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Report on Unscheduled Care in West Hertfordshire 
By the 

 Independent Advisory Team 
 

 
1 Introduction   

 
Following a period of fluctuating performance in emergency care across West 
Hertfordshire, the Bedfordshire and Hertfordshire Strategic Health Authority 
(SHA) agreed with the local Trust Chief Executives to invite an external 
Independent Advisory Team (IAT) to undertake a review of unscheduled care 
in the area.  The IAT was invited to help with the challenges the West 
Hertfordshire Health system faces in dealing with unscheduled care including 
emergency and out of hours services.  The team was asked to undertake 
diagnostic work in December 2003 and report back to the SHA at end of 
January 2004.  This report sets out the findings from the diagnostic phase and 
presents some overall recommendations for the SHA to consider.   
 
2 Terms of reference and method of working 
  
The Terms of Reference are detailed in Appendix 3 but the scope was to 
review: - 
 

• Services for unscheduled care provided within West Hertfordshire 
• Primary, intermediate and secondary care considering also the 

influences of other agencies, particularly social care 
• Policies 
• Systems and structures 
• Processes , procedures for planning , decision making and day to 

day working 
• Relationships 
• Physical capacity 
• Staff capacity, including training and development 

 
 
The team members were: - 
 

• Ray Greenwood, former Director of Nursing and Emergency Services 
DHSC South (team leader) 

• Gautam Bodiwala, CBE, former Consultant in A&E Medicine, 
Leicester Royal Infirmary 

• Stephen Shortt, GP and PEC Chair, Nottingham PCT 
• David Davies, Whole systems Emergency Care Manager Beds & 

Herts. 
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The team first met for a pre briefing with staff of the SHA on 2 December 
2003. The team subsequently changed with the substitution by Mr Gautam 
Bodiwala CBE, for Dr Howard Baderman who was unable to undertake the 
review. Dr Shortt was unable to attend the meeting but contributed via a 
‘conference’ telephone call. (Dr Shortt was subsequently unable to meet the 
timescale for finalising the report and it has not therefore been possible to 
include his assessment). The purpose of this meeting was to agree the team’s 
method of working. 
  
Administrative support was provided by Alice Shaw, Angie Pythian and Val 
Wheeler and the team would like to register its appreciation of their efforts in 
arranging and rearranging the constantly changing programme at short notice. 
 
The team met with: - 
 

• Chief Executives of local NHS organisations, individually and as a 
group 

• Hospital and primary care clinicians, including doctors, nurses and 
paramedics  

• Hospital, primary care, ambulance service and community managers 
• Assistant Director of Adult Care Services, Hertfordshire County 

Council 
• Out of Hours (OOH) managers 
• Patients in Accident & Emergency Departments  
 

The team visited: -  
 

• Both acute sites including the two A&E departments and the rapid 
assessment units  

• The minor injury units  
• Ambulance HQs, dispatch room, local managers and one member of 

the team travelled with local crew on 999 calls. 
• Community Hospitals and intermediate facilities  

 
The team reviewed the following documentation relating to the health system 
including: - 
 

• Background statistical information and published facts.  
• West Hertfordshire Hospitals NHS Trust performance improvement 

plan. 
• West Hertfordshire ‘whole system analysis and action taken 

assessment’ 
• Patient Environmental Action Team (PEAT)  reports 
• Commission for Health Improvement (CHI) Reports 
• Other information submitted by individual staff members 
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Time did not permit a detailed analysis of diagnostic services. 
 
 
3 Background 
 
West Hertfordshire is covered by four Primary Care Trusts with a total 
population 546,300.   West Hertfordshire Hospitals NHS Trust provides the 
majority of secondary care to local residents. However some patients travel 
out of the area to Barnet Hospital, Stoke Mandeville Hospital and Queen 
Elizabeth II Hospital Welwyn Garden City. These were not part of the review.   
 
West Hertfordshire Hospitals Trust is spread over four sites. There are Type 1 
A&E 1departments at Hemel Hempstead and Watford General Hospitals and 
minor injury units (MIU) at St Albans City Hospital and Mount Vernon Hospital.  
Department of Health statistics report the hospitals saw 138,264 A&E 
attendees in 2000-01.   
   
Ambulance services are provided by Bedfordshire and Hertfordshire 
Ambulance and Paramedic Service NHS Trust (BHAPS). 
 
There are no unitary authorities. The local authority structure is the 
conventional two tier with social services provided by Hertfordshire County 
Council.  
 
Out-of-hours services are currently provided by a mix of general practitioners, 
GP co-operatives and commercial deputising services.  
 
4 Clinical Governance 

 
The Commission for Health Improvement (CHI) has undertaken routine 
reviews in three NHS Trusts in West Hertfordshire: - 
 
West Hertfordshire Hospitals NHS Trust in September 2002 
Bedfordshire and Hertfordshire Ambulance and Paramedic Services NHS 
Trust in October 2002 (BHAPS) 
Hertsmere Primary Care NHS Trust in October 2003 
 
Overall, CHI’s findings are positive and supportive, particularly in respect to 
BHAPS and Hertsmere PCT.  In all three, CHI identified a number of areas of 
notable practice. 
 
Of relevance to this report and within the West Hertfordshire Hospitals NHS 
Trust CHI Review the following comments were made: - 
 
‘The Trust should evaluate its strategy for managing A&E waiting times, 
systems for emergency medical admission and speed of access to diagnostic 
investigations. This strategy needs to support and extend the existing 
discharge arrangements, which already include the use of intermediate beds, 

                                                           
1 24 hour consultant led Accident and Emergency Departments 
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and ensure all patients can access Hospital at Home services once they leave 
hospital’ 
 
‘The Trust must continue to work with other local health organisations to 
develop a clear vision for the provision, location and delivery of healthcare 
services within West Hertfordshire’ 
 
 
and 
 
‘A number of GP’s said it is difficult to get emergency medical patients 
admitted, partly because of the lack of MAU at Hemel Hempstead (Now in 
place) and partly because patients are re-examined when they get to A&E, 
adding to departmental pressure and increasing waiting times’ 
 
 
 
The Team also noted the following comment in the Review:- 
 
‘ The trust faces criticism from the local population who believes it has been 
slow to implement recommendations, resulting from a number of high profile 
cases, or react to long standing issues. The trust is now trying to address 
these issues. Recent significant changes in the senior management team 
means the trust has a different executive team to the one that existed when 
the trust was formed in April 2000 and this is allowing the team to critically 
evaluate what has happened in the past and make necessary changes’ 
 
The Review Team would like to recognise and acknowledge the time, effort 
and success that the Chief Executive of West Hertfordshire Hospitals NHS 
Trust and her team have put into remedying other significant problems within 
the Trust.  

 
5 Findings 
 
5.1 Summary 
 
The team wishes to extend its sincere thanks to local managers and staff for 
arranging the visits at short notice.  They were very helpful and keen to share 
information and articulate the issues as they see them.  The team was 
impressed with the commitment of hard working staff and their genuine desire 
to improve services to patients. Nevertheless this hard work seems to be 
uncoordinated and unstructured and therefore a great deal of effort is 
necessarily put into ‘fire fighting’. We found a health community who were not 
working together to address some serious issues of concern that we identified 
regarding unscheduled care. 
 
5.2 Networks 
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5.2.1 Managerial and clinical leadership 
 
At the time of our visit there appeared to be little overall management and 
leadership of the whole emergency health care system for West Hertfordshire.  
Consequently there is potential for poor performance of one organisation to 
impact negatively on the individual performance of others. The team was told 
of numerous committees but with limited evidence of a practical approach to 
address fundamental issues.  It was accepted that there was duplication of 
effort and we were told some attempt has been made to address this by 
merging groups for example the Intermediate Care Group with the Emergency 
Care Network.  However it was not clear to the team what the future 
arrangements would be. 
 
The team was unclear where clinical leadership was focused in the health 
community and how this might be used to support systems for improvement 
and routine management processes. There seems to be a lack of coordinated 
involvement of clinical leadership in the wider context.  This is not a specific 
comment about the care provided to patients or the skills of the clinical staff 
themselves but more a general comment on the absence of this focus. 
 
  
5.2.2 Whole health and social care community partnership working 
 
Generally there is a noted lack of collaborative working across the health 
community.  We were pleased to note however that there appears to be a 
genuine desire on behalf of the Hertfordshire County Council Social Services 
Department and the Ambulance Service to work with and support the NHS 
Organisations in West Hertfordshire but this appears to be frustrated by the 
fragmented nature of the local health system.  The collaboration between 
Social Services and the NHS (Hospitals and PCTs) was reported to be more 
effective in East and North Hertfordshire.  We believe the lack of effective 
collaboration in West Hertfordshire is limiting the ability of the local health 
system to make necessary service improvements and major system changes. 
As a consequence potential opportunities may be being missed for example 
making full of BHAPS significant skills in systems management and IT in 
managing the operations centres. 
 
5.2.3 Emergency services collaborative (ESC)2 
 
Watford hospital participated in wave 1 of ESC. Hemel Hempstead is currently 
in wave 4.  National expectations were that following this support, hospitals 
would be able to achieve National Plan Targets. However evidence suggests 
that performance has reversed.  While we are aware that other organisations 
in England have been slow to demonstrate service improvements, with 
respect to Watford it was difficult for the team to identify what major service 
improvements have occurred except in the minors area of A&E where 
evidence suggests that this is working very well.   
 

                                                           
2 A DoH led national programme aiming to improve A&E waits   
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5.2.4 Relationships with other networks 
 
These relationships were not explored in depth but we could find no evidence 
of effective communication between the critical care network and the 
emergency care networks.  
 
5.2.5 Co-ordination of plans 

 
There is no co-ordinated approach to developing, monitoring and performance 
managing an action plan for unscheduled care in West Hertfordshire.  We saw 
some individual action plans, which have involved significant effort, but taken 
in isolation we do not believe they tackle the real and underlying issues. Some 
of the plans we read contained far too many aspirations of service 
improvement rather than real measurable objectives with individual time 
scales and accountabilities identified. 
 
5.3 Data/Information 
 
5.3.1 Collection Methods  
 
Time did not permit the team to explore this in depth but we are aware that 
PCTs are concerned about incomplete data in the A&E computer system at 
Watford and disagreements about how clinical information is collected.  The 
team were informed of a project carried out in early 2003 to reduce trolley 
waits which attempted to improve the reporting of bed management and 
capacity issues within the trust but although summary analysis was presented 
no routine reports were made available to the team.  
 
The SHA expressed concerns about the quality of SITREP (Department of 
Health required SITuation REPorts) for example inconstancies in delayed 
transfer of care due to lack of agreement between Social Services and 
hospital.  
 
 
5.3.2 Breaches of National Targets 
 
Current performance is shown in Appendix 2.  Over the ten weeks, prior to 
this report the best performance against the 4 hour target for total time spent 
in A&E was 88.23% and the worst 81.51%. Watford has completed the ESC 
programme and the expectation is that they should now be regularly achieving 
98%. Hemel Hempstead should be achieving 90% now and 98% by next 
summer. 
 
Trolley waits over 4 hours continue to occur on a regular basis according to 
the Trusts own data. The team was very concerned, and indeed observed for 
themselves, a number of patients who had waited in excess of 11 hours after 
the decision to admit (DTA) often when the DTA itself had occurred over 4 
hours after arrival at A&E. This included one patient identified to the team by a 
paramedic who had taken the patient to the A&E Department the previous 
afternoon. We understand a DTA had been made late on the evening of 
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arrival. The patient was then transferred to the RAU (to await an appropriate 
bed on a ward) approximately 15 hours after arrival. We understand that this 
is not an uncommon occurrence and observation by a team member on one 
evening in Watford revealed the following: - 
 
One patient who had been in the department for a total of 18 hours, 
Three patients who had been in the department for over 17 hours 
One patient who had been in the department for at least 15 hours 
One patient who had been in the department for at least 13 hours 
One patient who had been in the department for approximately 11 hours 
One patient who had been in the department for over 9 hours 
     
Whilst the Trusts reporting of the timings might conform to national statistical 
definitions guidance on use of assessment units published by the Department 
of Health in December states that  
 
“observation wards, clinical decision units and assessment wards must not be 
used for ‘holding ‘patients who are known to require admission. The proper 
functioning of these units must be based on the same principles as those 
described in the assessment unit checklist available at 
http:/www.doh.gov.uk/emergencycare/emergencyassmentchecklist.htm and 
will often include a duration of stay limited to a maximum of 12 hours.”   
 
This is a serious quality of care issue and we believe that this is something 
that needs urgent improvement.  
 
5.4 A&E Dept and Assessment of Urgent Patients. 
 
5.4.1 Patient environment 
 
A copy of the A&E PEAT report for both departments was made available to 
the team. Hemel Hempstead scored 3 (scale 1 – 4, 1 = poor, 4 = excellent. 
Watford scored 2 with the recommendation 
 
“that a complete review of the whole service provision should be done in A&E 
including space, security, portering, cleaning, heath and safety and patients 
travel “ 3 
 
5.4.2 Escalation systems  
 
The team found little evidence of an effective or well-understood escalation 
system involving senior management within the Hospital or the wider 
community.  Senior managers were clearly actively involved in managing 
peaks of pressure but this appeared to occur too late and resulted in 
confusion across other NHS organisations for example late decisions 
involving diversion for ambulance services.  
 

                                                           
3 DoH PEAT review 2003 
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5.4.3 Observation wards Assessment units 
 
The team found no evidence of use of short stay A&E observation beds.  Both 
acute Hospital sites have a rapid assessment unit which have effectively 
become medical wards where patients regularly spend up several days. 
These units were intended to provide rapid assessment within 4 to 6 hours of 
arrival at Hospital assessment.  
 
The team found no evidence of an effective operational policy or robust 
clinical management for the units. It was not clear to the team how GPs could 
access rapid advice, assessment and urgent tests, which might prevent the 
need for admission of patents to inpatient wards 
 
5.4.4 See and Treat policy and Minor injuries units. 
 
A See and Treat policy has been introduced in both A&E departments and we 
are pleased to note that they are working well and will be developed as 
staffing allows.  We were very impressed with the staff and facilities at both 
minor injuries units and we believe that there are opportunities for expansion 
of these facilities in order to benefit local patients 4.  
 
5.4.5 Recruitment issues  
 
Whilst current clinical staff are committed, there is a need to review staffing 
establishments against national guidelines5. The team also believes that there 
is a need to review staffing establishments generally. 
 
The team were told of successful recruitment initiatives in both the community 
and the acute sites with recruitment at Watford A&E being particularly 
effective.  Retention of staff is particularly good in the MIUs. However despite 
these good examples in other areas we were told that recruitment was a 
major constraint to increasing capacity. 
 
5.5 Bed Management 
  
The team spent a significant amount of time considering and discussing bed 
management.  We were left with a clear view that within the hospitals it is 
strongly felt that the problems of pressure in A&E were fundamentally linked 
to a shortage of beds within the acute Trust.    However, while this may finally 
prove to be the case, we found no evidence of co-ordinated or robust bed 
management systems in the hospital or within the wider health community.  
Having raised this as a serious concern we were told that an operational 
centre would become effective in both hospitals ‘soon’ and that they would 
address all of the concerns raised by the team. It was therefore disappointing 
to discover confusion within the wider health community over the role and 
operational methods for the new centres, and indeed when they would begin 
to function. At the time of writing this Report (mid January 2004) the team 
                                                           
4 Freedom to Practice DoH 2003 
5  British Association for Accident and Emergency Medicine document: The Way Ahead 
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understands the centres are still not functioning.  The visiting team were also 
concerned about the lack of senior clinical involvement in bed management 
generally and the operations centres specifically.    
 
In common with other hospitals there appear to be numerous routes of access 
to available beds both in the two acute Hospitals and in the community.  In our 
view beds cannot be managed effectively until this is addressed. On the day 
of our visit we were told that medical patients occupied 25 surgical beds.  We 
understand that at the moment bed management is very much focussed 
around two members of staff who work very hard. However, this is an 
impossible task for two people and needs to be resolved quickly.  
There appears to be some ambiguity about the breakdown of clinical 
responsibilities between A&E doctors and the physicians about how urgent 
patients referred by GPs enter the Hospital.   A complicating factor in our view 
is the arrangement by which when physicians ‘take’ rounds occur their 
medical firm staff are unavailable to see patients in A&E. This occurs twice 
daily between 9-12 am and 5 - 8 p.m. During this time medical patients are 
required to wait in A&E until a physician is available to see them.  A similar 
situation arises when surgical staff are occupied in the operating theatres.  
 
The team were told that these arrangements are a direct effect of the 
European Working Time Directive and what is perceived to be a view locally 
that the trust has a smaller number of medical staff compared to elsewhere 
other hospitals. 
 
Overall, the team was not convinced that the flow of patients in and out of the 
hospital was being managed in an effective way. 
 
5.6 Intermediate care   
 
Two members of the team visited three intermediate care facilities. Although 
these are providing a good service within their individual contracts, there is no 
consistent model of intermediate care across the health community and this 
leads to confusion about bed availability. There are problems associated with 
access for rapid assessment and day hospital services at St Albans City 
Hospital due to problems arranging non-clinically urgent transport.  We were 
told that this this appears to be because this service is being given a low 
priority within the PTS contract.  
 
5.7  Primary care (including out of hours services OOHs) 
 
It was not possible to undertake an in depth assessment of primary care and 
the team therefore concentrated on OOHs.  Development of primary care 
OOHs is a key component of building a comprehensive integrated emergency 
care system.  The publication “New partnerships in Out of Hours care”, 
October 2000 and “Quality Standards in the delivery of GP out of hours 
services”, June 2002 and the implementation of the new General Medical 
Services contract have increased the importance of out of hour services to 
unscheduled care.    The option for GPs to withdraw from the provision of 
OOHs by December 2004 presents both a potential risk to the stability of 
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emergency care systems but also a major opportunity to develop new local 
services, which integrate primary care needs with the whole system.   We 
understand that the Strategic Health Authority is currently evaluating the plans 
of all PCTs to measure progress towards delivery of new OOHs after 
December 2004.    
 
NHS organisations within West Hertfordshire recognise the importance of 
OOHs to the emergency care system and a planning process is in place to 
develop them.  Individual PCTs have differing issues to address because 
some co-operatives are unlikely to continue operating, while one, (StarDoc), is 
stable and highly regarded and with clear plans for its future. In some parts of 
West Hertfordshire the provision of the GP aspect of OOHs is less clear with 
several potential providers likely to be interested in tendering.   A view was 
expressed that it would be preferable to develop a common solution for OOHs 
across West Hertfordshire and a planning group is being developed.  There is 
also clearly a desire to ensure that OOHs are integrated into the wider health 
system.  However the links between OOH work and the emergency care 
network are weak and there appeared to be limited understanding of the 
vision for OOHs in West Hertfordshire across the system as whole. 
 
5.8 Discharge and transfer 
 
We were pleased to find evidence of initiatives to improve the discharge and 
transfer of patients including the development of discharge lounges in both 
Watford and Hemel Hempstead Hospitals, and improved relationship with 
social services. However, these efforts are not well co-ordinated and because 
of some multiplicity of effort by different teams confusion occurs. 
    
5.9 General issues 
 
The team found considerable evidence of innovation and the use of local 
ideas to address problems. We met some very committed middle managers in 
particular who were keen to effect change and this enthusiasm must be 
captured in a positive way.  There appeared to be a general acceptance of the 
need for change around the management of unscheduled and emergency 
care but this was not evidenced by the production of robust plans, or radical 
alternatives to existing service models.  
 
There are few signs of learning from good practice elsewhere for example 
improvements made in previously challenged trusts.  We found little clinical 
involvement outside of the A&E Departments in addressing the emergency 
pressure and a view that this was simply an A&E problem. 
 
(last paragraph removed) 
 
6 Conclusions 
 
In summary the team are pleased to report that they met some outstanding 
staff both in the Hospitals and in the community, who are making strenuous 
efforts to improve services to patients. We believe these attempts are being 
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frustrated by the absence of systems to manage beds, patient flows into and 
out of the hospital and community, escalation and the rapid assessment units. 
 
In the health community generally and in Hospitals in particular we noted what 
appeared to be a view that West Hertfordshire had unique special difficulties 
compared to other health communities and were therefore at a disadvantage. 
The team did not accept that this was a valid view.   For example we were told 
by some that no improvement could be made unless there was an immediate 
increase in beds and money.  
 
We believe that the health community has the potential to address these 
challenges but will need to take into account the following recommendations 
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Recommendations 
 

1. The SHA should urgently consider the need to identify a full time 
senior individual with credibility and energy to oversee the 
management of non-scheduled and emergency services across West 
Hertfordshire in the short term.  

 
2. The SHA should consider how clinical leadership can be improved 

across the area to support service improvements and to improve 
clinical engagement and leadership.  

 
3. We recommend that there should be one action plan for unscheduled 

care for all organisations within West Hertfordshire and that specific 
organisations and named individuals within them are held to account 
for delivering their part of the plan.  

  
4. We recommend an urgent, but fundamental review of the management 

of the RAU in both hospitals together with an assessment for the use 
of A&E observation areas and beds. 

 
5. We strongly recommend the development of a new bed management 

system that takes into account all available resources across the 
health community.  

 
6. We recommend an urgent review of escalation policies and the 

introduction of an escalation system involving all organisations as 
equal partners. 

 
7. A rapid review of all unutilised physical capacity should be made and 

steps included within the action plan to ensure short and long-term use 
of it to the benefit of the whole system. 

 
8. We recommended that out of hours services are fully integrated into 

both the planning process of developing emergency care systems as 
well as the operational delivery of unscheduled care. 

 
9. We recommend that a consistent model of Intermediate care is 

developed.  
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Appendix 1 Suggested format of a comprehensive action plan  
 
Example of Emergency Care Systems Improvement Plan with Suggested work streams 
 
 

In Hospital 
 
 
 
 
 
 
 
 
 

Out/Pre of Hospital After hospital 

Named Health Economy Lead  Named Health Economy Lead   Named Health Economy Lead  
             

Primary Care including 
Ambulance 
 

OOHs GP/nursing 
/Ambulance 
 

Intermediate care 

Community based Health 
and social care 

Escalation policies 

Admission & Discharge 
Management 

Additional Capacity actual 
or by redesign  

Patient flow and bed 
management systems 

 
                                                             
 
 
 
 
 
 
 
 
 
 
 
 
 

OOHs GP/nursing 
/Ambulance 

Intermediate Care 

Primary Care including 
Ambulance 

Community Based 
Health and Social care 
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Out of pre/Hospital Before Plan Hospital Plan 
 
 
 
 
 
 
 
 
 
 
 

Community 
Based 

health & 
Social Care

Primary 
care 

Intermediate 
care 

OOH 

Named Lead            Named Lead       Named Lead           Named Lead 
 
 
 
 
“ 
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Prevent nursing homes 
patients’ inappropriate 
access to hospital 

 
Single assessment 
 
Additional capacity in 
preventative services 
 
Home capacity?? 
 
System wide bed 
management 

Chronic Disease 
 
Walk-in services 
 
Day hospitals 
 
Transport 
 
Care pathways 
 
Integrated with 
escalation policies 
 
Ambulance direct to 
primary care RAU and 
MIU 

Review and development 
of full strategy  
 
Direct access from 
Primary care 
 
Direct access from 
Ambulance service 
 
Ambulance/other staff 
interventions at home 
 
Falls 

Access point for OOHS 
services  
 
Extensions and integration 
of GP OOHs with A&E, 
nursing, ambulance 
 
Palliative Care 



 Community Based Health & Social Care 
 
 
 
 
 
 
 
 
 
 
 

Processes Capacity People Infrastructure

Lead     Lead     Lead    Lead 

 Capacity of Homes 
 
Types of services  
 
Numbers of places 
 

 
Vacancies 
 
Recruitment needs 
 
Training 
 
Role redesign 

IT systems 
 
Transport 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Single Assessment 
 
Bed management  
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Appendix 2 Performance Data        
 
  Latest SITREP A&E data from the source SHA key Targets report  
 
 
 
 
 
 
Organisation 16/11/2003 23/11/2003 30/11/2003 07/12/2003 14/12/2003 21/12/2003 28/12/2003 04/01/2004 11/01/2004 18/01/2004
East and North Herts Trust 0 1 14 7 1 7 3 15 14 6
West Herts Hospitals Trust 13 18 8 14 6 35 6 25 51 57
Bedford Hospital 0 3 0 14 14 0 0 5 31 0
Luton and Dunstable Trust 7 20 6 0 1 1 0 0 0 0
Barnet Hospital 28 32 64 43 29 22 19 29 43 46
Chase Farm Hospital 61 8 15 28 7 40 1 23 85 35
BEDS AND HERTS 20 42 28 35 22 43 9 45 96 63
Note: Totals are for Beds & Herts only  
 
 
 

Organisation 16/11/2003 23/11/2003 30/11/2003 07/12/2003 14/12/2003 21/12/2003 28/12/2003 04/01/2004 11/01/2004 18/01/2004
East and North Herts Trust 92.8% 90.7% 87.86% 90.63% 90.52% 88.40% 90.86% 86.83% 86.01% 89.09%
West Herts Hospitals Trust 86.0% 84.6% 86.96% 88.23% 85.30% 86.30% 85.51% 81.51% 81.45% 86.20%
Bedford Hospital 92.75% 89.30% 91.57% 90.28% 92.03% 91.50% 94.78% 92.26% 88.47% 94.03%
Luton and Dunstable Hospital Trust 87.7% 86.7% 89.43% 89.71% 90.86% 90.40% 90.00% 91.03% 86.68% 90.60%
Barnet Hospital 80.7% 78.6% 67.05% 75.59% 82.63% 88.31% 90.67% 75.70% 82.51% 79.55%
Chase Farm Hospital 73.1% 80.7% 73.08% 73.08% 74.91% 78.28% 75.94% 63.51% 69.00% 79.19%
BEDS AND HERTS 89.81% 87.83% 88.96% 89.71% 89.68% 89.15% 90.29% 87.91% 85.65% 89.98%
Note: Totals are for Beds & Herts only / Traffic Lights in accordance with DOH guidance  
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Appendix 3 Letter from John De Braux and terms of reference 
  
 

 
 
 
 
 (Direct) 01727 792825 

e-mail: john.debraux@bedsandherts-sha.nhs.uk  
Fax:  01727 792832 
 
 
1st December 2003 
 
To: 
Chief Executive, Beds & Herts Ambulance and Paramedic Services NHS Trust 
Chief Executive, Dacorum PCT 
Chief Executive, Hertsmere PCT 
Chief Executive, St Albans & Harpenden PCT 
Chief Executive, Watford & Three Rivers PCT 
Chief Executive, West Herts Hospitals NHS Trust 
Director, Adult Care Services, Hertfordshire County Council 
 
 
Dear Colleague 
 
Project Team, Unplanned Care 
 
Bedfordshire & Hertfordshire Strategic Health Authority works closely with local organisations 
to provide advice and support when necessary.   
 
The local health community in West Herts has accepted the SHA’s offer of help with the 
challenges it currently faces in dealing with unplanned care, including emergency and out-of-
hours services.  We have agreed that an external team will undertake diagnostic work starting 
in December.  Further work will depend on the content of the team’s report, which I shall 
expect to receive by mid-January and then share with you. 
 
The team members are listed below.  Thank you for agreeing that team members will be 
given access whenever they wish to visit any of the local healthcare organisations and sites, 
subject to providing at least a day’s notice (although they will endeavour to give more notice if 
possible).  We anticipate that the team will be visiting several sites during the week of 15th 
December and possibly at other times.   I should appreciate it if you would ensure that 
relevant staff at all levels are aware of what the team will be doing and of the importance of 
helping the team as much as possible. 
 
The team members are: 
 
Howard Baderman, former A&E Consultant, UCLH, London, and former Consultant Advisor in A&E 
to the Chief Medical Officer, Department of Health. 
 
David Davies, Whole System Emergency Care Manager, Beds & Herts 
 
Ray Greenwood, former Director of Nursing and Emergency Services, DHSC South 
 
Stephen Shortt, GP and PEC Chair, Nottingham PCT 
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If you have any questions or would like any further advice regarding the work of the team, please 
contact David Adler on 01727 792826 or 07884 182946 or alternatively on 
david.adler@bedsandherts-ha.nhs.uk. 
 
Yours sincerely 
 
 
 
 
John de Braux 
Chief Executive 
 
 
cc   Project Team Members 
 Andrew Morgan 
 David Adler 
 Beverley Flowers 
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Bedfordshire & Hertfordshire SHA 

West Herts Project Team: Unplanned Care 
 

Terms of Reference 
 
Team members 
 
Howard Baderman, former A&E Consultant, UCLH, London, former advisor 
in A&E to the Chief Medical Officer, Department of Health 
Phone:  020-7267 4281 
 
 
David Davies, Whole System Emergency Care Manager, Beds & Herts 
Phone:  01234-408971  07887-512036 
daviesd@bhamb.nhs.uk 
 
 
Ray Greenwood, former Director of Nursing and Emergency Services, DHSC 
South 
Phone:  01483-272885  07787-565618 
ray.greenwood5@btopenworld.com 
 
 
Stephen Shortt, GP and PEC Chair, Nottingham PCT 
Phone:  01509-852181 
stephen.shortt@gp-c84005.nhs.uk 

 
 
Scope 
 

• Services for unplanned care provided within West Herts 
• Primary, intermediate and secondary care, considering also the 

influence of other agencies, particularly social care 
• Policies 
• Systems, structures 
• Processes, procedures for planning, decision-making, day-to-day 

working 
• Relationships 
• Physical capacity 
• Staff capacity, including training and development 

 
 
Phasing of work 
 
It’s expected that a diagnostic phase of visits can be completed before 
Christmas, mainly during the week commencing 15th December. 
 
There may be a second phase of the team’s work, to support introduction of 
improvements, early in 2004. 
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Authority 
 
The team has authority to enter premises and have discussions with staff of 
any healthcare organisation within West Herts, subject to giving at least one 
day’s notice via the office of the chief executive of that organisation. 

 
(As per the letter of 1st December from John de Braux to local chief executives). 

 
 
Accountability 
 
The team will be accountable to the Chief Executive of Beds & Herts SHA for 
producing a report of findings and recommendations by mid-January 2004. 
 
Based on the report, the Chief Executive of Beds & Herts SHA, after 
consulting with local colleagues, will determine further action. 
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