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1. Introduction 

 

West Hertfordshire Hospitals NHS Trust is a large acute trust providing hospital services to 

550,000 people living in Hertfordshire and north London. We are one of the largest 

employers locally, with 4,300 staff and 550 volunteers. We run services across three sites at 

Watford, St Albans and Hemel Hempstead. 

 

Our vision is to embody in our hospitals all the principles, values and the sense of service 

that created the NHS by providing consistently good, safe care in a friendly, listening and 

informative way, as and when people need and want it and always with dignity and respect.   

We will achieve our vision through recruiting and retaining staff who share our values, 

supporting and empowering them to deliver the very best care. Together with our health and 

social care partners, we will continuously improve our services to deliver seamless, efficient 

patient care, driven by innovation and change. We aim to improve our estate so that it is fit 

for purpose for delivering modern health care.  We will be open and transparent and actively 

seek feedback from local people about how we can do better.  

 

In April 2014, we published our Five Year Plan. This 2015/16 update outlines the progress 

we have made over the past 12 months and details our priorities for 2015/16. 

 

 

2. Summary of progress made in 2014/15 

 

We delivered significant improvements for patients in 2014/15. More of our staff report that 

care is our top priority. Nine out of 10 patients admitted to our hospitals in 20131 said they 

were treated with dignity and respect, while 83% of our cancer patients rate their care as 

excellent or good2. 

 

In 2014, we strengthened our leadership with the appointment of a new Board and 

executive team – change that has added energy, experience and commitment. Working 

with the Good Governance Institute, we have also significantly strengthened our governance 

and assurance processes including the development of a new Board Assurance Framework. 

Jacqueline Kelly, a highly experienced NHS leader, joined as our new interim Chief 

Executive in January 2015.  

 

We sustained many of our achievements of 2013/14, including maintaining a low mortality 

rate, and continued to invest in the quality and safety of our care.  

 

This year, we focused on areas of historical challenge for our hospitals, including 

unscheduled care, cancer care and planned care. Whilst we still have further to go, we are 

seeing improvements in the quality and patient experience of our cancer and planned 

care services, including reduced waiting times.  

 

 

                                                           
1
 Care Quality Commission inpatient survey 2013, published April 2014 

2
 2014 National Cancer Patient Experience Survey 
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3. Current position 

 

Whilst we have made real improvements in many areas over the past two years, we still 

have a significant amount of work to do to ensure that we can deliver consistently high 

quality, sustainable services for our local population.  

We experienced unprecedented demand for unscheduled care this winter and as a 

result, we found it difficult to maintain the A&E standard to discharge, admit or transfer 95% 

of patients within four hours. We saw 91.8% of A&E patients within four hours in 2014/15; 

the England average was 92%3. 

We continue to have above average waiting times for cancer, particularly breast cancer, 

and we are not meeting Improving Outcomes Guidance (IOG) across all areas. Our patients 

also experience long waits for planned care and too many operations are cancelled due to 

emergency pressures. 

                                                           
3
 Types 1-3 

In 2014/15, we: 

 Halved the number of patients waiting more than 18 weeks for planned 

care from a high of 5,131 patients in October 2014 to 2,280 in March 2015; 

 Reduced waiting times for patients with cancer – 98.4% of patients 

requiring secondary treatment had their surgery within 31 days; 

 Achieved a 21% reduction in our hospital standardised mortality rate 

(HSMR) and a 25% reduction in crude mortality during the 18 months 

between April 2013 and September 2014, compared to a national 

decrease of 3.3%. Our mortality rate is now significantly lower than 

expected; 

 Reduced HSMR in patients presenting with a fractured neck of femur by 

more than 30%;  

 Maintained a 40% reduction in C. difficile; 

 Increased labour ward consultant cover from 66 to 98 hours per week in 

line with the national standards; 

 Opened the ambulatory care unit (ACU); 

 Invested £17.5m in improving the condition of our estate; 

 Launched iWantGreatCare; 

 Were highly commended at the HSJ Awards 2014 for „Onion‟; 

 Won the NHS Employers‟ Compassion in Practice Award at the Chief 

Nursing Officer for England Summit. 
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Our physical hospital estate is wholly inadequate for modern healthcare with over half in a 

poor or bad condition. Watford Hospital is crowded and dominated by emergency and 

unplanned care whilst significant parts of the St Albans and Hemel Hempstead sites are 

under-utilised and costly to maintain. 

Our information technology infrastructure and IT systems are also significantly under- 

developed and outdated; this impacts us operationally and creates inefficiencies in how we 

deliver care. For example, staff experience delays due to limited access to IT and out of date 

equipment, with clinicians queuing to view test results, complete discharge summaries or 

make requests. 

We are currently operating with a significant financial deficit.  In 2014/15 we reported a 

£13.8m year end deficit, this was a small improvement on our planned outturn of £14m 

deficit agreed with the NHS TDA.  However, our underlying deficit position was significantly 

higher; our year end position was offset by additional funding from the NHS TDA and 

commissioners as well as a number of one off in year benefits (for example land sales and 

debt recovery).  Going in to 2015/16 we are projecting a year end deficit of £32.7m; this 

takes account of £12m planned in year efficiencies.  To support the revenue position and 

capital investment the Trust requires £53.3m of external finance in 2015/16. 
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4. Trust corporate objectives and 2015/16 priorities 

 

4.1  Corporate objectives 

 

Our 2014/15 organisational objectives continue into 2015/16 reflecting our focus on 

continuous improvement of the quality of our patient care and the need to deliver a 

sustainable organisation for the future. 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.2 Priorities 2015/16 

 

To deliver these objectives, we have established a transformation programme which 

provides an overarching framework to drive forward service development and improvement.  

 

A new approach to engaging and unlocking the potential of our employees, Listening into 

Action, will underpin the work we do in 2015/16 to drive higher quality, safer and more 

responsive care. See section 8.3 for more detail. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Our objective is to deliver improvements in the quality, deliverability 

and sustainability of our service 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 with whole system working;  

 Creating clear and credible long-term financial and estate strategies. 
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Diagram 1. Our corporate objectives and priority programmes  

 

 
 

 

Sections 5 to 10 provide more detail about our 2015/16 priorities and how we plan to 

improve services and deliver sustainable change.  

 

5.  Clinical strategy and partnership working 

 

NHS England‟s Five Year Forward View sets out the challenges that face health and social 

care services across the country. The situation in west Hertfordshire reflects the national 

picture; the population is growing, people are living longer, resources (both people and 

money) are limited and we need to transform services to meet the changing needs of the 

local population.  

Three key pieces of work began in 2014 to plan for future health and social care provision 

over the next five to ten years: 

1. Your Care, Your Future, a strategic review of health and social care services 

across west Hertfordshire, was launched in November 2014. Herts Valleys CCG is 

leading the review together with key partners: West Hertfordshire Hospitals NHS 

Trust, Hertfordshire Community Trust, Hertfordshire Partnership University NHS 

Foundation Trust, and Hertfordshire County Council. Engagement with staff, patients 

and local people has informed the development of a draft case for change which was 

published in March 2015; 
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Ensuring services are efficient and financially sustainable 
•Efficiency Programme 

Capital Programme

•Decision support, Integrated Performance Report and Performance Framework
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2. We have started to develop a new ‘West Hertfordshire Hospitals clinical 

strategy’ which will consider how we can improve the quality and sustainability of 

our services for patients. The clinical strategy will help to define our clinical priorities 

as a Trust and support the development of our long-term estates and financial 

strategies. It will also inform Your Care, Your Future. The clinical strategy is 

clinically-led; more than 60 senior clinicians have been involved in the work to date;  

 

3. An urgent review of services for older people and those living with frailty will 

make recommendations for an overarching model of care to be taken forward as part 

of the Your Care, Your Future review.  

 

5.1  West Hertfordshire Hospitals clinical strategy 

 

The work to develop our clinical strategy will be a major priority for 2015/16.  

 

The first phase of work involved a baseline assessment to give us a clear, collective 

understanding of the challenges that we face and the key underlying drivers of the current 

position. This demonstrated that whilst there is significant scope to transform our services 

internally, we will need the support of partners to transform primary and specialist care 

services to achieve long-term sustainability. Key findings to date from the Your Care, Your 

Future review similarly recognise the need to develop alternative settings to A&E, improve 

partnership working to support timely discharge of patients and increase access to GP 

appointments.  

 

The baseline assessment identified three key elements for internal transformation: 

 Unscheduled care pathway redesign and continuous improvement 

to patient flow, length of stay and delays in the transfers of care of 

patients with complex needs post-discharge; 

 Planned care pathway redesign to match demand to capacity and 

manage patient pathways more effectively to reduce waiting times, 

increase theatre utilisation and reduce lengths of stay; 

 Workforce and organisational development to enable the 

recruitment and retention of an appropriately skilled workforce (our 

current agency staff usage and £30m spend is significantly above 

national and peer group averages). 

The baseline assessment also identified some gaps in relation to our specialist services – 

quality and workforce standards continue to rise and our specialist stroke, vascular and 

cancer services only partially meet these standards – for example interventional radiology is 

only available weekdays 9-5, not 24/7. We are clear that if we continue to provide these 

services, we need to meet and maintain the national clinical quality standards.  

 

The second phase of work identified a number of strategic scenarios and modelled their 

potential impact on the long-term viability of our services. The scenarios include potential 

changes to the range and configuration of services across our hospitals. These strategic 
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scenarios are designed to help us understand our options, but more detailed work will be 

required in 2015/16 to enable us to make decisions and plan effectively for the future. 

 

In all scenarios, we continue to provide core unscheduled, maternity and paediatric services 

and emergency and planned surgery. All scenarios involve working with Herts Valleys CCG 

and other partners to reduce A&E attendances, unplanned admissions and lengths of stay 

and assume that we will work with the CCG and partner organisations to provide a range of 

diagnostic and specialist planned care services in community settings.  

 

The scenarios consider whether we continue to 

provide specialist emergency stroke and vascular 

services and the configuration of planned surgery 

across St Albans and Watford hospitals. As part of 

any business case for redevelopment, we will consider 

all options, including a „green field‟ site 

redevelopment, however, by far the most likely and 

feasible scenario will be to retain and develop our core 

emergency services at Watford Hospital, in line with 

our commitment to the Watford Health Campus 

development.   

 

We also provide a range of local and specialist cancer services. We are fully committed to 

maintaining our role as a local cancer unit and intend to continue to provide the full range 

of local cancer services. Section 7.3 below provides more detail on the priorities for 

improving cancer services in 2015/16.  

 

A preliminary review of specialist cancer services indicates that more detailed work is 

needed in 2015/16 to identify whether we are able to deliver and maintain the core clinical 

quality standards expected at this level of care. We will work closely with the cancer network 

to ensure that our specialist cancer services meet the expected clinical standards.  

 

These are not decisions for the Trust to take alone and where appropriate formal 

consultation may be required on some elements of the strategy. We will work closely with 

the CCG and other partners, via Your Care, Your Future, to develop a whole system strategy 

to ensure that a clear, sustainable, future clinical strategy for our hospital services is agreed 

by all partners. This work will also drive forward the more detailed development of primary, 

community and integrated care models, including the model of care for frail older people, 

and the future development of Hemel Hempstead and St Albans hospitals. 

 

Continuing to build strong partnerships with a wide range of organisations, individuals and 

groups will help ensure local people and patients are engaged in the work of our hospitals. 

This includes Hertfordshire Healthwatch, Hertfordshire County Council‟s Health Scrutiny 

Committee, Hertfordshire‟s Health and Wellbeing Board, our own Patients‟ Panel, local 

charities, educational establishments, MPs, councillors, Dacorum Health Action Group and 

others.  

 

We are part of a major scheme – known 

as the Watford Health Campus – which 

plans to regenerate a large area around 

Watford Hospital to provide new homes, 

business, community facilities and space 

for the development of the hospital site. 

Watford Borough Council and Kier 

Property are partners in the scheme. Work 

is underway to build an £18 million new 

road to Watford Hospital which will speed 

up access for ambulances, patients, 

visitors and staff.  
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6. Ensuring services are safe, effective and caring  

 

We aim to continually improve the safety, quality and effectiveness of our services, ensuring 

that we achieve the best possible outcomes for our patients. 

 

The patient safety and quality sub-committee of the Board oversees delivery and provides 

assurance to the Board on all quality, safety and patient experience issues, including health 

and safety.  

 

The CQC undertook an unannounced inspection in November 2014 and a planned 

inspection in April 2015.  

 

Our priority areas of focus for 2015/16 include:  

 Quality and safety; 

 Patient experience;  

 Maternity, gynaecology and paediatrics; 

 Improving estates and health and safety. 

 

6.1 Quality and safety  

 

We significantly strengthened how we identify and manage risk and how we actively 

measure the quality of care we deliver in 2014/15. Key achievements were: 

 

 Improved infection control, since April 2014 we have had one case of MRSA (against 

a trajectory of zero) and 20 cases of Clostridium difficile (against a trajectory of 31); 

 Implemented new serious incident and complaints policies and reduced waiting times 

for complaints by 18 days (average response time of 38 days for 2014/15); 

 Established active clinical governance forums, morbidity and mortality meetings and 

developed detailed risk registers within each clinical division and specialty team. Staff 

now capture risks near to real time using our new DATIX risk management database; 

 Monthly matron quality checks and „Test your Care‟ scorecards monitor and measure 

the quality of care on our wards. Over half of our wards now achieve 80% or more of 

the nine quality indicators. 

 

 6.1.1 Priorities for 2015/16 

 

In 2014/15 we worked hard to strengthen our quality governance processes and address 

some historic issues relating to complaints, incidents and risk management processes in the 

Trust.  Whilst we have made good progress there is further work to do.  We need to clarify 

and streamline the processes in some areas to give a clearer line of sight from „ward to 

board‟ on how well we are doing and what our key clinical and organisational risks are.  This 

will be a priority focus during the first six months of the year.   

 

We will work hard to sustain the improvements in mortality and continue to actively monitor 

our HSMR and summary hospital-level mortality indicator (SHMI) rates, which measure 

whether the mortality rate at our hospitals is higher or lower than expected. We aim to 
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reduce the difference in the mortality rate for patients admitted at the weekend 

compared to weekday. To achieve this, we will extend senior clinical presence in the hospital 

at weekends in line with national seven day working commitments (see section 8.3 for 

further details).  

 

Infection control will remain a priority to reduce the risk of healthcare acquired infections. 

We aim to have zero cases of MRSA and fewer than 23 cases of Clostridium difficile.  

We will aim to respond to 90% of complaints within 20 days and complete 95% of serious 

incident investigations within the agreed timeframes by March 2016. We will strengthen how 

we learn from complaints and serious incidents by introducing quarterly „lessons learned‟ 

reporting to our quality and safety group.  

Our clinical staff told us that our nursing and medical documentation is not as clear and 

helpful as it could be. We will phase in new documentation between March and June 2015 

that is more structured and easier to use, with regular audits to be undertaken. 

 

Following the success of ‘Test your Care’ in measuring the quality of care on our wards, we 

will support our wards to achieve 95% of indicators by March 2016 and display monthly 

results on wards as part of our commitment to transparency. This will also provide regular 

feedback on the quality of our nurse record keeping. 

 

As part of the BEST SHOT initiative launched in 2014/15, we aim to halve the number of 

avoidable hospital acquired grade two pressure ulcers and reduce our grade three hospital 

acquired pressure ulcers by 80% in 2015/16. We will incorporate the BEST SHOT tool into 

the daily pressure ulcer prevention pack used by all nursing staff. 

 

We will continue our ‘stamp out sepsis’ campaign, launched in 2014/15, to better identify 

sepsis when patients are admitted to our hospitals. Currently, around 46.5%4 of patients with 

suspected sepsis receive antibiotics within one hour of screening; we aim to increase this to 

80% in 2015/16. 

 

In 2015/16, we will review our approach to reducing harm from falls in hospital. Our new 

documentation provides a structured risk assessment and care planning tool for people 

identified as at risk of falling. We need to do more work to make sure we understand and 

reduce variations in practice and confirm that our approach is in line with national best 

practice.  

 

We will launch treatment escalation plans for our seriously ill patients to ensure that any 

early warning signs that their condition is deteriorating are picked up immediately and 

appropriately managed. We will undertake monthly audits of our wards to ensure that 96% of 

National Early Warning Scores (NEWS) are accurately completed by March 2016. 

 

Improving the flow of patients requiring unscheduled care (see section 7.1) will have a 

significant impact in improving the quality and safety of our care, in particular, in supporting 

                                                           
4
 Based on quarters 1-3 2014/15. Q4 audit not yet complete 
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reduced length of stay and better outcomes for patients. We are establishing new clinically-

led processes to review re-admissions to hospital within seven days, focusing on areas of 

concern.  

 

To be successful, we need to empower our staff to change the way „we do things around 

here‟. In 2015/16, we will launch ‘Listening into Action’ in our hospitals which will enable 

our teams to work differently – in a way that supports our staff and makes them feel valued 

and gives them permission to act. Improving how we engage our staff will support us to 

maintain a stable workforce and increase the number of substantive senior nurses working 

at our hospitals to ensure adequate supervision at all times. More detail about how we plan 

to boost our workforce is available in section 8.3. 

 

CQUINS (Commissioning for Quality and Innovation payments) 

 

In addition to the priorities set out above the Trust has agreed a number of quality 

improvement and innovation initiatives as part of our 2014/15 contract with Herts Valley 

CCG.  These are summarised below.  

 

National CQuins Local CQuins 

 Acute Kidney Injury (AKI) 
Designed to improve the follow up and 
recovery for individuals who have 
sustained AKI, reducing the risks of 
readmission, re-establishing medication 
for other long term conditions and 
improving follow up of episodes of AKI. 

 Stroke 
This CQUIN develops the potential for 
improving the quality and efficiency of 
acute and community therapy services 
through the use of shared/aligned 
paperwork and assessments. 

 

 Sepsis 
This CQUIN seeks to incentivise 
providers to screen for sepsis all those 
patients for whom sepsis screening is 
appropriate, and to rapidly initiate 
intravenous antibiotics for those patients 
who have suspected severe sepsis, Red 
Flag Sepsis or septic shock.  

 

 Safer Staffing 
This CQUIN is intended to ensure that 
the Trust‟s workforce has the capacity 
and capability to deliver compassionate 
and safe care. 

(see also workforce section XXX below) 

 

 Dementia 

This CQUIN is designed to support the 
identification of patients with dementia 
and delirium, alone and in combination 
alongside other medical conditions. It 
aims to prompt appropriate referrals, 
follow up and effective communication 
between providers and general practice, 
through the introduction of a care plan on 
discharge from community services 
following an episode of emergency 
unplanned care. In addition, it seeks to 
ensure the appropriate dementia training 
is available to front line clinical staff and 

 Diabetes 
 

This is a system-wide CQUIN designed 
to promote improved collaboration 
between the Trust and Hertfordshire 
Community Health NHS Trust and the 
early identification and management of 
patients with diabetes. This will improve 
the patient experience and will enable 
patients to remain in the community by 
supporting self-management.  
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ensure that carers of people with 
dementia and delirium feel adequately 
supported. 

 

 Urgent Care (safer patient flow) 
The intended outcome of this CQUIN is 
to improve the flow of patients and their 
discharge experience by ensuring 
systematic levels of discharge using 
best practice tools. Tools will facilitate 
timely and safe discharge for patients to 
their onward destination, either into the 
community or to another provider.  

 

 

 

6.2 Patient experience 

 

The NHS friends and family test gives us real time feedback that we use to improve care 

and treatment for everyone using our hospitals. In 2014, we launched iWantGreatCare, the 

tool we use to process the friends and family feedback in our hospitals. We now survey 

patients in 75 clinical areas across our hospitals, with one in two patients admitted for 

inpatient care giving us their feedback. 

 

In December 2014, 93% of our patients were extremely likely or likely to recommend our 

services to friends and family – a 9% increase since July 2014. In the 2014 national A&E 

patient survey, our patients gave A&E a score of 8.5 out of 10 for overall experience and 

rated us „above average‟ or „average‟ in all 33 sub-categories. 

 

The 20135 national inpatient survey found that the majority of our inpatients felt they were 

treated with dignity and respect, and that they had confidence in the medical and nursing 

staff caring for them. Areas where we need to improve include noise on wards at night and 

explaining to patients about their procedure. 

 

 

6.2.1 Priorities for 2015/16 

We want to increase the number of patients who are likely or extremely likely to recommend 

our hospitals to friends or family to 95% by March 2016. We aim to improve the response 

rate to iWantGreatCare so that all our consultants and wards receive real-time patient 

feedback. We will use patient feedback to develop a clear milestone work plan for improving 

patient experience.  

We will look at how we can better support the carers of our patients by working with our 

partners to develop and implement a carers strategy and policy. This will ensure that 

carers have access to the right support at the right time. 

                                                           
5
 Published by CQC in April 2014 
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As an early implementer of the ‘Hello my name is …’ campaign we will continue to put this 

initiative into action across our hospitals by reminding staff of the importance of properly 

introducing themselves to patients. We will also implement a new project which will ensure 

that each patient has the name of their lead nurse and consultant displayed at their bedside. 

We will build on our partnership with the Kissing it Better charity which brings talented 

people into our hospitals to brighten patients‟ days with activities such as pet therapy and 

music.  

 

We will also embed our new rose bereavement project which aims to promote dignity, 

respect and compassion at the end of life through the use of a pink rose as an end of life 

care symbol.  

 

6.3 Maternity, gynaecology and paediatrics 

 

We provide comprehensive gynaecology, maternity, neonatal and paediatric services for 

local women and their families.  

 

In 2014/15, we made significant progress in improving consultant cover to our neonatal 

and labour wards in line with national standards. We fully met the two week waiting time 

standard for urgent gynaecology referrals. 

 

We established a paediatric emergency nurse practitioner service which aims to see children 

and young people within 15 minutes of arriving at A&E at Watford Hospital. A new 

children’s observation bay provides a dedicated, child and family friendly environment for 

short stay observation and treatment of babies and children. 

 

We also commissioned some external support to help us improve our maternity services, 

looking specifically at how we establish and sustain a culture of continuous improvement. 

 

 

 

6.3.1 Priorities for 2015/16 

In 2015/16, we expect to deliver around 5,400 babies and see more than 26,000 children 

and young people, who account for around a third of attendances at our A&E, urgent care 

and minor injuries services.  

 

Maternity 

 

Improving our maternity services will remain a priority for 2015/16 with a focus on building 

strong team working and improved governance and risk management processes, including 

monthly reporting of quality and safety metrics.  Developing our maternity workforce and 

reducing midwifery vacancies is a priority.   
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We will continue to strengthen consultant cover for our labour ward to improve continuity 

of care for women in labour. We will do this by reviewing the job plans for our obstetric team 

and moving from four-hour to eight-hour consultant „shifts‟.  

 

Over the past year, we have seen a small reduction in women choosing our birthing 

services. We will explore the reasons for this and look at how we can increase our market 

share of maternity services in the future. 

 

We will also review our antenatal and newborn screening arrangements against national 

standards and develop a business case to secure the required resources to address any 

significant gaps that are identified through this review.  

 

We will also develop and implement a maternity information system improvement plan. 

Historically the Trust has provided a private obstetric led maternity service alongside our 

NHS services.  A number of internal and external reviews over the past few years have 

highlighted concerns about the impact that providing private care has on the service overall.  

After careful consideration we have therefore decided to cease providing private maternity 

services from May of this year.  

 

Gynaecology 

 

A new Gynaecology Ambulatory Care Unit is due to open at Watford Hospital in early 

2015/16 which will provide dedicated services for women with conditions such as early 

pregnancy bleeding and ectopic pregnancies, without having to be admitted to hospital.  

 

In 2015/16 we will work with local GPs and other providers of specialist gynaecology 

services to develop a new model of care for planned gynaecology services. Herts Valleys 

CCG‟s commissioning intentions set out a plan to establish an „accountable lead provider‟ for 

all planned gynaecology services, with strengthened service provision in primary and 

community settings.  

 

As part of our five-year cancer strategy, we will work with commissioners to review the 

current specialist gynae-oncology service against best practice requirements and consider 

options to ensure a sustainable service model for the future.  

 

Paediatrics  

 

Developing a sustainable workforce for our paediatric services will be a key priority for the 

next 12 months. As set out in section 7.1, we will redevelop our unscheduled care services, 

including strengthening consultant support, and aim for 95% of our young patients to 

spend less than four hours in A&E, and a least half to see a clinical decision maker within 60 

minutes. 

 

We will also look at opportunities to develop more specialist outpatient services for a 

wider population and participate in a London and East of England review of children‟s cancer 

services with a plan to consolidate paediatric oncology shared care units (POSCU) with 
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fewer, larger units at levels 2 and 3. As an existing level 2 unit, we have an established 

service and have a good case for further development. 

 

6.4 Improving estates and health and safety  

 

As noted in section 3, we have an ageing estate in need of significant investment. During 

2014/15, we invested £17.5m to address some of the backlog of maintenance. We also 

undertook significant work to scope and plan the urgent work required to improve the 

condition, suitability and cost effectiveness of our estates and to improve the maintenance 

and testing of medical devices.  

 

6.4.1 Priorities for 2015/16 

 

A comprehensive long-term estates strategy is essential to understand how we can develop 

an estate that is fit for purpose for delivering modern healthcare. In 2015/16, we will 

commission a long-term feasibility study that considers the range of options for improving 

our estate, building from a clearly defined clinical strategy as set out above.  

 

However, in the short term, it is imperative that we outline a strategic direction for the use of 

our estate. We have commissioned an interim estates strategy for 2015/16 to:  

 

 Identify the urgent work required to enable us to increase and improve the functional 

suitability of clinical space at Watford Hospital in the short term;  

 Help us to meet statutory estate compliance standards in the short to medium term;  

 Provide a development control plan for our three hospitals to ensure that any short-

term capital investment is made in line with a clear understanding of the likely future 

redevelopment of our estate, including the Watford Health Campus. 

 

We will continue to address the backlog of maintenance works required to our estate. We 

will create an accessible database of drawings and asbestos surveys, with links to our asset 

register, to better manage maintenance works. We expect to complete works to improve 

the resilience of electrical infrastructure by December 2015. 

 

The management and control of asbestos across our hospitals will remain a priority to 

ensure the risk of exposure is at the lowest possible level. We will complete a detailed 

asbestos survey and review and update our asbestos register. We expect to complete works 

to high-risk contaminated areas by May 2015.  

 

We will further invest in improving our building management system to enable us to make 

savings whilst reducing our carbon footprint by 5%, and fully implement the combined heat 

and power action plan to reduce our fuel costs.  

 

Another key focus for 2015/16 will be to improve the quality of our hospital environments 

for our patients and staff. Working together with partners, including Hertfordshire 

Healthwatch and our Patients‟ Panel, we will increase audits of our wards and support our 

clinical teams to maintain their ward environment. We will also appoint monitoring officers to 

better manage contracting and operational requirements. We aim to improve our compliance 



17 

 

with patient-led assessments of clinical environments (PLACE) by June 2015 – our ambition 

is to match or exceed the national average score in all domains. In response to staff 

feedback, we are improving staff facilities including better access to rest areas, vending 

machines and water coolers. 

 

We recently identified some quality and safety risks to our current theatre facilities at 

Watford Hospital – ventilation systems are not fully compliant and one theatre does not meet 

the recommended standards. Additionally, there are no separate recovery facilities for 

children and young people following surgery. We are developing a plan to urgently address 

these issues and will identify the required funding from within our capital investment plan.  

 

We also intend to invest in improvements to our emergency care facilities at Watford, 

planned surgery facilities at St Albans and in new diagnostic equipment. This 

investment will help us to improve clinical care and patient flow and ensure that we have the 

right physical capacity in place to deliver high quality, efficient care services. The total costs 

of these schemes exceeds the current available capital funding; we are in discussion with 

partners to identify whether additional capital funding is available to deliver these important 

improvements. Section 9.3 details our planned capital investment programme.  

 

 

7.  Ensuring services are responsive 

 

Our aim is to develop services that are truly responsive – that are organised so that they 

meet people‟s needs. Our priority areas of focus for 2015/16 include:  

 

 Unscheduled care (emergency and urgent care); 

 Planned care, outpatients and diagnostics; 

 Cancer services. 

 

7.1  Unscheduled care  
 

Working together with NHS England, NHS Trust Development Authority (NHS TDA) and 

Herts Valleys CCG, we need to develop a recovery and improvement plan to strengthen our 

unscheduled care performance so that we can deliver high quality care all year round.  

In 2014/15 we experienced higher attendances (4.4%)6 and admissions (2.8%)7 as well as 

an increase in patients with more complex conditions (11.8% increase in majors/resus). We 

treated, admitted or discharged 91% of patients within four hours of arriving at A&E against a 

national target of 95%.  

 

Our admission rates and lengths of stay are all high compared to peers. Average length 

of stay in our hospitals is a third higher than the top 10% of comparable hospitals. During 

2014/15, 546 patients admitted through A&E had a length of stay over 30 days, accounting 

for 28,215 bed days – equivalent to more than 77 beds and representing 27.4% of all 

                                                           
6
 increase over past 12 months compared to 2013/14 

7
 excluding ambulatory care 
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unscheduled care bed days. This is in large part due to delays in transferring patients who 

require social or community care. 

The pressure of emergency care over winter has resulted in longer ambulance turnaround 

times. In February 2015, 31% of patients waited more than 30 minutes to be received by our 

emergency department compared to just 7.7% of patients in April 2014. 

A high number of patients are currently cared for in outlying areas – where patients are not 

admitted to the appropriate specialty ward often due to bed pressures. In particular, the 

number of stroke patients admitted directly to the stroke ward within four hours has dropped 

since December 2014.  

In 2014/15, we undertook a significant development and redesign of unscheduled care 

services, including the acute assessment and care of the elderly model of care. Whilst we 

have made significant progress in implementing best practice (including emergency care 

intensive support team [ECIST] recommendations), further work is required to ensure that all 

elements of the pathway are operating effectively.  

 

7.1.1 Priorities for 2015/16  

Sustainable A&E performance and high-quality unscheduled care is one of our priority 

goals for 2015/16. Improving the care and treatment of patients requiring unscheduled care 

is essential for the overall clinical and financial sustainability of the organisation and will also  

reduce the disruption to planned care services.  

 

We are working closely with Herts Valleys CCG and partners through the whole system 

resilience group to ensure a co-ordinated approach to address the pressures and to 

reduce length of stay.  

 

Together with the CCG and other partners, we will: 

 Reduce A&E attendances and admissions through developing alternative care 

pathways in the community; 

 Improve flow within the hospital to improve patient experience and outcomes:  

o Redesign and streamline the model of care and patient pathways; 

o Where necessary to admit, ensure patients are admitted to the most 

appropriate environment for their needs, that a senior clinician regularly 

reviews their care, and that teams actively manage their treatment to an 

agreed „expected discharge date‟; 

 Ensure patients have access to timely, appropriate care following admission to 

hospital and minimise delayed discharges of care.  

 

In March 2015, we created a new ‘unscheduled care’ clinical division to provide 

additional clinical leadership to ensure that patients who present at our A&E, urgent care and 

walk-in centres receive appropriate, timely care and treatment. Patients who need to be 

admitted will be assessed, stabilised and transferred to the appropriate medical or surgical 

team; however, wherever clinically appropriate, the unscheduled care division will treat 

patients in ambulatory care settings and will identify alternatives to admission.  
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A&E transformation 

 

We have begun to review and redesign A&E services at Watford Hospital, including 

ambulatory emergency care (AEC) and the GP admissions process, to realign resources to 

better match demand and support the clinical team to consistently achieve 95% 

performance against the four hour standard. In addition, we will redevelop A&E and other 

unscheduled care facilities to provide more appropriate, expanded physical facilities in line 

with the increased demand that we have seen in recent years. We estimate this will require 

£8.5m capital investment.  (For further detail on our capital plan see section 9.6 below) 

 

As part of the redesign and redevelopment of our unscheduled care services, we plan to: 

 

 Develop a GP-led urgent care centre for patients whose needs can most 

appropriately be met by primary care clinicians (working with Herts Valleys CCG 

and Herts Urgent Care); 

 Develop a single, expanded ‘pit stop’ area where senior clinicians can assess 

ambulance arrivals and GP heralded patients and start treatment plans early in 

the patient journey. A new healthcare assistant role within the team will support 

ambulance handovers; 

 Develop dedicated, co-located emergency and ambulatory care facilities for 

children and young people including improved assessment, treatment and 

observation facilities (see also section 6.3 on the paediatric model of care); 

 Develop and expand emergency surgery ambulatory care services; 

 Strengthen operational policies and ‘patient tracking’ processes so patients only 

stay in A&E for longer than the national four hour standard where clinically 

necessary.  

 

We will review our unscheduled care workforce model and explore a range of options to 

recruit and retain skilled clinicians. We will monitor demand and capacity against our staffing 

profile to get the best possible match against the peaks and troughs in attendances and 

ambulance arrivals.  

 

Wards – continuous improvement of patient flow 

 

Continuous improvement of patient flow and „simple‟ discharges (including morning and 

weekend discharges) will deliver significant benefits. Through internal operational 

improvement, and clinically-led new initiatives, we will drive a real focus on creating a 

‘discharge culture’; ensuring all patients have a clear management plan, set by their 

consultant, which identifies an expected date of discharge. Information dashboards will 

provide daily and weekly management actions at ward and departmental level from April 

2015.  

 

Our ward-based continuous improvement of patient flow project includes: 

 

 Review the current set-up of teams supporting bed management to improve 

daily oversight and management of patient flow. Ensure all resources are utilised 
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to maximum effect, including the discharge lounge, the bed bureau, discharge co-

ordinators and the Integrated Discharge Team; 

 Reduce duplication of bed management actions and speed-up patient flow by 

creating a ‘live bed state’. Identify resources to maintain the system, deliver 

training and implement monitoring to improve accountability; 

 Develop a culture of ownership at ward and consultant level for length of stay 

and patient flow. Improve visibility of core metrics and encourage weekly actions 

to improve patient flow; 

 Implement ‘criteria-led discharge’ – enable more clinicians to discharge 

patients and improve our focus on setting management plans which are followed 

by the whole multidisciplinary team; 

 Establish a focused approach for long-stay patients, ensuring no patient is ‟lost‟ 

in the system; 

 Ensure standardised ward and board rounds, including weekends. Ensure 

junior doctor start times are consistent and start in time to allow early discharge; 

 Expand the discharge lounge and develop appropriate facilities for patients 

who need stretchers; 

 Work with partners to speed-up complex discharges into social and community 

care. 

 

Measuring success 

 

Through the actions outlined above, we aim to: 

 

 Ensure that only patients requiring acute inpatient care are admitted to hospital 

overnight; 

 Increase the number of people discharged before midday each day and reduce 

delays for patients waiting for medications to take home; 

 Increase the proportion of weekend discharges by 30%; 

 Reduce the number of people staying in hospital for more than 30 days; 

 Reduce the number of people staying in hospital for more than 14 days;  

 Admit 90% of stroke patients directly to the stroke ward and ensure eight out of 10 

patients spend 90% of their time on the stroke ward; 

 Ensure 85% of ambulance handovers happen within 30 minutes; 

 Meet the national 4 hour A&E standard. 

 

7.2  Planned care, outpatients and diagnostics 

 

Patients who are referred to our hospitals for planned care should be able to start their 

treatment within 18 weeks of their referral. Meeting national standards for referral to 

treatment has been difficult for our hospitals and our track record over recent years has not 

been good enough. 

 

Following work undertaken in 2013/14 to improve the systems and processes supporting our 

planned care services, we focused our efforts during 2014/15 on reducing the number of 

patients awaiting care, in particular, those patients waiting the longest.  
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We provided additional clinics and theatre sessions seven days a week and worked with 

other providers so that our patients received their treatment faster. We continued to improve 

underlying systems, including the information that is available to service teams, continuous 

data validation and refinements to booking processes, to ensure that patients are seen in a 

clinically appropriate and equitable order.  

 

We halved the number of patients waiting more than 18 weeks, reducing from a high of 

5,131 patients in October 2014 to 2,280 patients in March 2015. Due to our focus on those 

patients waiting the longest, we did not meet the national waiting time standards in 2014/15; 

71.3% of admitted and 87.6% of non-admitted patients started treatment within 18 weeks.  

For patients awaiting treatment (incomplete pathways), the national standard is for 92% to 

be waiting less than 18 weeks; we have set an internal stretch target of 93% to support  us 

to achieve the 18 week performance standard for patients referred for treatment. 

7.2.1 Priorities for 2015/16 

In 2015/16 we will further improve our planned care so that 90% of admitted and 95% of 

non-admitted patients start their treatment within 18 weeks, across all clinical services. We 

aim to see 99% of patients requiring diagnostics within six weeks. We will continue to cut 

our backlog of people waiting a long time for planned treatment.  

 

An improvement team is in place with regular reporting from ward to board. We will work 

closely with Herts Valleys CCG to streamline planned care services in the future and 

introduce „one-stop‟ services where appropriate. 

 

Currently, a high number of operations or clinics are cancelled due to unscheduled care 

pressures. To reduce this risk, we have ring-fenced 25 elective beds at Watford Hospital 

for surgery and gynaecology patients. We will continue to improve our pre-admission 

assessment processes, building on changes implemented in 2014/15.  

 

We will maximise the use of St Albans Hospital for planned care. We are investing nearly 

£1million to upgrade and expand clinical facilities for planned care at St Albans, to include a 

new admissions suite to improve patient experience and timeliness of care on the day of 

surgery.  

 

As noted above (section 6.4.1) we will urgently address the quality and safety risks identified 

to our current theatre facilities at Watford Hospital. This may offer an opportunity to further 

develop and strengthen our surgical and interventional radiology services. For example, 

developing a new interventional theatre will enable us to deliver higher quality care for a 

wider cohort of patients, utilising the latest technology in a fit for purpose theatre 

environment. 

 

Other initiatives relate to transforming outpatients, improving our information systems and 

reporting, and improving how we plan capacity to meet future demand.  

 

Transform outpatients 
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A major initiative for 2015/16 will be to transform outpatients to 

improve patient experience and administrative processes within 

the department. We will redesign the ophthalmology reception 

and waiting area to improve patients‟ experiences when 

„checking-in‟ for their appointments. Check-in kiosks are 

already in place in some Watford and Hemel outpatient areas 

and we plan to install further kiosks across all three hospitals so 

that patients do not have to queue when arriving for outpatient 

appointments. Appointment letters will be simplified and 

processes reviewed to gain better assurance that letters are 

consistent and received in a timely way, with text messages also 

sent to remind patients of their appointment date. Finally, 

standardised processes will be embedded and ongoing training will be available for staff to 

ensure that patients receive their care in the correct order, according to their clinical needs. 

 

Information systems 

 

We will improve overall reporting arrangements, with a system of alerts in place to ensure 

compliance with referral to treatment standards across all individual specialties.  

 

Capacity and demand modelling 

 

We will establish a capacity and demand model that informs planning within all clinical 

specialties and supports us to develop robust plans. We will also continue a service-by-

service review of diagnostics so that there is sufficient staff and equipment to meet demand.  

 

Measuring success 

 

Our primary measure of success will be sustained achievement of the national standards for 

planned care. Together with individual clinical specialty teams, we will set trajectories for 

improving our performance, so that each service understands the necessary reduction in 

waiting times. A programme team is in place to oversee the work to reduce waiting times 

and will continue to meet weekly throughout 2015/16, reporting progress to our leadership 

committee and Board. 

 

We expect to be delivering against all the RTT national standards from July 2015. 

 

7.3 Cancer services 

 

Meeting the standards for cancer waiting times has been an historic challenge for our 

hospitals, in particular, the requirement for patients with suspected cancer to see a specialist 

within two weeks after referral from their GP. 

 

To understand how we could reduce waiting times for patients, the NHS TDA commissioned 

an external review overseen by Stephen Ramsden, an experienced NHS Chief Executive 

and Patient Safety Director. 

2014/15 outpatients in 

numbers: 

Referrals received: 168,000 

Appointments booked: 630,000 

Patients attended: 450,000 

Missed appointments: 49,000 

Cancellations (patient): 75,000 

Cancellations (hospital): 71,000 
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In response to the recommendations published in July 2014, we developed an overarching 

cancer improvement plan and started to implement the following actions:  

 

 Establish a peer review process to support ongoing delivery assurance;  

 Improve cancer care pathways including a new ‘GPs to test’ pathway to enable 

patients to have a CT scan at their first hospital appointment; 

 Improve the quality of information with the introduction of tumour site level reports, 

weekly validation of patients on the pathway and daily priority treatment lists; 

 Infrastructure and administration – a restructure of the cancer services department 

and strengthened leadership has seen new roles introduced, current roles refined 

and additional resources agreed to meet demand. The governance structure now 

includes weekly meetings with the divisional and tumour site teams to drive 

performance and monthly review of performance by our executive team; 

 Improve cancer patient experience with new initiatives such as providing patients 

with a named cancer nurse specialist whom they can contact and a new Macmillan 

volunteers inpatient visiting service. 
 

Following poor performance in the first half of 2014/15, we made significant progress in 

reducing waiting times for patients awaiting their first outpatient review. Since November 

2014, around 97% of patients with suspected cancer and 93% of patients with breast 

symptoms were seen within two weeks. 

 

Our performance against two access standards – the 62-day cancer treatment standard and 

31-day standard from decision to treat to first definitive treatment target – remains below the 

expected level, in particular, colorectal, urology and lung tumours. Overall, 95% of patients 

had their first treatment within 31 days following their diagnosis – just short of our target of 

96%. 78.2% of patients referred by GP and 91.4% of patients referred by a screening 

service had their first treatment within 62 days (against targets of 85% and 90% 

respectively). 

 

We performed well against targets for cancer patients requiring second or subsequent 

treatment; 98.4% of patients requiring surgery and 100% of patients requiring drugs received 

their treatment within 31 days (against targets of 94% and 98% respectively).  

 

In the latest national cancer patient experience survey,8 we were among the top 20% of 

trusts in helping our patients to understand information about their cancer, giving patients a 

choice of treatments and helping to control the pain. 

 

7.3.1 Priorities for 2015/16 

Our clinical strategy will set the context for developing a five-year cancer strategy. 

We aim to achieve and sustain the cancer waiting times standards, particularly the 62-day 

referral to treatment standard, and aim to treat 85% of patients referred by their GP and 90% 

                                                           
8
 2014 national cancer patient survey, published September 2014 



24 

 

of patients referred by a screening service within 62 days. We will work closely with the NHS 

Intensive Support Team (IST) and Herts Valleys CCG to identify and implement the 

necessary changes in primary and secondary care to deliver consistently high-quality cancer 

care.  

Working collaboratively with the IST, we will model demand and capacity for all tumour sites 

and develop action plans to improve our cancer patient pathways, eliminate bottlenecks 

and deliver sustainable performance. Phase one – a review of demand and capacity 

requirements for colorectal, lung and urology tumour sites – is underway. A working group 

established in 2014/15 will look at developing one-stop clinics and further improve the care 

pathway for our patients with head and neck tumours. We will also work with Herts Valleys 

CCG to improve the management of prostate cancer in the community. 

 

Building on the achievements of 2014/15, we will develop an interim and long-term strategy 

to improve our cancer information system and continue to improve the quality of our 

clinical data and governance. 

We aim to achieve full compliance with National Cancer Peer Review measures to help us to 

improve the outcomes and experience of our care and will update our cancer patient 

experience improvement plan for 2015/16. 

Measuring success 

We expect to be delivering against all Cancer national access standards from July 

2015.  

8.  Ensuring our services are well-led and sustainable  

 

Developing our leadership, addressing critical workforce gaps,  continuing to engage our 

staff, improving our information management and technology (IM&T) are all major enablers 

of our 2015/16 operational priorities.  

 

Our priority areas of focus for 2015/16 include:  

 

 Leadership and board development; 

 Workforce and organisational development; 

 Decision support and integrated performance management; 

 IM&T improvement (Make IT Happen). 

 

8.1  Board development 

 

During the past two years, there have been significant changes to the membership of the 

Board. This led to a large number of Executive Director positions being filled by interim staff. 

In 2014/15, we successfully recruited substantive staff to all our senior posts. Following the 

departure of Samantha Jones, Chief Executive, in January 2015, we aim to appoint a new 

substantive chief executive by September 2015.  
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In 2015/16, our Board will continue to focus on the fundamentals – ensuring that patients are 

at the centre of all that we do and that improving the quality of our care is foremost in the 

minds of all staff. 

 

We will continue to strengthen board leadership and governance in 2015/16, ensuring that 

the Board works effectively with a clear understanding of the respective roles of executive 

and non-executive directors. The Board will continue to work with the Good Governance 

Institute to ensure our governance arrangements fully comply with best practice. 

 

We will complete 360 degree appraisals for all Board members and finalise the Board 

Assurance Framework by July 2016. This framework will be regularly reviewed by the Board. 

 

 

8.2 Clinical leadership 

 

We have a strong and committed senior clinical leadership team. However, current formal 

arrangements to enable clinicians to take a meaningful leadership role in developing and 

delivering the required service improvement and programmes of change are variable. For 

example, not all our clinical directors have formal sessions for leadership and management 

included within their job plans and remuneration for undertaking these roles varies 

considerably.  

 

In 2015/16, we will review clinical leadership arrangements to ensure that we achieve the 

right balance across the organisation and that clinicians have appropriate time within their 

job plans to fulfil their leadership roles.  

 

8.3 Workforce and Developing our Organisation (DO) 

 

Workforce and organisational development to enable the recruitment and retention of an 

appropriately skilled workforce will be vital to improve the quality, safety and sustainability of 

our services.  

 

Key workforce issues that we need to address are:  

 A turnover rate of 16.9%, which has peaked at 19.3% in the past 18 months, coupled 

with a vacancy rate of 12.3%; 

 Average agency spend in excess of 14% of pay bill and an agency to bank usage 

ratio of 65:35; 

 The need to further build staff engagement to in turn drive improvements to 

productivity and motivation;  

 Inconsistent and multiple local pay agreements which drive inequity and are not cost 

effective;  

 Unclear routes to learning and the need to ensure our learning and development 

propositions are aligned to organisational need; 

 Colleagues in leadership roles who have had little management or leadership 

development; 

 Low levels of satisfaction among staff – we are in the bottom 20% of trusts in seven 

areas of the national staff survey. 
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Following its launch in 2013/14, our „Developing our Organisation (DO)‟ programme 

continued to gain visibility across our hospitals. Our Board recognises the DO programme as 

the path to the long-term transformation of the organisation. 

 

Over the past year, we strived to make our hospitals a better place for our staff and 

volunteers to work: 

 

 As part of the DO programme, we launched a new values-based appraisal system 

to help our staff to be clearer about the role they play in achieving our overall 

objectives and to better recognise the work our staff do. We trained 650 managers in 

this new appraisal system and 70% of our staff had a values-based appraisal in 

2014/15; 

 We introduced a new values-based assessment which supports recruitment to key 

roles within the organisation. We developed a similar approach for nursing and 

midwifery roles to ensure that we only recruit people who share and live our values; 

 A review of our human resources function saw the introduction of HR Business 

Partners and a number of online systems to help improve efficiencies and 

processes; 

 An official review of our learning and development approach from Health Education 

East of England found „significant improvements‟ following their previous visit.  

 

Priorities for 2015/16 

Our DO programme will focus on four key areas in 2015/16: 

 

1. Create a stable workforce: stem the current high levels of turnover and reduce our 

reliance on temporary staffing; 

2. Engage our workforce to empower staff to make changes which lead to better care 

for patients (Listening into Action); 

3. Develop our workforce: ensure that we are able to offer a full suite of development 

interventions which will help develop capability both at an individual and 

organisational level; 

4. Implement new ways of working: design roles which are more flexible in what we 

do, how we work and how they are structured. 

 

8.3.1 Create a stable workforce  

 

During 2015/16, our key focus will be on both recruitment (pace and quality) and staff 

retention to achieve a critical mass of substantively employed staff. We aim to reduce our 

vacancy rate to 7% and maintain a turnover rate of 12% by March 2016.  

 

We have developed a strategy which identifies actions for 2015/16 to improve how we recruit 

and retain our staff. Targeted recruitment will be a key priority for the next 12 months; we 

will participate in more external and partnership recruitment activities, such as recruitment 

fairs, and run an overseas recruitment and workforce integration programme with the aim of 

recruiting 100 new nurses and midwives by August 2015. We will continue our rolling nurse 
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and healthcare assistant recruitment campaigns, open days and run a targeted consultant 

and middle grade emergency medical staff recruitment campaign. We will also work 

proactively with local schools and colleges to significantly increase the number of 

apprenticeships our hospitals offer and promote our hospitals as part of a „return to practice‟ 

initiative. 

 

We will continue to utilise the benefits of our new, streamlined recruitment processes to 

reduce the average „time to fill‟ from 89 days to 70 days. 

 

Working with NHS Professionals, we aim to strengthen our nurse bank so that we can cover 

more than half of our shifts with our staffing bank and reduce agency spend by more than 

60% (target reduction from 16% to 6%). 

 

To support our staff to achieve a better work/life balance, we will review our approach to 

flexible working and look for opportunities to revise shift working arrangements (in 

particular, for highly pressured environments). 

 

We will create a „West Herts‟ employer brand that clearly communicates our offer to 

employees and fully review our induction processes to ensure a better joiner experience. 

This will include developing a new recruitment website, a redesign of adverts and review of 

media placement, and increasing the use of social media to aid recruitment and retention. 

 

In response to staff feedback, we are improving rest facilities at our hospitals and aim to 

have new facilities in place in the summer.  

 

8.3.2 Engage our staff: Listening into Action 

In 2015/16, we aim to fundamentally shift how we work and lead to create a great place to 

work where staff feel empowered and proud. This will be a catalyst for improving our 

patient care. 

 

Our new approach to engaging our staff, Listening into Action, is a nationally-recognised, 

best practice programme. It will be personally led by our chief executive and has the full 

commitment of our clinical leadership. Over the next 12 months, we aim help our clinical 

leaders to engage and empower their teams, giving staff ‘permission to act’ and to start to 

change „the way we do things around here‟. 

 

All our staff will have an opportunity to become involved in our Listening into Action „big 

conversations‟ to engage staff in identifying where we could improve our services and to 

tackle some of our long-standing issues, such as reducing length of stay. We will also 

undertake „pulse checks‟ to give us a clear view from a staff perspective and insight about 

what we can do to provide more effective and responsive care, as well as measure progress.  

 

At an organisational level – in response to what staff say matters most – we will strengthen 

the visibility of our leadership, make it easier for staff to raise concerns, work with staff to 

plan for improvements to local work environments and invest in staff wellbeing initiatives.  
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We will also introduce a new and more engaging approach to action planning in response to 

our staff surveys and clearly demonstrate how we are tackling staff concerns through 

enhanced communications channels. 

 

8.3.3 Develop our workforce 

We will embed our new values-based appraisal approach so that each member of staff has 

clear objectives linked to our organisational objectives and a personal development plan. 

We will also introduce performance-related pay progression. 

 

In 2015/16, we will bring all our training related teams into one new ‘Learning and 

Development’ function which will provide learning interventions more closely aligned to 

organisational need, underpinned by more effective processes and delivered more cost 

effectively. We will develop the core management skills of staff who lead teams by creating 

more „blended‟ learning channels which are easier to access and roll out the „Leadership 

Excellence Programme‟ to 140 of our key leaders. We will develop a unique education 

incentive package for middle grade emergency doctors and better support staff recruited 

from overseas to achieve UK registration and offer English language training where required. 

 

We will enhance our e-learning channels, particularly those related to statutory / mandatory 

training, with 50% to be undertaken online by March 2016, and introduce and embed eight 

practice educator facilitator roles into the organisation.  

 

We will develop, promote and implement specific pathways to support healthcare assistants 

into professional training (bands one to four) as well as expand our apprentice programme. 

 

We will introduce a new induction programme to help new employees understand the 

organisation‟s values and assist them to be more successful in their new roles and develop a 

divisional orientation support programme. 

 

8.3.4 Implement new ways of working (including 7/7 and team job planning) 

 

We are committed to moving towards seven day working in appropriate areas to ensure 

continuity of service level and quality around the clock, 365 days a year. In developing seven 

day plans, we will engage the clinical and corporate workforce to develop future staff 

establishments and rosters that consider the needs of both patients and staff. 

We will focus on delivering the following five standards in 2015/16: 

 Time to first consultant review: Undertake quarterly audits of the time to first 

consultant review with the aim of 95% patients admitted between 8am and 8pm 

having a consultant review within six hours of admission; 

 Shift handovers: Undertake quarterly audits of clinical handover arrangements 

with the aim of achieving 98% compliance by March 2016; 

 Diagnostic: Implement a seven day MRI service and increase the availability of 

other diagnostic tests, including vascular scans and echocardiograms at 

weekends; 
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 Mental health liaison: Work with Herts Valleys CCG and Hertfordshire 

Partnership NHS Foundation Trust to strengthen child and adolescent mental 

health liaison arrangements; 

 Transfer to community, primary and social care: Work with Herts Valleys 

CCG, Hertfordshire County Council and Hertfordshire Community NHS Trust to 

strengthen out of hours discharge support. 

 

Other seven day working initiatives will include implementing and evaluating the „Hospital at 

Night’ model (following the business case approval in October 2014); reviewing weekend 

medical, nursing and allied health professional (AHP) cover; and, developing a team-based, 

multi-disciplinary approach to team job planning and rostering that is agreeable to existing 

staff and attractive to future recruits, whilst providing extended service delivery hours. 

 

We will develop associate and advanced practitioner and nurse practitioner roles to reflect 

changes in the availability of junior doctors and the need for 1:1 nursing or support resources 

over and above ward establishments.  

 

We will also create greater consistency, cost effectiveness and transparency in how we pay 

staff and reduce the number of local pay arrangements. 

 

8.4 Information and communications technology: make IT happen 

 

Our current information and communications 

technology (ICT) provision is not fit for purpose and 

carries significant operational risk. 

 

Disparate, often out-of-date clinical systems are not 

integrated and there is significant duplication of 

effort and risk of data quality issues. Staff 

experience delays due to poor access and out-of-

date equipment and our communications with 

patients and partners are largely paper-based 

information channels. 

 

Following the NHS TDA‟s approval of the full business case in May 2014, we signed a major 

new contract to transform the cancer information system and continue to improve the 

quality of our clinical data and governance. This will see £25.5 million being invested into 

our IT systems as part of a scheme called „make IT happen‟. This will have benefits for our 

patients and revolutionise the way that we work.  

  

The rollout of new technology commenced in late August 2014 with a new 24/7 helpdesk to 

improve the reliability of IT support services. Work is now underway to replace networks at 

our three hospitals and to move our key clinical and business systems to offsite data 

centres. 

 

 

 

ICT will be a key enabler for our operation 

priorities:  

 In maternity, ICT will improve 

reporting of quality and safety 

metrics 

 Information dashboards in A&E will 

support improved patient flow and  

drive discharges 

 In planned care, improved information 

systems will strengthen reporting, with 

a system of alerts to ensure 

compliance with national 

standards. 
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8.4.1  2015/16 priorities  

 

The ICT transformation will continue over the next two years and will enable staff to spend 

more time with patients and support alternative ways of working, for example using video 

conferencing, internet telephony or instant messaging to communicate with colleagues 

across different sites. We will also consider how greater use of technology and innovation 

can improve patient healthcare while delivering cost savings.  

 

In 2015/16, we will rollout a suite of new devices for staff, including desktop computers, 

tablets, laptops and smart phones, to support agile working and improve access to systems 

on wards, in clinical areas and off-site access. We will plan for the introduction of electronic 

document management for internal and external correspondence and referrals. 

 

We will put in place technical architecture to allow disparate clinical systems to communicate 

and share information, and enable existing clinical systems to capture real time admission, 

discharge and transfer (ADT) and bed-state information. We will also work with our partners 

to integrate information across healthcare settings, for instance, the use of summary 

care records in pharmacy, and enable 100% of electronic discharge summaries to be 

delivered to the relevant GP practice within 24 hours of discharge. 

 

Patients will benefit from improved communication and information sharing; for example, we 

plan to  introduce SMS reminders for appointments by October 2015, free WiFi access by 

December 2015, and patient kiosks for more efficient check-in.  This is subject to our 

application for additional capital resourcing being successful (see section 9.6 below)  

 

Looking forward to 2016/17, we will look to develop a fully integrated patient electronic 

health record so we can better track and manage patient care across the patient pathway. 

We will make it easier for patients to book appointments by introducing a single, seamless 

patient communication channel, and begin to introduce full electronic prescribing and 

electronic requests for investigations. We will develop a tele-health strategy to enable us to 

deliver healthcare services via telecommunications, for example, using technology to 

monitor patients at home to avoid hospital admissions. 

 

8.5 Decision support  

 

Currently, clinical information is fragmented across many systems and there is a significant 

reliance on manual data collection, with ad-hoc reporting using Excel and Access. The 

majority of information analyst time is spent processing data and producing detailed reports 

rather than conducting higher-level analysis that enables delivery of summary reports with 

insight and commentary. There is significant work required to improve information accuracy, 

presentation, timeliness and usefulness. 

 

8.5.1 Priorities for 2015/16 
 
A key priority for 2015/16 is to strengthen our performance framework – the way we 

monitor operational performance data at a senior and board level – to ensure that 

appropriate, risk assessed, remedial action plans are put in place for areas of under-delivery 
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with clear accountability. This will involve monthly meetings with divisions chaired by the 

chief executive to review performance and quarterly evaluation of performance framework 

effectiveness. See section 10 for further detail on how we will oversee delivery of this plan.  

 

We will strengthen reporting across our hospitals and train managers and clinicians to use 

information effectively. Improving cancer reporting will be a specific area of focus for 

2015/16. We will develop automated reporting at consultant level with integrated local, 

regional and national benchmarking information and a dashboard-style drill down reporting 

system; this will support our unscheduled care division to reduce length of stay and 

readmissions. We will have an increasing focus on „prospective information‟ and real-time 

monitoring of performance.  

 

We will develop data quality reports to focus validation activity and reduce errors entering 

source systems and improve clinical coding that underpins how we are reimbursed for our 

services. 

 

Looking forward to 2016/17, we will enable clinical decision support to be built into clinical 

systems – this will support clinicians to make decisions and request investigations. We will 

implement a data warehouse and management information system to integrate information 

across all clinical systems and enable electronic reporting for the integrated discharge team. 

 

8.5 Information governance 

 

A 2014/15 external review of our information governance (IG) systems and processes 

recommended that we further the IG agenda, strategy and adoption of best practice across 

our hospitals. 

 

In response, an IG Steering Panel will be established from April 2015 with representatives 

from across the organisation and professions to drive ownership and awareness of IG. A key 

priority for 2015/16 will be an IG awareness programme to include management and 

culture, technology and systems, process and practice, people and skills. The Panel will 

report to the informatics group, whose expanded remit includes IG as well as oversight of 

medical records management. 
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9. Activity, workforce planning, finance and capital 
 
9.1 The development of the Trust‟s financial plan can be represented in the diagram 

below: 
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The Trust‟s activity, finance, capital and workforce plans have been affected by a long 

history of underlying financial problems and under-investment in our asset base. In 2013/14, 

we increased spending on clinical staff to ensure we had safe 

staffing levels and this led to a £13.4m income and expenditure 

(I&E) deficit.  

 

In 2014/15, we invested £17.0m in essential works to replace 

and improve our buildings and equipment, and increased our 

workforce to 4,050 employees and bank staff and approximately 

450 whole time equivalent (WTE) agency staff. As a result of our 

2014/15 activities, we expect to record an I&E deficit of £14m.  

 

To support our 2014/15 activities, we called on additional support 

outside of the routine funding mechanism: 

 

 £12m support for the revenue position from Provider Deficit Funding agreed via NHS 

TDA; 

 £2.5m concession to the marginal rate penalty – equivalent to 70% of tariff for 

admissions above the 2008/09 baseline; 

 Waiving contract penalties potentially worth £6m that could have been levied for 

breaches against key contractual targets such as the planned care, A&E and cancer 

waiting time targets; 

 £4m additional support above tariff to achieve our target of reducing the backlog of 

patients waiting more than 18 weeks for planned care; 

  £22.7m of Public Dividend Capital (PDC) to finance the cash flow consequences of 

the expected £14m deficit, fund paying instalments of loans taken out in earlier years 

and to reduce our creditors; 

 £6.7m of PDC and £2.4m loan funding to support the £17.0m capital programme. 

 

9.2  2015/16 activity plans 

 

Our discussions with commissioners have focused on the following activity plans for 

2015/16: 

 Changes to unscheduled care pathways to reduce the number of emergency 

admissions; 

 Reviewing elective care pathways to reduce the demand for follow-up outpatient 

attendances; 

 Additional activity required to meet the 18 week planned care targets; 

 Expansion of endoscopy services from October 2015 to meet increased demand 

from additional bowel screening; 

 The full year effect of service changes and developments; 

 Activity changes resulting from the new children‟s observation bay at Watford 

Hospital; 

 The mid-year transfer of respiratory outpatient activity to Central London Community 

Healthcare NHS Trust (CLCH); 

In 2014/15:  

 52,000 emergency 

patients and 39,000 

elective patients were 

admitted 

 104,000 patients 

attended A&E  

 450,000 people attended 

outpatient appointments 

 5,600 babies were born 

under our care 
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 The transfer of sexual health outpatient services to CLCH from 1 April 2015 (this 

transfer includes 19,580 first and 4,891 follow-up attendances).  

 

The activity plan in comparison to the forecast outturn for 2014/15 is summarised in the table 

below. 

 

Area of plan required to be submitted 

Forecast 
outturn 
2014/15 

Plan 
9
2015/16 

Total written referrals - (G&A) 119,629 104,737 

Elective admissions - ordinary admissions (all specialties) in spells 38,759 42,375 

of which: Elective admissions - ordinary admissions (G&A) in spells 7,868 8,602 

Elective admissions - day cases (G&A) in spells 30,891 33,773 

Total elective admissions (all specialties) in spells 38,759 42,375 

of which: total elective admissions (G&A) in spells 38,759 42,375 

Non elective admissions (all specialties) in spells 51,970 53,074 

of which: Non-elective admissions (G&A ) in spells 46,572 47,514 

First outpatient attendances - following GP referral (all specialties) 68,337 59,831 

of which: First outpatient attendances - following GP referral (G&A) 68,269 59,771 

All first outpatient attendances (all specialties) 143,551 125,651 

of which: All first outpatient attendances (G&A) 128,802 110,461 

All subsequent outpatient attendances (all specialties) 220,624 220,281 

A&E attendances - total (all types) 103,999 107,115 

 

 

9.3 Income and expenditure 

 

The underlying deficit 

 

Balancing income and expenditure sustainably while responding to patient care demands is 

likely to become more challenging in 2015/16.  The current forecast deficit for the end of 

2015/16 is £32.8m. 

 

This represents an £19m increase in the deficit compared to 2014/15 outturn (subject to 

audit). The main reason for this increase is that the 2015/16 plan excludes £19.6m of non-

recurrent benefits accrued in 2014/15, namely: 

 

                                                           
9
 The Trust’s activity plan while accepting important elements of our host CCG’s QIPP plan excludes activity 

valued at £5.4m where the Trust believed there was insufficient evidence to support the incorporation of the 

effect of these interventions into this plan. 
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 £12m of provider deficit funding; 

 £2.5m concession against penalties that could have been raised under the marginal 

rate rule for emergency care admissions; 

 £5.1m of other one-off benefits including profit on the sale of the former prescription 

packaging unit at St Albans, not providing for NHS potential bad debts, income over-

performance, and release of historical accruals.    

 

The problems created by the absence of non-recurrent income in 2015/16 are partly 

mitigated by the removal of £7.7m of non-recurrent costs incurred in 2014/15. As a result, we 

start the year with an underlying deficit of £25.7m. 

 

The underlying deficit can be traced back to recurrent overspending masked by repeated 

injections of non-recurrent income. A range of factors have contributed to the historical 

deficit position including an under-recovery of income, increasing levels of unscheduled care 

activity remunerated at marginal rates, high workforce costs related to high use of agency 

staffing and a range of internal productivity issues.  

 

The size of the underlying problem – built up over a number of years, but compounded most 

significantly in 2013/14 in response to increased quality demands – means that a return to a 

recurrent balanced position can only be realistically planned for over more than one financial 

year.  

 

It is therefore anticipated that despite the anticipated large increase in the Trust‟s deficit for 

2015/16 when compared to that reported for 2014/15 there will be a steady improvement in 

performance over the next 5 years supported by a robust efficiency programme and a clear 

strategy for service provision. This plan will be developed further in the Trust‟s longer term 

planning documents. 

 

The 2015/16 plan 

 

The chart below illustrates the changes between 2014/15 outturn and the 2015/16 plan. 
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As illustrated above, there are some significant pressures including: 

 

 Non-recurrent benefits accrued in 2014/15 – such as the £12m non-recurrent 

provider deficit funding and £5.1m of one-off benefits – will not be repeated in 

2015/16; 

 £12.5m of inflationary cost pressures, including a £5m increase in contributions to the 

Clinical Negligence Scheme for Trust (CNST)10; 

 £5.2m of transformation costs including extraordinary spending on overseas 

recruitment, support for the efficiency programme, ICT strategy and organisational 

development; 

 £5.4m of planned Quality, Innovation, Productivity and Prevention (QIPP) 

interventions, which we will need to manage by reductions in cost, unless the 

planned activity reductions fail to materialise. 

 

Our plan also includes increased financing costs associated with the increase in our asset 

base and the new arrangements for temporary borrowing. 

 

The pressures above are mainly mitigated by: 

 

 The removal of £7.7m of costs associated with the 2014/15 transformation 

programme; 

 An anticipated £12m of efficiencies; 

                                                           
10

 This has arisen due to the NHS Litigation Authority (NHSLA) changing the basis for contributions to the CNST from 

a risk management based approach to a claims history approach.  
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 A £4m benefit due to changes in the Marginal Rate Emergency Tariff (MRET) 

penalty; 

 An unwinding of restrictions to income due to risk share agreements related 

maternity and outpatient diagnostics services. 

 

9.4  Key assumptions  

 

The forecast for the 2015/16 outturn, draws on near completion of contract negotiations 

which include the following income and expenditure assumptions. 

Key assumptions – income: 

 

 2014/15 forecast outturn adjusted for non-recurrent funding and commissioner 

intentions; 

 Demographic (1.66%) and other growth (0.33%) applied using a cross-organisation 

strategic review assumption; 

 The impact of the tariff deflator has been assessed at -0.5% based on 2015/16 

forecast activity and case mix offset by income increase from high cost drugs and 

using the Enhanced Tariff Option (ETO)11; 

 Other tariff rule changes including only a 30% penalty for emergency work above the 

MRET threshold, again in line with the ETO; 

 Re-investment of MRET and re-admission penalty income with West Herts Trust has 

not been confirmed but, if received, will be invested in schemes designed to manage 

admissions. For planning purposes, we assume that costs and re-investment income 

will be equal; 

 Income arising from commissioning to meet planned care targets has been assumed 

to require much less additional resource than 2014/15. The Trust‟s host 

commissioner has invested an extra £0.6m above contract baseline. 

 Income plans are worth £5.4m more than indicated in agreed contracts. This arises 

because the Trust found insufficient evidence to support all host CCG QIPP plans, 

however, the CCG has agreed contracts on the understanding that all activity 

referred to the Trust will be paid for under tariff or contractually agreed rates. 

 

Key assumptions – expenditure: 

 

 The expenditure baseline represents the 2014/15 forecast outturn adjusted for any 

full year effects of agreed cost changes; 

 The changes to the baseline include: 

o Changes relating to commissioner intentions resulting in loss of contribution; 

o Costs relating to activity growth matched with income; 

o Inflation of 3.9% as summarised by the table below. Note the inclusion of an 

updated assessment of NHS Litigation Authority (NHSLA) increased (55%) 

contributions, pay award / incremental drift and non-pay inflation; 

 

                                                           
11

 NHS England and Monitor letter of 18 February 2015 
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Cost type £m % 
Inflation 
£m 

Pay 196.0 1.5% 2.9 

Drugs 19.0 5.3% 1.0 

NHSLA
12

 9.0 55.1% 5.0 

Other non pay 98.4 3.7% 3.6 

Total 322.4 3.9% 12.5 

 

 

 Non-recurrent costs of the continuing transformation programme as summarised in 

the table below. 

Summary of WHHT 2015/16 transformation costs 
 
 

 
£m 

Recruitment of overseas clinical staff 1.0 

Individual project and strategy development support 1.0 

Efficiency programme advisory support 1.5 

Project management 0.5 

Continued non-recurrent element of IT development programme 1.0 

Organisation development programme 0.2 

Total 5.2 

 

9.5 Cost improvements 

 

We have a history of sub-optimal performance in delivering the required efficiency 

improvements. Normalised delivery equates to an average £8m per annum over the past 

three years; around 50-70% of the required target. The shortfall in delivery has contributed 

towards the FY14 deficit outturn, the FY15 deficit plan and impacted our ability to invest in 

services and innovation. 

 A number of internal and external reviews have concluded that the historical delivery of 

savings has been inconsistent, incomplete and involved the use of significant non-recurrent 

elements. A series of recommendations were made to improve both the management and 

performance of the savings programme, including the need to strengthen planning to ensure 

delivery, to increase ownership across the Trust and to improve and consistently apply the 

quality review process. 

 

 In response to concerns about our internal capacity and capability to deliver the efficiencies 

required, particularly given ongoing operational pressures, we recruited an advisory firm to 

support us to manage the programme. Support commenced in June 2014 and has included: 

 

                                                           
12 The NHSLA manages the clinical negligence scheme for Trust‟s and other financial pooling arrangements to 

manage the financial risk of litigation against the Trust.  
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 A review of the existing programme management office (PMO) and 

recommendations to establish an effective PMO function and programme 

governance arrangements, followed by support to run the efficiency PMO; 

 A financial baseline report, including a review of our forecast I&E for FY15 and FY16 

outturn and FY15 cash flow forecast and an assessment of the assumptions made 

and whether savings plans were realistic; 

 A review of existing cost improvement programme (CIP) plans including a review of 

supporting documentation and risk adjustment to proposed savings; 

 Production of a detailed plan for both existing CIPs plus additional efficiencies 

identified for delivery in FY15 and subsequently in FY16; 

 Hands-on support to divisions and the executive team to maximise the in-year 

delivery of efficiency opportunities within the constraints of the ongoing operational 

cost pressures; 

 Completion of two service reviews: an options paper and subsequent business case 

to move elective activity from Watford to St Albans Hospital, resulting in a decision to 

transfer ASA 1 and 2 elective activity to St Albans, and a review of the cardiology 

catheter lab. 

 

Despite significant delay in planning and implementing the 2014/15 efficiency programme, 

we have delivered savings of around £9m in 2014/15. This has been achieved with positive 

engagement at a divisional and Trust-wide level.   

 

The first task in managing costs is to remove from the cost base £8m of expenditure badged 

as non-recurrent and targeted toward the transformation programme during 2014/15. The 

removal of these costs, while maintaining the significant improvements in quality and 

governance, presents an immediate challenge in further reducing our recurrent cost base.  

 

Based on the work to improve our recurrent cost base, we expect to save at least 3.7% of 

recurrent costs (£12.0m) and are developing detailed plans to improve this position. We 

have developed strong foundations for the 2015/16 efficiency programme, commencing 

planning earlier than any previous year. However, we recognise that we can further improve 

and refine the programme through: 

 

 Developing an efficiency programme that is congruent with our transformation 

objectives and part of the broader transformation programme;  

 Advancing an ambitious plan that delivers an exponential increase in productivity and 

facilitates real transformational and clinical change; 

 Streamlining governance arrangements that effectively hold divisions and services to 

account for cost improvement programme delivery; 

 A quarterly workshop summit to ensure that efficiencies are developed in a 

continuum, rather than in a yearly iteration. This rolling plan will be updated each 

quarter with new schemes and further detail on pipeline initiatives. 
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The table below lists the intervention areas where we anticipate new savings in 2015/16. 

 

 

 
 

 

The ultimate aim of the programme is to ensure that we deliver the efficiency target in 

2015/16 and in future years.  

 

We will need to continue the pace of delivering efficiencies in excess of 3% in every year 

going forward. The efficiency themes are summarised in the table below: 

 
Efficiency opportunities beyond 2015/16 

Theme  Notes 

Productivity „catch 

up‟ – evidence from 

strategy work 

suggests that even 

after the 2015/16 

programme, 

productivity will lag 

behind peers. Initial 

studies suggest this 

area could yield 

savings of 2% per 

annum over the next 

5 years 

Unscheduled care: 

• Improvements to A&E waits; 

• Length of stay is long for unscheduled admissions and represents over 

81% of bed days; 

• Long stay patients are a particular issue. Patients who have a length of 

stay more than 30 days represent 20% of bed days; 

• Delays in transfers of care; care home placement delays are a 

particular issue. 

Planned care: 

• Outpatient services are spread across five sites; 

• Particularly high levels of outpatient missed appointments; 

• Theatre capacity is underutilised at Watford and St Albans; 

• Theatre cancellation rates are high; 

• Elective length of stay is high; 

• Opportunities for seven day working; 

Estates: 

• Hemel Hempstead Hospital is underutilised; 

• Ward layouts are not optimised; 

• Functions are fragmented. 

Workforce: 

• Continued reductions in temporary staff use; 

• New roles. 

PID 

complete

PID in 

progress

PID not 

required

PID not 

started

Grand 

total

Admin & Clerical Workforce 0 212 0 25 237

Data Quality 929 361 0 198 1,488

Divisional CIP 526 309 51 39 925

Medical Workforce 0 91 0 46 137

Non-pay 838 263 75 70 1,247

Nursing Workforce 0 152 0 0 152

Planned Care 1,746 228 0 40 2,015

Unscheduled Care 1,335 365 0 31 1,731

Sub-total 5,374 1,981 126 450 7,932

Agency premium savings 4,068

Grand-total 5,374 6,049 126 450 12,000
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Technological 

enhancements 

(„frontier shift‟). 

Initial studies 

suggest this area 

could yield savings 

of 1.2% per annum 

over the next 5 

years.  

• Major diagnostic equipment replacement; 

• Building on the IT infrastructure development with new applications; 

• Pathology modernisation; 

• Seven day working. 

Strategy. This area 

will respond to the 

challenge to close 

the gap between the 

recurrent Trust 

baseline and 

available funding.  

• Integration of services along pathway lines; 

• Decisions regarding vascular, stroke; 

• Redesign of unscheduled care; 

• Decisions regarding elective services; 

• Local economy decisions regarding use of Hemel and St Albans; 

• New or major hospital build. 

 

 

9.6 Capital programme 

 

9.6.1 Demands for investment 

 

We need to make in-roads into our estimated £66m backlog maintenance to ensure we 

provide a safe and effective environment for patients and staff. We also need to respond to 

increasing demands for emergency and elective care while meeting national standards. 

 

Our 2014/15 application to the ITFF for critical capital funds recognised that routine internally 

generated cash would be insufficient to support the required pace for estate development 

while the Trust‟s clinical and estate strategies were being developed. £11.1m was therefore 

secured via an ITFF application and we have commissioned an interim estate strategy (see 

section 6.4) 

 

Of particular concern regarding compliance with standards and the need to respond to the 

immediate capacity requirements are projects to refurbish A&E at Watford Hospital and 

address theatre complexes at Watford and St Albans Hospitals. 

 

A&E at Watford Hospital 

 

The proportion of A&E attendances requiring admission has steadily outpaced the Trust‟s 

ability to improve average length of stay or increase the Trust‟s bed base. This has resulted 

in a significant fall in A&E performance. The Trust has therefore needed to refocus on the 

patient pathway for unscheduled care in general, including a transformation in the way that 

the A&E department manages the flow of patients through to discharge or a bed. The A&E 

transformation requires a number of physical changes to the department to support changes 

to the pathway. The physical changes will better support the incorporation of a GP practice 

at the start of the patient pathway, better identification of patient acuity earlier on directing 

patients appropriately encourage early specialist intervention. The aim is to avoid multiple 
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moves both within the department and after admission which increase length of stay. Senior 

supervision of patient care will be supported by improving the co-location of patients with 

similar acuity levels. For example the Clinical Decision Unit (CDU) will be located adjacent to 

the “Majors” area supporting clinicians responsible for managing the flow of patients through 

to the AAU (Acute Admissions Unit) are better linked to Emergency Department physicians 

to facilitate patient handover.. The design and configuration of the new ED is clinically lead 

and supported by healthcare planners and architects. 

The Trust anticipates the project requiring a 52 week construction timetable and 18 months 

from design to completion. The Trust estimates spending £6m on the project in 2015/16 and 

£4m in 2016/17. 

Theatre complexes at Watford and St Albans 

The Trust has identified a number of compliance issues with regard to its theatre complexes 

at both Watford General and St Albans City Hospitals. 

Theatre ventilation at both sites. 

Annual validation of air flow to theatres identified that air flow ducts to theatres will be 

unable to support adequate air exchange for orthopaedic work. While the plant was 

changed at Watford nine years ago the ducting was not improved. At St Albans the 

ventilation plant has reached the end of its natural life. A temporary theatre is being 

rented at a cost of £250,000 for 6 months with a £50,000 capital installation cost to 

maintain our throughput at St Albans Hospital. The Trust has reduced activity through 

main theatres at Watford and is balancing ventilation until interim work can be 

completed over two coming bank holidays. The interim arrangement does not have 

longevity and an overall replacement will eventually be needed. 

 

 

Theatre reconfiguration 

The current theatre configuration has only one area for recovery which causes issues 

with separating sexes and with safeguarding paediatric patients when recovering. 

When designed these issues were not recognised and the design was therefore 

compliant with standards at that time. In addition the Trust uses a reconfigured area 

originally designed as a plaster room as one of its theatres. Changing facilities have 

been inadequate for a number of years and given the increase in activity are not 

sufficient and are not in accordance with regulations.  

Furthermore the recent Trust CQC visit has identified an issue with regards to the 

overall environment for day surgery and waiting and support capacity.  

 

Works on both theatre complexes are expected to cost £4m with £3m being incurred in 

2015/16 and the balance in 2016/17. 

 

Other investment demands 

 

In addition to the major schemes described above to support capacity and compliance, the 

capital programme includes investment of £3.9m to modernise diagnostic facilities and meet 
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other capacity demands, including a major investment in magnetic resonance imaging 

capacity in addition to replaced CT scanning capability. 

 

Medical equipment replacement in general has been underfunded in the past resulting in 

staff continuing to use obsolete and, in some cases, unsuitable equipment. This was 

addressed in the 2014/15 ITFF funding application and the programme of investment will 

continue into 2015/16.  

 

£2m of capital schemes originally planned to be completed in 2014/15 are expected to be 

completed in 2015/16 and represent a charge against the 2015/16 capital resource limits 

(CRL). 

 

Other significant potential projects for prioritisation in the 2015/16 programme include: 

 Development of a link bridge between the Princess Michael of Kent building and the  

women‟s and children‟s building at Watford to support the movement of patients to 

theatre without relying on unsuitable and unreliable underground walkways and lifts; 

 Digital storage of medical records; 

 Estate costs linked to installation of Trust-wide wi-fi work  

 

9.6.2 Sources of funding  

Assuming the cash consequences of the forecast income and expenditure deficit are 

financed the Trust expects its capital resource limit to include the value of cash generated by 

pricing for planned depreciation of £8.5m, plus the £8.7m balance of the already approved 

£11.1m loan, plus £1m of cash generated by an undershoot against the 2014/15 EFL. The 

Trust will need to include an additional £9m of capital financing in its 2015/16 ITFF 

application to support the A&E and theatres investments described above. 

   
£000s 

A Sources of funds for capital investment 
  

A1 Depreciation 
 

8,500 

A2 Balance of £11.1m loan (£2.4m accessed in 2014/15) 
 

8,700 

A3 Sub total   17,200 

A4 
CRL adjustment from 2014/15 (cash generated by 2014/15 
EFL undershoot)  

1,000 

A9 Sub total   18,200 

A11 
Anticipated CRL adjustment due to A&E and Theatres 
applications (£9m of total £14m)  

9,000 

A20 Total   27,200 

    
B Planned applications 

  
B1 Operational capacity issues 3,000 

 
B2 Bowel screening capacity 2,700 

 
B3 A&E refurbishment 6,000 

 
B3 Sub total (operational capacity)   11,700 

B4 Estate backlog 2015/16 5,300 
 

B5 Slippage in estate backlog schemes 2014/15 2,000 
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B6 Theatre ventilation and refurbishment 3,000 
 

B7 Sub total (estate backlog)   10,300 

B8 Medical equipment 1,200 
 

B9 Diagnostic capacity 3,000 
 

B10 Sub total (equipment)   4,200 

B11 Other projects deferred from 2014/15 
 

1,000 

B12 Total   27,200 

 

 

We are also exploring other opportunities to raise capital, including the potential for 

charitable fundraising.  

 

9.7 Borrowing summary 

 

Repayments against existing Trust borrowing include: 

 

 Capital loan13 annual repayment of £2.772m and interest rate of 5.4% with the 

final payment in 2017/18; 

 Capital loan for £11.1m14. £2.4m was accessed in 2014/15 and the balance will 

be in 2015/16. The loan is repayable over 12 years with the first repayment due 

in September 2016 and the interest rate is 1.51%. 

 

The Trust anticipates increasing its total debt/equity finance by £53.3m for the amounts 

summarized in the table below: 

  
£m Note 

1 Financing of forecast 2015/16 revenue deficit 32.8 
 

2 Financing to support 2008/9 loan repayments 2.8 
 

3 Financing to support 2015/16 element of A&E and theatre works 9.0 
 

4 Sub-total 2015/16 application to the ITFF 44.6 
 

5 Draw down of last instalment of 2014/15 capital ITFF application  8.7 already approved 

6 Total additional debt/equity applied in 2015/16 53.3 
 

    
The Trust will enter into an Interim Revolving Working Capital facility for approximately £16m 

to bridge the cash flow gap between the start of the financial year and approval of an ITFF 

application. The Trust expects to submit its ITFF application in August for the £44.6m of 

additional approvals shown above. 

 

 

9.3 Summary Financial Statements 

 

The effects of the assumptions and plans above can be summarized in the following 

financial statements. 

 

                                                           
13

 Relating to loans taken out in the 2008/9 financial year 
14

 Relating to loan taken out in the 2014/15 financial year 
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2015/16 Income and Expenditure plan cf 2014/15 forecast outturn 

 

      

Statement of Comprehensive Income 2014/15 2015/16 

  £000s £000s 

Gross Employee Benefits (206.9) (217.0) 

Other Operating Costs (including Depreciation) (116.6) (111.6) 

Operating Revenue 313.4 300.4 

Operating surplus / (deficit) for the year (10.2) (28.1) 

Non Operating Expenses  (3.6) (4.7) 

Retained surplus / (deficit) for the year (13.8) (32.8) 

 

2015/16 Balance sheet cf 2014/15 forecast. 

   

            

  Statement of Financial Position 

Balance as 
at 1 April 

15 

Balance 
as at 31 

March 16 
Movement 

  

  
 

£m £m £m   

  Total Assets Employed 
   

  

  Non Current Assets 163.0 181.7 18.7   

  Cash 1.3 1.7 0.4   

  DH Capital Loan- Existing -8.3 -5.5 2.8   

  DH Capital Loan- New Approved -2.4 -11.1 -8.7   

 
DH Capital Loan- New  

 
-9.0 -9.0 

 

  

Other net current liabilities -20.1 -21.6 -1.5 

  

  
 

133.5 136.2 2.7   

  Taxpayers Equity 
   

  

  Public Dividend Capital 223.1 258.6 35.5   

  Income & Expenditure -124.5 -157.3 -32.8   

  Revaluation Reserve 34.9 34.9 0.0   

  
 

133.5 136.2 2.7   

            

 

 

Cash flow 

 

We estimate a need for additional cash support totalling £53.3m as described above. This 

cash requirement will affect the Trust‟s cash flow in the following way: 

 

This is illustrated in the summary cash flow shown below: 
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  Statement of Cash Flow 
 

  

  
 

£m   

  Opening Cash Balance  - 01/04/15 1.3   

  Operating Deficit -32.8   

  Depreciation 8.5   

  New Public Dividend Capital received in year: PDC Revenue 35.5   

  Loans received from DH - New Capital Investment Loans 17.7   

  Repayment of existing Loan -2.8   

  Payments for fixed Asset -27.2   

  Movement of working capital 1.5   

  Closing Cash Balance - 31/03/16 1.7   

        

 

The key messages are: 

 A plan to end the year with an I&E deficit of no greater than £32.8m with an 

improved performance in future years aiming to achieve break-even within 5 

years. 

 Capital expenditure of £27.2m to support the provision of safe services with 

the right capacity to match anticipated activity. 

 Debt/ equity external finance of £53.3m to support the plan. 

 £44.6m of the £53.3m will need new ITFF support, bridged by an IRWC facility. 

 Year-end cash balance expected to be £1.7m. 

 

 

9.7  Workforce 

 

During 2015/16, we will face the twin challenge of ensuring that staffing levels are adequate 

to safely and effectively treat patients while improving our efficiency. 

 

The table below illustrates that our plan is underpinned by an increase in WTE of 28 overall, 

but that we will reduce costs through building our substantive workforce to support a 50% 

reduction in costly agency staff. 

 

 

2014/15 
2015/16 
plan 

Difference 

Substantive staff 3,758.4 4,027.5 269.1 

Bank staff 292.5 292.5 0.0 

Agency staff 447.6 206.6 -241.0 

Total staff 4,498.5 4,526.6 28.1 

 

 

 

 

The increase in our substantive staff is summarised in the table below: 
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  2014/15 
2015/16 
plan 

Difference 

Non-medical clinical staff  2,713.8 2,915.8 202.0 

Non-medical, non-clinical staff 513.7 552.4 38.7 

Medical and dental staff 530.9 559.3 28.4 

Total substantive staff 3,758.4 4,027.5 269.1 

 

The key changes in our workforce plan can be summarized as: 

 A 241 wte planned shift from agency to employed staff with the help of an 

international recruitment campaign. 

 Post reductions due to the Trust efficiency programme and the loss of GUM services 

being balanced by funding for service growth. However this funding is at risk due to 

host CCG plans to reduce activity through demand management actions. 

 

9.8  Risks and mitigations 

 

Prudent assumptions have been made in respect to income changes that we expect to 

agree with commissioners. We have matched our planning to national guidance on inflation, 

but tight control is essential to ensure this and other changes are delivered.  

 

Income assumptions do not include non-recurrent funding. 0.5% contingency is included in 

line with national guidance and cover for penalties as the same level as 2014/15 both as 

mitigation and to fund actions to avoid penalties and deliver CQUIN targets. 

 

We have undertaken a multi-disciplinary approach to deliver savings, including an early 

workshop focusing on 2015/16. The approach targets every business area to generate new 

savings ideas every month. As a further mitigation measure, we will steer funding to extend 

the appointment of an external agency to support our efficiency programme. 

 

Our longer term financial plan does not yet arrive at a sustainable position. We are 

addressing this through with two key work streams. As part of Your Care, Your Future, 

Deloitte is working across the health economy to develop a clinical and financially 

sustainable strategy. Ernst and Young is working with the Trust focusing on strategic 

changes that will enable us meet the best practice standards of our peers in delivering acute 

care.  

 

We are at an early stage in improving efficiency and productivity through the use of 

technology. A well-developed level of infrastructure is essential before major improvements 

– through for example a digital hospital – can be made. Following a number of years of 

under-investment, we have outsourced information and communication infrastructure 

bringing to the Trust skills that would otherwise be unaffordable. The implementation will be 

completed in 2015/16 placing us in a strong position going forward. 
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10.   Delivery and assurance  

 
Our 2015/16 delivery plan sets out our ambitions to transform our services – to improve 

quality and performance and drive down costs. A clear programme delivery, 

accountability and governance structure, supported by a corporate PMO, will be   

established to ensure that we deliver our improvement programme.  

 

 

 

10.1 Executive leadership and governance  

 

The Board will retain overall visibility of the programme and key risks and issues via the 

Board assurance framework and formal quarterly progress updates. Each programme is 

owned by the relevant sub-committee of the Board as set out below.  

 

 

ADD PICTORIAL REPRESENTATION (see attached) 

 

  

Programme Delivery

2

Cancer
Unplanned 

care

Safe, 

Effective, 
Caring

Planned 

Care 

Well Led and Sustainable

Efficiency & Financially Sustainable

Clinical Strategy and Partnership Working

4 core 
delivery 
improvement 
programmes 

3 Key 
enabling 
programmes
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The lead executive director will take overall accountability for delivery, working with 
clinical divisional directors and executive colleagues to ensure a co-ordinated approach. 
 
Programme Executive leadership Board oversight 

Quality and 

safety 

 

(Safe, effective 

and caring 

CQC domains) 

 Tracey Carter, Chief Nurse and Director 

of Infection Prevention and Control  

 Mike Van Der Watt, Medical Director 

 Kevin Howell, Director of Estates and 

Facilities  

 Anna Wood, Associate Medical Director for 

Clinical Standards 

 Patient safety, quality and risk sub-

committee (monthly) 

Unscheduled 

care 

 

(Responsive 

CQC domain) 

 Lynn Hill, Deputy Chief Executive 

 Caroline Landon, Director of Operations 

(unplanned care) 

 David Gaunt, Divisional Clinical Director 

Unscheduled Care Division 

 Alistair King, Divisional Clinical Director 

Medical Division 

 Finance and performance sub-

committee (for operational 

performance, monthly) 

 Transformation committee 

(overview of programme delivery, 

quarterly)  

Planned care  Lynn Hill, Deputy Chief Executive 

 Jane Shentall, Director of Operations 

(Planned Care) 

 Jeremy Livingstone, Divisional Clinical 

Director, Surgery 

 Finance and performance sub- 

committee (for operational 

performance, monthly) 

 Transformation committee 

(overview of programme delivery, 

quarterly) 

Cancer  Lynn Hill, Deputy Chief Executive 

 Jane Shentall, Chief Operating Officer 

(Planned Care) 

 Andrew Barlow, Clinical Director, Cancer 

 Finance and performance sub-

committee (for operational 

performance, monthly) 

 Transformation committee 

(overview of programme delivery, 

quarterly) 

Well-led and 

sustainable 

 Paul Da Gama, Director of Workforce 

 Tracey Carter, Chief Nurse and Director of 

Infection Prevention and Control  

 Mike Van Der Watt, Medical Director 

 Helen Brown, Director of Transformation 

 Workforce sub -committee 

Finance and 

efficiency  

Make IT 

happen 

 Don Richards, Chief Financial Officer 

 Lisa Emery, Chief Information Officer 

 Finance and performance sub- 

committee 

Clinical 

strategy and 

partnerships  

 Helen Brown, Director of Transformation 

 Tracey Carter, Chief Nurse and Director of 

Infection Prevention and Control  

 Mike Van Der Watt, Medical Director 

 Sue Catnach, Associate Medical Director for 

Clinical Delivery and Strategy 

 Director of Communications 

 Transformation sub- committee 
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10.2  PMO approach  

 

We are currently re-establishing the corporate PMO to track delivery against three key 

dimensions: 

1. Milestone planning and tracking; 

2. KPIs with improvement trajectories (where applicable); 

3. Delivery of efficiency targets and budgetary performance. 

 

10.2.1 Milestones  

Milestones and, where applicable, recovery plans are currently being developed for each 

element of the plan. The relevant sub-committee of the board as set out above will receive 

quarterly updates on delivery against milestones, along with an assessment of key risks 

and issues.  Any changes to milestones will be managed via a formal change control 

process.   

 

10.2.2 Key Performance Indicators   

In addition to key national standards, we are 

developing a set of local quality and 

performance standards to enable us to track 

progress and ensure that we are delivering the 

planned improvements to care.  

Where we are not currently meeting national 

standards, we have agreed recovery plans with 

NHS TDA that set a clear timescale for when we will 

achieve compliance.  

For locally defined quality and performance indicators, we have set ourselves ‘stretch’ 

targets for improving current levels of performance. In some cases, the current baseline 

position is not clear; for these indicators, we will assess current performance as the first 

step.  

Where performance is not in line with the plan, SROs will develop exception reports with 

clear remedial actions for approval by the relevant sub-committee of the Board. Remedial 

action plans should build from and cross reference existing action and milestone plans.    

Degree of challenge / stretch  

For each indicator or standard, SROs will assess the expected degree of stretch to deliver 

the targeted improvement in performance against the following four point scale: 

1 2 3 4 

Minimal or 
no risk 

Moderately 
challenging, 

low risk 

Challenging, 
some risk 

Very 
challenging, 

high risk 

 

    Three tiers of KPIs:        

 

 

Top line KPIs ~ for board assurance (IPR, 
includes all nationally mandated + 

selected local KPIs)

Additional local KPIs and exception 
reporting for more detailed assurance at 

Board sub committees 

Operational KPIs and drill downs to 
specialty, team or individual level where 

required
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Action plans and milestones are designed to support delivery of KPIs and will address the 

key risks identified.  

 

10.2.3 Efficiency plans and productivity improvement   

Every scheme with a targeted financial efficiency contribution will be managed and tracked 

via our well-developed „quality, planning, implementation and delivery‟ (QPID) process. To 

be incorporated in our efficiency programme, schemes must be fully worked up with quality 

impact assessments signed off by the medical and nursing directors and detailed project, 

implementation and delivery plans completed and submitted into our QPID database.  

 

Delivery is automatically tracked and reported via the finance team and directorates and 

divisions are held to account through a range of mechanisms, including monthly 

performance review meetings (see below), monthly executive team, and finance and 

performance sub-committee review.  

 

10. 3 Divisional delivery and performance management 

We are developing divisional and directorate business plans that clearly set out each team‟s 

contribution to the delivery of the overall plan including detailed performance, efficiency and 

workforce targets for each team.  

Teams are held to account on delivery via monthly performance review meetings which are 

chaired by the chief executive or deputy chief executive and co-ordinated by the PMO.  
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