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1. Background 
 

 
WHHT is not currently compliant with the national RTT standards which require 95% of non-admitted and 90% of admitted patients to receive 
their elective care within 18 weeks of referral. 
 
The primary focus in the Trust during January and February 2015 was to reduce the number of patients waiting over 18 weeks on both non-
admitted and admitted pathways, from a starting position of 4659.  The Trust agreed a target for backlog reduction to a total of 2299 across 
non-admitted and admitted pathways, to be evidenced in the February submission.  In early March 2015, although significant progress had 
been made, it was apparent that the Trust was not going to achieve the 2299 and this was revised to 2550.  At submission on 18 March 2015 
the Trust reported a total of 2537 patients in the backlog, of which 824 were on an admitted pathway and 1713 were non-admitted. 
 
The number of patients waiting over 18 weeks for treatment needs to reduce further if WHHT is to achieve and maintain compliance with the 
national RTT standards.   
 
There is a shortfall between demand (referrals received) and capacity (new outpatient slots) in a number of specialties, as demonstrated in the 
graph below (based on 2014/15 data, year to date). 
 

Figure 1: Outpatient Demand & Capacity 

 



There are also shortfalls between theatre capacity and demand.  This is evidenced by the number of incomplete pathways over 18 weeks, 
which is above the national standard of 92 percent, and the internal stretch target of 93 percent.  
 
General surgery, Urology, Trauma & Orthopaedics, ENT, Oral Surgery and Gynaecology are the specialties with the greatest number of 
patients waiting over 18 weeks who need to be treated so that the specialties can achieve a sustainable position. 
 

Figure 2: Admitted patients waiting over 18 weeks 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Recent improvements in data quality from the significant validation efforts to improve the backlog position have enabled a clean PTL from 
which to model the number of patients which need to be treated each week to the end of quarter 1 to achieve a stretch target of 93%. 
 
 
Recent incidents concerning elective and cancer care highlighted concerns regarding the transparency of the waiting list position and revealed 
a lack of robust administrative processes that underpin waiting list management.  In addition the high turnover at service level operational 
management (Assistant Divisional Managers - ADMs) resulted in a lack of continuity, ownership and oversight. 
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2. Progress to date 
 
 
 

 Specialty level recovery plans (using IST capacity models) were drafted with the aim of achieving organisational compliance while 
acknowledging the additional time it will take for more challenged specialties to achieve compliance. 
 

 More robust RTT Access, Admissions and Outsourcing teams are now in place.  Outsourcing has become part of “business as usual” for a 
number of specialties. 
 

 Recruitment to vacant ADM posts has been successful which has strengthened waiting list governance, engagement in the Access agenda 
and provided better support to the services. 
 

 Ring-fencing of some elective surgical beds on the WGH site have has reduced cancellations due to lack of beds. 
 

 Consistent and comprehensive validation has delivered a “clean” PTL and has started to become routine practice. 
 

 Adherence to the Trust’s Access Policy is improving. 
 

 A new Clinical Outcome Form has been implemented. 
 

 The focus on reducing the number of long waiters during January & February 2015 was successful, achieving a net backlog reduction of 
2201 at the time of February’s submission. 



 
Profiling of the current waiting lists to form a baseline, was undertaken in October 2014, and this can be compared with further profiling in 
March 2015.   
 

Figure 3:  Waiting List Profiles 
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These profiles demonstrate the significant improvement in both the non-admitted and admitted waiting lists over the 5 months between October 
2014 and March 2015.  Further profiling will be undertaken in incremental phases to provide assurance that progress continues. 
 
 
 
3. Next steps  
 
 
The number of patients waiting over 18 weeks for care needs to reduce further if WHHT is to achieve and maintain compliance with national 
standards.  It has been agreed that the Trust will work to a stretch target of 93% for open pathways under 18 weeks to allow a greater degree 
of flexibility within services and to safeguard compliance for the national target of 92%. 
 
A range of short, medium and long term actions have been identified to support the transition to a compliant position by the end of Q1-2015/16.  
These are summarised below, but are included in an action plan (appendix 1). 
 

 A debrief session is planned for all staff involved in the January/February 2015 backlog reduction.  The expectation is that through sharing 
lessons learned, WHHT can move towards a future where ownership and accountability for comprehensive and robust pathway 
management is part of business as usual. 

 

 Embed good practice in to business as usual, eg application of the Trust’s Access Policy in real time which will reduce the dependence on 
retrospective validation to manage RTT pathways appropriately. 
 

 Trajectories have been built at specialty level, to enable staff to track activity against the plan to achieve organisational compliance by the 
end of Q1 (appendix 2, including assumptions that inform these).  These have been shared with the teams and will be reviewed weekly at 
the Trust’s Access meeting, where underperformance will be discussed and actions agreed to bring services back to plan. 

 

 Specialty level recovery plans are to be written for services with significant challenges in managing demand and capacity while achieving 
RTT compliance. 

 

 The Trust’s Access meeting will introduce a forward looking perspective to RTT pathway management, incorporating a review of month to 
date and a projection of month end performance, allowing services to respond to potential non-compliance in a proactive way, and therefore 
reducing the reliance on retrospective validation at month end. 

 

 A review of the Trust’s Access Policy will be undertaken to ensure all aspects of pathway management are clearly defined and explained, to 
include Radiology, Therapies, Orthotics and to confirm responsibility and accountability for the relevant staff groups/individuals. 



 

 The Trust’s Access Policy will be re-launched following the de-brief session, to all staff understand their responsibility for ensuring pathway 
events are accurately and properly recorded in real time, reducing the need for such extensive and exhaustive validation on an ad hoc 
basis. 

 

 Undertake an assessment of the knowledge of 18 week RTT pathway management in relevant staff groups, using a short questionnaire, to 
identify priority areas for training and support. 

 

 Robust demand and capacity modelling will be undertaken during 2015/16 following the commissioning of a new tool, funded by Herts 
Valley CCG. 

 

 Review of common referral pathways to identify opportunities for streamlining the pathway and improving patient experience. 
 

 Continue the development of comprehensive patient tracking lists to include a “GOO” (general other outcome) PTL which captures patients 
who have had a first appointment but no outcome or plan has been entered on the pathway.  This will give visibility of all patients on an RTT 
pathway and will provide opportunities for managing pathways within 18 weeks. 

 

 Implementation of schemes to free up follow up capacity for services, eg Supported Discharge, virtual results review clinics. 
 

 Further develop plans to ensure maximum use is made of SACH for elective care. 
 

 Working in conjunction with Primary Care colleagues to streamline referral processes and introduce one-stop clinics. 
 

 Undertake a theatre scheduling and improvement model (ATOM) project, to deliver efficiencies in scheduling and operating session 
throughput. 

 

 Review the pre-operative assessment (POA) process and POA capacity to ensure there is no shortfall in assessment slots as this has the 
potential to impact on the efficient scheduling of theatre sessions. 



 
 
4. Risks & Mitigations 
 
 

Issue/Risk Mitigation/Controls Risk score (1-5) Executive Risk Owner Current status 

Reduction in capacity as a result of essential 
theatre maintenance and ventilation 
improvement works.  A week’s down time per 
theatre is required to address the ventilation 
issue.   

This can be scheduled to coincide with periods 
of annual leave etc, and co-ordinated across 
weekends.   
Contingency plans are in development but 
there will be an inevitable loss of capacity. 

5 

 
Lynn Hill 
Deputy CEO 

Open 

 
Inability to sustain the pace at which additional 
activity needs to proceed to achieve 
compliance within the timescale and the 
variable availability of clinical staff to provide 
this activity. 

 
Weekly monitoring of progress against 
plan/trajectories at Access meeting. 
Daily RTT conference call for Operational 
teams. 
Escalation of issues to Director of Ops for 
Elective Care/Deputy CEO 

5 

 
Jane Shentall 
Director of Operations 
Lynn Hill 
Deputy CEO 

Open 

Inability to increase theatre session utilisation 
and efficiency resulting in wasted capacity 

ATOM project to deliver efficiences in 
scheduling and theatre list throughput 

5 
 
Jane Shentall 
Director of Operations 

Open 

 
Non-adherence to the Trust's Access Policy / 
National Standards and guidance, eg booking 
patients in order 

 
Review and re-launch of Access Policy 
Continuous reinforcement of policy 
Scrutiny of booking processes at Access 
Meeting 
Targeted training programmes 
Performance management for persistent non-
compliance 

4 

 
Jane Shentall 
Director of Operations 

Open 

 
Capacity shortfalls restricting the ability to 
manage demand and reduce backlogs 

 
Demand & capacity modelling 
Individual specialty recovery plans 

4 
 
Jane Shentall 
Director of Operations 

Open 

Insufficient POA capacity resulting in 
inefficient theatre session utilisation and 
increased risk of cancellations on the day 

 
Management of change underway 
Process mapping session to be undertaken 

4 

 
Jane Shentall 
Director of Operations 

Open 
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ACTION OUTCOME EXPECTED 
 

DELIVERY 
DATE 

 
 

RESPONSIBLE 
OWNER 

 

RAG 
(progress) 

Staff debrief session following achievement of 
backlog reduction target by end of February 
2015. 

Sharing lessons learned. 
Setting the scene for the way forward. 
Identify and agree best practice 

17/4/2015 Jane Shentall 
Director of Operations 

 

Embed RTT pathway management good 
practice in to business as usual. 

Real time pathway management. 
Decreased reliance on month end validation. 
Ownership and accountability at all points in the pathway. 

From 
17/4/15 
onwards 

Jane Shentall 
Director of Operations 
Lynne McGrory 
Head of RTT Access 

 

Develop and implement specialty level 
trajectories to support the achievement of RTT 
compliance. 

Development of a forward looking, proactive approach to 
RTT pathway management 
Accurate visibility of performance against plan. 
Ability to flex scheduling to achieve desired performance 
outcome 

10/4/15 Mark Currie 
Associate Director, 
Performance 
Jeremy Lowe 
18 week RTT analyst  

 

Development of specialty level recovery plans Clear, achievable plans/steps to ensure service level 
compliance with RTT standards 

From 
7/4/15 

Divisional & Assistant 
Divisional Managers 
 

 

Inclusion of month to date and month end 
performance projection as part of weekly 
Access meeting 

Development of forward looking proactive approach to RTT 
pathway management  
Ability to flex scheduling to achieve desired performance 
outcome 

7/4/15 and 
ongoing 

Jane Shentall 
Director of Operations 
Jeremy Lowe 
18 week RTT analyst 

 

Review and re-launch of Trust Access Policy Inclusion of specific sections for support services eg 
Radiology, Therapies 
Clarification of ownership, responsibility and accountability for 
staff groups/individuals 

1/5/15 Jane Shentall 
Director of Operations 
Lynne McGrory 
Head of RTT Access 

 



 

ACTION OUTCOME EXPECTED 
 

DELIVERY 
DATE 

 
 

RESPONSIBLE OWNER 
 

RAG 

Assess knowledge of 18 week pathway 
management in all relevant staff groups 

Understanding of knowledge gaps within workforce 
Tailor made training programmes targeted to specific 
staff groups/individuals  
Opportunities for managing performance in cases of 
consistent non-compliance or capability issues 
 

1/5/15 Lynne McGrory 
Head of RTT Access 
Sam Ingram 
Head of Outpatients 
Rebecca Laws 
Admissions Manager 

 

Demand & Capacity modelling using CCG 
funded tool 

Clear understanding of capacity shortfalls 
Outcomes to inform service level activity plans 

tbc CCG 
Jane Shentall 
Director of Operations 
Mark Currie 
Associate Director, 
Performance 
Divisional & Assistant 
Divisional Managers 

 

Review of common referral pathways Identification of opportunities for streamlining 
pathways 
Improved patient experience 

Underway 
1/4/15 

Assistant Divisional Managers 
& Clinical teams 

 

Development of a GOO (general other 
outcome) PTL  

Visibility of patients beyond 1
st
 outpatient attendance, 

with no clear plan 
Development of a proactive approach to managing 
pathways within 18 weeks 

Underway 
2/4/15 

Mark Currie 
Associate Director, 
Performance 
Jeremy Lowe 
18 week RTT analyst 

 

Identification & implementation of schemes to 
release follow up capacity, eg Supported 
Discharge, virtual clinics 

Reduced waiting times for follow up appointments 
Follow up capacity freed up for patients who need 
face to face consultations 

Underway 
1/4/15 

Assistant Divisional Managers 
& Clinical teams 

 



 

ACTION OUTCOME EXPECTED 
 

DELIVERY 
DATE 

 
 

RESPONSIBLE OWNER 
 

RAG 

Streamlining of referral processes and 
introduction of one stop clinics 

Development of referral criteria, eg for Spinal 
referrals 
Shortened pathways 
Improved patient experience  

tbc CCG 
Jane Shentall 
Director of Operations 
Divisional & Assistant 
Divisional Managers 
Clinical Leads/teams 

 

Project to review scheduling and theatre 
utliisation/efficiency (ATOM) 

Increased throughput and theatre utilisation 
Intelligent theatre list scheduling 

tbc Jane Shentall 
Director of Operations 
Mary Richardson 
Divisional Manager 
Rebecca Laws 
Admissions Manager 

 

Review of Pre-operative assessment capacity 
& processes 

Plans to address capacity shortfalls 
Better scheduling of theatre lists 
Reduction in on the day cancellations 

Underway  ?  

 



 
5. Trajectories – Organisation and Specialty Level target bookings  
 

 
Organisational Trajectories  
 
Non-admitted pathways 

 
 
Admitted pathways 

 



General Surgery 
 
Non-admitted Pathways 

 
 
Admitted Pathways 

 
 



Urology 
 
Non-admitted pathways 

 
 
Admitted pathways 

 
 



Trauma & Orthopaedics 
 
Non-admitted pathways 

 
 
Admitted pathways 

 



Gynaecology 
 
Non-admitted pathways 

 
 
Admitted Pathways 

 



Respiratory Medicine - Non-admitted pathways 

 
 
 
Rheumatology - Non-admitted pathways 

 



Cardiology – Non-admitted pathways 

 
 
Dermatology – Non-admitted pathways 

 


