governance. development.
Clearer stabilisation and winter assurance plans
Board Action Board action
Board to note workforce constraints and monitor recovery milestones Board to note Beech Ward and digital/financial dependencies.

Norfolk Adults- Partial Assurance



Board-level forward look/horizon scanning
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Emerging Issue Potential Impact Mitigation / Response

Funding of waiting list
reductioninitiatives

Block contract
deconstruction

Implementation of
integrated
neighbourhoods

NDS Long Waits Initiative: £2.1m funding confirmed by Norfolk and
Suffolk Integrated Care Board (ICB) for 2026/27. The remaining £1.5m
required for the Central East region will be funded through prior-year
surpluses under Advanced Foundation Trust freedoms. Funding for
2027/28 remains subject to confirmation.

MSK long waits: Getting It Right First Time (GIRFT) funding of £455k
has been confirmed and work now underway to reduce >18 week waits
to 835 by March 2027.

2026 - 2028

CYP long waits in Norfolk: confirmed in-year non-recurrent funding to
eliminate all >18 week waits in the following services:

. Children's Mental Health Access: £0.75m

. Children's Community Paediatrics: £0.1m

. Children's Speech & Language Therapy: £0.2m

Confirmation of the approach to moving from ICB block funding to

tariff-based payments is expected in the national planning guidance

later this month. Early indications suggest 2027/28 will be a hybrid Now - March
year, with tariff funding for some services (such as NDS CYP 2027
assessments), locally agreed tariffs for others, and continued block

funding for the remainder while further work is completed in 2027/28.

Need to agree partnerships and professional/clinical population

leadership approaches over the coming four months. Both Integrated Now — March
Care Boards seeking new joint arrangements to be live for April 1st 2027

2027 —therefore alignment with partners is crucial.

services in our local communities

Maintaining focus and capacity to deliver waiting list targets by March
2027 remains a priority.

Fundingis only confirmed for the current year, with discussions on
2027/28 funding arrangements underway with Commissioners.

Expected tariff caps and floors mitigate the financial risk, with the overall
impact expected to be broadly neutral and potential exposure limited to
+=£5m.

Using the population focus of those living with mild, moderate or severe

frailty:

% Develop partnerships within each place area for the footprint of the
Trust

++» Boarddiscussion took place in October and with ICB colleague
leading this work

% Prepareteams for a greater inter-organisational approach to support
our local populations
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Areas of Concern: 18-week waits Trust wide 78% Trajectory

Background/Context:

60,000
50,000
40,000
&
[0}
-'% 71.9%
(_BU 30,000 [71.0%
°
|_
20,000
10,000
0
Apr May Jun Jul
2026
Actual
52+ weeks 6116 5844 5631 5466
mm 18-52 weeks 7965 7938 8283 8504
mmmm 0-18 weeks 34437 35314 37698 37515
% under 18 weeks  71.0% 71.9% 73.0% 72.9%
excluded.)
The trajectory will be updated to reflect new activity from increased NDS funding.

Aug

5126
8826
36812
72.5%

Sep Oct Nov
2026

4647 2919 2334
9097 8947 9173
36611 | 35558 35633
72.7% 75.0% 75.6%
Reporting month

2027
Plan
1749 1164 514 0
9403 9650 9909 10038
35704 35817 35736 35649
76.2% 76.8% 77.4% @ 78.0%

79.0%

77.0%

75.0%

73.0%

71.0%

69.0%

67.0%

65.0%

% waiting under 18 weeks

This trajectory was developed to model a linear course to reach zero 52-week waits and 18-week breaches reaching the 78% minimum standard by April 2027 —improving by 0.6 percentage points
each month. It assumed that the total number of waiters will remain broadly stable and is solely comprised of services currently reported nationally in the Community SitRep (so Dental waits are

The end of September position of 72.7% is 1.7 percentage points behind than the planned trajectory position of 74.4%, and 2.3 percentage points behind the 75.0% planned for end of October.

East of England

Community Health and Care
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Areas of Concern: 18-week waits Trust wide 78% Trajectory o

Community Health and Care
NHS Trust

Background/Context:

Profile of waiting times
. . 18 Week Max of Wait for
Service Number of Waiters . ) ) _ )
compliance Treatment 18+ Week Waiters | 30+Week Waiters | 48+ Week Waiters | 52+ Week Waiters
-1 - - i - d - b
Norfolk Neurodevelopmental Service 2465 6.7% 207.0 2299 2238 2023 1983
Beds Neurodevelopmental Service 1765 8.0% 168.0 1621 1477 1245 1202
Luton Neurodevelopmental Service 1760 9.6% 175.0 1591 1380 1105 1044
Cambs Neurodevelopmental Service 1807 136.9 1547 1276 992 923
Cambs Dental GA(Peterborough) 161 52.0 88 37 21 1
Norfolk Children's Respite 10 36.3 5 5 0 0
Cambs Dental SCDand DOM 1229 42.0 494 116 0 0
NCHCMSK Physiotherapy 9323 1 61.2% 45.0 3614 572 0 0
Beds Paed Sal'T 795 53.3 276 124 19 1
Beds Eye Service 202 49.9 68 21 1 0
Norfolk Wheelchair Service 697 77.9 227 148 82 67
Norfolk Adult Speech and Language Community 163 38.3 53 11 0 0
Cambs Paed Dietetics 400 73.3 128 59 8 6
Norfolk Community Paediatrics 853 44.0 272 17 0 0
Luton Paed Audiology 1146 76.1 346 89 27 12
NCHCMSK Biomechanics 2114 52.0 587 55 1 1
Norfolk RSC- Prosthetics 33 30.1 8 1 0 0
Norfolk Paed Sal'T 913 257.9 220 28 1 1
Beds Adult Dietetics 274 56.0 65 18 1 1
Bladder and Bowel Routine Physiotherapy 343 48.0 78 20 0 0
This table shows all Trust services where the proportion of waits below 18-weeks is below the 78% required threshold.
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CYP

		Service		Number of Waiters		18 Week compliance		Gap to NHS MTP 2026/27 78% threshold		Median of Wait for Treatment		Average of Wait for Treatment		Max of Wait for Treatment		18+ Week Waiters		30+ Week Waiters		48+ Week Waiters		52+ Week Waiters

		Norfolk Neurodevelopmental Service		2465		6.7%		71.3%		108.4		97.6		207.0		2299		2238		2023

tc={4A13E3AD-7CA0-4546-A069-6E3259997F21}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Yellow values TBC		1983

		Beds Neurodevelopmental Service		1765		8.0%		70.0%		79.2		76.6		168.0		1621		1477		1245		1202

		Luton Neurodevelopmental Service		1760		9.6%		68.4%		65.1		65.5		175.0		1591		1380		1105		1044

		Cambs Neurodevelopmental Service		1807		14.0%		64.0%		53.0		54.1		136.9		1547		1276		992		923

		Norfolk Children's Respite		10		50.0%		28.0%		23.9		20.4		36.3		5		5		0		0

		Beds Paed SaLT		795		65.3%		12.7%		9.3		15.9		53.3		276		124		19		1

		Beds Eye Service		202		66.3%		11.7%		14.0		15.0		49.9		68		21		1		0

		Cambs Paed Dietetics		400		68.0%		10.0%		10.1		15.4		73.3		128		59		8		6

		Norfolk Community Paediatrics		853		68.1%		9.9%		13.4		13.7		44.0		272		17		0		0

		Luton Paed Audiology		1146		69.8%		8.2%		12.9		15.6		76.1		346		89		27		12

		Norfolk Paed SaLT		913		75.9%		-2.1%		9.3		12.0		257.9		220		28		1		1

		Beds Adult Dietetics		274		76.3%		1.7%		9.4		12.8		56.0		65		18		1		1

		Cambs Paed Occupational Therapy		241		84.2%		-		8.2		10.6		37.4		38		5		0		0

		Cambs Paed SaLT 		394		91.9%		-		9.3		4.5		63.0		32		14		1		1

		Norfolk Paed Occupational Therapy		104		92.3%		-		8.6		8.2		29.1		8		0		0		0

		Norfolk Children's Community Nursing		126		92.9%		-		6.1		7.3		27.0		9		0		0		0

		Cambs Paed Physio		87		93.1%		-		6.6		7.8		27.0		6		0		0		0

		Beds Paed Dietetics		191		95.8%		-		10.1		8.6		27.0		8		0		0		0

		Norfolk LD CAMHS		36		97.2%		-		6.1		6.5		18.9		1		0		0		0

		Cambs Paed Audiology		276		97.8%		-		12.9		8.3		26.4		6		0		0		0

		Beds Paed Occupational Therapy		24		100%		-		8.2		4.3		10.9		0		0		0		0

		Cambs ME/CFS		8		100%		-		64.4		10.7		14.3		0		0		0		0

				13877												8546		6751		5423		5174







		Beds Neurodevelopmental Service

		Cambs Neurodevelopmental Service

		Norfolk Neurodevelopmental Service

Yellow values TBC







Luton Adults

				Service		Number of Waiters		18 Week compliance		Gap to NHS MTP 2026/27 78% threshold		Median of Wait for Treatment		Average of Wait for Treatment		Max of Wait for Treatment		18+ Week Waiters		30+ Week Waiters		48+ Week Waiters		52+ Week Waiters

				Beds ABI		6		100%		-		4.4		5.6		13.1		0		0		0		0

				Beds Neuro Rehab		31		100%		-		4.4		5.3		12.3		0		0		0		0

				Luton Heart Failure Service		16		100%		-		1.4		2.4		8.9		0		0		0		0

				Luton Integrated Community Diabetes Service		83		100%		-		5.3		6.6		17.9		0		0		0		0

				Luton Pulmonary Rehab 		17		100%		-		2.1		2.6		8.1		0		0		0		0

				Luton Respiratory Service		10		100%		-		2.1		6.4		17.4		0		0		0		0





Ambulatory

				Service		Number of Waiters		18 Week compliance		Gap to NHS MTP 2026/27 78% threshold		Median of Wait for Treatment		Average of Wait for Treatment		Max of Wait for Treatment		18+ Week Waiters		30+ Week Waiters		48+ Week Waiters		52+ Week Waiters

				Cambs Dental GA (Peterborough)		161		45.3%		N/A		19.0		19.8		52.0		88		37		21		1

				Cambs Dental SCD and DOM		1229		59.8%		N/A		15.0		15.2		42.0		494		116		0		0

				NCHC MSK Physiotherapy		9323		61.2%		16.8%				14.7		45.0		3614		572		0		0

				NCHC MSK Biomechanics		2114		72.2%		5.8%				12.4		52.0		587		55		1		1

				Bladder and Bowel Routine Physiotherapy		343		77.3%		0.7%				11.1		48.0		78		20		0		0

				Suffolk Dental MOS		337		85.2%		N/A		4.0		7.4		36.0		50		9		0		0

				Cambs Dental MOS		831		85.4%		N/A		4.0		6.8		36.0		121		3		0		0

				Cambs Dynamic Health (Physio and Pelvic Health)		9489		91.1%		-		7.9		8.9		51.9		845		11		1		0

				Suffolk Dental SCD and DOM		193		92.2%		N/A		5.0		5.7		22.0		15		0		0		0

				NCHC MSK Assessment and Triage Service (MATS)		1367		94.5%		-				4.8		47.9		75		13		0		0

				ECCH MSK Physiotherapy		5403		95.8%		-				7.3		39.6		227		8		0		0

				Cambs Dynamic Health (Specialist)		3431		95.9%		-		7.9		6.8		33.0		139		2		0		0

				Cambs Dental GA (Cambridge)		45		97.8%		N/A		11.0		10.1		31.0		1		1		0		0

				NCHC MSK Occupational Therapy / Hand Therapy		730		98.4%		-				7.2		28.1		12		0		0		0

				ECCH MSK Assessment and Triage Service (MATS)		324		99.1%		-				2.2		31.3		3		1		0		0

				ECCH Orthopaedic Community (GY&W)		127		99.2%		-				4.0		23.0		1		0		0		0

				ECCH MSK Biomechanics		172		99.4%		-				5.8		21.1		1		0		0		0

				Suffolk Dental GA		13		100%		N/A		7.0		7.9		16.0		0		0		0		0









52+only

		Service		Number of Waiters		18 Week compliance								Max of Wait for Treatment		Profile of waiting times

								Gap to NHS MTP 2026/27 78% threshold		Median of Wait for Treatment		Average of Wait for Treatment				18+ Week Waiters		30+ Week Waiters		48+ Week Waiters		52+ Week Waiters

		Norfolk Neurodevelopmental Service		2465		6.7%		71.3%		108.4		97.6		207.0		2299		2238		2023		1983

		Beds Neurodevelopmental Service		1765		8.0%		70.0%		79.2		76.6		168.0		1621		1477		1245		1202

		Luton Neurodevelopmental Service		1760		9.6%		68.4%		65.1		65.5		175.0		1591		1380		1105		1044

		Cambs Neurodevelopmental Service		1807		14.0%		64.0%		53.0		54.1		136.9		1547		1276		992		923

		Cambs Dental GA (Peterborough)		161		45.3%		N/A		19.0		19.8		52.0		88		37		21		1

		Beds Paed SaLT		795		65.3%		12.7%		9.3		15.9		53.3		276		124		19		1

		Norfolk Wheelchair Service		697		67.4%		-10.6%		11.6		TBC		77.9		227		148		82		67

		Cambs Paed Dietetics		400		68.0%		10.0%		10.1		15.4		73.3		128		59		8		6

		Luton Paed Audiology		1146		69.8%		8.2%		12.9		15.6		76.1		346		89		27		12

		NCHC MSK Biomechanics		2114		72.2%		5.8%				12.4		52.0		587		55		1		1

		Norfolk Paed SaLT		913		75.9%		-2.1%		9.3		12.0		257.9		220		28		1		1

		Beds Adult Dietetics		274		76.3%		1.7%		9.4		12.8		56.0		65		18		1		1

		Cambs Paed SaLT 		394		91.9%		-		9.3		4.5		63.0		32		14		1		1





Norfolk Adults

		Service_Name		Number of Waiters		18 Week RTT		Gap to NHS MTP 2026/27 78% threshold		Median of Wait for Treatment		Max of Wait for Treatment		18+ Week Waiters		30+ Week Waiters		52+ Week Waiters				Service_Name		Number of Waiters		18 Week RTT		Gap to NHS MTP 2026/27 78% threshold		Median of Wait for Treatment		Max of Wait for Treatment		18+ Week Waiters		30+ Week Waiters		52+ Week Waiters

		Wheelchair Service		697		67.4%		-10.6%		11.1		77.9		227		148		67				Community Intermediate Care		1		100.0%				0.1		0.1		0		0		0

		Adult Speech and Language Community		163		67.5%		-10.5%		12.0		38.3		53		11		0				Complex Community Podiatry		50		100.0%				3.7		17.1		0		0		0

		RSC - Prosthetics		33		75.8%		-2.2%		6.9		30.1		8		1		0				D2A MDT		50		100.0%				2.0		17.3		0		0		0

		Specialist Neurology		80		80.0%				8.9		29.0		16		0		0				D2A Occupational Therapy		28		100.0%				1.1		9.0		0		0		0

		Lymphoedema		335		81.2%				9.4		45.9		63		16		0				D2A Physiotherapy		102		100.0%				1.4		15.3		0		0		0

		Speech and Language Community		768		81.5%				10.0		29.3		142		0		0				Environmental Controls		1		100.0%				0.3		0.3		0		0		0

		ICES Review and Recall		87		81.6%				1.0		38.4		16		6		0				Health Improvement Service		6		100.0%				4.1		6.4		0		0		0

		Pulmonary Rehabilitation		185		84.9%				7.0		30.0		28		3		0				N&W Care Coordination (UCCH)		1		100.0%				8.9		8.9		0		0		0

		Wheelchair Repair Service		155		89.7%				3.7		71.9		16		7		0				NCHC Virtual Ward		4		100.0%				0.1		0.3		0		0		0

		CCSRS Consultant Outpatients		97		92.8%				4.3		46.9		7		3		0				Norfolk Stroke ESD 6 month follow up		1		100.0%				3.4		3.4		0		0		0

		Palliative - Day Therapy		15		93.3%				1.3		21.1		1		0		0				Norfolk Stroke ESD Inreach		4		100.0%				0.3		3.0		0		0		0

		Specialist Nursing Epilepsy		60		93.3%				5.4		24.4		4		0		0				Norfolk Stroke ESD Rehabilitation		1		100.0%				0.1		0.1		0		0		0

		Community Physiotherapy		1057		93.8%				5.1		50.4		66		9		0				Palliative - Advice Line Professional		1		100.0%				0.1		0.1		0		0		0

		Long Term Conditions		49		93.9%				0.9		28.0		3		0		0				Palliative - Medical in-patients		4		100.0%				0.4		0.4		0		0		0

		Specialist Nursing Dermatology		35		94.3%				6.4		20.9		2		0		0				Palliative - Medical Outpatients		24		100.0%				2.9		16.4		0		0		0

		Palliative - Bereavement		19		94.7%				8.1		20.1		1		0		0				Palliative - NCHC SPCN		35		100.0%				0.9		16.9		0		0		0

		Leg Ulcer Clinic		182		95.1%				4.1		40.3		9		3		0				Palliative - Physio / OT / Complementary Therapy		4		100.0%				3.3		3.4		0		0		0

		Community Occupational Therapy		882		95.5%				3.4		49.4		40		6		0				Palliative - Psychological Support		34		100.0%				2.7		11.0		0		0		0

		CCSRS Therapy and Nursing Outpatients		31		96.8%				5.1		28.4		1		0		0				Phlebotomy Clinic NCH		289		100.0%				0.9		12.3		0		0		0

		Catheter Clinic		32		96.9%				5.0		21.6		1		0		0				Post Covid Assessment Service		19		100.0%				2.0		8.3		0		0		0

		Specialist Nursing Heart Failure		147		97.3%				2.6		43.3		4		1		0				Post Covid Assessment Service - 6 month Follow Up		10		100.0%				0.7		6.4		0		0		0

		Community Dietetics		437		97.7%				4.0		32.4		10		1		0				Post Covid Rehabilitation / Intervention		16		100.0%				2.2		13.1		0		0		0

		Bladder and Bowel Routine Nursing		1331		97.9%				5.0		28.1		28		0		0				Rapid Assessment & Frailty Team		1		100.0%				0.4		0.4		0		0		0

		Community Nursing		715		98.3%				1.0		36.9		12		2		0				Rapid Response		1		100.0%				0.3		0.3		0		0		0

		Nail Surgery		126		99.2%				4.1		20.4		1		0		0				Rapid Response MDP		8		100.0%				0.3		1.0		0		0		0

		Community Podiatry		131		99.2%				2.0		39.3		1		1		0				Rapid Response Occupational Therapy		7		100.0%				0.3		0.3		0		0		0

		Community Phlebotomy		1789		99.7%				1.3		30.3		6		1		0				Rapid Response Physiotherapy		1		100.0%				0.1		0.1		0		0		0

		Acute Diabetic Foot Clinic		5		100.0%				1.0		5.9		0		0		0				RR - Bed Based		1		100.0%				0.3		0.3		0		0		0

		Cardiac Rehabilitation		30		100.0%				2.4		12.3		0		0		0				Specialist Nursing CVD		1		100.0%				0.1		0.1		0		0		0

		CAT - Admission Avoidance		2		100.0%				0.1		0.1		0		0		0				Specialist Nursing Diabetes		31		100.0%				1.3		4.9		0		0		0

		CAT - Bed Based		19		100.0%				0.3		1.4		0		0		0				Specialist Nursing Neurology		188		100.0%				3.4		16.3		0		0		0

		Central Paediatric Nail Surgery		11		100.0%				5.1		7.4		0		0		0				Specialist Nursing Respiratory		24		100.0%				0.9		12.3		0		0		0

		Community Access Team		1		100.0%				1.1		1.1		0		0		0				Tissue Viability Podiatry		20		100.0%				1.3		11.1		0		0		0

		Community Bed-based Intermediate Care		1		100.0%				1.0		1.0		0		0		0				Tissue Viability Service		27		100.0%				1.1		6.7		0		0		0

		Community Diabetes		1		100.0%				10.4		10.4		0		0		0				Urgent Community Response		17		100.0%				0.1		12.4		0		0		0

		Community Dietetics - Home Entral Feeding		1		100.0%				8.4		8.4		0		0		0				Total		10729		92.9%				3.3		77.9		766		219		67

		Community Dietetics - Inpatients		8		100.0%				0.4		3.4		0		0		0

		Applied filters:
ReportDate top 1 by Latest ReportDate
TimeSeries is Set Time Series to Monthly
Place is Intermediate Care and UCR, North, Norwich, South, or West
Switch Waits is Service_Name





18+only

		Service		Number of Waiters		18 Week compliance								Max of Wait for Treatment		Profile of waiting times

								Gap to NHS MTP 2026/27 78% threshold		Median of Wait for Treatment		Average of Wait for Treatment				18+ Week Waiters		30+ Week Waiters		48+ Week Waiters		52+ Week Waiters

		Norfolk Neurodevelopmental Service		2465		6.7%		71.3%		108.4		97.6		207.0		2299		2238		2023		1983

		Beds Neurodevelopmental Service		1765		8.0%		70.0%		79.2		76.6		168.0		1621		1477		1245		1202

		Luton Neurodevelopmental Service		1760		9.6%		68.4%		65.1		65.5		175.0		1591		1380		1105		1044

		Cambs Neurodevelopmental Service		1807		14.0%		64.0%		53.0		54.1		136.9		1547		1276		992		923

		Cambs Dental GA (Peterborough)		161		45.3%		N/A		19.0		19.8		52.0		88		37		21		1

		Norfolk Children's Respite		10		50.0%		28.0%		23.9		20.4		36.3		5		5		0		0

		Cambs Dental SCD and DOM		1229		59.8%		N/A		15.0		15.2		42.0		494		116		0		0

		NCHC MSK Physiotherapy		9323		61.2%		16.8%				14.7		45.0		3614		572		0		0

		Beds Paed SaLT		795		65.3%		12.7%		9.3		15.9		53.3		276		124		19		1

		Beds Eye Service		202		66.3%		11.7%		14.0		15.0		49.9		68		21		1		0

		Norfolk Wheelchair Service		697		67.4%		-10.6%		11.1				77.9		227		148		82		67

		Norfolk Adult Speech and Language Community		163		67.5%		-10.5%		12.0				38.3		53		11		0		0

		Cambs Paed Dietetics		400		68.0%		10.0%		10.1		15.4		73.3		128		59		8		6

		Norfolk Community Paediatrics		853		68.1%		9.9%		13.4		13.7		44.0		272		17		0		0

		Luton Paed Audiology		1146		69.8%		8.2%		12.9		15.6		76.1		346		89		27		12

		NCHC MSK Biomechanics		2114		72.2%		5.8%				12.4		52.0		587		55		1		1

		Norfolk RSC - Prosthetics		33		75.8%		-2.2%		6.9				30.1		8		1		0		0

		Norfolk Paed SaLT		913		75.9%		-2.1%		9.3		12.0		257.9		220		28		1		1

		Beds Adult Dietetics		274		76.3%		1.7%		9.4		12.8		56.0		65		18		1		1

		Bladder and Bowel Routine Physiotherapy		343		77.3%		0.7%				11.1		48.0		78		20		0		0
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Wheelchair Service 717 60.25% -17.7% 11.6 75.4 285 179 65 D2A Physiotherapy 112 100.00% 1.7 12.1 0 0 0


Adult  SaLT West 167 77.25% -0.8% 11.1 39.1 38 6 0 Cardiac Rehabilitation 50 100.00% 2.3 15.4 0 0 0


ICES Review and Recall 37 78.95% 10.8 52.6 8 1 0 D2A MDT 42 100.00% 1.3 11.7 0 0 0


Rapid Response Nursing 5 80.00% 4.0 39.9 1 1 0 Specialist Nursing Respiratory 41 100.00% 1.3 11.3 0 0 0


CCSRS Therapy and Nursing Outpatients 34 82.35% 6.7 23.6 6 0 0 Tissue Viability Service 29 100.00% 1.1 4.1 0 0 0


Lymphoedema 301 83.06% 7.1 44.7 51 13 0 Specialist Nursing Diabetes 25 100.00% 1.3 3.7 0 0 0


Adult SaLT Central 727 84.32% 8.4 26.6 114 0 0 Tissue Viability Podiatry 24 100.00% 1.9 13.4 0 0 0


CCSRS Consultant Outpatients 91 86.81% 3.6 41.7 12 6 0 CAT - Bed Based 17 100.00% 0.4 3.3 0 0 0


Pulmonary Rehabilitation 258 88.76% 5.4 33.6 29 4 0 Rapid Response MDP 17 100.00% 0.3 3.1 0 0 0


Specialist Neurology 83 91.57% 7.6 27.6 7 0 0 Post Covid Rehabilitation / Intervention 13 100.00% 1.6 7.6 0 0 0


RSC - Prosthetics 29 93.10% 6.3 21.4 2 0 0 Central Paediatric Nail Surgery 9 100.00% 2.3 6.6 0 0 0


Urgent Community Response 15 93.33% 0.3 28.3 1 0 0 Acute Diabetic Foot Clinic 7 100.00% 0.6 4.6 0 0 0


Wheelchair Repair Service 151 93.42% 3.1 63.1 10 2 0 Post Covid Assessment Service - 6 month Follow Up 7 100.00% 2.7 5.1 0 0 0


Leg Ulcer Clinic 188 95.74% 4.1 34.4 8 3 0 Rapid Response Occupational Therapy 7 100.00% 0.1 0.4 0 0 0


Community Dietetics 440 95.91% 4.1 28.1 18 0 0 Norfolk Stroke ESD Rehabilitation 6 100.00% 0.2 0.6 0 0 0


Complex Community Podiatry 26 96.15% 1.9 27.4 1 0 0 Post Covid Assessment Service 6 100.00% 1.8 5.7 0 0 0


Community Physiotherapy 1076 96.28% 4.3 41.7 40 7 0 Rapid Assessment & Frailty Team 5 100.00% 1.3 4.0 0 0 0


Catheter Clinic 28 96.43% 7.5 21.7 1 0 0 CAT - Admission Avoidance 3 100.00% 0.1 0.3 0 0 0


Nail Surgery 92 96.74% 2.4 21.7 3 0 0 Community Dietetics - Inpatients 3 100.00% 1.1 4.4 0 0 0


Specialist Nursing Neurology 171 97.08% 4.7 33.1 5 2 0 Integrated Virtual Ward (QEH) 2 100.00% 0.1 0.1 0 0 0


Specialist Nursing Heart Failure 147 97.28% 3.7 34.6 4 1 0 IV Therapy 2 100.00% 0.6 1.1 0 0 0


Specialist Nursing Dermatology 41 97.56% 6.3 19.1 1 0 0 NCHC Virtual Ward 2 100.00% 0.2 0.3 0 0 0


Community Occupational Therapy 859 97.67% 2.7 40.7 20 8 0 Rapid Response 2 100.00% 7.4 10.4 0 0 0


D2A Occupational Therapy 48 97.92% 1.9 31.7 1 1 0 Community Diabetes 1 100.00% 1.7 1.7 0 0 0


Long Term Conditions 48 97.92% 1.2 19.3 1 0 0 End of Life 1 100.00% 0.1 0.1 0 0 0


Specialist Nursing Epilepsy 57 98.25% 4.3 22.1 1 0 0 Environmental Controls 1 100.00% 0.3 0.3 0 0 0


Community Podiatry 126 98.41% 2.1 30.6 2 2 0 Health Improvement Service 1 100.00% 0.3 0.3 0 0 0


Community Nursing 665 98.80% 0.6 28.3 8 0 0 N&W Care Coordination (UCCH) 1 100.00% 0.1 0.1 0 0 0


Bladder and Bowel Routine Nursing 1509 99.20% 4.6 23.4 12 0 0 Norfolk Stroke ESD Inreach 1 100.00% 0.3 0.3 0 0 0


Phlebotomy Clinic NCH 377 99.73% 5.7 22.7 1 0 0 Specialist Nursing CVD 1 100.00% 1.1 1.1 0 0 0


Community Phlebotomy 1834 99.95% 1.3 21.6 1 0 0 Total 10917 93.66% 3.3 75.4 692 236 65





NHS
Areas of Concern: 18-week waits Trust wide 78% Trajectory o

Community Health and Care
NHS Trust

Background/Context:

Dental (Dental Services are not in scope of the Community Sitrep and do not affect the Trust’s compliance against the 78% average target).

* General anaesthetic waiting times remain non-compliant: Current demand and capacity modelling indicates that, without additional funding, the waiting list
could more than double by February 2028. Recurrent funding for one additional theatre list per week, including staffing, is required to achieve the 18-week target
by March 2028.

* Long-waiting patients remain a priority: There is currently one patient waiting over 52 weeks for a general anaesthetic. Additional lists have been funded
internally since August 2026, creating financial pressure reflected in agency expenditure.

* Special Care service backlogs remain challenging: Although efforts have focused on eliminating waits over 52 weeks for initial assessments and prioritising
urgent patients, overall waiting numbers have increased slightly. Additional clinical staffing is required to clear the backlog and meet contractual waiting time
standards.

* Recovery depends on securing additional funding: Subject to ICB (Integrated Care Board) approval of the funding request and referral demand remaining

stable, the service anticipates achieving compliance with contracted service levels by March 2028. Without additional capacity, current performance is unlikely
to improve.

Norfolk Children's Respite

* A50% compliance rate in September; 5/10 waiters have breached 18-weeks. This service has been paused while EEC await an ICB decision on further funding.
This is the reason there are 18-week breaches, all service users have been made aware of this and no new referrals are currently being accepted.

MSK

* Waiting times remain challenging but recovery is progressing: Dynamic Health has demonstrated improvement in routine physiotherapy waits, with
Cambridge reducing from 36 weeks in July to 27 weeks in October. Urgent waits remain above the two-week operational target across both services.

* Significant reductions in long waits are forecast: £455,000 in combined GIRFT funding supports plans to reduce patients waiting over 18 weeks from 5,731 to
approximately 835 by March 2027 (around 85%). The greatest reductions are anticipated between December and March.

 Earlyrecovery initiatives are showing positive results: Additional clinics, Community Appointment Days and digital self-management are improving access,
with Dynamic Health’s October appointment day removing 188 patients from the waiting list through clinical activity and validation.

* Delivery risks require continued oversight: Workforce mobilisation, ongoing demand, administrative capacity and funding gaps remain key risks. Monthly
monitoring will be essential to track recovery trajectories, reduce long waits and improve urgent access.
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NHS
Areas of Concern: 18-week waits Trust wide 78% Trajectory o

Community Health and Care
NHS Trust

Background/Context:

Norfolk Community Paediatrics

* The 18-week Referral to Treatment (RTT) compliance rate was 68.1% in September with 272 Children and Young People waiting over 18-weeks. A
recovery action plan has been put in place in October, being implemented in November which will effectively double initial appointments until the end
of Mar-27.

* Supported by new funding and to accommodate this, the Paediatrician workforce have increased their Clinics and agency Pertemps will also be used
for ADHD (Attention-Deficit/Hyperactivity Disorder) medication appointments. It is expected that the 78% threshold will be met in January/February
and the target of zero 18-week breaches by Apr-27. Progress against trajectory will be shared in future reports.

Norfolk Prosthetics

« The 18-week RTT compliance rate was 75% in September, a reduction from 85.7% in August. At month end, 8 of 33 patients had breached 18 weeks,
with the longest wait being 30.1 weeks. Review of the breaches identified that 3 patients have since been discharged, while 4 patients are awaiting
planned follow-up appointments within 6-12 months and should not ordinarily remain on the RTT waiting list, data quality issues rather than genuine
breaches.

* Oneremaining breach relates to a patient who did not attend their appointment, with the clinical team currently attempting to make contact and
rebook. There are no long-term concerns about meeting 78% by April 2027.
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Areas of Concern: 52-week waits Trust wide

NHS

East of England
Community Health and Care

NHS Trust

Background/Context:

Profile of waiting times
. . 18 Week Max of Wait for
Service Number of Waiters . R . . .
compliance Treatment 18+ Week Waiters | 30+ Week Waiters | 48+ Week Waiters | 52+Week Waiters

) - - - - - - -
Norfolk Neurodevelopmental Service 2465 6.7% 207.0 2299 2238 2023 1983
Beds Neurodevelopmental Service 1765 8.0% 168.0 1621 1477 1245 1202
Luton Neurodevelopmental Service 1760 9.6% 175.0 1591 1380 1105 1044
Cambs Neurodevelopmental Service 1807 14.0% 136.9 1547 1276 992 923
Cambs Dental GA(Peterborough) 161 45!3% 52.0 88 37 21 1
Beds Paed SaLT 795 65.3% 53.3 276 124 19 1
Norfolk Wheelchair Service 697 67.4% 77.9 227 148 82 67
Cambs Paed Dietetics 400 68.0% 733 128 59 8 6
Iuton Paed Audiology 1146 69.8% 76.1 346 89 27 12
NCHCMSK Biomechanics 2114 72.2% 52.0 587 55 1 1
Norfolk Paed Sal'T 913 75.9% 257.9 220 28 1 1
Beds Adult Dietetics 274 76.3% 56.0 65 18 1 1
Cambs Paed SalT 394 91.9% 63.0 32 14 1 1

Compliance with over 18-week and 52-week waiting time targets continues to be
impacted by Neurodevelopmental Services (NDS) across the geographies.

Dental Service

* Seeslide 12

Bedfordshire Paediatric Speech and Language Therapy

* The 52-week waiter now seen, clock stopped Oct 2026. The number of children
breaching 18 weeks has increased and is associated with Luton Local Authority
ceasing funding for mainstream schools. A paper has been submitted to the council
for consideration of re-procurement.

Norfolk Wheelchair Service

* See slide 16 for detailed spotlight

Cambridgeshire Paediatric Dietetics

* The 52-week waiting position continues to improve (80 children in April to 6 children
at the end of Sept 2026), anticipated zero 52-week breaches by April 2027.

Luton Paediatric Audiology

* The number of children waiting for an initial appointment has reduced by 326 since
July 2026 and humbers waiting over 52-weeks down to 12 from 24.

Luton Paediatric Audiology (continued)

* Improvements include increased clinical capacity through insourcing, ‘choose and
book’, and new testing facilities in Bedford and Luton. A parent questionnaire, co-
produced with the National Deaf Children’s Society, is helping identify clinical risk
and prioritise long waiters. The service has joined the NHS Elect Improvement
Collaborative to further reduce waiting-list risk. The Integrated Care Board (ICB) is
considering non-recurrent funding to reduce waits to under six weeks.

MSK Biomechanics

* The 52-week waiter a data quality error, has since been corrected on the patient
record

Norfolk Paediatric Speech and Language Therapy

* The 52-week waiter now seen, clock stopped Oct 2026

Bedfordshire Adult Dietetics

* The 52-week waiter now seen, clock stopped Oct 2026

Cambridgeshire Paediatric Speech and Language Therapy

* Patient transferred from Cambridgeshire and Peterborough NHS Foundation Trust
(CPFT) with running clock already over 52 weeks. Clock stopped October 2026 with
reason of patient failed to attend.




CYP

		Service		Number of Waiters		18 Week compliance		Gap to NHS MTP 2026/27 78% threshold		Median of Wait for Treatment		Average of Wait for Treatment		Max of Wait for Treatment		18+ Week Waiters		30+ Week Waiters		48+ Week Waiters		52+ Week Waiters

		Norfolk Neurodevelopmental Service		2465		6.7%		71.3%		108.4		97.6		207.0		2299		2238		2023

tc={4A13E3AD-7CA0-4546-A069-6E3259997F21}: [Threaded comment]

Your version of Excel allows you to read this threaded comment; however, any edits to it will get removed if the file is opened in a newer version of Excel. Learn more: https://go.microsoft.com/fwlink/?linkid=870924

Comment:
    Yellow values TBC		1983

		Beds Neurodevelopmental Service		1765		8.0%		70.0%		79.2		76.6		168.0		1621		1477		1245		1202

		Luton Neurodevelopmental Service		1760		9.6%		68.4%		65.1		65.5		175.0		1591		1380		1105		1044

		Cambs Neurodevelopmental Service		1807		14.0%		64.0%		53.0		54.1		136.9		1547		1276		992		923

		Norfolk Children's Respite		10		50.0%		28.0%		23.9		20.4		36.3		5		5		0		0

		Beds Paed SaLT		795		65.3%		12.7%		9.3		15.9		53.3		276		124		19		1

		Beds Eye Service		202		66.3%		11.7%		14.0		15.0		49.9		68		21		1		0

		Cambs Paed Dietetics		400		68.0%		10.0%		10.1		15.4		73.3		128		59		8		6

		Norfolk Community Paediatrics		853		68.1%		9.9%		13.4		13.7		44.0		272		17		0		0

		Luton Paed Audiology		1146		69.8%		8.2%		12.9		15.6		76.1		346		89		27		12

		Norfolk Paed SaLT		913		75.9%		-2.1%		9.3		12.0		257.9		220		28		1		1

		Beds Adult Dietetics		274		76.3%		1.7%		9.4		12.8		56.0		65		18		1		1

		Cambs Paed Occupational Therapy		241		84.2%		-		8.2		10.6		37.4		38		5		0		0

		Cambs Paed SaLT 		394		91.9%		-		9.3		4.5		63.0		32		14		1		1

		Norfolk Paed Occupational Therapy		104		92.3%		-		8.6		8.2		29.1		8		0		0		0

		Norfolk Children's Community Nursing		126		92.9%		-		6.1		7.3		27.0		9		0		0		0

		Cambs Paed Physio		87		93.1%		-		6.6		7.8		27.0		6		0		0		0

		Beds Paed Dietetics		191		95.8%		-		10.1		8.6		27.0		8		0		0		0

		Norfolk LD CAMHS		36		97.2%		-		6.1		6.5		18.9		1		0		0		0

		Cambs Paed Audiology		276		97.8%		-		12.9		8.3		26.4		6		0		0		0

		Beds Paed Occupational Therapy		24		100%		-		8.2		4.3		10.9		0		0		0		0

		Cambs ME/CFS		8		100%		-		64.4		10.7		14.3		0		0		0		0

				13877												8546		6751		5423		5174







		Beds Neurodevelopmental Service

		Cambs Neurodevelopmental Service

		Norfolk Neurodevelopmental Service

Yellow values TBC







Luton Adults

				Service		Number of Waiters		18 Week compliance		Gap to NHS MTP 2026/27 78% threshold		Median of Wait for Treatment		Average of Wait for Treatment		Max of Wait for Treatment		18+ Week Waiters		30+ Week Waiters		48+ Week Waiters		52+ Week Waiters

				Beds ABI		6		100%		-		4.4		5.6		13.1		0		0		0		0

				Beds Neuro Rehab		31		100%		-		4.4		5.3		12.3		0		0		0		0

				Luton Heart Failure Service		16		100%		-		1.4		2.4		8.9		0		0		0		0

				Luton Integrated Community Diabetes Service		83		100%		-		5.3		6.6		17.9		0		0		0		0

				Luton Pulmonary Rehab 		17		100%		-		2.1		2.6		8.1		0		0		0		0

				Luton Respiratory Service		10		100%		-		2.1		6.4		17.4		0		0		0		0





Ambulatory

				Service		Number of Waiters		18 Week compliance		Gap to NHS MTP 2026/27 78% threshold		Median of Wait for Treatment		Average of Wait for Treatment		Max of Wait for Treatment		18+ Week Waiters		30+ Week Waiters		48+ Week Waiters		52+ Week Waiters

				Cambs Dental GA (Peterborough)		161		45.3%		N/A		19.0		19.8		52.0		88		37		21		1

				Cambs Dental SCD and DOM		1229		59.8%		N/A		15.0		15.2		42.0		494		116		0		0

				NCHC MSK Physiotherapy		9323		61.2%		16.8%				14.7		45.0		3614		572		0		0

				NCHC MSK Biomechanics		2114		72.2%		5.8%				12.4		52.0		587		55		1		1

				Bladder and Bowel Routine Physiotherapy		343		77.3%		0.7%				11.1		48.0		78		20		0		0

				Suffolk Dental MOS		337		85.2%		N/A		4.0		7.4		36.0		50		9		0		0

				Cambs Dental MOS		831		85.4%		N/A		4.0		6.8		36.0		121		3		0		0

				Cambs Dynamic Health (Physio and Pelvic Health)		9489		91.1%		-		7.9		8.9		51.9		845		11		1		0

				Suffolk Dental SCD and DOM		193		92.2%		N/A		5.0		5.7		22.0		15		0		0		0

				NCHC MSK Assessment and Triage Service (MATS)		1367		94.5%		-				4.8		47.9		75		13		0		0

				ECCH MSK Physiotherapy		5403		95.8%		-				7.3		39.6		227		8		0		0

				Cambs Dynamic Health (Specialist)		3431		95.9%		-		7.9		6.8		33.0		139		2		0		0

				Cambs Dental GA (Cambridge)		45		97.8%		N/A		11.0		10.1		31.0		1		1		0		0

				NCHC MSK Occupational Therapy / Hand Therapy		730		98.4%		-				7.2		28.1		12		0		0		0

				ECCH MSK Assessment and Triage Service (MATS)		324		99.1%		-				2.2		31.3		3		1		0		0

				ECCH Orthopaedic Community (GY&W)		127		99.2%		-				4.0		23.0		1		0		0		0

				ECCH MSK Biomechanics		172		99.4%		-				5.8		21.1		1		0		0		0

				Suffolk Dental GA		13		100%		N/A		7.0		7.9		16.0		0		0		0		0









52+only

		Service		Number of Waiters		18 Week compliance								Max of Wait for Treatment		Profile of waiting times

								Gap to NHS MTP 2026/27 78% threshold		Median of Wait for Treatment		Average of Wait for Treatment				18+ Week Waiters		30+ Week Waiters		48+ Week Waiters		52+ Week Waiters

		Norfolk Neurodevelopmental Service		2465		6.7%		71.3%		108.4		97.6		207.0		2299		2238		2023		1983

		Beds Neurodevelopmental Service		1765		8.0%		70.0%		79.2		76.6		168.0		1621		1477		1245		1202

		Luton Neurodevelopmental Service		1760		9.6%		68.4%		65.1		65.5		175.0		1591		1380		1105		1044

		Cambs Neurodevelopmental Service		1807		14.0%		64.0%		53.0		54.1		136.9		1547		1276		992		923

		Cambs Dental GA (Peterborough)		161		45.3%		N/A		19.0		19.8		52.0		88		37		21		1

		Beds Paed SaLT		795		65.3%		12.7%		9.3		15.9		53.3		276		124		19		1

		Norfolk Wheelchair Service		697		67.4%		-10.6%		11.6		TBC		77.9		227		148		82		67

		Cambs Paed Dietetics		400		68.0%		10.0%		10.1		15.4		73.3		128		59		8		6

		Luton Paed Audiology		1146		69.8%		8.2%		12.9		15.6		76.1		346		89		27		12

		NCHC MSK Biomechanics		2114		72.2%		5.8%				12.4		52.0		587		55		1		1

		Norfolk Paed SaLT		913		75.9%		-2.1%		9.3		12.0		257.9		220		28		1		1

		Beds Adult Dietetics		274		76.3%		1.7%		9.4		12.8		56.0		65		18		1		1

		Cambs Paed SaLT 		394		91.9%		-		9.3		4.5		63.0		32		14		1		1





Norfolk Adults

		Service_Name		Number of Waiters		18 Week RTT		Gap to NHS MTP 2026/27 78% threshold		Median of Wait for Treatment		Max of Wait for Treatment		18+ Week Waiters		30+ Week Waiters		52+ Week Waiters				Service_Name		Number of Waiters		18 Week RTT		Gap to NHS MTP 2026/27 78% threshold		Median of Wait for Treatment		Max of Wait for Treatment		18+ Week Waiters		30+ Week Waiters		52+ Week Waiters

		Wheelchair Service		697		67.4%		-10.6%		11.1		77.9		227		148		67				Community Intermediate Care		1		100.0%				0.1		0.1		0		0		0

		Adult Speech and Language Community		163		67.5%		-10.5%		12.0		38.3		53		11		0				Complex Community Podiatry		50		100.0%				3.7		17.1		0		0		0

		RSC - Prosthetics		33		75.8%		-2.2%		6.9		30.1		8		1		0				D2A MDT		50		100.0%				2.0		17.3		0		0		0

		Specialist Neurology		80		80.0%				8.9		29.0		16		0		0				D2A Occupational Therapy		28		100.0%				1.1		9.0		0		0		0

		Lymphoedema		335		81.2%				9.4		45.9		63		16		0				D2A Physiotherapy		102		100.0%				1.4		15.3		0		0		0

		Speech and Language Community		768		81.5%				10.0		29.3		142		0		0				Environmental Controls		1		100.0%				0.3		0.3		0		0		0

		ICES Review and Recall		87		81.6%				1.0		38.4		16		6		0				Health Improvement Service		6		100.0%				4.1		6.4		0		0		0

		Pulmonary Rehabilitation		185		84.9%				7.0		30.0		28		3		0				N&W Care Coordination (UCCH)		1		100.0%				8.9		8.9		0		0		0

		Wheelchair Repair Service		155		89.7%				3.7		71.9		16		7		0				NCHC Virtual Ward		4		100.0%				0.1		0.3		0		0		0

		CCSRS Consultant Outpatients		97		92.8%				4.3		46.9		7		3		0				Norfolk Stroke ESD 6 month follow up		1		100.0%				3.4		3.4		0		0		0

		Palliative - Day Therapy		15		93.3%				1.3		21.1		1		0		0				Norfolk Stroke ESD Inreach		4		100.0%				0.3		3.0		0		0		0

		Specialist Nursing Epilepsy		60		93.3%				5.4		24.4		4		0		0				Norfolk Stroke ESD Rehabilitation		1		100.0%				0.1		0.1		0		0		0

		Community Physiotherapy		1057		93.8%				5.1		50.4		66		9		0				Palliative - Advice Line Professional		1		100.0%				0.1		0.1		0		0		0

		Long Term Conditions		49		93.9%				0.9		28.0		3		0		0				Palliative - Medical in-patients		4		100.0%				0.4		0.4		0		0		0

		Specialist Nursing Dermatology		35		94.3%				6.4		20.9		2		0		0				Palliative - Medical Outpatients		24		100.0%				2.9		16.4		0		0		0

		Palliative - Bereavement		19		94.7%				8.1		20.1		1		0		0				Palliative - NCHC SPCN		35		100.0%				0.9		16.9		0		0		0

		Leg Ulcer Clinic		182		95.1%				4.1		40.3		9		3		0				Palliative - Physio / OT / Complementary Therapy		4		100.0%				3.3		3.4		0		0		0

		Community Occupational Therapy		882		95.5%				3.4		49.4		40		6		0				Palliative - Psychological Support		34		100.0%				2.7		11.0		0		0		0

		CCSRS Therapy and Nursing Outpatients		31		96.8%				5.1		28.4		1		0		0				Phlebotomy Clinic NCH		289		100.0%				0.9		12.3		0		0		0

		Catheter Clinic		32		96.9%				5.0		21.6		1		0		0				Post Covid Assessment Service		19		100.0%				2.0		8.3		0		0		0

		Specialist Nursing Heart Failure		147		97.3%				2.6		43.3		4		1		0				Post Covid Assessment Service - 6 month Follow Up		10		100.0%				0.7		6.4		0		0		0

		Community Dietetics		437		97.7%				4.0		32.4		10		1		0				Post Covid Rehabilitation / Intervention		16		100.0%				2.2		13.1		0		0		0

		Bladder and Bowel Routine Nursing		1331		97.9%				5.0		28.1		28		0		0				Rapid Assessment & Frailty Team		1		100.0%				0.4		0.4		0		0		0

		Community Nursing		715		98.3%				1.0		36.9		12		2		0				Rapid Response		1		100.0%				0.3		0.3		0		0		0

		Nail Surgery		126		99.2%				4.1		20.4		1		0		0				Rapid Response MDP		8		100.0%				0.3		1.0		0		0		0

		Community Podiatry		131		99.2%				2.0		39.3		1		1		0				Rapid Response Occupational Therapy		7		100.0%				0.3		0.3		0		0		0

		Community Phlebotomy		1789		99.7%				1.3		30.3		6		1		0				Rapid Response Physiotherapy		1		100.0%				0.1		0.1		0		0		0

		Acute Diabetic Foot Clinic		5		100.0%				1.0		5.9		0		0		0				RR - Bed Based		1		100.0%				0.3		0.3		0		0		0

		Cardiac Rehabilitation		30		100.0%				2.4		12.3		0		0		0				Specialist Nursing CVD		1		100.0%				0.1		0.1		0		0		0

		CAT - Admission Avoidance		2		100.0%				0.1		0.1		0		0		0				Specialist Nursing Diabetes		31		100.0%				1.3		4.9		0		0		0

		CAT - Bed Based		19		100.0%				0.3		1.4		0		0		0				Specialist Nursing Neurology		188		100.0%				3.4		16.3		0		0		0

		Central Paediatric Nail Surgery		11		100.0%				5.1		7.4		0		0		0				Specialist Nursing Respiratory		24		100.0%				0.9		12.3		0		0		0

		Community Access Team		1		100.0%				1.1		1.1		0		0		0				Tissue Viability Podiatry		20		100.0%				1.3		11.1		0		0		0

		Community Bed-based Intermediate Care		1		100.0%				1.0		1.0		0		0		0				Tissue Viability Service		27		100.0%				1.1		6.7		0		0		0

		Community Diabetes		1		100.0%				10.4		10.4		0		0		0				Urgent Community Response		17		100.0%				0.1		12.4		0		0		0

		Community Dietetics - Home Entral Feeding		1		100.0%				8.4		8.4		0		0		0				Total		10729		92.9%				3.3		77.9		766		219		67

		Community Dietetics - Inpatients		8		100.0%				0.4		3.4		0		0		0

		Applied filters:
ReportDate top 1 by Latest ReportDate
TimeSeries is Set Time Series to Monthly
Place is Intermediate Care and UCR, North, Norwich, South, or West
Switch Waits is Service_Name





18+only

		Service		Number of Waiters		18 Week compliance								Max of Wait for Treatment		Profile of waiting times

								Gap to NHS MTP 2026/27 78% threshold		Median of Wait for Treatment		Average of Wait for Treatment				18+ Week Waiters		30+ Week Waiters		48+ Week Waiters		52+ Week Waiters

		Norfolk Neurodevelopmental Service		2465		6.7%		71.3%		108.4		97.6		207.0		2299		2238		2023		1983

		NCHC MSK Physiotherapy		9323		61.2%		16.8%				14.7		45.0		3614		572		0		0

		Beds Neurodevelopmental Service		1765		8.0%		70.0%		79.2		76.6		168.0		1621		1477		1245		1202

		Luton Neurodevelopmental Service		1760		9.6%		68.4%		65.1		65.5		175.0		1591		1380		1105		1044

		Cambs Neurodevelopmental Service		1807		14.0%		64.0%		53.0		54.1		136.9		1547		1276		992		923

		NCHC MSK Biomechanics		2114		72.2%		5.8%				12.4		52.0		587		55		1		1

		Cambs Dental SCD and DOM		1229		59.8%		N/A		15.0		15.2		42.0		494		116		0		0

		Luton Paed Audiology		1146		69.8%		8.2%		12.9		15.6		76.1		346		89		27		12

		Beds Paed SaLT		795		65.3%		12.7%		9.3		15.9		53.3		276		124		19		1

		Norfolk Community Paediatrics		853		68.1%		9.9%		13.4		13.7		44.0		272		17		0		0

		Norfolk Wheelchair Service		697		67.4%		-10.6%		11.1				77.9		227		148		82		67

		Norfolk Paed SaLT		913		75.9%		-2.1%		9.3		12.0		257.9		220		28		1		1

		Cambs Paed Dietetics		400		68.0%		10.0%		10.1		15.4		73.3		128		59		8		6

		Cambs Dental GA (Peterborough)		161		45.3%		N/A		19.0		19.8		52.0		88		37		21		1

		Bladder and Bowel Routine Physiotherapy		343		77.3%		0.7%				11.1		48.0		78		20		0		0

		Beds Eye Service		202		66.3%		11.7%		14.0		15.0		49.9		68		21		1		0

		Beds Adult Dietetics		274		76.3%		1.7%		9.4		12.8		56.0		65		18		1		1

		Norfolk Adult Speech and Language Community		163		67.5%		-10.5%		12.0				38.3		53		11		0		0

		Norfolk RSC - Prosthetics		33		75.8%		-2.2%		6.9				30.1		8		1		0		0

		Norfolk Children's Respite		10		50.0%		28.0%		23.9		20.4		36.3		5		5		0		0
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Wheelchair Service 717 60.25% -17.7% 11.6 75.4 285 179 65 D2A Physiotherapy 112 100.00% 1.7 12.1 0 0 0


Adult  SaLT West 167 77.25% -0.8% 11.1 39.1 38 6 0 Cardiac Rehabilitation 50 100.00% 2.3 15.4 0 0 0


ICES Review and Recall 37 78.95% 10.8 52.6 8 1 0 D2A MDT 42 100.00% 1.3 11.7 0 0 0


Rapid Response Nursing 5 80.00% 4.0 39.9 1 1 0 Specialist Nursing Respiratory 41 100.00% 1.3 11.3 0 0 0


CCSRS Therapy and Nursing Outpatients 34 82.35% 6.7 23.6 6 0 0 Tissue Viability Service 29 100.00% 1.1 4.1 0 0 0


Lymphoedema 301 83.06% 7.1 44.7 51 13 0 Specialist Nursing Diabetes 25 100.00% 1.3 3.7 0 0 0


Adult SaLT Central 727 84.32% 8.4 26.6 114 0 0 Tissue Viability Podiatry 24 100.00% 1.9 13.4 0 0 0


CCSRS Consultant Outpatients 91 86.81% 3.6 41.7 12 6 0 CAT - Bed Based 17 100.00% 0.4 3.3 0 0 0


Pulmonary Rehabilitation 258 88.76% 5.4 33.6 29 4 0 Rapid Response MDP 17 100.00% 0.3 3.1 0 0 0


Specialist Neurology 83 91.57% 7.6 27.6 7 0 0 Post Covid Rehabilitation / Intervention 13 100.00% 1.6 7.6 0 0 0


RSC - Prosthetics 29 93.10% 6.3 21.4 2 0 0 Central Paediatric Nail Surgery 9 100.00% 2.3 6.6 0 0 0


Urgent Community Response 15 93.33% 0.3 28.3 1 0 0 Acute Diabetic Foot Clinic 7 100.00% 0.6 4.6 0 0 0


Wheelchair Repair Service 151 93.42% 3.1 63.1 10 2 0 Post Covid Assessment Service - 6 month Follow Up 7 100.00% 2.7 5.1 0 0 0


Leg Ulcer Clinic 188 95.74% 4.1 34.4 8 3 0 Rapid Response Occupational Therapy 7 100.00% 0.1 0.4 0 0 0


Community Dietetics 440 95.91% 4.1 28.1 18 0 0 Norfolk Stroke ESD Rehabilitation 6 100.00% 0.2 0.6 0 0 0


Complex Community Podiatry 26 96.15% 1.9 27.4 1 0 0 Post Covid Assessment Service 6 100.00% 1.8 5.7 0 0 0


Community Physiotherapy 1076 96.28% 4.3 41.7 40 7 0 Rapid Assessment & Frailty Team 5 100.00% 1.3 4.0 0 0 0


Catheter Clinic 28 96.43% 7.5 21.7 1 0 0 CAT - Admission Avoidance 3 100.00% 0.1 0.3 0 0 0


Nail Surgery 92 96.74% 2.4 21.7 3 0 0 Community Dietetics - Inpatients 3 100.00% 1.1 4.4 0 0 0


Specialist Nursing Neurology 171 97.08% 4.7 33.1 5 2 0 Integrated Virtual Ward (QEH) 2 100.00% 0.1 0.1 0 0 0


Specialist Nursing Heart Failure 147 97.28% 3.7 34.6 4 1 0 IV Therapy 2 100.00% 0.6 1.1 0 0 0


Specialist Nursing Dermatology 41 97.56% 6.3 19.1 1 0 0 NCHC Virtual Ward 2 100.00% 0.2 0.3 0 0 0


Community Occupational Therapy 859 97.67% 2.7 40.7 20 8 0 Rapid Response 2 100.00% 7.4 10.4 0 0 0


D2A Occupational Therapy 48 97.92% 1.9 31.7 1 1 0 Community Diabetes 1 100.00% 1.7 1.7 0 0 0


Long Term Conditions 48 97.92% 1.2 19.3 1 0 0 End of Life 1 100.00% 0.1 0.1 0 0 0


Specialist Nursing Epilepsy 57 98.25% 4.3 22.1 1 0 0 Environmental Controls 1 100.00% 0.3 0.3 0 0 0


Community Podiatry 126 98.41% 2.1 30.6 2 2 0 Health Improvement Service 1 100.00% 0.3 0.3 0 0 0


Community Nursing 665 98.80% 0.6 28.3 8 0 0 N&W Care Coordination (UCCH) 1 100.00% 0.1 0.1 0 0 0


Bladder and Bowel Routine Nursing 1509 99.20% 4.6 23.4 12 0 0 Norfolk Stroke ESD Inreach 1 100.00% 0.3 0.3 0 0 0


Phlebotomy Clinic NCH 377 99.73% 5.7 22.7 1 0 0 Specialist Nursing CVD 1 100.00% 1.1 1.1 0 0 0


Community Phlebotomy 1834 99.95% 1.3 21.6 1 0 0 Total 10917 93.66% 3.3 75.4 692 236 65
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Bedfordshire and Luton:

- 1x Pertemp clinician left the service for personal circumstances leaving a short gap where clinical capacity was lost. Additional clinical contacts now planned to recover the position.
- Sickness has increased this month within our substantive clinicians

Cambridgeshire:

Remain on track, as planned. Skill-mix team recruitment on track

Norfolk:

Efforts to recover to trajectory have been successful. Following successful award of sprint funding and commitment to the Integrated Care Board (ICB) of clearing over 52 week waits by April 2027,
we expect to remain ahead of trajectory over the next six months.

The trajectory will be revised for the next Integrated Governance and Performance Reportto incorporate the additional activity expected from additional non-recurrent funding. 15
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Areas of Concern: Children and Young People Neuro Developmental service (NDS) — 52-week waits

Patient Safety and Experience:

Intervention/Actions (SMART): Current & Potential / Anticipated Risks:

What are we doing about jt? What are the risks/issues? What impact could they have?

Progress this period (September 2026):

* Phase 2 NDSrecovery is on track, with waiting lists
reducingin line with planned trajectories.

* In parallel, finalising Phase 3 design for a sustainable
NDS offer with waits within 18 weeks.

* The Neuro Developmental service Skill Mix
assessment and diagnhostic pathway demonstrated it
delivered safe, high-quality assessments, increased
diagnostic capacity, and built confidence among staff
and families in a new skill-mix model.

Planned Activity within the next period:

* Maintain clinical activity against recovery trajectories.
Enhance waiting well through Experts at Hand.

* Experts at Hand funding is now released to Local
Authorities. Implementation of new models is
underway.

* Begin to test new ways of working planned within the
sustainable Neuro Developmental service model.

* Finalise the new contract with our insourcing provider
to provide additional clinical capacity until March
2028.

* Complaint themes in Norfolk and Waveney include ND
waiting times and poor communication, parental
disagreement with Neuro Developmental assessment
outcome, and short turnaround for schools to provide
information to support Neuro Developmental
assessment.

* Parental confidence that this child's needs will be met
without a diagnosis

* The November IGR provides no updated NDS-specific
complaint themes.

Anticipated Impact and Time scale for

Improvement:
What do we think the actions will cause to happen?

* Phase 2 recovery programme will run until 31 March
2028

* Phase 3 aims to deliver a sustainable, high-quality
offer with waits below 18 weeks.

Workforce and Financial Context:

Workforce
* Norfolk NDS recovery must balance pace of change with
staff engagement and wellbeing (risk 4021).

Finance:

* £1.8m spent on the two-year NDS recovery plan at
Month 6. CYP is £1.0m overspent (1.7%), mainly due to
the NDS waiting-list initiative.

* Norfolk Integrated Care Board (ICB) confirmed £2.15m
additional funding in Month 7. Advanced Foundation
Trust flexibilities will cover Bedfordshire and Luton and
Cambridgeshire and Peterborough shortfalls from
Month 7.

Why is this important

* Thereis arisk that as our waiting lists decrease,
demand increases within local systems with more
timely service offers

* There is arisk associated with the scalability of each
place-based Early Awareness pilot due to differing
council area priorities

* Phase 2risk: insufficient in-house/skill-mix capacity
may require more insourcing and increase costs.

* Norfolk risk 4021 (score 12): declining staff wellbeing,
absence or resignations may affect delivery of the 18-
week trajectory.

* Recruitmentis on plan for a skill-mix team model in
Cambridgeshire.

* Trust-wide risk 3751 (score 12): delays in NDS
assessment may affect children’s learning and
development.

Recovery Dependencies: What is the recovery
dependant on, what is the direction of travel, what is

forecast position in the next 3-6 months, how confident in
the trajectory are we?

* Recovery depends on sustained clinical capacity and
staff wellbeing in Norfolk (risk 4021, score 12).

*  September NDS >52-week waiters: Bedfordshire
1,202, Luton 1,044, Cambridgeshire 923, Norfolk
1,983.

16




Areas of Concern: Norfolk (all ages) Wheelchairs service — 52-week waits

Background/Context/Understanding the Performance: WC - Number of Waiters

1057

939 950 953
896 883 gg4 872

*  The Wheelchair Assessment Service has been improving waiting times through a oz, 27809797798 49735 104 07719705 g0
planned and resourced recovery plan for the last year
. After increased seasonal demand in June and July, September saw increased
demand, referrals reduced in August from 207 to 157 but rose to 194 this month,
although still above 2-year monthly average of 146. Demand is expected to drop
again over the next few months.
. Due the increase in demand over the last quarter, the waiting list increased in IIIILLQ QLR RRLLLL888 88
July. In August, there was a reduction of 14 and with the winter period S8 3058558353 %283 8585838532
n Oz~ uw X I<s = <»nw Oz~ w xIs = < »
approaching, September saw a further reduction of 7, it is expected there will be
reductions each month for the next 6-8 months.
. The service is still on course to provide an 18-week service (78% NHS Medium WC - Number of 52-week waiters
Term Plan (MTP) threshold) after a long-term recovery plan by mid-2027. The 13%2
service requires a maximum of 450 waiters to be able to offer a consistent 18- 10]05029
week pathway. 795 90,
*  The 52-week waiters within the service are not reducing at the same rate as the 821 67
total waiters —illustrated in the graph. 46 4448 53496
. There are 67 x 52-week waiters, reducing by 7.
. This is effectively due to the service prioritising Clinical need over waiting time. I I I I I I I I I I I I I
. The majority of the 52-week waiters are Priority 3 (lowest priority), Priority 1 or 2
referrals will be seen first, regardless of waiting time. JIJIILEEAIAILAIIIILLEERELER
Qg 2 obca L LSS wag 2Ocas s Sy o
028 E<Z23°2F0285L=<F=2°2 4

Workforce and Financial Context:

Workforce:

2 experienced registered clinicians from a team of 4 registered clinicians are currently on maternity leave and the service doesn’t anticipate their
returnin 2026

Service has recruited additional unregistered staff to support with less complex prescriptions and handover of equipment (commenced Jan 2026)
Finance:

The service is managed within budget and uses allocated transformation funding for additional equipment. The major financial risk relates to the

long-term sustainable service model. A group is how focussed on developing options for this alongside the current recovery plans. This will become a
greater focus into 2027/28.

. Patient complaints have significantly

. The average waiting time to receive

East of England
Community Health and Care
NHS Trust

Patient Safety and Experience:

. Prescribed equipment may no longer
meet patient needs if the wait for the
handover of chair and specialised
seating is excessive.

. To manage the current high caseload,
the service continues to prioritise
patients based on Clinical need.

. Safety netting for urgent patients
(commenced 2023) There are three
priority categories: P1 patients are
significantly unsafe and there is no
way to mitigate theirrisk. P2 is a
patient thatis deteriorating or at risk of
deterioration, but can be kept safe
(i.e., developing pressure sores, falls
that can be mitigated,
neurodegenerative conditions with
poor prognosis). P3 are routine
patients).

reduced over the last two years
equipmentis 22-weeks - this is

reducing gradually from 31-weeks in
2024.
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Areas of Concern: Norfolk Wheelchairs service — 52-week waits

1000 Wheelchairs recovery trajectory
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* 52-week waiters decreased by 7 in Septemberto 67 in total.

* Overall caseload reduced by 7 (705 to 698)

* 204 discharged in month

* 18 x52-week waiters were discharged, and 26 new waiters breached 52 weeks
* Feb-27isthe forecast clearance of the 52-week waiters.

* 35/67 are awaiting Wheelchair Handover.

* 12 waiters are due to breach 52-weeks at the end of October
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Current & Potential / Anticipated Risks:

What are the risks/issues? What impact could they have?
Why is this important

* Senior clinician
resilience is particularly
fragile due to maternity

WC referrals by month

Intervention/Actions (SMART):

NHS

East of England

Community Health and Care
NHS Trust

A focused clinic week was held in September, with all 52-week waiters
prioritised for appointments based on longest waiting time.

As waiting lists continue to reduce towards a sustainable level, a review of the
future operating model is underway to support the efficient management of an
18-week pathway. This includes reviewing appointment booking processes and
ensuring stock is ordered at the appropriate stage of the patientjourney. This
work commenced in September, and the team has been consistently applying
the Access Policy.

Work is progressing with the Data Team to develop a new Waiting List Business
Information (Bl) Dashboard, providing improved oversight and management of
waiting list performance.

The Chair-in-a-Day pathway, implemented in May 2026, has continued to
deliver positive outcomes, with 30 wheelchairs handed over to patients by the
end of September.

The Direct Issue Wheelchair pathway, introduced in January 2025, has reduced
the need for non-complex patients to undergo a full clinical assessment,
improving efficiency and patient flow.

Further work is planned to increase throughput via the Direct Issue pathway by
reviewing and refining the algorithms within the self-referral form.

Approx 160 discharges are expected in during the coming month

Anticipated Impact and Time scale for Improvement:
What do we think the actions will cause to happen?

6-7 months to clear the 52-week waits while the overall
waiters continues to reduce..

Recovery Dependencies: What is the recovery
dependant on, what is the direction of travel, what is

forecast position in the next 3-6 months, how confident in
the trajectory are we?

Expecting small reductions in 52-week waits over the next 3-6
months due to -

leave so any further 200
absence would have an 150
effect, and this trajectory
would be impacted.

* Seasonaldemand -there *°
is usually a peakin 0

NNNNNNNNNNNNNNNNNNNNNN

summer months a shown 225 38:855353Y58385855353

in the graph.

Monthlyreferrals =+« ++ 2yr average

Despite the service having capacity for around 160 discharges
a month, around 25% of 52-week waiters are Priority 3 which
means any Priority 1 or 2 which is referred is prioritised to be
seen first. This is why the 52-week waits are reducing at a
slower rate than the overall waiters which has reduced from
850 to 700 in the last 12-months.

- Volume of current waiters due to turn 52-weeks

- Demand increases in summer months, which in turn
increases the prioritised P1/P2 referrals.

Confidence level of planned mitigations assessed as

Reasonable assurance dependent on maintaining current

staffing capacity.
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Understanding the Performance:

What is the data telling us?
There were 1,697 patient safety incidents reported across the Trust. 1,337 were reported
by Norfolk adults, with 360 reported by all other services.

Intervention/Actions:

What are we doing about it?

157 incidents were reported as moderate harm, 13 severe and 13 deaths unrelated to a
patient safety incident.

There was 1 death related to a patient safety incident involving patient deterioration and
escalation concerns, for which an After-Action Review is being completed.

The data continues to highlight an increase in the number of reported incidents across
Norfolk Adults due to continued embedding and refining reporting conventions, thus
increasing visibility of risk.

Across the trust, pressure ulcers accounted for 70.1% and 61.5% of moderate and severe
harm incidents respectively. (The previous reporting period showed 70% and 80%
respectively)

Within Norfolk adults, the remaining moderate and above harm incidents related to
deferrals, issues with syringe drivers, falls, medication incidents, contractures,
misidentification of a patient and skill mix / capacity issues.

In all other EEC services, 1 of the remaining moderate or above harm level incidents
related to an adverse drug reaction, 2 to misidentification of patients and 1 to failure to
identify a safeguarding concern.

Areas of Concern: Incidents reported by degree of harm

Current & Potential
I CH

* There has been arecent IT

incident, external to the
Trust, affecting access to
the legacy NCHC Datix
system which may result
in delays in accessing data
for the purpose of
reporting.
This was added as an issue
to the Trust Issues log and
has now been resolved via
an interim measure.

Anticipated Impact and Time scale for Improvement:

What do we think the actions will cause to happen?

East of England

Community Health and Care
NHS Trust

All degrees of harm Moderate harm and above

II _I n
no low

moderate severe

moderate severe

H all other services W Norfolk adults H all other services  m Norfolk adults

Moderate/ severe pressure
ulcers vs all others

pressure ulcers all others

H moderate M severe

Recovery Dependencies:

What is the recovery dependant on?

Central oversight of incidents continues, as does scrutiny of all incidents | ¢ There is continued central oversight and strengthened | ¢ Clear safety governance processes across the Trust that support

at twice-weekly safety huddles.
The incident and risk management system (Datix) will be upgraded to the
hosted cloud version early in January. A new category will also be added

A thematic review of incidents related to syringe drivers is underway
following identification of this as a theme at the weekly adult’s safety
huddle.

A further thematic review related to Bowel and Bladder issues was
commenced and a thematic review of falls whilst waiting in North place
continues.

Additional information on pressure ulcers can be found within the
pressure ulcer slide.

Trust wide safety and incident reporting structures with
the use of a single Datix system across the Trust. This will
upgrade to the RLDatix hosted cloud version in January. .
to allow the capture and classification of contributory factors. * Short term benefits are anticipated to be a more modern
looking interface and longer-term benefits being the
embedding of a continued unified approach to incidents
and reporting and improved confidence in trend analysis | * Support for teams regarding the expectations for Duty of
and benchmarking.

the consistent application of incident grading, attribution and
incident reviews.

Discussion to support the consistent application of harm for
incidents of penile erosion as inconsistent grading could affect
trend analysis. Resources and advice are in place and displayed
across services at present.

Candour to support open and honest conversations

* Implementation of the Harm Review processes within a small
subset of services within Norfolk adults identified through
consideration of risk and waiting times.

* Engagement with staff to support the changes. 19




Areas of Concern: Emerging Themes from Patient Safety Incidents

Norfolk Adults / Children

Falls whilst on Waiting List

Thematic review in progress in North Place. Harm Review pilot
to be implemented across Norwich Place Community Therapy.
Pressure Ulcers

Pressure ulcers remain the largest contributor to moderate
and severe harm incidents. The 12-week Pressure Ulcer
Assurance and Recovery Programme has strengthened clinical
oversight, enhanced governance arrangements and informed
the redesign of Tissue Viability services. The Wound Care
Group is being reviewed and redesigned following the 12-
week pressure ulcer assurance exercise. New training is in
place and the roll out of the PURPOSE T model has been
completed.

End of Life Care

Delayed syringe driver initiation and use of repeated STAT
medication was noted as a key issue. A clinical and
safeguarding review has been completed, and a round table
discussion is planned with North Place, a new end of life policy
is being written and discussions around End of Life medication
management are underway with Pharmacy colleagues.
Additionally, the Trust has a working group which is reviewing
and implementing actions linked to the Fuller report.

Cross-Trust

Penile Erosion

Resources for advice and awareness are being displayed in
catheter clinics. Standardised degree of harm to be
established.

Agency Paediatric Assessment Services

This looked at incidents, complaints and concerns relating to
community paediatric services delivered through agency
arrangements over the last 12 months. Overall, the findings
show that while all reported incidents were assessed as low or
no harm, there were recurring themes that indicate
opportunities to strengthen governance, quality assurance
and oversight of subcontracted services.

Deferrals

Deferred community nursing visits are now recorded on datix
following a successful pilot. A new process is being developed
that will ensure patients are informed and involved in
decisions regarding the rescheduling, prioritisation or deferral
of visits, supporting safe, person-centre care.

NHS

East of England
Community Health and Care
NHS Trust

Bladder & Bowel

While there was evidence of good clinical practice once
significant deterioration was recognised, the review of four
incidents identified recurring missed opportunities for earlier
assessment, escalation and multidisciplinary intervention. The
consistency of themes across multiple cases indicates a need
for system-wide improvement to reduce the risk of future
avoidable harm associated with severe constipation and
faecal impaction.

GAS (Group A Streptococcus)/iGAS (Invasive Group A
Streptococcus) outbreak

Working with system partners and progressing principal
operational actions required including treatment, review of
household contacts, use of Personal Protective Equipment
(PPE) and Aseptic Non-Touch Technique (ANTT), cleaning of
equipment, environmental cleaning of sites, duty of candour.
Recording Incidents on Datix

Following the establishment of the new organisation, work is
underway to ensure consistency of reporting, such as uniform
reporting of Section 42 referrals, categorisation of pressure
ulcers and other wounds and mucous membrane lesions.
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Outcomes and Patient, and
Service Users domain overview

Delivering great health and care
services in our local communities L/_
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Outcomes & Patient & Service Users Metrics: Overview and analysis

Formal Complaints

Informal Complaints

Received Received
Aug | Sept | Total Aug | Sept Total
Ambulatory Care 5 9 14 9 6 15
Bedfordshire and Luton Adult 1 3 0 0 0
Bedfordshire and Luton Children 3 4 91 17 26
Cambridgeshire and Peterborough Children 2 3 6 8 14
Norfolk Adult 7 7 14 19| 22 41
Norfolk and Waveney Children 2 2 4 7 7 14
Support Services 0 0 0 1 1
Trustwide 20| 28| 48 50| 61 111

% of complaints reopened

0.00%

INHS|

East of England
Community Health and Care
NHS Trust
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Formal Complaints Received-East of Engalnd Community Health and Care NHS Trust starting 01/04/26
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Informal Complaints Received-East of Engalnd Community Health and Care NHS Trust starting 01/04/26
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Upper and lower process controls are not shown as there is not enough data for these to be accurately calculated.
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Outcomes & Patient & Service Users Metrics: Overview and analysis INHS

East of England

Formal Complaint Response Times August Sept Total Community Health and Care
NHS Trust

Number of complaints acknowledged within 3 working days 15/15 11/13 26/28 X i

. — . Our responsiveness to complaints:
Percentage of complaints acknowledged within 3 working days 100.00%| 84.62%| 92.86%
Number of standard complaint responses sent within a timeframe 3/11 2/11 5/22 Successfully recruited to a second Resolution and Complaints Manager post which will increase
capacity in the Team.
Percentage of standard complaint responses sent within a timeframe 27.27%| 18.18%| 22.73%
Number of complex complaint responses sent within the timeframe 2/4 112 3/6 Staff in services are being asked to draft complaint response letter where appropriate.

Percentage of complex complaint responses sent within the timeframe 50.00%| 50.00%| 50.00%

Average number of working days to respond to standard complaints 38.55 45.55 42.05
Average number of working days to respond to complex complaints 49.75 47.00 48.83

Understanding the subject of complaints: What are complainants telling us about their experience?

What is the data telling us? * In Bedfordshire and Luton Children’s Services parents are raising complaints about delays in
The most frequently occurring subjects of Formal Complaints are Communication and Information care being provided by Community Paediatrics and that clinical care was inadequate or

(17), Clinical Care (10) and Delays (8). insufficient.

In Informal Complaints the most frequently occurring subjects are Clinical Care (36), Communication | « The focus of complaints raised by service users in Norfolk Adult Services was clinical care in
and Information (24) and Delays (22). relation to District Nursing, Community Nursing and Therapy services and Inpatient Services.

Subjects of closed formal and informal complaints August and September 2026 . . .
+ In Norfolk and Waveney Children’s Services there were two complaints related to Speech and

Clinical Gare Language Therapy reports.
Communication and Information

Del
Staff .mnnj:: * Most complaints about Cambridgeshire and Peterborough Children’s Services were about

Administration Communication and Information and Delays, there were no themes in specific details of these.

Quality of Care
Systems Failure
Access to Medical Staff
Equipment |ssues
Other

Non-Clinical Care
Parking

Discharge Arrangements
Medication / Pharmacy
Access (General)
Dental Issues

Cleaning

Patient Charges

* In Dental Services there were no themes in the complaints.
* In MSK Services there were two complaints about being declined an MRI scan.
* There were no themes in the complaints relating to iCaSH Services.

* In Bedfordshire and Luton Adult Services there were no themes in complaints.

o
[4,]

10 15 20 25 30 35 40 45 50
mFormal 1 Informal 23




Outcomes & Patient & Service Users Metrics: Overview and analysis East of England

Community Health and Care
NHS Trust

Friends and Family Test Feedback %aizr};g:gd "/::;o;::rd res-::)t::;es FFT I;e:;zonse
Ambulatory Care 96.46% 1.33% 2174 5.42%
Bedfordshire and Luton Children 97.51% 1.50% 602| 2.31%
Bedfordshire and Luton Adult 99.10% 0.36% 553 7.49%
Cambridgeshire and Peterborough Children 97.64% 0.34% 296 1.51%
Norfolk and Waveney Children 90.32% 2.33% 958| 2.07%
Norfolk Adults 96.63% 1.50% 034 1.26%
Trustwide 96.27% 1.31% 4717 2.90% Respect and Dignity Feedback Score | 96.00%

Friends and Family Test

There were over 4,700 responses 1o the Friends and Family Test (FFT) questions in August and September 2026. Overall, 96.27% of service users said the service they received was good or very good
and 96% reported that they were treated with respect and dignity.

FFT response rate:

Contacts data on iHub shows distinct contacts and total contacts. Distinct contacts are now shown for the whole data period selected. A service user seen monthly for 12 months will be counted once in
the annual data rather than 12 times. It is reasonable to expect them to be offered the opportunity to provide feedback more than once during this time so for the purpose of providing an FFT repose rate
the maximum period we will look at distinct contacts over is one month. We can then use each monthly figure to get the six month/annual total.

Delivering great health and care

services in our local communities
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INHS
People Metrics: Overview and analysis East of England
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Sickness Sickness (in month)-EEC Trustwide starting 01/04/24

The 12-month cumulative rolling rate (August 2026 - 6.14%, September 2026 —6.00%)
remains above the Trust rolling target of 5.5%.

0.O
e Menthiv Teaharida rata far A idiet OO9E wac & NG and frr Cartarmhar 5098 wae & onod  60% . — e . - —r — = -— o o = L — - o

8.0%

. . ===~ — - — — = -.'b

Monthly Trustwide rate for August 2026 was 6.09% and for September 2026 was 6.20%| ©0% _a — = — — o0 —

50% Bgm = BT e m = : ..!.!'!.’; _____________
* The Trustwide sickness rate has 3.80% was attributed to long term sickness and 2.40 % , .,
short term sickness absence. Luton & Beds Adults had the highest sickness rate .
(7.76%) and Support Services the lowest (3.53%). The top reason Cold, Cough, Flu - —
Influenza; work continues to reduce those absences attributed to unknown/other —_—
reasons as much as possible. -

 RE3ARIAR S SR AR UEScSELiNEESREREED

« The Trust monthly sickness rate is above the April 2026 benchmark reported for NHS 285337538228 s5p 23853358885 8885232¢

Community Trusts (source: NHS Digital Workforce Statistics) which was 5.4 %. e Target Mean Sickness (in month)
== == Process limits - 30 ® special cause neither ® Special cause - concern

® Special cause - improvement

Stability-EEC Trustwide starting 01/04/24

N Stability
©

* The following chart shows the monthly stability rate (percentage of staff employed over

93.0%
- 1 year) — August 2026 — 91.04%, September 2026 — 90.96%, against the Trust target of
01.0% P o® PP S 87%. This compares favourably to a stability rate of 89.5% for NHS Community Provider
2 R S U ———— e e Trusts for all employees (source: NHS Digital Workforce Statistics, June 2026).
89.0% g :
8% o o ; = '.,-.-.-.- -.-.-.-" e =L & » Stability rates for the Trust are based on the permanent workforce (i.e.: those on a
8.9% - - fixed-term contract of less than one year are excluded).
86.0%
85.0%

I I I 3 I I 3 3 3 8 8 8§ 8 8 8 & § 8§ 8§ § 8 g &8 8 £ 8 B § 8

RESS 3202022 ER S 3C 2822 RETE34

Target Mean Stability
== = Process limits - 30 ® special cause neither ® Special cause - concern

® Special cause - improvement
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People Metrics: Overview and analysis

Appraisals

The following chart shows the percentage of available employees with a current (i.e.,
within last 12 months) appraisal date. Staff unavailable includes long term sickness,
maternity leaves, those suspended, on career breaks or on secondment. New starters
are given an appraisal date 12 months from date of commencement.

The Trust wide Appraisal rate for August 2026 — 89.61% and September 2026 — 89.86%,
is below target of 92% for 2026/27.

Support Services has the lowest rate (79.07%), Bedfordshire Childrens have the highest

INHS|

East of England
Community Health and Care

NHS Trust

Appraisal Compliance-EEC Trustwide starting 01/04/24

96.0%
94.0%

92 0%

90.0%

Lo

@
Pp——— s N
.._.. .'

88.0%

86.0%

84 0%
rate (96.18%). Employees, for whom a non-compliant date is held in ESR (Electronic -
RO
Staff Record), are sent a reminder and this will continue to be done on a regular basis. A3 S 3 3Ry s g o oag e 8 Mg O o0 @ e R e @ e
E > € 5 @ a g z @ £ 0 5 5 »2 E 5 2apg z Q@ E o0 5 5 x> E 3 2o
§§33§35838382285323883588822883323
Target Mean Appraisal Compliance
== == Process limits - 30 ® special cause neither ® Special cause - concern
® Special cause - improvement
Turnover-EEC Trustwide starting 01/04/24 Turnover

15.0%

14 0%

13.0%

12.0%

3 L]
11.0% ____________...._....._...__'__________
10.0% = 8
S S P S S-S P S ——
9.0% @
8.0% ®
g T Y T Y ¥ T T OT OO ON O OWon W N ownon wn N 0 © O O Ww O © © ©
N N N N NN N NN NN N NN NN NN AN NN NN NN NN NN N NN NN
= > £ 353 o a > O £ o L = 5 £ 3 D a §¢g 2 0 £ o kB = S>S C 353 D A
gﬂs—:;:cbgowmm‘“%g:?,:msommwm%g:?,:m
= 5 I w Z 0 S b = = = < o Z O 9 u = = = < »
Target Mean

Turnover

== == Process limits - 30 @ Special cause - concern

® special cause neither
@ Special cause - improvement

* The following chart shows monthly Turnover rates for the Trust which are based on the

“Permanent” workforce (i.e., those employed on a current Fixed Term Contract of less
than one year are excluded). Leavers for the following reasons are also excluded:
Voluntary Redundancies, end of a fixed-term contract, and employee transfers.

The Trust’s Rolling Year Turnover Rate is currently 8.39% (August 2026 — 8.48%,
September 2026 — 8.39%) compared to an annual average Leaver rate for Community

Provider Trusts of 12.6% (Source: NHS Digital Workforce Statistics — May 2026, based
on “all Leavers” and “total Workforce”).

Luton and Bedfordshire Adults currently has the highest Rolling Year turnover rate at
10.58%, with Norfolk Children’s having the lowest at 6.09%.
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Mandatory Training-EEC Trustwide starting 01/04/24
Mandatory Training AR @
98.0%
* The following chart shows monthly Mandatory Training rates for the Trust which are
BN T e T e e e e e e e e e e e e e e e = — — -
based on the “Permanent” workforce (i.e., those employed via Fixed Term Contracts, 9000 g%~ _ " liing
Bank , Internal Secondment and Permanent). Staff who are within their first 3 months of R R E S S e A I I & - ———
employment are excluded along with staff on sickness, maternity or paternal leave. e
90.0%
* The Trust wide mandatory training rate in August 2026 — 95.90%, September 2026 — -
95.79%, has reached target of 92% for 2026/27.
e ot - < < ot et st T < wn fe] (Te] [fel wn Te] wn o] Tel [Te} n wn (=] © o O [le} (=] © © [¢=]
* Employees, for whom a non-compliant date is held in ESR (Electronic Staff Record), are 58 §53338838 388285333883 8s8:82¢853¢%8¢g
contacted by the ESR/OLM Team and encouraged to complete their compliance Target Mean o— Mandatory Training
== == Process limits - 30 ® special cause neither ® Special cause - concern
@ Special cause -improvement
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Financial Performance — YTD September 2026

Headlines

Financial performance is broadly in line with plan - £1k favourable adverse variance
year to date.

ment of comprehensive income The forecast remains on track to deliver a breakeven position for the full year.
Income 177,596 178,775 1,179 372,026
Pay (126,982) | (130,247) | (3.265) | (268,390) Key points:
Non-Pay (52,155) | (50,512) 1,643 | (100,058) | « Unbudgeted spend of £1.2m YTD has been incurred on children's and young
Non-operating (2,233) (1,889) 344 (4,466} person’s Neurodevelopment Service long-wait initiative. Funding has been

unting surplus / (deficit) (3,774) | (3,873) (99) (s88) | confirmed for £0.8m in the Norfolk region only, with and additional £2.1 funding
Accounting performance adjustments 446 546 100 288 agreed for the remainder of the year.
Adjusted financial surplus / (deficit) (3,328) | (3,327) 1 0o

* Cost pressures remain of £1.2m YTD in Norfolk Adults (2.7%) driven by higher
staffing costs in community nursing teams, particularly in North Place (£0.4m).
Plan Actual Variance Delivery of efficiency savings remains a challenge, as spend is redirected to safe

Balance sheet
£'000 M

Operating cashflow

onthend Monthend Monthend

Plan
Full Year

staffing and demand (£0.5m).

* N&S ICB have approved £1.8m additional recurrent funding to support the existing

Cash atbank 48,070 31,382 (16,688) 45,666 i . | )

Number of months of operating cash cover 6.6 4.1 (2.5) 4.2 and planned increase in capacity of the Urgent Community Response (UCR)
team.

Capital expenditure ]

Total capital expenditure 2,408 3,678 1,270 13,805 ¢ Temporary staffing spend YTD was £4.5m (3.5% of total pay), £0.2m under
budget driven by bank spend to fill staff shortages.

BPPC

By Number 95.0% 92.7% -2.3% 95.0% * Cash cover remains within target at £31.4m and 4.1 weeks

By Value 95.0% 95.2% 0.2% 95.0%

Delivering great health and care

services in our local communities

* Capitalis £1m overspent to date, driven by project timing phasing, but is forecast
to be on plan by year end.
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East of England

Efficiency Focus — YTD September 2026 Community Health and Care

Monthly Forecast by Delivery Status Compared to the FPR Plan
£2,500 * The Trust’s efficiency plan for 2026/27 was £12.1m,
however additional cost pressures have resulted in

£2,000 this increasing to £15.5m.

£1,500 * Efficiency delivery is £4.7m year to date, £1.9m
ahead of plan. However, only 30% of the annual

£1.000 target has been delivered despite a half of the year
having passed, highlighting a back-loaded plan. We
are accelerating delivery to reduce this risk.
£500
* Of efficiencies delivered year to date, 57% are
Sep Oct Nov Dec Jan Feb Mar

£'000s

o
Apr  May  Jun  Jul  Aug recurrent. While this exceeds plan in absolute terms,
. . 0
mmm Fully Developed - In delivery mmm Fully Developed - delivery not yet started it remains below the 90% recurrent target'
mmm Plans In Progress Opportunity
—FPR Plan

Delivering great health and care
services in our local communities
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