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Investing in Your Health – Service Redesign in West Hertfordshire 
 
 
Executive Summary 
 
The purpose of this paper is to assess the impact on West Herts Hospitals 
NHS Trust of the changes set out in Investing in Your Health, to describe the 
mechanisms set up to take the processes of service redesign forward across 
the quadrant, and to summarise the progress made to date.  
 
The new pattern of service delivery is linked to a major programme of capital 
works which will include the rebuilding of Watford General Hospital, and the 
development of an elective ‘Surgicentre’ on the Hemel Hempstead General 
Hospital site. New models of care are being developed to inform design work, 
and to allow new staff roles to be determined.  The financial pressures faced 
by all NHS bodies in West Herts mean that there is pressure to implement 
some changes to models of service earlier than originally envisaged.   
 
The acute trust of the future is likely to be smaller than the current hospitals, 
and will focus on the delivery of acute care to those patients who need it.  
Many patients who are currently cared for within the hospitals facilities will be 
cared for in different services to be developed in primary care and community 
based settings. 
 
The period from now until completion of the change and development 
programme in 2012 will be a particularly challenging one for the acute trust 
and other service providers.  Work to model the changes to patient flows and 
the impact upon WHHT is in hand. 
 
The board is asked to note progress in this area and to receive further 
reports in the autumn of this year. 
 
 
Nick Evans 
Director of Service Redesign 
 
July 2005 
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Investing in Your Health – Service Redesign in West Hertfordshire 
 
 
Introduction 
 
1. This paper summarises the vision of future services in West Herts that was 

set out and consulted upon by Beds & Herts Strategic Health Authority 
under the banner of “Investing in Your Health” (IiYH) in 2003.  It describes 
the service models upon which the vision is founded, and the changes to 
both staffing and infrastructure that will be needed to deliver the vision. 
The mechanisms that have been put into place to take forward the 
processes of service redesign and infrastructure replacement are detailed, 
and an indication given as to progress to date.  The main risks to delivery 
of the programme of change are identified. 

 
2. The paper does not include detailed affordability studies, but does 

describe the timetable for this work, and the main areas of risk associated 
with it. 

 
3. The paper encompasses the overall IiYH plan for West Herts and beyond, 

but is written from the perspective of the West Herts Hospitals NHS Trust 
(WHHT).  It focuses on the challenges that WHHT faces in taking forward 
its part of the overall plan, and the implications for its services in the future.  

 
 
Background 
 
4. In the 1980s and 1990s there were a number of unsuccessful attempts to 

reconfigure acute hospital services in Hertfordshire. However in 2001 a 
further review of major hospital services in Bedfordshire and Hertfordshire 
began.   It included widespread consultation, and following this work a 
vision for future services began to emerge.  This vision included: 

 
• Local services for most health needs 
• Safe emergency, assessment and treatment services 
• Strong links between different parts of the health system 
• Specialist services within the local area for cancer and heart disease 
• All care delivered in modern, efficient facilities 

 
5. Further debate and development of the options led to the Strategic Health 

Authority consulting formally for several months in 2003.  In November 
2003 the proposed model of care and one of the options developed for 
provision of hospital services were approved by a special committee 
formed of the chairs of each PCT, each NHS trust and the SHA chair.  The 
service model was approved unanimously and one of the options for the 
delivery of hospitals was approved by all other than 1 PCT.  The process 
and outcome were subsequently endorsed by the three scrutiny 
committees involved in the process  
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6. In September 2004 the Secretary of Sate approved a Strategic Outline 
Case (SOC) which recommended that the preferred option be pursued. 

 
IiYH – the service model 
 
7. The service model developed for Beds and Herts and supported through 

this process is founded on: 
 

• Expansion of primary care services 
• Development of ‘Community Diagnostic and Treatment Centres’ 

(CDTCs) to provide a wider range of services outside acute hospitals 
covering a population of about 100,000 

• Expansion of intermediate care facilities, both bed-based and non bed-
based 

• Separation of emergency care from elective care, with the development 
of 3 surgicentres including 2 on major hospital sites 

• Concentration of major hospital services onto different sites – 4 major 
acute hospitals and 2 major non acute hospitals 

• A&E services provided on all 6 major hospital sites 
• A distributed model of supra DGH specialist services 
• Development of a cancer centre within the SHA 
• Enhanced teaching and training facilities 

 
8. This service model gives a balance between improved quality of care and 

local access to care.  It gives a larger catchment population for each acute 
service, and ensures that specialist staff are available 24 hours a day, 7 
days a week, as changes to doctors hours of work take place. 

 
 
Implications for West Herts and WHHT 
 
9. Within West Herts the SOC proposed the following disposition of services: 
 

• Watford General Hospital become the focus for major acute hospital 
based services 

• Hemel Hempstead Hospital becomes the focus for elective hospital 
services 

• 5 CDTCs are developed across the quadrant offering a range of 
different services 

• St Albans City Hospital and Harpenden Memorial Hospital will offer a 
range of community and non-acute services, potentially including 
intermediate care and CDTC services. 

• A&E services will continue to be provided by both Watford General 
Hospital and Hemel Hempstead Hospital.  Hemel Hempstead will no 
longer accept ‘blue-light’ ambulances, and will not offer emergency 
surgery or intensive care services, but is nonetheless expected to see 
about 80% of the patients currently seen. 

• A Surgicentre development at Hemel Hempstead will handle the 
majority of elective surgery cases for the quadrant. 
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• Cancer services currently provided at Mount Vernon hospital are 
expected to transfer to the new hospital development planned for 
Hatfield, and have been transferred to the management of East & 
North Herts Hospitals NHS Trust in readiness for this. 

• The Burns & Plastic Surgery service currently based at Mount Vernon 
Hospital will transfer to the Watford General site during 2006-07 as 
planned, and will be fully integrated into the site redevelopment. 

 
10. The changes proposed to services across West Herts and beyond are 

very much an integrated whole – the full benefits of the new model of care 
will not be realised unless all of the elements are in place and working 
correctly.  The timing of changes in the transition period between 2005 and 
2012 is a major challenge if service provision is to be sustained in the 
interim and developed appropriately for the future. For this reason the 
quadrant is charged with developing a comprehensive Transitional Plan 
covering the period up to the completion of the major hospital 
redevelopments scheduled for 2011/12, 

 
11. The service model envisaged will result in major changes to the nature of 

the care provided by WHHT.  In general this will mean: 
 

• Less routine diagnostic care delivery  
• Fewer outpatient referrals and attendances 
• Less minor surgery 
• Shorter lengths of stay for both elective and emergency patients 

 
12. Delivering this changed service model will require: 
 

• Changes in the way that care is delivered, with a greater emphasis on 
moving patients through the whole care system more smoothly 

• Different staff skills 
• Closer working across the local healthcare system, with specialist staff 

supporting the delivery of a wider range of care services by primary 
and community based staff. 

 
The Scale of Change 
 
13. A detailed capacity analysis was undertaken as part of the SOC 

submission in April 2004.  This covered future service provision across 
Hertfordshire and Bedfordshire and was based on: 

 
• Baseline analysis of current activity at all hospitals for 2002/03, broken 

down by age band, specialty and admission type 
• Anticipated demand increases due to population growth and demand 

growth 
• Performance changes by services, including greater day case activity, 

a shift of occupied bed days (OBDs) from acute to intermediate care 
settings, assumptions regarding the balance between bed based and 
non bed based intermediate care, and reduced lengths of stay  
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• Location changes – service shifts between hospital sites 
• Conversion of activity to bed numbers, with assumptions about 

occupancy rates. 
 
14. The assumptions made in the SOC are summarised in Attachment 1.  
 
15. The overall impact upon bed numbers within WHHT is as follows: 
 
 
Site Day-

case 
Inpatient Sub-total Intermedi

ate care 
beds/bed 
equivale
nts 

Total March 
2003 
position 

WGH / 
MVH 

13 441 454 85 539 458 

HH / 
SACH 

31 79 110 85 195 360 

WHHT 
total 

44 520 564 170 734 818 

 
16. The bed numbers above do not reflect the shift of activity to the 

Surgicentre proposed for Hemel Hempstead.  The main impact of this 
development will be to redistribute the day surgery bed numbers between 
the two hospital sites. 

 
17. Overall WHHT can expect to see a reduction from the 2003 bed base 

across WGH and HH of approximately 818 to approximately 564 beds. 
 
 
Where we are now 
 
18. The changes in performance which underpin the IiYH SOC calculations in 

part relate to the performance of the acute services run by WHHT, and in 
part relate to the development of a wider range of services by West Herts 
PCTs and primary care, resulting in the transfer of some patients’ care 
away from the acute trust. 

 
19. 8 key conditions (below) account for over 80% of the shift of care from 

acute settings: 
 
Condition % 

contribution 
to overall 
shift 

Future performance 
assumption 

Stroke 16 Length of acute stay 4 days 
Joint replacement 13 Length of acute stay 2 days 
COPD/COAD 9 95% reduction in 

admissions 
# Neck of femur 9 Length of acute stay 2 days 
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Myocardial infarct 7 Length of acute stay 3 days 
Colorectal surgery 6 Length of acute stay 7 days 
Disrhythmias 6 Length of acute stay 1 day 
Chronic heart failure 5 50% reduction in 

admissions 
 
20. Further assumptions relate to the transfer of care from acute to 

intermediate care, an increase in day surgery rates and the availability and 
throughput of day surgery, and the redistribution of cases between the 
proposed acute site (WGH) and the proposed non-acute site (HH). 

 
Infrastructure 
 
21. IiYH and the SOC propose major investment in the infrastructure from 

which WHHT currently provides services.  The two major elements of this 
are: 

 
• Rebuilding of WGH 
• A new ‘surgicentre’ at HH 

 
22. In addition it is planned that some 5 CDTCs will be built across the West 

Herts quadrant.   
 
23. These developments will address many of the difficulties that Trust staff 

currently face in trying to provide high quality care from inappropriate and 
inadequate premises.  They also offer an opportunity to release the fixed 
revenue costs that are tied up in the current estate, and reinvest them in 
more appropriate facilities. 

 
24. The timing of the various capital developments is complex.  The 

timescales required to complete the overall programme do however allow 
WHHT and its partner organisations time to redesign and change the 
pattern of service delivery in line with the overall IiYH plan before the 
major building changes are completed. 

 
Human Resources 
 
25. Change in the way in which staff work is implicit in the IiYH plan.  

Specialist staff will be more focussed on those patients who need their 
particular skills and experience, and will provide less care to patients 
whose needs can be met in non acute hospital settings by other staff 
groups.  They will however deliver more support and development to these 
staff groups on an ongoing basis.  Primary care and community based 
staff will provide care to a wider range of patients.  In particular the role of 
GPs in leading and providing more specialised services will be developed.  
Across all services the role of nursing and therapy staff in delivering more 
specialised services will continue to be developed. 

 
26. All of these developments will require the recruitment, training and ongoing 

development of a new range of staff.  Work to identify the staff recruitment 
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and development implications of the IiYH changes is in the early stages at 
both SHA and quadrant levels. 

 
 
Progress to date 
 
27. The structure established in West Herts to take forward the 

implementation of IiYH is illustrated in Attachment 2.  Major themes are: 
 

• Service redesign 
• WGH redevelopment  
• HH Surgicentre 
• CDTCs 
• Intermediate Care  

 
Service Redesign 
 
28. It was agreed in December 2004 that the process of service redesign 

across West Herts should properly be led by PCT commissioners, and this 
is reflected in the structure developed.   The overall service redesign 
programme is overseen by the quadrant Service Redesign Group, chaired 
by the Chief Executive of Watford & Three Rivers / Dacorum PCTs.  The 
detailed work of service redesign is being taken forward by four 
‘workstreams’ set up in April 2005, and covering: 

 
• Elective care 
• Unplanned care 
• Long Term Conditions & Intermediate Care 
• Diagnostic services 

 
29. Each workstream is chaired by a PCT director and with a WHHT vice-

chair.  Groups have a broad-based membership drawn from across the 
local health community.  Each group is supported by a part time change 
manager, and has one session a week input from each of two ‘clinical 
champions’, one GP and one consultant. 

 
30. The workload and priorities of the workstreams is immediately driven by 

the requirements of the Watford redevelopment timetable.  This requires 
the delivery of the Outline Business Case (OBC) in July 2005, and the 
completion of the Full Business Case (FBC) in December 2005.  The OBC 
requires confirmation of the overall service disposition, design and 
capacity assumptions made within the SOC.  This was achieved by the 
workstreams at the end of June 2005.   

 
31. The FBC will contain detailed information concerning the facilities, 

capacities, co-locations and adjacencies required in respect of the 
services provided at Watford.  The redesign process must produce 
detailed pathways for patient care within all of the main specialities and 
disease groups.  These pathways must span primary, community and 
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secondary care, and will provide the foundation of the business cases for 
all of the capital developments within the quadrant.    

 
32. This work will be undertaken using structured interviews on a specialty by 

specialty basis.  GP input and consultant input to each discussion will be 
essential, and will be brokered from amongst the clinical communities by 
the clinical champions.  Discussions will be informed by background 
information on innovative practice. 

 
33. The patient pathways developed will be quality checked by a clinical 

reference group consisting of the 8 clinical champions, the PEC chairs 
from the four local PCTs and the WHHT medical director. 

 
34. The establishment of sub groups across the four workstreams will be co-

ordinated and managed by the four change managers. 
 
35. Implementation of revised patient pathways will also be taken forward 

under the leadership of the Service Redesign Group. 
 
Watford General Hospital redevelopment  
 
36. WHHT has lead responsibility for production of the Watford OBC and has 

therefore set up a Project Board which is a sub-committee of the Trust 
Board and is attended by other key stakeholders. This is underpinned by a 
number of formal groups focusing on different aspects of the OBC.   The 
Director of Planning, who joined the Trust in April, is Project Director and 
Project Managers have been appointed.  

 
The Hemel Hempstead Surgicentre 
 
37. WHHT is participating in the national Independent Sector Treatment 

Centre (ISTC) programme. The procurement timetable for the scheme is 
on track and the tender documentation (Invitation to Negotiate - ITN) will 
be released to the short-listed bidders in July 2005.  It is intended that 
there will be a start on site in April 2006 and that the facility will open in 
Oct 2007. 

 
38. Two alternative sites on the Hemel Hempstead hospital estate will be 

offered to the bidders on which to build the facility. Resolution to grant 
outline planning permission has been received. The Trust will retain 
ownership of the land on a landlord tenant arrangement. 

 
39. Each bidder will be invited to make an interim design presentation in 

August, following which each will receive a critique of their scheme to 
ensure that bidders remain within the scope of the specification. The final 
detailed evaluation will take place in September / October.  The evaluation 
process has been modified to maximize the number of clinicians able to 
comment on the bids.   
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40. Medical and nursing staff for the Surgicentre will remain employed by 
WHHT and work for the Surgicentre provider on secondment.  The 
Retention of Employment (ROE) model will be adopted, in line with other 
schemes currently underway.    

 
41. Other services used will be procured by the Surgicentre provider, possibly 

but not necessarily from WHHT.  Work to support WHHT services in 
considering bidding to provide services is under way.  In the event that the 
provider opts not to sub contract with WHHT for any clinical or non-clinical 
support services, the relationship between WHHT and the provider will 
merely be that of landlord and tenant. 

 
42. All elective day surgery, 23-hour surgery and inpatient general surgery and 

orthopaedic surgery (with the exception of patients requiring complex or 
critical care back up) will be treated in the Surgicentre. No provision will be 
made for any of these cases in the redevelopment of WGH, other than for    
plastics cases which will be excluded from the Surgicentre 

 
43. Activity levels for the Surgicentre have yet to be finalised, but the overall 

workload is expected to be approximately 14,000 patients a year. 
 
CDTCs 
 
44. The development of CDTCs is being taken forward by PCTs.  The location 

and content of each unit is not yet finalised, but their overall contribution to 
service provision in West Herts is expected to be as outlined in IiYH.  For 
WHHT major issues to be considered include: 

 
• The benefits or disbenefits of seeing CDTCs located on the trust’s 

hospital sites. 
• The extent to which the trust will wish to provide supporting services to 

CDTCs, in particular diagnostic services. 
• Structures for the engagement of the trust’s specialist staff in the 

provision of services at CDTCs. 
 
 
Intermediate Care 
 
45. The development of intermediate care is a major element of the IiYH plan.  

Both bed based and non bed based models of care are envisaged, and 
across Beds & Herts it is expected that over 50% of current hospital 
Occupied Bed Days will transfer.  This includes both patients who are 
expected to avoid an acute hospital stay entirely and those for whom the 
length of the stay will be significantly reduced.   

 
46. The location of bed-based facilities is not yet fully decided, but significant 

provision already exists at St Albans City Hospital, Harpenden Memorial 
Hospital, and Potters Bar.  Further capacity exists within care home 
settings in Watford.  The use of some intermediate care beds as step-
down facilities for patients having treatment in acute hospital facilities may 
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mean that they would be best located on acute hospital; sites; this has yet 
to be discussed. 

 
47. The changes being made in services as part of the trust’s Financial 

Recovery Plan over the coming months include the development of both 
bed-based and non-bed based intermediate care services.  These 
developments are designed to be in line with the IiYH plan, and effectively 
represent the bringing forward of these service changes. 

 
Affordability 
 
48. The IiYH SOC published by the SHA in April 2004 concluded that the 

favoured option was affordable within the overall SHA economy, and 
particularly in the context of the major capital developments planned at 
WGH and at Hatfield.   

 
49. WHHT will face the major challenge of reducing the volume of care that is 

provided directly, and thus seeing a reduction in income requiring a 
commensurate reduction in spend.  These changes have begun to impact 
on the trust in the current financial year, and will become more 
pronounced in future years. 

 
50. Major changes within the overall NHS funding framework over the next few 

years will increase the financial risks which all acute trusts face.  The 
Patient Choice agenda is likely to lead to a drift away from organisations 
that do not offer services that are attractive to both patients and GPs.  The 
impact of Payment By Results means that trusts must become more adept 
at increasing or decreasing capacity and costs to reflect changing patient 
flows.   In general acute trusts will need to be more flexible in changing 
services to meet local population needs and the priorities of 
commissioning organisations. 

 
51. Work to model the risks and affordability and financial risks that WHHT 

faces is being developed alongside the Trust’s financial recovery plan and 
the quadrant transition plan. 

 
Timescales & Transitional Plans 
 
52. The major milestones for West Herts are summarised in Attachment 2.   
 
53. West Herts PCTs are in the process of developing transitional plans 

demonstrating the changes in service provision over period of IiYH 
implementation.  In particular these indicate the overall shift of elements of 
the acute hospital workload from WHHT to the other forms of care being 
developed over the next 7 years. Work is under way to model the impact 
these plans upon the Trust’s clinical services, with the aim of identifying: 

 
• Potential threats to the viability of individual services in the medium and 

longer term. 
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• The scale of the financial challenge faced by the trust over the transition 
period 

• The opportunities that may exist for the trust to develop its patient 
catchment more broadly or in particular services 

• The ways in which the trust might best engage with the other elements of 
service provision within West Herts. 

 
54.  Preliminary conclusions will be brought to the Board for discussion in 

October 2005. 
 
    
The major challenges 
 
55. Implementing IiYH will affect every aspect of NHS provision in the West 

Herts quadrant. For WHHT the combination of a major change to the 
service model and major capital redevelopment, together with changes in 
the national financing framework for the NHS, presents the management 
challenge for the next 5 years. 

 
56. Particular risk areas identified for the trust are: 
 

• Successfully developing the new care pathways & models 
• Implementing changes in service delivery and behaviour 
• Recruiting and developing the right staffing  
• Managing the major capital developments, including the establishment 

of successful PFI partnerships 
• Delivering the Trust’s operational responsibilities in respect of the 

Hemel Hempstead surgicentre  
• Maintaining positive engagement amongst patients, local communities 

and staff 
• Establishing and maintaining financial stability for WHHT and other 

organisations during the period of change 
• Delivering appropriate care for patients during the period of transition 

and change 
• Sustaining viable clinical services over the transition period and into the 

new service model. 
 
 
What will the ‘new’ WHHT look like? 
 
57. By the time IiYH is fully implemented in 2012 the ‘new’ WHHT will be 

structured differently from the existing acute trust.  Most obviously the trust 
will have disengaged from service provision at Mount Vernon Hospital, 
with the Burns & Plastics service being provided from the WGH site.  The 
St Albans City Hospital site will have been transferred to the management 
of the St Albans & Harpenden PCT.  WHHT’s sites will consist of Hemel 
Hempstead General Hospital and Watford General Hospital.   
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58. Hemel Hempstead will host the West Herts Sugicentre; the extent of the 
trust’s engagement in providing services to support the centre or to 
provide direct patient care is yet to be determined (see above).  The 
hospital will be the main location for elective hospital-based care in West 
Herts.  The site will continue to provide a 24-hour A&E service, although 
without the provision of emergency surgery or accepting ‘blue-light’ 
ambulances.  The site will not have critical care / high dependency support 
or 24 hour anaesthetic cover.  There may or may not be a CDTC and / or 
intermediate care beds located on the site.  The Surgicentre is expected to 
be housed in new, purpose built accommodation.  Further redesign / 
renovation work will probably be undertaken as needed to provide the 
range of services provided. Dacorum PCTs plans for service provision on 
the site need to be clarified and co-ordinated 

 
59. The Watford General Hospital site will provide a range of acute hospital 

services.  The site will provide a 24-hour A&E service, with a full range of 
critical care and other support services.  The hospital will provide elective 
services for those patients who have more complex needs and 
dependencies that cannot be met at Hemel Hempstead.  The hospital will 
be completely rebuilt. There may or may not be a CDTC and / or 
intermediate care beds located on the site. A key issue will be access for 
patients, which may well dictate patient flows and therefore capacity and 
income streams for decades to come. 

 
60. Most outpatient attendances and diagnostic tests will no longer be 

provided within acute hospital settings and the content of both hospital 
sites will reflect this.  There will be a general reduction in the number of 
follow-up outpatients attendances, in line with best practice. 

 
61. The disposition of inpatient beds envisaged by IiYH is as follows: 
 
Site April 2005 April 2006 * December 2012  
WGH/MVH 367 331 441 
HH/SACH 314 270 79 # 
Total 681 601 520 
 

* After implementation of bed movements to intermediate care 
# Excludes inpatient beds within the Surgicentre. 

 
62. Bed numbers are based on the assumptions made within IiYH in respect 

of service shifts and performance, and upon an overall bed occupancy of 
85%, compared with current average occupancy levels of 90 – 95%.   

 
63. The Trust will in general be providing care for fewer patients, but 

concentrating on those that require the expertise and facilities that it offers.  
Trust staff will have a significant role in supporting and developing staff in 
other organisations within the wider quadrant. 

 
64. Trust income is expected to be significantly reduced.  Spending will reduce 

in line.  Overall the Trust is expected to employ significantly fewer staff, 
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reflecting the reduction in sites and concentration of service provision on 
fewer patients. 

 
Conclusion  
 
65. The next five years represent a time of major change for WHHT.  The 

nature and disposition of its services will change, and there will be 
reductions in the range and volume of services provided, the numbers of 
staff employed, and the number of sites managed by the trust. 

 
66. At the same time the West Herts quadrant will be developing a 

comprehensive range of services for the local population.  WHHT will have 
a central role in this development. 

 
67. The changes in service offer an opportunity for WHHT and other local 

NHS organisations to redevelop their estate such that the right facilities 
and equipment are available for the future.  For WHHT this will enable the 
replacement of inappropriate and inadequate facilities, particularly at 
WGH.   

 
68. The new models of care will only work if they are fully implemented across 

the quadrant.  Close partnership with local partner organisations, in 
particular the two PCT strategic alliances, is essential. 

 
69. Significant risks exist in respect of both capital and revenue funding.  

However, preserving the status quo is not seen as an option either for 
WHHT or for the future provision of high quality services for the local 
population. 

 
70. It is critically important that developments are co-ordinated and closely 

monitored so that any changes from plan which will impact elsewhere are 
identified and addressed at the earliest opportunity. Within the Trust the 
Watford OBC Project Board as a sub-committee of the Trust Board will 
provide a focal point for such scrutiny and will feed into both Trust 
Management and Trust Board as a matter of routine. 

 
 
Nick Evans 
Director of Service Redesign 
 
July 2005  
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Investing in Your Health - West Herts Service Design Groups 

Current Planning Assumptions  

 
Background 
 
After extensive consultation Investing in Your Health (IiYH) was approved by NHS 
organisations in Beds and Herts in November 2003. The proposals were worked up in a 
Strategic Outline Case (SOC) which set out Option 1, Option 2 and “Do nothing” options. 
In September 2004 Secretary of State approved the SOC and the recommendation that 
Option 2 be implemented. This paper summarises the key assumptions in the SOC that 
relate to Option 2. 
 
Part 1 - High level SOC assumptions (Option 2) 
 

o Key Policy Drivers 
o Medical workforce changes: EU Working Time Directive/Increasing 

consultant led care makes it difficult to staff multiple acute sites. 
Increasing move to acute catchments of 400,000 (currently 200-250,000) 

o Separation of Elective & emergency care: facilitates shorter waits, 
fewer cancellations, Patient Choice. 

o Expanding roles of nurses/other healthcare professionals 
o Improved chronic disease management:- evidence of better outcomes 

in non-acute settings 
o Investment in intermediate care, for better chronic disease management: 

reduced admissions to,  length of stay in acute hospitals 
o Reforming financial flows (“Payment by Results”) will drive shift of  care 

to non-acute settings 
o Local access for outpatients, diagnostics, minor injuries reduces the 

need to travel, traffic congestion and parking problems. 
o Better Information Technology (NPfIT) facilitates the IiYH changes 

including expansion of services available in primary care 
 

o Acute Hospitals: proposed for Watford, (Hatfield, Luton & Dunstable) to include 
o A&E with trauma unit alongside 
o Emergency medicine 
o Emergency surgery 
o Inpatient obstetrics and neonatal care 
o Inpatient paediatrics 
o Cancer centre at Hatfield replacing Mt Vernon 

 
o Non-acute Hospitals: proposed for Hemel Hempstead (Lister, Mt Vernon) to 

include 
o A&E providing services for approx.80% of current users 
o Intermediate care services 
o Elective surgery centre (“Surgicentre”) 
o Birthing centre (subject to positive evaluation at Hemel) 
o Paediatric assessment centre 

 
o Affordability, Process & Timescale 

o Projected capital costs: £1.068bn for Hatfield (£558m) & 
Watford.(£323m). Remaining capital for Surgicentre via the National 
Implementation Team; Community DTCs via NHS LIFT, a PFI bundle & 
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wave 2 Treatment Centres; various small developments via land sales, 
operational and strategic capital 

o Assumes 50% single rooms for Hatfield & Watford. 
o Assumes more patients repatriated to Beds & Herts with more specialist 

services provided locally. 
o Affordability Assessment 2012/13 - Projected income £2,293.4m Acute 

Care costs £1,021.6m; Primary & Community Care Costs £968.3m; Other 
costs £289.3m. Balance for investment £13.7m: 

o Projected timescale: Watford and Hatfield to be procured together, OBC 
approval April 2006 and OJEU notice July 2006; 2 years for PFI 
process/FBC approval/contract signing; 3 years for construction; 6 
months for commissioning; facilities ready by December 2011  

 
o Mental Health & Learning Disabilities: Not covered by IiYH – see IiYMH 

However may well have facilities on hospital/ non-acute sites 
 

o Demand: Based on 1996 population projections and projected forward to 
20011/12 at an increase of 0.25% p.a.. No current allowance for increased 
patient expectations and/or healthcare need. 

 
o Predicted activity for 20011/12: Has been adjusted to take account of  

 
o day case rates; availability of day case beds over the year;  
o day case throughput;  
o reduction in acute occupied bed days through planned shifts to 

intermediate care;  
o ratio of bed based intermediate care to non bed based;  
o reduction in average length of stay of remaining activity through 

changes in clinical practice or adoption of best practice.(see below for 
details) 

 
o Shifts between care settings: were modelled by specialty groups and 

admission types in terms of 
o Major acute hospitals to cDTCs 
o Acute hospitals to non-acute hospitals 
o Non acute hospitals to acute hospitals 

 
o Patient flows are predicted based on travel and transport times and  “expressed 

preference”. 
 

Shifts in Location  affecting West Herts % Movement 
From Luton & Dunstable to Hemel 60% 
From QE2 (Non acute) 5% 
From Hemel Hempstead to 

o Luton & Dunstable 
o Watford 
o Hatfield 
o Out of area 

 
20% 
32% 
43% 
5% 

From Watford to 
o Hemel Hempstead 
o Out of Area 

 
74% 
26% 

Note: These figures are not necessarily reflected in subsequent 
commissioning intentions from PCTs. 
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o Occupancy rates 

 
Specialty/Service Assumed occupancy 

rate 
Rationale 

Medicine, Surgery 
 
Orthopaedics 
 
Gynaecology 
 
Paediatrics 
 
Obstetrics 
 
Intermediate Care 

85% 
 

90% 
 

70% 
 

65% 
 

70% 
 

90% 
 

These figures aggregate to 
an overall occupancy of 
82%. This is the level 
proposed in the National 
Beds Enquiry 

 
 

o Acute site Bed Projections 
 
Hospital Day case Inpatient Sub Total Int’med 

Care 
Total 

Hemel 2003   3601 0 360 
Hemel 2011/12 
 

31 
 

79 110 85 195 

Watford 2003   4582 0 458 
Watford 2011/12 13 441 454 85 539 
Total 2003   818 0 818 
Total 2011/12 44 520 564 170 734 
 
 

o Shifts to Intermediate Care 
 
8 key conditions (below) account for 81% of shift from acute settings 
 
Condition % contribution to 

overall shift 
Assumption 

Stroke 16% Length of acute stay 4 days 
Joint Replacement 13% Length of acute stay 2 days 
COPD/COAD 9% 95% reduction in admissions# 
Fracture Neck of Femur 9% Length of acute stay 2 days 
Myocardial Infarct 7% Length of acute stay 3 days 
Colorectal surgery 6% Length of acute stay 7 days 
Disrhythmias 6% Length of acute stay 1 days 
Chronic Heart Failure 5% 50% reduction in admissions  
 
These shifts are dependent on substantial developments in primary care services, 
management of chronic diseases, admission avoidance schemes, observation units, 
greater availability of and access to diagnostic facilities, and intermediate care services. 
Increased care in primary care settings will be provide by a “..mix of primary and 

                                                        
1 Including St Albans City – 28,400 admissions (FFCEs) 2002/3 
2 40,100 admissions (FFCEs) 2002/3 
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secondary care professionals” (SOC 3.2.2). All services, wherever they are provided 
will have to work together as a network (SOC 4.1.4.) 
#Note: Some felt reduction in COAD should be more conservative, say 50% reduction 
 
Risk Assessment (SOC Fig 5-9) 
 
Risk type Risk Identification Risk Assessment Risk Management 

strategies 
Political Changes in national 

political environment 
Planning blight prior to 
election 
Weakening of local 
partnerships 
Lack of Public Support 

Medium Well co-ordinated 
public involvement 
strategy 
Regular briefings for 
key stakeholders 

Financial Growth assumptions too 
optimistic 
Double running costs 
Cost pressures higher 
than expected 
Payment by Results 

High Robust sensitivity 
analysis 
Sufficient 
contingencies 
Effective financial 
management regimes 

Programme 
Management 

Worsening short term 
performance deflects 
management attention  
Insufficient management 
capacity/capability to drive 
programme 
Lack of clinical buy in 

Medium Effective performance 
management 
Robust programme 
and project 
management systems 

Planning Shifts to intermediate 
care/ CDTCs/ 
Surgicentres not 
achievable 
Models of emergency care 
in non-Acute settings not 
viable 
Impact of changes in 
neighbouring health 
economies 

High Put in place effective 
transitional planning 
arrangements 
Maintain dialogue with 
neighbouring StHAs 

Workforce Insufficient staff 
Inappropriate skill mix 

High Align workstreams 
from WDC with 
overall prgramme 

Estates Procurement of Hatfield 
site 
Changes in planning 
guidance 
Unforeseen site issues 

Low Use high quality 
advisers 
Effective Estates 
management 

Market 
Capacity 

Failure to attract interest 
from construction industry 
Surgicentres do not attract 
appropriate partner 

Low Maintain dialogue with 
private sector 
Effective use of 
central guidance 
High quality advisers 

Transport & 
access 

Public transport 
Requirement for changed 
road infrastructure 

Medium Maintain effective 
dialogue and links 
with Local Authorities’ 
Integrated Transport 
Project 
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Part 2 Elective Care   
 
Day Cases 
 

SOC Assumptions Quantification Rationale 
Day case rate for DH basket 
of 25 procedures 

100% National Audit Office best practce 

Day case rate for DH trolley 
of additional procedures 

As now ! 

Residual elective activity As now ! 
Day case availability Major hospitals 304 

days per year 
CDTCs: 252 days/year 

6 days per week less bank holidays 
 
5 days per week less bank holidays 

Day case throughput 1.55 FCEs per daycase Standard practice laid down by 
Royal College of Surgeons study 

Transfer acute to 
intermediate care – General 
Surgery 

Hemel 21.1% 
Watford 15.8% 

Comparison existing length of stay 
to best practice 

Transfer acute to 
intermediate care – 
Trauma+Orthopaedics 

Hemel 50.8% 
Watford 42.1% 

Comparison existing length of stay 
to best practice 

Transfer acute to 
intermediate care – General 
Medicine & Geriatric 
Medicine 

Hemel 31.2% 
Watford 25.5% 

Comparison existing length of stay 
to best practice 

Ratio bed-based to non bed-
based intermediate care 

Herts 25% non bed 
based (Beds 75% non 
bed based) 

Comparison estimated  current 
practice and potential capacity at 
non-acute hospitals 

Improved Length of Stay 5% Based on good practice and likely 
changes in practice to residual 
workload over 7 years 

Shift med. & surg. day cases 
acute to cDTCs 

25% (under review) Based on review of all planned procedures 
in run up to IiYH consultation 

Remaining medical day 
cases acute (Watford) to 
non-acute (Hemel etc) 

0% Includes bronchoscopies etc which need to 
be close to ITU 

Remaining medical day 
cases non-acute (Hemel) to 
acute (Watford etc) 

50% Includes bronchoscopies etc which need to 
be close to ITU 
 

Remaining surgical day 
cases acute to non-acute 

50% 100% could be done at non-acute 
site but 50% retained for local 
access 

Remaining surgical day 
cases non-acute to acute 

0% 100% could be done at non-acute 
site  

Remaining orthopaedic day 
cases acute to non-acute 

50% 100% could be done at non-acute 
site but 50% retained for local 
access 

Remaining orthopaedic day 
cases non-acute to acute 

0% 100% could be done at non-acute 
site  

Remaining gynae day cases 
acute to non-acute 

50% 100% could be done at non-acute 
site but 50% retained for local 
access 

Remaining gynae day cases 
non-acute to acute 
 

0% 100% could be done at non-acute 
site  

Obstetric day cases from 100% By the nature of admission type for 
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non-acute to acute obstetrics would imply 
complications 

SOC Assumptions Quantification Rationale 
Children’s day cases from 
non-acute to acute 

10% Based on (then) emerging work 
from W Herts review of children’s 
services 

Elective Overnight Activity 
shifts 

  

Medical elective inpatients 
from acute (Watford) to non-
acute (Hemel etc)3 

0% Likely to be oncology so non-acute 
activity small 

Medical elective inpatients 
from non-acute (Hemel) to 
acute (Watford etc)4 

90%  

Surgical elective inpatients 
from acute to non-acute 

10% With increased day case rates vast 
majority need ITU back up 

Surgical elective inpatients 
from non-acute to acute 

90%  

Orthopaedic elective 
inpatients from acute to non-
acute 

75% Overnight facilities for T&O surgery 
at non-acute site 

Orthopaedic elective 
inpatients from non-acute to 
acute 

0%  

Gynae elective inpatients 
from acute to non-acute 

0% With increased day case rates vast 
majority need ITU back up 

Obstetric elective inpatients 
from non-acute to acute 

100% By nature of admission type for 
obstetrics would imply 
complications 

Children’s elective inpatients 
from acute to non-acute 

0% Assume all under 16s need to be 
cared for on paediatric ward at 
acute site 

Children’s elective inpatients 
from non-acute to acute 

100%  

 
 
This section should be considered together with the Surgicentre Outline Business 
Case (OBC). The Surgicentre OBC was approved by Trust and PCT Boards of the 
OBC in January/February 2005 and subsequently by Ministers. Ministers have 
agreed that £40m should be made available to cover double running and other 
transitional costs (including “dual tariff”) as a result of setting up surgicentres in 
Hemel and Stevenage in advance of the moves of acute services to Watford and 
Hatfield respectively in about 2012 . It is assumed that the need for transitional 
support will taper after the first three years of the initial five year contract. 
 
An equal number of day case patients from Watford and Three Rivers will be treated 
at Hemel and Mount Vernon to facilitate local access for local residents. 
 
It is currently assumed that 25% of day cases will be treated in community DTCs and 
a smaller number in primary care. 
 
 
 
 
 
                                                        
3 Hemel etc = Mainly Hemel but could be Mt Vernon, Lister, Wycombe 
4 Watford etc = Mainly Watford but could be Hatfield, L&D, Stoke Mandeville 
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Part 3 - Unscheduled/Emergency Care 
 
“ The development of emergency care means that better clinical outcomes can often be 
achieved by transferring patients further by ambulance to a more specialist emergency 
centre. For example ambulances are now often equipped with digital links to allow a tracing of 
a patient’s heart to be transmitted to a major hospital so that hospital-based medical staff can 
support paramedics to provide care en route to hospital.” (SOC 2.6.6) 
 
More emergency care services will be provided in primary care settings (SOC 3.2.2) 
 
 
Activity Shifts 
 

SOC Assumptions Quantification Rationale 
Medical emergency from 
acute (Watford) to non-acute 
(Hemel etc)5 

0% “N/A” 

Medical emergency from 
non-acute (Hemel) to acute 
(Watford etc)6 

90% No acute medical cover on site – 
assume about 10% suitable for 
intermediate care which will be 
on site 

Surgical emergency from 
acute (Watford) to non-acute 
(Hemel) 

0% “N/A” 

Surgical emergency from 
non-acute (Hemel) to acute 
(Watford etc) 

95% No emergency surgery on site – a 
small number (5%) requiring 
observation only may be able to 
remain on non-acute site  

Orthopaedic emergency 
from acute (Watford) to non-
acute (Hemel etc) 

0% “N/A” 

Orthopaedic emergency from 
non-acute (Hemel)  to acute 
(Watford etc) 

95% No emergency surgery on site – a 
small number (5%) requiring 
observation only may be able to 
remain on non-acute site  

Gynae emergency from 
acute (Watford) to non-acute 
(Hemel etc) 

0% “N/A” 

Gynae emergency from non-
acute (Hemel) to acute 
(Watford etc) 

95% No emergency surgery on site – a 
small number (5%) requiring 
observation only may be able to 
remain on non-acute site  

Obstetric emergencies from 
non-acute (Hemel) to acute 
(Watford etc) 

95% Based on evidence from Hemel 
birthing unit 

Paediatric emergency from 
acute (Watford) to non-acute 
(Hemel etc) 

0% “N/A” 

Paediatric emergency from 
non-acute (Hemel) to acute 
(Watford etc) 

80% Those requiring in patient 
admission will need to be 
transferred to acute site  

 
 
                                                        
5 Hemel etc = Mainly Hemel but could be Mt Vernon, Lister, Wycombe 
6 Watford etc = Mainly Watford but could be Hatfield, L&D, Stoke Mandeville 
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Part 4 - Diagnostics & Clinical Support 
 
“Significant numbers of people being referred to hospital for hospital outpatient services 
could be effectively cared for in a primary care setting by a GP or other healthcare 
professionals. For example it is estimated that 40% of orthopaedic referrals could be 
managed by a physiotherapist working in a primary care setting.” (SOC 2.9.1) 
 
“Often patients are referred to hospital, or even admitted to hospital, in order to get a 
diagnostic test done, for example an ECG or CT scan. Increasing availability of these 
diagnostic services within primary care would reduce referrals to, and use of major 
hospitals.” (SOC 2.9.2) 
 

• It is envisaged Community DTCs will include a base for …diagnostic tests and 
diagnostic procedures (SOC 3.3.1) 
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