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Executive Summary – H2 Planning Guidance 

H2 2021/22 Planning Guidance – Operational Performance Standards 

The H2 planning guidance covering the second half of 2021/22 includes a number of 
objectives or targets applicable to urgent and emergency care (UEC), planned care and 
cancer care. There is also a requirement to ensure health inequalities are considered within 
elective recovery plans. 
 
This report provides a summary of the current status of these measures and associated 
plans for delivery. 
 
Urgent & Emergency care 

1. Reduce the number and duration of ambulance to hospital handover delays 
within the system. – Keeping ambulances on the road is key to ensuring that 
patients needing an urgent 999 response are seen within national Ambulance 
Response Standards. 

In the last 12 months the Trust as a whole has seen to deteriorate in ambulance handover 
performance; particularly since June 2020, falling behind averages for breaches over 30 and 
60 minutes. The greatest focus is on 60 minute breaches. Proportionately, October has seen 
the lowest performance in the last 12 months with 79.4% of all patients being handed over to 
hospitals over an hour. In January performance fell slightly since November at 83.3%.  

 

Further Detail Feb 21 Mar 21 Apr 21 May 21 Jun 21 Jul 21 Aug 21 Sep 21 Oct 21 Nov 21 Dec 21 Jan 22

Av last 

12 

months

30 Minute 

Breaches (No.)
808 1012 933 1481 2025 2077 2101 2101 2265 2028 1868 1984 1724

60 Minute 

Breaches (No.)
379 346 517 713 1429 1582 1776 1493 2080 1623 1358 1400 1225

30-60 Minute 

Breaches (No.)
429 666 416 768 596 495 325 608 185 405 510 584 499

Arrival to 

handover ≤ 30 

min

91.8% 91.0% 92.0% 87.6% 82.9% 81.5% 80.0% 79.4% 77.6% 78.3% 80.3% 76.3%

Arrival to 

handover ≤ 60 

min

96.2% 96.9% 95.6% 94.0% 87.9% 85.9% 83.1% 85.4% 79.4% 82.6% 85.7% 83.3%

UHB Trust
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Following the recent NHSE/I letter to all Chief Executives and Trusts; systems are now 
required to take immediate action in order to eliminate ambulance handover delays due to 
increasing concerns around delays causing patient harm.  

At UHB, extensive access delays to A&E and also assessment areas have had significant 
impact on ambulance handover waiting times.  

A number of plans as outlined below are anticipated to help support delivery of this target. 
This will be tracked via monthly CEAG and BoD meetings providing an update on progress 
made on each of the plans. 

 ‘Front door’ redesign with new distribution model 

 Right to reside – to reduce length of stays and maximise baseline bed capacity 

 Ward expansion project – 7 additional wards across the Trust to support flow from 
acute areas to wards 

 

2. Eliminate 12-hour waits in EDs. – Flow out of EDs ensures that expert clinical 
resource can be directed to those most in need. 

As a result of unprecedented pressure across all the Emergency Departments due to covid 
and the emergence of the new Omicron variant, pressure within each hospital site due to 
high inpatient occupancy levels, added to the delays in transferring patients into assessment 
and ward areas. The number of 12 hour waits in the last 12 months is shown below. 
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60 Minute Breaches (No.) Average 60 min breaches

12 hr breaches
Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22

GHH 0 4 1 0 1 18 5 23 65 52 103 121

BHH 3 0 0 1 0 2 7 15 25 105 22 119

QEHB 3 1 0 1 1 5 3 9 6 4 9 41

Total 6 5 1 2 2 25 15 47 96 161 134 281
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The number of 12 hour breaches has risen substantially over the last 12 months as a result 
of the challenges faced as described above. The below table shows the reasons for 12 hour 
breaches in the last 12 months.  

 

To help support delivery of indicators 1 and 2, the Emergency Pathway Redesign 
Programme now has an established project team. The programme is subdivided into the 
below 3 work streams: 

 Hospital Streaming Service 

 Primary Care Streaming  

 Same Day Emergency Care (SDEC) enhancement 
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12 hour waits

GHH
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Total

Breach Reason Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Grand Total

Admit to Acute ward at UHB 1 2 6 4 68 25 158 264

Discharge to ward (procedure) 2 1 1 20 6 32 79 81 98 112 438

Emergency department discharge to 

coronary care unit (procedure)
1 1 2 4

Emergency department discharge to 

high dependency unit (procedure)
1 1

Emergency department discharge to 

intensive care unit (procedure)
1 1 1 1 4

Patient transfer, to another health 

care facility (procedure)
1 3 1 1 4 5 4 9 7 4 6 46

Transfer to another hospital 3 1 1 1 4 1 3 2 4 6 2 29

Grand Total 6 5 1 2 2 29 15 47 95 161 134 281 786
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The below objectives are the High Level Deliverables which have been shared with system 

colleagues. Objectives and milestones for each of the projects within the work streams are 

currently being worked through.  

Hospital Streaming Services 

 
 Set up a dedicated hospital streaming service on each site (QEHB, BHH, GHH) that 

ensures patients are appropriately directed to correct care at their first Point of 
Contact.  

BHH streaming service went live 13 December 2021. Go live date for GHH planned 
for 10 January 2022 and location of the services on this site is planned to run via ED.  

QEH is undertaking a "Pit Stop" streaming model to review and stream patients both 
from the ambulance and walk-in services. 

 Workforce support plans continue to take place. Job descriptions have been 
completed and signed off for Practitioners for ambulance and walk-in areas.  

 Review of space continues with the likelihood of utilising current ED space at both 
QEH and GHH sites. 

 Review and assessment work on patient experience and staff wellbeing continues. 
Project Managers working with Organisational Development and patient experience 
team in drafting patient experience surveys.  

 Data is monitored to review changes in admission to assessment areas from ED. 

 
Primary Care Streaming Service 

 
 Decongest A&E by re-routing patients to appropriate GP services.    

 Ensure capacity provided by primary care is maximized. 

 Services now embedded with focus now on driving referral and utilisation rates.   

 
SDEC Enhancement 

 
 Facilitate increase in SDEC referrals direct from ED, WMAS and GP’s.   

 Reduce admissions of less than 24 hours from ED. 

 Project stream meetings continue to take place weekly.  

 A number of plans being worked through with the aim to generate activity earlier in 
the day to allow better management of service. Pathways identified as focus for 
SDEC.  

 On average this service should allow 50 patients to be diverted away from ED daily 
at each site. 
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 Space and workforce bids have been submitted to the regional team and the Trust is 
awaiting the results of the bidding process.  

 

3. Ensure safe and timely discharge of those patients without clinical criteria to 
reside in an acute hospital, especially individuals on Pathway 0. – This should 
be done in partnership with system colleagues, including community and social care, 
to ensure a focus on pathway 1-3 discharges. 

Pathway 0 makes up 72% of all patients that within the organisation, which sit outside of the 
complex discharges. The 18% of patients made up by pathway 1-3 patients are managed by 
Division 7 – Out of Hospital Services.  

Work on this measure has recently commenced in the last week, relating to the ‘Right to 

reside’ criteria. Further updates on the milestones of this project will be agreed in the next 

few coming weeks, but the below objectives outlines the aims of the project.  

 Pulling data from PIC’s to provide clinicians with a list of patients without clinical 
criteria to reside in hospital.  

 Reduce the number of patients on pathway 0 and 1A without clinical criteria to reside 
in hospital. 

 
Plans also in place to utilise historical discharge KPIs to improve timeliness of discharges 
and improve flow to meet above indicators. These are: 

 10 discharges per site by 1000hrs 

 30% of discharges by 1300hrs 

 80% of discharges by 1700hrs 

 90% of discharges by 1800hrs 

 10% of 1800-0800hrs  

Other plans include: 

 The Trust sees value in raising the profile of the OPAL/Community Rapid 
Response/WMAS as they feel at present this is underutilised. 

 The Trust is planning to put in place additional capacity for winter by refurbishing 
three decommissioned wards. The Trust is seeing this as an opportunity to improve 
the length of stay position, particularly around 21 and 14 days. 

Right to Reside 

A report to show discharges in relation to the right to reside criteria has been developed. The 
below graph displays a gradual reduction in the total number of patients no longer meeting 
the right to reside criteria since the start of the year with the number of patients not 
discharged also decreasing. However, the numbers have very slightly started to increase 
since the start of February.  
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RTT 

4. Eliminate waits of over 104 weeks by March 2022 except where patients choose 
to wait longer. – (‘P5’ and ‘P6’ patients). 

As of week beginning 17 January, 2,469 patients were waiting over 104 weeks (2 years). 
302 (P5 and P6) of the 2,469 patients fall under the ‘patient choice delays’ category, leaving 
2,194 patients, of which 1,393 are outpatients and 801 inpatients (reduction from 914 
beginning of the month). The below recovery trajectory demonstrates the direction of travel 
in line plans to reduce the backlog: 

 

Improvement interventions: 

 Divisions continue to identify additional outpatient capacity. 

 Pathway management phase 1 and 2 completed. 
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 Increasing use of independent sector providers. 

 Outsourcing a significant proportion of backlog of all suitable cases.     

 Continuous review of risks to minimise waits at the end of the financial year to lowest 
as possible  

The backlog position is forecasted to reach to 5,833 by the end of March (a reduction of 
around c900 since the beginning of the month and c6500 since October). Whilst a number of 
plans are being worked through on an on-going basis to reduce the backlog to minimum as 
possible, there remains a residual cohort of patients unable to be allocated within internal 
elective capacity. Procedures have been risks assessed and the Trust continue to review 
options to include support from the wider system and mutual aid arrangements.  

 

5. Hold or where possible reduce the number of patients waiting over 52 weeks. – 
NHSE will work with systems and providers to agree individual trajectories though the 
planning process. 

A number of plans are underway to stabilise and where possible reduce the number of 
patients waiting over 52 weeks. These include: 

 Expansion of the insourcing support for RTT validation from MBI following 
discussions with regional and national colleagues. Expected to deliver circa 30,000 
additional validations on top of the original 80,000 contracted. This will enable all 
records that will breach 40 weeks by March-22 to be validated.  

 Insourcing support to also include training and error prevention resource looking at 
reducing DQ user error in real time.  

 Continuation of ‘Pathway Management’ processes, initially contacting patients via Dr 
Doctor quick question functionality. 

 Oversight via the Elective Scheduled Care Board reviewing Outpatients, booking, 
theatres, performance monitoring and validation. 

Continuation of assurance arrangements and actions that underpin the 2yr waits reduction 
efforts. 
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6. Stabilise waiting lists around the level seen at the end of September 2021.  

The above actions will help to support recovery of elective care and reduce the total waiting 
list size down as much as possible.  

Outpatients 

7. A minimum of 12 advice and guidance requests should be delivered per 100 
outpatient first attendances by March 2022. – All systems are asked to 
demonstrate monthly increases in referral optimisation, with assessments to monitor 
the impact on avoiding referrals, and on improving patient experience and outcomes.    

The Trust has continued to deliver this target, remaining above the level required in H1. At 
month 9, the rate of activity stands at 36 advice and guidance referrals delivered against a 
100 outpatient first attendances. The table below demonstrates this continuous 
achievement. 
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8. 1.5% of all outpatient attendances to be discharged to Patient Initiated Follow 
Up (PIFU) pathways by December 2021, and 2% by March 2022. – All providers 
are asked to increase the proportion of outpatient attendances they move to PIFU 
month-on month, evidenced through returns to the Elective Recovery Outpatient 
collection (EROC) dataset.  

In January 2022, 941 of all outpatient attendances were discharged to PIFU. This is 0.8% of 
all outpatient attendances. The below specialties have discharged to PIFU: 

 

A report is being developed to enable monitoring and reporting of this indicator. 

9. Grow remote outpatient attendances where clinically appropriate with an 
overall share of at least 25%. 

Overall remote outpatient activity has continued to be delivered just above target as outlined 

shown in the below table. The trust is keen to maintain a significant proportion of outpatients 

as remote where clinically appropriate and meets patient choice. Expansion of usage of 

video solution is being promoted for use where appropriate. 

0

5

10

15

20

25

30

35

40

45

1 2 3 4 5 6 7 8 9

R
at

io
 p

e
r 

1
0

0

Month

A&G requests per 100 Outpatient First Attendances

Ratio per 100 Target

Treatment code Specialty Value

110 Trauma & Orthopaedics 1

330 Dermatology 25

330 Dermatology 3

330 Dermatology 160

650 Physiotherapy 262

650 Physiotherapy 1

650 Physiotherapy 489

941Total



Appendix 2 

 

 

 

 

Cancer 

10. Return the number of people waiting for longer than 62 days to the level we 
saw in February 2020. – (Based on the overall national average) by March 2022. 

A cancer backlog recovery trajectory has been submitted as part of the cancer recovery 
planning. The direction of travel is based on expected backlog reduction/growth over the 
winter months in comparison to the backlog position over the same time period in the year 
2020.  Current 62 day backlog position around 1,500 in comparison to pre-covid levels which 
was around 500. The Trust aims to reduce the backlog to around 800 by March 22 and is 
currently on track with predicted 62 day backlog trajectory. However, risks associated with 
delivery relate to the pressure placed in eliminating 104 week waits by the same time period. 
The 62 day backlog trajectory was formulated prior to the introduction of the 104 weeks 
target. Following the push to achieve zero 104 weeks wait by the end of the financial year, 
there is an additional challenge placed on achievement of the 62 day target against the 
planned trajectory, particularly in relation to capacity constraints.     

Month Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22

Remote % 36% 34% 32% 31% 29% 30% 29% 28% 28% 29%
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To support delivery the Trust are looking at plans in relation to the below areas: 

 Diagnostics – faster diagnosis and greater capacity 

 Theatres – greater utilisation with capacity expansion 

 ITU/EPOC – to increase elective activity 

 

11. Meet the Faster Diagnosis Standard (FDS) from Q3.   

The FDS standard is for 75% of all suspected cancer patients to have cancer ruled out or 
diagnosed within 28 days of referral for diagnostic testing. The table below demonstrates the 
percentage of patients seen within 28 days against the total activity recorded. This shows 
that data completeness has improved month on month with highest performance seen in 
November 2021. 

 

Performance is now reported nationally and the Trust are meeting the 80% standard for data 
completeness as shown in the above table. Plans to increase this further are working with 
challenged areas (Urology, Gynaecology, and Colorectal) to improve the availability of 
evidence that patients have been informed of cancer diagnosis. 

Compliance to the 75% being informed by day 28 is reliant on our ability to see and 
diagnose within 28 days.  Current capacity issues around our 2WW means performance of 
this standard is anticipated to remain at 60% for some time. 

December performance shows compliance of 60% against the 28 day standard. 
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Health inequalities 

The H2 planning guidance conveys the importance of incorporating health inequality data as 

part of the elective recovery plans. Work is underway to address health inequalities whilst 

reducing long waits and prioritising patients with the highest needs in relation to IMD (Index 

Multiple Deprivation) scores in the Birmingham and Solihull (BSol) area and also ethnic 

minorities with lack of access to health care.  

As at 3 February 2022, 40% of the patients waiting over 104 weeks fall under IMD 1: 

 

Total FDS 

Recorded

Total FDS 

Achieved

2WW Seen in 

Month

Faster 

Diagnosis 

Achieved

% Data 

Completeness

Breast 740 617 755 83% 98%

Breast Symptomatic 53 22 51 42% 104%

Colorectal 262 57 409 22% 64%

CUP 755

Gynaecology 264 162 384 61% 69%

Haematology 31 13 62 42% 50%

Head and Neck 217 149 322 69% 67%

Lung 39 22 35 56% 111%

Other 17 10 31 59% 55%

Sarcoma 755

Skin 625 376 611 60% 102%

Upper GI 280 156 315 56% 89%

Urology 269 84 465 31% 58%

Total 2797 1668 4950 60% 82%
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Breakdown of IMD 1 into ethnic category is shown below: 

 

 

  

Asian or Asian British 22.5%

Black, Black British, Caribbean or African 6.8%

Mixed ethnic groups 2.0%

Other ethnic group 4.1%

Unknown / not stated 23.5%

White 41.2%
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