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Introduction 
West Hertfordshire Hospitals NHS Trust (WHHT) vision is to provide consistently high quality and safe 

care to all of our patients. We will deliver this vision by putting the patient at the centre of 

everything we do. 

The Trust has agreed the following objectives which will underpin the Trust‟s vision to deliver 

improvements in the quality, deliverability and sustainability of our services through: 

 Achieving continuous improvement in the quality of patient care that we provide and the 

delivery of service performance across all areas; 

 Setting out our future clinical strategy through clinical leadership in partnership and with 

whole system working; 

 Creating a clear and credible long term financial strategy. 

While the vision and desire to deliver high quality care remains at the forefront of what we do, the 

Trust has been through a challenging time recently; internally and externally concerns have been 

raised over quality and patient safety, the financial position remains challenging and there has 

been turnover in most of the senior leadership in the executive and non-executive director teams. 

 

Despite this, WHHT and its people have responded to the challenges they face and are making 

good progress. The concerns over quality and safety have been shared, „risk summits‟ and the 

resulting response programme (known formally as the Risk Summit Response Programme) have 

pinpointed required action and the implementation (and spread) of the “Onion” ethos is already 

starting to shift attitudes towards ownership, transparency and empowerment. 

 

In recognition of the journey still to travel, together with the pace of change required to achieve 

our vision in a sustainable way, the Trust Board has agreed the need for a Delivery Plan for 

2014/2015 as part of a five year Transformation Programme. 

 

The Delivery Plan will support the re-design of the organisation as well as influencing system-wide 

changes in the local health economy. Creating a longer term Transformation Plan is critical to 

supporting and improving every aspect of Trust performance. 

 

The Delivery Plan, while addressing the longer term response to programmes of improvement 

required, also seeks to improve the fundamental capacity and capability within the organisation 

to deliver safe, efficient and sustainable healthcare at all levels.  It will also help to determine a 

sustainable organisational state moving forward. It will also continue to focus on driving 

organisational improvements across the main Keogh themes 

(http://www.nhs.uk/nhsengland/bruce-keogh-review/pages/overview.aspx).  

 

Further projects will be developed to deliver an overriding clinical strategy for the Trust that will 

evolve based on the findings of the West Hertfordshire strategic review which is being led by Herts 

Valleys Clinical Commissioning Group (HVCCG) in partnership with our local NHS and social care 

partners (Hertfordshire Community NHS Trust, Hertfordshire Partnership University NHS Foundation 

Trust and Hertfordshire County Council (social care)).  

 

It aims to create high quality sustainable health and social care services that meet the needs of 

the population in west Hertfordshire and is consistent with safe standards of care, that are well 

provided and affordable (based on the finances of our commissioners (HVCCG)).  

 

http://www.nhs.uk/nhsengland/bruce-keogh-review/pages/overview.aspx
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The Delivery Plan will seek to embed the values and behaviours developed over the last year 

through the Trust‟s OD (organisational development) programme  - known as Developing our 

Organisation (DO) - and led by over 600 staff, patients and volunteers. These are: 

 

1) Involving patients – public representatives play a key role in the improvement programme and 

are working in partnership with clinicians and directors.  In developing the improvement 

projects, the Trust listened to the views of patients and also considered independent feedback 

from other stakeholders including local GPs and other partners involved in this work. These 

themes were reflected in the project aims. 

 

2) Being leaders and being proud – staff were supported to provide frank and honest opinions 

about the quality of care provided to our patients and what could be done to improve the 

way we serve them, their families and their friends.  This process is encapsulated through 

“Onion” because there is often a need to peel back many layers to find out “What we can do 

today that will make a difference to our patients tomorrow”. 

 

3) Openness and transparency – all possible information and intelligence relating to the quality of 

the care provided to our patients was and will continue to be made available to our partners 

and stakeholders including HVCCG, Hertfordshire Healthwatch, Patients‟ Panel, staffside 

(unions), the Care Quality Commission (CQC), the General Medical Council (GMC), Health 

Education East of England (HEEoE), the NHS Trust Development Authority (NHS TDA) and NHS 

England.   

 

4) Working in partnership – this programme has been built around strong co-operation between 

all of the different organisations that make up the local health system, placing the interests of 

patients first at all times. 

 

5) Adding value:  improving and becoming more efficient across all areas of the Trust, ensuring 

we get best value for the taxpayer. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

5 
 

Delivery Plan Framework 
 

The Delivery Plan for 2014/15 mirrors the Transformation Plan format previously agreed by the Trust 

Board and referred to as “plan on a page”. This is shown below: 

 

The CQC has five themes against which they assess services – Safe, Effective, Caring, Responsive 

and Well Led. Our “plan on a page” has been updated to show how each of our pillars dovetail 

with these. 
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Our Delivery Plan approach and structure 
We have focused on six improvement themes. Here is a summary of the themes and main 

objectives we will be focusing on: 

Section 1 – Ensuring Services are Well Led (CQC theme) 

Our theme: Quality Governance and Leadership 

 Quality Governance; 

 Clinical Leadership (including appraisals and medical revalidation); 

 Organisational Restructure; 

 Corporate Governance. 

Section 2 – Ensuring Services are Safe (CQC theme) 

Our theme: Clinical Effectiveness 

 Mortality; 

 Obstetrics and Gynaecology; 

 Hospital 7/7; 

 Job and Team Planning. 

Section 3 – Ensuring Services are Caring (CQC theme) 

Our theme: Patient Experience 

 Complaints and Serious Incidents; 

 Patient Experience and Strategy; 

 Estates and Health & Safety; 

 Nursing. 

Section 4 – Ensuring Services are Responsive (CQC theme) 

Our theme: Workforce and Safety 

 HR (Human Resource) Systems, Recruitment and Retention. 

Section 5 – Ensuring Services are Effective (CQC theme) 

Our theme: Operational Effectiveness 

 RTT (Referral to Treatment); 

 Unscheduled (emergency) Care; 

 Cancer; 

 Diagnostics. 

Section 6 – These improvement themes will be underpinned by the following cross cutting themes 

 Financial Viability; 

 Communications and Stakeholder Engagement;  

 Organisational Development and Change Programme; 

 ICT and Decision Support (including Coding). 
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Ensuring Services Are Well Led 

Quality Governance 

Why this is important? 

The NHS Constitution commits all NHS organisations to a series of values including a commitment 

to a level of care (for patients) that states; 

 

“We earn the trust placed in us by insisting on quality and striving to get the basics of quality of 

care, safety, effectiveness and patient experience; right every time. We encourage and welcome 

feedback from patients, families, carers, staff and the public. We use this to improve the care we 

provide and build on our successes.”  

 

Currently we are not able to consistently demonstrate that we have the systems, processes and 

culture in place to achieve this commitment. We define integrated quality governance as: 

 

“A set of structures and processes which are subject to scrutiny and challenge that demonstrates 

a clear pathway of decision making from ward to board. This discipline assures the Trust of the 

quality of its work. We put quality at the heart of everything we do. Quality is the responsibility of 

everyone”. 

 

Through various external reviews the Trust identified the following: 

 

The Trust held two risk summits in May and July 2013. From these summits we identified three 

expected outcomes for quality governance: 

 

 We can clearly explain our governance processes for assuring the quality of care we 

provide to our patients; 

 Leadership roles and responsibilities of our clinical staff are clearly defined within our quality 

process; 

 All members of staff can describe the quality governance process and how we would raise 

any concern we may have. 

 

The CQC found during an unannounced inspection (17 December 2013) that: 

Action was required on the following; 

 

 Patients should get safe and appropriate care that meets their needs and supports their 

rights; 

 Patients should be cared for in a safe environment and protected from the risk of infection; 

 There should be enough members of staff to keep people safe and meet their health and 

welfare needs; 

 The service should have quality checking systems to manage risks and assure the health, 

welfare and safety of people who receive care; 

 Patient‟s personal records, including medical records should be accurate and kept 

confidential. 

 

Our achievements to date: 

 

The following details the achievements of the quality and governance team to date: 

 

 The Trust committees, terms of reference, membership and ways of working have been 

revised at corporate and clinical divisional level; 
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 A team of interim quality governance leads have been recruited to drive the agenda 

forward in clinical divisions; 

 The risk management policy and strategy has been reviewed including the use of 

Information Technology (IT) and a business case has been developed to upgrade and 

expand IT facilities across the Trust; 

 An annual cycle of clinical governance meetings and events has been organised and 

published to ensure that we remain on track with our clinical governance agenda; 

 Staff training has taken place to prepare for the requirements for compliance of the CQC 

essential standards; 

 System processes have been completed to ensure NHS Litigation Authority (NHSLA) 

standards and policy management are robust; 

 An assessment has taken place of the Trust‟s level one compliance with the NHSLA 

standards; 

 We have developed and established a shared CQC server drive, whereby all divisions can 

save their evidence for the CQC outcomes. Having a shared drive allows access at all 

times to the most up to date evidence which will be used for assurance; 

 The statement of purpose and registered locations (for CQC registration) are accurate; 

 The Quality Governance action plan has been reviewed and updated with dated actions 

for achievement; 

 The Serious Incident (SI) policy has been reviewed; 

 A system for managing the SI process has been developed; 

 The Integrated Quality Governance Team structure and function has been revised and 

reviewed.  

 

Our assessment of the key issues: 

 

 Significant focus has been on responding to operational quality and safety and not a 

strategic approach to maintain a steady focus on embedded practice; 

 There has been limited organisational capacity and capability to achieve an overall 

quality governance programme; 

 IT systems need to be enhanced and developed to enable accurate capture of 

information and the ability to produce meaningful reports; 

 We must complete any lessons learned to prevent reoccurring issues. 

 

Our improvement priorities are to ensure: 

 We can clearly explain our governance processes for assuring the quality of care and how 

we would raise any concern we may have; 

 Leadership roles and responsibilities are clearly defined for our quality processes; 

 Our systems for overseeing the quality of services and ensuring that care is effective; 

 Risk management systems and processes are robust and well embedded across all patient 

areas; 

 Any lessons that are learned are shared, any appropriate changes are made to allow 

sustainable embedded practice that improves patient quality and safety; 

 We embed the Quality Governance structure so it is owned and understood by staff from 

all patient areas to the Board; 

 Establish standardised systems and processes for quality governance across the Trust. 

 

Our key priority actions that will have the biggest impact are to: 

 Restructure the governance teams from floor to Board, with new roles and 

responsibilities to enable a smoother working process across the Trust. This will initiate 

where necessary shared learning and embed changes to our practice; 

 Improve systems for feedback for ensuring care is effective and meets patient‟s needs; 

 Improving our risk management systems; 

 Improve how we learn and make changes. 
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We will know we have been successful if: 

 

 All clinical divisions have completed an internal assurance review by November 2014; 

 There is a standard clinical governance system in place across all clinical divisions; 

 All wards have a quality dashboard within a „ward to Board‟ reporting framework; 

 100% of areas have an up to date and accurate risk register which is driving decision 

making and improvement actions to mitigate risk; 

 Staff report that they have confidence that if identifying risks, appropriate action will 

then be taken and feedback received; 

 The Trust is compliant with National Institute for Health and Care Excellence (NICE) 

guidance and has assessed and managed the risk where it is not compliant and 

identified plans to become compliant; 

 Staff are aware of the lessons learned from incidents and there are clear records of 

improvements made, and audits to show they are effective. 

Ensuring Services Are Well Led 

Clinical Leadership 

Why this is important? 

Clinical leadership is one of the essential Trust objectives „setting out our future clinical strategy 

through clinical leadership in partnership with whole system working‟. This supports the delivery of 

quality and sustainable services in conjunction with achieving a continuous improvement in the 

quality of patient care we provide. 

Our assessments of the key issues are: 

 There are currently no standardised contracts for consultants holding leadership positions; 

 There is no current standardised remuneration for consultants holding leadership positions; 

 We need to increase the involvement of clinical leaders in the Trust strategy to ensure 

that clinical governance is embedded and sustainable within all clinical areas and 

departments; 

 There is inadequate management training for clinical leaders. 

 

Our improvement priorities are to: 

 Standardise all contracts for all Clinical Leaders, Clinical Directors and Divisional Directors; 

 Standardise remuneration for all leadership positions; 

 Create bespoke leadership programmes developed around our values and corporate 

objectives.  

 

Our priority actions that will deliver the biggest impact are: 

 Re-writing all job descriptions and contracts for leadership positions, re-advertise and re-

interview all clinical leadership positions in the Trust; 

 Enrol consultants in the DO programme. 

 

We know we have been successful if: 

 We have successfully completed all our priorities.  
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Appraisal and Medical Revalidation (as part of Clinical Leadership) 

Why this is important: 

As part of the quality governance process, an annual appraisal and supporting evidence is key to 

demonstrating a doctor‟s fitness to practise whatever the branch of practice. It is also a key 

opportunity to identify their professional development needs.  

Employers have a responsibility to ensure that their governance systems can generate accurate 

and timely data for doctors (which shows how they performing) to include in their supporting 

information. 

 

Revalidation is the process for doctors to positively affirm to the GMC that they are up-to-date 

and fit to practice. It applies to all licensed doctors in the UK working in the NHS and the private 

sector. Doctors need to meet the standards set by the GMC, taking into account guidance for 

their specialty, to maintain their licence to practice. 

 

The Trust identified the following: 

The Trust held two risk summits in May and July 2013; from these summits we identified three 

expected end states: 

 Establish behaviourally based appraisal; to align individual objectives and development to 
business plans and behaviours to values; 

 Talent Management; to identify, nurture and retain our most talented staff on the basis of 
current performance and future potential; 

 Succession planning; to identify those with potential and aspiration to move into key roles 
now and in the future. 

The Trust also initiated an external review of revalidation systems which led to us informing the 
GMC of our concerns. 

The CQC found during an unannounced inspection (17 December 2013) that: 

 There is a low ratio of appraisals for doctors;  

 Three doctors stated that they had an appraisal but could not recall when; 

 The Medical Director provided information and an action plan to demonstrate that they 

would get doctors appraisals completed.  

Our assessments of the key issues are: 

 A previously low ratio of medical appraisal (WHHT assessment vs. CQC); 

 A process to ensure a formalised process to enable medical revalidation to be undertaken 

in a manner which meets the requirements of the Trust governance structure and the GMC. 

 

Our improvement priorities are to: 

 Establish robust governance and ensure sufficient resources for appraisal and 

revalidation; 

 Ensure the process for making medical revalidation recommendations to the GMC is 

robust, effective and quality assured; 

 Ensure a high quality medical appraisal system; 

 Ensure a high quality process for medical recruitment. 

 

Our priority actions that will deliver the biggest impact are to: 
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 Establish an appraisal and medical revalidation team within the structure of the Medical 

Directors Office, who have the knowledge, skills and competencies to ensure delivery of 

these objectives. 

 

We know we have been successful if: 

 Appraisal schedule rates for medical staff are consistently maintained;  

 The medical revalidation process is within the timed framework, with a below national 

average deferral rate; 

 The medical staff feel supported and are fully engaged with the process; 

 Board level reporting is in place for key quality and performance indicators for the 

appraisal and medical revalidation systems; 

 Routine Trust performance and clinical governance information is monitored and is 

available for doctors to include in their portfolio. 

Ensuring Services Are Well Led 

Organisational Restructure  

Why is this important? 

Healthcare is a complex business and to deliver top quality healthcare requires teams that are 

well led and well managed at every level. The evidence shows that hospitals that promote 

teamwork and are clear with staff about how their role contributes to patient care, with clear 

objectives and appraisal, deliver improved results in patient and staff experience, clinical 

outcomes and financial performance. 

Our assessment of the key issues: 

Given the scale of the transformation plan the Trust is delivering in 2014/15, it was agreed that 

there would be no change to the number of divisions this year. Getting the roles, accountability, 

responsibility and pay right within the existing divisional structure this year is an important first step. 

This will ensure firm foundations for discussions about the size and composition of the divisions 

needed in the future to support delivery of the transformation programme and clinical services 

strategy. It is also critical if the Trust is to improve patient and staff experience, clinical outcomes 

and financial performance to upper quartile in the next 5 years.  

 

Our improvement priorities are to: 

 Ensure that the structure is fit for purpose in supporting the leadership and management 

needed to deliver the Trusts immediate objectives now and over the next 5 years; 

 Have clear clinical leadership and a simplified journey for patients - aligned to patient 

pathways. 

 

Our priority actions that will deliver the biggest impact are to: 

 Review job descriptions, roles, responsibilities, span of control, performance and 

development, aligned with the Trusts values and priorities – staff included will be the same 

as the original divisional structure review scope; 

 Assessment and benchmarking of pay for clinical and operational management roles, to 

ensure equity, consistency and transparency going forwards; 

 Establish clear divisional accountability for site operational and clinical service 

management at Watford, St Albans and Hemel Hempstead hospitals; 



 

13 
 

 Integrate the cancer team into a division – elective medicine until end 2014/15 and subject 

to the outcome of a review about the number and clinical focus of divisions in the future. 

 Review and agree the optimum mix and alignment of specialties to deliver the Trust‟s 

transformation programme and clinical services strategy. Identify the number of divisions 

needed to support the agreed configuration. 

 

We will know we have been successful if: 

 There is alignment around delivery of the transformation plan from the Board to wards; 

 The Trust delivers the improvements set out in the first year of this transformation plan and 

lays the foundations for further improvement in the years ahead; 

 Staff recommendation rate and engagement improves. 

Ensuring Services are Well Led 

Corporate Governance 

Why this is important? 

Good corporate governance helps support organisations to make effective decisions, which, in 

turn, ensures that the services they provide are high-quality and, importantly, that those services 

continue to improve.  Poor corporate governance has contributed to serious service and financial 

failures at many organisations, including those within the NHS. The quality of governance also 

affects the levels of trust the public have in services.  

Our assessment of the key issues shows: 

 Our corporate governance structure (the system of committees and meetings we use to 

make decisions and check how well we are performing) is not „owned‟ or „understood‟ by 

the organisation; 

 We have an out-of-date Board Assurance Framework (BAF) (which tracks the most 

significant risks we have as an organisation); 

 Our Board is new and needs to develop experience and skills. 

Our improvement priorities are to: 

 Embed our corporate governance structure so it is owned and understood from ward to 

Board; 

 Refresh our BAF with the Board taking ownership for it; 

 Implement phase two of our Board development plan (which guides the way the Board 

improves and gains the skills it needs), including testing ourselves against the BGAF (Board 

Governance Assurance Framework) and QGAF (Quality Governance Assurance 

Framework).  THE BGAF is a way for Board to check that they are appropriately skilled and 

prepared to become NHS foundation trusts, whilst the QGAF is a way for Boards to check 

that their organisation is working effectively to improve patient care; 

Our priority actions that will deliver the biggest impact are to: 

 Test ourselves against the BGAF and QGA. 
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We will know we have been successful if: 

 We have embedded our corporate governance structure with staff able to explain it to 

others, including our patients and regulators, for instance the CQC.  We will measure this 

with an annual staff survey; 

 We have a fit for purpose BAF which is owned by Board and helps guide its work and 

direction (and is deemed appropriate by our auditors); 

 We have a strong and effective Board (based on the Good Governance Institute (GGI) 

Board maturity matrix (meeting at least level five across all „key elements‟)); 

 Any areas or weakness identified by testing ourselves against the BGAF  and QGAF are 

understood and a timeline is in place for addressing them. 
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Ensuring Services Are Safe 

Mortality 

Why this is important? 

The Trust was previously an outlier in mortality for patients presenting with a fractured neck of 

femur (#NOF). Following the Trust Risk Summit in September 2013, a patient safety mitigation plan 

was developed in response to the #NOF audit outcomes. The Trust was also an outlier for overall 

mortality. From April 2013, changes made by the new executive (including consultant job plans, 

governance structures and clinical working patterns) had resulted in a reduction in mortality; the 

figures are now within the predicted levels. The Trust strategy is to continue to improve clinical 

care in order to achieve HSMR (Hospital Standardised Mortality Ratio) and SHMI (Mortality 

Indicators) to below predicted levels.  

The CQC found during an unannounced inspection (17 December 2013) that: 

People's care and treatment on the #NOF pathway should reflect relevant national guidelines. 

However, until June 2013, the recommended national guidelines regarding care and treatment 

were not always being followed.  

An audit found that the pathway tool used in orthopaedics was not being used routinely 

throughout the Trust. This meant that orthopaedic patients, who had been admitted for example 

to a medical ward, may be placed at risk of harm, because staff on non-orthopaedic wards did 

not routinely use the #NOF pathway.  

Overall the risk to patients with a #NOF had reduced but sustained improvements were needed 

and sharing of knowledge on non-orthopaedic wards was required to ensure that patient care on 

the pathway is safe. 

Our assessments of the key issues are: 

 The Trust is now delivering an overall mortality rate within the predicted rate using Dr Foster 

data. There is however a six month delay in reporting HSMR and SHMI from data collection. 

 We have further data verifying that the #NOF mortality is within predicted levels. 

 

Our improvement priorities are to: 

 Ensure that patients are treated in a single dedicated unit, and the pathway is followed; 

 In liaison with clinical informatics to ensure all that all clinical coding is accurately 

recorded in order that a true HSMR and SHMI is obtained; 

 The coding will allow the Trust to identify any outlier conditions allowing early remedial 

action to be instituted using he coding; 

 In liaison with the Chief Operating Officer to expand and embed 7/7 working which has 

been shown to reduce mortality. 

 

Our priority actions that will deliver the biggest impact are: 

 Expand our 7/7 working services and increase Consultant input into daily ward rounds. 

 Improve the quality and learning of mortality and morbidity meetings, as well as the 

quality and standard of clinical governance meetings. 
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We know we have been successful if: 

 We can demonstrate increased monitoring, understanding and ownership of mortality 

performance at all levels of the Trust; 

 To maintain the HSMR and SHMI at less than 100; 

 We reach our aim to be in the top performing Trusts. 

Ensuring Services Are Safe 

Obstetrics and Gynaecology 

Why this is important? 

The recent RCOG (Royal College of Obstetrics and Gynaecology) review which was 

commissioned by the Trust identified a number of issues within the department.  

There is inadequate consultant cover in the labour ward and in gynae-oncology; this led to the 

inability to provide cross cover during annual leave periods and also insufficient procedural 

numbers to be undertaken. The Trust has agreed a Commissioning for Quality and Innovation 

(CQUIN) with HVCCG to achieve 98 hours a week consultant cover by October 2014. 

The CQC found during an unannounced inspection (29 January 2013) that: 

At our last inspection  we identified concerns with the staffing of the maternity service. We viewed 

the staffing recruitment and action plan for the service. We also viewed the rotas for the service. 

We found that the Trust had sufficient recruited staff and had appropriate numbers of people on 

shift. This meant that there was now enough qualified, skilled and experienced staff to meet 

people's needs. 

Our assessments of the key issues are: 

 Leadership has been identified as a challenge; 

 The „team‟ is not working as well as it could/should together and there does not appear to 

be a set of shared values and understanding of the services; 

 Currently only 68 hours of consultant cover is provided in the labour ward which is not in 

keeping with the national guidelines of 98 hours per week; 

 With the gynae-oncology service, there is a Hertfordshire wide review to determine the best 

provision for patients. 

 

Our improvement priorities are to: 

 

 Increase consultant hours and numbers in the labour ward, and ensure midwife staffing 

levels are in keeping with national guidelines (completed); 

 Commission an external review of maternity services to ensure that safe care is 

embedded into practice 

 Appoint a substantive Divisional Director, now that an interim appointment has been 

made.  

 

Our priority actions that will deliver the biggest impact are: 

 To review the team job plan for delivering the required labour ward cover, standardising 

consultant clinical sessions, and then reviewing if additional consultant appointments are 

required; 

 To appoint a substantive Divisional Director. 

 To implement and deliver the outcomes from the external review which will build and 
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develop team working and embed into clinical practice 

 

We know we have been successful if: 

 Consultant working hours in the labour ward have achieved 98 hours per week by October 

2014; 

 A substantive appointment of a Divisional Director has been made; 

 All policies and procedures reflect up-to-date best practice thinking and/or peer reviewed 

research about effectiveness in maternity and obstetric services, and guidance delivered 

by national bodies such as NICE. 

Ensuring Services Are Safe 

Hospital 7/7 

Why this is important?  

NHS England has set a timeframe for delivery of seven day services and anticipates that they are 

fully implemented by the end of 2016/2017 to deliver equitable services seven days a week for 

patients. There will be financial penalties for those organisations which do not deliver on this 

trajectory. 

The review findings showed that: 

 Many services have reduced weekend provision, operate on a voluntary good-will basis 

paid at locum rate; 

 There is disparity between workforce and expertise working weekday and weekends; 

 Daily consultant face to face reviews take place in the Acute Admissions Unit (Level 1), 

Ambulatory Care Unit, Coronary Care Unit and cardiology patients, gastroenterology 

(voluntary at weekends), paediatrics, and the labour ward seven days a week only.  

Our assessments of the key issues are:  

 To take immediate steps to address first consultant review for emergency admissions across 

specialties; 

 That there needs to be an agreed process and criteria to identify patients that require daily 

consultant review seven days a week; 

 The development and implementation of a Hospital at Night (HAN) Team to maintain 

patient safety and to ensure patients clinical needs are meet appropriately; 

 To facilitate diagnostic services to provide seven day services; 

 To meet the needs of emergency admissions in particular patients that present later in the 

day, dedicated therapy support and social care input is needed to facilitate discharge. 

Agencies providing care packages, residential and nursing homes will need to facilitate 

weekend assessment and discharge. Equipment delivery will need to be available at 

weekends; 

  A medicines reconciliation service cannot be provided until there is access by acute Trust 

pharmacists to patient‟s records in GP practices seven days a week.   

Our improvement priorities are: 

 

Phase 1 implementation 
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 Therapies-intensive front door services, extended working day and full weekend service 

provision; 

 Implementation of a HAN service; 

 Diagnostics -Access to Cardiac echo services and vascular diagnostics. 

 

Phase 2 Implementation  

 MRI service on site seven days a week; 

 Cardiac catheter laboratories, PCI and pacemakers. 

 

Phase 3 Implementation 

 Face to face consultant review seven days a week to progress patient pathway; 

 Medicines reconciliation service (this cannot be achieved until there is access to patients 

GP records seven days a week). 

 

Our priority actions that will deliver the biggest impact are: 

 Access to cardiac echo services and vascular diagnostics; 

 Therapies-intensive front door services, extended working day and full weekend service 

provision; 

 Implementation of a new HAN service. 

 

We know we have been successful if: 

 

 We see a reduction in our length of stay (for patients); 

 There are no waits for joint therapy assessments; 

 We reduce number of cardiac arrests out of hours; 

 Patient safety is maintained at all times and patient‟s clinical needs are responded to 

appropriately; 

 We reduce our mortality rate. 

Ensuring Services Are Safe 

Team Job Planning 

Why this is important? 

As part of the quality governance process, the Trust is required to ensure that consultant job plans 

follow national guidelines and that individual job plans fulfil the requirements of clinical care in 

each department. This fits with the Trust strategy „to deliver improvements in the quality, 

deliverability and sustainability of our services through; achieving continuous improvement in the 

quality of patient care we provide and the delivery of services across all areas‟. 

 

Our assessments of the key issues are: 

 Previous consultant job plans were not standardised and were based on individual 

requirements rather than part of the team‟s job plan; 

 This created difficulties in providing core services during periods of consultant annual leave; 

 The non-standardised job plans created difficulties for the external auditors to provide 

assurance of consultant probity; 

 In order to facilitate 7/7 working it is essential that individual departments design a team job 

plan and thereafter individual consultant job plans are designed to fit in with the team; 

 This will ensure that services are covered at all times and that periods of pre-planned 

annual leave will continue to demonstrate that cover is provided to maintain core services. 
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Our improvement priorities are to: 

 For each department to design a team job plan identifying the demand and capacity 

for the delivery of scheduled and un-scheduled care, as well as a daily consultant 

presence in clinical areas with consultant rounds conducted; 

 Individual consultant job plans will be constructed to support the team job plan and only 

then will any capacity issues relating to resources be identified. This may or may not 

demonstrate that additional posts are required. 

 

Our priority actions that will deliver the biggest impact are: 

 Following the successful completion of consultant job plans, resource implications will be 

identified to maintain and sustain the delivery and capacity agenda. 

 

We know we have been successful if: 

 All departments can demonstrate a team job plan which provides cover for services daily; 

 Consultant job plans are compliant with Trust policy. 
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Ensuring Services Are Caring 

Complaints and Serious Incidents 

Why this is important? 

Our patients have a right to be safe in our care, to be treated with compassion, dignity and 

respect, within a well organised and managed environment. This is set out in the NHS constitution. 

We want our staff to be proud of their work and the impact that they have on people‟s 

experience in the Trust. We are committed to learning from the experiences of patients and 

ensuring that changes take place to improve patient care on a Trust wide basis. 

 

 

Through various external reviews the Trust identified the following: 

 

The Trust held two risk summits in May and July 2013; from these summits we identified three 

expected outcomes for Serious Incidents (SIs) and complaints: 

 

 To ensure that all staff follow the required compliance that SIs are formally reported, 

investigated and reflected upon so that we can learn what happened and prevent this 

occurring again; 

 A review of the Trust governance structure was required with new roles to be 

defined from Board to floor; 

 An 18 month backlog in complaints responses 

 

The CQC in December 2013 found that: 

 

 The governance and quality monitoring services were not as effective as they could be; 

 Incident reporting was of concern as not all incidents were reported in a timely manner; 

 The Trust had trained incident investigators, but SI investigations were not always 

completed by the trained investigators. This led to a lack of assurance to the quality of the 

investigation. Or that learning from incidents had not been fully implemented; 

 There was no system to regularly share across the Trust learning from incidents, complaints, 

including patient feedback received through the Patient Advice and Liaison Service 

(PALS). 

 

Our Achievements to Date: 

 

The following details the achievements of the Quality Governance Team to date: 

 

 The SI policy has been reviewed to ensure that it is fully up to date and fit for purpose; 

 We have established staff training in Root Cause Analysis investigations and this will 

continue; 

 A new system for managing the SIs process has been developed which is smoother and 

meets the day to day needs; 

 For patients who request a Local Resolution Meeting (LRM), the dates are now 

offered within 15 working days; 

 LRM are held within 40 days of agreement; 

 SIs are formally reported, investigated and reflected upon to ensure that we can learn as 

much as possible from what happened and where necessary make changes to our 

practice across the Trust. We aim to ensure that this is embedded into our daily practice; 

 We ensure all Ombudsman cases are responded to in accordance with given timeframes 

from the Ombudsman. This also means that patients or relatives who have made 

complaints can receive a response as soon as possible. 
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Our assessment of the key issues: 

 

The challenges we face are driven by a number of quality governance issues: 

 

 There are issues with organisational learning from governance systems and processes which 

delay learning across the Trust; 

 Staff groups are not working as a whole team which means that patient experience 

initiatives may be localised and not shared across the Trust; 

 There are gaps and process delays in the complaints, litigation and incident systems which 

causes delays for patients and our responses; 

 The information technology system does not support the electronic processes required to 

manage these systems efficiently. 

 

Our priority actions that will deliver the biggest impact are to: 

 

Learn from our patient experiences to provide safe care that we can benchmark as best practice 

with other similar hospitals. This will give us the assurance that we are doing well. 

 

 To review the policies, processes and systems for managing complaints, claims and litigation 

and develop standardised processes to enable these to run more smootly and be more 

efficiently; 

 Launch the revised serious incident management policy; 

 Learn from our patient experiences to provide safe care that we can benchmark as best 

practice; 

 Define and ensure all staff roles and responsibilities are understood and implemented, this will 

ensure that we are able to work in a unified approach. 

 Embed the new IT systems and policies within the Trust; 

 Review, revise and integrate the working of the complaints and PALS teams to give a more 

cohesive and patient facing approach; 

 Develop a systematic approach to learn and put into practice how lessons are learned and 

shared across the Trust; 

 Ensure that the new ways of working are communicated to, and understood by, all staff in 

the Trust, so that they know how to undertake their role and work as part of the overall team; 

 Maintain the agreed staffing levels across all patient facing clinical services.  

 

We will know we have been successful if: 

 

 We can clearly explain our processes for responding to patient feedback, concerns, 

complaints, litigation and incident; 

 Patient feedback mechanisms are robust and embedded across the Trust and understood 

by all staff and that patients are aware how to use these feedback methods. 

 The Trust can demonstrate that it learns from patient experience and makes appropriate 

changes for the better; 

 The organisation can demonstrate that it learns appropriately, and in a timely manner, from 

SIs; 

 Learning from the results of SIs is shared across the Trust and other significant stakeholders, to 

allow the changes required to be embedded into regular practice; 

 Trust clinical services maintain a green flag (RAG) for safer staffing levels seven days a week; 

 Monthly trend reports of serious incidents which are quantitative and also qualitative where 

root causes and lesson learnt have been identified; 

 As all employees have a major role to play in identifying and minimising inherent risks, this will 

be demonstrated by progressive, open and honest reporting; and that staff have adhered to 

the reporting procedures in place. 
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Ensuring Services Are Caring 

Patient Experience and Strategy 

Why this is important? 

Our patients have a right to be treated with compassion, dignity and respect within a clean, safe 

and well managed environment. We want our patients to not only be clinically well treated, but 

also in a way which makes them feel safe and well cared for. We want people who use our 

services to speak positively about their experience, as this is an important marker of the quality of 

the care we give. 

 

Through various external reviews the Trust identified the following: 

 

The Trust held two risk summits in May and July 2013; from these summits we identified four 

expected outcomes for patient experience: 

 

 That we will be able to evidence how we engage with our patients, their families and carers 

to seek their views about their experience; 

 That we are aware of the key themes emerging from asking patients about their experience 

and the actions we have taken to address those themes; 

 That the Trust Board is aware of the compliance and safety issues identified concerning the 

condition of the hospital estate and the actions taken to address them; 

 That the Board has adequate assurance that the Trust is delivering safe care. 

 

Other work which has been undertaken through the involvement of patients, carers and staff 

includes: 

 

 The Patient Association workshops and work streams; 

 The Equality Delivery System 2 review; 

 National and local patient surveys (Picker); 

 Patient Opinion website; 

 NHS Choices website; 

 PLACE (Patient-led assessments of the care environment) visits. 

 

 

The CQC found during an unannounced inspection on 17 December 2013 that: 

 

 The feedback received highlighted many strengths; 

 Our patients are treated with respect, are involved in discussions about their care and 

treatment. Patients are able to influence how services are managed and that the 

organisation is well run; 

 In most cases it was observed that people's privacy, dignity and independence were 

respected; 

 Reported good feedback from the patients they met with; people were mostly satisfied with 

the care they received. In most cases people were complimentary about the attitude of 

staff; 

 There were concerns with cleanliness and infection control across four departments; 

 Identified that governance and quality monitoring services were not effective.  

 The Executive team had responded well to areas of concern and was well led 

 

CQC Compliance actions were issued against: 

 Care and welfare of people who use services; 

 Cleanliness and infection control; 

 Staffing; 
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 Assessing and monitoring the quality of service provision; 

 Records. 

 

Our assessments of the key issues are: 

 

 We need to use the experience of other Trusts which have improved their patient experience 

to enhance our patient experience to a similar level; 

 To ensure that we continue to promote the strong connections we have with our local 

communities as well as with both Healthwatch Hertfordshire and our Patients‟ Panel; 

 Although the results of the Friends and Family Test have generally improved, they have not 

been reflected in the national patient surveys. Potentially this is partly because the surveys 

cover patients who were treated some time ago;  

 Much of the Trusts patient and public involvement work is in conjunction with Healthwatch 

and local CCG‟s (Clinical Commissioning Groups) in terms of workshops and/or working in the 

community, particularly around LGBT (lesbian, gay, bisexual, and transgender), carers and 

disability groups; 

 Members of Healthwatch and the Patients‟ Panel sit on the Patient Experience Group, Patient 

and Public Involvement Panel, Equality and Diversity Panel and are involved in the 15 Steps 

Challenge, and PLACE visits, to name a few; 

 Our key priorities have also been to ensure the patients, carers and the public are involved or 

aware of: 

o The Trust Annual Public Sector Equality Duty (PSED) report; 

o Equality Delivery System 2 Review (recently undertaken); 

o That we work closely in conjunction with the priorities of the Trust but also with the 

CQC, NHS Constitution and other national bodies and requirements. 

 Much of our patient and public involvement work is highlighted through our monthly Trust 

Leadership Executive Committee (TLEC) and Trust Board; 

 We assess our national and local patient‟s survey results through our Service Improvement 

Panel, chaired by the Deputy Chief Nurse and our PPI (public and patient involvement) work 

through the Patient Experience Group chaired by our Chief Executive or Chief Nurse; 

 There are key priorities to ensure that we hear patient stories (both good and bad) through 

the Trust Board on a monthly basis. This is led by the Chief Nurse and is an opportunity to hear 

first hand patient experiences, and to take the learning from these forward. Patient Stories 

are also a feature of a Conference in September 2014 working with NHS England and other 

partner organisations. 

 

Our improvement priorities are: 

 

 Improve the reported level of patient satisfaction with the services we provide by actively 

responding to patient feedback; 

 Roll out across the Trust “iwantgreatcare” (iWGC) to allow clinicians to receive real-time 

feedback from their patients; 

 Use the experience of other Trusts to enhance our patient experience; 

 Promote the strong connections we have with our local communities; 

 Ensure the patients, carers and the public are involved or aware of: 

o The Trust annual Public Sector Equality Duty report; 

o Equality Delivery System 2 Review; 

o That we work closely with the Care Quality Commission, CCGs, NHS Constitution and 

national bodies and requirements. 

 Assess the national and local patient survey results through our Service Improvement Panel; 

 Ensure that we hear patient stories through the Trust Board on a monthly basis; 

 We will learn from other Trusts particularly local Trusts who have improved their patient 

experience, as measured by the national surveys, to learn from their good practice and 

incorporate their learning into our actions.  
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Our priority actions that will deliver the biggest impact are to: 

 

 Make changes to our services by listening to feedback that we receive from our Patient 

Advice and Liaison Services (PALS); 

 Ensure that the executive team continue their „back to the floor‟ visits to wards and 

departments; 

 Make the most of our strong team of volunteers to ensure that they have a voice and are 

involved in service improvements. 

 

We know we have been successful if: 

 

 The results from the national and local surveys indicate from our patients that we are 

listening to their concerns that are highlighted in the survey results and improving their 

experiences; 

 Our Friends and Family Test score consistently rises which will demonstrate that our patients 

are giving increasingly good feedback scores; 

 The daily reporting through NHS Choices, Patient Opinion and PALS capture the lessons 

learned and we feedback to our communities on what we have changed on the back of 

what they have said “You said, we did”; 

 A positive grading for 2014 within the “Equality Delivery System 2” launched in November 

2013 which is aligned to NHS England‟s commitment to an inclusive NHS; 

 Successful validation of our year end „Improving Patient Experience‟ CQUIN target with our 

commissioners; HVCCG. This will show that we have met and exceeded the expectations 

of our commissioners; 

 Continued support and joint working with our Patients‟ Panel and volunteers. 

Ensuring Services Are Caring 

Estates and Health & Safety 

Why is this important? 

The core activity of healthcare can only be provided if the physical environment assists in the 

healing process and can be relied upon. Estates need to progress to a situation whereby planned 

maintenance and monitoring is the norm and reactive maintenance with its substantive impact 

costs are reduced. Patients experience and safety will be dramatically enhanced by forward 

planning and will build confidence.  

Our assessment of the key issues: 

 The Trust has benefitted in substantial financial support with £12.7m investment given in 

2013, and an additional £3.5m for electrical infrastructure to deal with immediate and 

emergency work on essential services. It has been estimated that over £40m is needed to 

achieve acceptable standard of environment over the three sites with 50% falling currently 

below nationally acceptable standards; 

 Our workforce is depleted by 50%. Recruitment of the right skill sets has proved difficult as 

the department moves through a period of transformation; 

 Statutory bodies such as the Health and Safety Executive (HSE) are monitoring the Trust and 

continue to give support, they will if necessary step in to ensure compliance; 

 We are in development partnership with Watford Borough Council and Kier (a construction, 

services and property group). This is progressing as planned. Synchronisation with these 

developments can be difficult and continued monitoring is required to ensure these remain 

aligned. We need to join up the future development with our immediate needs.  
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 We need to make changes which complement the long term operation to best use of 

valuable finance and resources, 

 Backlog maintenance needs to be at the forefront of our developments. The team that 

provides this needs to be substantive giving the department a financial challenge. The 

implementation of this restructure needs to be carefully project managed. 

Our Improvement Objectives 

 Create safe and suitable environment for patient care; 

 Build a professional and adaptable team that support and work with high quality 

performance reporting and meet key performance indicators set for our partners; 

 Create a detailed investment portfolio with due regard to legal requirements, risk analysis 

and the future development and reduction of short term investment plans with no 

longevity. 

We know we have been successful if: 

 We reduce and prevent service failures; 

 We receive support and commendation from statutory authorities like HSE; 

 Public satisfaction surveys show more positive feedback, combined with a reduction in 

complaints; 

 We have better  partnerships to help deliver investment; 

 We have clear and positive assurances to the Board with evidence and external approval. 

Ensuring Services Are Caring 

Nursing  

Why this is important? 

The Trust is committed to delivering high quality and sustainable services to all patients. With the 

aim of achieving high quality safe care, putting care, compassion and dignity as a real focus on 

delivering what patients need. As well as creating the systems and structures to make sure care 

can be delivered over the long term.  

 

This will enable the Trust to put patients at the centre of everything we do, engaging and being 

accountable to local people and our local communities is key to ensuring that we are able to 

achieve what we have set out in our vision and objectives. 

 

Through various external reviews the Trust identified the following: 

 

The Trust held two risk summits in May and July 2013; from these summits we identified four 

expected outcomes for nursing: 

 

 That the Board is aware of compliance and safety issues identified concerning the 

condition of the estate and of actions taken to address them; 

 We can demonstrate we have an organisational development plan intended to create an 

open and honest culture where the patient always comes first; 

 We can demonstrate that we support all staff with adequate training and development 

(including safeguarding and other mandatory training). 

 Non compliance with the hygiene code 

 

The CQC found during an unannounced inspection (17 December 2013) that: 

 

 People's care and treatment on the stroke unit and on the fractured neck of femur 
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pathway reflected relevant research and guidance. However care and treatment was not 

always planned and delivered in a way that was intended to ensure people's safety and 

welfare; 

 People were not protected from the risk of infection because appropriate guidance had 

not always been followed; 

 Lack of qualified, skilled and experienced staff to meet people's needs on the Acute 

Assessment Unit; 

 We did not have systems in place to regularly assess and monitor the quality of service. 

 

Our assessments of the key issues are: 

 

 The need to achieve a continuous improvement in the quality of patient care provided 

with sustainable delivery which can be measured to show improved performance; 

 We need to assess patient care using benchmarked metrics that measure the standards of 

record keeping, for the core activities that are undertaken for patients; 

 To improve patient experience and to ensure that we are listening to our patients and staff; 

 Infection prevention and control is a high priority in WHHT and as such, ensuring that our 

hospitals are free of infection is a key priority. To ensure that our staff have undertaken 

mandatory training and practice which reflect our policy requirements; 

 We need to improve our outcomes from the National Safety Thermometer measurements, 

which also has a CQUIN payment attached; 

 Maintain and reinforce the message that safeguarding is everyone‟s business. 

 Implement our recruitment and retention strategy and maintain safe staffing levels in all 

clinical areas; 

 Achieve a reduction by 50% of hospital acquired pressure ulcer prevalence, within the 

Trust‟s overall strategy and actions. This is also linked to a CQUIN outcome payment from 

our commissioners. 

 

Our improvement objectives: 

 

 Formal audits can demonstrate month on month improvements with clearly documented 

care and associated outcomes; 

 A potential reduction in incidents; 

 No further MRSA bacteraemia with a zero tolerance; 

 Clostridium difficile (CDI)  aimed to be below the 2014/15 trajectory. Joint working with 

HVCCG in the „lapse of care‟ tool to determine if a particular CDI was associated with a 

lapse of care and therefore what lessons had to be learned in order to ensure the safety of 

patients is continuously improved; 

 A sustained and improved patient experience as fed back by our patients in real time, with 

an improved inpatient survey 2014; 

 Increased patient satisfaction as recorded on Patient Choice by patients and their 

significant others. With a corresponding reduction in complaints. 

 To maintain the robust joint adult and children safeguarding working with a strong joint 

working process. To enable shared learning across the Trust and maintain a seamless 

service; 

 Maintain an improvement in the national Safety Thermometer monthly audits, with the aim 

to demonstrating a continuous improvement; 

 An increase of staff in the clinical workforce who give direct patient care. 

 Further develop the clinical competencies of clinical staff including a three-month 

induction and training programme for Health Care Assistants (HCAs); 

 Establish supervisory Band 7s (ward managers) to be held to account for delivery on KPI‟s 

within the clinical area, including workforce quality. 

 

Our priority actions that will deliver the biggest impact are: 
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 Maintain and continue the roll out of Test Your Care across the Trust. These audits formally 

review the records of 10 random patient health records for each clinical area every month. 

This initiative improves the nurse‟s ability to collect and use data to enhance the quality 

and safety of care. The metrics measure standards of record keeping, and necessitates 

visual monitoring of patient care and safety whilst in the clinical area. With the auditor 

modelling professional behaviour and communication, this initiative reinforces the „Back to 

the Floor‟ model which can be triangulated with existing data; 

 I Want Great Care (iWGC) has been introduced and allows patients to leave meaningful 

positive and negative feedback about their care. This allows challenges to be rectified 

immediately. Reports from clinical areas are benchmarked against other Trusts and is 

compliant with the Friends and Family Test via Unify uploading. This will enable a fully 

integrated patient experience measurement system that will lead to continuous 

improvement cycles. This approach is supported by the recommendations of the Francis 

report (2013), Clwyd-Hart (2013) and Berwick (2013). Positive feedback from patients which 

is collected in real time has demonstrated to have a positive impact on staff morale; 

 Maintain continued progress against the Trust 2014/15 safeguarding action plan, to ensure 

that safeguarding work continues to be proactive and progressive. To maintain staff 

mandatory training at all levels, ensuring competency. Further developing assurances for 

patients with dementia and patients with learning disabilities, to ensure that all patients 

receive care and treatment which is safe and appropriate. To continue to monitor the 

levels of Mental Capacity Act (MCA) and Deprivation of Liberty safeguards (DoLs) 

applications made and benchmark against other Trusts to ensure consistency; 

 A reinforced workforce team with the extra capacity to undertake an increased clinical 

skills training role and a capacity to manage the governance arrangements for the 

temporary workforce (contracts, complaints, incidents etc); 

 A review of the staffing model across the Infection Prevention and Control (IPC) team and 

functions, to improve and embed divisional working, patient care and specific action plans 

e.g. hand hygiene, MRSA screening and IPC training; 

 Initiate the requirement of IT support and a move from the manual system to „Qlikview‟ 

(used to analyse and report on data from multiple critical IT systems) for the IPC (Infection 

Prevention and Control) dashboard. Escalate the necessity of an increase of staff in the 

monitoring team. Currently there is one member of staff and this poses a risk to the Trust; 

 Continued working to improve the isolation rates of patients within a timely manner and 

prevent potential cross infection; 

 Increase clinical skills and governance arrangements for the temporary workforce. 

(Contracts, complaints, incidents etc); 

 A review of all documentation used and communication between clinical areas. 

 

We know we have been successful if: 

 

 Audit results demonstrate a month on month improvement. National and local surveys 

indicate from our patients that we are listening to their concerns; 

 The results from the national and local patient surveys indicate that we are listening to their 

concerns highlighted in the survey results and improving their experience. Our Friends and 

Family Test (FFT) score consistently rises above our current position and inline with other 

local acute providers; 

 We continue to capture good response rates for iWGC with significant individual positive 

patient feedback; 

 Successful validation of our year end „Improving Patient Experience‟ FFT and Staff FFT, 

meeting our CQUIN targets set by our commissioners; HVCCG; 

 A renewed staffing establishment for the IPC team working and training across the Trust to 

meet divisional needs; 

 A new IT system is installed to support the role and functions of the IPC team. 
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 Patients are isolated in the clinical areas within two hours of the initial request to do so. This 

is the National standard that we measure for all patients isolated for diarrhoea but we have 

no IT system to track other organisms in real time. 

 Facilities and furniture replacement has a rolling programme for replacement. This also links 

with the Mortality CQUIN (sepsis bundle); 

 A reduction in hospital acquired pressure ulcers and an established team working between 

the community and the Trust. NHS Safety Thermometer CQUIN targets met with our 

commissioners HVCCG; 

 100% of all nursing posts fully established with permanent staff. No agency staff to be used 

once all vacancies are filled, by exception. 
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Ensuring Services Are Responsive 

HR Systems, Recruitment and Retention 

Why is it important? 

Human Resource (HR) systems and processes, including the Information Technology (IT) systems 

within HR, are key to the provision of a robust, efficient and effective HR service. They should 

support the delivery of timely, cost effective HR services that enable the organisation to attract 

and retain the best employees as well as delivering comprehensive workforce information that 

enables the business to identify key issues and trends in relation to the workforce, and take 

proactive action in relation to these. They should also support the delivery of an excellent staffing 

experience, as this is intrinsically linked to the experience patients have in our hospitals, and to 

service delivery. 

Our assessment of the key issues are: 

 Our current HR service is not always compliant with employment law and best practice. 

 Our average length of time taken to recruit is 26 weeks; 

 The percentage of staff leaving the Trust is increasing in some areas including nursing; 

 Failure to use ESR (Electronic Staff Record) technology to best effect in relation to 

recruitment and the management of employee changes within the organisation; 

 Failure to follow Agenda for Change (AfC) a grading and pay system for all NHS staff, 

processes in relation to job evaluation and pay progression; 

 Failure to deliver robust workforce reporting that enables and supports divisions and 

directorates to develop robust workforce plans; 

 Lack of robust standards and monitoring of HR delivery. 

Our improvement priorities are to: 

 Revise and review of the IT systems and technology that would support the streamlining of 

recruitment processes within the Trust; 

 Redesign of the way that employee relations advice and support is managed within the 

Trust to ensure robust systems are in place that provide consistent and accurate advice to 

managers; 

 Develop a suite of Standard Operating Procedures and Key Performance Indicators (KPIs) 

for the HR function; 

 Review and refresh our AfC processes to ensure they are compliant and exemplars of good 

practice; 

 Review and refresh our HR policies and procedures to ensure they are fit for purpose and 

meet employment law and NHS HR best practice guidelines. 

Our priority actions that will deliver the biggest impact are: 

 The introduction of electronic Disclosure and Barring Service (DBS) which helps employers 

make safer recruitment decisions and prevent unsuitable people from working with 

vulnerable groups, including children; 

 The introduction of an e-recruitment system to speed up the length of time it takes to recruit 

staff; 
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 Review of HR structures to ensure that services are delivered in a consistent and timely 

manner and support the delivery of improvements to patient care 

We know we have been successful if: 

 The retention rate of staff will increase as staff turnover decreases, with a target reduction 

of 5% decrease in turnover over six months; 

 HR services are delivered to defined standards and KPI‟s that comply with legislation and 

best practice. KPI delivery to be measured quarterly and reported to Board via the 

Workforce Committee and reflected in a new HR Dashboard; 

 The average time to recruit new staff from placing an advert to new starter day 1 is 

reduced to 15 weeks by 1 April 2015; 

 Managers and staff report a high level of service and professionalism from the HR function – 

as measured by audit and customer satisfaction surveys undertaken in the first quarter of 

2015/16; 

 ESR/IT technology are fully utilised to deliver effective information management and 

streamlined processes. This will be monitored quarterly through reporting on delivery to the 

Workforce Committee; 

 Our AfC processes are compliant and exemplars of good practice from 1 September 2014. 

Compliance is monitored and audited through the HR function and reported to Workforce 

Committee. 
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Ensuring Services Are Effective 

Referral to Treatment 

Why is this important? 

Last year 110,000 patients were referred for a specialist outpatient opinion and 40,000 patients 

went on to be treated. Patients quite rightly expect high quality care. They also expect to be able 

to get an appointment with a choice of dates convenient to them and be treated quickly so they 

can get home safely and be well on the way to a full recovery.  

Our assessment of the key issues: 

The Trust is not currently able to guarantee appropriate waiting times for every patient who needs 

planned care. This has resulted in an increasing waiting list and longer waits for patients who need 

a new outpatient appointment and then need to be admitted to hospital for planned surgery or 

treatment. 

 The Trust has been identified as the  third worst performer for waiting times in the NHS and 

our ambition is to be amongst the best in three years time; 

 Not enough diagnostic, outpatient or theatre capacity to keep pace with demand from 

patients and referring GPs; 

 Increasing numbers of emergency patients reducing the current capacity available for 

diagnostics, theatres and beds for patients who need planned care; 

 Variation in patient experience due to capacity constraints and pathways of care that can 

be improved; 

 Booking experience for patients can often be frustrating, with lack of choice for 

appointment and treatment dates at a time that is convenient; 

 Healthcare is complex and the systems and processes needed to navigate patients from 

GP referral through to treatment in the shortest waiting time possible have not all been in 

place. 

Our improvement priorities are to: 

 Achieve the 18 week standard; 

 Complete a review of Pathology as part of a modernisation programme to ensure the 

service can maintain clinical excellence, achieve patient access national standards and 

financial targets, enable delivery of the transformation programme and improve workforce 

effectiveness and engagement; 

  Improve the choice of appointment and treatment dates available to patients; 

 Where clinically appropriate we will offer patients the choice of treatment at an alternative 

hospital where they have waited longer than 18 weeks; 

 Reduce the paperwork involved by making better use of NHS Choose and Book, the 

electronic booking system used by GPs to refer to hospitals; 

 Support staff to do a great job in booking appointments and navigating patients through 

their planned care journey; 

 Make more use of existing outpatient, theatre and hospital facilities by making them 

available during the evenings and at week-ends. Adopt best practice care pathways to 

minimise the variation in care patient‟s experience. 
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Our priority actions that will deliver the biggest impact are to: 

 Identify and increase outpatient, diagnostic, theatre and bed capacity throughout the 

Trust to deliver short waiting times for all patients; 

 Use the Outpatients Transformation Programme  to improve the speed of which Consultant 

referrals are reviewed and assessed, provide patients with a  choice of dates convenient to 

them, and start treatment within 18 weeks of appropriate referral; 

 Review patients on the waiting list to ensure accuracy and to assess need; 

 Implement Choose and Book with GP partners; 

 Improve the preoperative assessment and outpatient experience of patients; 

 Enhance existing planned care pathways to ensure they reflect best practice, for example 

the consistent use of the enhanced recovery programme and early supported discharge 

for all planned care patients; 

 Consider a pilot and potential roll out of best practice electronic bed, operational and 

care pathway management; 

 Develop and deliver training programmes and audits of practice for all staff involved in the 

management of planned care patients to enable better care and understanding; 

 Develop and deliver a data quality strategy and plan to ensure that the Trust is able to 

understand the status of every patient on the waiting list and navigate them through the 

healthcare system without delay. 

We will know we have been successful if: 

 No patient waits longer than 18 weeks from referral to treatment, with an average waiting 

time of 9-11 weeks, by the end of December 2014; 

 Maximum 6 week wait for all diagnostic tests by the end of October 2014, moving to four 

weeks by November 2014s; 

 Friends and family recommendation rate from patients is better than 85%; 

 Staff recommendation rate is better than 90%; 

 Choose and Book is used for 90% of referrals made by GPs; 

 Theatre and outpatient productivity is 85% + and is upper quartile in the NHS; 

 Cancellation and DNA (did not attend) rates are reduced by 25% compared to current 

performance; 

 Data quality and data standards achieve the highest quality score set out in the 

Information Governance toolkit by 2016, following review by the Trusts external auditors and 

the IST (Intensive Support Team). 

Ensuring Services Are Effective 

Unscheduled Care Programme  

Why this is important? 

The Trust must deliver safe and effective care to people in a crisis and our goal is to ensure that 

the right patient, is seen in the right place, at the right time, first time, in order to achieve the right 

outcome. One of the key indicators of how well this is working is whether or not at least 95% of our 

patients are seen and treated or discharged within four hours of attendance at our A&E 

departments, which we are able to do on most days of the year, but not enough to be confident 
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to achieve it on a “guaranteed” basis.  

We have asked for help from our own staff and from a number of experts who can help us identify 

why this might be the case, and have particularly used the recommendations of the Emergency 

Care Intensive Support Team (ECIST) to assess whether or not we have achieved best practise by 

comparison to others in the field, and then assessed ourselves against these indicators, using our 

own data and audit information.  

The review findings showed that: 

Firstly, we have not developed enough options for some of our emergency patients to enable 

them to be seen in outpatients, or in the community, rather than coming to the A&E or for being 

able to leave our wards more quickly after treatment has finished. 

Secondly, once an emergency patient is admitted, having received results and made 

observations that require more than four hours, we need to decide under whose care that patient 

is best placed.  Our current model for emergency patients is too complex and we have work to 

ensure we are matching the right physical environment and specialist skills to the right types of 

clinical conditions and needs of patients at all times of the week. The net result is the formation of 

queues with delays either in our ability to admit the next emergency patient, or to discharge 

patients from our services.  

Thirdly we have challenges in our infrastructure, in terms of Information Technology to support our 

people and processes. There is a need for us to be able to respond flexibly to increases in 

demand for our services with the capacity to deliver particularly in respect of Diagnostic 

equipment and the ability to turn around results quickly. We must therefore resolve all of these 

resource imbalance issues as a matter of urgency 

Our assessments of the key issues for the first phase (by December 2014) are:  

 We will change the current use of the space on AAU (Acute Assessment Unit) Level 1so that 

there is a clear location for the assessment of adults and for patients who may need to stay 

up to 48/72  hours for that assessment to be completed and for the patient to be 

discharged from that environment; 

 We will match these groups of patients with a single team under whose care they will 

remain throughout their stay, and enhance that team with the addition of more Advanced 

Nurse Practitioners, thereby reducing the potential for delayed decisions, multiple moves 

and discontinuity of care; 

 Acute Physicians will manage the newly referred patients for assessment and short stay (up 

to 72 hours of care). The Care of the Elderly team will manage frail patients with a stay of 

up to seven working days in addition to normal specialty commitments; 

 We will provide a dedicated location for the assessment of children with less serious 

emergency conditions, supported by a new team of Emergency Nurse Practitioners to 

improve the quality of care we offer to them, and also liberate current facilities and staff to 

better meet the needs of our children with serious (major) emergencies;  

 We will confirm if we have sufficient capacity to meet our demand; 

 We will work with all teams (medical staff, ward teams, therapies, diagnostics, pharmacy, 

non-clinical support services) to review their working patterns for the flexibility we need to 

match them to the predictable flow of patients into the Trust during the day and at 

weekends. Wherever possible we will enhance this system before December, however this 

will take longer to complete the work overall; 

 We will work with the teams within our Trust and outside it, whose responsibility it is to admit, 

move or discharge patients to re-think how best their roles can support the new flow that 

will be created by changing the use of space and this will be supported by standard 

operational procedures which clearly describe expectations of staff in different situations. 
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Our improvement priorities are to: 

 

 Ensure our plans are clinically led and patient focused in their delivery; 

 Ensure our plan is clear and understood within the Trust and with our partners outside it 

 Ensure our plans are underpinned by robust, clear and embedded standard operating 

procedures and policies; 

 Ensure that analysis underpins our actions and is used to assess its success; 

 Manage the biggest risk to USC (Unscheduled Care Programme) Delivery of changing the 

environment without changing the culture, and be explicit about the pace at change we 

can expect by December 2014, and in four monthly phases thereafter. 

 

Our priority actions (by Winter 2014) that will deliver the biggest impact are: 

 Provide more admission (and re-admission) alternative resources; 

 Change the allocation of space in AAU Level 1 and AAU Level 3; 

 Introduce new patterns of working and teams; 

 Create a physical area for the management of children‟s minors.  

 

We know we have been successful (by end Dec 2014) if: 

 

 At least 95% of patients are seen and treated or discharged within four hours on a 

consistent basis. 

Ensuring Services Are Effective 

Cancer 

Why is this important? 

Over 10,000 patients were referred with suspected cancer by their GP last year. These patients 

need to access cancer services quickly. This is one of the most anxious times for patients and their 

families. However, with the breakthroughs in research and advances made in cancer treatments 

available today, quick access to these services can lead to cures, extended years and improved 

quality of life, outcomes that were unthinkable 30 years ago.  

Our assessment of the key issues: 

The Trust aspires to deliver high quality cancer care and rapid access to cancer services but has 

fallen short of these standards in recent years. 

A recent independent review of cancer services at the Trust showed that whilst the outcomes of 

care are good for those patients treated , there were many patients in the past whose care was 

delayed from referral to assessment and a few who were not treated when they should have 

been. This and other reviews, along with the new management teams own assessment found: 

 Feedback from national surveys has  identified many areas where patients want the Trust to 

improve; 

 Currently not meeting the national access times with longer waits for some cancer patients 

in relation to the two week wait, 31 and 62 day standard; 
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 Inconsistent compliance with local and national cancer access policies had been an issue 

for several years, without the knowledge of previous senior personnel, despite warning 

signals; 

 Insufficient outpatient clinics, increasing the time patients waited for their first appointment, 

leading to delays in knowing whether they did or did not have cancer, sometimes leading 

to delays for associated treatment where needed; 

 Complex outpatient management arrangements, with minimal training for administrative 

and clinical staff in complex systems and the national rules that need to be used to ensure 

timely access to cancer services for all patients; 

 Lack of clinical ownership and engagement, with the cancer services team not integrated 

into the Trust‟s clinical management structure; 

 Limited safety net systems in primary care and within the Trust, to ensure that all patients 

referred with suspected cancer had been booked, seen, assessed, discharged or treated 

in a timely manner. 

Our improvement priorities are to: 

The new senior management team at the Trust are committed to learn lessons from the past and 

continuously improve cancer services, so that every patient receives timely and high quality 

cancer care every time. This will take time to deliver and our priorities are to: 

 Improve the governance, clinical leadership, culture and work with partners to improve the 

experience of patients and deliver rapid access to cancer services, as recommended by 

the independent review; 

 Work with our host CCG and local GPs to improve the quality of referrals; 

 Introduce „failsafe‟ referral and tracking systems so that no patient is lost following referral 

 Increase the capacity of cancer services, so that no patient waits longer than the national 

minimum standards from referral to treatment; 

 Improve the experience of patients by reducing unnecessary delays and steps in the care 

pathway, so that they spend less time waiting or in hospital and more time at home 

 Support staff to do a great job in booking appointments and navigating patients through 

their often complex cancer care journey; 

 Make sure the quality and accuracy of information relating to the waiting time of cancer 

patients is of the highest standard to ensure no unnecessary delays. 

Our priority actions that will deliver the biggest impact are to: 

 Implement in full the cancer action plan approved by the Board in June 2014 in 

response to the findings of the independent review; 

 Implement Choose and Book with GP partners for all cancer referrals to ensure no 

patient is lost from the point of referral and work together to improve the quality of 

referrals; 

 Upgrade the capability of the Trusts cancer information system – Infoflex – and 

introduce best practice in the tracking of patients from referral through to assessment, 

treatment, discharge and follow-up; 

 Increase the number of cancer staff, outpatient clinics, theatre sessions and treatment 

capacity to ensure no patient waits longer than the national standards and there are 
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sufficient staff to manage the increasing number of referrals; 

 Enhance existing cancer care pathways to ensure they reflect best practice, including 

the option of more one stop clinics where clinically appropriate and supported by 

patients, through a programme of review and improvement with each cancer MDT 

(multi-disciplinary team); 

 Develop and deliver training programmes and audits of practice for all staff involved in 

the management of cancer patients along with e-learning and the tools to do the job; 

 Develop and deliver a data quality strategy and plan to ensure that the Trust is able to 

understand the status of every cancer patient on the waiting list and navigate them 

through the healthcare system without delay; 

 Work with partners to ensure WHHT patients treated at other cancer centres receive 

timely access to services by agreeing SLAs (service level agreements) with clear 

waiting time and quality standards. 

We will know we have been successful if: 

 

 All patients with suspected or confirmed cancer are seen within two weeks from referral 

and a maximum 31 and 62 days for treatment, with median waiting times lower than this; 

 Patient experience feedback as measured in the national cancer patient survey improves 

to average by 2016 and is upper quartile by 2018; 

 Staff recommendation rate is 90% or better; 

 Data quality and data standards achieve the highest quality score set out in the 

Information Governance toolkit by 2016, following review by the Trusts external auditors and 

the Intensive Support Team. 

Ensuring Services Are Effective 

Diagnostics 

Why is this important? 

Each year the Trust performs over 100,000 diagnostic tests. Timely access to these tests is important 

to minimise the wait for a definitive diagnosis, to agree a treatment plan and monitor the plan to 

ensure it is effective for each patient, whether they are then managed by their GP at home, 

managed in the community or admitted to hospital. 

Our assessment of the key issues: 

The Trust is currently finding it difficult to sustainably deliver of the six week diagnostic wait. There 

has been underinvestment on some of the Trust‟s diagnostic services over many years  and this 

needs to be urgently addressed if patients, clinical teams and GPs are not to wait longer than 

necessary for their diagnostic test results and be delayed in their cancer, planned or unscheduled 

care treatment, where this is needed. 

Our improvement priorities are to: 

 Understand the capacity needed to minimise waits and delays for patients, clinical teams 

and GPs in receiving their diagnostic test results; 

 Make sure there are safe staffing levels; 
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 Ensure the diagnostic equipment is the most clinically effective and efficient; 

 Include diagnostics teams in the improvement of care pathways and development of one 

stop clinics; 

 Develop and deliver training programmes and audits of practice for all staff involved in the 

management of waiting times for diagnostic patients, along with the tools to track patients 

from referral for their test. 

Our priority actions that will deliver the biggest impact are to: 

 Review staffing levels to support 7/7(seven day working) diagnostic services where this is 

not already the case; 

 Business case and investment decision in pathology services, the replacement of existing 

analysers and improvement to the estate to improve the working conditions of staff. 

 Business case and investment decision in major imaging equipment, for example MRI 

scanner capacity; 

 Seek funding support to expand other key diagnostic services to support minimal waiting 

times across the board. 

We will know we have been successful if: 

 The Trust achieves a maximum six week diagnostic wait by end September 2014 with the 

ambition of moving to a four week wait by end November 2014 and manages to sustain 

this level of performance in the years ahead; 

 GP and clinical feedback about the service improves year on year; 

 Staff have an improved working environment and recommend the Trust as a place to work 

 There is a funded equipment replacement programme to support the outcome of business 

cases and ensure staff have the kit to do the job. 
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Cross Cutting Themes 

Financial Viability 

Why is this important? 

Finance is vital to making the NHS work.  It is not just about budgets and balance sheets, the 

financial agenda helps to shape the strategic direction of a Trust, helps it to deliver its key 

priorities and makes sure that resources - people and equipment as well as money - are in the 

right place at the right time.  This will have a direct benefit to a positive patient experience. 

As a NHS Trust it is our responsibility to ensure that proper arrangements are put in place to 

secure Value for Money (VFM), i.e. to: 

o Secure economy, efficiency and effectiveness in our use of resources; 

o Ensure proper stewardship and governance;  

o Review regularly the adequacy and effectiveness of these arrangements. 

 

The 2010 Spending Review set out the government‟s financial settlement for the next four 

years.   Although this indicated that healthcare expenditure would be protected in real terms, 

the NHS as a whole still has to make significant savings, c£30 Billion by 2021, in order to manage 

increasing demand and the emergence of new technology, drugs and treatments.  For us, this 

equates to year-on-year savings of c4%/£13.5m. 

What auditors found in 2014: 

 The external auditors (Grant Thornton) are required to give an annual VFM conclusion 

based on two criteria as specified by the Audit Commission i.e. financial resilience and 

economy, efficiency and effectiveness.  The Trust received an adverse opinion; 

 The Head of Internal Audit (BDO) was only able to provide limited assurance that that there 

was a sound system of internal control, designed to meet the Trust‟s objectives, and that 

controls were being applied consistently.  An internal audit of the CIP programme also 

provided limited assurance on the effectiveness of controls. 

 

Our Assessment of the key issues:  

 Finance in the Trust covers a wide spectrum of activities; from paying invoices to paying 

people and from reporting performance to supporting business case developments. Whilst 

the vast majority of activities would be considered fit-for-purpose there are distinct areas 

which require improvement; 

 Internal reviews have indicated that in some instances the current substantive structures 

are not fit-for-purpose.  Previous reorganisations removed a critical layer of analytical 

support in order to deliver savings and this was done without the appropriate consideration 

being given to the financial management capability of the both the organisation and 

team itself, system limitations and/or the growing agenda; 

 The service is largely provided by small teams who work excessive hours in order to deliver.  

This is not sustainable; there is no support or absence cover and there is a real risk that high 

performing employees will seek alternative employment; 

 There is little opportunity to review, develop and/or improve internal systems, processes and 

capability within the finance team; 

 The financial/business management capability of the wider organisation is immature and 

requires significant input to address; 

 Financial performance and application and adherence to controls have deteriorated 
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significantly and require significant and increased focus to address – as detailed in external 

reviews; 

 In 2014/15, the responsibility for the Savings Programme Office transferred to Finance.  It 

was acknowledged that it too was not fit-for-purpose and requires significant re-

organisation to support the delivery agenda and address the project management skills 

gap across the organisation; 

 Internal and external audits and Trust-directed reviews have indicated that there are 

significant concerns with regard to the engagement and ownership of the savings agenda 

and commented on weaknesses in the identification, delivery and monitoring of savings 

performance; as well as on the capacity and internal capability to deliver. 

 

Our Improvement objectives are to:  

 Ensure that the Finance Directorate is fit for purpose, provides the appropriate balance 

between delivery and development and is aligned to the needs and ambitions of the 

wider organisation; 

 Ensure that all Trust staff who have, or will have, responsibility for managing finances have 

the relevant knowledge, skills and expertise to perform their duties; in doing so, assist in the 

achievement of both statutory and internal financial targets; 

 Ensure that financial controls framework and governance arrangements are fit-for-purpose, 

monitored and adhered to; 

 Develop an Efficiency Programme that will support the continuous identification of 

productivity/efficiency opportunities, construction of plans and facilitate the year-on-year 

delivery of savings target in a safe and sustainable manner. 

Our priority actions that will deliver the biggest impact in are:  

 

Objective 1: Ensure that the Finance Directorate is fit for purpose, provides the appropriate 

balance between delivery and development and is aligned to the needs and ambitions of the 

wider organisation. 

 Review all departments within finance to ensure that they have the appropriate staffing, 

structure and capability to help support the Trust in achieving its objectives; 

 Propose and agree organisational structures that support and address performance, 

underlying Trust financial management capability and the increase in demand both in 

terms of normal operations and long-term planning and sustainability; 

 Review systems and processes to eliminate waste, utilise accepted best practice and 

facilitate a more professional, focussed, timely and responsive service to users.                                                                    

 

Objective 2: Ensure that all Trust staff who  have, or will have, responsibility for managing finances 

have the relevant knowledge, skills and expertise to perform their duties; in doing so, assist in the 

achievement of both statutory and internal financial targets. 

 Carry out training and developments needs assessments to better understand the 

capability gap, with regard to wider financial management skills, for relevant Trust staff; 

 Develop a „Financial Skills – Training & Development programme which supports 

improvement in capability and as a result will support more timely and robust decision 

making. 
 

Objective 3: Ensure that financial controls framework and governance arrangements are fit-for-

purpose, monitored and adhered to. 

 Full review of all existing financial controls to assess whether they are aligned with best 
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practice and conform to regulatory standards and expectations; 

 Use output of review to make the appropriate amendments to controls frameworks; 

 Establish robust monitoring arrangements to ensure that controls remain current, effective 

and non-compliance is recorded, communicated and acted upon. 
 

Objective 4: Develop a Savings Programme that will facilitate the delivery of the efficiency target 

in a safe and sustainable manner. 

 Review the current programme management arrangements across the organisation and 

identify and implement the optimum operating model for the Trust given the challenging 

and multi-faceted transformation agenda; 

 Ensure that the appropriate systems and processes are in place for the effective 

identification, monitoring, reporting, scrutiny and challenge of efficiency progress; 

 Ensure that the Trust moves to a two year rolling cycle with respect to efficiency planning; 

 Generate an evidenced based plan for 2014/15 that is, as a minimum, equivalent to the 

savings target and delivering at the appropriate run-rate by year-end; 

 Improve levels of engagement and ownership across all Divisions/Directorates. 

We will know if we have been successful if: 

Finance Directorate 

 

 The Finance Directorate has an organisational structure, systems and process that supports 

the needs of all invested stakeholders, facilitates an improvement in capacity and 

capability and promotes a business partner approach; 

 We have improved access to robust and timely information that supports decision making 

and provides earlier opportunities to identify financial risk and the appropriate mitigations; 

 We have improved the working environment by right-sizing departments, eliminating waste 

and focussing on added value interventions; 

 

Efficiency Programme 

 

 We have established a quality led programme approach which is well led, understood and 

fit-for-purpose. 

 The wider organisation has a better understanding and ownership of benchmarking 

performance and scale of opportunity. 

 We have robust, fully developed and detailed savings plans with measurable financial and 

performance improvements covering a two year period; 

 We can evidence the transfer of skills and shared knowledge to ensure that performance 

improvement is delivered in a safe and sustainable way i.e. doesn‟t impact the quality of 

patient care. 

Cross Cutting Themes 

Communications and Stakeholder Engagement 

Why this is important? 

Good communications (with staff, patients and others) and stakeholder engagement (how we 

interact with different people) are vital to help build relations and trust with internal and external 

partners.  
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Our assessment of the key issues shows: 

 An agreed Trust communications strategy and stakeholder plan is required (which will set 

out in more detail the way we plan to communicate and engage with our patients, staff 

and others). 

Our improvement priorities are to: 

 Implement a Trust communications strategy and stakeholder plan. 

Our priority actions that will deliver the biggest impact are to: 

 Have an operational Trust communications strategy and stakeholder plan. 

We will know we have been successful if: 

 We have a communications strategy and engagement plan which has been approved by 

our Trust Leadership Executive Committee (the body of clinicians and managers who lead 

the organisation on a day-to-day basis). 

Cross Cutting Themes 

Organisational Development Change Programme 

Why this is Important? 

 

Developing our Organisation, DO is the Trust‟s far-reaching, values-based organisational 

development programme.  The purpose is for WHHT to become a highly performing organisation 

delivering excellent and sustainable healthcare. The values-based approach being taken is in-

step with a growing body of evidence, both within the NHS and across other public and 

commercial sectors that positive culture delivers better performance. Our values and behaviours – 

„involve, leaders, proud, partnership, transparent, value,‟ developed by patients and staff, 

supports the significant improvements being made. 

The quality of care we provide is in the quality of our staff and there are many highlights 

demonstrating admirable commitment, skill and dedication. However, there is still much to do to 

realise our clinical strategy whilst delivering sustainable improvements.  

The past few months has been very stretching, with staff experiencing intense service pressures. 

We have seen a 7.7% rise in A&E attendances and 16.7% increases in emergency admissions 

during May 2014 when compared to May 2013.  We also have challenges meeting 18-week waits 

for outpatients and operations. The Trust faces significant financial pressures. 

The risk of another organisational failure like Mid Staffs should not be underestimated.  If we 

support and develop our staff through effective leadership, staff can support and care for our 

patients and deliver required improvements.    

Culture change is hard-won and a long-term commitment. DO is a call for action. To achieve 

necessary culture and practice change, the 3-year DO Programme, approved and invested-in 

September 2013, is now reaching out to all staff.  

Our Assessment of the issues: 

Whilst the last three national staff surveys show improvements in staff experience, the pace of 

sustainable change is insufficient, given the scale and scope of the responses required to deliver 
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required improvements.  Many workforce indicators reflect adverse trends. The hard-truth is the 

most recent National NHS staff survey 2013 shows disappointingly;  

 we are in the bottom 20% of all hospitals nationally in ten areas, including the percentage of 

staff saying they had a well-structured appraisal in the last 12 months; 

 there are three areas where our scores have decreased, including staff job satisfaction and % 

of staff believing we provide equal opportunities for career progression or promotion. 

These ratings are contributory factors in our high turnover rate of 15.8% in June 2014, up from 15.6% 

in May 2014 on a rising trajectory, high bank and agency costs, organisational instability etc.  

The DO programme „lifts our values off the page‟ to drive improvements across all quality domains 

and performance indicators. DO is arguably the most important enabler as part of an integrated 

Transformation Programme.  Every element of what we do is linked dependent on our workforce.  

Summary of Developing Our Organisation Improvement Objectives 2014 - 2017 

DO Improvement Objectives  Improvement Outcomes Include: 

 

1. 

Recruitment and assessment 

using behaviourally based 

assessment processes for all 

staff  

 Enhanced recruitment decisions‟ a 

competent workforce displaying our 

values 

 We attract, select and retain the best 

people 

 

2. 

Values based appraisal 

recognises and rewards 

attitudes and behaviours as a 

crucial part of performance 

and development  

 Behavioural competences links 

individual performance with Trust 

objectives and drives high standards of 

patient care 

 Alignment of values with medical staff 

revalidation and junior doctor appraisal  

 

3. 

Talent Management  is a 

transparent process of 

selection, development and 

feedback that reflects our 

values and required 

behaviours competences 

 A clear picture of the current capability 

and future potential of our most senior 

leaders 

 A transparent succession plan and 

ability to tailor development around 

individuals 

 Strong emphasis on finding and 

developing talented staff  and building 

reputation;  „good‟ people attract 

„good‟ people 

 

4.  

Experience led care is all 

about our first value that in all 

that we do our patients, their 

families and carers are 

involved and their voices are 

clear and influential. 

 We co-design our pathways of care with 

our patients and remove the obstacles   

 We understand the different needs of 

our patients; every person is treated as 

an individual “I am a person, not a 

number” 

 

5. 

Senior Team Development 

provides  individual and team 

development for our key 

leaders and managers all of 

whom must be credible, 

capable and effective role 

models 

 Maximising the impact and potential of 

the executive as a team and as 

individuals 

 Develops the leadership capability of 

CD‟s, DGM‟s and corporate heads of 

service 

 Ensures that difficult decisions are made 



 

48 
 

DO Improvement Objectives  Improvement Outcomes Include: 

objectively,  fairly and reflects our values 

 

6. 

Leadership Transformation 

where the quality of leadership 

is most key to culture change 

and quality in all we do 

 Leaders at all levels of the organisation 

will be competent and confident 

leaders  

 Leaders deliver our clinical strategy, 

embed our vision and values in practice 

 

7. 

Staff Engagement / 

Communication are key 

enablers for making DO 

happen and the glue that 

binds interventions together 

 Engaged and motivated staff providing 

high quality values based patient care 

 Creative communications reach out 

and reflect  values based patient care 

 Staff and patients engage together   

 

8. 

Metrics to monitor and 

measure impact and if 

necessary adapt the 

approach  

 Evidence of the difference that has 

been made in terms of key indicators 

and experience 

 

 

We will know we have been successful if: 

The three-year DO programme provides an immediate and visible roadmap for people to see 

what is going to happen, how it is going to help and what it means for them.   Phase 1 Design and 

Initiation commenced in October 2013 to March 2014 leading to Phase 2 Delivery, April 2014 - 

2017.   

Benefits will be measured by what DO is designed to deliver.  Culture change is complex and a 

long term commitment; many different factors contribute, not all quantifiable.   

Alongside existing measures such as national staff and patient surveys, Workforce KPIs, quality 

standards etc., we will find out and show what works and do more of this and stop doing, or 

change doing activities that do not add-value.  We will look at:  

 The impact of the DO interventions themselves; 

 The shift they bring about in behaviour and culture; 

 The impact of this shift upon key outcome measures, quality and performance. 

Cross Cutting Themes 

Information & Communication Technology and Decision Support 

Why this is important? 

Information and Communication Technology (ICT) and decision support are critical enablers for 

the Delivery Plan. The Trust needs to move to a „digital hospital environment‟ that will exploit new 

technology to support decision making, agile working, eliminate paper, reduce administrative 

overheads and improve patient and staff experience.  

Decision Support: 

The Trust‟s Risk Summit highlighted concerns around Board to ward assurance. The Risk Summit 

Response Programme outlined key themes and expected end states, these included: 
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 We can demonstrate effective governance arrangements for monitoring operational 

performance data at a senior level; 

 The Board can evidence how it is using performance information to drive improvements in 

quality; 

 We can demonstrate increased monitoring, understanding and ownership of mortality 

performance at all levels of the organisation; 

 We can demonstrate effective governance arrangements for monitoring clinical 

performance data at a senior level; 

 The Board has adequate assurance that the organisation is delivering effective clinical 

care. 

 

Our assessment of the key issues: 

 The current ICT service provision is not fit for purpose, carries significant operational risk, and 

will not support delivery of future phases of the Information Management and Technology 

strategy; 

 The Trust needs to adopt an integrated Patient Electronic Record System to track and 

manage patient care along the patient pathway. The system will integrate all patient-

centric administrative and clinical information; 

 Additional technical skills are required in the Informatics department to ensure high quality 

„business as usual‟ delivery, and to create a platform for enhanced delivery of in-house 

reporting and analysis services with insight. 

 

Our priority actions that will deliver the biggest impact are to 

 Transition the ICT infrastructure service to the new supplier, CGI (by autumn 2014); 

 Provide necessary resources to support the ICT infrastructure transformation programme; 

 Provide additional resources within the Information team to support delivery of enhanced 

performance reporting and management; 

 Deliver the integration engine and clinical data repository elements of the CGI contract, to 

accelerate access to patient records held in disparate Trust systems; 

 Undertake a review of the Information team structure and function, benchmarking against 

successful NHS organisations. 

 

We will know we have been successful if: 

 The new ICT infrastructure provides improved patient experience and improved access to 

safe, high quality care; 

 There is a reduction of Trust operational risks due to legacy infrastructure; 

 We have improved access to performance information; 

 We can provide high quality performance information to support clinical decision making 

and assurance from ward to Board. 

Coding (as part of Information & Communication Technology) 

Why this is important? 

The coding process underpins how the Trust is reimbursed for the activity it provides and supports a 

range of additional functions used to improve the quality and effectiveness of clinical care. 

 Ensure accurate payments are made to the Trust under Payment by Results (PbR); 

 Inform strategic and local decisions for capacity and service planning; 

 Help to understand clinical performance and outcomes; 

 Underpin financial flows and derive healthcare resource groups (HRGs); 

 Strengthen accurate reporting of HSMR/SHMI data; 
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 Minimise lost income and inaccurate data. 

 

What we found: 

Our review has found the above functions are at risk due to capacity issues. The team struggles to 

maintain timely and robust reporting of clinical coding data. A local review has found that 

workload of the department is over 20% above PACC-UK and audit commission recommended 

level. 

Our assessment of the key issues: 

 Coding in greater detail requires more time to be spent researching case notes; 

 There is an increased volume of data requests from clinical divisions and management 

team on an ad-hoc basis; 

 There is a lack of succession planning, with a number of staff nearing retirement; 

 There is an over reliance on contract coders to fill gaps in resource; 

 The above can increase data quality risks; 

 There is a need for intensive training, supervision and support to ensure high calibre of 

workforce to reduce the reliance on contract staff. 

 

Our improvement priority is: 

To submit a business case to address the shortfall identified from our assessment in order to provide 

a sustainable clinical coding function, ensuring high quality „business as usual‟ delivery, and 

providing a platform for service improvements . 

Our priority actions that will have the biggest impact: 

 Approval of a business case to address resource and education gaps; 

 Recruitment and retention action plan. 

We will know if we have been successful if: 

 There is accurate, timely and complete clinical coding; 

 We have recruited and developed our own staff; 

 We have greater confidence in our clinically coded data; 

 We can match our income to our activity; 

 We have increased capacity to support the Trust in using clinical coding information in the 

provision of advice and audits to improve patient safety and quality, and to optimise the 

income for activity received under PbR.  
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Delivering the Improvement Plan 

 

The Trust has appointed a Director of Transformation who will oversee the Transformation 

Programme of which this Delivery Plan forms a part.  The Delivery Plan will be integrated into our 

business as usual in a structured way to ensure it is embedded into our core services.  Some of the 

work streams already exist within the divisions and our aim is to maintain that integration.  

The Director of Transformation will be supported by a Project Management Office (PMO) to co-

ordinate and monitor the whole programme of transformation and delivery plan work streams. 

Each work stream will have an executive lead as the senior responsible officer (SRO) and will be 

supported by a dedicated project manager. 

Governance Arrangements: 

The Transformation agenda and Delivery Plan will be driven by the Transformation Committee, a 

sub-committee of the Board, with membership at the most senior level and including partners 

from the HVCCG, staffside representation, Hertfordshire Healthwatch and Patients‟ Panel 

representation. The meeting will be chaired by the Trust Chairman on a bi-monthly basis. The 

group reporting to the Transformation Committee is currently being determined. 

Conclusion – The Continuing Journey 
 

The Delivery Plan represents the starting point for transformation of WHHT, providing the 

foundations for future change and improvement. 

Further strategic and transformational change will be embedded as the whole system clinical 

strategy unfolds and the Transformation Plan develops over the next three-five years. 

This Delivery Plan therefore sets the stage for future and ongoing improvement and transformation 

of services for our local health economy and the communities we serve. 

 

 


