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Agenda Item:175/16  

 
Trust Board Meeting – 10 April 2014  
 
Referral to Treatment (RTT) demand and capacity modelling/recovery plan 
 
Presented by: (Karen Haynes, Interim Chief Operating Officer) 
 

1. Purpose 
 
1.1 To update the Trust Board following the paper submitted in November 2013 on the 

RTT programme and provide indicative costs for the recovery plans including the 
outsourcing of patients. 

1.2 To outline the recent work on 18 weeks and support from NHS Interim Management 
and Support (IMAS) have provided on continuing to develop and refine the 
information and reporting systems for RTT. 

1.3 To notify the Trust Board that the CCGs have agreed with the outsourcing of patients 
as part of the Trust’s 18 week RTT recovery plans. 
 

 
2. Background 

 
2.1 Over the last year, the Trust’s speciality level RTT performance has varied with 

mainly the same four surgical specialities struggling to deliver the RTT operational 
standards (90% admitted, 95% non-admitted and 92% incomplete performance) – 
see appendix 1. During this time, due to the weekly capacity gaps (which have been 
verified by the IMAS work), the total waiting list sizes for these specialities has 
continued to grow.  
 

2.2 Over a number of months the Trust had identified issues and concerns relating to 
RTT and the delivery of the operational standards: 
 

2.2.1 Poor information and reporting systems to support RTT delivery 
2.2.2 Raising of a serious incident concerning 6,000 patients “missing” from waiting lists 
2.2.3 Poor speciality performance against the three operational standards (admitted, non-

admitted and incomplete) 
2.2.4 No detailed demand and capacity analysis previously conducted at speciality level 
2.2.5 Variation in the implementation of operational processes on patients pathways 
2.2.6 Variation in knowledge of the national RTT rules and local interpretation through the 

access policy (management of DNAs and cancellations) 
2.2.7 Variation in validation resources and use of the RTT patient tracking list (PTL) 
2.2.8 Loose performance management systems in place at speciality level 
2.2.9 Little or no clinical engagement concerning leadership and understanding of RTT 

pathways and performance 
 

2.3 NHS IMAS was asked to support the Trust with detailed demand and capacity 
analysis for four surgical specialities which are currently failing the RTT operational 
standards. This was also to help construct recovery plans based on the information 
from the analysis. 
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2.4 The recovery plans are part of a wider 18 weeks RTT programme underway at the 
Trust and also in line with recent TDA guidance covering;  
 

2.4.1 Demand and capacity analysis to reduce waits and maintain balance within services 
2.4.2 Pathway management to reduce journey times 
2.4.3 Operational processes to improve patient pathways 

Improving scheduling and booking processes/RTT rules training 
2.4.4 Tracking and validation of patients 

Performance management 
2.4.5 Leadership and focus 

 
2.5 Doing nothing about the situation will not guarantee delivery of the RTT operational 

standards at speciality level across the Trust and will result in waiting lists continuing 
to either plateau through the use of ad hoc extra capacity or increase – see appendix 
one.  

 
2.6 The optimal solution is to continue with increasing the internal extra capacity to treat 

patients and to outsource patients. This has now been agreed with the local CCGs 
and this paper outlines the indicative costs and volumes of patients, plus any other 
initiatives. Through outsourcing, the Trust will endeavour to treat the clinically urgent 
first and then in chronological order.  

 
2.7 There are some cross functional impacts of the additional work to be carried include; 

 
2.8 The current pressure on beds (dependant on casemix) 
2.9 Winter pressures  
2.10 The physical limitations at the Trust (both outpatient clinics and inpatients) 
2.11 The potential increase in diagnostic demand as a result of the extra clinic activity not 

being met internally. 
 
 

3. Analysis/Discussion  
 
3.1 The key challenges with recovering and sustaining 18 week RTT performance is 

initially with the volumes of patients for the challenged specialities that require 
treatment to reduce waits in line with the desired milestones. In some cases the 
waiting lists need to be halved. For first appointments the total backlog to be seen is 
approximately 3000 patients. The admitted backlog to be eventually cleared could be 
in the region of 1400 patients – this is taking into account possible additional 
conversions for surgery from the extra outpatient activity. In total to treat the backlog 
and the underlying shortfall in weekly capacity to ensure waiting lists do not grow 
back activity levels are in the region of 3,300 for admitted pathways and 11,200 for 
non-admitted pathways. 
 

3.2 IMAS have stressed throughout the process that the models are only theoretical and 
dependent on the quality of the data used. The data has been scrutinised and 
validated by IMAS and in addition by the services. IMAS have outlined the models do 
not give precise timelines or identify precisely when 18 weeks will be delivered but 
they can be used to outline significant milestones in recovery. It is anticipated before 
the end of the backlog clearance programme, 18 weeks will be delivered at speciality 
level for the three operational standards. 
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3.3 At this stage, many of the recovery plans have used assumptions and forecasts on 
potential extra capacity to contribute from late November 2014 onwards and 
outsourcing to commence in earnest March 2014.  
 

3.4 There is also the uncertainty of the timing when any additional extra clinic activity will 
impact on the admitted waiting list through conversions for surgery. The specialities 
have been asked to analyse this when deciding how long to implement extra capacity 
both at follow-up and for admissions. 
 

3.5 Where possible outpatient and theatre efficiencies have been considered, but the 
lead in times for these are not clear and therefore the impact over the course of the 
recovery plans are currently not included. 

 
 
4. Risks  

 
4.1 The main risk is the capacity that has been outlined not materialising either in a 

timely manner, which leads to slippage in progress or not at all, which will cause the 
Trust not to deliver on the 18 week RTT operational standards.  
 

4.2 It is also important that the Board is aware that despite the specialities outlining extra 
capacity options, some of the plans are currently insufficient to deliver the desired 
milestones and 18 weeks. This is where the current weekly shortfall in capacity has 
been so significant, that despite outlining a number of extra capacity options, there 
has not been enough activity to bridge this weekly gap and start to clear the backlog 
of patients waiting. This is also where significant outsourcing of patients is being 
planned.  
 

4.3 The type of risks for recovery to consider are;  
4.3.1 Bed capacity – the ADMs have identified using the current bed base for their plans 
4.3.2 Providing enough theatre and bed capacity for the complex surgical cases 
4.3.3 Winter pressures leading to an increase in A&E/Trauma activity 
4.3.4 Unsuccessful outsource patients 
4.3.5 Internally not being able to provide the required number of clinics or theatre lists.  
4.3.6 The impact on support services, such as diagnostics has also not yet been finalised. 
 
4.4 To try to mitigate some of the risks the Trust is looking to cover the following: 
4.4.1 Establish a robust programme for outsourcing patients with clinical leadership and 

engagement from the Trust to ensure patients are treated in a secure and clinically 
safe manner 

4.4.2 Outsource patients at source of referral to relieve pressure on clinics and beds 
Review potential HDU resources or expertise at SACH to reduce the acute pressures 
caused by complex cases post operatively 

4.4.3 To utilise Access meetings to closely monitor and manage recovery plans on a 
weekly basis including using speciality specific key performance indicators (KPIs) 
dashboard and the IMAS models – see appendix two. 
 

4.5 Impact on diagnostics has been initially reviewed by Clinical Support Services and 
potential volumes of patients have been identified where internal extra capacity will 
need to be sort. IMAS will continue to support diagnostics with demand and capacity 
analysis following their review in November 2013. Average diagnostic costs for extra 
clinics have been used in the financial review of the plans. 
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4.6 The current solutions to bridge the weekly underlying capacity gaps for some 
specialities are not sustainable in the long term because they are based on additional 
(unfunded) capacity. If this risk is ignored then the waiting list pressures will return 
once the extra capacity is removed. 
 

4.7 The indicative costs for the recovery plans in surgery are as follows: 
 

 Total 18 weeks 

Plan  

 

Activity   Cost   Revenue  

 

Contribution  

 Total FY14 + FY 15  

 Admitted  

        

3,329  

     

4,508,329  

         

6,317,665  

     

1,809,336  

 Non admitted  

      

11,213  

     

1,077,112  

         

1,118,191  

           

41,079  

 Grand Total  

     

5,585,441  

         

7,435,857  

     

1,850,416  

 Total 18 weeks Plan  

 Total FY14 + FY 15  

  

Outsourcing (1302 

admitted cases) 

     

2,497,469  

         

2,497,469                     -    

  

In House (admitted 

and non admitted) 

     

3,087,972  

         

4,938,388  

     

1,850,416  

 Grand Total  

     

5,585,441  

         

7,435,857  

     

1,850,416  

 
Notes: 

• The costs are based on a “worst case example” and assume average tariff/case mix 

plus 17% MMF. 

• The costs have assumed no expansion in bed base through increased internal 

admitted activity – the ADMs have not indicated they will increase the current bed 

base being used for internal extra work over and above what is already being utilised. 

The Trust will aim to outsource as many admitted patients as possible to mitigate this 

cost.  

• The costs have taken in to account the conversions to admitted pathways from extra 

outpatient activity internally and that these will be managed to some degree by 

continuing to outsource patients throughout 2014/15.  

• The costs do include average costs for extra diagnostic work as part of the extra non-

admitted activity. 

• The projections for 2014/15 outline the activity and costs initially assumed for the 

surgical specialities to deliver sustainable waiting list sizes and are not directly 

related to achieving the national RTT operational standards, (90%, 95% and 92%). 
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5. Recommendation  
 

5.1 A number of surgical specialities have undertaken detailed demand and capacity 
modelling with the support of IMAS to create their RTT recovery plans for the Trust 
Board to consider. The Trust has approval from the CCGs to outsource patients as 
part of the plans. 
 

5.2 The Trust Board is asked to note the two options:  
 

5.2.1 Do nothing – this will lead to the Trust not delivering 18 weeks RTT at speciality level 
and to some waiting lists increasing over time 

5.2.2 Review and approve a programme to provide internal extra capacity whilst 
outsourcing patients and the indicative costs/volumes of patients included in this 
paper.  
 
 

Karen Haynes 
Interim Chief Operating Officer 
 
Piers Young 
Planned Care Programme Lead,  
 
19th March 2014. 


