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Executive Summary 

This paper to the Trust Board provides an update on the alignment between the work of the KPO 
Team to embed and progress the Transforming Care Production System work, and help deliver the 
organisational strategy.   

The Transforming Care Production System, a combination of lean tools and methodology, a world 
class management approach to leadership and lean thinking, when applied consistently accelerates an 
organisations ability to improve the value of the work they do and drives up quality. 

The experience of Virginia Mason Institute and others that have implemented this approach, 
demonstrates very clearly this requires long term commitment, energy to maintain standard work, 
and consistent focus on the results of the solutions and improvements. 

The ongoing programme of work is a combination of 8 value streams; the coaching of our Lean 
Leaders to maximise their knowledge to maintain and develop their improvements.  Further training 
of those responsible for daily management to ensure that the TCPS methodology is a fundamental 
element of the way we manage, lead and improve our work here at SaTH.   

The progress of the value streams are demonstrated more fully in Appendix 1: SaTH’s monthly report 
(March 2019) to the Transformational Guiding Board. 

The planned 3P (production, preparation and process) workshop was held in March 2019, and 
included 50 of our staff participating for the week, and an additional 40 staff contributing over the 2 
open door sessions, and 300 of our staff attending to hear the report out from the team.  The VMI, 
KPO and SSP teams all concluded that this was a most successful event, increasing the engagement of 
our staff, and creating new ideas to help produce a plan for the configuration of our sites post 
FutureFit. 

The outputs from our 3P will now be included into the programme of work for the SSP team and will 
be shared at the Sustainability Committee to ensure appropriate consideration of our colleagues 
views continue to be incorporated into the outline business case and the full business case. There is 
an opportunity for further support from VMI to apply lean thinking to the next phase of the FBC 
development.  

An update of the continued work of the Standard Work Value Stream is included in Appendix 2, and 
the next focus of their work includes increasing the capability of those producing production boards 
and peoplelink boards, in order to maintain the focus of the improvements, including a 2-day reduced 
length of stay, pre 12 discharge and nurse support on ward rounds.  



Also of note this month is our sensei visit from Melissa Lin (Transformational Sensei) who had the 
opportunity to look how TCPS was being used in our improvement work to address concerns of the 
CQC.  A kaizen (improvement plan) is being developed to ensure alignment with value stream work, 
kaizen work and improvement work to address CQC concerns. Her feedback suggests that there is 
additional opportunity for our lean leaders to sue and coach others to use the methodology to 
explore root causes, implement improvements and measure the impact.  

This month our KPO Lead, Cathy Smith, leaves the organisation to join the STP on a part time basis, 
following her appointment to the new   Programme Manager (improvement) role within the STP. 

Recruitment is underway to appoint a new KPO Lead to take forward this important work.  It should 
be noted that there will be a period of reduced capacity within the KPO Team. 
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Main Paper

Situation 

The Guiding Team chaired by the CEO received a report on the progress of the 8 value streams, and 
offers his support and guidance to accelerate the work.  This paper and the appendices describe that 
progress to date and highlights the challenges facing the value streams.   

The current value streams are: 

VS#1: Standard Work Care Group owned (formerly Corporate Respiratory Discharge Value Stream) 
VS#2: Sepsis 
VS#3: Recruitment 
VS#4: OPD Ophthalmology 
VS#5: Patient Safety 
VS#6: Emergency Department 
VS#7: Radiology 
VS#8: Surgical Pathway 

The focus this month is particularly on Value Stream #7 (Radiology) and Value Stream #8 (Surgical 
Pathway). 

Background 

Value Stream #7 (Radiology) 
The goal was set to reduce the time taken to diagnose cancer in colorectal patients referred to SaTH 
and improve the quality of experience for our patients and staff in that process.  The value stream 
sponsor team, led by Julia Clarke, Executive Sponsor, has now overseen three Rapid Process 
Improvement Weeks (RPIWs).   

This work has led to a reduction of over 10 days from when a patients CT scan is requested, to when a 
patient has received their CT results.  This has been enabled by a reduction in the time taken to report 
CT scans and also improvement to the process of receiving results.  The increased confidence in the 
process of reporting CT scans and reliability of the time taken to complete the review and reporting of 
the CT scan, has allowed the team to identify more appropriately those urgent requests for a CT scan 
whilst still maintaining a consistent and reliable reporting pathways for those outside the 2-week 
pathway.  This is allowing those patients with high suspicion of cancer to be prioritised. 

Of particular importance is the continued reduction of time taken to provide our patients with the 
results of their scan, and therefore either reassure them that they do not have a cancer, or ensure 
they have a timely referral to the next step of their diagnosis and treatment. 

The team are now preparing for another RPIW to review the process for multi-disciplinary team 
review of those patients suspected to have a colorectal cancer.  Again, as we have seen with the 
previous workshops, the engagement from the value stream sponsor team, and the wider team is 
allowing rapid learning, but also rapid roll out of the improvements across the radiology team, 
supporting improvements to all patients receiving this service at SaTH.   

We are once again grateful to our patients who not only attend value stream sponsor team meetings, 
to ensure that we remain patient focussed in our improvement methodology, but also participate in 
the improvement events.   



Value Stream #8 (Surgical Pathway) 
The surgical pathway value stream strives to improve safety and efficiency.  This is from the 
perspective of a patient and the boundaries are from when I [the patient] am listed for an operation, 
to my operation is complete and I am transferred back to the ward.  This work is supported by a value 
stream team, led by Nigel Lee, Executive Sponsor.   

To date the team have overseen three Rapid Process Improvement Weeks (RPIWs) and are 
developing the lean capability of their team and are planning a kaizen event to improve the process 
for patients needing consent for intervention or an operation.  

It remains early in the improvement journey but already improvement is seen by a reduction in the 
number of operations cancelled on the day of admission for patients.  The work is increasing the 
engagement of our clinical and non-clinical teams in the work, and this is greatly supported by the 
Executive Genba Rounds undertaken by Nigel Lee and other Senior Leaders.   

There is now a focus to align the considerable improvement work planned for theatres and the 
surgical pathway through the wider improvement plan to address concerns raised in the CQC report, 
to increase utilisation and efficiency through the consultancy team, Four Eyes.  There will be an 
increasing need to take business intelligence from GIRFT, Model Hospital and the Four Eyes analysis 
into the value stream activity to ensure the work is aligned and the teams have the capacity to deliver 
against all of the improvement expectations. 

Risks: 
The risks remain as: 

• The capacity of the care groups to deliver all improve work  

• Delay the consent kaizen event to ensure availability of clinical teams and capacity to undertake 
observations and preparation of the people 

• Focus will be required to ensure there is sufficient capability and ability to use the methodology 
and embed the improvements following the workshops. 

• Focus is needed to ensure leaders are released to complete the lean leader programme and to 
use the methodology in their work. 

Respiratory Discharge Standard Work Value Stream #1 
The standard work approach continues to demonstrate the power of the TCPS approach and 
methodology.  It highlights the time needed to embed new processes and the focus and time to 
support staff to deliver their work in a standardised and consistent way.  As seen in Appendix 2, 
progress is being made; the 2-day length of stay reduction on the RSH site has been maintained and 
despite some improvement at PRH, there remains further opportunity to embed and reap the 
equivalent efficiency and improved experience for patients on the PRH site. 

Following the success of ward managers to embed and maximise the potential of a production board 
to help them track actions, highlight trends and put in remedial work to ensure a consistent delivery 
of performance, they now move their attention to the peoplelink board which provides an 
opportunity to give an overview and strategic direction to the work, helping to join the dots from the 
organisational objectives to the work within each of the departments. 

The Virginia Mason Institute have requested permission to write the work up as a case study, 
demonstrating the importance of maintaining a consistent and focused approach over a significant 
length of time.   



Risks: 
The data shows the risk of relying on a small number of people to undertake Lean for Leaders and the 
impact of changes in the workforce.  Our ward managers are key to the embedding and maintenance 
of the standard work, and when there are gaps created by vacancies this shows a direct impact on the 
results.  Work should be undertaken now to ensure a minimum of 3 lean for leaders on each of the 
wards.   

Value Stream #2 (Sepsis Pathway) 
Key achievements include the growing number of sepsis champions and their focus on embedding 
standard approach to recognising and treating sepsis.  The continued ownership of colleagues to 
regularly undertaken genba walks are supporting our staff to maintain the standard work needed to 
identify and treat sepsis.   

The agreement to appoint a Sepsis Nurse to continue and main stream this work. 

Risks: 
Relying on a single or small number of sepsis champions in any one ward or area will inevitably lead to 
gaps when vacancies occur.  Succession planning and wider knowledge of the process needs to be 
built into standard work.  The appointment of a Sepsis Nurse may lead to a lack of focus from others 
who feel less responsible for the work.  A continued collective responsibility for the delivery of 
appropriate care for our patients suspected of developing sepsis needs to be maintained.   

Assessment

The overall assessment would be that persistence is revealing results across all of the value streams 
and where those measurements and results deviated from the expected improvement, our 
methodology provides the tools to dig deeper into the root causes using 5 whys or fishbone analysis 
to identify the next piece of improvement work, whether that be via a shorter kaizen event, or full 
RPIW, or whether in fact, the daily management aspect of doubling our attention to the standard 
work, the following of agreed process pathways, and looking for ways to improve further on a daily 
basis, helps us to maintain those improvements. 

4 charts from  

A wider impact of the work is that through the new Engagement and Enablement Group, the team 
have been looking how the TCPS methodology can help; the peoplelink conversation film has been 
undertaken by the Pharmacy Team and is available on the SaTH intranet to support our staff, 



maximising the opportunity of a peoplelink board and the conversation that is held around the data 
on that board, helping to join the dots between our organisational objectives and the work of 
everyone in that particular department. 

Standard work rolled out from the respiratory value stream across all wards continues to deliver a 
better experience for our patients but also provides a framework for our other value streams to 
transfer their work into operational everyday ways of delivering and improving the standard of care 
and process within the Trust.   

The depth of training and engagement in TCPS continues, seeing our first two secondments to the 
KPO Team from our Procurement Team.  Our first apprentice is in post, and recruitment is underway 
for our first Clinical Fellow. 

The breadth of training has now covered 4000 of our staff in at least a 30 minute introduction with 
1000 of our staff able to deploy the methodology.  5S and Lean for Leaders training remains popular 
and our staff and patients continue to be engaged in the workshops and wider work, this being 
demonstrated by 50 of our staff, the majority of which were senior medical staff, being involved in a 
week long 3P workshop to shape the future configuration of our services. 

The risks to the work come mainly from the capacity and capability to use the Transforming Care 
Production System in everyday operational work.  This is growing, and there is a huge appetite to be 
involved in the work, the Board need to be aware of the conflicting priorities that can occur through 
our workforce challenges, and our often culture of crisis management. 

Recommendation 

The Trust Board are asked: 

• To note the success of the 3P event, both to engage a large number of staff in optimising the 
use of our estate to provide appropriate clinical adjacencies following the reconfiguration of 
our services, but also in helping to progress the information needed to produce the outline 
business case and full business case. 

• To note the continued work of the value streams, and the value stream sponsor teams, and 
their intention to transfer and operationalise much of the work into every day normal 
business. 

• To ensure there is KPO and leadership capability and capacity to deploy the Transforming Care 
Production System at every opportunity through the work of the Trust. 

• To note there will be a vacancy within the KPO Team (KPO Lead) which will in the short term 
impact on the capacity of the team. 

• To note the forthcoming National Sharing Event which will be hosted by SaTH on Wednesday 26 
June 2019, and the encouragement for the Trust board to be in attendance 

• To note that SaTH’s Healthcare Procurement Service are finalists for the Procurement / Initiative 
of the Year Category, HSJ Finance Value Awards 2019.  This is in recognition of the 
Procurement Teams Lean Methodology Journey. 
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SaTH Headlines 

KEY ACHIEVEMENTS 

SAFETY – Persistence is revealing results  WIDER IMPACT 
 • A new engagement and enablement group to support 

staff to further engage with Trust work has been 
established and is looking to the TCPS methodology to 
help. A people link conversation has been filmed and 
development of the Every day Ideas form is in 
progress.  

• Standard work from rolled out from the respiratory 
value stream across all wards continues to deliver a 
reduction in length of stay and reduced stranded 
patients 

DEPTH OF TRAINING AND ENGAGEMENT TRUST WIDE IMPROVEMENTS 

• Two secondments commenced with the KPO team 
• First apprentice post in the KPO team  filled  
• Breadth of training  - now over 4000 trained and 1000 

plus using the TCPS to improve patient care and staff 
experience  

• 5S and Lean for leaders remains popular 
• Patients engaged in workshops and wider work  
• Value stream work now commenced to support 

medical recruitment and Lung cancer care 
 

• 3P workshop with 50 staff representing their 
departments have been engaged in using VMPS 
methodology to decide the best clinical adjacencies to 
support improved patient care and performance post 
reconfiguration  



SaTH 3P Event 

50 staff from across the Trust attended the week-
long 3P event 
 
Guiding Principles for the 3P Event:  
Model design to maximise clinical adjacencies, 
workforce adjacencies  and demand in line with 
the SSP Clinical model  
 
3P Targets:  

Reduce, as a result of bed unavailability, the 
frequency of SaTH cancelling planned 
operations by 98% 
Reduce the potential for breaches in 4-hour 
ED targets to 5% 
Reduce the waiting  to access a clinical review 
in  ED ensuring 95% of patients are seen 
within 4 hours 
Reduce the lead time, (waiting/assessment 
and treatment) for patients attending an 
urgent treatment Centre UTC to under 2 hours 

 
 



Value Stream #1 – Respiratory Discharge 
  

Highlight report Value Stream 1 
• Significant, consistent additional spells accommodated within the two respiratory wards 
• Consistent reduction of average length of stay (2 day reduction) 
• Spread achieved and sustained across both respiratory wards 
• Transition of Value Stream to Care Group demonstrated in TPR metrics 
• First RPIW requested by Care Group which was criteria led discharge successful  
• Lead time target has been met with a reduction of over 40 hours 
• Standard work has been implemented, including 4pm huddles, board rounds and ward 

rounds 
• Visual controls to aid timely provision of medication, discharge summary and handovers 

are supporting the process 
• Continued measurement and report out will be received via Care Group Board and the 

Transforming Care stand ups 
• We acknowledge and thank the original VSST for their tenacity and achievements 
• This value stream has been transferred to the Care Groups and is now known as the 

Care Group Standard Work Value Stream  
• The original metrics have been simplified and are now measured across the Trust 



Value Stream 1: Respiratory Discharge 
 
 

Progress 
30,60,90 + 

days 

Plan for roll out (post 90 days) 

RPIW #1: 07 Mar 2016 Front Door: Diagnosis of Respiratory Condition Closed Kaizen event on AMU held for further 
improvement outcome new policy re bed use 

RPIW #2: 20 June 2016 Internal Discharge Planning. Closed Kaizen event for FFA requirements used to 
develop this work  

RPIW #3: 10 Oct 2016 Ward Round Closed Linked to safer work 

RPIW #4: 23 Jan 2017 Handover Closed Afternoon (4pm) board round huddle being 
spread as standard work 

RPIW #5: 3 April 2017 Board Round Closed Being developed into standard work  

RPIW #6: 25 Sept 2017 Patient discharge from Ward 90 days Kaizen event on stroke ward used to spread 
approach 

RPIW #7: 5 March 2018 

(Care group led) 

Criteria Led Discharge 90 days PDSA commenced on additional wards 

RPIW #8: Nov 2018 Complex Discharge 90-days 

Supporting RPIWs/Kaizen Events for Value Stream 1 

 
• 13 different quality improvements made and sustained to the respiratory discharge process 
• 11 quality improvements implemented within Ward 9 (Respiratory, PRH), 10 quality improvements implemented within AMU, 

PRH.  Focus now on AMU, PRH and Ward 27 at RSH 
• 32  non value adding hours removed from respiratory discharge process (per patient) 
• 1357 clinical steps removed from the respiratory discharge process  (per patient)  
• Implementation very much supported by Lean Leaders on 3 out of 4 genbas, including ward managers, matrons,  respiratory 

Consultants 
• Average length of stay reduced by 2 days (30% reduction) and 6% increase in spells 

Major improvements/benefits:  Date of last update: March 2019 



Value Stream #2 – Sepsis 
Data metrics: March 2019 
Exec sponsor: Edwin Borman 
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Value Stream #2 – Sepsis – A3 
 



Value Stream #2 – Sepsis – A3 
 



Value Stream #2 – Sepsis Pathway 

Highlight report Value Stream 2 
• Learning  
• Discussion with behaviour intelligence team (NHSI) helpful with approach to spread  
o RPIW held to bring all elements of the pathway together and support drawing this work in 

to a standard pathway  

• Link to strategy and goals  
o Morale Metric 1 tracking staff engagement, supporting Trust OD work 
o Quality Metric 1 supporting wider Trust objective to achieve overall CQUIN 

• Key improvements on quality, safety and finance 
o Creation of eLearning Workbook for all Trust staff. 800 staff completed in first two weeks 
o Delivery of Sepsis Bundle in test areas down to 30mins 
o Roll out of Sepsis Trolley continuing across all Emergency access areas 
o Roll out of Sepsis Boxes across the Trust 
o Sepsis education programme delivered by the Critical Care Outreach Team 

• Risks or challenges 
o Operational ownership of Sepsis as a work programme 
o Fluctuating mortality figures due to small numbers and variance in measurements 
o Speed of spread required versus maintaining methodology  



Value Stream 2: Sepsis 
 

Progress 
30,60,90  

Plan for roll out (post 90 days) 

RPIW #1: 25 April 2016 Recognition and screening of Sepsis Closed Roll Out 

RPIW #2: 08 Aug 2016 Delivery of Sepsis Bundle Closed Roll Out 

RPIW #3: 5 Dec 2016 Inpatient Diagnosis of Sepsis Closed Roll Out 

RPIW #4: 08 May 2017 Blood Sample Turnaround Closed Roll Out 

RPIW #5: 19 March 2018 Developing guidance for Sepsis Closed Roll Out 

Supporting RPIWs/Kaizen Events for Value Stream 2  

 
 
• 12 quality improvements made within the sepsis pathway including use of screening tools, Sepsis trolley, 

reduction in late observations and blood culture processing 
• 11 ½ hours of non value adding time removed from screening for sepsis , diagnosis of sepsis and delivery of 

sepsis bundle pathway (single patient pathways) 
• 968 steps no longer required to collect equipment and collect/deliver blood culture samples (single patient 

episodes) 
• Sepsis Trolley rolled out to AMU, Emergency Departments at RSH and PRH  
• Sepsis Box rolled out across the Trust 
• Development of over 30 sepsis champions 
• 1000+ staff completed sepsis learning e-book 

Major improvements/benefits:  Date of last update: March 2019 



Value Stream #3 – Medical Recruitment 
Data metrics: March 2019 
Exec sponsor: Victoria Maher 
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Value Stream #3 – Medical Recruitment – A3 
 



Value Stream #3 – Medical Recruitment – A3 
 



Value Stream #3 – Medical Recruitment 
 

Highlight report Value Stream 3 
• Value Stream Development Day held in February 2019 and a 

programme of improvement work focusing on Medical 
Recruitment has been made; first RPIW scheduled for June 2019 
and will focus on job descriptions for medical vacancies 
 

• Reduction in lead time (From when a vacancy is advertised, To the 
applicant starts with the Trust) sustained at 67 days. 

• Decrease in number of applicants per vacancy. This prompted the 
scope for RPIW #4 to focus on the candidate experience.  New 
starter information created. 

• Introduction of TRAC system, making progress transparent and aid 
data collection 

• Roll out of ward web pages through RPIW process 
 



Value Stream 3: Recruitment 
 

Progress 
30,60,90 

Plan for roll out 

RPIW #1: 21 Nov 2016 Pre-Employment Checks Closed Roll Out 

RPIW #2: 06 Feb 2017 Preparation and Logistics for Vacancy Approval   Closed Roll Out 

RPIW #3: 12 June 2017 Advert to Interview Closed Roll Out 

RPIW #4: 2 Oct 2017 Contact with Candidate Closed Roll Out 

RPIW #5: 29 Jan 2018 Departmental preparation for 1st day Closed Roll Out 

RPIW #6: 23 April 2018 Advert to Interview Closed Roll Out 

RPIW #7: 30 July 2018 Skill alignment Closed Roll Out 

Supporting RPIWs and Kaizen Events for Value Stream 3  

 
• Lead time (from vacancy identified to staff member’s first day) reduced by 10 weeks from 135 days 

to 68 days 
• Potential new staff aware of interview date at advert stage – 19 day improvement 
• Lead time from close of advert to interview reduced by 15 days  
• New starter information leaflet to improve candidate experience on their first day in the Trust 
• Experienced Based Design Questionnaire used within RPIW to understand and improve staff 

experience of recruitment 

Major improvements/benefits:  Date of last update: March 2019 



Value Stream #4 – Outpatient Ophthalmology 
Data Metrics Updated: March 2019  

Exec sponsor: Tony Fox 
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Value Stream #4 – OPD Ophthalmology – A3 
 



Value Stream #4 – OPD Ophthalmology – A3 
 



Value Stream #4 – Outpatient Ophthalmology 

 

Highlight report Value Stream 4 
• Learning about the value stream 

o Inclusion of patients in the work proving highly effective.   
• Link to strategy and goals  

o Cost Metric 1 reduction in agency spend, supporting Trust’s financial work. 
o Delivery Metric 2 reduction in ASI (Appointment Slot Issues) supporting wider RTT 

• Key improvements on quality, safety and finance 
o Updated patient focussed appointment letter 
o Much improved patient experience at clinic with introduction of visual cards 

explaining clinic process. 
o Cost saving due to ensuring zero defects for patients being taken to correct clinic 

by hospital transport 
o Improved patient experience and cost saving by ensuring patients do not arrive for 

cancelled appointment with change to electronic process for sending letters 
o Improved patient choice due to calling all patients when changing appointment 

• Risks or challenges 
o Widening the scope to include e-referrals managed by the CCG 
o Transferring the work into daily operational business 



Value Stream 4:Outpatient Clinics Measure 30,60,90 days Plan for roll out 

RPIW #1: 06 March 2017 Patient Information (Patient Letters) Closed Roll Out 

RPIW #2: 12 June 2017 Patient Clinic Flow and Experience Closed Roll Out 

RPIW #3: 7 August 2017 Clinical Preparation Closed Roll Out 

RPIW #4: 6 Nov 2017 Grading of Outpatient referral Closed Roll Out 

RPIW #5: 05 Feb 2018 Eye Injection Closed Roll Out 

RPIW #6: June 2018 Cancellation and rebooking of OPD 

appointment 
Closed Roll out 

Kaizen Event #1: Dec 2018 Clinic Flow 90-days Roll Out 

Supporting RPIWs and Kaizen Events for Value 

Stream 4 

 
 
• 52 day reduction in the time from receipt of referral until first contact is made with patient 
• 47% reduction in the number of times letters are delayed due to requesting a letter after the deadline for 

electronic transfer to next process 
• 100% reduction in the number of Booking staff unaware of overall process for sending patient letters  (Process = 

from referral arriving at SATH, to patient arriving in clinic) 
• Staff training to assist patients who need guiding planned. Video created. 
• 5S applied to Ophthalmology clinic letters resulting in reduction from 17 letters to 1 letter  
• 32% reduction in lead time to prepare patient notes for a clinic 
• 93% reduction in lead time with introduction of electronic grading 
• 67% reduction in lead time at outpatients clinic 
• 3.5 miles per week reduction in staff walking during an outpatient appointment 

Major improvements/benefits:  Date of last update: March 2019 



Value Stream #5 – Patient Safety 
Data Metrics: March 2019 

Exec sponsor: Deirdre Fowler 
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Value Stream #5 – Patient Safety – A3 
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Value Stream 5: Patient Safety Measure 
30,60,90 

days 

Plan for roll out 

RPIW #1: 02 Dec 2017 Sharing of Information 120 days Roll Out of safety huddle to MLUs and 
community  

RPIW #2: 26 Feb 2018 Completion of DATIX 120-days Roll out 

RPIW #3: June 2018 Investigation of low/no harm incidents 90-days  Roll out 

RPIW #4: July 2018 Sharing of learning from high risk incidents 90-days Roll out 

RPIW #5: October 2018 Patient / Family Feedback 90-days Roll out 

Kaizen Event #1: Nov 18 Sharing of learning with patients and  families 90-days Roll out 

Supporting RPIWs and Kaizen Events for Value 

Stream 5 

 
 

• Safety huddle implemented with 100% compliance to standard work at 30 days 
• 80% reduction in time (229mins to 90mins) following an incident to reporting an incident 
• 5S achieved Level 3 for the environment of the antenatal office 
• Production board implemented to support requirement for daily safety huddle 
• 50% reduction in time to complete and submit a DATIX form from 8 mins to 4 mins using 5S 
• Safety Huddle rolled out to Wrekin MLU and peripheral MLUs 
• Development of process for use of ipad for completion of DATIX and review of DATIX in Safety 

Huddle 
• 99% Reduction in lead time from incident reported to investigation completed 
• 100% improvement in the number of incidents not investigated in the ward managers absence 

Major improvements/benefits:  Date of last update: March 2019  



Value Stream #6 – Emergency Department 
Data Metrics: March 2019 
Exec sponsor: Sara Biffen 
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Value Stream #6 – Emergency Department – A3 
 



Value Stream #6 – Emergency Department – A3 
 



Value Stream 6: Emergency Department Measure 
30,60,90 

days 

Plan for roll out 

RPIW #1: 30 April 2018 Specialty referral for ED patient 90-days 

RPIW #2: 9 July 2018 Front door streaming 90-days Roll out to RSH site 

RPIW #3: 24 Sept 2018 Documentation 90-days Document trial planned 

RPIW #4: 24 Sept 2018 Radiology Requests 90-days Awaiting business plan approval 

RPIW #5: 10 Dec 2018 Flow of Minors 60-days Ongoing PDSA with plan to roll out and 
implement at PRH 

Supporting RPIWs and Kaizen Events for Value 

Stream 6 

 
 

• Patient information of what to expect whilst in A&E created and co-designed with 
patients 

• Increase in staff awareness of SOP for specialist review 
• Reduction in review time 
• Improvement in documentation supporting communication of patient care plans 
• Roll out of RPIW learning across both ED sites 

Major improvements/benefits:  Date of last update: March 2019 



Value Stream #7 – Radiology 
Data Metrics: March 2019 

Exec sponsor: Julia Clarke 
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Value Stream 7: Radiology Measure 
30,60,90 

days 

Plan for roll out 

RPIW #1: 25 June 2018 Radiology Streaming Closed Roll out 

RPIW #2: 24 Sept 2018 CT Reporting 90-days 

RPIW #3 19 Nov 2018 Sharing CT results with patients 90 days 

Kaizen Event #1: Feb 2019 Red Dot (2-week pathway) Process 30-days 

Supporting RPIWs and Kaizen Events for Value 

Stream 7 

 
 

• 98% reduction in time taken to vet CT requests 
• 100% reduction in defective CT cards 
• 65% reduction in reporting CT scans 
• 50% reduction in scans awaiting review and reporting over 7 days 
• 62% reduction in time preparing patient for scan 
• 60% reduction in time for CT scan report available and sent to referrer 

Major improvements/benefits:  Date of last update: March 2019 



Value Stream 8: Surgical Pathway Measure 
30,60,90 

days 

Plan for roll out 

RPIW #1: Oct 2018 Accurate booking of inpatient lists 90-days Plan for roll out 

RPIW #2: Dec 2018 Pre-operative checklist process 90-days Plan to roll out with 5 Steps to Safer 
Surgery 

RPIW #3: Feb 2019 5Steps to Safer Surgery 30-days Roll out  June 

Supporting RPIWs and Kaizen Events for Value 

Stream 8 

 
 

• RPIW #1 roll out continues for TCI forms and phone calls before day of surgery to the patient; this 
is improving DNA rates, theatre efficiency and patient satisfaction   

• In RPIW #2 first patient on the list called through straightaway reducing their wait by 30 minutes, 
thus improving theatre efficiency 

• RPIW #3 has shown a 100% improvement in percentage of times debrief was not documented, 
thus improving communication with theatre teams and theatre management 
 

Major improvements/benefits:  Date of last update: March 2019 



Value Stream #8 – Surgical Pathway 
Data Metrics: March 2019 

Exec sponsor: Nigel Lee 
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Value Stream #8 – Surgical Pathway – A3 
 



Value Stream #8 – Surgical Pathway – A3 
 



Measure 30,60,90 days 

KE #1: 10 Jan 2018 (3 days) Stroke: Swallow Test Post 90 days 

KE #2: 28 Feb 2018  (3 days) Stroke: Discharge Post 90 days 

KE #3: 28 Feb 2018  (5 day RPIW) Patient Flow: Fact Finding Assessment Post 90 days 

KE #4: 12 Mar 2018 (5 day RPIW) Patient Flow: Ambulatory Emergency Care Post 90 days 

KE #5: 12 June 2018  (3 days) Patient Flow: Transport Post 90-days 

Theatres: June 2018  (5 day RPIW)     Theatres: Procurement/Supplies Post 90-days 

KE #6: 20 Sept 2018  (3 days) Stroke: CT Scanning Post 90-days 

VS#4 KE#1: Dec 2018 (3 days) OPD Opthalmology: Clinic Flow 90-days 

VS#5 KE#1: Nov 2018 (2 days) Patient Safety: Sharing of Learning with parents and carers 90-days 

VS#7 KE#1: Feb 2019 (2 days) Radiology: Red Dot Process Post Kaizen Event 

KE #6: January 2019 (3 days) Early Warning Score  30-days 

KE #7: March 2019 (3 days) Discharge letters and TTO Planned 

VS#8 KE #1: April 2019 (3 days) Consent Planned 

Kaizen Events 



Education and Training  
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Using TCPS 
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Lean for Leaders 

Cohort No. 
and Start 
Date 

No. Starting 
participants  

No. Current 
participants 

End Date 
 

No. 
Graduates (post final 
project) 

#1 (16/17) 40 36 Nov 17 30 

#2 (17/18) 60 44 Jan 18 34 

#3 (18) 54 50 Nov 18 23 

#4 (18/19) 70 60 July 2019 

Project Title Description TCPS Intervention Outcome 

Mistake proofing 
to prevent 
specimen delays  

50% defect rate 
(cancellation of Matrons 
Meeting) 

5S , visual control 
(Kanban)  and mistake 
proofing  

30% reduction in defect of 
unavailability for stock to label 
specimens 

Set up reduction kit 
for mattress 
assessment 

20% defect in identification 
of mattresses for repair  

Visual control and set up 
reduction kits  

0% defect and increase in staff 
satisfaction and decrease in 
unavailability of mattresses  

Film of people link 
conversation  

Role model in pharmacy of 
weekly people link 
conversation at people link 
board 

World class management 
system. People link board 
and  
Conversation  

Resource available for staff showing 
integration of daily management  

Example of TCPS / Lead Leaders improvements: 

TGT LFL  ALT 

% TGT 
in/through  : 
 

4/10 
40% 

4/10 
40% 

No. Current: 
 

4 3 

No. Graduates: 
 

3/4 2/3 



Aligning 
Organisational 

Objectives 
Infrastructure & Resource 

Embedding one improvement and leadership 
methodology 

Trust Strategy 
 
 
 
 
 
 
 
 
 
Transforming Care 
Institute 
 
 
 
 
 
 
 
 
 
 
 
 
Values  

• KPO capacity will be challenged in the short term as 
our KPO lead leaves the Trust at the end of March 

• The recruitment process is also underway for a 
Director of Strategy, Medical Director and Director of 
Nursing  

• These changes at senior level will have an impact on 
leadership capacity and capacity in the short term 
whilst the Trust board is strengthened with additional 
executives 

• The first secondments to the KPO team have been 
commenced  
 

• With new executives expected within the Trust this 
spring the development of onboarding support is 
paramount. 

• This needs to include essential reading and skill 
development  

• Executive standard work and a formal support program 
would help accelerate their adoption of the 
methodology  

• Over 4000 staff have now received 30 minutes or more 
of TCPS training   

• 1000 staff have now used the methodology t make 
improvement  

4th Annual National Sharing Event being 
hosted by SaTH 

TGB are asked to note that:  

• SaTH are delighted to host the 2019 
National Sharing Event which will take 
place on: 
 

Wednesday 26 June 2019 at the Shropshire 
Education & Conference Centre at the Royal 
Shrewsbury Hospital 
 

The focus will be on celebration and 
challenges on the road towards 
health care transformation 

SaTH will be focusing on: 
Improving quality outcomes and improvements to 
move out of special measures and towards CQC Good 
by underpinning the improvement plan with TCPS 
 
Understanding the poor staff survey results given the 
investment and success of TCPS implementation  

 
Aligning new cultural work (with the GO MAD 
approach) with TCPS and steering this via the guiding 
group 
 
A very successful 3P event with 50 of our staff 
developing site plans for reconfigured services 
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Standard Work Unscheduled Care 
February 2019 Update 

 Target Progress Report  
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Focus in February  
Reference Improvement Action  Expected Outcome 

1 Huddles Daily for each team – consistent 
and reliable process 

2 Production Boards Owned by departments – used 
for huddle 

3 People link boards Used for mini monthly report 
outs and Kaizen plan 

4 Kaizen 5 S approach embedded 

5 Board round  Consistent and reliable process 
established 

6 Ward round Consistent and reliable process 
established 

7 Internal discharge planning Consistent and reliable process 
established 

8 Handover  Consistent and reliable process 
established 

9 Afternoon Huddles Consistent and reliable process 
established 

10 Patient Discharge  Consistent and reliable process 
established 

 

Plan  

Corporate nursing continuing to support through Nightingale 
project – this is being reviewed through NMF  

Ongoing PDSA and promotion of production boards across all 
areas  

 
People Link Board workshop planned for early March  

Nursing and therapy notes  PDSA planned /  ask for every area 
to achieve 1 area of 5S  

Ongoing and monitoring of the Standard work application  

 Target to embed a nurse on all ward rounds  and roll out the 
ward round standard work and MFFD standard work  

 
Align standard work to weekly MADE event  

Scope internal standard to receive handover from AMU ./ link 
with red to green resource and role on wards  
 

Matron event to be held to support with leadership and 
developing relationship between PM huddled and pre 12 
discharge  

 
PDSA model for utilisation of discharge lounge  

• Continued efforts made  to align the SAFER programme with the TCPS methodology as part of a consistent approach to improvement 

 

 

 

 



Improvement Action 1 – Safety Huddles  
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Two areas in February have demonstrated a reduction in their compliance with using the ‘standard work’ safety huddle  
 
 – Ward 21’s is due to the current vacancies in band 6 nurses and ward manager. Ward manager interviews are due to take          
place on 19th March and matron is aware of the reduction following the re measure. The mitigation to improve within this metric is to 
strengthen the leadership within this area  
 - Ward 32 is due to current nursing vacancies and gaps on ward. This has meant that frequently  a daily coordinator is not 
available to run the safety huddle/ team brief – mitigation taken is to explore alternative rotational chairs to facilitate the team brief on the 
days a coordinator is not available  
 
News Paper Action Specifically for this Improvement:  

 
 
 
 
 
 
 
 
 
 
 
 

Overall 
Overall 

SATH

PRH USC

July (Base Line) 100% 100% 100% 100% 80% 100% 100% 100% 100% 60% 100% 100% 100% 92% 97% 95%

August 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

September 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

October 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

November 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

December 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

January 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

February 100% 100% 100% 100% 100% 100% 100% 100% 42% 100% 100% 100% 57% 100% 83% 100% 92%

21 22r/27 24Month Target 6 7 9 10 28 32
Overall 

RSH 
11 15 16 35

Item Problem Action Needed To Complete Responsibility By When Status 

  State the problem and the target 

it affects (e.g., “staff walking too 

much”) 

State idea (that has been tested) that needs to be 

implemented (e.g. “move printer to point of use”) 

Who is assigned to the task 

(be sure to tell them) 

Date item is to 

be completed 
% Complete 

  
 Standard work approach 

to safety Huddles  

 Value stream to work with corporate 

nursing to develop the standard work 

for every ward safety huddle  

 Gary Caton/ Kath 

Preece  
 March 28th    



Improvement Action  2– Production Boards  
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Target                                        

In place, kept up to date and 
used by ward team 

  Score area: 
  1= In place/ updated daily key to the ‘flow’ of the ward and utilized by all MDT members  
  2= In place but used sporadically and out dated 
  3= No evidence of a production board  
 

• The mix across USC has improved in terms of utilisation – areas with lean for leaders have hugely adopted the principles and most areas 
now are using the production board as the main area of review during PM huddles 

• Areas that have slipped to a 3 are areas with vacancies in ward managers, not permanent ward areas  or areas with significant staffing 
vacancies so high numbers of agency staff  
 

News Paper Action Specifically for this Improvement:  
 

 

 

 
 

 
 

 
 
 
 
   

 
 

July (Base Line) 1 3 3 1 3 2 3 3 3 2 3 1 2

August 1 2 2 1 3 2 3 3 2 2 3 2 1

September 1 2 2 1 2 2 2 2 1 2 2 2 2 1

October 1 1 2 2 1 2 2 2 2 1 1 2 2 1 1

November 1 1 2 2 1 1 2 2 2 1 1 2 2 1 1

December 1 1 2 2 1 1 1 2 2 1 1 2 2 1 2

January 1 1 3 3 1 1 1 2 2 2 1 3 1 1 3

February 1 1 3 3 1 1 1 2 2 3 1 3 1 1 3

21 22r/27 24Month Target 6 7 9 10 288 3211 15 16 27

Item Problem Action Needed To Complete Responsibility By When Status 

  State the problem and the 

target it affects (e.g., “staff 

walking too much”) 

State idea (that has been tested) that needs to be 

implemented (e.g. “move printer to point of use”) 

Who is assigned to the 

task (be sure to tell them) 

Date item is to 

be completed 
% Complete 

  
 Utilization of production 

Board  

 Representatives from wards 7,8 21, 

32 and 24 to attend production 

board workshop  

 Matrons      
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• USC are working with informatics to create a monthly ward SQL pack that can be sent and printed for display on people link boards 
as they progress  

 

• As updated in October In order to support performance at Trust and Ward level, the  Pre 10 and Pre 12 data reporting through SQL 
has been adapted to support with sharing performance also the utilisation of discharge lounge at ward level is now available.  
Unfortunately due to a data error some of this data has been inaccurate for November and as such has not been shared with wards. 
The plan is to roll out in December with an incentive to support wards who improve.  

 

• All USC wards supported the roll out of the Pride Boards and several ward areas have commenced Sepsis boards. There have been 
incentives to support with roll out of these boards – USC value stream through support of workforce have been awarded some 
funds to support areas as they progress with value stream targets and through their measurements are able to evidence consistent 
improvement  

  

Improvement Action  3 – People Link Boards  

Item Problem Action Needed To Complete Responsibility By When Status 

  State the problem and the target it 

affects (e.g., “staff walking too 

much”) 

State idea (that has been tested) that needs to be 

implemented (e.g. “move printer to point of use”) 

Who is assigned to the task 

(be sure to tell them) 

Date item is to 

be completed 
% Complete 

  
 Roll out of People Link 

Boards  

 Now that ward 9, 21 and 32 are 
consistently using their production 
boards these wards will be the first 
phase to roll out People Link Boards. 
These ward managers have agreed to 
commence the people link boards in line 
with their lean for leaders sessions to 
evidence their home work and fully 
understand the use of people link 
 

 

 Matrons / Gary 

Caton  

 

28/03/2018   



Improvement Action 4 – Kaizen  

Lean for Leaders:  
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Month  Target  6 7 9 10 11 15 16 21 22r/27 24 28 32 35 

Lean for Leader  

August (Base Line)  Y N N Y N Y Y Y N Y N Y N 

September Y Student  N Y Student  y y y Student  Y Y y 
ALT 
student  

October  Y Student  N Y Student  y y y Student  Y Y y 
ALT 
student  

November  Y Student  N Y Student  y y y Student  Y Y y 
ALT 
student  

December  Y Student  N Y Student  y y y N N Y y N 

January  Y Student  N y Student  y y y 
Nominatio
n made  N N Y N 

February  Y Student  N y Student  y y y N N N Y N N 

Item Problem Action Needed To Complete Responsibility By When Status 

  
State the problem and the target it 

affects (e.g., “staff walking too 

much”) 

State idea (that has been tested) that needs to be 

implemented (e.g. “move printer to point of use”) 

Who is assigned to the task 

(be sure to tell them) 

Date item is to 

be completed 
% Complete 

  Lean for leaders  

Nominations for Lean for Leaders next 

cohort  to be given to TCI to support 

each area to have a L4L 

Gemma McIver  April    



Improvement Action 4 – Kaizen  

Areas of 5s completed this month:  

 

• Drugs trolleys – ward 10, 21 and 27  

• Back offices – ward 11 and 27  

• Check list sheet and handover – ward 35 

• Ambulatory set up – ward 6  
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Improvement Action 5 – Board Rounds  
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 The Total amount of 

board rounds per week 

all team members are 

present at Board Round 

July (Base Line) 100% 40% 100% 100% 40% 50% 67% 17% 100% 37% 50% 50% 57%

August 100% 57.1 80% 71.40% 80% 100% 100% 100% 100% 100% 80% 100% 100%

September 100% 64.50% 80% 70% 80% 100% 100% 100% 100% 100% 80% 100% 100%

October 100% 0% 80% 70% 80% 100% 80% 37.50% 100% 100% 100% 100% 0%

January 100% 100% N/A 71.40% 80% 50% 100% 100% 100% 100% 80% 100% 0%

February 100% 100% 80% 71.40% 100% 50% 100% 100% 71.40% 100% 80% 100% 0%

% of time the board 

round or sweep starts 

later than 9am 

July (Base Line) 0% 80% 80% 20% 60% 53% 33% 83% 85% 100% 80% 50% 43%

August 0% 100% 0% 0% 80% 0% 10% 10% 10% 20% 50% 40% 60%

September 0% 71.50% 10% 10% 10% 0% 10% 10% 10% 10% 50% 0% 10%

October 0% 10% N/A N/A N/A N/A 20% 0% N/A N/A 10% 0% 10%

January 0% 62% 0% 0% 50% 0% 0% 0% N/A 20% 20% 0% 80%

February 0% 0% 0% 0% 50% 0% 0% 0% 100% 0% 20% 0% 100%

% of time PSAG updated 

in flow of board round 
      

July (Base Line) 80% 80% 0% 80%

August 100% 80% 100% 80% 0% 0% 100% 90% 100% 60% 80% 100% 100%

September 100% 0% 100% 100% 0% 0% 100% 90% 100% 60% 80% 100% 100%

October 100% 0% 80% 100% 0% 0% 80% 100% 100% 100% 100% 100% 100%

February 100% 80% 100% 100% 80% 100% 100% 71.40% 60% 100% 100% 10%

20% 100% 100%40%100% 80% 60% 100% 100%

24 287 9 10 11Month 6 16 21 22r/27 32Target 15



Current focus has been on  nurse attending ward round – barrier to delivery has been the significant staffing gaps through out February  

9 

Improvement Action 6 – Ward Rounds  

% of time per 

week nurse 

present on ward 

round

August (Base Line) 100% 100% 60% 100% 80% 20% 100% 100% 100% 60% 100% 60% 100%

September 90% 90% 100% 60% 100% 60% 100%

October 100% 90% 100% 0% 100% 75% 100% 80% 100% 60% 50%

January 100% 100%

February 100% 100% 100%

21 22r/27 24
Metric (units of 

measurement)
Target 6 7 9 10 28 3211 15 16

Plan is to also measure:  % of time ward 

rounds run over 

into protected 

meal times

% of Time Ward 

Round follow 

Standard Work 

model 

Did Ward round 

start at agreed 

time following 

ward round 



Improvement Action  9 -Afternoon Huddles   
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• In June 5/12 USC wards had PM huddles in place this improved to 9/12  during August and end of September 10/12 now have a 
PM huddle. Plan is for 12/12 to be in place by November and PM huddles are aligned to Winter Planning with additional support to 
emphasise their importance coming from the Senior Leadership Team.  
 

• Wards have fed back that the PM huddles have become less effective with the opening of escalation areas as although plans are 
made at ward level these rapidly change if patients ready for discharge move to ward 27 and 8 – this has caused slight  
disengagement across the MDT.  
 

• Ward managers have all fed back that having pharmacy support at PM huddles would hugely help to plan for the following 
morning and a request has been made to pharmacy to support with 2 wards one at PRH and one at RSH to conduct a PDSA 
through out November to see if pharmacy input at huddles does support to improve pre 10/12 performance. 
 
 

 

 

 Target                                         

Methodology Metric: Afternoon 
Huddles  

  
  

Metric (units of 
measurement) 

Target  6 7 9 10 11 15 16 21 22r/27 24 28 32 
Overall 

RSH  

Overall  
Overall 
SATH 

PRH  USC 

    

% Of Afternoon Huddles 
completed with all MDT 
members present (not 
exceeding 15 minutes)  

July 100% 80% 0% 80% 0% 0% 100% 100% 100% 0% 0% 0% 0% 20% 51% 36% 

August  100% 85.70% 0% 100% 80% 71.40% 100% 100% 100% N/A 0% 100% 50% 50% 78% 64% 

September   100% 100% 50% 80% 80% 100% 80% 80% 100%   80% 0% 80% 36% 70% 53% 



Implementation Metrics - Pre 10 and Pre 12  
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Quality % performance against number of discharges off the ward prior to 12pm

August (Base Line) 30% 24% 9% 12% 9% 14% 6% 19% 8% 20% 18% 10%

September 30% 22% 27% 24% 31% 24% 13% 14.30% 8% 21% 9.40% 6%

October 30% 22% 26% 18% 11% 20% 14% 8% 22% 12% 13% 14% 12% 15%

November 30% 20% 22% 20% 13% 16% 16% 15% 0% 10% 10% 10% 7% 10%

December 30% 13.70% 27.10% 17.50% 14.29% 14% 10.70% 14.50% 30.43% 10.80% 10.19% 12.75% 9.80% 16.90%

January 30% 32.65% 30.30% 18.10% 16.50% 16.30% 15.12% 17.13% 25% 15.27% 24.17% 16.04% 4% 12.93%

February 30% 28.74% 18.74% 14.74 20% 13.40% 18.64% 16.74% 31.58% 5.50% 19.64% 12.79% 11.76% 24.32%

3211 15 16 2722r/27 24
Metric (units of 

measurement)
Target 6 7 98 10 28

Quality % performance against number of discharges off the ward prior to 12pm

August (Base Line) 30% 11% 17% 13% 13% 14% 11% 21% 3%

September 30% 13.40% 15.07% 13.68% 9.09% 10.17% 28.50% 22.20% 14.29%

October 30% 16.49% 18.07% 7.30% 6.25% 12.50% 20.00% 12.77% 12.17%

November 30% 15.08% 17.27% 18.29% 5.08% 19.32% 35.05% 15% 19.81%

December 30% 9.89% 14.29% 6.60% 2.63% 25.30% 40.86% 31.43% 12.24%

January 30% 13.39% 19.78% 15.12% 10% 11.11% 44.76% 49.32% 21.24%

February 30% 16.49% 15.97% 13.58% 14% 10.91% 36.40% 20.24% 24.04%

23 25G 25CR 26s 26u
Metric (units of 

measurement)
Target 4 17 22T&0
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Implementation Metrics - Pre 12  

Quality % performance against number of discharges off the ward prior to 12pm

August (Base Line) 30% 13% 12.00% 16.23% 19% 15% 17% 14% 16% 16% 15.50% 15% 15%

September 30% 13% 16.00% 15% 22.60% 17% 22% 14.24% 20.16% 19% 17.54% 17.60% 17.50%

October 30% 15% 18.85% 19% 18.20% 18% 19% 17.28% 27.13% 21% 20.03% 18.11% 19.07%

November 30% 10% 18.76% 23.89% 18.82% 18% 15% 16.18% 23.60% 18% 18.10% 17.92% 18.01%

December 30% 11.30% 19.84% 21.13% 21.55% 18.46% 17.78% 12.90% 15.34% 15.34% 16.38% 18.09% 17.24%

January 30% 14.67% 25.26% 23.90% 18.89% 20.68% 21% 16.50% 23.20% 20% 20.69% 20.20% 20.45%

February 30% 23% 24.74% 16.42% 17.61% 20.91% 17.58% 17.58% 16.42% 22.04% 22.02% 19.88% 20.95%

SC total 

Total 

combined 

average

PRH total USC Total 

Metric (units of 

measurement) 

AVERAGE 

Target RSH AMURSH USC RSH SC RSH SAU 

RSH 

TOTAL 

(average)

PRH USC PRH SC PRH AMU



Implementation Metric – LOS  
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Overall 
Overall 

SATH

USC PRH USC

August (Base Line) 

15 8 9 11 8 11 36 7 11 12 15 6 10 14 12

September 19 20 14 16 14 9 26 7 8 7 9 5 7 17 12

October 9 9 8 12 12 12 43 9 10 8 12 6 7 7 7

November 8 6 14 7 9 20 12 32 8 9 8 9 11 5 8 13 11

December 8 7 12 7 10 9 13 16 9 10 9 9 10 4 9 10 9.5

January 10 20 13 8 10 9 15.6 33 10 9 9 10 8 5 8 14 11

Reduction of 2 

days 

21 22r/27 24
Metric (units of 

measurement)
Target 6 7 9 10 288 27 32

Overall 

USC RSH 
11 15 16

Overall 
Overall 

SATH

SC PRH SC

August (Base Line) 8 5 10 10 9 11 9 8 10 7 9

September 9 5 10 11 11 9 10 7 10 7 9

October 9 6 10 9 11 10 9 7 9 8 9

November 8 6 10 11 10 10 8 6 9 7 8

December 8 7 9 11 9 9 11 9 10 8 9

January 8 6 9 10 12 8 9 7 9 7 8

26s
Overall 

SC RSH 
22T&0 23 25G 25CR

Metric (units of 

measurement)
Target 4 17 26u

Reduction of 2 

days 

Overall 
Overall 

SATH
Overall 

Overall 

SATH

USC PRH USC SC PRH SC

August (Base Line) 10 14 12 10 7 9 10 11 11

September 7 17 12 10 7 9 14 12 13

October 7 7 7 9 8 9 8 8 8

November 8 13 11 9 7 8 9 10 10

December 9 10 9.5 10 8 9 10 9 10

January 8 14 11 9 7 8 9 11 10

Reduction of 2 

days 

Overall 

USC RSH 

Overall 

SC RSH 
Total RSH Total PRH

Metric (units of 

measurement)
Target 

Total 

SaTH


