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TRUST BOARD MEETING 16TH NOVEMBER 
“DELIVERING A HEALTHY FUTURE IN WEST HERTFORDSHIRE” 

 
 
Introduction 
 

1. The Trust’s overall objective is to ensure the delivery good quality acute hospital 
services for the people of West Hertfordshire, making best use of the resources 
available. It has become clear that the Trust cannot achieve this objective within 
the current configuration of services. The purpose of this paper is therefore to set 
out succinctly:  

 
a. The Trust’s current position and strategic context; 
b. the pressing case for change;  
c. the outcome of public consultation which ended on 16th October and the 

Trust’s responses on key issues raised 
d. Suggested criteria for deciding between the options consulted upon; and  
e. A recommendation based on those criteria; plus 
f. An outline of the process required to implement that change, 

 
2. Members will have had an opportunity to hear the outcome of public consultation 

and discuss the issues concerned with a range of stakeholders at a feedback 
event immediately before the Board meeting. The external consultant who 
produced a report on the outcome of consultation will be at the Board meeting to 
highlight the key points and take questions from Board members. 

 
Where we are now 
 

3. Acute services in Hertfordshire are not fit for purpose in the 21st century and are 
increasingly unsustainable clinically, financially and in terms of infrastructure. The 
case for change was widely consulted on in 2003 by the then Bedfordshire  and 
Hertfordshire Strategic Health Authority under the title of “Investing in Your 
Health” (IiYH). At that time there was broad consensus on behalf of NHS and 
local government in the county on the need to: 

 
o Concentrate acute hospital services in Hertfordshire on two sites rather 

than four, with the redevelopment of Watford General Hospital, the 
preferred option for West Herts; 

o separate emergency and elective care; and to 
o invest in a range on non-acute services closer to where patients live. 

 
4. Delivering a Healthy Future in West Hertfordshire (Interim Measures) seeks to 

expedite these plans agreed under IiYH because services cannot continue to be 
delivered safely and/or affordably within the current model. The Trust has 



involved a range of stakeholders, including clinicians, patient’s representatives 
and local politicians in framing a way forward. There has been very full 
discussion in County and District Overview and Scrutiny Committees. 

 
5. In addition the new Hertfordshire PCTs are undertaking a technical review of the 

conclusions of IiYH for acute hospital services, especially in relation to 
affordability and we are working closely with them on this. 

 
6. By way of background, summary of Investing in Your Health and subsequent 

acute service strategies affecting Hertfordshire is set out in Appendix A. 
 

7. In recent years the Trust has fallen way short of performance standards required 
of the NHS, despite having some very able staff. The Healthcare Commission’s 
recently published Annual Health Check1 found the Trust to be weak on both 
quality of services and on management of resources, one of only 24 Trusts to be 
found wanting on both counts. (Appendix B refers)  The previous star rating 
league tables rated West Herts as a zero star Trust in 2004 and a one star Trust 
in 2005. As such the Trust would be unlikely to secure significant investment or 
achieve Foundation Trust status without dramatic and sustained improvement. 

 
8. The Trust’s financial performance has deteriorated sharply in the last year or so, 

partly because earlier mergers and non-recurrent “bale-outs” had disguised 
underlying  financial structural problems (Details at Appendix C). The Trust has 
been subject to criticism from the Audit Commission and it featured in a Public 
Interest Report.  The Trust is therefore subject to a challenging Turnaround 
Programme. However financial health cannot be restored whilst continuing to run 
a full range of services from a full range of sites. 

 
9. The problem is exacerbated by the fact that the fabric of the estate is poor with a 

suggested 5-year programme for capital investment required of around £36.5m 
to address current issues, coupled with a backlog maintenance investment, again 
over a 5 year programme, of £5m (Appendix D for details). Investment in the 
estate and major equipment has been woefully inadequate over the years giving 
rise to prosecution under Health and Safety legislation. Clinical services are also 
undermined by the inability to invest in the purchase or even maintenance of 
necessary equipment. This in turn makes it more difficult to recruit, retain and 
motivate excellence and detracts from the patient experience. 

 
10. In 2004 PCTs and SHA decided to use the Government Independent Sector 

Treatment Centre (ISTC or “surgicentre”) initiative to enable the segregation of 
elective care with the development of Surgicentres at Stevenage and Hemel 
Hempstead.  This was seen as the first phase of the implementation of IIYH.  In 
January 2005 the Trust Board approved an Outline Business Case on condition 
that the scheme was affordable. Details of progress are given in Appendix E.  

 
11. The sorts of changes outlined in the consultation document are taking place all 

over the UK but there are factors in Hertfordshire which make it imperative that 
change is implemented more rapidly than elsewhere. The case for change is set 
out in the following paragraphs. 

                                                 
1 Annual Health Check, Healthcare Commission 2006 



 
The case for change 
 

12. The detailed case for change is being made in an Outline Business Case (OBC) 
which will seek approval to invest c£36-38m2 in order to facilitate the 
reconfiguration of acute hospital services throughout west Hertfordshire.  The 
reconfiguration consists of three main elements: 

 
• the consolidation of emergency services, including A&E and Critical Care 

services at Watford General Hospital; 
• the segregation of planned surgical services from acute services; and  
• the creation two vibrant non-acute hospital sites providing a range of outpatient, 

diagnostic, urgent care and intermediate care.3 
 

13. As mentioned above the service configuration concepts described above are 
wholly consistent with the previously agreed Investing in Your Health (IiYH) 
strategy developed by the Bedfordshire and Hertfordshire Strategic Health 
Authority in 2003. The Trust is seeking to expedite these aspects of IiYH in 
advance of the intended implementation timetable, and therefore in advance of 
the new hospital for west Hertfordshire, as a consequence of the severe financial 
pressures currently being faced. However the Trust’s proposals are still based on 
the clinical evidence which underpinned the arguments in IiYH for improving 
patient outcomes. This includes evidences that the 10% of patients attending 
A&E with serious injury and trauma should be treated in large specialist units with 
highly trained and experienced staff available 24 hours a day, 7 days a week4 as 
this increases the chances of survival of those with major injuries.5 National 
recommendations are for trauma units to be serving populations of at least 
400,000 to allow expertise to be developed and to ensure a consultant –led 
service 24 hours a day, seven days a week6.7  

 
14. In addition, the application of the European Working Time Directive (EWTD) has 

since 2004 reduced the doctor’s working week to 56 hours and 13 hours at a 
stretch and will further reduce from 2009 to 48 hours8. Yet the current 
configuration of services was set up when junior doctors were often working over 
100 hours a week. Simply put you therefore need twice as many doctors to man 

                                                 
2 The figures are higher that the illustrative figures of £31.4-£33.2m given the consultation 
document p.14 as they have been subject to refinement since the document was published 
3 IiYH envisaged that these services would be provided from Community Diagnostic and 
Treatment Centres (cDTCs), each serving a catchment of approximately 100,000 people. 
4 By Accident or Design, March 1996 Audit Commission cited in IiYH para 8.2.6 
5 Templeton & Blickley, Journal of the Royal Society of Medicine 1998: 91:23-25, and Burdett-
Smith, Airey, Franks Improvement in Trauma Survival in Leeds in Injury 1995: 26: 51-54 cited in 
IiYH para 8.2.6 
6 Better Care for the Severely Injured, Royal College of Surgeons, July 2000 cited in IiYH para 
8.2.6; the Medical Royal Colleges cited in IiYH para 3.17 
 
7 Delivering High Quality Surgical Services for the Future, Royal College of Surgeons England 
2006 
8 IiYH consultation document 3.13-14, Beds and Herts SHA March 2003 



the same shifts as you did just a few years ago. It is therefore unsustainable to 
continue to provide duplicated services from several sites. 9 

 
15. In addition there are trends towards increased specialisation particularly within 

General Surgery. It is desirable to have separate vascular, urology and Gastro-
Intestinal/General teams  with their own on-call arrangements. This can only be 
provided on a limited number of sites. 

 
16. The Trust fully acknowledges that in order to ensure that west Hertfordshire 

secures a new hospital it is vital that the financial position of the Trust improves 
dramatically.  Such dramatic and sustainable improvements requires the Trust to 
take the benefits of service centralisation and re-design now in order to reduce its 
fixed and semi-fixed costs significantly. 

 
17.  The Trust Board commissioned the Planning Directorate in summer 2005 to 

explore the feasibility and potential level of savings to be achieved by centralising 
acute services at Watford General Hospital in advance of the proposed PFI 
hospital development as part of the Turnaround programme.  They also looked at 
the feasibility of centralising acute services at Hemel Hempstead. However the 
Hertfordshire County Council Overview and Scrutiny Committee held on  8th June 
2006 advised the Trust to discount one option (centralisation of acute services to 
Hemel Hempstead) as this configuration runs counter to the principles previously 
agreed through IiYH and due to the significant capital cost.10. The initial feasibility 
study was predicated on configuring emergency services once the Surgicentre 
opened in Autumn 2007.  This provided a significant constraint for the Trust.  In 
May 2006 it was agreed the feasibility study would be reworked to ascertain what 
savings could be achieved if reconfiguration took place in advance of the 
Surgicentre opening.  This led to two options emerging regarding where to locate 
elective surgery in advance of the Surgicentre.  This was particularly pertinent as 
the date of opening of the Surgicentre has been delayed as a result of the PCT’s 
Acute Services review. 

 
18. The Trust’s plans build on feasibility studies it carried out as part its financial 

turnaround programme and the IiYH Strategic Outline Case.  The proposed 
Outline Business Case (OBC) will revisit the ‘case for change’ outlined within 
both pieces of work and review the efficacy of the preferred way forward.  In 
doing so, the Trust will continue to collaborate closely with the PCT in the Acute 
Services review (“The Hertfordshire Plan”) to ensure strategic coherence and 
consistency. This will enable the Trust Board to approve the preferred option and 
endorse the business case prior to submission to the East of England Strategic 
Health Authority (EoESHA).  

 
Finances and Efficiency 

 
19.  Against the national strategic context the current financial position and action 

necessary to resolve this dominates the short-term strategic direction of the 

                                                 
9 Designing Safer Rotas for Junior Doctors in the 48 hour week – Working Group Report, Royal 
College of Physicians September 2006 
10 Delivering a healthy future in West Hertfordshire – Public Consultation Document p.14 WHHT 
July 2006 



Trust. This was emphasised  in the Chairman’s foreword and the Executive 
Summary to the Consultation document11, in the Financial case for Change and 
in the preamble to the presentation to the presentation given at public events 
throughout the consultation period. At the time consultation began the Trust 
faced a total deficit of just under £27m in 2005/06 and an accumulated deficit of 
£41m. Without financial stability the Trust’s ability to meet its statutory 
obligations, in terms of the delivery of safe acute services and financial balance 
will be severely affected. Services are already sub-optimal on safety. The current 
configuration of services generates many dis-economies of scale that increases 
costs and result in services costing more than the Payment by Results tariff 
income generated. The Trust also need to have a strong financial position in 
order to attract the best PFI partner for a new hospital by 2014. 

 
20. The need to embed high quality financial management and operational control 

into the organisation is a high priority.  This will be achieved by a radical re-
structure of the Finance Department including investment in new posts and a 
rigorous professional development programme to improve financial management 
and planning skills both within the finance and those of the operational 
managers.  This will be set against the implementation of a robust performance 
management regime throughout the organisation focusing upon accountability 
and achievement of key financial and service targets. 

 
21. The Trust has explored a number of other strategies over the last eighteen 

months to deliver financial stability. Individually these strategies have led to 
significant cost reductions being implemented; however amalgamation of these 
strategies into an overall package offers even greater service and financial 
benefits. These strategies fall into three main categories:  

 
a. Improving operational efficiency (see para 19) 
b. Improving Clinical Effectiveness (see para 20); and 
c. Reconfiguring services (see paras 21-22) 

 
22.  Improving operational efficiency  (Turnaround Programme): The Trust has 

worked on a standard savings plan known as the Turnaround Programme.  This 
has resulted in cost reductions in 05/06 of £4m and a programme of savings for 
06/07 with a target in the region of £15m.  Work is ongoing to find further savings 
in order to align income reductions with cost reduction. 

 
23. Improving clinical effectiveness (‘Best Practice, Best Value’ Reviews): The Trust 

has reviewed its clinical practice and has identified that further savings can be 
achieved by improving clinical performance.  The Trust has set a target to 
perform at the level of the top 20% of the hospitals in the country, in terms of 
clinical practice. Evidence suggests that highly effective clinical services not only 
improve clinical outcomes, but also significantly improve patient experience by:  

 
• Improving patient care; 
• Attracting and retaining high calibre staff; 
• Segregating emergency and planned care; and 

                                                 
11 Ibid, p3, p4, pp10-11 



• Making services more responsive to patient needs. 
 

It should be noted that in some areas the Trust‘s current level of clinical 
effectiveness is high, with the opportunity for improvement in others.  

 
24. Reconfiguring Services (Interim IiYH Measures): Improving both organisational 

efficiency and clinical effectiveness contributes to reducing the Trust’s financial 
deficit.  However, the scale of contribution required is insufficient to meet the gap, 
therefore, the Trust proposes to radically reconfigure its acute services.  This 
reconfiguration is in line with the overarching IiYH strategy. The scale of the 
financial problem suggests that the Trust’s workforce needs to be reduced by in 
excess of 500 posts.  Whilst a proportion of these can be achieved by 
redesigning how clinical services are delivered, the majorityrequires a significant 
reduction in service duplication. Delays in making change would increase the 
pressure for the Trust to remove posts in advance of reconfiguration, further 
stretching the resources of the Trust and its ability to meet NHS performance 
standards and sustain all its services effectively. To this end the Trust has 
explored a number of options to reconfigure services as rapidly as possible in 
order to maximise the financial and service benefits. These options are set out in 
Appendix F. Whilst the reconfiguration proposals are in line with the principles 
set out in IiYH, Interim IiYH Measures seeks to achieve the reconfiguration 
broadly within the estate currently available, therefore, in advance of the new 
hospital being opened. 

 
25. Given the poor condition of the estate and lack of spare capacity on all sites it is 

necessary to provide 6,000m2 of additional clinical accommodation on the 
Watford General (WGH) site and to make a number of minor alterations to the 
Hemel Hempstead General (HHGH) and St Albans City Hospital (SACH) sites in 
order to implement the reconfiguration proposals.  The scope of the work has 
been kept to a minimum as the Trust sees this as an interim solution in advance 
of the new hospital and does not wish to jeopardise its future.  To obtain 
investment in a new hospital in west Hertfordshire it is vital for the Trust to have a 
strong financial position. 

 
The Patient Experience 

 
26.  Unsurprisingly, the patient experience is adversely affected by the poor fabric of 

the estate, pressure to reduce staff numbers and the consequent pressures on 
the remaining staff. Reconfiguration of services would do much to ease these 
pressures and the provision of locally based non-acute services would mean that 
the need to travel to access services or to visit will be kept to a minimum.  As part 
of the overall Interim Measures investment consideration has been given to 
improving the access, egress and signposting at all sites, along with other 
‘cosmetic’ but nonetheless important improvements which will enhance the 
overall patient experience. Additionally, Spring 2007 will see the launch of a Trust 
Wide Patient Involvement and Experience Strategy.  This 3 year strategy will 
detail exactly how and where patients and the pubic will be involved in the 
development and running of services.   It will ensure that patients are involved in 
their care and receive an experience that not only meets but also exceeds their 
physical and emotional needs and expectations. 

 



 
Ability to Recruit and Retain Staff 

 
27. Currently the Trust has one of the highest staff turnover rates in the East of 

England (13.79% where the average is around 11%).  Some level of staff 
turnover is a good thing as it refreshes the workforce and provides development 
opportunities for staff.  However a high rate can lead to inconsistency in terms of 
service delivery and is costly in terms of recruitment, training and development. 

 
28. The proposals to reconfigure the acute and elective services across West Herts 

provides opportunities to develop a more integrated career pathway for clinical 
and non clinical staff supported by appropriate training and development12.   The 
clearer focus of services will create easier opportunities for new ways of working, 
clinical innovation and research all of which is likely attract a higher calibre of 
staff. 

 
29. The retention of experienced staff is critical to the quality of services and the 

clearer demarcation of roles and responsibilities that the reconfiguration will 
provide will help to improve the turnover rates as staff feel they are able to deliver 
a higher quality of service in improved surroundings.  The development of the 
Acute Assessment Unit (AAU)13 would provide development opportunities for 
experienced medical, nursing and allied health professional staff that the current 
working arrangements do not permit which will help to single West Herts 
Hospitals Trust out as an employer of choice. 

 
The environment for Care 

 
30. The current site configuration, building infrastructure and estate constraints 

severely limit the ability to improve the environment or to change models of care. 
Without significant investment the surroundings in which services are provided to 
patients and that we expect staff to work within are limited. There has been both 
an inability and some reluctance to invest in the current buildings over a number 
of years. This is in part due to the prospect of change in the near future which 
never materialised therefore reluctance to waste resource on buildings which 
lacked future potential.   

 
31. The design proposals for both of the options offer significant opportunities to 

improve facilities for staff and patients, which in turn allow a significant change in 
the clinical models of care across specialties and in support services.  At a very 
basic level, part of the design proposal covers improvements to signage around 
and within the hospital sites, specific ambulance access and pedestrianisation.  
More significantly, the proposed new Acute Admissions Unit (AAU) on the 
Watford site will cater for the increase in bed numbers by 120 and technical 
support required for centralised acute care in a new modular unit, a bespoke 
design and fit for purpose.  Not only will this allow brand new facilities, but the 

                                                 
12 for example better use of health care assistants with a clear pathway for their career progression and 
similar for clinical staff (eg a nurse being able to see a development of their career to take on enhanced 
roles in assessment in AAU for example). 
 
13 See paragraph 30 



ability to offer a modern healthcare environment in which to provide services for 
acutely ill patients.  The physical change in environment enables an innovative 
clinical model, streaming of patients through the A&E department, and access to 
diagnostic support with back up.  This will be a significant improvement to the 
current state, where in the event of failure, back up is only available at the 
opposite hospital site, several miles away.  The Trust currently has relatively high 
infection rates which are, understandably, a major concern to the public. The 
provision of high proportion of single rooms in the AAU will facilitate necessary 
improvements in infection control. 

 
32. The segregation of the majority of elective and emergency care will enable least 

disruption possible to the main wards.  The Trust will also be striving for 
innovation in the level of theatre utilisation and the rescheduling of timetables to 
maximise the efficiency of resources through the elective theatres.  The elective 
centre will provide a complexity of casemix over and above that of the proposed 
Surgicentre, providing anaesthetic cover to enable ASA3 level patients to also be 
treated.14  

 
33. The design solutions also offer the opportunities for economies of scale and 

streaming of services for pathology, with the segregation of rapid response 
regimes and that of ‘cold’ pathology. Inevitably multi-site working leads to a 
degree of duplication and inefficiency. More details on the potential design 
solutions are given in Appendix G. 

 
34. The proposed reconfiguration of services will also allow the Trust to respond 

effectively to key Government initiatives to extend competition between 
healthcare providers and to give patients more choice as to where they are 
treated. It cannot currently do so. 

 
Support systems: Administration and IT 
 
35. Whilst appropriate IT solutions can facilitate dispersed operations, there is scope 

for rationalisation of the administration of patient records, and in particular single 
site storage of medical records, admissions, equipment library and a single site 
for the clinical engineering workshop.  The recent implementation of PACS15 will 
greatly assist in providing diagnostic services throughout the whole health 
economy. However the Trust has been forced to under-invest in Information 
Technology as a consequence of its financial difficulties. 

 
Public Consultation Exercise 
 

36. Following a long period of pre-consultation discussionsthe Trust went out to 
public consultation on its reconfiguration proposals in July 2006 , namely to 
consolidate acute care on the Watford General Hospital site and to provide most 
planned surgery on another hospital site as an interim measure until the planned 
new Surgicentre is opened on the Hemel Hempstead site in 2008 by the 

                                                 
14 For residents of St Albans and Dacorum the vast majority of less complex elective surgical 
patients (ASA levels 1 and 2) are already treated at St Albans. More complex (ASA3 patients) are 
treated at Hemel Hempstead.  
15 Picture Archiving and Communication System used to store diagnostic images remotely.                                            



independent sector. The consultation offered two options for the interim provision 
of planned surgery, namely: 

. 
• Option 1: To establish SACH as the Trust’s planned carecentre, building on 

the existing plannedsurgical services on site.  All non-complex day surgery would 
be undertaken at SACH along with a significant volume of other elective surgery.  
Under this option, outpatient and diagnostic services would continue at Hemel 
Hempstead General Hospital and a new urgent care centre16would be developed 

 
• Option 2: Adapt the existing surgical block, Tudor Wing, at HHGH to create 

the plannedsurgical facility for the Trust.  This option requires the installation 
of two additional theatres and adaptation within the block to create day surgery 
unit.  The case mix for this option would be the same as that for option 1. Under 
this option outpatient services, diagnostic tests and a minor injuries service would 
continue at St Albans City Hospital, as at present. 

 
Whilst this Option 2 means staff only move once, the capital and revenue costs 
costs are significantly greater and timescale for implementation are much longer 
than option 1 because of the need for new theatres and the refurbishment of 
existing theatres.  

 
Emergency services are located at WGH in both options. The Trust’s 
preferred option is option 1 as it can be implemented more quickly using existing 
facilities.  Option 2 requires significant short term investment in additional theatre 
capacity. Site plans for WGH, HHGH and SACH identifying the main blocks are 
contained in Appendix H 

 
37. The key points by way of background are: 

 
o The public consultation exercise ran from mid-July to Mid October and was 

supported by Clear Communications Ltd 
 
o Consultation was preceded by a Pre-consultation phase which included a 

“Deliberative Event” for key stakeholders at Beechen Grove church in Watford on 
22nd June. It is intended to run a follow up event to discuss the outcome of 
consultation immediately before the Trust Board meeting on 16th November.  

 
o Extensive consultation was undertaken, with a range of events in a wide range of 

locations across West Hertfordshire (See Appendix I for details) and the process 
was generally well received. The Trust was advised by external evaluators that 
the general performance of the consultation process ) was deemed to 
have been robust and fit-for purpose17. 

 
o At presentations to events during the consultation period the Trust gave a 

preamble which updated audiences on the latest financial situation and emerging 
assessments the differences between Option 1 and Option 2 in terms of the cost 

                                                 
16 A centre providing appropriate high quality care for up to 80% of the current A&E demand, 
treating patients with minor injuries and minor illnesses and offering urgent appointment services. 
17 When compared against fifteen tests of adequacy and appropriateness derived from key national 
guidance 



and complexity of implementation. A summary of these differences is attached at 
Appendix J. 

 
o There was a clear distinction between quantitative and qualitative feedback, the 

latter being most clearly shown in Citizen’s jury exercises. 
 

o Understandably, the great majority of “quantitative” responses were received 
from Dacorum residents who face the biggest changes to services provided from 
the Hemel Hempstead site. Their overwhelming preference was for Option 2. It 
should be noted however that Dacorum residents presently have the great 
majority of their elective surgery at St Albans City Hospitals, with only the more 
complex “ASA3”  and emergency surgery provided from Hemel Hempstead. 

 
Issues Raised in the Consultation 
 

38. Key issues mentioned by respondents highlighted in the external evaluation of 
the public consultation include: 

 
a. public and private transport to and from Watford General Hospital and 

parking at this site 
Comment: the vast majority of people accessing hospital sites do so 
by car. But there are a significant minority, often the most 
vulnerable, who are reliant on public transport. The Trust 
established a working group to consider transport and access 
issues including public transport and car parking. Improvements to 
both are planned. Details of this work are included at Appendix I. 
The Trust’s proposals are based on a model of care that only 
requires patients and visitors to travel where necessary, by 
improving the efficiency of bed use (thereby reducing the length of 
stay in hospital) and by providing key services such as outpatient 
and diagnostic services more locally. However where patients or 
staff would incur additional travel costs as a result of implementing 
these proposals, the Trust is prepared to cover reasonable excess 
costs, for instance added costs to the non-emergency ambulance 
(PTS) service or expansion of existing services, where there is an 
evidenced requirement. 
 

b. longer ambulance journey times for residents in Hemel Hempstead and 
the surrounding areas 
Comment: Eighty per cent of the circa 80,000 patients per year 
attending the A&E Department at Hemel Hempstead will continue to 
be seen there. The remaining 16,000 will need to access an acute 
hospital, most of them to Watford. Their journey times will be 
slightly longer on average. The Trust is working closely with the 
East Of England Ambulance Trust who estimate that they will 
require an additional 2 fully equipped ambulances, 24 hours a day, 7 
days a week to met the additional demand and continue to meet 
national response time standards. Details are also contained in 
Appendix I 

 
c. staff well being and morale following service changes 



Comment: The current pressures to deliver duplicated services and 
do so with limited resources is already demoralising to staff, as is 
the constant uncertainty about the future.  The proposals will lead to 
real service improvements but we do not underestimate the 
importance of treating with sensitivity those staff whose lifestyles 
are disrupted by change, nor of the need to communicate 
consistently and effectively with all staff. 

 
Communication will be a key component of supporting staff through 
any agreed changes and work has already begun to plan how this 
will happen most effectively.   Early discussions have started with 
Trade Union colleagues to ensure they are fully briefed on the 
proposed changes and what this will mean in terms of changes to 
staff.   A staff support plan is in draft and again is being developed 
in partnership with Trade Unions.   This will cover aspects of 
managing the change such as developing a Trust clearing house for 
jobs, supporting individuals thinking about new careers with other 
NHS and non NHS employers and stress management programmes. 
 
Finally training and development for the staff that will deliver the 
reconfigured services will be an essential component of success 
delivery and again early discussion are underway about how this 
will be best provided. 
. 
 

d. public education about service changes including more information about 
what services at provided at which sites  
Comment: Communication leads for all local NHS organisations are 
working closely to provide the public with information about the 
Trust’s services, but also services provided by other NHS 
organisations from those sites. The pace of change in the NHS is 
such that it can be very confusing to members of the public. The 
Trust recognises the need to communicate with key stakeholders on 
a regular basis and, in the light of positive feedback about its 
“Deliberative” events proposes to hold such events on a regular 
basis, perhaps every six months to give stakeholders a chance to 
question and to help shape emerging plans for health services. 
 

e. the adequacy of the Watford General Hospital site as a site for a major 
acute hospital 
Comment: In order to concentrate acute services at Watford 
General, it will be necessary to transfer day surgery and some 
outpatient activity to the other hospital site(s) to free up space. 
Appendix G includes details of the proposed Acute Assessment Unit 
at Watford with its 120 beds, plus other proposals to enhance 
capacity at Watford. The Trust is aware that some have concerns 
about the Vicarage Road location in terms of traffic congestion, 
especially on match days. We have received reassurance from the 
ambulance Trust that this will not affect the ability of blue light 
ambulance from meeting access targets and from Watford Borough 
Council on traffic flows. Details are also contained in Appendix I. 



 
39. In addition there are wider concerns which are frequently voiced, namely 

 
a. which services will be provided locally ?  

Comment: It is the Trust’s viewthat Outpatients, Diagnostics, Urgent 
care and probably intermediate care will be provided locally in 
community Diagnostic and Treatments Centres in line with the 
agreed strategy in IiYH. Some services will be provided from health 
centres by specialist primary care professionals. Lead responsibility 
for the implementation of such services lies with the Primary Care 
Trust and the Trust is working closely with the PCT to ensure 
seamless service provision to meet the needs of people within their 
various localities. 
 

b. how will services cope with a growing population ? 
Comment: As mentioned above, the view of the Medical Royal 
Colleges is that a major acute hospital should have a catchment 
population of 400-500,000. In line with IiYH acute services will be 
complemented by a range of non-acute services delivered more 
locally and with the ability to flex their capacity more easily if the 
population of certain localities change. In additionhe Trust is 
continually assessing demographic trends in collaboration with NHS 
partners. Lead responsibility for commissioning services to meet 
the needs of the local population rests with the PCT. It is important 
to recognise that rapid growth in the number of households, as 
evidenced by rapid growth in house building, often reflects smaller 
families and does not necessarily indicate a growing population. 
However the Trust recognises that there will be some increase in the 
general population and that health planning needs to take account 
of the fact that the health needs of the very old and the very young 
account for the great majority of health expenditure. 

 
Suggested Criteria for Selecting a Preferred Solution 
 

40. As mentioned above both Option 1 and Option 2 are predicated on the 
centralisation of acute services at Watford General and need to link in with a 
range of non-acute services which are likely to be provided from the existing 
hospital sites. Given the very serious financial situation and the fact that the 
proposals in Option 1 and Option 2 focus on the centralisation of elective surgical 
activity, with an annual revenue saving of £10.5m-£11.2m, the following criteria 
are suggested 

 
41. Speed of implementation, given projected revenue savings from centralisation of 

almost £1m per month. Option one could start to be implemented from February 
2007, starting with the centralisation of elective orthopaedic work in existing 
laminar flow theatres (needed to prevent infection in joint surgery) at St Albans, 
with centralisation of all day surgery by May 2007. Option Two could not be 
implemented until two new theatres, two laminar flow theatres plus a day surgery 
unit were in place. This would be unlikely before September 2007 at the earliest. 

 



42. Ease of implementation: This links with speed of implementation. St Albans 
would require relatively little refurbishment and the footprint would not alter. Any 
refurbishment and installation of new theatres at Hemel would be likely to require 
the closure of the theatre block for 2-4 weeks with patients transferred to Watford 
and St Albans. This may adversely impact on access targets. 

 
43. Capital expenditure required: Relatively minor capital expenditure would be 

required at St Albans, under Option 1 possibly £250k. The new facilities at Hemel 
under Option 2 would be closer to £2.6m and would need to be depreciated over 
4 years as the Independent Sector Treatment Centre planned for Hemel would 
make existing (and new) theatres redundant within that time frame. The key 
financial difference between the two options is therefore the capital cost of 
additional theatres and day surgery unit 

 
44. Revenue expenditure required (including impact on capital charges) All new 

capital works would attract capital charges. These would be more expensive at 
Hemel (Option 2) because the scale of the investment is much greater combined 
with the need to depreciate over a short period. In addition, capital charges for 
Tudor Wing could be saved in Option 1, whereas no such savings could be made 
at St Albans under Option 2 because the theatres there share a block. Private 
patient income may be affected by changes at Hemel. 

 
45. Strategic flexibility, given that the Acute Services Review is ongoing. 

Implementing Option 1 in the short term does not preclude the transfer of elective 
surgery to Hemel in the medium term once the direction of the strategic review, 
and any available capital is known, and in particular whether the ISTC will go 
ahead at Hemel as planned. To that degree Option 1 could be seen as a 
decanting move. There would be lessflexibility under Option 2 as the existing 
theatres at St Albans might have to be demolished. 

 
46. Strength of Public opinion: The prospect of change in the provision in health 

services is naturally unsettling to members of the public. It is clear from 
responses to consultation that many respondents believe that the proposals 
would mean the end of health services from the Hemel Hempstead hospital site. 
This is not the case. However it must be acknowledged that there was a much 
bigger “vote” for Option 2 than for Option 1, overwhelmingly by Dacorum 
residents. However most Dacorum residents received their simple and moderate 
elective surgery at St Albans already, so option 1 represents minimal change in 
terms of current provision compared with option 2. 

 
Conclusion and Recommendation 
 

47. Given the strategic clinical and financial issues outlined in this paper, the 
outcome of public consultation, further emerging strategic change in 
Hertfordshire and mindful of the  Board’s various statutory duties,   I 
recommendthat the Board 

 
a. gives careful consideration to the qualitative and quantitative 

outcomes of the public consultation exercise and develops 
mechanisms to continue meaningful dialogue with key local stakeholders; 



b. endorses the recommendation to centralise acute services in West 
Hertfordshire at Watford General without delay, subject to the 
availability of capital funding. This is because it was the conclusion 
reached following extensive public consultation on IiYH in 2003 and 
because centralised acute services is the only way in which the Trust can 
become clinically or economically fit-for-purpose in the 21st century. It is 
also understood this is the emerging view of the PCT which will shortly be 
confirmed. 

c. In order to facilitate the centralisation of acute services agrees that the 
majority of planned surgery be centralised at a non-acute site. 

d. supports implementation of Option 1 in the short term, subject to the 
preparation of a satisfactory Outline Business Case as it  would be 
quicker, easier and cheaper to implement than Option 2 and allows for 
greater strategic flexibility going forward. It would also mean minimal 
disruption to existing patient flows compared with Option 2. Under Option 
1 , approximately 12,800 patients (including outpatients) would need to 
travel to a different site. Under Option 2 27,800 would have to travel to a 
different location 

e. reserves its position on the location of centralised elective surgical 
facilities in the medium term until there is greater clarity about the 
strategic direction of acute services in Hertfordshire. The Board will be 
kept fully briefed on the progress of the review. 

 
 
Proposed Next steps  

. 
 
November 2006-February 2007 
 

48. Subject to the decision of the Board an outline business case will be completed 
giving the detailed case for investment.  This OBC will be presented to the Trust 
Board at it’s meeting in December for approval and onward submission to the 
East of England Strategic Health Authority. Programme Management 
arrangements are given at Appendix L. 

 
February-March 2007 
 

49. Provided the Strategic Health Authority confirm the capital required to facilitate 
Interim Measures, it is anticipated that the scheme could be fully implemented 
within eighteen months.  A detailed project plan, that aligns both construction and 
service planning will be developed following a workshop to be held in late 
November and will form part of the OBC. 

 
 
 

 
 
 
 
 
 



 
 
 
 
 
David Law 
Chief Executive 
November 2006 
 

Appendix A 
 
Overview of Investing in Your Health 
 
The Trust’s strategic direction has been heavily influenced by the IiYH strategy since 
2003 as it describes a future strategic model for primary, community and intermediate 
care services as well as hospital services.  Clinicians and managers at WHHT fully 
endorse the service model proposed under IiYH, but acknowledge that significant 
service re-design will be necessary for the new models to be fully implemented across 
the health economy.   
 
As a consequence of the IiYH formal consultation process a strategic outline case (SOC) 
was submitted to the Department of Health.  The SOC proposed that acute hospital 
services should be centralised on one location for each locality with services located at 
Watford General Hospital site for west Hertfordshire and at a new location in Hatfield for 
east and north Hertfordshire.  It was proposed that the Stevenage and Hemel 
Hempstead sites would both become planned care centres with the co-location of all low 
risk elective surgical services.   
 
The overall timescale for the full implementation of IiYH was 2012/13.  This extended 
timescale is due to the PFI procurement process necessary to deliver the two new 
hospitals.  It was intended that non-hospital capacity should become available in 
advance of this date.   
 
The timescale for the provision of the cDTCs has yet to be confirmed but is intended to 
be within the timeframe described above.  The strategy set out a network of services 
across the whole health community with inevitable changes to patient flows.   
 
It was assumed within the Strategic Outline Case (SOC) that hospital services would be 
decongested as a result of services shifting from a traditional ‘hospital–centric’ to a 
‘closer to home’ service model.    
 
The affordability of the IiYH SOC was predicated on growth assumptions in PCT income, 
however, since that time this funding has been required to mitigate the cost pressures of 
other policy imperatives such as Agenda for Change, the Consultants and GP Contracts 
and the full impact of payment by results, the effect of which could not have been 
quantified at the time.  Therefore, whilst the principles inherent within IiYH are sound 
from a clinical perspective, the ability for the health economy to afford the significant 
capital costs required to implement the strategy is a major concern.  In addition, it was 
anticipated that either the Watford or the Hatfield PFI schemes might not pass the 
Private Finance Units affordability review of PFI schemes given the financial health of 
both the acute Trusts and their ability to service the unitary charge.   



 
Acute Services Review 
 
In response to these affordability issues and other financial pressures, the new East of 
England Strategic Health Authority has announced a review of acute services across the 
East of England.  This review will begin in Hertfordshire and to this end the new PCT has 
been commissioned to carry out a technical affordability analysis of the IiYH strategy, as 
part of the Hertfordshire Plan. 
 
This review is expected to challenge the planning assumptions of IiYH particularly 
regarding the capital cost of acute hospitals and the impact of changing patient flows 
and income. 
 
The Trust has been fully involved in the review and believes that the review is extremely 
unlikely to significantly alter the proposed configuration of hospital services in west 
Hertfordshire from that outlined in IiYH.  The most major change is expected to be the 
location and extent of capital development for east and north Hertfordshire.  This is likely 
to increase the size of the catchment population for WHHT. 
 
The outcome of the review is expected at the end of November 2006.  This revised 
strategy will be subject to public consultation, which will take place between December 
and February. 



 
Appendix B  

 
Annual Health Check 2005/2006 
 
 
The annual health check” “18

On April 1st 2005, the Healthcare Commission launched a new approach to assessing 
and rating the performance of each local NHS organisation: the annual health check. 

The aim of the annual health check is to promote improvements in healthcare for 
patients and the public. It replaces the old system of 'star ratings' and looks at a much 
broader range of issues than ever before. 

Each year in October, we will publish the annual performance rating for each 
organisation. This rating has two parts: 
 
1. quality of services 
2. use of resources 

The ratings are published on a four point scale: excellent, good, fair, or weak. 

What we found 
 

Mixed picture on quality of services in NHS (11 Oct 2006) 

Overall, 4% of NHS trusts got the highest rating of ‘excellent’ for quality of services, 36% 
were rated ‘good’, 51% were rated ‘fair’ and 9% were rated ‘weak’. 

More than a third of trusts ‘weak’ on use of resources (11 Oct 2006) 

Results show that 37% of trusts have failed to manage their finances adequately for the 
year to March 31st 2006.” 

 

WHHT was rated weak on both quality of services and use of resources, one of only 8 
acute Trusts to do so. Its lead commissioner, Watford and Three Rivers PCT was also 
rated weak on both counts. 

 

The Tables below show the breakdown for London and the South East, where clinical 
quality in acute and specialist Trusts was slightly higher than average but use of 
resources poorer. 

                                                 
18 Source: Healthcare Commission website 



 

Breakdown of the London and south east region results by trust type  
Quality of services  
 

 Excellent Good  Fair  Weak 

Acute & Specialist  3  
(7%) 

24  
(53%)  

15  
(33%)  

3  
(7%) 

Ambulance  0  
(0%) 

1  
(25%)  

2  
(50%)  

1  
(25%) 

PCT  0  
(0%) 

10  
(16%)  

38  
(71%)  

7  
(13%) 

Mental Health  2  
(12%) 

4  
(25%)  

10  
(63%)  

0  
(0%) 

Learning disability  -  -  -  -  

Overall  5  
(4%) 

39  
(33%)  

65  
(54%)  

11  
(9%) 

 
Use of resources  
 

 Excellent Good  Fair  Weak  

Acute & Specialist  4  
(9%) 

2  
(4%)  

14  
(31%)  

25  
(56%) 

Ambulance  0  
(0%) 

1  
(25%)  

3  
(7%)  

0  
(0%)  

PCT  0  
(0%) 

8  
(15%)  

27  
(49%)  

20  
(36%) 

Mental Health  0  
(0%) 

0  
(0%)  

14  
(88%)  

2  
(12%) 

Learning disability  -  -  -  -  

Overall  4  
(3%) 

11  
(9%)  

58  
(48%)  

47  
(39%) 

 



Appendix C 
 
Trust Financial Performance 
 
 
The Trust has a history of significant financial deficit that at the end of 2005/06 had 
risen to  £26.8 million. In addition the Trust has an accumulated deficit of £43m.  
Failure to address the financial problems now will result in the Trust’s position 
deteriorating even further – a deficit of £123 million has been forecast by 2010 if no 
action were taken. 
 
Financial stability is essential if the Trust is to retain the prospect of the new hospital 
as well as future financial stability. 
 
The challenge for the Trust is to sustain and improve clinical quality and meet NHS 
performance standards whilst reducing costs. 
 
In essence, the cost of providing the current range of clinical and support services 
across the Trust’s sites is greater than the level of income it receives.  This has led to 
a lack of investment in core services, buildings, site infrastructure and equipment.  As 
a consequence, despite the best efforts of staff, this situation has resulted in a 
variable patient experience that is in danger of deteriorating further. 
 
The gap between income and expenditure existed even before the Trust’s inception 
in 2000.   
 
Figure 1 below illustrates the financial health of the Trust over the last six years.  It 
describes the Trust’s financial position at the end of each year since 2000 when the 
Trust was formed. A positive financial position was achieved only in 2002/3; this was 
due to a one off allocation of £20m by the NHS Bank.  This in effect cleared the 
deficit of the previous year. At the point of , around £17m accumulated debt was 
written offmerger.  . 
 
Figure 1 – The Finances of the Trust 2000- 2006 
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Amongst other issues this track record illustrates the impact of operating such a wide 
range of acute services on more than one site.  In addition, this would also suggest 
that the Trust has suffered from poor financial management and a lack of operational 



control as well as underlying structural problems, the root causes of which had not 
been addressed previously.  Both issues are now being dealt with a  priority and 
detailed action plans are in the process of been implemented. 
 
Additionally, in line with the experience of many other Trusts, the WHHT position has 
also deteriorated considerably in 2005/06.  This is as a consequence of inter alia 
increased workforce costs, e.g. the new consultant contract, agenda for change, 
working time directive etc.  
 
Over the past few years the Trust has met most operational performance targets.  
This has been a challenge and has been achieved in many areas by funding 
additional capacity or resources.   
 
The Trust faced significant pressure in early 2006 achieving the 98% target for A&E 
attendances, missing the target by up to 20%.  However since March this Trust has 
improved its performance dramatically, often achieving the best performance in 
Bedfordshire and Hertfordshire.  This level of reorganisation was challenging given 
the tight budgetary constraints making the option to merely buy more capacity not 
feasible.  Given the target has been achieved or surpass consistently throughout the 
last six months, during which no marked reduction in activity has been observed, 
indicates the new ways of working are now embedded in the department and the 
performance will continue. However the improvement has come at a significant cost 
because of the need for 24 hour infrastructure on both Watford and Hemel 
Hempstead sites 
 



Appendix D 
 
Capital Investment and Backlog Maintenance by Site 
 
 
Almost without exception, the condition of all Trust buildings and the infrastructure 
that supports them is extremely poor, having suffered many years of little 
preventative maintenance and investment.  All the sites have grown up over a period 
of years and have suffered from the impact of a number of ad-hoc developments.  As 
a consequence clinical adjacencies are not fit for purpose resulting in significant 
inefficiencies and an extremely inferior environment for patients, staff and visitors.  
The internal layouts of all sites are not legible making way finding difficult and 
confusing for patients. 
 
Necessary expenditure on backlog maintenance over the next two years has ceen 
estimated at £5m. 
 
Without reconfiguration, the level of estates capital investment required  has been 
estimated at £36.5m19 over 5 years in terms of equipment and infrastructure 
replacement to continue the existing utilisation of the existing sites. Backlog 
maintenance is included in this figure. The capital required to achieve the desirable 
“Condition B” across the Trust would be significantly more than this. 
 
Of the £36.5m, £25.1m would be needed for buildings and £11.4m for external site 
infrastructure such as Heating Generators, Hot and Cold water systems, BMS, 
Ventilation & Air Conditioning systems, Electrical Services, Building Fabric including 
roof, primary and secondary plant and equipment, such as that needed to prevent 
legionella infection. 
 
The 5-year capital estates and maintenance requirement by site would be £14.0m for 
buildings and £7.9m for infrastructure at Watford General; £6.0m for buildings and 
£2.5m for infrastructure at Hemel Hempstead General; and  £5.1m for buildings and 
£1m for infrastructure at St Albans City Hospitals.  
 
Level of hospital-acquired infection continues to be a major issue for the Trust.  The 
reasons for this are varied although the quality of the current estate and the lack of 
side rooms are significant contributors. 
 
The Trust currently has a total of 76 side rooms across the acute sites.  41 of these 
are already at the Watford site, it is proposed that the Acute Admissions Unit will aim 

                                                 
19 Exclusions / Assumptions: 

• Utility Costs; Rates; Insurances; Capital Charges 
• Medical Equipment; Hotel Services Equipment 
• Costs at present day value ~ no allowances for inflation 
• No allowance for increase rate of increase in Reactive Maintenance Costs 
• No allowances for a more intensive usage of existing sites 
• No allowance for any change in space utilisation of existing sites 
• No allowance for any refurbishment 
• No allowance for any increased asset base 
• Costs have been spread over the 5-year period on a prioritised basis taking account of building 

age and criticality. 
• Excludes HSE Requirements ~ Electrical Infrastructure Testing, Pedestrian Segregation etc. 

 
 



to provide at least 30 single rooms to promote an environment to limit cross infection.  
There are an additional 4-6 side rooms at the St. Albans site available for use. 
 
Reconfiguration of the estate and the reduction of duplication of services would bring 
with it some new capital investment and obviate the need to to maintain certain 
buildings, thereby significantly reducing the need for capital investment and backlog 
maintenance. 
 
Detailed calculations of this erduced requirement will be included in the Outline 
Business Case e  



 
 

Appendix E 
 
Independent Sector Treatment Centre 
 
In response to the Government’s drive to improve competition in the NHS and 
encourage plurality the SHA and previous PCTs agreed to utilise the Government’s 
Independent Sector Treatment Centre procurement initiative to deliver the planned 
surgical services at Hemel Hempstead and Stevenage.  Transitional relief is to be 
made available to the health economy, by the Department of Health, in order to 
enable a reform of services of this scale. 
 
The health community, including both acute Trusts has been participating in the 
negotiation of the ISTCs over the last year.  A preferred bidder, Clinicenta were 
selected in October 2005 and the ISTC, know locally as Surgicentres, were originally 
due to open in autumn 2007.  However, both the financial close and therefore 
opening of the Surgicentres has been delayed as a result of the Acute Services 
review. 
  
The impact of the Surgicentre on WHHTs financial position will be significant unless 
the PCT can mitigate this in some way.  The Trust will lose approximately £15 million 
income per annum as the non-complex elective work is transferred to the 
Surgicentre.  The Trust will recoup some of this loss through staff secondment 
charges and clinical support service contracts, however, the scale of the fixed and 
non-fixed costs which cannot be recouped means that the net loss as a result of the 
Surgicentre will be in region of £40 million over the five year life of the contract.  In 
addition, the cost of providing viable clinical services on the acute site will be more 
challenging given the average payment by results tariff. 
 
An NHS Treatment Centre at Mount Vernon Hospital is due to be opened by 
Hillingdon Hospitals Trust in September 2007 and is likely to take significant numbers 
of simple planned surgical patients currently treated by the Trust further impacting on 
the financial viability of the Trust. 
 
 
Watford Health Campus Strategy 
 
The development of a new acute hospital on the Watford General Hospital site is not 
only part of the implementation of IiYH but also an important facet of a wider social 
regeneration scheme involving the Trust called the Watford Health Campus.   
 
The Health Campus seeks to not only significantly improve health care by the 
provision new facilities but also enhance a deprived part of Watford by providing 
employment opportunities, primary care services, housing, leisure facilities, 
sustainable energy production, much needed accessible green space and improved 
access to west Watford 
  



Appendix F 
 
Interim IiYH Measures – Option Appraisal Process 
 
The Trust originally started exploring the feasibility of centralising acute services in 
response to financial turnaround in mid 2005, this led to the original interim measures 
project.  The original project was predicated on delivering the centralisation of 
emergency services once the Surgicentre was operational.  However, the timescale 
for implementation was too long, as savings would not materialise until 2008/9 at the 
earliest.  Therefore, the Trust reviewed the feasibility of expediting the proposals. 
 
Development of the Long List 
 
The original project commenced with a multi-disciplinary brainstorming session to 
identify a list of potential service reconfiguration ideas.  These ideas formed the long 
list of options and are outlined in   No ideas were discounted at this early stage and 
ranged from increasing the income potential of the Trust; to increasing the Trust’s 
assets; to dispersal of the Trust services.  Project objectives, constraints and benefits 
criteria were developed and used to review the long list.  
 

 Long Listed options 
1 Do nothing (achieve current financial savings plan) 
2 Do minimum (split of trauma and elective orthopaedics; primary care 

front-ending A&E services; centralise administrative functions where 
appropriate) 

3 Electives at SACH, close and sell HHGH; all other at Watford 
4 Electives at HHGH, close and sell SACH; all other at Watford 
5 Close Watford and sell off.  Centralise to HHGH.  Electives to SACH 
6 Electives at SACH, close and sell HHGH all other at Watford plus 

other provision 
7 Electives at HHGH, close and sell SACH all other at Watford plus 

other provision 
Electives at HHGH, 50/50 split of medical activity at HHGH/WGH, 
Emergencies at WGH 
Electives at SACH, 5-/5- split of medical activity at HHGH/WGH, 
Emergencies at WGH 

8 Close Watford and sell off.  Centralise to HHGH.  Electives to SACH 
plus other provision 

9 Close 2 sites and centralise 
10 Close everything and centralise elsewhere - Greenfield Site 
11 Close everything.  Disperse activity to other providers 
12 Find additional site and maximise income 
13 One hospital for Herts activity (redesign Hatfield). 
14 Redesign Hatfield to take some activity, with remaining activity 

dispersed to other providers. 
15 All of the above for E&N. 
16 Merge with Hertfordshire Partnership Trust 
17 Take PCT provider role 
18 Herts Elective Centre at West and Herts Acute Centre at East 
19 Previous option reversed 
20 Cancer Centre remains at MVH 
21 Bring additional cardiac activity into WHHT 
22 Bring additional specialist orthopaedic into WHHT 
23 Redevelop Harefield to take Watford/WHHT



24 Partnership with Barnet & Chase 
25 Partnership with Luton & Dunstable 
26 Shared services agency.  (Clinical & non-clinical support)  Assume 

“Quest” model 
27 Pull PCT estate to an acute site "estate rationalisation" & dispose 
28 Maximise use of real estate - close high cost buildings 
29 Use hotel services to maximise income for Pre/Post Op 
30 Centralise office/non clinical admin/management 
31 Close a site a redevelop a full acute general hospital (SACH). 
32 Close SACH and rationalise services, but not change model of care.  

Move out all services that can move off site.  
Table 1: Brainstorm of Options - Long List  
 
The Short-Listed Options 
 
Short-listing Process for the Feasibility Report  
 
When short listing the original long list deliverability and consistency with IiYH were 
the key determinants used to identify the shortlist options coupled with review against 
the project constraints, objectives and benefits criteria described above.  As a result, 
the options focus on the centralisation of emergency care services to one site, in 
order to deliver efficiencies in resources and maintain and improve the quality of 
service for patients.   
 
In undertaking the feasibility study it became clear that there could be a number of 
options within the centralisation of emergency care services that are possible.  Each 
of the options achieve a varying degree of the original aims of the project in terms of 
major financial savings, but nevertheless the balance of acceptability and 
achievability need to be carefully weighed.   
 
The short list within the Feasibility Study was as detailed below in table 4.  
 
 
Option  Description 
Option 1: No changes - services continue to be provided across the four 

sites of the acute Trust.   
The ability to realise cost efficiencies by changes in service delivery 
models will also be hindered if there is an inability to change locations 
from which services are being provided.   



Option 2: Segregate trauma and elective orthopaedic activity.  Primary care take 
a more active role in A&E with GP’s front ending the service at both 
A&E departments and centralise any non-clinical functions where this 
is cost effective, potentially to off site locations if this delivers efficiency 
and financial benefits.   
Trauma activity would be centralised on WGH with the elective activity 
split between the sites of Hemel Hempstead and SACH.  There would 
be efficiencies in productivity with uninterrupted lists, less travel 
between sites and a reduction in rota requirements.   
Some non-clinical services would be managed off site.  The services 
for consideration are medical records, IT support services, Training 
and Education, HR and Finance (accounts payable, accounts 
receivable and pay roll).  The list is not exhaustive and other services 
should be open for consideration, these may include some clinical 
support services such as pathology, Theatre supplies (TSSU) and 
other services, which do not directly interface with patients. 

Option 3: Centralise Major A&E and Trauma at WGH and centralise elective 
activity at SACH; withdraw services from HHGH but maintain 
outpatient and diagnostic facilities at HHGH. 
All emergency care services, the associated specialties and moves 
towards the model for Watford as described in Investing in Your 
Health in terms of the service configuration on sites non complex. 
Elective and day surgery provided on the SACH site in the form of a 
surgi-centre with fully operational diagnostic and clinical support 
facilities.  

Option 4: Centralise emergency care services at Watford; Elective care at 
SACH; 50/50 split of medical beds between HHGH and WGH, 
along with minor illness/minor injury cover, outpatients and 
diagnostics. 
This option differs from Option 3 in that a number of acute medical 
beds and care of the elderly beds remain on the Hemel site, with 
critical care facilities and CCU transferring to WGH.  It is likely that 
additional ambulance support may be required for any urgent 
transfers.   

Option 5: Centralise emergency care at Watford, elective surgery at Hemel 
(surgi-centre) and decant from St Albans; 60/40 split of medical 
beds between WGH and HHGH 
Centralise emergency care and associated acute services on the 
Watford site, providing elective and day surgery on the Hemel site in 
the form of a surgi-centre with fully operational diagnostic and clinical 
support facilities.   

Option 6: Fully Centralise Services to WGH and SACH. Decommission the 
HHGH site.  
Enhanced MIU/A&E to been provided from SACH, with an increase in 
staffing.  Patients requiring admission would be stabilised at SACH 
and then transferred to Watford for their inpatient episode.  Acute 
medical and surgical activity would be provided at WGH.  All theatre 
activity would be dispersed between the 2 sites of WGH and SACH.  
The majority of day surgery will take place at SACH.  The remainder of 
elective activity that could not be done as day case procedures will be 
done at Watford General, with ITU backup.  Two elderly care recovery 
or step down care wards would be provided at SACH, with all other 
elderly care wards situated at WGH.  SACH would also provide 
increased facilities for outpatient services and clinical support.   



Option 7: Implementation of IiYH service configuration in advance of the 
PFI at WGH.  Use SACH and HHGH as envisaged in the SOC. 
Centralisation of acute services on WGH into current and temporary 
accommodation, the withdrawal of elective surgical services from 
SACH, the development of the Surgicentre along with an enhanced 
minor injuries unit and acute step down at HHGH.  Burns and Plastics 
services remain on the Mount Vernon site in temporary 
accommodation. 

Table 2: Shortlist Option 
 
All short listed options underwent rigorous optional appraisal in order to identify which 
option was the most feasible from both a clinical and financial perceptive.  
 
Two separate appraisals took place: one with members of the extended executive 
team and the other with members of the Consultant body.   
 
Option 7 was selected as the preferred option from both appraisals.  However, 
clinical staff requested that an independent review of the proposed model for 
emergency care.  Teamwork Management Consultants between January and March 
2006 undertook this review and concluded that the model was viable but also 
observed that productivity improvements could and in fact should be achieved before 
centralising services.   
 
Refinement of the scope of the preferred way forward 
 
The original assumption was that all service moves would take place once the 
Independent Sector Treatment Centre (ISTC) had been commissioned on the Hemel 
Hempstead site in autumn 2007.  However, given the worsening financial situation of 
the Trust it was agreed in April 2006 that the potential of centralising services in 
advance of the ISTC should be explored immediately, in order to generate savings 
earlier than originally planned. 
 
Therefore, the preferred option from the option appraisal described above was 
reworked to understand the impact of the ISTC not being available prior to any 
service reconfigurations taking place. 
 
In addition the option of centralising acute services at Hemel Hempstead was 
excluded on the advice of the County Overview and Scrutiny Committee 
 
 
 

 
Development of Sub-options 
 
The centralisation of emergency services remained consistent with the preferred 
option; however, the Trust was keen to ensure that the feasibility of centralising 
services at either Hemel or Watford was explored.  The outcome of this being that, 
whilst it is feasible to centralise emergency services on either site, the cost of 
centralising at Hemel Hempstead is almost double the capital cost of the Watford 
option.  This is due to the need to provide more new accommodation at Hemel 
Hempstead.  However, the sub option was retained until discussion with the 
Overview and Scrutiny Committee.  The OSC felt the option should be discounted on 
the grounds of cost and non-compliance with IiYH. 
 



The focus of the other sub options became the configuration and location of elective 
surgery in advance of the ISTC being commissioned at Hemel Hempstead.  Two 
clear options emerged.   
 
• Option 1 
 
To establish SACH as the Trust’s elective care centre, building on the existing 
elective surgical services on site.  Under this option all non-complex day surgery will 
be undertaken at SACH along with a significant volume of other elective surgery 
including Orthopaedics, Ophthalmology and Breast Services.   
 
This option uses the existing theatre and bed accommodation and is predicated on 
improving efficiency and productivity of these resources.  Therefore, the option can 
be achieved rapidly and at a relatively low cost.  However, the option requires some 
staff to be moved twice, once to SACH for approximately eighteen months and then 
finally to HHGH when the ISTC opens. 
 
• Option 2 
 
Under this option the existing surgical block, Tudor Wing, at HHGH is adapted to 
create the elective surgical facility for the Trust.  This option requires the installation 
of two additional theatres and adaptation within the block to create day surgery unit.   
 
The case mix for this option would be the same as that for option 1. 
 
Whilst this option means staff only move once, the cost and timescale are much 
longer than option 1. 
 
Emergency services are located at WGH in both options. 
 
Options 1 and 2 formed the basis of the Trust’s 100day public consultation exercise 
that began in July 2006 
 
 
 
 
 
 
 



Appendix G 
 
 

Interim Measures – Potential Design solutions 
 
The ability of the Trust to deliver the required capacity to support activity at Watford 
has been one of the key issues raised during the consultation period.  The critical 
element in response to this concern is our ability to streamline the emergency and 
elective services, thereby offering both streams of patients an improved quality of 
experience in their care and service available.  The solution available to WHHT at the 
present time is to segregate the majority of non-complex elective care to a hospital 
site other than Watford, given the current limitations with space and infrastructure – 
hence the two options of St Albans or Hemel Hempstead.   
 
With the majority of non-complex elective surgery taking place ‘off-site’, the challenge 
is  to increase the capacity within the footprint of the site, whilst  
 

o maintaining clinical adjacencies and an operational service’ whilst  
o delivering major service change.   

 
The solution will be delivered by the provision of an Acute Admissions Unit, built as a 
modular unit, brought on site adjacent to the current A&E department.  
 
The unit itself will provide the physical capacity to deliver a large proportion of the 
bed increases on site, but more critically will provide the physical location in which to 
streamline operational services and clinical ways of working. It is not the changing of 
address that offers the required capacity to deliver service change, but the change of 
service model, the staffing of the key decision arena in the hospital and the protocols 
that drive the patient pathway through the care system that is being created.   
 
There is a significant input required from the workforce to deliver the changes in 
efficiency and the patterns in which we work – this is one of the greatest challenges 
to the Trust’s ability to deliver the change, but one which the majority of clinicians are 
seeing as a great opportunity to be involved with and one which will bring the two 
cultures of working practice at Hemel and Watford together.  
 
Acute Admissions Unit (AAU) 
The AAU will house the majority of the increase in beds on the Watford site – with 
capacity for a minimum of 120 beds.  These will be a mixture of bed bays and single 
rooms.  The AAU will be run to strict protocols and provide the first phase of 
treatment for acute patients at Watford following appropriate triage within A&E as 
normal.  The AAU will also take direct referrals from GPs.  Patients will have a 
maximum length of stay of 48 hours within the AAU, and either be discharged home 
or admitted to a ward.  This in turn will mean that wards will have 24-48 hours notice 
of bed requirements through the AAU and proactive bed management will be 
enabled.  There will be clustering of patients into similar disciplines in bays as 
appropriate, facilitated by IT systems to monitor progress of patients through the AAU 
to keep to protocol.  
 
The increase in the acute capacity on site also requires increased diagnostic support 
on site at Watford, the flow of patients within the AAU will be supported by an 
additional general x-ray room.  
  
The modular build will also house specific technical support services that proved 
more cost effective to locate within the same footprint as the AAU.  There will be an 



additional CT scanner provided on site, to offer additional capacity and back up 
support to the current CT scanner at Watford.  A major safety concern is that there is 
only 1 CT scanner at either Watford or Hemel currently, offering a poor quality 
service to patients with breakdowns occurring with alarming frequency. 
 
The Cardiac Catheter  Laboratory (Cath Lab) will transfer from the Hemel Hempstead 
site and be sited within the AAU, which will include the recovery area, a clinical 
measurement area (eg exercise testing, treadmill).  In order to future proof even for 
the short term future, there is also a flexible design solution to cater for the provision 
of a second Cath lab, although this is subject to the agreement of a separate 
business case). 
 
Pharmacy services need to be fit for purpose, and the project includes for robotics to 
be installed to assist the efficiency of systems and processing on the acute site.  With 
improvements through robotics and to ensure best use of the staffing resource, 
pharmacy services at Watford will be relocated into the AAU from within the Watford 
site.  It is increasingly likely that the technical services element of pharmacy services 
will also relocate to the Watford site, and may be located on a partial fourth floor of 
the AAU. This is largely due to the essential link with clinical haematology services.  
 
Centralising Critical Care and A&E services – this will be achieved through 
refurbishments within the existing Princess Michael of Kent (PMOK) block.  The two 
day surgery theatres which will be relocated from PMOK, to a non-acute site create 
the capacity for an expanded Intensive Therapy Unit (ITU) facility on level 6.  The 
new ITU will house 20 beds, which will be used flexibly between ITU and High 
Dependency Unit (HDU) as required.  The current HDU beds will be relocated 
onlevel 6.   
 
The current Rapid Assessment Unit (RAU) will relocate to the AAU (Acute 
Admissions Unit) as part of the ~120 bed pool.  This creates space for an enlarged 
Children’s Emergency Department (CED) to improve facilities . It also potentially 
offers a separate entrance for children, rather than through the main A&E 
Department..   
 
The A&E area will combine with the vacated CED to provide space for the expansion 
required to cater for additional emergency patients.  There will be a dedicated area 
for triage by the ambulance staff and an expansion of the resuscitation area to 
accommodate the additional high dependency “majors” patients.   
 
Post Graduate Education Centre, Library and Administrative Requirements – 
The reconfiguration requires the relocation and demolition of current PGMC and 
library facilities, in addition to the centralisation of the majority of these services.  
There are various options for the provision of services which are still under 
consideration, but definitely in the plan for provision at Watford to comply with 
training requirements.  Also in the site configuration plans is the provision of 
additional office space to cater for the increase in staff numbers.  There will need to 
be a review of offices within PMOK and re-allocations to teams as appropriate 
between the existing and the new.   
 
Clinical Support  
Pharmacy has already been discussed, with the main store for pharmacy remaining 
at the Hemel site.   
 
Pathology Services will be split into a ‘hot’ and ‘cold’ service, the latter being at 
Hemel and the former at Watford.  The current pathology building will require 



adjustments to become the Rapid Response Lab for West Herts at Watford and the 
mortuary will have adjustments to allow for additional body storage.  Histopathology, 
cytology and microbiology will all be centralised on the Hemel site, this will include 
the use of the mortuary for all post mortems, as these will no longer be done on the 
Watford site.  
  
Diagnostics / imaging will continue to be required on all three sites and have 
significant changes in the intensity of usage and resource requirement.  An analysis 
of the change in resource requirements is underway to ensure appropriate backup is 
available to support the clinical models proposed.  There are additional diagnostics 
and staffing resource required at the acute site and resources required to support the 
intensity of elective and day surgery work that will be required at either Hemel or St 
Albans.  In addition to this, the specific requirements to support the PCT diagnostic 
and treatment centres are not yet known.  
  
Therapies will continue to be provided from all sites, taking into account the detail of 
changes in service provision in relation to the changes in the intensity of 
requirements for the different sites.  There are likely to be some changes in location 
depending on the option selected.  
The configuration of the Hemel Hempstead General Hospital and St Albans City 
hospital sites will depend on the option for the non-acute site which is selected and 
will be worked up for the Outline Business Case...  
 
 
 



Appendix H 
 
Site Plans for Watford General, Hemel Hempstead General and St Albans City 
Hospitals 
 
PLEASE SEE SEPARATE SHEETS 
 



Appendix I 
Interim Measures - Summary of WHHT Consultation events 2006 
 
PRE-CONSULTATION  
 
In the period from late summer 2005 pre-consultation discussions were held with 
PCTs, local councillors, MPs, GPs, Patients Panel and PPI forums, theMedical Staff 
Committee, Voluntary groups and a range of other stakeholders. In particular, 
presentations were given to the Overview and Scrutiny Committees of Hertfordshire 
(four times) and of Hertsmere District (once). More detail is given below of the pre-
consultation events from  June 2006. 
 
Date 
 

Event No of 
people 

6 June Medical staff committee 30 
8 June New staff induction 40 
15 June Medical management team 7 
20 June Clinical leaders development programme 41 
22 June Deliberative event, Watford 80* 
22 June Special Joint Health Overview and Scrutiny Committee * 
29 June WHHT Public Board Meeting 2 
29 June Senior Citizens Forum * 
30 June Senior Citizens Forum * 
4 July Staff briefing, SACH 22 
4 July Staff briefing, MVH 7 
4 July Staff briefing, HHGH 50 
4 July Staff briefing, WGH * 
4 July Three E’s project, Tring School 120 
   
* to be confirmed 
 
CONSULTATION 10 JULY – 16 OCTOBER 2006 
Date 
 

Event No of 
people 

17 July New staff induction HHGH 25 
20 July Locality meeting  15 
1 Aug Staff briefing, SACH 16 
1 Aug Staff briefing, HHGH * 
1 Aug Staff briefing, WGH 70 
1 Aug Staff briefing, MVH * 
17 Aug Roadshow – Waitrose, St Albans 200 

leaflets 
24 Aug Roadshow – Morrisons, St Albans 300 

leaflets 
25 Aug Roadshow – Asda, Hemel Hempstead 400 

leaflets 
30 Aug Roadshow – Asda, Watford 400 

leaflets 
30 Aug St Albans Council Overview & Scrutiny Extraordinary meeting * 
4 Sept Meeting with Dacorum Hospital Action Group, Zena Bullmore 1 
5 Sept Staff briefing, SACH * 
5 Sept Staff briefing, HHGH * 
5 Sept Staff briefing, WGH * 



5 Sept Staff briefing, MVH * 
5 Sept Kings Langley Parish Council 6 
6 Sept Dacorum OSC * 
7 Sept Hertsmere Strategic Health Overview Group 24 
7 Sept Roadshow – Marlowes, Hemel Hempstead * 
8 Sept University of the Third Age 24 
11 Sept Staff restaurant, WGH 3 
11 Sept Round table meeting, Berkhamsted 17 
13 Sept Roadshow – Harlequin Centre, Watford * 
14 Sept Question time event, Hemel Hempstead 36 
18 Sept Clinical Leaders Development Day 50 
18 Sept Staff induction, HHGH 45 
18 Sept St Albans League of Friends AGM 12 
19 Sept Age Concern, Adeyfield 20 
21 Sept Round table meeting, Harpenden 22 
21 Sept St Stephens Parish Council, St Albans 10 
22 Sept Roadshow – Church Square, Tring  * 
26 Sept Question time event, Watford 28 
28 Sept Watford Senior Citizens Forum 24 
28 Sept Leverstock Green Village Association 35 
2 Oct Asian Family Health Group 8 
3 Oct Staff briefing, SACH 20 
3 Oct Staff briefing, HHGH * 
3 Oct Staff briefing, WGH * 
3 Oct Staff briefing, MVH 3 
3 Oct Round table meeting, Tring 14 
3 Oct Round table meeting, Hertsmere 14 
5 Oct West Herts Staff awards 1 
5 Oct DacCom (Dacorum GPs) 6 
5 Oct Dacorum Communities Together 8 
5 Oct Lions Club of Berkhamsted 35 
5 Oct Community Voice 50 
6 Oct Question time event, St Albans 5 
7 Oct Citizens Jury 22 
9 Oct Staff restaurant, HHGH 20 
10 Oct Round table event, Rickmansworth 8 
12 Oct Informed Citizens Consultation Panel (facilitated by Clear) 12 
16 Oct Specialist Nurse Development Day * 
   
* Numbers unrecorded or to be confirmed 
 
 
 
 



 
 

Appendix J 
 

 
 

SUMMARY OF DIFFERENCES BETWEEN OPTION 1 AND OPTION 2 
 
Proposed criteria Option 1 Option 2 Comments 
Speed of 
Implementation 

Orthopaedic 
electives Feb 07> 
 
Day surgery & 
most non-complex 
electives May 07> 

Orthopaedic 
Electives Oct 07> 
 
Day surgery & 
most non-complex 
electives Oct 07> 
 
Move of breast 
services from 
SACH 

Option 2 requires 
new theatres & 
presents more risk 
Centralisation of 
ITU at Watford 
depends on Day 
Surgery move. Oct 
date would clash 
with AAU 

Ease of 
Implementation 

Relatively minor 
works, same 
footprint, no 
downtime 

2 new theatres, 
refurb of existing 
theatres, creation 
of day surgery unit 
and recovery area. 
2-4 weeks down 
time 

Most Dacorum 
residents receive 
elective/day 
surgery  care at St 
Albans already.   

Capital cost of 
Implementation 

c. £250k c£2.6m SACH has 5 well 
maintained theatres 
on site. HHGH has 
3 which are in need 
of refurbishment, 
and would need 2 
additional theatres 
under Option 2 

Revenue 
Consequences 

Productivity  and 
workforce savings 
for trauma/orth 
split 
 

Implementation up 
to 8 months slower. 
Capital charges 
need to be 
depreciated over 4 
years rather than  
30  yrs.  

Consultation 
document cited 
£10.5 savings for 
Option 2, £11.2m 
for Option 1. The 
major difference 
between options 
relates to capital 
charges.  

Capital Charges Few  additional 
capital charges 
Possibility of 
saving £0.7m 
capital charges on 
Tudor wing 

Additional capital 
charges of £0.6m 
on new theatres if 
depreciated over 4 
years.  
No ability to save 
capital\charges on 
SACH site as 
theatres share 
block with other 
services 

Difference in capital 
charges alone c 
£1.3m. 
 
 
If ISTC goes ahead 
at HHGH new 
theatres redundant 



Proposed criteria Option 1 Option 2 Comments 
Surgical patients 
who would have 
to attend a 
different location  
 
Currently at 
HHGH 
 
Currently at SACH 
 
 
 
Currently at WGH 

 
 
 
 
 

3,392

0

9,498

 
 
 
 
 

2,206

16,120

9,498

 
 
 
 
 
Complex ASA3 
cases 
 
Breast outpatients, 
day surgery and 
ophthalmology 
 
Mostly day surgery 
 

Strategic fit Allows for move to 
HHGH at a later 
date.  
 
Also allows 
vacated space at 
Hemel to be used 
for Intermediate 
Care 

Does not allow for 
alternative location 
in medium term 
and could thus pre-
empt Acute Service 
Review. Does not 
allow vacated 
wards to be used 
for intermediate 
care 

Intermediate care 
critical to the IiYH 
model. On site IMC 
at SACH 
already.Dacorum 
reliant on 
Gossom’s End but 
needs much more 

Consultation 
response - 
Quantitative 

Most St Albans 
residents favoured 
this option 

Most Dacorum 
residents favoured 
this option and in 
far greater 
numbers 

More change 
proposed for HHGH,  
most responses from 
Dacorum 

Consultation 
response – 
Qualtitative 

  Views of Citizen’s 
Juries, overview and 
Scrutiny Committees 
much more evenly 
balanced 

 



 
Appendix K 

 
Transport and Access Report 
 

Introduction 
 
The proposals to re-configure Health services described in Investing in Your Health, 
(IiYH), emphasised the importance of transport and access for patients, staff and 
visitors using the services. Concern about these issues features strongly in public 
consultation. “Delivering a healthy future”, or Interim Measures, has therefore 
required further reviews of the existing transport links with a view to  
 

a) improve accessibility to transport where directly provided; and 
b) to influence the provision where provided by other parties. 

 
 Whilst the principles behind IiYH would deliver many of the health services most 
commonly accessed by patients closer to their homes, some patients, visitors and 
staff moving between WHHT sites, will have to travel further for those high-tech or 
specialised services.  
 
The former SHA recognised the concerns raised during the IiYH consultation in 
respect of transport issues and formed a multi-agency group tasked with reviewing 
transport and accessibility issues in Hertfordshire. Membership included HCC 
Passenger Transport Unit, Health Trusts and PCTs. The final report from this group 
was endorsed by the Chief Executives Group in June 2006. 
 
The report included   
 

• an analysis of transport services currently provided and commissioned within 
Hertfordshire, in particular the access to transport and health premises. 

• Emphasis on the need to develop partnerships with transport authorities and 
other transport providers, in particular to understand and support the 
proposals contained within IiYH.  

• A recommendation that health organisations develop travel plans for patients, 
staff and others with a view to try to reduce car usage where possible.  

 
The report ‘s key conclusions were: 

• current access was good as measured by department for Transport 
(DfT) and DoH indicators and that for the majority of patients the 
outcomes of IiYH will improve accessibility; however 

• Public perception was that accessing hospitals is difficult and there is 
confusion about how best to access hospitals 

• There was a lack of clarity within health about who is responsible for 
improving patients’ access 

• There are geographical localities with particular access issues 
• The commissioning arrangements for transport provision are poorly 

understood within health and sit across PCTs and hospitals and need 
revising 

• NHS organisations need stronger Green Travel Plans to encourage 
staff to change from cars to other forms of transport where possible 

 
 



WHHT Transport & Access Working Group 
 
The WHHT has been very conscious of the transport and access issues associated 
with the Delivering a Healthy Future proposals, and, building on the work of the SHA 
Transport Group, formed its own Transport & Access Working Group, chaired by the 
Deputy Director of Planning. The invited membership comprises the following 
organisations: 
 
East Of England Ambulance Service NHS Trust 
West Hertfordshire Hospitals NHS Trust 
Hertfordshire Highways 
Dacorum Borough Council 
Watford Borough Council 
Hertfordshire County Council 
PCT Commissioners 
 
This group reviewed all the developments associated with transport across West 
Hertfordshire to ensure that there is a shared understanding of these initiatives 
between organisations.  
 
With the proposed changes in service provision, there will also be changes to patient 
and visitors travel arrangements. There is likely to be a shift in patient flows between 
sites. 
 
 This group has commissioned a review of all staff car parking permit holders and 
staff home postcodes to enable detailed planning to be undertaken to identify the 
impact of the changes associated with the movement of services onto different sites. 
This information is being modelled to indicate travel times using specific mapping 
software. 
 
There are no national benchmarks for associated travel for visitors, nor information 
regarding proportion of patient and/or visitors travelling by public transport or private 
vehicles. However reconfiguration of services elsewhere in the NHS have suggested 
that some 10% or so of patients use public transport to access hospital services and 
that they tend to be more vulnerable. Understandably, even those who go to hospital 
by car are concerned that there is effective public transport for others. The work 
previously done by the Investing in Your Health Transport and Access Group gives 
an estimation of the activity to and from site, and it is this work, which is being built 
on, in combination with the information we are mapping for specific changes in staff 
travel.   
 
Background – Inter Site Transport 
 
The Trust provides transport links between its sites on contract via the Hertfordshire 
Partnership Trust (HPT). Different vehicles are used between the sites. Mini-busses 
are used on some routes carrying people and items. Others have vans capable of 
carrying only items, for example pathology samples. 
 
All vehicles are appropriately equipped to undertake their journeys, including tracking 
technology to ensure best route usage and timing. As part of the reconfiguration of 
services across the Trust, it is planned that the Trust will split “cold” and “rapid 
response” pathology services.This will require reconfiguration of the existing 
services, details of which will be clarified by a sub-group of the existing Transport & 
Access Group as soon as the outcome of the consultation is known.   
 



Mini-Bus Routes 
The existing routes provide direct links between the main hospital sites, or in the 
case of Route 6, the Gadebridge Park and Ride service, between the public bus stop 
and the Hemel Hempstead Hospital.  
 
Routes have been established depending on the demands of the departments of the 
Trust to enable them to operate efficiently. In addition, where reorganisation of 
departments within the Trust required staff to be relocated, the Trust has a 
responsibility to provide support to its staff in assisting with travel between or to their 
new work base. Also, where staff routinely operate on more than one site, making 
use of the Trust transport links reduces the need for staff to use their own vehicles 
thus making the Trust operate more ‘in a more environmentally friendly  way. This 
also enables more car parking to be allocated to patients, staff and visitors 
 
Existing Routes 
 
There are 6 minibus routes linking Hemel Hempstead, Watford, St Albans 
and Mount Vernon hospitals. Details of the routes are set out below. Thicker 
arrows show where larger minibuses are used. The numbers refer to route 
numbers. 
i

 

HHGH 
1,2,3,6 

SACH 
1,3,4 

WGH 
2,,4,5

MVH 5

Park+ 
Ride 6 

 
Fig 1. West Herts Minibus Routes and Destinations 
 
 

Mini-Bus Utilisation 
 
The minibuses are either 6, 8 or 14 seater vehicles. All journeys are routinely 
audited to enable the use of the vehicles to be monitored. Further details on 
the utilisation of the journeys are available on request 
 
In summary, the analysis indicates spare capacity of between 62% and 89% 



 
The data collected does not differentiate between types of passengers, for example 
staff or patients. For the purpose of this evidence, it is assumed that the existing 
passengers are almost entirely staff with only the occasional patient or visitor carried. 
There may be a lack of awareness on the part of patients and visitors that these 
services exist at all or that they may use them. 
 
Although vehicles carry passengers at the moment, they do not presently pick up or 
drop off en route, as this has been considered as competing with the commercial bus 
operators. However if they do not stop en route the services are of little value to most 
potential passengers. In response to the concerns raised during the consultation 
period, WHHT has tested this assumption with HCC Passenger Transport Unit and it 
is possible that this may be able to be challenged. Fares cannot be directly levied by 
the Trust for transporting passengers as this will be viewed as competing with 
commercial bus operators and will affect the licensing arrangements that the 
Hertfordshire Partnership Trust operates under in providing the services on our 
behalf.    
 
Car Parking 
 
As mentioned above most people accessing hospital sites do so by car. Lack of 
available spaces, especially near to clinics and wards, and parking charges attract a 
good deal of adverse comment. The Trust has a contractual arrangement with 
CPPlus to manage car parking on its sites. CPPlus operatives ensure that the Trust’s 
car parking policy is adhered to and that traffic is managed efficiently around the 
sites. 
 
Each site has spaces allocated specifically for patients and visitors, staff and 
disabled car users, as well as pick up and drop off points near to main hospital 
buildings. 
 
Charges for parking are applied on a similar basis across the Trust sites. 
Concessions are available for frequent visitors to the sites and details are displayed 
in wards and departments. The consultation process has highlighted the lack of 
awareness that patients and visitors had regarding the concessions available. Wards 
and departments need to be reminded to advise the arrangements that are in place. 
 
In recognition of the additional requirement for parking spaces on the Watford 
hospital site the interim measures project, there are various improvements as part of 
the site works.   
These include: 
 

• re-lining the existing main car park, which will create in the region of 20 
additional spaces.  

• re-lining the Cardiff Road overspill  car park to create in excess of 220 
spaces.  (an increase of a minimum of 70 parking spaces).   

• the provision of additional disabled spaces on site.   
 
Traffic Congestion 
 
In consultation a good deal of adverse comment from those living in the north and 
east of the catchment is about the perceived difficulty of getting to Watford General 
Hospital, especially when there are matches at the Watford/Saracens ground 
adjacent to the hospital in Vicarage Road. The perception is that the problems will be 



worse since Watford FC was promoted to the Premiership, thereby attracting bigger 
gates. Watford Borough Council routinely monitors traffic around the Watford town 
road network and there have been no cases of ‘gridlock’ as claimed by respondents 
to the consultation document, although the traffic can be heavy on occasions. Traffic 
is routinely monitored and measures are already in place to be proactive in assisting 
traffic flow in peak or busy periods. 
 
East of England Ambulance and Paramedic Services NHS Trust (EEAST) has 
confirmed that any such congestion does not limit their ability to meet its 8-minute 
response targets. 
 
Public Transport  
 
It is recognised that the changes to the provision of services across WHHT will result 
in some patients and visitors travelling to other sites for their care.  
There are a wide range of services in place linking the towns of Hemel Hempstead, 
St Albans and Watford.  (Maps and schedule of services are available separately for 
Board members). 
 
Following discussions within the Trusts Transport and Access Group, The HCC 
passenger transport unit has confirmed that there will be an improvement to the 
access to the Watford hospital site from 1 April 2007 when there will be a 6 times per 
hour service linking Watford Junction Station, Watford Town Centre and the Hospital. 
This should improve access considerably, especially as it would link with rail services 
from Hemel Hempstead and St Albans 
 
Understandably bus companies are reluctant to provide services which do not cover 
their costs. However the reconfiguration of services will lead to increased patient 
flows which can sustain new or altered routes. It is important that we continue to 
liaise closely with transport providers so they can investigate the possibility of 
introducing new routes at an early stage. For transport demands that cannot be met 
by public transport or utilisation of spare Trust vehicle capacity, (and the extent of this 
cannot be clarified at the moment), there are options, which are being progressed as 
potential solutions; 
 

• Introduction of Shuttle service 
East & North Herts Hospitals NHS Trust introduced a paid for service which 
patients could access who fell outside the PTS criteria, but had limited access 
to public transport. This would take some months to set up and would require 
an element of funding. The ENHHTModel carries in the region of 25,000 
passengers per year, covering a radius of approximately 10 miles from the 
Lister hospital, for a journey fee of £3.50. This payment covers a proportion of 
the scheme costs, details of which are to be confirmed.  

• Subsidising of Bus services 
Whilst WHHT cannot directly subsidise routes, (encourage non-commercially 
viable routes to be maintained), we believe that PCTs as commissioners of 
services may be in a position to do so. We have asked the West Herts PCT to 
clarify the position regarding subsidisation in order for more work to be 
undertaken to identify the unmet demand.    
 

• Existing Transport links - Data collection to inform change  
The HCC Passenger Transport Unit has procured software, which can model 
travel times from localities to destinations taking account of existing 
timetables. This ‘Accession’ software shows that for the Hemel Hempstead 



and Watford hospitals, access during core times (07.00 – 09.00hrs and 14.00 
– 16.00hrs) is broadly similar in that travel times vary between 30 and 60 
minutes. For access to GP surgeries, timings are between 15 and 30 minutes.  
There are some hot spots, which appear to have a limited service and work 
needs to be done to identify the potential demand for services to enable 
operators to respond to the shortfall. The Accession software will support this 
analysis. 

 
• Croxley Rail Link: An extension of the metropolitan line from Croxley to 

Watford Junction has been discussed for some time. It would travel along a 
disused line at the back of the Watford General site (including a stop which 
could also be used for football matches) and on to the Junction. It would be 
very helpful in terms of improving access but it is understood that the scheme 
has yet to secure funding and should not therefore be relied upon at this 
stage. 
 

Ambulance Services 
 
Patient Transport Services (non-Emergency Ambulances) 
 
Requests for Patient transport are now reviewed and actioned by a locally 
established call centre run in conjunction with the West Hertfordshire PCT. Patients 
fulfilling the eligibility criteria for PTS services are transported between home and 
hospital as appropriate. The current transport arrangements have been market tested 
and the recommendation to award the new contract is to be made to the Finance and 
Performance Committee at its December 2006 meeting. The revised contract will 
allow for approximately 44,000 journeys across the different patient categories. 
Whoever is appointed, the new specification has been written to allow greater 
flexibility in the arrangements for the discharge of patients by extending the available 
hours that crews are working. This also enables the discharge of patients to be made 
by ambulance rather than taxi, which has often been the case in the past. All PTS 
vehicles will be brand new to improve the patient experience. 
The new contract for PTS services is planned to commence on 1 April 2007.   

 
Emergency Ambulances  
 
Many participants in the consultation process raised concerns regarding the risks of 
congestion for the ambulance service, which have been reviewed by the 
professionals in the East of England Ambulance and Paramedic Services NHS Trust  
(EEAST), who have assured both us and the public about their ability to continue to 
provide appropriate care in a timely manner. The critical element for a patient is the 
time it takes the ambulance professional to arrive at the patient. The ambulance 
service may send out 2 different types of vehicles in response to a ‘category A’ call, 
which is life threatening, to ensure that the patient receives treatment as soon as 
possible. EEAST operates a Status Management System. This means they station 
vehicles at various locations which different priority status given to respond to the 
999 calls as they come in. They have confirmed that the allocation and siting of 
emergency ambulance vehicles will be reviewed to ensure that they are able to 
continue to meet the 8 minute response time required. This is the time it takes the 
Paramedic Crew in a blue light ambulance from receiving an emergency call to 
arriving at the scene of the incident. EEAST do, however recognise that there will be 
an increased requirement to transport patients from 999 calls to the Watford hospital 
site and have submitted proposals to meet this increased demand. 
 



EEAST have also confirmed that access to the Watford Hospital site, including match 
days, is achievable within their existing response targets.   

 
 
 
 
 

 
Conclusions 
 
The issue of access to the sites, predominantly Watford, remains a concern to many 
respondents to the consultation events. The evidence shows that there are 
reasonably good links between the towns of Hemel, Watford & St Albans, with 
regular public transport links in place. The reality will require a much better press to 
overcome this perception. 
 
With regard to access to the Watford Site for emergencies, there remains a concern 
for the public in getting through the traffic, especially on match days with patients 
who are being taken to the main Accident & Emergency Department.  
 
The EEAST has assured the Trust that they will continue to achieve their response 
target of 8 minutes by management of their emergency ambulance fleet. It will 
probably be necessary to invest in additional staffed vehicles to ensure this.Also, that 
they are able to negotiate traffic, including match days and still manage patients 
appropriately.   
 
Following a review, WHHT has established that there are under-utilised minibus 
services between the hospital sites. There is the potential to increase awareness of 
these services to enable travel between the sites to be used by patients, staff and 
visitors as a way of providing a limited supplement to shortfalls in the public transport 
network. This may be further supported by subsidy from the PCT, should this 
possibility be accepted.  
 
The Trust is prepared to invest in improvements to the transport infrastructure if 
required. 



Appendix L 
 
 
Programme Management Arrangements 
 
The scheme is an integral part of both the Investing Your Health Programme, which 
comprises of portfolio of projects concerned with delivering strategic change in the 
Trust.  The project is also an essential element of the Trust’s financial turnaround 
programme, which consists of a range of projects to deliver financial recovery. 
 
The programme management arrangements are as follows: 
 
It will be necessary for the Trust to put robust project management arrangements in 
place to deliver the proposals outlined in Interim IiYH Measures. 
 
The IiYH programme board will be the overarching group where the Project Board 
will report – to ensure an overview between the plans for future health services and 
the other strategic plans, eg ISTC Surgicentre.  
 
A Project Board will be established, the membership of which is detailed below: 
  
David Law  -  Chief Executive (Chair) 
Sarah Shaw  -  Director of Planning 
Graham Ramsay  -  Medical Director 
Sandy Hogg   -  Director of Finance and Turnaround 
Simon Colbert  -  Director of Estates and Facilities 
Sarah Childerstone -  Director of Human Resources 
Gary Etheridge - Chief Nurse, Director of Quality 
Nick Evans  -  Operations Director (Medicine and Clinical Support) 
Paul Grant   -  Operations Director (Surgery and Women’s and 
Children’s services)  
 
The Associate Director of Communications (Sue Fay) will be in attendance in order to 
develop a detailed, two-way communication plan for both internal and external stakeholders. 
This work will ensure ongoing engagement and involvement in this process. A comprehensive 
community 'signposting' plan, to inform our many audiences of changes to services will be 
developed. Key elements include the Trust’s approach to Public Consultation and 
Overview and Scrutiny, staff briefings, ministerial and MP briefings.  
 
The Project Board will be accountable for the overall success of the project.  It will 
meet fortnightly to: 

• Set clear direction for the project;  
• Agree the terms of reference for the Project Team and workstreams; 
• Review progress against project plan;  
• Arbitrate between work streams where necessary; 
• Oversee the communications and consultation processes, ensuring all 

stakeholders are fully appraised of action; 
• Sanction plans and action;  
• Appraise the board and SHA of progress on a monthly basis and ministers 

when necessary.  
• Authorising commitment of Project resources; 
• Agreeing the Project Timetable 

 
 



A Project Team will be established, chaired by the Director of Planning to oversee 
the overall delivery of the project to time and budget.   

 
• Agreeing business case content and deliverables. 
• To set targets and agree a project control system to ensure delivery of the 

programme objectives;  
• Reviewing and approving the deliverables; 
• Reviewing and approving any changes to programme plans; 
• Providing advice and guidance on further work and content within each 

project stream which maybe required; 
• Reviewing and approving proposed action plans; 
• Signing off each completed phase 
• Authorising the start of each stage of the Project 
• Ensuring that all deliverables are complete and delivered 
• Agreeing upon an Outline Business Case to be submitted to the Project 

Board  
• To project manage and co-ordinate the different work streams that are 

required to produce an OBC in the required timescale.  
• To ensure effective decision-making that delivers and adequately resources 

the programme. 
 
The Project Team will be supported by: 
 

• Clinical Re-design workstream, overseen by the Medical Director, with a key 
role for the Director of Service Redesign.  Speciality based workstreams will 
be established as required, using the internal Hospital User groups that are 
already established for IiYH service planning; these will include 
representation from clinical teams;  

 
• Design Solutions and Infrastructure workstream, overseen by the Director of 

Planning with a key roles for the Director of Estates and Facilities; 
 

• Business Case Development workstream, with key roles for the Director of 
Operations; Director of Service Re-design and the Director of Planning; 

 
• Human Resources Group, overseen by the Director of Human Resources; 

 
• Communications, overseen by the Associate Director of Communications.  

 
Each Sub group will be accountable to the Project Team for the implementation of 
their element of the Project.  Detailed project plans will be developed that identify 
clear action plans for each group and dovetail overall to ensure a joined up approach.  
Each group will meet weekly to progress action.  Each sub-group will co-opt other 
team members as required.   
 
The project team itself will consist of the following members:  
 
Sarah Shaw   - Director of Planning 
Louise Gaffney   - Assistant Director of Planning  
Phil Bargent    - Acting Head of Capital Planning  
Melanie Cheshire  - Health Service Planner IiYH 
Richard Simons  - Head of Estates  
Tracy Moran   - Nursing lead 
Simon Green   - Divisional Manager, Emergency & Acute Medicine  



Maxine McVey  - Divisional Manager for Surgery  
Sally Tucker   - Divisional Manager for Clinical Support  
Wendy Glendinning-Plews - Head of Facilities 
Human Resources rep - HR Representative from the Transformational Unit 
Dr Alfa Sa’adu   - Clinical Representative 
Pat Reid   - Head Nurse for Acute Medical Care 
Karen Bowler   - Acting Head of Nursing, Surgery 
PCT Rep   - To be nominated by the external Hospital User Group 
(e-HUG) 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 

Interim Measures Project Arrangements

Programe Board is a formal sub commitee of the Trust Board

A&E / Acute Assessment

Theatres / Anaesthetics

Elective Surgery

Outpatients

Pathology

Clinical Support

Elderly Care Services

Ratify revised clinical strategy
Develop service specification

Engage clinical body and communicate
Ratify Schedule of Accommodation

Clinical Redesign
Using existing iHUG structure

Design Solution Team (MO)

Estate configuration

Access and Transport

Facilities

PCT Site Development

Design Brief - Schedule of Accommodation
Infrastructure strategy

Temporary building Procurement
Estate rationalisation

Design Solution & Infrastructure workstreams

Business & Service Planning

Financial planning

Turnaround Programme

Capacity Management

Develop Service & Operations model
Develop financial plan

Model activity and capacity
Work with Divisions to challenge efficiency

Business Case Development

workforce strategy

HR Consultation

support systems for staff

Develop HR Strategy
Lead staff consultation process

Develop Management of Change document
Provide support to staff

Human Resources

Develop communications strategy
Lead consultation process

Mechanisms for staff, stakeholder & media briefs

Communications & Consultation

Interim IiYH Measures Project Team
Chaired by Dir Planning

Interim IiYH Measures Project Board

Investing in Your Health Programme Board
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