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Executive Summary 
 
This Operational Plan 2008/9 aims to: 
 

� Give a candid assessment (as at the end of November 2007) of the Trust’s 
projected out-turn performance in 2007/8, in four key domains; 

� Details the changes made in governance leadership and managerial 
arrangements to support improved performance and to ensure delivery of 
objectives; 

� Identify the Trust’s six key objectives for 2008/9, which briefly are to: 

1. Reduce Health Care Acquired Infections  
2. Achieve the national patient access targets 
3. Deliver the Delivering a Healthy Future milestones 
4. Sustain financial health through surplus  
5. Achieve an improved HCC Health Check rating 
6. Pursue a successful FT application  

� Give detail on the actions the Trust will take to meet those objectives.  

� Outlines the Trust’s approach to addressing the ‘Improving Health and 
Reducing Inequalities’, ‘Experience, Satisfaction and Engagement’ and 
‘Emergency Preparedness’ Agendas. 

 
The Plan incorporates the measures the Trust is taking to meet the national priorities 
set out in the Operating Framework for the NHS in England1, and the draft NHS East 
of England Commissioning Framework2. 
 
At this stage this document has been prepared with only limited contribution from the 
wider organisation or stakeholders.  Activity assumptions are those agreed within the 
ASR process, and have not been refined or refreshed for any later activity 
information available – this refinement will take place when PCT commissioning 
intentions are presented to the Trust. 
 
As the Trust moves forward with implementing Delivering a Healthy Future3 and the 
wider Hertfordshire strategy for acute services4, it faces significant challenges, both 
in ensuring that it ‘gets the basics right’ in delivering on HCAIs, access and financial 
targets, but also in managing a significant organisational change that aligns the core 
of the Trust’s inpatient and emergency services to the Watford site. 
 
This plan does not set out a wish list of targets and objectives; it highlights six key 
themes which taken and achieved together represent the long-term viability of the 
Trust.  

                                        
1 DH, The Operating Framework for the NHS in England 2008/09, December 2007 
2 NHS East of England, Commissioning Framework 2008/09 (Draft v1.8) 
3 West Hertfordshire Hospitals NHS Trust, Delivering a Healthy Future consultation document November 2006 
4 Delivering Quality Health Care for Hertfordshire, 2007 
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Summary of performance and challenges in 2007/8 
 
1.1 Projected out-turn activity  

Activity Type 2007/8 SLA 
2007/8 – Projected 

Outturn Variance 

Inpatient Day case 
33,319 

26,304 
+2,589 

Inpatient Elective 9,604 

Inpatient Non Elective 35,815 36,490 +675 

Outpatient - New 97,690 93,472 -4,218 

Outpatient - Follow Up 159,058 185,484 +36,426 

Table 1: Activity Outturn projections 2007/8 

 
Table 1 shows the variance between the 2007/8 SLA activity profile and the Trust’s 
anticipated outturn position for 2007/8. 
 
The projected outturn assumes that the shortfall in surgical activity will be made up 
by the year-end.  Together with the over-performance in medicine, the total elective 
position for 2007/8 will finish above the SLA planned level. 
 
New OP attendances are below plan due to a decrease in referrals, while OP follow 
up attendances have exceeded the capped levels (based on new:FU ratios) set 
within the SLAs. 
 
1.2 Projected position against HCC Health Check assessment framework  

1.2.1 Quality of Services assessment 

To get a good quality rating the Trust must meet existing national targets. This 
was the principal cause of failure in 2006/7.  Our performance in the first six months 
of 2007/8 suggests we are highly likely to be given, at best a ‘fair’ rating with a 
significant risk of a ‘weak’ rating again: we are at the very brink of failure.  
Nonetheless we are now tracking each indicator on a weekly basis and where it is 
still possible to do so we will ensure improvement.  
 
On our assessment of the position at end November 2007, the Trust is likely to FAIL 
on two indicators: 

� Delayed Transfers of Care 
� Cancelled Operations 

 
The Trust is likely to FAIL or UNDERACHIEVE on one: 

� A&E 98% treated within 4 hours 
 
The Trust is likely to ACHIEVE the other remaining nine indicators 
 
If the HCC were to move MRSA from the ‘New’ to the ‘Existing’ national indicators 
(as they may) then the Trust will FAIL. 
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If the Trust continues its recent marked improvement, and the HCC use the same 
rating and thresholds as last year, then the Trust would be rated as ‘Partly met’ for 
this group of standards 
 
Our performance on new national targets has also been seriously deficient in the 
first six months, but we are working hard to improve this in the remainder of the year.  
 
Currently the Trust is FAILING on three indicators: 

� MRSA 
� 18 week Referral to treatment (Borderline underachieve)  
� Ethnic Monitoring 

 
and UNDERACHIEVING on one indicator: 

� Diagnostic Waits 
 
The Trust is likely to ACHIEVE the remaining nine indicators 
 
This would trigger a ‘weak’ rating.  However, if recent dramatic improvements on 
ethnic monitoring are sustained (moving Ethnic Monitoring to UNDERACHIEVED) 
and the HCC use the same rating and banding thresholds as last year the Trust will 
be rated as ‘Fair’ for this group of standards. 
 
Currently we would again be judged to have ‘partly met’ our third task, meeting core 
standards. We are currently non-compliant on five of 44 standards.  
 
We are very close to already having achieved a ’weak’ score for quality for 2007/8. It 
will take a heroic effort (and no doubt some luck) not to get a ‘weak’ rating. Also, if 
some of the ‘new’ national targets on which we have already failed become existing 
national targets (such as MRSA), then our weak rating is certain.  
 
Our aim is still to do everything we can to raise our scores for this year, but where it 
is impossible to alter the rating for the whole year sufficiently, our objective is to 
improve it consistently over the remainder of 2007/8, such that we are performing at 
an appropriate level right at the start of 2008/9.  
 
1.2.2 Use of Resources assessment 

The Trust Audit Committee asked the external auditors to undertake an ‘ALE Pre-
Audit Review’ to assess the Trust’s current position during November 2007. Figure 1 
contains key extracts from that review: 
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ALE Action Plan - Fitness for Purpose  

The Trust has made significant improvements to the way in which the ALE process is 
administered in 2007/8, primarily through implementing a centralised ALE Action plan. This 
provides a sound framework for driving development and providing auditable evidence linked 
to the KLOEs. This will place the Trust in a strong position in future, although the impact for 
the 2007/8 assessment may be limited by the late development of the plan, leaving only the 
last quarter of the year 2007/8 for weaknesses to be addressed. 
 
The key findings from this review are as follows: 

• The Trust has developed a sound mechanism for monitoring delivery of KLOE criteria 

through the ALE Action Plan. 

• Management have shown a strong commitment to addressing weaknesses identified 

in the previous ALE process; 

• A number of key documents have been identified which address ALE criteria and 

which if embedded will help strengthen financial governance. 

However the value of the ALE Action Plan is reduced because: 

• The precise actions being taken by management are not clearly documented; 

• The implementation dates are not always complete or time critical in terms of 2007/8 

ALE deadlines; 

• The evidence attached to the Action Plan does not clearly demonstrate how it 

addresses ALE criteria. 

Particular focus is required to address the level 2 criteria in both KLOE 4) internal control and 
KLOE 5) value for money. 
 

Figure 1: Extract from external auditors ALE Pre-Audit Review report 

In response to the report and in particular to the key findings, we have updated the 
plan, provided the evidence and clarified how the evidence demonstrates 
achievement of the criteria.  A deadline of 20 December 2007 was set to complete 
all these actions. The auditors will return in January 2008 to assess the position.  A 
copy of the Audit Report has been forwarded to the SHA.  This is being updated on 
a regular basis on progress against the Trust’s ALE improvement plan.  
 
1.3 Projected financial outturn 2007/8 

Table 2 shows the current forecast outturn taking account of known changes to the 

M8 position. 

 

Forecast income assumes the resolution of outstanding SLA issues with West 

Hertfordshire PCT.  It also includes £1.4m to reflect a forecast adjustment for Work-

in-Progress i.e. the value of the income earned for those patients who remain in a 

bed on the 31 March 2008.  This amount has been estimated based on 2006/7 

actual activity.  
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Category Budget Outturn (£m) Forecast Outturn (£m) Variance (£m) 

Income 225.5 229.2 3.7 
 
Expenditure 

   

Pay (136.9) (137.2) (0.3) 
Non-Pay (59.6) (69.6) (10.0) 
Reserves (5.3) (1.5) 3.8 

EBITDA 23.7 21.0 (2.7) 

Depreciation (10.4) (10.4) (0.0) 
Dividend Payable (8.2) (8.2) (0.0) 
Interest 
Payable/Receivable 

(0.1) (0.0) (0.1) 

Surplus 5.0 2.4 (2.6) 

Table 2: I&E Summary Forecast 2007/8 

 
The Trust is taking the following actions to improve its financial position: 

� Fortnightly performance management meetings to review achievement of 
planned Cost Improvements and improve the Divisions’ I&E position by 
31 March 2008. 

� Development of a capacity and action plan within the Surgical Division to 
increase efficiency. 

 
1.4 HCAI analysis 2007/8 

1.4.1 MRSA 

Figure 2 illustrates the monthly incidence of MRSA bacteraemia isolates (all 
sources) in 2005/6, 2006/7 and 2007/8. 
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Figure 2:  MRSA Bacteraemias.  Cumulative by Year against trajectory 2005/6, 2006/7, 2007/8 

 
Commentary 

� Performance in 2007/8 shows a small improvement in the overall incidence of 
bacteraemias on 2006/7;   

� The trust has, however, significantly over shot its 2007/8 maximum incidence 
target of 18 bacteraemias; 
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� The DH/SHA MRSA task force visited the trust in 2007 and made 
recommendations regarding improvements in practice that are being 
implemented. 

 
1.4.2 Clostridium Difficile  

 
Figure 3 illustrates the monthly incidence of C Difficile in 2006/7 and 2007/8 in the 
over-65 age group. 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Figure 3: Recent Clostridium Difficile incidence in the over-65 age group. 

 
Commentary 

� Performance shows a significant improvement since August 2007;  

� Although many initiatives have been taken the step change in performance 
seems to be accounted for by improvements in the isolation of at risk patients 
since cohort bays were established in August 2007, and cohort wards more 
recently in October 2007;   

� Performance in hospital cases in October (22 cases) and November 
(12 cases) showed good progress towards the monthly average of 12 
required in Q4 2007/8; 

� The DH/SHA C. Difficile task force visited the Trust in September 2007 and 
made recommendations regarding improvements in practice that are being 
implemented. 

 
 
1.4.3 Infection Control key actions taken in 2007/8  

In 2007/8 the Trust began to make significant in-roads into Infection Control 
problems.  Specific measures taken included: 

� Improved isolation, nursing and medical management of patients with 
infection; 

� Improved use of patient screening on admission; 

Clostridium difficile laboratory reports for patients aged 65+
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� Improved decontamination, including a three-monthly programme of deep 
cleaning and use of peroxide nebulisers; 

� Changes in antibiotic protocols and a significant reduction in the use of 
cephalosporins and quinolones; 

� Use of pro-biotic therapy for all elderly patients; 

� Two supportive visits from the DH MRSA/C. Difficile teams, with clear agreed 
action plans being implemented. 

 
These actions were underpinned by a strategy based on improving clinical practice 
by all staff, from basic hand hygiene and personal attire through to specialised 
management of the most complex patients with co-morbidities. 
 
2 Governance, Turnaround and Sustainable Improvement  

In November 2007 Jan Filochowski joined the Trust as Chief Executive with the 
objective of producing improved performance across a number of measures in 
2007/8 and setting a course for sustainable improved performance in 2008/9 and 
beyond.   
 
2.1 2007/8 improvements 

Specifically in 2007/8 the CEO was charged with: 

� Achieving a financial income and expenditure surplus  

� Continuing to achieve the A&E 98% 4-hour performance target for the 
remainder of the year 

� Maintaining the drive to sustain recent improvements in HCAIs 

� Playing a full part in the ongoing strategy to reconfigure services in West 
Hertfordshire 

� Improving the Trust’s next HCC rating 
 

2.2  Organisational capacity 

At its meeting on 6 December 2007 the Trust Board approved a number of 
proposals from the CEO to change the Board committee structure and the Executive 
functions of the Trust.    
 
The purpose of these changes was to: 

� Create clarity in the Board committee structure  

� Clarify role and responsibilities for Directors, and  

� Create a streamlined meeting structure.  
 
They were also designed to bring the Trust in line with best practice within 
Foundation Trusts as we begin the process of applying to become one. 
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The changes also provided clearer devolved responsibilities for delivering key 
targets by the five divisions5 and clearer performance management arrangements 
and relationships. 
 
2.2.1 Board Committee structure 

The Board committee structure has been streamlined.  This will ensure that the 
Board’s role in assurance is more focused and that Board meetings themselves will 
be the place where key issues are debated and performance is scrutinised.  The sub 
committees are now Audit, Remuneration, Charities and Nominations (once the 
Trust is a Foundation Trust).  The former of Assurance, Finance & Performance and 
the Strategic Investment committees have been disestablished. 
 
2.2.2 Executive Leadership 

The executive functions have been streamlined and refocused.   There will be a core 
executive team of: 
 

Chief Executive 
Director of Patient Safety (and Medical Director) 
Director of Delivery 
Director of Workforce  
Director of Finance 
Director for Partnerships 

   

There are now four top-level decision-making groups  

� Delivery Support - the Chief Executive plus the five executives – agreeing 
budgetary, personnel and other ‘bread and butter’ issues 

� Clinical Governance - providing assurance that all operations of the Trust 
and its staff are carried out safely and competently, in line with accepted good 
practice.  This group will involve clinical staff. 

� Clinical Practice and Policy Group - this will be developed from the existing 
medical management team.  Its role will be to discuss and agree practical 
issues relating to clinical practice. 

� AAU Implementation Group 
 

2.2.3 Executive Director roles 

The creation of the role of the Director of Patient Safety underlines and reinforces 
the importance of patient safety. The Director will also take over the role of Director 
of Infection Prevention and Control (DIPC). The Director of Patient Safety will 
become the Project Sponsor for the AAU project and planning generally will fall 
within this remit; the DPS will be supported by the Director of Implementation as the 
AAU Project Director.    
 
The Director of Implementation will be responsible for ensuring the delivery of the 
AAU and the supporting changes to the services at Watford General Hospital and 
beyond.  

                                        
5 Medicine, Surgery/Anaesthetics, Women’s & Children’s, Clinical Support and Estates/Facilities 
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The Director of Nursing will be a key member of the Patient Safety Team, except 
for his statutory professional nursing responsibilities, when he will continue to report 
directly to the CEO and the Board. 
 
The role of Director of Delivery is a direct development of the role of Director of 
Operations, but focused centrally on performance, delivery and achievement, rather 
than maintenance, response and reaction.  The Divisions will remain as they are but 
Estates will be added as a fifth. 
 
The Chief Executive, supported by the Director of Delivery will drive the performance 
management process in relation to the five divisions. The Divisions will be given 
greater autonomy in terms of decision-making powers but this will be against clear 
accountability for delivery of key targets. 
 

A corporate office will led by the Director of Corporate Affairs. The corporate office 
will manage external communications for the Trust, ensure all necessary corporate 
governance arrangements are in place and manage the FT application process.  
 
The Director of Finance and Director of Workforce remits will continue as 
previously.  
 
The role of the Director for Partnerships will be focused on negotiating and 
working with existing and new NHS partners, principally PCTs and PBCs.  This role 
will continue to be responsible for information management and IT.  
 

2.2.4 Time limited task forces 

A small number of these will be used at any one time.  They will address urgent, key, 
usually cross-organisational issues based on substantial authority, clear delivery 
targets and work with line management. The CEO will typically join these task 
forces. Four are currently underway or under consideration. These are: 

� Infection Control 

� 18 weeks 

� Delayed discharges 

� Agency usage and sickness absence 
 
2.3 Performance Management and reporting to Board 

It is crucial that the Board is able to gain timely, candid and honest assurance about 
the Trust’s performance to exercise their governance role for the organisation.   
 
To achieve this a revised Board performance reporting framework in being 
developed incorporating on: 

� Reporting progress against the Existing and New National Targets 

� SLA contractual performance 

� Financial performance 

� HCAIs 
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� Better Care, Better Value6 indicators 

� Standards for Better Health and Auditors Local Evaluation (ALE) 

The final format of the report to the board is being developed.   

 
3 Six Trust Objectives in 2008/9 

For 2008/9 the Trust has identified six key objectives.  These are:  
 

 
KEY OBJECTIVE 1: Health Care Acquired Infections 
In 2008/9 the Trust will continue to reduce the incidence on HCAIs through 
improved standards of hygiene and practice, complying with the NHS Hygiene 
Code of Practice.  Incidence of MRSA and Clostridium difficile infection will 
not exceed the trust ‘target’ rates. 
 
KEY OBJECTIVE 2: Achieve national patient access target 
In 2008/9 the Trust will develop demand and capacity model and plans that 
reflects the anticipated activity required to meet the national 18RTT target and 
other access targets.  In conjunction with the PCT the Trust will put in place 
resource plans to deliver sufficient capacity for commissioned activity.  
 
KEY OBJECTIVE 3: Delivering a Healthy Future 
In 2008/9 the Trust will deliver the capital schemes and service changes 
required to centralise acute emergency care at Watford General Hospital. 
 
KEY OBJECTIVE 4: Financial management 
In 2008/9 the Trust will strive to build on the financial outturn for 2007/8, and 
deliver a minimum surplus of £3.4m as approved in the ASR and DaHF 
Business Cases.  
 
KEY OBJECTIVE 5: Improved Health Care Commission rating 
In 2008/9 the Trust will seek to improve confidence in local services by 
achieving an improved Health Care Commission Health check rating.  In 
2007/8 the Trust aims to improve on the 2006/7 ‘weak-weak’ rating. In 2008/9 
the Trust will seek to achieve a significant improvement targeting a ‘good-
good’ rating overall.  Underpinning the objective is achieving a measurable 
improvement in patient experience and satisfaction. 
 
KEY OBJECTIVE 6: Foundation Trust Assessment 
In 2008/9 the Trust will through good governance and sound management of 
resources present a demonstrable case for approval for FT status. 
 

 
In identifying these as the key objectives the Board will mandate an Executive 
Director to act as the responsible and accountable lead who will report back to the 

                                        
6The Better Care, Better Value indicators are produced quarterly by the NHS Institute.  They show Trust 
performance across a number of key efficiency and productivity indicators, including reducing length of stay, 
increasing day case surgery rates and reducing pre-operative bed days. 
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Board on progress and issues.  In each of the following sections details are given of 
the Accountable Director, supporting players, the reporting arrangements to the 
Board and the executive monitoring of progress against targets. 
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4 KEY OBJECTIVE 1: Health Care Acquired Infections 

 
In 2008/9 the Trust will continue to reduce the incidence on HCAIs through 
improved standards of hygiene and practice, complying with the NHS Hygiene 
Code of Practice.   
 
Incidence of MRSA and Clostridium difficile infection will not exceed the Trust 
‘target’ rates.   
 

 
 
Reducing the risk of infection acquired in a hospital or other health care setting 
remains an extremely high priority for the Trust in 2008/9. 
 
4.1 HCAI Performance Targets 2008/9  

The Trust’s maximum ‘targets’ for MRSA Bacteraemia and C. Difficile for 2008/9 are 
based on the rules set out in Figure 4. 
 

The NHS Operating Framework states that organisations need to take particular action in 
2008/9 to ensure progress against the two national targets: 

MRSA: maintaining the annual number of MRSA bloodstream infections at less than 
half the number in 2003/4.   

C. Difficile: differential SHA envelopes to deliver a 30% reduction nationally by 2011 
compared to the 2007/8 baseline figure.  

Figure 4:  MRSA and C. Difficile national targets 

 
4.1.1 MRSA maximum ‘target’ 2008/9 

Applying these national targets to the Trust and local health economy, WHHT had 
45 MRSA Bacteraemias in 2003/4 consequently the permitted maximum in 2008/9 is 
22 cases, although the target for 2007/8 was 18.  We would not wish to see 
bacteraemias go up and would propose to maintain 18 as our maximum target. 
 
4.1.2 C. Difficile maximum ‘target’ 2008/9 

For C. Difficile in 2008/9 we would propose a trajectory maximum of a 10% reduction 
on the 2007/8 outturn, as the first step on the trajectory for a 30% reduction in three 
years. 
 
The Trust believe that our absolute target should be to eliminate hospital 
transmission of HCAIs and that, in the event of cases being identified, rigorous Root 
Cause Analyses and stringent containment measures should be undertaken to limit 
impact and prevent re-occurrences. 
 
4.2 Action Plans 2008/9 

Specifically in 2008/9 we will: 

� Introduce MRSA screening of emergency patients on admission/presentation; 
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� Continue to build on the good work of 2007/8 specifically the isolation wards 
and hand hygiene campaigns; 

� Continue our programme of Infection Control awareness raising, including our 
‘Please ask me if my hands are clean!’ badge campaign, two high profile 
Infection Control awareness weeks and other targeted events including 
medical and general induction; 

� Strengthen the separation of emergency and elective patients by the 
implementation of Delivering a Healthy Future (DaHF); 

� Maintain compliance with the Code of Practice for the Prevention and Control 
of Healthcare Acquired Infections; 

� Maintain the National Cleaning Standards and develop stronger and more 
focussed monitoring of compliance;   

� Prepare for, and implement, any changes to practice arising from the 
forthcoming HCAI and Cleanliness Strategy; 

� Strengthen the role and development of specialty based infection control link 
nurses; 

� Increase involvement with the Domestic Services contractor in the specialist 
training of their staff;  

� Continue to strengthen links to primary care infection control service 
especially in undertaking whole system Root Cause Analysis of incidents of 
MRSA and C. Difficile. 

 
4.3 Performance Management and Accountability 

Responsible Director: Graham Ramsay, Director of Patient Safety and 
Medical Director, DIPC 

Other key managers: Gary Etheridge, Director of Nursing 
Consultant Microbiologists 
Control of Infection Lead Nurse 

Assurance to the Board: Monthly report including progress on implementation 
of strategy and details of Root cause analysis for 
failures. 

Daily/Weekly monitoring: Daily report of new incidents to DPS/MD 
Weekly briefing report to CEO every Tuesday 
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5 KEY OBJECTIVE 2: Achieve 18-week referral to treatment and other 
patient access target 

 
In 2008/9 the Trust will develop demand and capacity model and plans that 
reflects the anticipated activity required to meet the national 18RTT target and 
other access targets.  In conjunction with the PCT, the Trust will put in place 
resource plans to deliver sufficient capacity for commissioned activity.  
 

 
Achievement of this objective is conditional on: 

� A clear agreement with local PCTs on the volumes of activity and 
performance standards to be achieved within SLAs. 

� A good understanding of the capacity within the trust to meet the activity 
levels and performance standards required. 

� A programme of work with the PCTs on care pathway design. 

� The Trust’s internal performance management and monitoring systems, to 
establish checks and triggers for early intervention and remedial action. 

� Whole system developmental work with PCTs on admission avoidance and 
step down care. 

 
5.1 Background  

Figure 5 highlights the main commissioners for WHHT, with West Hertfordshire PCT 
representing our main commissioning partner.  The new role of Director for 
Partnerships will take the lead role in negotiating and working with existing and new 
NHS partners. 
 

Figure 5: Main commissioners for GP referrals 2006-2008 

 
 
 
 
 

New Outpatient GP Referrals by Commissioner 2006-08

HILLINGDON PCT

5%

HARROW PCT

2%
Other PCTs

2%

WEST 

HERTFORDSHIRE PCT

91%
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5.2 What Activity does the Trust need to do in 2008/9? 

NB. It should be noted that this is work in progress and has not yet been subject to 
discussion with PCTs, it very much represents the Trust’s first view of the 2008/9 
SLA and will be subject to further iterations once the PCTs share their 
commissioning intentions with the Trust.   
 
Table 3 indicates the historic and projected activity profile between 2005 and 2009.    
 

Activity Type 
2005/6 - 
Outturn 

2006/7 - 
Outturn 

2007/8 – 
Projected 
Outturn 

2008/9 - ASR 
Projected  

Inpatient Day case 22,668 22,279 26,304 22,535 

Inpatient Elective 8,124 8,814 9,604 8,478 

Inpatient Non Elective 26,414 35,652 36,490 34,211 

Outpatient - New 93,769 90,258 93,472 106,658 

Outpatient - Follow Up 176,899 195,221 185,484 177,796 

Table 3: Historic and projected activity outturns 

Applying the HRG analysis of 2007/8 activity to the ASR requirements for 2008/9 (at 
2008/9 tariff), Table 4 shows the anticipated income for the Trust.  
 

Activity Type Income 2008/9 (£000)

Elective 42,412

Non-Elective 74,814

Outpatients 38,488

A&E 9,336

Other  28,400

Grand Total  £193,530

Table 4: Anticipated Activity-related Income 2008/9 

 
5.2.1 Monthly trajectories 2008/9 

Based on the ASR projected activity requirement for 2008/9 a first draft of the 
indicative monthly activity profile (table 5) has been developed based on: 
 

� Working days in the month – applied differentially for elective, emergency and 
OP work; 

� Normal patterns of theatre shutdown; 

� Adjustments for anticipated changes in patient flow once the AAU opens in 
October 2008 

 

Table 5: Indicative monthly profiles for activity 2008/9 

Activity Type

2008/09 - 

ASR 

Projected Apr May Jun Jul Aug Sept Oct Nov Dec Jan Feb Mar

Inpatient Day case 22,535 2040 1855 1947 2133 1391 2040 2133 1855 1577 1669 1855 2040
Inpatient Elective 8,478 768 698 733 802 523 768 802 698 593 628 698 768
adjusted Emerg IP 34,211 2976 3075 2976 3075 3075 2976 2736 2647 2736 2736 2471 2736
Outpatient - New 106,658 9275 8431 8853 9696 8431 9275 9696 8431 8010 8853 8431 9275
Outpatient - Follow Up 177,796 15461 14055 14758 16163 14055 15461 16163 14055 13352 14758 14055 15461
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5.3 What capacity does the Trust in 2008/9 have to meet this demand? 

We have reviewed the activity outturn for the Trust during 2005/6, 2006/7 as well as 
the projected position for 2007/8, and have used this as a measure of whether the 
trust has, primae facae, sufficient capacity and operational capability at a specialty 
level to meet the anticipated demand in 2008/9. 
 
The resulting analysis (Table 6) identifies capacity ‘hot spots’ and the key measures 
the Trust will seek to take in order to meet local and national targets, including 
achieving the 18 week pathway in all areas by December 2008.  

Table 6: Anticipated Capacity Hot Spots in 2008/9 

 
5.4 Surgical Improvement Plan 2007/8 –2008/9 

A specific action plan to ensure delivery of the access targets in the surgical 
specialties is being developed to support delivery of the 2007/8 SLAs and to plan for 
2008/9.  This will focus on a number of key performance indicators addressing 
variation in capacity, productivity, theatre utilisation, day surgery rates and pre-
operative and post-operative length of stay. 

Division  Specialty  Key challenge 2008/09  Summary of planned action  

Medicine  Gastro Capacity to meet waiting times 
due to increase in 
endoscopies and 
colonoscopies as Wave 2 
bowel screening site  

Work group established to review 
capacity and implement necessary 
action, led by Divisional Manager  

Medicine  Neurology  Capacity to meet waiting times 
in outpatients 

Detailed capacity modelling required 
together with joint working with PCT to 
enable long term sustainable solution 
based on adequate capacity 

Medicine  All  Length of stay reductions in 
line with planned bed 
reductions supporting Acute 
Admissions Unit (AAU)  

Project group set up with detailed 
change management process and 
improvement plan, led by Divisional 
Manager  

Medicine  All  Human resource 
developments, particularly 
around recruitment and 
changes to roles  

Targeted recruitment drive in areas 
such as the catheter lab and review of 
Consultant job plans to enable flexibility 
of resources to align with AAU plan 

Surgery  

 

Orthopaedics 

 

 

Capacity to meet waiting times 
in both outpatients and 
elective care  

Detailed capacity modelling required 
together with joint working with PCT to 
enable long term sustainable solution 
based on adequate capacity.  Support 
from DH already gained and continuing. 

Women’s Gynaecology Capacity to meet waiting times 
in both outpatients and 
elective care 

Detailed capacity modelling required 
together with joint working with PCT to 
enable long term sustainable solution 
based on adequate capacity.  Support 
from DH already gained and continuing.   
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This plan will be available by 18 January 2008. 
 
5.5 Performance Management and Accountability 

Responsible Director: Russell Harrison, Director of Delivery 

Other key managers: Divisional Managers 
Divisional Clinical Directors 
Head of Information 

Assurance to the Board: Monthly performance report  

Daily/Weekly monitoring: Daily monitoring of A&E target and daily report of PTL 
18RTT/stages of pathway breaches to Director of 
Delivery. 
 
Weekly report on key targets to CEO every Tuesday 

Weekly monitoring of access targets with WHPCT 

 
 
6 KEY OBJECTIVE 3: Delivering a Healthy Future 

 
In 2008/9 the Trust will deliver the capital schemes and service changes 
required to centralise acute emergency care at Watford General Hospital. 
 

 
Delivering a Healthy Future is the Trust’s medium-term strategy for the provision of 
clinical services across three hospital sites.  In summary acute emergency services 
will be concentrated at Watford, elective services at St Albans and Hemel 
Hempstead will develop as a local general hospital.  Table 7 gives more details of 
the post-DaHF configuration of services. 
 
 Watford St Albans Hemel Hempstead 

Emergency Care A&E 
AAU 
Acute Wards 
Critical care 
Emergency surgery 

MIU/UCC Step down beds* 
UCC** 

Elective Care Complex cases 
Some Day Surgery 

Elective and  
Day Surgery hub 

 

Medical Day care Endoscopy 
Cardiology 
Chemotherapy 

 Endoscopy 

Diagnostics X Ray 
CT 
MRI 
Ultrasound 
Nuclear Medicine 
Cardiac Cath Labs 
Cardiac and lung 

X Ray  
Ultrasound 
Mammography 
Cardiac and lung 
function 
Blood/specimen 
collection 

X Ray 
CT 
MRI 
Ultrasound 
Nuclear Medicine 
Cardiac and lung 
function 
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function 
‘Hot’ and ‘Cold’ 
Pathology 

‘Cold’ Pathology 
 

Outpatients & 
Diagnostics 

Wide range of 
specialties 

Wide range of 
specialties 

Wide range of 
specialties 

Maternal Health Cons Delivery unit 
Midwife Unit 
A/N clinics 

A/N clinics A/N clinics*** 

Child Health Inpatient unit 
Day surgery 
Medical day care 
Outpatients 

Outpatients Outpatients ‘plus’ 

Table 7: Distribution of Services post-DaHF 

*The provision of step-down beds at HHGH is subject to agreement with the PCT 
**UCC provider to be agreed as part of PCT commissioning  
*** Discussion on the future of the Hemel birthing unit is to be concluded with the PCT 

 
6.1 Action in 2008/9 

In 2007/8 capacity for elective services at St Albans was reconfigured and day 
surgery and elective orthopaedics were centralised there. 
   
The key milestones for the centralisation of emergency services at Watford are 
shown in Table 8: 
 

Date Activity  

January 2008 New Trust medical education facilities open 

February 2008 Performance trajectories agreed 

March 2008 Modular AAU building delivered to site 
Operational policies finalised 
Workforce plans finalised  

March - October Phased bed reductions toward 575 total (excluding SACH)  
Refurbished Helen Donald Unit – date to be confirmed 
PCT commissions HHGH intermediate care beds and services 

15 August 2008 AAU building handover 
A&E enlarged Resuscitation Suite transfers to new area  

1 October 2008 Acute Admissions Unit opens 
Enlarged Critical Care Department opens 
PCT commissions Hemel Hempstead UCC 

7 October  A and E at HHGH closes 
Acute in-patient beds at HHGH close 

30 November 2008 Extended Children’s Emergency Department opens 

31 March 2009 Refurbished Front of house areas 
New Patient Discharge facilities 

Table 8: Key Milestones 2008/9 in Delivering a Healthy Future 
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6.2 Impact of DaHF on activity flows 

Implicit in the business case for the transfer of acute emergency work to Watford is a 
change to the patient flows for residents of north-west Hertfordshire who would 
previously have accessed emergency care at Hemel Hempstead.   The business 
case included the following assumptions:  
 

A number of key drivers, developed jointly with the PCT were identified that would underpin the level of 
activity that would be undertaken by the Trust.  These are discussed briefly below. 

Demography – growth figures were derived from two sources - Hertfordshire County Council for 
Hertfordshire and the Office of National Statistics for other areas.  The rates of change were then applied 
as appropriate to all activity by area. 

A&E catchment - was determined on the basis of two assumptions:  
(i) Minor A&E activity currently treated at Hemel Hempstead would stay at Hemel but be 

treated in the PCTs Urgent Care Centre and  
(ii) that a proportion of major A&E activity from Hemel Hempstead would be lost to other 

providers as the service shifts to the Watford General Hospital site. 

Inpatient catchment was assumed to reduce by some 4,000 admissions as a result of the move, 
based on a detailed postcode analysis. 

Outpatient catchment was assumed to experience only minor reductions from the current level, 
given that services will continue to be provided from the existing locations.  

The model also reflects the PCT’s commissioning intention to provide more outpatient care in 
community or primary care settings. The model assumes that 10% of current level of appointments 
will no longer be required as the activity will be undertaken in GP surgeries instead, and a further 
10% will be undertaken by GPwSI’s or specialist nurses or other healthcare professionals such as 
physiotherapists. 

Admission Avoidance was assessed based on the advice received from the relevant local PCTs.  
This has removed in excess of 4500 spells from the Trust’s activity base. 
 

Figure 6: Demographic/Patient Flow assumptions from the DaHF Business Case 

Taken in the round these assumptions when applied to the admitted patient care 
activity suggest that their impact will be a reduction in demand of some 62 acute 
beds.  This work in large part would flow to Luton & Dunstable Hospital 
 
6.3 Performance Improvements from DaHF 

DaHF not only centralises emergency care, but also provides protected elective 
capacity at St Albans.  Taken together these service changes generate significant 
opportunities for improvement in operating performance.  The business case 
included the following assumptions: 
 

Two performance factors were considered to have the greatest impact on the Trust’s plan - 
average length of stay and shift to day case. 

2005/6 outturn average lengths of stay for WHHT were benchmarked against a peer group of 
providers of similar size and location (using 2004/5 HES data, the most recent year available).  The 
Trust is revalidating these benchmarks as part of its ongoing planning and performance 
management regime.  The benchmarks have been calculated for each HRG and take into account 
elective / non-elective mix and the ratio of episodes to admissions at WHHT compared to peer. 

The benchmark chosen was current (2005/6) WHHT performance for a given HRG or 80th 
percentile from the peer group, whichever was shorter.   While the Trust recognises that these 
benchmarks are a little dated but has also developed an implementation plan with 20 beds less 
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than indicated by the bed model to reflect a more challenging target.  This represents a further 16% 
reduction in the acute bed base; therefore the Trust is confident that the reductions are challenging 
but realistic against expected performance standards.  This results in the Trust performing at a 
level higher than the 80

th
 percentile for 2004/5 as a result of it already exceeding that position for 

some HRGs.  The target is also more challenging as a result of the richer case mix in each HRG as 
day case rates improve. 

This resulted in a reduction in average length of stay of 0.39 days (11.2%) for electives and 0.80 
days (11.2%) for non-electives.  The average length of stay (ALOS) calculations include spells with 
a zero length of stay.  The reduction in ALOS after these have been omitted (as by definition the 
Trust can not reduce its ALOS in this area) is significantly greater.   

This has also resulted in a reduction in excess bed days, which addresses the EoE commissioning 
framework standards included in the 2007/8 contract. 

Day Cases - The same process of defining assumptions was also applied to this performance 
measure.  However, the gain was relatively small in terms of 2.4 beds released. 
 

Figure 7: Performance Improvement assumptions from the DaHF Business Case 

 
Application of these performance improvement assumptions suggests a potential 
reduction of a further 60 beds.  Taking all factors into account the beds model for 
DaHF suggests a need for 122 fewer beds. 
 
The reconfiguration of beds has been planned as follows.  In April 2007 the Trust 
currently had 698 inpatient beds across three sites (see Table 9): 

 
Site Watford Hemel Hempstead St Albans Total 

Acute Beds 268 239 28 535 
Critical Care 8 6 - 14 
Women’s Health 97 - - 97 
Child Health 52 - - 52 
Total 425 245 28 698 

Table 9: Distribution of Beds April 2007 

 
By October 2008 this will reduce to 615 beds distributed as follows: 
 
Site Watford Hemel Hempstead St Albans Total 

Acute Beds 413 - 40 453 
Critical Care 19 - - 19 
Women’s Health 91 - - 91 
Child Health 52 - - 52 
Step-down - * - * 
Total 575 * 40 615 

* The provision of step-down beds at HHGH is subject to agreement with the PCT 

Table 10: Anticipated distribution of Beds by Autumn 2008 

 
6.4 Benefits realisation  

The DaHF FBC set out a number of clinical and financial benefits from the 
programme.  In summary the Investment Objectives were:  
 

1. To improve the effectiveness of the clinical services in order to meet national 
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performance and quality targets by 200809. 

2. To improve efficiency and productivity of all clinical and non-clinical services to 
reduce unit cost to at or below tariff by 2008/09. 

3. To facilitate a significant reduction in the cost base of the Trust, enabling the Trust to 
provide high quality services to its patients at tariff or below by 2008/9. 

4. To reduce staff costs by facilitating significant service re-design by 2007/8. 

5. To ensure the Trust can meet its statutory obligations no later than 2008/09. 

6. To provide a robust platform to enable the Trust to secure the development of an 
affordable new acute hospital by 2014 for west Hertfordshire. 

Figure 8: DaHF Full Business Case, Summary Investment Objectives 

 
6.5 Performance Management and Accountability 

Responsible Director: Graham Ramsay, Director of Patient Safety and 
Medical Director 

Other key managers: Lindsay MacIntyre, Director of Implementation 
DaHF Programme Team 

Assurance to the Board: Monthly report on DaHF including progress on building 
contract and service redesign assessed against 
agreed milestones and benefits realisation plan. 

Daily/Weekly monitoring: Weekly report to DPS.   

Ad-hoc exception reports for CEO 

 

7 KEY OBJECTIVE 4: Financial Management Plan 

 
In 2008/9 the Trust will strive to build on the financial outturn for 2007/8, and 
deliver a minimum surplus of £3.4m as approved in the ASR and DaHF 
Business Cases. 
 

 
The Trust’s Financial Plan for 2008/97 includes the following assumptions: 
 

� A Financial Strategy as set out in its MTFP (as incorporated into the ASR and 
DaHF business cases) 

� A surplus target of £4.4m to ensure achievement of three year break-even 
duty 

� Minimal new financial investment 

� Impact of the Acute Admissions Unit opening October 2008 

� Limited cost pressures recognised  

                                        
7 Appendices 1 to 3 - FT Financial Assessment, Balance Sheet 2008/9 and cash flow 2008/9 attached 
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� 3% minimum Cash Releasing Efficiency Savings (CRES) across all areas of 
the Trust 

� Income plans matched to Expenditure plans 

� Implementation of Service Line Reporting (Trading Accounts) 

� Budget control responsibility devolved to Divisional Managers 

 
A key strategic financial management objective is that Service Line Reporting (SLR) 
are embedded as part of the budget setting process. The development of SLR runs 
in parallel with the Budget Setting process and as a precursor to Service Line 
Management and Patient Level Costing. 
 
7.1 Pay Budgets 

As pay is by far the greatest element of expenditure across the NHS, typically 65 - 
70% of expenditure within provider trusts, cost pressures against these budgets form 
a significant risk to the Trust. 
 
The starting point for 2008/9 budgeting will be an assumed level of 2.5% pay 
inflation over the coming years. However, there is a need to recognise and plan for 
additional pressures above this level to take account of the following: 
 

� Agenda for Change pay drift.  Recognising the wider pay bands of Agenda for 
Change and that many long standing employees may no longer be at the top 
of their grade.  This causes a short term cost pressure whilst individuals are 
awarded annual increments over and above their annual pay award. This 
should l only last two or three years until the effect of staff turnover offsets the 
cost of annual increments being awarded. 

 
� Agenda for Change appeals.  Some grading appeals are still outstanding and 

will result in some, albeit hopefully small, rising impact upon pay budgets. 
 

� Consultant contract and European Working Time Directive (EWTD).  A 
residual level of cost pressures from the continuing review of programmed 
activities within consultant job plans and particularly the impact of the EWTD 
upon junior doctors’ hours. 

 
The level of additional pressure on pay budgets is assumed to be at or around 1% of 
the Trust’s pay bill for the coming 2 to 3 years before reducing towards a cost neutral 
level. Total Pay inflation is therefore 3.5% for the next 2 years, dropping back to 
2.5% thereafter. This also incorporates the impact of the 2007/8 phased pay award, 
a 0.6% pay bill.  
 
7.2 Non-Pay Budgets 

Non-Pay is assumed to increase by 1.5% on average with Drugs inflation being at 
7.5%. Specific cost pressures relate to the following: 
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Insurance/Litigation Costs 
One of the highest relative cost pressures being experienced and anticipated to 
continue into the foreseeable future was that of rising insurance costs for premiums 
for the Clinical Negligence Scheme for Trusts (CNST). Anticipated increases in 
premiums are around 10% per annum but this will of course vary depending upon 
the claims history and specialty mix of the Trust.  
 
Connecting for Health 
There is uncertainty about predicting the likely future costs they would have to cover 
locally to support the continuing roll out and development of the Connecting for 
Health programme. There is a concern at the functionality of some CfH systems and 
the Trust may have to investment in existing or new locally provided services. 

 
7.3 Income Assumptions 

As an integral part of the Delivering a Healthy Future Business Case and to underpin 
the Acute Services Review consultation, the Trust has modelled the impact of 
Hertfordshire PCT’s commissioning intentions together with the financial implications 
of the planned and proposed service changes. 
 
The Plan assumes an annual reduction in income of circa £10m as a result of 
services transferring to Watford and reflects the loss in non-elective activity, 
particularly north of Hemel Hempstead.  The reduction will take the place from Q3 
2008/9 when acute emergency services are transferred to Watford. 

 
The Trust’s I&E Plan for 2008/09 is summarised in Table 11. 
 

NHS Clinical Income £M 

Elective                                                   42.412 

Non-Elective                                                   74.894 

Outpatient                                                   38.488 

A&E                                                     9.336 

Other                                                   28.400 

Sub Total                                                 193.530 

PBR (Clawback)/ Relief                                                           0   

Total                                                 193.530 

  

Non NHS Clinical income  

Private patient income                                                      1.494 

Other non protected income                                                      1.120 

Total                                                      2.614 

  

Other income  

Education and Training                                                      6.468 

Research & Development                                                      0.911 

Other income                                                    20.066 

Total                                                    27.445 

  

PFI Specific income                                                           0   
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Total income                                                   223.589 

  

Pay Costs - 134.689 

Drug costs - 8.907 

Clinical supplies and services - 15.433 

Other Costs - 40.425 

PFI specific costs  

Total Unitary Payment                                                           0   

Release of PFI deferred asset                                                           0   

Other Costs                                                           0   

Total costs - 199.454 

  

EBITDA                                                    24.135 

EBITDA margin 11% 

  

Profit / loss on asset disposals 0   

Fixed Asset impairments                                                           0   

Total Depreciation & Amortisation - 10.565 

  

Total interest receivable/ (payable) - 0.158 

Total interest payable on Loans and leases - 0.739 

PDC Dividend - 8.316 

Net Surplus/(Deficit)                                                      4.357 

Net margin 2% 

Table 11: Planned Income and Expenditure Account 2008/9 

 
7.4 Cost Improvement Plans 

7.4.1 3% CRES and Turnaround 

The Trust’s target for CRES 2008/9 is 3% of turnover i.e. £6.7m.  In addition, as part 
of the financial plan agreed with the SHA, the Trust needs to secure £6.2m 
additional savings in 2008/9 to repay a further part of the £11.4m deficit accrued in 
2006/7.  The Trust’s combined CIP for 2008/9 is therefore £12.9m.  
 
To achieve this level of improved efficiency the Trust has identified three groupings 
of schemes that will contribute to the overall CIP. 
 
7.4.2 Increased Income 

There are two key areas of potential income benefit in 2008/9: 
 
 £'000

PCT Income to offset DaHF double running costs 2,500

Data quality/coding improvements 500

Total 3,000

Table 12: CIP: Increased Income 2008/9 
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7.4.3 General CRES/CIP 

The general CRES/CIP is comprised of a number of schemes, which are largely 
associated with continuation and extension of initiatives that started in 2007/8: 
 
 £'000

Temporary staff reductions 500

Schemes carried forward from 2007/08 1,669

Procurement  1,107

FYE of 2007/08 savings schemes 1,224

Unidentified as at January 2008 900

Total 5,400

Table 13: General CIP/CRES 2008/9 

 
7.4.4 DaHF related CIP 

Implicit in the DaHF FBC were a number of financial benefits that would accrue from 
rationalisation of sites and by reduction in the duplication of services.  In 2008/9 we 
will see a part-year benefit (from October 2008) of some of these changes. 
 
 £'000

Benefits from site rationalisation 2750

Pay bill related cost reductions 1750

 Total 4,500

Table 14: DaHF related CRES 2008/9 

Detailed work on re-basing establishments, skill-mix medical manpower numbers 
and administrative requirements is still being completed as the DaHF programme is 
implemented. 
 
7.4.5 Investments and Cost Pressures 

There will be limited investments. Re-cycling of existing resources must fund any 
service developments. This will prove challenging given the opening of the AAU, 
whilst meeting the revenue consequences of the 2007/8 capital programme. 
 
7.4.6 Summary 

The current draft CIP exceeds the £12.9m savings required to achieve a £4.4m 
surplus.  As in 2007/8 a fully integrated plan is being developed to monitor 
achievement at cost centre account code level.  A fuller breakdown of the 
constituent elements of the CIP will be available for the February Trust Board 
meeting. 
 
7.5 Investment and Disposal Strategy 

As the Trust moves forward with implementing Delivering a Healthy Future and the 
wider Hertfordshire strategy for acute services, and the plan for the medium-term re-
provision of the Watford General Hospital with a new West Hertfordshire Acute 
Hospital as part of the Watford Health Campus, it is important that the Trust uses its 
Capital Programme each year to: 

� Support the delivery of these strategies  
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� Support improvements in the efficiency of the Trust  

� Support the delivery of modern clinical services 

� Address unavoidable environmental and infrastructure needs. 
 

7.5.1 Capital Programme – Sources and Applications 

The indicative value of the anticipated capital available and applied by the trust each 
year from 2007/8 to 2014/5 is shown in Table 15. 
 

Capital Plan 2007/8 2008/9 2009/10 2010/1 2011/2 2012/3 2013/4 2014/5

Source of Funds £000 £000 £000 £000 £000 £000 £000 £000

Depreciation 10,065 10,050 8,375 8,375 8,375 8,375 8,375 8,375

Rolled over Funding 1,646

Land sales Receipts 19,300

Other Funding 970

External Funding 9,715 31,071 0 -2,325

Total Funding 22,396 41,121 8,375 25,350 8,375 8,375 8,375 8,375

 

Applications         

Delivering a Healthy Future 14,521 25,025

Hemel Redevelopment 4,000

Surgi-centre 9,100

Less DaHF spent in 2006/7 -996

Brought Forward Schemes 1,941

Maintenance/Est management 2,292 3,176 2,230 10,123 2,213 2,221 2,216 2,217

Facilities initiatives 905 1,000 800 1,000 800 800 800 800

Equipment replacement 1,391 2,600 1,600 2,000 1,600 1,600 1,600 1,600
Service developments/minor 
schemes 680 1,000 800 1,000 800 800 800 800

Spend to Save initiatives 513 1,500 1,200 1,200 1,200 1,200 1,200

Information Technology 286 1,500 800 1,000 800 800 800 800
Salaries and Capital 
Consultancy 200 820 700 820 700 700 700 700

Decontamination 630

Contingency 33 500 245 307 262 254 259 258

Total Applications 22,396 41,121 8,375 25,350 8,375 8,375 8,375 8,375

Table 15:  Anticipated Capital Programmes Sources & Applications 2007/8 to 2014/5 

 
7.5.2 Capital Investment Principles 

There are a number of principles that will operate in prioritising capital expenditure: 
 

� Expenditure that will deliver the Trust’s DaHF strategy;  

� Expenditure that improves patient safety and reduces the risk of infection; 

� Expenditure that will result in revenue savings to the trust or supports 
delivering improved patient access, by reducing expenditure elsewhere, e.g. 
by reducing length of stay, increasing day case rates, speeding up diagnosis 
and treatment, etc; 

� Expenditure that meets NICE, NSF or other external regulatory requirements; 
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� Expenditure that is supported by a business case that demonstrably 
increases the Trust’s PbR or other income, and has a measurable pay-back 
benefit; 

� Expenditure that responds to an identified risk on the Trust Risk Register; 

� Essential expenditure on the estate to ensure compliance with health safety 
and environmental standards 

 
In the early years of the programme specific allocations will be made to DaHF and 
associated developments at Watford and Hemel Hempstead. 
 
This capital plan reflects the requirement to invest in backlog maintenance and also 
addresses issues in respect of equipment and facilities.  The plan postpones to 
2010/11 £8 million of backlog maintenance as a result of lack of capital availability, 
due to the need to support the DaHF scheme from operational capital. 
 
7.5.3 Capital Governance Arrangements 

The proposed capital programme will be formally presented annually to the Board as 
part of the business and financial planning process.  The Board will receive reports 
on a quarterly basis on progress with implementing the programme. 
 
By the end of April 2008 it is intended that 80% of the capital expenditure should be 
committed.  By the end of October 2008 95% should be committed. 
 
7.5.4 Financing and Working Capital Strategy 

The cash position of the Trust is improving as it moves into recurrent balance. The 
working capital strategy is largely associated with maintaining stock at the lowest 
possible level, managing creditors so as to ensure reasonable working 
arrangements with our suppliers and ensuring debtors are maintained at the lowest 
possible level. In pursuit of this element of the strategy, there has been a substantial 
focus on the collection of debts and the investment in resources to ensure money 
owed is outstanding for the shortest amount of time possible. The Trust is expecting 
the improvement in its liquidity position to continue in 2008/9. 
 
The Trust has assumed that PDC of£9.7m and IBD of £27m will be used to fund the 
Watford DaHF development.  An additional £4m will be needed to fund the Trust’s 
element of the Hemel Hempstead ASR redevelopment.  The cash generated from 
I&E surpluses will be used to repay interest-bearing debt.  The Trust’s Financial Plan 
includes the impact of £2.7m annual loan repayments. This will give the Trust a 
significant cash management risk over the next 2 years at a time of major service 
and site rationalisation and make the successful delivery of the DaHF business case 
and surplus position, vital to its future financial sustainability. 
 
7.5.5 Capital Programme 2008/9 

Table 16 outlines the anticipated key features of the 2008/9 capital programme. 
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Scheme Provisional 

cost 

Delivering a Healthy Future, WGH £25m 
Catheter Laboratories and IT, WGH £1.75m 
MRI Suite, WGH £1m 
Electrical infrastructure upgrades, WGH £1m 
Bed decontamination/Med Engineering Dept, WGH £0.9m 
C-Arm Radiology, WGH £0.6m 
Dual Fuel Boilers, WGH £0.5m 
Mammography Equipment, SACH £0.5m 
Gamma Camera replacement, WGH £0.4m 

Table 16: Indicative Capital Programme 2008/9 

 
In summary this headline programme of major schemes will help deliver DaHF and 
the efficiencies in patient pathways it supports, improve facilities for decontamination 
of beds and infection control, improve capacity in radiology and respond to key 
infrastructure risks. 
 
7.6 Performance Management and Accountability  

Responsible Director: Director of Finance  

Other key managers: Russell Harrison, Director of Delivery 
Deputy Director of Finance 
Divisional Directors, Divisional Managers and 
Divisional Finance Directors  

Assurance to the Board: Monthly report  

Daily/Weekly monitoring: Fortnightly/Monthly PMO meetings with CEO/DF to 
review variances form spend plan and delivery of 
divisional CIPs. 

Monthly Capital Programme Group 

 

8 KEY OBJECTIVE 5: Improved Health Care Commission Health Check 
rating 

 

 
In 2008/9 the Trust will seek to improve confidence in local services by 
achieving an improved Health Care Commission Health check rating.  In 
2007/8 the Trust aims to improve on the 2006/7 ‘weak-weak’ rating. In 2008/9 
the Trust will seek to achieve a significant improvement targeting a ‘good-
good’ rating overall.  Underpinning the objective is achieving a measurable 
improvement in patient experience and satisfaction. 
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In 2006/7 the Trust failed to improve on its HCC assessment of 2005/6 and was 
rated as ‘weak’ for the use of resources and ‘weak’ on quality for two years in 
succession. 
 
Since this rating, which was received badly by clinical staff who felt that the Trust 
had let its staff and its patients down, considerable effort has been devoted to 
getting the basics right in the HCC assessment process. 
 
The Trust is working hard in 2007/8 to ensure that, where it is still achievable, 
performance against a range of the indicators is at a level to give the trust a better 
chance of an improved rating in autumn 2008.  For some indicators the Trust may 
already have missed the target8; in these areas we are is working to improve 
performance in a sustainable way such that targets are all secured in 2008/9 for the 
rating in autumn 2009. 
 
The Trust is targeting performance across the full range of HCC assessment that 
would result, as a minimum, in a ‘Good–Good’ assessment in autumn 2009. 
 
8.1 Actions in 2008/9 

Specific actions to be taken to ensure the Trust achieves this include: 
 

� Strengthening personal accountability for delivery of performance 
requirements throughout the organisation.  All targets have been assigned to 
individual accountable managers.  (See Appendix 4)  

� Progress reporting to continue to take place weekly, with monthly formal 
reporting to the Trust Board;  

� Improved performance management focussing on addressing non-
compliance; 

� Roll-out and monitoring of specialty level KPIs; 

� Delivery and ongoing review of performance improvement action plans 
already in place in the Trust; 

� Implementing the outcome of the Acute Services Review within the Trust. 

� Specific action will be taken to ensure improvements to patient experience 
and satisfaction.  A rolling satisfaction survey technique will be introduced 
mirroring the national patient survey, and action taken as a result of patient 
feedback. 
  

8.2 Performance Management and Accountability  

Responsible Director: Jan Filochowski, Chief Executive 

Other key managers: Russell Harrison, Director of Delivery 
Graham Ramsay, Director of Patient Safety 
Nick Evans, Director for Partnerships 

Assurance to the Board: Monthly report reviewing progress against ‘National’ 

                                        
8 Subject to our understanding of the rating process likely to be used by the Health Care Commission in 2008 
and an assessment made in November 2007. 
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and ‘New National’ target indicators 

Daily/Weekly monitoring: Weekly reports on key indicators, project plans etc 

 

9 KEY OBJECTIVE 6: Foundation Trust Assessment 

 

 
In 2008/9 the Trust will through good governance and sound management of 
resources present a demonstrable case for approval for FT status. 
 

 
 
Although WHHT has had a troubled past and has struggled to achieve the levels of 
organisational performance required in the earlier part of the decade, several 
measures have now been put in place to put the trust on a sounder footing including: 
 

� Clear clinical and service strategy for the separation of elective and 
emergency care and the development of critical mass within the trust. 

 
� Financial control and a history since 2005/6 of rapidly improving financial 

performance. 
 

� Stronger, more focussed, executive leadership built around the themes of 
Patient Safety, Delivery & Performance and Partnerships. 

 
 
9.1 Actions in 2008/9 

A separate project plan, complaint with the national timescale for Wave 10 
applicants, is being followed in 2007/8 and 2008/9. 
 
 
9.2 Performance Management and Accountability  

Responsible Director: David McNeil, Director of Corporate Affairs 

Other key managers: Executive and Non-Executive Directors  

Assurance to the Board: Monthly progress report  

Daily/Weekly monitoring: Weekly report to CEO on key issues and project plans 
etc 
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10 2008/9 NHS Operating Framework 

10.1 Keeping Well, Improving Health and Reducing Health Inequalities 

10.1.1 General 

The Trust is committed to supporting the implementation of the NHS East of England 
Improving Lives, Saving Lives9 strategy.  
 
The Trust recognises the role it plays in promoting health and assisting patients in 
addressing lifestyle issues affecting their future health like obesity, smoking, alcohol 
abuse, teenage pregnancy, and sexual health problems.  Support, for example, in 
accessing smoking cessation services is available through the outpatient service.  
To this end the Trust will be launching a Public Health Strategy in February 2008. 
 
The Trust is taking significant measures to improve services to vulnerable adults, 
building on well-established links of the A&E services with local and national groups 
involved with substance abuse and homelessness as part of a wider support to this 
vulnerable group. 
 
In 2008/9 the Trust will appoint a Lead Nurse for vulnerable adults.  This role will 
support patients accessing services, educate staff and raise awareness in the wider 
organisation.  A Safeguarding Adults Policy will also be launched early next year. 
 
10.1.2 Cancer 

The Trust will continue to work with the Beds & Herts Cancer Network in the 
development of cancer services.  During 2008/9, in addition to addressing the 
requirements of the Cancer Reform Strategy10, specifically we will: 

� Become the centre for gynaecological cancer surgery for South Bedfordshire 
and Hertfordshire 

� Become the centre for upper gastro-intestinal cancer surgery for South 
Bedfordshire and Hertfordshire 

 
10.1.3 Stroke 

In conjunction with the PCT the Trust will review services to ensure compliance with 
the improving outcomes standards of the National Stroke Strategy11, including 
increasing the numbers of patients receiving thrombolysis within two hours of the 
onset of a stroke. 
 
In the National Sentinel Audit for Stroke 200612 both Trust units performed very well, 
the Watford unit was rated as 8th out of the 203 units in the country and the Hemel 
unit also came in the top 25%. 
 
Changes associated with Delivering a Healthy Future will result in the centralisation 
of all acute stroke care at Watford in October 2008.     

                                        
9 NHS East of England, Improving Lives: Saving Lives, 2007 
10 DH, Cancer Reform Strategy, 2007 
11 DH, National Stroke Strategy, 2007 
12 The audit was carried out on behalf of the Intercollegiate Stroke Group by the Royal College of Physicians 
Clinical Effectiveness and Evaluation Unit 
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The Trust is investigating with the PCT a step-down model of care for post-acute 
stroke care to Dacorum residents to transfer back to Hemel Hempstead. 
 
10.1.4 Children 

Service changes associated with the Acute Services Review will allow all children’s 
admitted care to be delivered in Watford where specialist paediatric medical and 
nursing support is available at all times.  This will ensure compliance with national 
standards for children’s care in hospital. 
 
The Trust will continue to work with the local PCTs and other partners on the wider 
child health and equality agenda, ensuring compliance with its obligations under the 
Children Act and associated regulations, continuing to implement and maintain the 
standards set in the light of the Climbié Report13 recommendations, led by the 
named nurse for Safeguarding Children. 
 
10.1.5 Maternity 

The Trust provides hospital and community-based maternity services to West 
Hertfordshire and into parts of NW London.   
 
In 2007/8 the Trust undertook a review of midwifery and maternity support worker 
roles and staff numbers.  Revised staffing numbers and skill mix relating to 
workloads have been agreed, and changes are being progressively introduced in 
2008/9.  Neonatal unit staffing has also been reviewed. 
 
The Operating Framework aims for an increase in the proportion of pregnant women 
‘booking’ before they are 12 weeks pregnant.  The Trust will work with the PCT to 
establish a baseline for current practice, and then review the capacity in community 
midwifery services required to significantly increase early bookings.  A detailed piece 
of work needs to be undertaken to identify the reasons for late booking and whether 
this is a factor of resources or a feature of the local population. 
 
In 2008/9 the Trust, together with the PCT and PBCs, will bring to as conclusion the 
debate on the future of the Hemel Hempstead Birthing Centre. 
 
10.2 Experience, Satisfaction and Engagement 

10.2.1 Patient Experience 

In 2007 the Trust, after extensive patient, public and carer consultation, published a 
wide-ranging Patient Involvement & Experience Strategy.  The key challenge in 
2008/9 is to embed this strategy in everything we do.  This will include active 
communication with all professional and other staff involved at the patient interface, 
including sign-up to the code of conduct. 
 
The Trust’s Patient Involvement & Experience Strategy and Nursing & Midwifery 
Strategy together with the Nursing Essence of Care14 standards and principles of 

                                        
13 Home Office, The Victoria Climbié Inquiry: Report of an Inquiry by Lord Laming, January 2003 
 
14 Essence of Care provides a toolkit to evaluate the quality of care against 11 benchmarks. 
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Dignity in Care15 will be the key pillars by which we will improve the patient 
experience. 
 
The Trust will supplement the National Patients Survey by a local rolling patient 
sampling survey undertaken in conjunction with Dr Foster using hand held keypads.  
This approach will allow us to get quicker feedback on patient experience and act to 
address shortcomings expeditiously.  
 
10.2.2 Staff satisfaction & engagement 

WHHT is in a phase of considerable change.  This includes the service moves 
associated with DaHF, as well as the organisational changes being made to create a 
high performing organisation fit to become a NHS foundation trust. 
 
Periods of change can increase pressure on staff, causing personal uncertainty and 
anxiety, potentially leading to an increase in absenteeism and turnover.  The Trust in 
managing these changes intends to do all it can to mitigate these negative 
outcomes. 
 
It is important that the service changes that are taking place carry the staff with 
them.  The approach used in implementing DaHF, based on engagement events, 
one-to-one meetings with line managers, and staff participation in planning the 
change and in designing the service model, drawing on their personal expertise in 
delivering patient care, has been designed to maximise engagement opportunities. 
 
Two desk top simulations of the new service model that we will be running at WGH 
have been run at the end of 2007 which have been well received and another larger 
event is planned in February 2008 which will include a wide range of clinical and non 
clinical staff both from within and outside the Trust.   We also intend to run a full-
scale simulation in the early summer when the building work is complete so that staff 
can experience first hand the new facilities and patient flows and help in the final 
adjustments to the service model. 
 
The Trust is widening the communication methods used to ensure staff are informed 
of changes and how they will be affected.  The Trust has recently held its annual 
staff event that had as its theme the changes over the next 12-18 months.   In 
preparation for this event we undertook a web-based vote on what matters most to 
staff.   The ‘Top 5’ issues will help to inform investment decisions in the Trust and 
this has already begun with improvements to staff and clinical environments being 
made. 
 
The findings from the staff survey in 2006 have formed the basis of a plan of action 
linked to a staff well being plan and a more detailed analysis undertaken by 
VaLUENTiS16 of both the 2006 and the 2007 surveys (when the findings are 
announced) will provide a more focused analysis to develop this plan further in 
2008/9. 

                                        
15 The Dignity in Care Campaign, launched on 14 November 2006, by the Minister for Care Services, aims 
to eliminate tolerance of indignity in health and social care services through raising awareness and 
inspiring people to take action. 
16 HR consultancy specialising in research based methods in HR management.  
http://www.valuentis.com/Homepage.html 
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There has been a major overhaul of the face-to-face and written communications for 
staff and as an example a weekly DaHF e-mag has recently been launched with up 
to date information on the service changes as they happen.  We will also be using a 
wide range of meetings and media to ensure that changes are communicated well to 
staff and the wider public.  
 
The Trust has excellent relationships with its Trade Unions and staff organisations 
and is working closely with them to ensure that the changes are managed sensitively 
for every member of staff.   We have recently agreed a number of secondment 
opportunities for TU colleagues who will be taking lead roles in the changes 
including DaHF, which will help to embed a true partnership approach to the 
changes that are needed in the Trust. 
 
The Trust has developed a Leadership Academy to support leadership development 
at all levels in the Trust and to date we have over 60 Leadership Associates from a 
wide cross section of staff including consultants, nurses, secretaries and IT staff, all 
of whom have an interest in and a skill to offer in leadership development. 
 
Working under the umbrella of the Leadership Academy the Trust is exploring the 
use of lean methodology to engage staff in service improvement at both a micro as 
well as a macro level. 
 
10.2.3 Public Engagement  

The Trust’s approach to public engagement is a key part of our Patient Involvement 
and Experience Strategy.   
 
For many years, the Trust has actively sought the assistance and perspective of 
local people in helping the Trust to provide and shape services that improve patient 
experience.  
 
By having the Patient Involvement & Experience Strategy in place, the Trust will 
ensure that patients are involved and experience care that not only meets, but 
exceeds, their physical and emotional needs and expectations. 
 
The NHS Plan and Section 11 of the Health & Social Care Act 2001 have been 
primary influences for this strategy as a way of driving forward the creation of a 
patient-centred NHS, by engaging with patients, their carers and the public. 
 
Our strategy is an overarching framework that will ensure that their views are 
actively sought and taken into account, to bring about changes that benefit users of 
our services. The Trust will continue to build on the work it has already done with 
volunteers, the Patients’ Panel and our Patient & Public Involvement Forums (PPIF) 
members, Primary Care Trust (PCT) colleagues and external bodies in order to 
improve patient involvement and experience and the perceptions of carers and the 
public. This collaborative working will help to drive forward this strategy, gaining 
assurance that patients are put first and service improvements meet needs whilst 
reflecting best practice. 
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10.3 Emergency Preparedness 

The Trust will continue to work with the wider Hertfordshire health economy in 
preparing for a potential pandemic flu outbreak. 
 
The Trust will be revising its Major Incident Plan and business continuity plans in 
advance of the implementation of the DaHF changes in October 2008 to change the 
status of Hemel Hempstead in the event of an incident
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Appendix 1 

FT Assessment Financial Metrics 
 

Financial Risk Rating 2008/09  

Metric   

EBITDA margin 10.8% 5 

EBITDA, % achieved 84.9% 4 

ROA 4.9% 4 

I&E surplus margin 1.9% 4 

Liquidity ratio (14.5) 1 

Weighted Average  3.5 

   

Financial Criteria   

Underlying Performance  5 

Achievment of Plan  4 

Financial Efficiency  4 

Liquidity  1 

   

Overriding rules   

Lowest ranked metric a '1'? YES 2 

One financial criteria '1' or '2' YES 3 

Two financial criteria '1' or '2' NO   

Two financial criteria at '1' NO   

PBC breached 0.0 2 

Less than 1 year as an Foundation Trust YES 4 

   

Overriding rules rating  2 

   

Overall Rating  2 

   

Risk Rating to calculate maximum debt to assets ratio  2 

Maximum Debt/ Assets Ratio  10% 
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Appendix 2 
Balance Sheet 2008/9 
 
FIXED ASSETS £M

Tangible + Intangible Assets 280.4
PFI Residual interest 0
PFI Deferred Assets 0
Total Fixed Assets 280.4

CURRENT ASSETS

Stocks & Work in Progress 2.9
NHS Trade Debtors 4.9
Non NHS Trade Debtors 3.1
Other Debtors -0.7
Accrued Income 0
Prepayments 1.2
Cash at bank and in hand 0.1

Total Current Assets 11.5

CURRENT LIABILITIES (amounts due in less than one year)

Trade Creditors -9.7
Other Creditors -3.9
PDC dividend creditor 0
Capital Creditors -2.2
Interest payable creditor 0
Payments on Account 0
Accruals -4.1
Deferred Income 0

Total Current Liabilities -19.9

NET CURRENT ASSETS (LIABILITIES) -8.4

Long term Debtors 0.8

TOTAL ASSETS LESS CURRENT LIABILITIES 272.8

Creditors: Amounts falling due after more than one year 0
Finance leases 0

Provisions for liabilities and charges -6.1

TOTAL ASSETS EMPLOYED 266.7

LOANS

Total Loans 36.4
TOTAL LOANS 36.4

TAXPAYERS' EQUITY

Public dividend capital 170
Income and expenditure reserve -39.2
Revaluation reserve 97.1
Donated asset reserve 1.9
Other Reserves (Government grant reserve etc) 0.5

TOTAL TAXPAYERS EQUITY 230.2

TOTAL FUNDS EMPLOYED 266.7
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Appendix 3 
Cash Flow 2008/9 
 

 £M 

EBITDA 24.1 

Excluding Non cash I&E items (0.3) 

Movement in working capital:  

Stocks & Work in Progress 0.0 

NHS Trade Debtors 0.0 

Non NHS Trade Debtors 0.3 

Other Debtors 0.2 

Accrued Income 0.0 

Prepayments 0.2 

Trade Creditors 1.6 

Other Creditors 0.1 

Payments on Account 0.0 

Accruals 0.3 

Deferred Income 0.0 

Provisions & Liabilities (0.9) 

  

CF from Operations 25.7 

  

Capital Expenditure  

Capex spend (43.9) 

PFI residual interest 0.0 

Cash receipt from asset sales 0.0 

  

CF before Financing (18.2) 

  

Movement in LT debtors 0.0 

Movement in LT Creditors 0.0 

  

Interest (paid) on loans and leases (0.7) 

Interest (paid)/ received on cash balance (0.2) 

  

Drawdown of loans and leases 31.1 

Repayment of loans and leases (3.6) 

  

Public Dividend Capital received 0.0 

Public Dividend Capital repaid 0.0 

Movement in Other grants/Capital received 0.0 

Dividends paid (8.3) 

Net cash outflow/inflow 0.0 
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 Appendix 4 
Existing National Targets 
12 targets applicable to WHHT with 14 associated indicators. 
 
Existing National Targets Perf. 

 2006/7 
Perf. 

Expected 
(March 08) 

Perf. 
Targeted 

(March 09) 

Accountable Director 
[Operational Manager]  

Maintain a maximum wait of 31 
days from diagnosis to 
treatment for all cancers 

Achieved 
(100%) 

Achieve Achieve Director of Delivery 
[Cancer Manager] 

Maintain a maximum wait of 62 
days from urgent GP referral to 
treatment for all cancers 

Achieved 
(98.4%) 

Achieve Achieve Director of Delivery 
[Cancer Manager] 

Maintain a maximum wait of 14 
days from urgent GP referral to 
first outpatient appointment for 
all cancers 

Achieved 
(99.9%) 

Achieve Achieve Director of Delivery 
[Cancer Manager] 

1. Cancelled operations on 
the day of, or after, 
admission 

2. Maintain a maximum wait 
of 28 days for patients 
whose operation is 
cancelled 

Failed 
(2.8% 
breaches) 
Failed  
(19% 
breaches) 

Fail Achieve Director of Delivery 
[Division Manager S&A] 

1. Up to date provider 
Information on nhs.uk 

2. Choose & Book slot 
utilisation 

N/A 
 

Measure 
awaited 

Achieve 
 
 

Achieve Director of Partnerships 
[Head of IT/Health 
Records] 

Maintain delayed transfers of 
care at a minimal level 

Failed (6.1% 
breaches) 

Fail Achieve Director of Delivery 
[Division Manager Med] 

Maintain a maximum wait of 26 
weeks for inpatients 

Achieved 
(0.01%) 

Achieve Achieve Director of Delivery 
[Division Manager S&A] 

Maintain a maximum wait of 13 
weeks for outpatients 

Achieved 
(0.01%) 

Achieve Achieve Director of Delivery 
[Division Managers S&A, 
Med, W&CS] 

Maintain a maximum wait of 13 
weeks for revascularisation 

Failed 
(47.8% 
breaches) 

Achieve Achieve Director of Delivery 
[Division Manager Med] 

Thrombolysis – 60 min door to 
needle time 

 Achieve Achieve Director of Delivery 
[Division Manager Med] 

Maintain the 4 hour wait in A&E Achieved 
(98.0%) 

Under-
achieve 

Achieve Director of Delivery 
[Project Manager A&E] 

Maintain a max wait of 14 days 
for Rapid Access Chest Pain 
Clinics 

Under-
achieved 
(96.7%) 

Achieve Achieve Director of Delivery 
[Division Manager Med] 
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New National Targets   
13 targets applicable to WHHT with 14 associated indicators. 
 

New National Targets Perf. 
 2006/7 

Perf. 
Expected 

(March 08) 

Perf. 
Targeted 

(March 09) 

Accountable Director 
[Operational Manager] 

GUM clinics - patients seen 
within 2 working days 

Achieved 
(57.0%) 

Achieve Achieve Director of Delivery 
[Division Manager Med] 

C Difficile data quality N/A  Achieve Achieve Director of Patient Safety 

Ethnic monitoring Failed  
(37.8%)  

Under-
achieve 

Achieve Director of Partnerships 
[AD Service Delivery] 

Problem drug users Failed (1) Achieve Achieve Director of Delivery 
[Project Manager A&E] 

Reduce average number of 
bed days occupied by 
emergency patients 

Achieved  
(-8.1%) 

Achieve Achieve Director of Delivery 
[Division Manager Med] 

Patient experience - survey 
results 

Achieved 
(73.6%) 

Achieve Achieve Director of Patient Safety 
[Head of Patient Services] 

1. Smoking in pregnancy 

2. Breast feeding 

Achieved 
(15.2%) 
Achieved 
(67.9%) 

 
Achieve 

Achieve Director of Delivery [Division 
Manager W&CS] 

MRSA bacteraemias Failed (56% 
above 
trajectory) 

Fail Achieve Director of Patient Safety 

Obesity: compliance with NICE 
guidance 43 

N/A Achieve Achieve Director of Patient Safety 

Participation in audits relating 
to cardiovascular disease 

Achieved 
(4) 

Achieve Achieve Director of Delivery 
[Division Manager Med] 

18 week RTT Milestones - to 
ensure by 2008 that nobody 
waits more than 18 weeks from 
GP referral to hospital 
treatment. 

N/A Under-
achieve 

Achieve Director of Partnerships 
[AD Service Delivery] 

Compliance with NICE 
guidelines concerning self 
harm patients in A&E 

Failed (0) Achieve Achieve Director of Delivery 
[Project Manager A&E] 

Waiting times for diagnostic 
tests - to ensure by 2008 that 
nobody waits more than 18 
weeks from GP referral to 
hospital treatment. 

Achieved 
(99.9%) 

Under-
achieve 

Achieve Director of Delivery 
[Division Manager CS] 
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Core Standards – standards not compliant in 2006/7 
 
Core Standards Perf. 

2006-07 
Perf. 

Expected 
(March 08) 

Perf. 
Targeted 

(March 09) 

Accountable Director 
[Operational Manager] 

C10a:  Employment checks 

 

Non- 
compliant 

Compliant Compliant Director of Workforce 
[Head of HR] 

C20b:  Environments that 
support patient privacy & 
confidentiality 

Non- 
compliant 

Non-
compliant 

Non-
compliant 

Director of Patient Safety 

C22a&c:  Demonstrably 
improve public health & co-
operate in local partnership 
arrangements with regard to 
public health 

Non- 
compliant 

Non-
compliant 

Compliant Director of Patient Safety 

C23:  Systemic & managed 
health promotion programmes 
are in place 

Non- 
compliant 

Non-
compliant 

Compliant Director of Patient Safety 

 

 
Core Standards –compliant for 2006/7 but now non-compliant 
 
Core Standards Perf. 

2006-07 
Perf. 

Expected 
(March 08) 

Perf. 
Targeted 

(March 09) 

Accountable Director 
[Operational Manager] 

C4c: all reusable medical 
devices are properly 
decontaminated prior to use 
and the risks associated with 
decontamination facilities and 
processes are well managed 

Compliant Non-
compliant 

Compliant Director of Delivery 

C7e:  Health Care 
Organisations challenge 
discrimination, promote 
equality and respect human 
rights 

Compliant Non-
compliant 

Compliant Director of Workforce 

 

 
 


