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Welcome to the Annual Plan of West Hertfordshire NHS Trust for 2008/09.  

 

2008/09 will be a critical year for us as we move forward in delivering our objectives of -  

�Reducing health care acquired infections - We will continue to reduce 

the incidence of health care acquired infections through improved standards of hygiene and 
practice, complying with the NHS Hygiene Code of Practice.   

�Achieving national patient access targets - In partnership with 

primary care trusts, we will develop our demand and capacity planning in delivering the 
national 18 week referral to treatment and other patient access targets. 

�Delivering a Healthy Future - We will deliver the capital schemes and 

service changes required to centralise acute emergency care at Watford General Hospital. 

�Sustaining financial health through surplus - We will deliver a 

minimum surplus of £4.4m. 

�Improving our performance - We will achieve an improved Health Care 

Commission Annual Health Check rating of ‘good and good’. 

�Achieving NHS foundation trust status - We will through good 

governance and sound management of resources present a demonstrable case for approval 
for FT status. 

 

 

This plan provides a high level overview of how we plan to deliver our objectives. Further 
detail is available in our divisional plans and associated strategies and policies. 

 
 

 
Jan Filochowski, Chief Executive 
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l 

1.1. Chief executive’s summary of the year  

 

Our 2007/08 Annual Plan provided an overview of how we were planning to improve our 
performance in delivering the national NHS agenda, and move forward with our plans to 
improve the way we provide services across our three sites.   

 

Our 2007/08 Plan detailed last year’s deliverables as -  

�  To implement our clinical services strategy – ‘Delivering a Healthy Future’ (DaHF) 

�  To ensure that we work well with partners like practice-based commissioning groups, 
primary care trusts (PCTs) and adult care services.  We must also implement our patient 
involvement and experience strategy and work closely with local authorities in their many 
roles which relate to health and health care 

�  To continue to ensure there is a strong financial base for the Trust, to be able to recover its 
costs and invest in staff development and new clinical technologies, to maintain its 
buildings and equipment effectively, and to invest in information technology to support 
efficient working 

�  To continue to develop the organisation to provide the balance of control and good 
governance required of a body spending millions of pounds of public money with the ability 
to respond to the changing environment 

�  To deliver the performance standards required by the Department of Health and the West 
Hertfordshire PCT (our main commissioner of services). 

 

1.1.1.  Implementation of Delivering a Healthy Future  

 

Acute health services in west Hertfordshire have experienced many changes over a number 
of years. In response to these escalating pressures across Hertfordshire a health economy 
wide service reconfiguration strategy – Investing in Your Health (IiYH) was developed by the 
Bedfordshire and Hertfordshire Strategic Health Authority, the two acute trusts and the 
eleven PCTs.  

 

The strategy sets out a model of care for primary and secondary care in Hertfordshire, most 
notably the rationalising the number of acute hospitals, separating acute services from 
planned care and delivering care closer to home.  

 
In west Hertfordshire, the timescale for completion of IiYH is 2014 – culminating in the 
opening of a new acute hospital on the Watford site.  

 

We fully subscribed to the model of care principles set out in IiYH.  However, for us to sustain 
acute services in west Hertfordshire, it was essential for us to undertake service 
reconfiguration in advance of 2014. 
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In response we developed an interim reconfiguration strategy – Delivering a Healthy Future 
(DaHF), comprising three phases –  

�  Phase 1 - The centralisation of planned services at St Albans City Hospital – completed 
Autumn 2007  

�  Phase 2- The centralisation of emergency services, including A&E and critical care 
services with the opening of an acute admissions unit (AAU) at Watford General 
Hospital – to be completed in the Autumn 2008 

�  Phase 3 - The creation of two local general hospitals at Hemel Hempstead General and 
St Albans City Hospitals providing a range of services, which could include outpatients, 
radiology, pathology, antenatal and urgent care and intermediate care services. 

 

1.1.1.1.  Phase 1 – the centralisation of planned services at St 
Albans City Hospital  

 

 
 

The majority of our planned operations now take place at St Albans, providing an improved 
service model for patient care with –  

�  Patients screened for infection before being admitted for their planned procedure, which 
significantly helps with the control of infection   

�  Patients also have less chance of their planned operation being cancelled, as there are no 
emergency cases being admitted which would take precedence over planned procedures.   

 

 

1.1.1.2.  Phase 2 - The centralisation of emergency services, 
including A&E and critical care services at Watford General 
Hospital 

 

 
 

2007/08 saw our plans for the opening of the AAU continue to be developed.  

In September 2007 our service for patients requiring emergency orthopaedic 

treatment centralised in a new ward at Watford General Hospital and planned 

orthopaedic and day surgery services were brought together in a new elective 

care centre at St Albans City Hospital.   

Our new ultra-modern 120-bed AAU, which we believe to be the largest 
in the country, will radically improve the way west Hertfordshire patients 
receive emergency care in the future. 
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1.1.2.  Working well with partners and implementation of our patient 
involvement strategy  

 

Working well with partners  

During 2007/08 we maintained our on-going relationships with key partners and established 
some new and important ones.  Work with West Hertfordshire PCT has continued to develop 
and strengthen as has the relationships with the emerging practice based commissioning 
groups (PBCs).  The establishment of the Clinical Conclave, a meeting between us and PBC 
leads, has provided an invaluable opportunity for our clinicians to work directly with primary 
care clinicians on redesigning the clinical pathways in a number of specialties.  This work will 
continue in 2008/09.  

 

New partnership arrangements were established with the local authorities through the health 
reference groups associated with the local strategic partnerships.  We actively engaged with 
these important groups and linked our public health agenda with the work that is being done 
within individual localities  

 

Implementation of our patient involvement strategy 

In providing high quality, patient focussed healthcare that meets the needs of a diverse 
population and ensuring national standards of excellence are achieved, we recognised it was 
essential to ensure patient and public involvement in the delivery of our services.  

 

In 2007/08 we launched our ‘Patient Involvement & Experience Strategy 2007 – 2010 
Ensuring a Voice: Offering Choice’ – in aiming for patients to be involved and receive an 
experience that not only meets, but also exceeded, their physical and emotional needs and 
expectations. 

Our strategy details where and how patients, carers and the public will be involved. We have 
a clear expectation that all staff, both corporately and within the divisions, will embrace the 
strategy ensuring that it is driven forward, thereby ensuring that all patients can fully benefit 
from improved care and services as a result. Our strategy identified key areas that 
collectively impact on the patient experience - 

 

� Communication and first 
Impression 

� Cleanliness and environment 

� Infection control 

� Essence of Care 

� Patient & public involvement & 
feedback 

� Patient information 

� Spiritual & pastoral care 

� Equality and diversity 

� Bereavement care 

� End of life care

 

 

To ensure that we made an initial positive impact and that this is continued throughout the 
patients stay from admission to discharge, we developed a patient care code of conduct. 
“How we Should Treat our Patients and Visitors” posters have been placed around our 
hospitals, with progress being monitored through regular privacy and dignity patient surveys. 
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1.1.3. To ensure there is a strong financial base for the Trust 

 

During 2007/08, we faced the considerable challenge of ensuring we stabilised our financial 
performance in order to provide a sustainable platform for the development of our clinical 
services.  

 

As in previous years the local primary care trusts continued to be the main commissioners of 
our services. Over eighty percent of our income is via the payment by results (PbR) regime, 
with the remainder being via the historic block payment route. 

 

The major change to our income levels in 2007/08 was due to our commissioners imposing a 
cap on the number of follow up outpatient appointments, with a target in line with the top 
quartile performance for English acute trusts set. Subsequently, it was recognised that little 
joint work was undertaken to agree the new pathways of care in order to support the transfer 
of activity, which exceeded the cap set by commissioners back to primary care. The financial 
effect was we were not paid for £1,200,000 of follow up outpatients care we provided to 
patients.  

For 2008/09 agreement has been reached whereby we will receive payment for all out 
patient attendances until a point in time that agreed care pathways are implemented. 

 

For the last financial year we agreed to aim for an end of year surplus of £5,000,000 with the 
East of England Strategic Health Authority (NHS EoE). However, in year we experienced a 
shortfall in capacity against our projected capacity. This was due to Phase 1 of DaHF not 
fully delivering the benefits detailed in the business case in quarters three and four, which 
resulted in the transfer of some elective patients to the private sector and the establishment 
of additional weekend and evening lists in house in order to achieve the waiting times 
targets.  

The associated additional expenditure resulted in us agreeing with NHS EoE a revised end 
of year surplus target of £2,400,000. Our 2007/08 out turn position is an underspend of 
£2,500,000. 

 

This is a considerable achievement when reviewed against the out turn position of the 
preceding two financial years, where we overspent by £11,400,000 and £26,800,000 
respectively. Table 1 provides high-level comparison between historical plan performance 
and actual performance. 

 

Turnaround team 

 

We maintained a turnaround team until the end of July 2007. A central database of savings 
plans and monitoring of achievement was established and reviewed at the regular 
performance monitoring meetings with the divisions.  

In excess of £7,000,000 of savings have been delivered and removed from budgets at cost 
centre account code level. 
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Table 1: Summary of financial performance: high-level comparison between historical 
plan performance and actual performance 

 

£m 2007/08 plan 2007/08 forecast* Variance 

Income     

Clinical income  192,144 199,224 7,08 

Non-clinical income  33,644 33,907 0,263 

Other income    

Total income  225,788 233,131 7,343 

Expenses     

Pay costs  (138,324) (138,239) 0,085 

Non-pay costs  (44,098) (54,194) (10,095) 

Other costs  (19,753) (19,399) 0,354 

Total costs (202,175) (211,832) (9,657) 

EBITDA  23,613 21,300 (2,313) 

Exceptional items  0 0 0 

Net surplus/(deficit)  5,000 2,493 (2,507) 

 

 

1.1.3.1. Service level agreements 

 

Our 2007/08 service level agreement (SLA) performance for our three main purchasers is 

summarised below.   

West Hertfordshire PCT 

� Our contract with West Hertfordshire PCT represents 94% of our planned service level 
agreement (SLA) income.  

� We were £911,000 above planned financial levels.  

� It also provided additional funding of £1,300,000 in respect of high cost drugs, the 
additional costs in outsourcing back surgery and in recognition of the outpatient cap 
being imposed without sufficient notice. 

� We over performed to the value of £2,200,000 and 478 spells in respect of emergency 
activity.  

� Elective activity was £2,800,000 below planned levels.  

� The required number of first attendances was calculated by the PCT to be sufficient to 
meet the national 18-week referral to treatment target. At the end of March 2008 we were 
approximately 3,655 attendances below the plan of 92,161 with a financial shortfall of 
£399,000.  
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The PCT imposed a follow up ratio on us with no ability to negotiate their implementation. We 
have undertaken 22,366 follow up consultations with a value of over £1,200,000 that it has 
not been paid for. In addition, because the number of follow-ups is based on the number of 
first attendances, if we fell short on first attendances directly impacting on the number of 
follow ups it is paid for.  Overall, we have reported a shortfall of £320,000 against the 
planned level. 

 

We had had £31,300,000 of activity at Month 12 with the PCT that is not part of PbR. This is 
£1,200,000 more than planned. The category includes intensive care (ITU), the special care 
baby unit (SCBU) and direct access services such as pathology and radiology. 

 

Hillingdon PCT 

� Our contract with Hillingdon PCT is our second largest.  

� We over-performed by 150 emergency spells, mainly within obstetrics. We delivered 28 
fewer elective spells than the plan of 610 and 356 fewer first attendances.  Overall the 
SLA is £109,000 below planned levels. 
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1.1.4.  To continue to develop good governance 

 

In December 2007 our Trust Board approved a number of proposals to improve our 
executive roles and committee structure in line with best practice. The purpose of these 
changes was to -  

�  Clarify role and responsibilities for directors 

�  Create clarity in the Board committee structure  

�  Create a streamlined meeting structure.  

 

The changes also provided clearer devolved responsibility for delivering key targets to our 
five main divisions –  

� Medicine 

� Surgery 

� Women’s & Children’s 

� Clinical Support  

� Estates & Facilities. 

 

1.1.4.1.  Executive leadership and divisional structure  

 

 

 

 

 

 

 

 

 

 

 

 

 

 Our core executive team and divisional structure is illustrated below –  

Clinical Support Division
Tony Divers, Divisional Director

Sally Tucker, Divisional Manager
Elaine Donald, Head of Nursing

Medicine Division
Sue Catnach, Divisional Director

 Simon Green, Divisional Manager
Brenda Rance, Head of Nursing

Surgery Division
Russell Griffin, Divisional Director
Elaine Odlum, Divisional Manager
Maxine McVey, Head of Nursing

Women's and Children's Division
Malcolm Padwick, Divisional Director/ Emmanuel Quisttherson

Emmanuel Quisttherson, Director of Paediatrics
 Jo Fearn, Head of Nursing

Estates and Facilities Division
Paul Mosley, Director of Estates and Facilities

Graham Ramsay
Director of Patient Safety

and Medical Director

Russell Harrison
Director of Delivery

Ken Sharp
Director of Finance

Gary Etheridge
Director of Nursing

Nick Evans
Director of Partnerships

Jan Filochowski
Chief Executive
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1.1.4.2.  Trust Board committee structure  

 

Our Trust Board committee structure, has been developed in line with national guidance and 
is illustrated below - 

 

 

 

 

 

 

 

 

 

 

 

   

 

 

 

 

In addition, we are planning to establish a Nominations Committee in 2009 in line with our 

plans to become a Foundation Trust. 

1.1.4.3.  Operational management  

 

Our operational management top-level decision making groups are illustrated below -  

 

 

 

 

 

 

 

 

 

   

 

 

 

Delivering a
Healthy Future

Programme Board

Delivery
Support Group

Clinical Governance
Group

Clinical Practice
and Policy Group

Chief Executive

� Delivering a Healthy Future Project Board - provides 
leadership and authority for the DaHF programme, ensuring 
that programme delivers to the approved Business Case. 

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

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

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

Remuneration
Committee

Audit
Committee

Charities
Committee

Trust Board Audit Committee is constituted to provide the Board with an 
independent and objective review of its financial systems, financial 
information, organisational governance, risk and compliance with 
laws, guidance, and regulations governing the NHS. The terms of 
reference have been approved by the Trust Board and are 
reviewed on a periodic basis.  

 

Remuneration Committee is constituted of non-executive 
directors.  The Committee reports in writing to the Trust Board the 
basis for its recommendations. The Board shall use the report as 
the basis for their decisions, but remain accountable for taking
decisions on the remuneration and terms of service of Executive 
Directors and senior employees.  

Trust and Charitable Funds Committee  - In line with its role as a 
corporate trustee for any funds held in trust, either as charitable or 
non-charitable funds, the Board has established a Trust and 
Charitable Funds Committee to administer those funds in 
accordance with any statutory or other legal requirements or best 
practice required by the Charities Commission.  
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1.1.5.  Progress towards achieving NHS foundation trust status  

 

In January 2008, we submitted our initial 5 year Integrated Business Plan (IBP) and Long 
Term Financial Model (LTFM) to the EoE.   

The Department of Health has devolved the management of trusts through the pre-Monitor 
assessment processes, to Strategic Health Authorities.  In March, EoE provided their initial 
written feedback and in April 2008 a consultant appointed by the EoE, with the purpose of 
assisting aspiring trusts, reviewed our IBP in detail with the FT Project Director and the 
Director of Corporate Affairs. 

 

There are two key questions in getting through the assessment: 

� Is the Trust managing/functioning well? 

� Is the Trust viable in the long-term? 

 

We are beginning to show signs of sustainable improvement in the first area, and we are of 
sufficient size and critical mass to be able to demonstrate long-term viability. 

 

Project Governance Arrangements 

A Project Board meets monthly, consisting of the Chairman, Chief Executive, Director of 
Finance, Medical Director, Director of Corporate Affairs and FT Project Director.  The FT 
Project Director has day-to-day management of the project and reports to the Director of 
Corporate Affairs. The Trust Board agreed the terms of reference in March 2008.   

 

1.1.6. To deliver the performance standards required by the 
Department of Health and the West Hertfordshire PCT 

 
For the 2008 Healthcare Commission Annual Health Check we are looking forward to an 

improved rating and expect to achieve a ‘Fair’ rating for both quality of services and use of 

resources, as detailed in table 2. 

Table 2: Expected 2008 Annual Health Check rating  

Year of assessment Quality of Care Use of Resources 

Excellent Excellent 

Good Good 

Fair Fair 

 

2008 – April 2007 to 
March 2008 

Weak Weak 

 

This is a considerable improvement when compared to our 2006 and 2007 ratings of weak 

and weak for two successive years.  
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1.1.6.1. Quality of services score  

 

We have declared compliance for thirty nine out of the forty three core standards, including 
four declared as ‘end of year’ compliant.  

The four non-compliant Standards focus on decontamination, health and safety, single sex 
accommodation and public health.  

 

Our performance against the national priorities is detailed in tables 3 and 4. 

 

Table 3: National priorities achieved  
 

 Measure  

1 month wait – the target is for 98% of patients diagnosed as having cancer to 
commence their treatment within one month of their GP sending the referral.  
In 2007/08 we achieved 99.9%. 

 

 

Cancer 
2 month wait – the target is for 95% of patients diagnosed with cancer to 
commence their treatment within 2 months of their GP sending the referral. In 
2007/08 we achieved 99.4%. 

For planned admissions – the target is for 99.97% of patients to wait less than 
26 weeks for admission. In 2007/08 we achieved 99.98%. 

For outpatient appointments – the target is for 99.97% of patients referred by 
their GP to waited less than 13 weeks for a first appointment with a consultant. 
In 2007/08 we achieved 100%. 

For GUM service – 93.3% of patients were offered an appointment to be seen 
within 2 working days. 

Achieving a maximum waiting time of 18 weeks from referral to start of 
treatment by December 2008 – we achieved the non admitted referral target.  

For revascularisation procedures – the target is for 99.9% of patients to wait 
less than 13 weeks for revascularisation. In 2007-08 we achieved 100%. 

 

 

 

 

 

Waiting 
times  

Rapid access chest pain clinic – the target is for 98% of patients referred to the 
clinic to be seen within 2 weeks of referral.  In 2007-08 we achieved 99.4%. 

Finance Financial performance – with an annual turnover of £220,000,000, we ended 
2007/08 with a £2,500,000 surplus.  
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Table 4: National priorities not achieved 

 Measure  

MRSA There were 37 bacteraemia infections identified in the laboratory.  Although 
this was fewer that the year before it was still more that the target figure of 18 
for 2007/08. 

Choose & 
Book  

Implementing the ‘Choose & Book’ appointments system – approximately 
40% of the trusts referrals were booked electronically during the year.  
Although this is above the national average it falls short of the government’s 
target for the NHS. 

A&E  

  

97.7% of patients attending A&E were admitted or discharged within 4 hours 
of arrival.  This fell short of the government target of 98.0%. 

Delayed 
discharges  

Reducing the number of patients whose discharge is delayed by the lack of 
other health or care facilities – for 2007/08, 5.7% of patients experienced 
some delay, against a national target of less than 3.5%. 

Readmission 
rates  

Readmission within 28 days of cancellation of an operation – in 2007/08 
1,247 (3.8%) of patients had their operation cancelled at short notice.  Of 
these 246 (20%) were not offered admission within 28 days, against a target 
of less than 5%. 
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1.1.6.2. Use of resources  

 

Table 5 summarises the key performance indicators (KPI’s) used by the EoE in monitoring 
our use of resources. 

 

Table 5: Use of resources EoE key performance indicators  

 

Target Achieved Key Issues Performance 

Deliver a surplus 
Income & 
Expenditure 
position  

 

£2,500,000 
surplus 

We achieved our planned current year 
surplus.  

This reduced our historic (cumulative) 
deficit and provides a basis for 
sustaining a sound financial platform. 

Green 

Remain within the 

External 
Financing Limit  

 

£7,855,000 

 

We have contained expenditure within 
our allocated External Financing Limit. Green 

 

Remain within the 
Capital Resource 
Limit (CRL)  

 

 

£21,984,000 

 

We have contained expenditure within 
our Capital Resource Limit. We spent 
£21,984,000 out of our £22,228,000 
CRL. The remaining £244,000 will be 
carried forward and spent in 2008/09. 

Green 

 

 

Turnaround Plan  

£16,000,000 

 

At the start of 2007/08, we targeted 
£16,000,000 of cost improvements. 

Savings of £7,557,000 have been 
achieved in respect of planned savings 
schemes. 

However, we have identified other 
savings, including additional income 
and under spends against budgeted 
reserves.  

These have enabled us to achieve our 
planned savings target.  

Green 

Better Payment 
code - Non NHS 
payments  

Target 95% 

No. 51% 

Value 57%  

We failed to achieve this target although 
performance has improved significantly 
from 2006/07. 

Red 

Better Payment 
code - NHS 
payments 

Target 95% 

No.59%  

Value 81% 

We failed to achieve this target although 
performance has improved significantly 
from 2006/07. 

Red 
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1.2. Other major performance issues  

 

In January 2008, the Healthcare Commission published a national review of maternity 
services where we were assessed in the ‘Least Well Performing’ category.  The data for this 
report was collected over the summer 2007.   

 

In response we developed and are in the process of implementing a detailed action plan, 
which will ensure our maternity services continue to improve. Our service in other recent 
reports has been recognised as one of the safest services in the country - mortality rates of 
newborn babies born at Watford General Hospital are amongst the lowest in the country 
(less than one death per thousand births compared with a national average of around one in 
300).   
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2. l 

2.1. Strategic overview  

 

In order to deliver safe, high quality care that meets patient expectations - providing 

performance in line with national best practice and value for money, we have established 

three integrated planning workstreams, which are detailed in table 6. 

 

Table 6: West Hertfordshire NHS Trust planning processes  

 

Long term Medium term Short term Timeframe 

5+ years 1-5 years 1 year 
 

Planning 
framework 

Vision Strategic 
Objectives 

Business Objectives 

 

Overarching 
planning 
document 

Clinical services 
strategy 

Integrated 
business plan 

Operational 
plan 

Divisional 
plans 

 

 

 

 

 

Supported by  

� Strategic 
Outline Case 
(SOC) 

� Outline 
Business Case 
(OBC) 

� Full Business 
Case (FBC) 

� Organisational 
Development 
Strategy 

� Workforce 
strategy  

� Clinical quality 
strategy 

� Estate 
strategy 

� IM&T strategy 

� Marketing 
Strategy 

� Associated 
SOC/OBC/ 
FBC’s 

� Capacity plans  

� Workforce plans 

� Cost Improvement plans 
(CIPs) 

� Risk management plans 

� Clinical quality plans 

� Capital programme 

� Summary business cases  

� Key Performance 
Indicators (KPIs) 
performance monitoring  
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2.1.1.  Our clinical services strategy  

 
 
 
 
 
 
 
 
 
 

 

 

These proposals build on the IiYH strategy which set out a model of care for primary and 
secondary care in Hertfordshire, most notably the rationalising the number of acute hospitals, 
separating acute services from planned care and delivering care closer to home. The 
strategy was developed by the previous Bedfordshire and Hertfordshire Strategic Health 
Authority, the two acute trusts and the eleven primary care trusts PCTs. 

 

We have been bold in our ambitions and already have in place well established plans for the 
redevelopment of the way we provide local and specialist hospital care to the patients we 
serve. Our plans will meet the challenges for Hertfordshire, as the way the NHS provides 
acute care continues to modernise, with fewer more highly specialised centres supported by 
networks of acute units and elective centres and polyclinics providing more routine services. 
 
Our clinical service strategy – ‘Delivering a Healthy Future’, details a clear road map of the 
journey we are undertaking in positioning ourselves as one of the best providers of 
healthcare in the country. Along the way we will be implementing a number of business 
cases which will transform the way we work and our estate in providing 21st century 
healthcare to the patients we serve.  
 
Our strategic journey is illustrated below –  

 

The way services are provided at both a national and local level 

are currently subject to an extensive review process ‘Our NHS, Our 

Future’, with an interim report published in October 2007. The final 

report detailing Lord Darzi’s nationwide vision for the next decade 

is planned to be published in June 2008.  

These proposals will be complimented by sector specific plans 

being developed with the implementation of ‘Delivering quality 

healthcare for Hertfordshire’ and ’Towards the Best’. 
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The principles driving our strategy and proposed service model are consistent with the 
emerging models nationally, and are characterised by -  
�  The separation of emergency and elective flows 
�  The concentration of services to benefit from clinical critical mass and the ability to provide 

24/7 consultant-led services 
�  The development of community-facing local general hospitals, with a range of ambulatory 

and diagnostic facilities closer to patients’ homes 
�  The centralisation of the Hertfordshire Cancer Centre on a major district general hospital 

site. 
 

2.1.2.  Our 1-5 year integrated business plan  

 

In January 2008, we submitted our integrated business plan (v1.0) to the East of England 

Strategic Health Authority. 

Our 1-5 year plan and supporting strategies provide further detail on how we are planning to 
implement our clinical services strategy, with the development of our clinical services model 
detailed in table 7 on the next page.  

 

In summary acute emergency services will be concentrated at Watford, elective services at 

St Albans and Hemel Hempstead will develop as a local general hospital.   
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Table 7: 1-5year clinical services model  

 Watford St Albans Hemel Hempstead 

 

 

Emergency 
care 

Accident and 
Emergency  

Acute Admissions Unit 
(AAU) 

Acute wards 

Critical care 

Emergency surgery 

Minor Injuries Unit 
(MIU)/ Urgent Care 
Centre (UCC) 

Step down beds 

UCC 

Elective care Complex cases 

Limited day Surgery  

Elective and  

Day surgery centre  

 

Medical day 
care 

Endoscopy 

Cardiology 

Chemotherapy 

- Endoscopy 

 

 

 

Diagnostics 

X Ray 

Computerised 
Tomography Scanning 
(CT) 

Magnetic Resonance 
Imaging Scanning 
(MRI) 

Ultrasound 

Nuclear Medicine 

Cardiac Catheter 
Laboratories  

Cardiac and lung 
function 

‘Hot’ and ‘Cold’ 
Pathology 

X Ray  

Ultrasound 

Mammography 

Cardiac and lung 
function 

Blood/specimen 
collection 

X Ray 

CT 

MRI 

Ultrasound 

Nuclear Medicine 

Cardiac and lung 
function 

‘Cold’ Pathology 

Outpatients & 
Diagnostics 

Wide range of 
specialties 

Wide range of 
specialties 

Wide range of 
specialties 

 

Maternal health 

Consultant delivery 
unit 

Midwife unit 

A/N clinics 

Antenatal clinics Antenatal clinics 

 

Child health 

Inpatient unit 

Day surgery 

Medical day care 

Outpatients 

Outpatients Outpatients ‘plus’ 
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2.1.3.  High level financial and investment implications of our 
proposed strategy  

 

Integral to our financial recovery and maintenance of a positive balance sheet is delivering 
service change to reduce overheads and to gain operational efficiencies from service 
redesign and site rationalisation.   

In developing our 1-5 year plan we have developed a medium term financial plan (MTFP), 
which projects our financial position up to the 2012/13 financial year. As part of this process 
we have modelled the planned and proposed impact of the national and sector developments 
to how services are provided. Our modelling demonstrates that we can deliver a surplus 
position, year on year for each of the years up to 2012/13, as detailed in table 8. 

 

Our modelling assumes that the major service changes and associated benefits realisation 
detailed in the ‘Delivering a Healthy Future Programme Plan’ are delivered in line with the 
programme milestones. 

 

Table 8: Medium term financial model summary  

 

 2007/082008/092009/102010/112011/122012/13

£m       

 Income 233.1 227.2 223.1 222.2 226.7 233.8

 Expenditure 230.6 222.8 218.5 217.7 222.2 229.2

 Surplus /(Deficit) 2.5 4.4 4.6 4.5 4.5 4.6

 Change in Position from 2007 / 2008 

 Opening Surplus  2.5 4.4 4.6 4.5 4.5

 Income Inflation (2.3%)  5 4.7 4.6 4.9 5.3

 Cost Inflation  -6.8 -6.2 -6.2 -6.6 -6.8

 DaHF – Site Rationalisation  2.8 7.1 - - - 

 Real Income Movement  -9.4 -8.8 -5.5 -0.5 1.8

 Efficiency Target Less Efficiencies   

 Assumed,  additional interest on loans  

 and activity growth  13.8 2.9 5.5 1.7 -0.3

 Non-Recurring Costs (Redundancy   

 /Double Running)  -2.5 0.5 1.5 0.5 - 

 Additional Costs backlog Maintenance  -1     

 Surplus Movement 
 1.9 0.2 -0.1

       
0.00  - 

 Surplus/ (Deficit) 2.5 4.4 4.6 4.5 4.5 4.5
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As a prospective foundation trust, we will be required to generate a surplus each year to 
support the delivery of our programme milestones. In addition, a surplus is required in 
2008/09 and 2009/10 to offset the deficit incurred in 2006/07 and to ensure compliance with 
the break-even duty. 

 

Concerning our longer term plans for the proposed new health campus on the Watford 
General Hospital site, we are currently in the process of developing an outline business case 
(OBC). The detailed financial modelling to support the OBC is currently being undertaken 
with the development of a long-term financial model (LTFM), which references the same 
base data as the MTFM. An assessment of affordability will be undertaken as part of the 
development of a LTFM. 

 

 

2.1.4. Key actions that will support the delivery of the NHS EoE 
Improving Lives, Saving Lives pledges 

 

We are committed to supporting the implementation of the NHS EoE ‘Improving Lives, 
Saving Lives’ strategy.  

 

Our approach is one of partnership, primarily with West Hertfordshire PCT. Their operational 
plan details a number of Improving Lives Saving Lives actions, which will require joint 
delivery across primary and secondary care.  

 

Below is a sample of the excellent work we have in train in delivering the relevant NHS EoE 
pledges for us in 2008/09 –  

 

We will deliver year on year improvements in patient experience (pledge 1) - Integral 
throughout our 2008/09 service developments detailed in our annual plan is improving the 
patient experience.  Supporting this is our Patient Involvement & Experience Strategy, which 
was developed last year after extensive patient, public and carer consultation.   The key 
challenge in 2008/09 is to embed this strategy in everything we do.  This will include active 
communication with all professional and other staff involved at the patient interface, including 
sign-up to the code of conduct. We will supplement the National Patients Survey by a local 
rolling patient sampling survey undertaken in conjunction with ‘Dr Foster’ using hand held 
keypads.  This approach will allow us to get quicker feedback on patient experience and 
ensure we continue to learn from patients in improving the way we provide services.  

 

We will extend quicker access to our services (pledge 2) – Integral throughout our 
2008/09 service developments detailed in our annual plan is improving access to acute care. 
Similarly, in 2008/09 we will continue working closely with primary and other secondary care 
providers in improving the way we provide services. 
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We will ensure fewer people suffer from, or die from, heart disease, stroke and cancer 
(pledge 5)  - Stroke - In partnership with West Hertfordshire PCT we will review services to 
ensure compliance with the improving outcomes standards of the ‘National Stroke Strategy’, 
including increasing the numbers of patients receiving thrombolysis within two hours of the 
onset of a stroke. In the National Sentinel Audit for Stroke 2006 we performed very well, the 
Watford unit was rated as 8th out of the 203 units in the country and the Hemel unit also 
came in the top 25%. Changes associated with ‘Delivering a Healthy Future’ will result in the 
centralisation of all acute stroke care at Watford in October 2008.     We are reviewing with 
the PCT a step-down model of care for post-acute stroke care to Dacorum residents to 
transfer back to Hemel Hempstead Hospital. 

 

We will ensure fewer people suffer from, or die from, heart disease, stroke and cancer 
(pledge 5) - Cancer - We will continue to work with the Bedfordshire and Hertfordshire 
Cancer Network in the development of cancer services.  During 2008/09, in addition to 
addressing the requirements of the ‘Cancer Reform Strategy’, we will - 

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

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

 

We will aim to make our healthcare system the safest in England (pledge 6) – We will 
continue with our programme to reduce health care acquired infections as detailed in this 
plan, and through our robust clinical governance leadership and systems strive forward with 
our plans to continually improve safety and quality of care.  

 

We will improve the lives of those with long term illnesses (pledge 7) - in partnership 
with West Hertfordshire PCT who lead on delivering this pledge we are developing improved 
service models, and are reviewing the development of rapid assessment service at Hemel 
Hempstead, and provision of elderly care local assessment services at St Albans. These 
plans are still at the discussion stage and have yet to be agreed. In 2008/09, further joint 
discussion will take place concerning the development of heart failure, Chronic Obstructive 
Pulmonary Disease (COPD), and Diabetes services. 

 

We will work with partners to reduce the difference in life expectancy between the 
poorest 20% of our communities and the average in each PCT (pledge 8)/We will 
ensure healthcare is as available to marginalised groups and “looked after children” 
as it is to the rest of us (pledge 9) - We recognise the role we plays in promoting health 
and assisting patients in addressing lifestyle issues affecting their future health like obesity, 
smoking, alcohol abuse, teenage pregnancy, and sexual health problems.  Support, for 
example, in accessing smoking cessation services is available through the outpatient 
service.  We are taking significant measures to improve services to vulnerable adults, 
building on well-established links of the A&E services with local and national groups involved 
with substance abuse and homelessness as part of a wider support to this vulnerable group. 

In 2008/09 we will appoint a Lead Nurse for vulnerable adults.  This role will support patients 
accessing services, educate staff and raise awareness in the wider organisation.   
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Service changes associated with the ‘Acute Services Review’ will allow all children’s 
admitted care to be delivered in Watford where specialist paediatric medical and nursing 
support is available at all times.  This will ensure compliance with national standards for 
children’s care in hospital. We will continue to work with the local PCTs and other partners on 
the wider child health and equality agenda, ensuring compliance with its obligations under 
the Children Act and associated regulations, continuing to implement and maintain the 
standards set in the light of the Climbié Report recommendations, led by the named nurse for 
Safeguarding Children. 

 

 

In 2007/8 we undertook a review of midwifery and maternity support worker roles and staff 
numbers.  Revised staffing numbers and skill mix relating to workloads have been agreed, 
and changes are being progressively introduced in 2008/09.  Neonatal unit staffing has also 
been reviewed. 

 

The 2008/09 Operating Framework aims for an increase in the proportion of pregnant women 
‘booking’ before they are 12 weeks pregnant.  We will work with West Hertfordshire PCT to 
establish a baseline for current practice, and then review the capacity in community 
midwifery services required to significantly increase early bookings.  In 2008/09 with primary 
care expect a decision to be reached on the future of the Hemel Hempstead Birthing Centre. 

 

 

We will cut the number of smokers by 140,000 (pledge 11)  - As part of the agreed public 
health strategy, we will implement robust mechanisms to ensure that patients seen in 
outpatient and pre-operative assessment clinics who are identified as smokers are given 
advice on the impacts of smoking and offered the opportunity to be referred to local stop 
smoking services.  We will collect regular monthly data to demonstrate the levels of referrals 
being made. For those patients that have to be admitted to hospital who smoke every effort 
will be taken to encourage them to stop smoking whilst they are in hospital.  For those 
patients who find this difficult nicotine replacement therapy will be prescribed should this be a 
patient’s choice and a referral made to the smoking cessation service at the point of 
discharge. 

 

We will also develop initiatives to encourage staff to stop smoking, and strengthen the 
support we provide to staff that wish to give up smoking and who want to be referred to the 
stop smoking services. 

 

 

Staff pledge (pledge 12) - The delivery of our plans is dependant on the commitment of our 

staff. With the development of our services comes change - the service moves associated 
with DaHF, as well as the organisational changes being made to create a high performing 
organisation fit to become a NHS foundation trust. DaHF implementation is based on an 
inclusive approach - with engagement events, one-to-one meetings with line managers, and 
staff participation in planning the change and in designing the service model, drawing on 
personal expertise in improving our patient care. We intend to run a full-scale simulation in 
the early summer when the building work is complete so that staff can experience first hand 
the new facilities and patient flows and help in the final adjustments to the service model. 
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2.2. Achievement of foundation trust status  

 

2.2.1. Development of our 1-5yr integrated business plan 

 

As detailed in section 1.1.5 in January 2008 we submitted our integrated business plan 

(v1.0) to the EoE. Subsequent review has identified that we need to strengthen - 

 

Marketing Strategy - West Hertfordshire is located to the northwest of London.  The nature 
of west Hertfordshire, a relatively densely populated area of small to medium sized towns, 
many of which are ‘dormitory’ communities for workers who commute into London, presents 
specific challenges in delivering local health services.  The three main conurbations - 
Watford, Hemel Hempstead and St Albans - are very different in character to each other, 
each with distinct local identities and fierce loyalty to their local hospitals and community.   

 

In 2007/08, West Hertfordshire PCT accounted for 94% of our clinical activity based income.  
Other PCTs with significant SLAs with the Trust are Hillingdon at 2.5% and Harrow at 1%.  
This pattern of PCT acute spend is maintained in their plans from 2008 to 2014.  We 
recognise the current need for commissioners to purchase tertiary care from specialist 
(mainly London) providers, and in partnership with commissioners we are exploring the 
potential to repatriate specialist work to us as we develop our service portfolio. We have 
identified a number of areas where it can potentially grow services and increase its income 
and strengthen the market position.   

 

Performance – We have previously struggled to achieve the levels of performance detailed 
in the national operating frameworks. We have developed our performance systems with – 

�  Monthly EoE self-certification performance monitoring based on the Monitor FT monitoring 
regime 

�  Monthly board monitoring of Healthcare Commission key performance targets 

�  Weekly performance review by the chief executive and executive team of key targets.  

 

We are in the process of developing an integrated business planning and performance 
system in line with national best practice.  

 

Risk management – We are in the process of developing our risk management systems 
with the implementation of integrated governance and ensuring risk identification and control 
is embedded in our business planning processes.  

 

Summarised on the next page are the key deliverables we have identified to achieve 
foundation trust (FT) status. 
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2.2.2.  Foundation trust status programme plan 

 

We are progressing in line with our programme plan, and have delivered the early milestones 
to ensure that when approval from the EoE is received to go to public consultation, there is 
no undue delay in moving forward. Our established projects are listed below -  

 

Communications strategy - The first draft of the communications strategy has been 
completed.   

Membership strategy - We are in the process of developing our membership strategy, and 
are reviewing the options for the constitution of the patients’, public and staff constituencies.  

Consultation document - Once the EoE agree that we can progress, we will need to be 
ready to go out to consultation on our proposals for establishment as a FT and on our 
proposed membership arrangements.  We are in the process of drafting our proposed 
consultation.  

Board development programme – we have established a Board development programme, 
which includes the development of -  

�  Regular board sessions, incorporating the whole executive team on FT issues, focussing 
on individual and collective board development.   

�  360º personal assessments for executive and non-executive directors using the EoE 
model.   

Clinical and managerial development – we are developing a programme of preparation 
events and training to support managers and clinicians in understanding how we will evolve 
in the way we work as we become an FT.  

 

The timetable for achieving FT status is outlined in table 9. 

 

Table 9: Timetable for achieving FT status  

 

Stage  Deliverable  

May  2008 onwards  Board development programme  

July 2008  2nd iteration of integrated business plan to be 
reviewed by the Project Board, Delivery Support 
Group, and Trust Board  

November 2008 Public Consultation 

January/February 2009 Monitor assessment 

June 2009 Awarded FT status 
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2.3. Service and workforce development plans  

 

The main national external planning framework which shapes how we deliver our services is 

the Department of Health’s ‘The operating framework for the NHS in England 2008/09’ – 

which details the national priorities. The 2008/09 framework highlights 5 areas of priority. 

 

 

The operating framework for the NHS in England 2008/09 

� Improving cleanliness and reducing HCAIs 

� Improving access through achievement of the 18week referral 
to treatment pledge, and improving access to GP service 

� Keeping adults and children well, improving their health, and 
reducing health inequalities 

� Improving patient experience, staff satisfaction, and 
engagement 

� Preparing to respond in a state of emergency, as an outbreak 
of pandemic flu 

The framework is one of the main contributing sources for the Healthcare Commission’s 
Annual Health Check quality of services score, which assesses how trusts perform – the 
other being the Assessment of Core Standards.  

 

 

 

 

 

 

 

 

 

Healthcare Commission’s Annual Health Check  

Consultation on the Commission’s proposals for the 2008/09 Annual 

Health Check closed on 12th March 2008. The proposals reflect 4 

themes  

� Health and well being  

� Clinical quality 

� Safety  

� Patient focus and access 

Our planning priorities will be developed in year to reflect the 

finalised Annual Health Check 
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Our objectives reflect our ambition to deliver the national healthcare agenda within available 
resources.  Our objectives are detailed in table 10. 

Table 10: 2008/09 objectives  

�Reducing health care acquired infections  

We will continue to reduce the incidence of health care acquired infections through improved 
standards of hygiene and practice, complying with the NHS Hygiene Code of Practice.   

�Achieving national patient access targets 
In partnership with primary care trusts, we will develop our demand and capacity planning in 
delivering the national 18 week referral to treatment and other patient access targets.   

�Delivering a Healthy Future 
We will deliver the capital schemes and service changes required to centralise acute 
emergency care at Watford General Hospital. 

�Sustaining financial health through surplus  

We will deliver a minimum surplus of £4.4m. 

�Improving our performance  
We will achieve an improved Health Care Commission Annual Health Check rating of ‘good 
and good’.  

� Achieving NHS foundation trust status 
We will through good governance and sound management of resources present a 
demonstrable case for approval for FT status. 

 

The following sections detail our service development plans for each of our 2008/09 
objectives in terms of –  

� What we are planning to deliver -  

o Objective  

o Executive lead  

o Main governance forum  

o The level of 2008/09 performance – this will provide the framework for our divisional 
performance framework and key performance indicators  

� How we are planning to deliver -  

o Divisional objectives underpinning the delivery of our corporate objective   

o Milestones – when are we planning to deliver by  

o Lead – the divisional leads responsible for implementation   

 

In terms of leads, our Divisional Operational Management Teams are the Divisional Director 
(a consultant), the Divisional General Manager, and the Divisional Head of Nursing.  
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2.3.1.  Reducing health care acquired infections 
 

Table 11: Reducing health care acquired infections - What we are planning to deliver  

Planning Performance 

We will continue to reduce the incidence on HCAIs through improved standards of 
hygiene and practice, complying with the NHS Hygiene Code of Practice.   

Incidence of MRSA and Clostridium difficile infection will not exceed the Trust ‘target’ 
rates 

Executive lead – Medical Director and Director of Patient Safety   

Main governance forum – Clinical Policy and Practice Group  

Supporting plan – HCAI and Cleanliness Strategy, ‘Saving Lives’ and ‘Winning Ways’ 
action plans, Divisional Plans   

	 MRSA - No more than 21 MRSA bacteraemias  per annum 

	 MRSA - 100% of elective admissions screened 

	 MRSA - Screening for all emergency admissions as soon as 
practicable within the next 3 years 

	 Clostridium difficile - No more than 183 cases of hospital 
acquired infection 

	 Full compliance with the health care associated infection 
and cleanliness strategy and hygiene code  

 

Table 12: Reducing health care acquired infections - How we are planning to deliver   

 Divisional objectives  Milestones Lead 

1 Embed compliance with the hygiene code across divisions  

�  Continue to improve our infection control governance arrangements and performance 
management systems 

�  Continue implementing our ‘Saving Lives’ and ‘Winning Ways’ action plans 

�  Healthcare associated infection (HCAI) action plan  

 

Q1, Q2, Q3, Q4 

 

Medical Director and Director of 
Patient Safety 

Four Clinical Divisional 
Management Teams 

2 Achieve and maintain compliance with the HCAI and cleanliness strategy 

�  Implementation of our cleaning policy and strategy  

�  ‘Deep cleaning’ programme  

�  Patient environment action team (PEAT) inspections  

 

Q1, Q2, Q3, Q4 

 

 

 

Director of Estates and Facilities  

3 Ensure MRSA screening of all elective admissions  Q1 Medical Director and Director of 
Patient Safety 

4 Introduce MRSA screening of emergency patients on admission/presentation Q3 Medical Director and Director of 
Patient Safety 
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2.3.2.  Achieving national patient access targets 

 

Table 13: Achieving national patient access targets - What we are planning to deliver  

 

Planning Performance 

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

Executive lead – Director of Partnerships and Director of Delivery   

Main governance forum – 18 Weeks Monitoring Meetings, Cancer 
Board, Emergency Care Taskforce  

Supporting plans – Divisional Plans  

	 Maintain delivery of current NHS Plan targets  

	 From December 2008 –  

o Maximum waiting time of 31 days from decision to treat to start of treatment 
extended to cover all cancer treatments 

o 18-week maximum wait by September 2008 (ahead of the national 
December 2008 target)  

� Maximum time of 18 weeks from point of referral to treatment for at 
least 90% of our admitted patients 

� Maximum time of 18 weeks from point of referral to treatment for at 
least 95% of our non admitted patients 
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Table 14: Achieving national patient access targets - How we are planning to maintain delivery of existing NHS Plan targets   

 

 Divisional objectives  Milestones Lead 

1 To continue implementing our A&E service model and capacity in maintaining at least 98% of our 
patients spending less than four hours in A&E from arrival to admission, transfer or discharge 

� Our planning to be informed in year by the award of the Urgent Care Centre at Hemel Hempstead  

Q1, Q2, Q3, Q4 Medical Division 
Management Team  

2 As part of our capacity modelling for delivering the national 18 weeks target we will continue to ensure 
100% of our patients have an inpatient appointment within 26 weeks 

�  Update of demand and capacity model as part of our 18 weeks delivery programme  

�  Implementation of our 18 weeks delivery programme  

 

 

Q1 

Q1, Q2, Q3, Q4 

 

Head of Business 
Support  

Four Clinical Divisional 
Management Teams 

3 As part of our capacity modelling for delivering the national 18 weeks target we will continue to ensure 
100% of our outpatient appointment are within 13 weeks 

�  Update of demand and capacity model as part of our 18 weeks delivery programme  

�  Implementation of our 18 weeks delivery programme  

 

 

 

Q1 

Q1, Q2, Q3, Q4 

 

Head of Business 
Support  

Four Clinical Divisional 
Management Teams  

4 To continue implementing our genito urinary service model and capacity in improving our current 
performance from 93.3% (2007/08) to 100% of our patients who contact us have access to a GUM clinic 
within 48 hours.  

 

Q1, Q2, Q3, Q4 

 

Medical Division 
Management Team 

5 �  We will reduce the number of cancelled operations for elective patients to 0.8% of our elective cases 
for clinical reasons 

�  We will ensure anybody whose operation is cancelled will be rescheduled within 28 days 

 

Q1, Q2, Q3, Q4 

 

Surgery Divisional 
Management Teams 

 

6 We will reduce the number of patients who have a delayed transfer of care to less than 1.5%  (measured 
as a % of the total number of patients in the hospital)  

Q1, Q2, Q3, Q4 Medical Division 
Management Team 

7 To continue implementing our service model and capacity in maintaining a maximum wait of two weeks 
for our patients accessing our rapid access chest pain clinic  

Q1, Q2, Q3, Q4  Medical Division 
Management Team 

8 To continue implementing our service model and capacity in maintaining a maximum three month wait 
for our patients who require revascularisation  

Q1, Q2, Q3, Q4  Medical Division 
Management Team 
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Table 15: Achieving national patient access targets - How we are planning to deliver 18 weeks from referral to treatment  

 

 Divisional objectives  Milestones Lead 

1 To ensure in line with the our SLA, that we have robust activity and capacity plans to 
deliver 18wks by Sept 08   

� Activity and capacity plans by specialty  

 

 

� Implement our agreed programme of 2008/09 business cases  

� For services where an additional capacity shortfall is identified in year business cases 
to be developed  

 

 

Q1 

 

 

Q1  

 

 

Head of Business Support, Four 
Clinical Divisional Management 
Teams 

 

Head of Planning & Performance, 
Four Clinical Divisional Management 
Teams 

2 Data validation is embedded in operational delivery  

� Training programme for operational leads  

� Weekly data validation to be undertaken by specialty leads  

 

Q1  

Q2  

 

18 weeks Implementation Manager  

Business Managers  

3 Review and improve our systems for managing waiting times in partnership with our 
stakeholders  

� Review project  

� Operational delivery  

 

 

Q1  

Q2  

 

 

Director of Partnerships  

Business Managers  

4 Care pathways to be developed in partnership with our stakeholders  

� Care pathway development  

� Implementation of care pathways  

 

Q1, Q2  

Q2, Q3, Q4  

 

Director of Partnerships  

Four Clinical Divisional Management 
Teams 

5 Improve our bed management systems  Q1, Q2, Q3, Q4  Director of Delivery  
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Table 16: Achieving national patient access targets - How we are planning to deliver a maximum waiting time of 31 days from 
decision to treat to start of treatment extended to cover all cancer treatments 

 

 Divisional objectives  Milestones Lead 

1 Continue to implement our ongoing plans for maintaining -  

� 100% compliance with no patient to wait over one month from diagnosis to treatment for all cancers 

� 100% compliance with no patient to wait over two months from urgent referral to treatment for all 
cancers 

 

 

Q1, Q2, Q3, Q4 

 

 

Cancer Unit Manager 

2 Work in partnership with the Cancer Network to develop plans to implement the cancer reform strategy 
and the new 31 days and 62 days treatment targets  

 

Q1, Q2, Q3, Q4  

 

Cancer Unit Manager, 
Lead Clinician for 
Cancer  

3 Work in partnership with the Cancer Network to improve outcome guidance for the following tumours – 
head and neck, gynaecology, urology  

Q1, Q2, Q3, Q4 Cancer Unit Manager, 
Lead Clinician for 
Cancer 
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2.3.3.  Delivering a healthy future  
 

Table 17: Delivering a Healthy Future - What we are planning to deliver  

Planning Performance 

We will deliver the capital schemes and service changes required to 
centralise acute emergency care at Watford General Hospital. 

Executive lead – Medical Director and Director of Patient Safety  

Main governance forum – DaHF Programme Board  

Supporting plans - DaHF Full Business Case for the reconfiguration 
of acute services in West Hertfordshire (Version 2.0), Programme 
Execution Plan  

	 Improved effectiveness of our clinical services in order to meet national 
performance and quality targets  

	 Improved efficiency and productivity of all clinical and non clinical services to 
reduce unit cost to at or below tariff  

	 A significant reduction in our cost base enabling us to provide high quality 
services to our patients at tariff or below  

	 A reduction in staff costs by facilitating significant service redesign  

	 To provide a robust platform to enable us to secure the development of an 
affordable new acute hospital by 2014 for West Hertfordshire 

 

Table 18: Delivering a Healthy Future - How we are planning to deliver   

 Divisional objectives  Milestones Lead 

1 Delivery of the construction project in line with the programme plan 

� To provide the Watford site with a new Acute Admissions Unit. 

� To refurbish the following areas of the Watford site - Princess Michael of Kent building (A&E and 
CCD), Saracens/Helen Donald Unit/Isolation rooms, Finance/H Block & Pharmacy Building, Site 
access, egress and car parking (site wide works). 

 

Q1, Q2 

 

Director of Implementation  

2 Delivery of the service delivery project in line with the programme plan 

� To facilitate significant service re-design to improve patient service, improve productivity and 
thereby reduce staff costs. (Enabling the Workforce Planning Project.) 

� To ensure that the service at Watford can be delivered using the facilities delivered from the 
Construction Project and hence enable transfer of activity from Hemel Hempstead. 

� To create and implement the service delivery implementation plans – including “Change 
management plans” to embed the changes to the services. 

 

 

Q1 

 

Q1, Q2 

 

Q1, Q2, Q3, Q4 

 

Director of Implementation   

 

Director of Implementation   

 

Four Clinical Divisional 
Management Teams 
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 Divisional objectives  Milestones Lead 

3 Delivery of the workforce planning project in line with the programme plan 

�  Finalisation of workforce plans.   

�  Achieve the reduction in staff numbers identified in the business case.  

 

Q1 

Q2, Q3, Q4 

 

Director of Workforce  

Four Clinical Divisional 
Management Teams 

4 Delivery of the equipment project in line with the programme plan  

� To understand the current equipment capability. 

� To determine the future equipment requirement from the Service Delivery Project. 

� To ensure that existing equipment is transferred as necessary and new equipment is procured to 
meet the requirements of the Service Delivery and Construction projects. 

 

Q1 

Q1 

Q2, Q3 

 

Director of Implementation 

Director of Implementation 

Four Clinical Divisional 
Management Teams and 
Director of Estates and 
Facilities  

5 Delivery of the Hemel Hempstead project in line with the programme plan 

� To ensure that activity at Hemel Hempstead is transferred to Watford as quickly as possible 
following handover of facilities from the Construction Project and the build up of Service delivery 
capacity from the Service Delivery Project. 

� To close down areas at Hemel Hempstead no longer in use after transfer of activity to Watford to 
enable financial benefits realisation. 

� Work in partnership with stakeholders in the development of Hemel Hempstead as a community 
hospital  

 

 

Q1, Q2, Q3 

 

 

Q3, Q4  

 

Director of Implementation 

 

 

Director of Implementation 
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2.3.4.  Sustaining financial health through surplus 
 

Table 19: Sustaining financial health through surplus - What we are planning to deliver  

Planning Performance 

We will strive to build on the financial outturn for 2007/08, and deliver a 
minimum surplus of £4.4m as approved in the ASR and DaHF Business 
Cases. 

Executive lead – Finance Director    

Main governance forum – Audit Committee  

Supporting plans - Budget setting paper, Foundation Trust application 
project plan, Use of Resources action plan, service line management 
project plan, divisional business plans  

	 Monthly recurrent positive income and expenditure (I&E) run rate 

	 Delivery of divisional savings targets  

	 Delivery of DaHF financial savings 

	 Improved auditors local evaluation (ALE) score, achieving at least a good 
score for use of resources in the 2008/09 Annual Health Check  

	 Development of the finance team as ‘fit for purpose’ for FT status 

	 Implementation of service line reporting 

 

Table 20: Sustaining financial health through surplus - How we are planning to deliver   

 Divisional objectives  Milestones Lead 

1 Performance against plan in delivering a surplus target of £4,400,000 to ensure 
achievement of three year break-even duty 

� Delivery of SLA contracts  

� Delivery of divisional savings plans  

� Delivery of benefits realisation as detailed in DaHF financial savings  

 

 

Q1, Q2, Q3, Q4 

Q1, Q2, Q3, Q4 

Q1, Q2, Q3, Q4 

 

Four Clinical Divisional Management 
Teams 

All corporate leads  

Four Clinical Divisional Management 
Teams 

2 Benefits realisation of stage 1 and stage 2 DaHF business cases  - St Albans and AAU  Monthly Director of Implementation 

3 Improved financial governance  

� Devolved budget control responsibility to divisional managers  

� Implementation of Service Line Reporting (Trading Accounts) 

 

Q1 

Q1, Q2, Q3, Q4 

 

Deputy Director of Finance  

Director of Delivery  

4 Implementation of 2008/09 ALE action plan  Q1, Q2 Deputy Director of Finance  

5 Development of 1-5 year financial modelling in line with Monitor and DH guidance  Q1, Q2 Deputy Director of Finance  
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2.3.5.  Improved performance rating  
 

Table 21: Improved performance rating - What we are planning to deliver  

Planning Performance 

We will seek to improve confidence in local services by 
achieving an improved Health Care Commission Health 
check rating.  In 2007/08 we aim to improve on the 
2006/07 ‘weak-weak’ rating. In 2008/09 we will seek to 
achieve a significant improvement targeting a ‘good-
good’ rating overall.  Underpinning the objective is 
achieving a measurable improvement in patient 
experience and satisfaction. 

Executive lead – All executive directors  

Main governance forum – Delivery Support Group  

	 Implementation of NHS Operating Framework “must do’s” not already covered 

	 Compliance with the NHS contract 

	 Annual Health Check quality of services – delivering against the requirements of –  

o Health and well being  

o Clinical quality 

o Safety  

o Patient focus and access 

	 Compliance with the East of England Provider Agency Trust Board self certifications 

 

Table 22: Improved performance rating - How we are planning to deliver the 2008/09 NHS Operating Framework “must do’s” not 
already referenced  

 Divisional objectives  Milestones Lead 

1 Development and agreement of a robust plan to respond to a flu pandemic  Q3 Medical Director and 
Director of Patient Safety 

 
Mixed sex accommodation covered under compliance with Healthcare Standards  
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Table 23: Improved performance rating - How we are planning to deliver compliance with the 2008/09 NHS contract   

 Divisional objectives  Milestones Lead 

1 Maintain our current processes in implementing our patient consent policy in line with 
national guidance  

Q1, Q2, Q3, Q4 Associate Director of Integrated 
Governance 

2 Ensure patient discharge summaries are sent to the patient’s GP within 72 hours  

� Development of project 

� Project Implementation  

 

Q1, Q2 

Q3, Q4 

 

Director of Partnership  

Clinical Divisional Management 
Teams for Surgery, Medicine, and 
Women’s and Children’s  

3 Ensure we have the systems and processes embedded in the organisation to learn from 
complaints  

Q1, Q2, Q3, Q4 Associate Director of Integrated 
Governance 

4 Ensure we have the systems and processes embedded in the organisation to ensure we are 
compliant with patient safety incident reporting  

Q1, Q2, Q3, Q4 Associate Director of Integrated 
Governance 

5 Ensure we have the systems and processes embedded in the organisation to ensure we are 
compliant with NICE guidance  

Q1, Q2, Q3, Q4 Associate Director of Integrated 
Governance 

6 Continue to develop our appraisal systems ensuring all staff have regular appraisal  Q1, Q2, Q3, Q4 Director of Workforce  

7  Ensure we are compliant with national emergency and critical care procedures  Q1, Q2, Q3, Q4 Director of Delivery 

 

 

 

 

 

 



 
2. Future strategy and business plans 

 

 36

 

 

Table 24: Improved performance rating - How we are planning to deliver the 2008/09 Annual Health Check quality of services 
indicators – Compliance with Healthcare Standards   

 Divisional objectives  Milestones Lead 

1 Ensure ongoing compliance with Healthcare Standards we have previously declared compliance 
with  

Q1, Q2, Q3, Q4  All Directors, Divisional 
leads  

2 Ensure compliance with Healthcare Standards – Decontamination (compliance with statutory 
regulations)  

� Business cases for equipment to be submitted to Capital Planning Group  

� Service local decontamination processes to be reviewed by relevant service leads and areas of 
concern to be reported to Director of Estates and Facilities  

� As part of the consortium approach to develop the business case for a long term solution  

 

 

Q1 

 

Q2 

Q1, Q2, Q3, Q4 

 

Four Clinical Divisional 
Management Teams and  

Director of Estates and 
Facilities  

Director of Estates and 
Facilities 

3 Ensure compliance with Healthcare Standards – Health and safety   

� Departmental and ward managers to complete statutory annual departmental and ward risk 
assessments  

 

 

Q1 

Four Clinical Divisional 
Management Teams and 
Director of Estates and 
Facilities  

4 Ensure compliance with Healthcare Standards – Mixed sex accommodation – 

 

All wards to maintain compliance with mixed accommodation and privacy and dignity guidance (with 
the exception of patients who are being cared for who have a hospital acquired infection who are 
treated in line with our infection control policy)  

Work in partnership with West Hertfordshire PCT in implementing local improvement plans with 
reference to the NHS Institute for Innovation and Improvement mixed sex accommodation good 
practice guidance  

 

 

 

 

 

Q1, Q2, Q3, Q4 

 

 

 

 

 

Director of Nursing  

5 Ensure compliance with Healthcare Standards – Public Health  

� Ensure measuring and monitoring of key public health indicators and shared within local health 
economy  

 

Q1, Q2, Q3, Q4 

 

Associate Director of 
Integrated Governance  

6 Clinical governance department to ensure quarterly performance monitoring of all standards  Q1, Q2, Q3, Q4 Associate Director of 
Integrated Governance 
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Table 25: Improved performance rating - How we are planning to deliver the 2008/09 Annual Health Check quality of services 
indicators – Health and well being  

 Divisional objectives  Milestones Lead 

1 To maintain our current systems and processes in ensuring we deliver our public health duties –  

� Reducing smoking during pregnancy 

� Increasing breast feeding initiation  

 

� Delivering year on year improvement in the patient survey, particularly with reference to our 
duties in providing advice on lifestyle choices to maintain health  

 

� Delivering year on year improvement in the staff survey, particularly with reference to our duties 
in providing advice on lifestyle choices to maintain health 

 

 

Q1, Q2, Q3, Q4 

 

 

Q2 

 

Q2 

 

Women’s and Children’s 
Division Management 
Team 

 

Director of Nursing 

 

Director of Workforce  

 To continue implementing our plans in delivering the NHS EoE ‘Improving Lives, Saving Lives’ 
pledges 

Q1, Q2, Q3, Q4 Medical Director and 
Director of Patient Safety  

2 Achieve 100% for ethnic monitoring data quality  Q1, Q2 Director of Partnerships  

Access to GUM services referenced under objective 2  
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Table 26: Improved performance rating - How we are planning to deliver the 2008/09 Annual Health Check quality of services 
indicators – Clinical quality  

 Divisional objectives  Milestones Lead 

1 Ensure we participate fully in heart disease audits in ensuring our services are provided safely  Q1, Q2, Q3, Q4 Medical Division 
Management Team 

2 Ensure prompt access to reperfusion following a heart attack Q1, Q2, Q3, Q4 Medical Division 
Management Team 

3 Ensure we participate fully in cancer data collection  Q1, Q2, Q3, Q4 Medical Division 
Management Team 

4 Ongoing implementation of the National Service Framework for Older People and the National 
Stroke Strategy  

Q1, Q2, Q3, Q4 Medical Division 
Management Team 

5 Ensure all clinical staff receive appropriate mandatory clinical training  Q1, Q2, Q3, Q4 Director of Workforce  

6 All inpatients to be risk assessed on admission for venous thromboembolism  Q1, Q2, Q3, Q4 Medicine, Women’s and 
Children’s, and Surgery 
Divisional Management 
Teams 

7 Ongoing implementation of the British Association of Emergency Medicine (BAEM) guidelines for 
good clinical care in A&E  

Q1, Q2, Q3, Q4 Clinical Lead for 
Emergency Care  

 

Table 27: Improved performance rating - How we are planning to deliver the 2008/09 Annual Health Check quality of services 
indicators – Safety    

 Divisional objectives  Milestones Lead 

1 Ensure the highest standards for the administration of medication on discharge  Q1, Q2, Q3, Q4 Director of Delivery  

2 Ensure the highest standards of cleanliness throughout our hospitals  Q1, Q2, Q3, Q4 Director of Estates and 
Facilities  

3 Ensure the highest standards of security for our patients and staff and their belongings  Q1, Q2, Q3, Q4 Director of Estates and 
Facilities 

 
Incidence of clostridium difficile and MRSA referenced under objective 1 
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Table 28: Improved performance rating - How we are planning to deliver the 2008/09 Annual Health Check quality of services 
indicators – Patient focus and access  

 Divisional objectives  Milestones Lead 

1 Implementation of our maternity services review action plan  Q1, Q2, Q3, Q4 Women’s and Children’s Divisional 
Management Team 

2 Ensure year on year improvements in the patient survey  Q1, Q2, Q3, Q4  Director of Nursing  

3 Improve our systems in improving the administration process of the patients journey  Q1, Q2, Q3, Q4 Director of Partnerships  

 
18 weeks, cancer waits, A&E waiting times referenced under objective 2 

 

Table 29: Improved performance rating - How we are planning to deliver compliance with the Trust Board self certifications in 2008/09 

 Divisional objectives  Milestones Lead 

1 Business continuity plan to be developed and approved by the Trust Board  Q3 Associate Director of 
Integrated Governance 

2 Workforce strategy to be presented to the Trust Board for approval  Q2 Director of Workforce 

3 IM&T strategy to be developed and approved by the Trust Board  Q3 Director of Partnerships  
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2.3.6.  Achieving NHS foundation trust status 

 

Table 30: Achieving NHS foundation trust status - What we are planning to deliver  

Planning Performance 

We will through good governance and sound 
management of resources present a demonstrable case 
for approval for FT status. 

Executive lead – Director of Corporate Affairs    

Main governance forum – Foundation Trust Project 
Board  

Supporting plan: Foundation Trust programme plan 

	 The establishment of the FT Project Board, chaired by the Chief Executive with the Chair in 
attendance 

	 FT Project Director appointed to lead the day to day activities 

	 Delivery of the programme plan, and associated projects  

o 1-5year integrated business plan 

o Communication Strategy 

o Membership Strategy 

o Consultation document 

 

 

 

Table 31: Achieving NHS foundation trust status - How we are planning to deliver  

 Divisional objectives  Milestones Lead 

1 Delivery of the programme plan and associated projects – 1-5year business plan, 
communications strategy, membership strategy, consultation document 

Q1, Q2, Q3 Project Director  

2 To ensure that regular monthly self-certification declarations get Board approval  Q1, Q2, Q3, Q4 Director of Corporate Affairs 

3 Ensure there is a trend of improvement declared on S4BH Q1, Q2, Q3, Q4 Medical Director 

4 Ensure there is a trend showing improvement in Finance, both in terms of the Intelligent 
Savings Programme and delivering an end of year surplus. 

Q1, Q2, Q3, Q4 Director of Finance 
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2.3.7.  2008/09 Service assumptions and service development 

 

Further to detailed discussions with West Hertfordshire PCT, our host commissioner, we 
have agreed the 2008/09 contract. As our host commissioner West Hertfordshire PCT act on 
behalf of our other eight commissioners.  The main areas we jointly identified as requiring 
resolution were -  

� The first to follow up outpatient ratio 

� Local prices 

� Disaggregation of the block contract 

� Activity levels 

� Capacity constraints  

� Delayed transfers of care 

 

And as part of this process agreeing how we take forward our key service developments -  

� DaHF  

� Centre for specialist cancer surgery  

� Clinical assessment and treatment services  

� Urgent care centre  

 

First to follow up ratio  - During 2007/08 we were required to meet the upper quartile ratio. 
Achieving this level of performance proved very difficult due to three reasons –  

� Our services differ at some specialty levels 

� Differences in clinical opinion on when patients should be referred back  

� Lack of primary care resource.  

 

As a result we provided care for patients as 26,000 follow up attendances that we did not 
receive payment for.  

 

Further to beneficial discussions with practice based commissioners (PBCs), it was agreed 
that there would be joint working during 2008/09 to agree appropriate follow up ratios in each 
specialty and that these would only be applied at a mutually agreed time to enable patients 
already in the system to work their way through.  

 

West Hertfordshire PCT has accepted this approach and it is therefore being applied to all 
commissioners. This is a very positive step and will enable us in partnership with our primary 
care colleagues to manage the transition in a more measured way. 

 

Local Prices - Under payment by results (PbR) there is a national tariff for most services but 
not all. West Hertfordshire PCT as the lead commissioner is required to audit, agree and sign 
off non-tariff prices on behalf of all other commissioners.  

 

Areas that would fall under this heading include chemotherapy treatment, cystic fibrosis, 
neurology, critical care, dermatology and direct access diagnostics. In some instances there 
are indicative tariffs but these are not mandatory.  
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We presented to our host commissioner proposals for non-tariff prices, which were accepted 
further to negotiation.  

 

Disaggregation of the block contract  - This is connected with the agreement of local 
prices outlined above. For 2007/08 we had £29,000,000 of activity classified under this 
heading. Of this £7,200,000 related to intensive care, £3,100,000 for special care for babies, 
£7,400,000 for direct access diagnostics, £1,500,000 for anti-coagulant management, 
£4,000,000 for community midwifery, and £2,200,000 for paediatrics.  

 

As part of the work on local prices, we reviewed what services we could convert from block 
contract to cost and volume on the basis that patient level data could be routinely provided. 
We agreed with West Hertfordshire PCT that most services will now move to a cost and 
volume basis other than community midwifery.  

Work will be undertaken during the next 6 months to identify what is required to improve data 
recording in maternity services. 

 

For 2008/09 we will have £7,500,000 of block contract income.  

 

Activity levels - In 2007/08 we received additional funding to progress delivery against the 
trajectories for achieving national waiting times target of no patient waiting more than 18 
weeks by December 2008. We were required to deliver most of this additional work by March 
2008 and therefore less funding would be required in 2008/09 - so using the outturn forecast, 
as was the norm in earlier years would not have been appropriate.  

 

West Hertfordshire PCT and us modelled the activity that would be required and came up 
with similar conclusions. We costed up our proposals by healthcare resource groups (HRGs) 
and submitted priced activity proposals to all of our commissioners.  

For those commissioners in the north (Bedfordshire, Luton, East Hertfordshire and 
Buckinghamshire PCTs) there was recognition that service changes later in the 2008/09 year 
could impact on their usage of our emergency services as reflected in the acute services 
review.  

There is still an element of concern as to whether the activity flows will change as forecast 
but additional emergency work for these commissioners would be chargeable. 

 

Of the non-Hertfordshire commissioners only Hillingdon and Harrow PCTs sought to reduce 
activity from the modelled levels and then only by small numbers in individual specialties. 
Both PCTs have formally agreed that over-performance will be funded. Under the new NHS 
Contract referred to above, commissioners do not automatically have to pay for over-
performance unless providers have flagged up well in advance related issues.  

 

Capacity Constraints - In 2007/08 we agreed to deliver more activity that we were 
subsequently able to without outsourcing to the private sector. For 2008/09, it was very 
important for us that we did not get into the same position for the forthcoming year.  

The modelling of demand identified gynaecology, ophthalmology and orthopaedics as 
specialties where there was a high risk of insufficient capacity to deliver 2008/09 activity. 
Further to review with the specialties it was agreed that gynaecology and ophthalmology 
could deliver especially as additional private sector capacity had been booked for the first 
quarter of 2008/09.  
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Orthopaedics was projected as 1,600 elective cases below target, due to staffing shortfalls, 
despite repeated recruitment drives. In the course of the SLA negotiations both parties 
recognised the level of demand, but could not agree whose responsibility it was to resolve 
how activity would be delivered.  

This became a matter for arbitration by the EoE who ruled in favour of West Hertfordshire 
PCT, but also required them to assist us in ensuring the capacity was identified to meet 
orthopaedic demand.  

 

Delayed Transfers of Care - Delayed transfers of care have been an on-going problem for 
us. Most of these patients are waiting for intermediate or other health care rather than for a 
Social Services package.  

At any one time we have in excess of thirty patients, impacting on our ability to deliver the 
elective and emergency access targets.  

In addition, an adverse delayed discharges position detrimentally impacts on our Annual 
Health Check scoring.  

 

We requested that a clause be added to the contract to the effect that at the weekly census 
date, the PCT would pay £2,000 for each patient awaiting a health placement over nine 
(including tertiary referrals). The figure of £2,000 was based on the fact that we could have 
done an additional elective case for each bed blocked for seven days. 

 

West Hertfordshire PCT recognised the merits of our argument, but would not accept such a 
penalty. The PCT removed all local penalties from the contract during the negotiations, 
leaving only the national ones in respect of failure to deliver 18 weeks and infection control, 
and therefore were not prepared to accept our proposals.  

This was also referred to EoE for arbitration, with again the ruling in favour of the PCT.  

 

 

In 2008/09, working in partnership with commissioners and stakeholders we will also be 
taking forward an ambitious programme of service reconfiguration and development –  

 

 

Delivering a Healthy Future - In quarter 3 in line wth our ‘Delivering a Healthy Future’ 
strategy we will be implementing Phase 2 of our programme with the centralisation of 
emergency services, including A&E and critical care services with the opening of an acute 
admissions unit (AAU) at Watford General Hospital. 

Centre for specialist cancer surgery  - We have successfully been awarded a centre for 
specialist cancer surgery for upper gastro-Intestinal and gynaecology. In 2008/09 we will be 
bidding to become a level 2 haematology service.  

Clinical assessment and treatment services (CATS) - During 2007/08 PBC groups 
implemented CATS) in several specialties. These are primary care led, with us providing 
clinician input on a sessional basis.  

This process is likely to continue during 2008-09 although the PCT is undertaking a review of 
their impact on referral rates across the health economy. We will continue to work with 
primary care colleagues in identifying areas for closer working and where work can be 
transferred from a secondary to a primary care environment.   
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Urgent Care Centre - We are bidding, in partnership with primary care colleagues, to run an 
urgent care centre at Hemel Hempstead Hospital to provide walk-in services once A&E 
services move to Watford Hospital in the autumn. 

 

Table 32 provides an overview of our 2008/09 SLAs. 
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Table 32: 2008/09 service level agreement summary  

 

Total WHHT  West Herts East Herts 

 

Barnet  Bedfordshire Brent Bucks 
  

  

£000 Activity £' Value  Activity £' Value Activity £' Value Activity £' Value Activity £' Value Activity £' Value Activity £' Value 

Inpatient -                               

 Emergency                              

 Emergency Inpatient 26,154 50,623,262  23,809 46,536,385 36 54,612 102 149,072 37 54,694 48 76,861 93 142,759 

 Non Elective Inpatient 10,002 13,320,516  8,986 11,790,998 16 14,767 192 278,443 18 30,793 36 48,164 44 65,487 

 A and E attendances 121,349 9,055,111  120,000 8,974,247 846 50,340 0 0 290 17,760 0 0 0 0 

 ITU and HDU bed days 4,368 7,232,522  4,095 6,745,583 20 35,673 33 58,861 22 39,241 3 5,351 50 89,183 

 Total Emergency 161,873 80,231,410  156,890 74,047,213 918 155,391 327 486,377 367 142,487 87 130,376 187 297,429 

 Elective 33,603 36,769,270  31,756 34,542,433 146 181,252 58 73,215 165 209,168 32 40,763 126 146,745 

Total Inpatient 195,476 117,000,681  188,646 108,589,645 1,064 336,643 385 559,591 532 351,655 119 171,139 313 444,175 

                               

Outpatient -                               

 First Attendances 98,159 15,871,962  90,946 14,768,928 269 45,687 396 60,448 398 64,267 162 25,576 345 53,820 

 Outpatient Procedures 991 208,110  923 193,830 3 630 1 210 3 630 1 210    

 Follow Up attendances  179,973 14,720,833  164,762 13,565,116 726 59,629 753 53,915 870 70,565 766 58,208 748 59,179 

 Pre-operative Assessments 0 0                          

 Total Outpatients 279,123 30,800,905  256,631 28,527,874 998 105,947 1,150 114,573 1,271 135,462 929 83,993 1,093 112,998 

Block  0 25,669,054    25,124,383   5,970   40,990   10,045   6,192   7,830 

SLA total  474,599 173,470,641  445,277 162,241,902 2,062 448,560 1,535 715,154 1,803 497,162 1,048 261,324 1,406 565,003 
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Harrow Hillingdon Luton NCAs, other & Essex  Plan 2007-08   

  

£000 Activity £' Value Activity £' Value Activity £' Value Activity £' Value  Activity £' Value 

Inpatient -                     

 Emergency                    

 Emergency Inpatient 287 535,209 980 1,935,853 33 58,742 729 1,079,076  27,131 50,114,348 

 Non Elective Inpatient 302 507,912 329 491,772 5 10,992 74 81,188  8,802 9,769,941 

 A and E attendances 0 0 0 0 213 12,764 0 0  122,765 8,844,736 

 ITU and HDU bed days 0 0 107 190,852 5 8,918 33 58,861  3,818 7,172,960 

 Total Emergency 589 1,043,120 1,416 2,618,476 256 91,416 836 1,219,125  162,516 75,901,985 

 Elective 344 395,728 596 662,431 226 334,248 154 183,289  33,319 36,479,201 

Total Inpatient 933 1,438,849 2,012 3,280,907 482 425,664 990 1,402,414  195,836 112,381,186 

                     

Outpatient -                     

 First Attendances 1,638 256,561 2,162 322,190 542 86,346 1,301 188,140  97,690 15,307,634 

 Outpatient Procedures 0 0 53 11,130 1 210 6 1,260  0 0 

 Follow Up attendances  3,550 268,256 4,472 333,138 1,194 97,599 2,132 155,228  159,058 12,749,274 

 Pre-operative Assessments                0 0 

 Total Outpatients 5,188 524,817 6,687 666,458 1,737 184,155 3,439 344,627  256,748 28,056,908 

Block    114,795   243,622   25,406  89,821    24,277,859 

SLA total  6,121 2,078,461 8,699 4,190,988 2,219 635,225 4,429 1,836,862  452,584 164,715,953 
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2.3.8.  Workforce development plans  

 

Implementing DaHF Phase 2, has required a substantial review of the way we provide 
services and our workforce profile.  

 

Detailed in Section 2.3.3 are our DaHF objectives, with the workforce planning project one of 
the key five projects.  

As part of this process detailed workforce plans have been developed for all of the clinical 
areas directly affected by the changes. These new profiles will be implemented during 
2008/09.    

 

A variety of methodologies have been used to develop our workforce plans referenced to 
benchmarking data, with the project supported by external expertise.  We are projecting a 
reduction on the whole time equivalent staff usage and a shift of skill mix from Band 3s to 4s 
and from 5s to 6s.   

 

We will undertake a one hundred day review during March 2009 to ensure the workforce 
profile and utilisation is meeting the needs of the new service provision.   Work will also take 
place during 2008/09 on defining a more strategic view of the non professional qualified 
workforce, particularly in relation to Band 4s and the development of the Associate/Assistant 
Practitioner role. 

 

Medical workforce planning will be a particular focus in terms of workforce review with the 
need to review all consultant job plans, introduce the new Staff and Associate Specialist 
(SAS) contract and ensure European Working Time Directive (EWTD) compliance by August 
2009 by the end of June 2008.   This work is being lead by the Trust Medical Workforce 
Group linked to the Clinical Policy and Practice Group (CPPG).   This work includes analysis 
of benchmarked data and links to the embryonic work that has taken place in the Trust on 
consultant productivity and service line reporting. 

 

In addition we will continue to actively work with the two Hertfordshire PCTs, East and North 
Hertfordshire NHS Trust and Hertfordshire Partnership Foundation Trust to develop 
integrated approaches to workforce development, recruitment and education commissioning.  
The further development of the locality workforce groups linked to the EoE and East of 
England Deanery programmes will further assist in pushing forward these agendas as well 
as providing a forum for agreeing education commissioning priorities.   

We are collaborating closely with the PCT over the development of the diabetes services. 
The key principle is that appropriate workforce and education is fundamental to both 
transforming services and sustaining an integrated model of care.   

 

Targeted recruitment has already commenced to support areas of high turnover.  We are 
planning to revamp our recruitment activity to maximise the benefits from the new services in 
the second half of the year.   

 

Our Leadership Academy (LA) has been developed over the last two years and will continue 
to support change management across the Trust. The LA is a generic model that 
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encompasses learning and development aligned to transformation and change.   The 3 key 
strands of the LA agenda for 2008/09 will be developing leaders at Band 8s and 7s, 
supporting the creation of effective and productive teams and the effective communication. 

 

 

2.3.9.  Comparison between historical achievement and current 
plan 

 

Table 33: Comparison between historical achievement and current plan  

 

Clinical income  

£m Plan Forecast Current plan 

 2007/08 2007/08 2008/09 2009/10 2010/11 

Elective  44.159 42.233 44.682 44.90 45.65 

Non-elective  72.164 75.791 75.046 76.51 78.65 

Outpatients  33.879 34.091 36.800 34.40 34.33 

Other activity  31.156 36.497 33.016 8.4 5.57 

A&E  10.790 10.614 10.971 29.81 31.86 

Total 192.144 199.224 200.514 194.02 196.05 

Clinical activity 

Activity numbers 
(000s) 

Plan Forecast Current plan 

 2007/08 2007/08 2008/09 2009/10 2010/11 

Elective  33.319 32.776 33.603 31.400 30.700 

Non-elective  35.397 36.739 36.156 42.550 42.750 

Outpatients  256.748 274.857 279.123 294.900 279.600 

Other activity  1,680.299 1,703.378 1,598.283 1,605.231 1,612.213 

A&E  122.765 120.642 121.349 94.800 39.400 
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2.4.  Operating resources required to deliver service development 

 

Table 34: Resources required to deliver service development   

 

Operating expenses  

£m Plan Forecast Current plan 

 2007/08 2007/08 2008/09 2009/10 2010/11 

Pay costs (138.324) (138.239) (134.322) (137.420) (138.350) 

Drug costs (9.413) (10.591) (12.000) (10.570) (11.120) 

Other 
operating 
costs 

(64.634) (73.364) (68.669) (57.550) (56.670) 

Total (212.541) (222.194) (214.991) (205.540) (206.130) 

Cost improvement plans  

 Plan Forecast Current plan 

 2007/08 2007/08 2008/09 2009/10 2010/11 

Workforce  7.83 4.20 1.25 1.00 1.80 

Non-pay / 
Procurement 

4.31 1.76 1.94 0.90 1.50 

Length of 
Stay 

1.26 0 0.5 1.00 1.50 

Theatres 0.98 0.11 0.2 0.75 0.50 

Corporate / 
Other 

2.02 1.48 1.70 1.0 1.00 

Clinical 
Income 

  3.68 0.5 0.0 

Other Income   0.38 0.1 0.30 

Operational 
Efficiency 

  1.46 1.01 1.91 

Use of 
Estates 

  0.50 0.4 0.50 

Total 16.40 7.56 11.6 6.66 9.10 

 

For 2008/09 the savings plan target is £11,600,000, this is prior to DaHF savings. Plans to 
deliver the full £11,600,000 are required to be completed during May 2008. It is estimated 
that the DaHF savings target for 2008/09 will be a further £6,000,000. 

Weekly monitoring of progress of schemes through the Gateway process is undertaken at 
the Delivery Support Group and at the regular review meetings with each of the divisions. 
The delivery of actual savings is reported monthly at the Trust Board. 
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2.5.  Service line management  

 

Monitor defines Service Line Management (SLM) as being the devolution of ownership, and 
therefore decision making, to the front line - where the capabilities, information, and patient 
relationships reside. We fully endorse this approach in enabling us to fulfil our overall 
objectives. 

 

Our Trust Board views the step change to SLM as a fundamental element of our plans to 
achieving NHS Foundation Status. 

 

In order to implement SLM we are currently focusing on ensuring that we have the correct 
environment to support the implementation of SLM and its ongoing development.  

 

We have identified the key first steps as: 

 

� Development of business units and organisational structure. 

� Ensuring timely, accurate and relevant financial and performance information is 
accessible to business unit management (Service Line Reporting) 

� Ensuring thee trained management resource to ensure that the capability exists to 
operate SLM  

� SLM is operating under a governance protocol agreed by our Trust Board 

 

Without these key elements in place any SLM regime will be flawed and will place us at risk 
rather than further enabling us to achieve our objectives. 

 

Our Trust Board fully supports the implementation of SLM, with the executive sponsor of the 
SLM project the Director of Delivery. Key stakeholders in the project are the Director of 
Finance and the Director of Partnerships who is also responsible for the IM&T division. The 
involvement of Clinical, Operational, Divisional and Support teams is sought at all stages with 
the aim of the fullest involvement possible being achieved. 

 

The timelines for implementing SLM are highlighted in table 35. 

 

Table 35: SLM implementation  

 

Stage  Deliverable  

2007 – 2008 Stage One Establishment of Service Line Reporting 

2008 – 2009 Stage Two Expansion to encompass full Patient Level Costing 
and associated enhanced integrated reporting 
capability 

2009 – 2010 Stage Three Establishment of Service Line Management 
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2.5.1.  Stage 1 – Establishment of service line reporting  

 

The transition to operating under SLM is underway. Our initial focus is on providing an 
effective information capability.  Phase one was completed by July 2007 with the 
implementation of service line reporting providing the trading account view of service line 
performance.  

 

We have chosen to manage our resources using an Internal Trading platform to encourage 
Clinical and other Patient related Support Services to operate on a like commercial basis. 
This ensures responsibility rests in the place where the decisions are made. 

 

We have already moved into Phase Two of the project and are reviewing the quality and 
effectiveness of the internal tariffs created and the data feeds. Building on the experience to 
date we are now seeking to develop our capability through 2008/9 with two key focus areas: 

 

Utilising the existing reporting capability as part of the ongoing management 

Enhancing the information capability with a reporting suite that will incorporate full patient 
level costing available for 1 April 2009. 

 

Current Capability 

� Service lines identified at specialty level 

� Reporting following general ledger (G/L) hierarchy also held in the G/L 

� Automatically agreed with Trust financial position 

� Online Access to G/L drill down for Operational Managers 

� Income 

o Distributed monthly 

o Drill down capability to patient level available to finance, operational managers 
and being rolled out to consultants 

� Recharges for key clinical support services 

o Distributed monthly 

o Drill down to patient or unit level available to finance, operational managers 
and being rolled out to consultants 

 

From April 2008 the service line report – trading account will form part of the monthly 
reporting pack and consequent performance review process.  

 

All specialties will be reviewed monthly.  In the initial stages we have elected to focus on one 
specialty from each division in particular to form a basis for developing the review process in 
the current environment. The specialties identified are orthopaedics, acute medicine, 
paediatrics and radiology.  Already significant questions are being raised challenging the 
assumptions about organisation and structure. The major reorganisation of service delivery 
taking place in 2008/09 may have a significant impact on we choose to identify and manage 
the business units particularly in respect of the acute services. 

 

In the case of paediatrics it is intended that the focus will be taken a stage further with the 
experimental design and application of an earned autonomy process to inform the full SLM 
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implementation process for the wider Trust.  Paediatrics has been chosen as a result of 
number of factors -  

 

� Management resource capability  

� Commitment of consultants to the concept 

� As a service unit it has Emergency, Outpatient and Inpatient services as well as offering 
support to other service lines and can be viewed as having similarities with many of the 
other service so lessons learned can be applied elsewhere. 

� Unlike some service lines it has a clearly defined remit and scope. 

 

 

2.5.2.  Stage 2 – Expansion to encompass full patient level costing 
and associated enhanced integrated reporting capability 

 

We want to ensure the implementation of SLM provides a whole system performance 
reporting process.  

In order to achieve this aim we have recognised the need to develop our information 
capability. We are in the process of procuring a front end reporting software suite with 
integrated patient level costing and business case modelling capability. The timescale for 
delivery is outlined in table 36. 

 
 

Table 36: Implementation of patient level costing  

 

Timing Deliverable Benefits 

1st July 2008 Assignment of contracts 

December 2008 Implementation of Patient 
Level Costing 

March 2009 Front-end reporting from 
all modules by to inform 
the budget process for 
2009/10 

� Integrated front end  

� Dashboard approach for key 
performance areas/key performance 
indicator reporting 

� Production of the “Patient Hotel bill” 

� Patient Level Costing  

o Analysis of Care pathways – 
Outcomes, Cost and Efficiency 
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2.5.3.  Stage 3 – Establishment of Service Line Management  

 

Management Resource - We recognise that managing an individual service unit, as a 
business, is a significant change of focus for management teams. Historically they have been 
geared to manage cost budgets in isolation from earnings. One of the key work streams in 
the project is therefore to identify the management development and training required to 
ensure the management resource is able to meet the challenges of the new environment. 
This work stream has already commenced and will be progressing to meet requirements as 
they are identified. 

 

Governance and Protocols - Using the outcomes from the specific learning experiences 
throughout 2008/09 the project team will be in a position to make a formal recommendation 
to the Trust Board incorporating the formal governance and control protocols that are needed 
to move to SLM. It is unlikely we be recommending a “big bang” approach and it is 
anticipated that we will move towards the considered and structured “earned autonomy” 
route.  

This will ensure that the structures, resource and business model is in place and evidenced 
to ensure that any transfer of decision making does not put the Trust as a whole or the 
business unit at risk.  It is proposed that the process of assessing readiness for business unit 
status will be along similar lines and robustness to that experienced by us in the Foundation 
Trust application process. Performance management will be applied on a similar basis. By 
taking this route it is anticipated that the confidence of the Board will be retained and we will 
be taking on minimal risk.  

 

Implementation - Commencing in 2009/10 implementation timescales will be dependant 
upon the ability of the individual business units to respond and demonstrate their capability in 
accordance with the agreed standards and protocols. 
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2.6.  Investment and disposal strategy  

 

There are two major elements to our investment and disposal strategy – operational capital 

schemes and DaHF. 

Our 2008/09 investment and disposal strategy is detailed in table 37. Highlighted below the 
table is the break down between operational capital and DaHF.  

 

Table 37: 2008/09 investment and disposal strategy 

 

Operating expenses  

£m Plan  Forecast Current plan 

 2007/08 2007/08 2008/09 2009/10  2010/11  

Investment in fixed assets 
(non-maintenance) 

(21.378*) (19.716) (29.813**) (4.900) (9.600) 

Investment in fixed assets 
(maintenance) 

(3.164) (2.203) (5.823) (6.975) (15.250) 

Investment in other assets  (0.888) (0.500) (0.500) (0.500) 

Asset disposals  0.525   19.300 

Total (24.542) (22.282) (36.136) (12.375) (6.05) 

 

*£7,853,000 capital programme, £13,525,000 DaHF  

**£6,572,000 capital programme, £23,241,000 DaHF 

 

2.6.1.  Capital programme  

 

Our 2008/09 capital programme of  £11,752,000 was approved by our Trust Board in April 
2008. The Trust Board also approved £1,143,000 of capital schemes carried forward from 
2007/08.  

 

The programme addresses serious risk issues, health and safety priorities, infection 
reduction measures, equipment failure, business critical issues and improvements to patient 
and staff environments.  The programme is largely focussed on supporting the infrastructure 
improvements required on sites to compliment the programme of works associated with 
DaHF and the AAU. Capital funding related to our DaHF and the AAU is not included in our 
capital programme, although there is overlap of areas requiring investment.   

Our capital programme covers six main areas of expenditure - 

�  Maintenance and management of the estate 

�  Facilities 

�  Equipment replacement  
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�  Service developments/capital schemes 

�  Information Technology 

�  Salaries and Capital Consultancy 

 

Concerning our 2008/09 capital programme, the main schemes are highlighted below. 

 

Maintenance and Management of the Estate - There is a need to make a significant 
investment in the estate due the lack of sustained investment in previous years.  Last year 
we focussed on upgrades of our lifts, health and safety notices, establishing the control of 
infection wards, heating and various design work as part of bigger schemes to review the 
infrastructure capabilities.  The latter has now come to fruition and we need to fund the 
implementation, as it is essential to support the more intensive use of the Watford General 
Hospital site and provide basic capabilities in targeted areas of the other sites.   

�  There is a total allocation of £3,800,000, which includes the part funding of electrical 
infrastructure work, gas main conversion to allow duel fuelling, works to the generator, gas 
pipeline and the building management system in Princess Michael of Kent (PMoK), all at 
Watford.  These are essential items of backlog maintenance that have been neglected with 
the uncertainty of site development, and total approximately £2,600,000. 

�  This also includes an allocation for £660,000 for works on the standby generator at St 
Albans, which is an essential backup requirement on a site where activity is increasing.  
Other schemes will target lift repairs across sites, medical gas compliance, lighting 
improvements at Hemel (Health and Safety Executive related) and lifts at St Albans.   

� Whilst the condition of the estate infrastructure is a significant issue, so is the overall 
general appearance of the hospital sites and patient areas.  As a consequence, limited 
funding has been maintained within the programme to cover departmental improvements 
and wall protection, £200,000, although some has slipped into the next financial year given 
the pressure of funds available. 

 

Facilities - Within the allocation of £620,000, issues such as health and safety hazards, 
decontamination and environmental improvements are addressed.   

�  £100,000 investment to deliver a bed washing facility at Watford to facilitate improved 
control of infection measures.  

�  £200,000 investment in endoscopy equipment for decontamination. 

�  £100,000 to completion the programme of investment in our Watford accommodation 
blocks to mitigate fire safety hazards. Further funding requirements are noted in the ‘not yet 
agreed’ category for further works on environmental improvements to render them fit for 
habitation.   

 

We are in the process of reviewing our property portfolio and the options for disposal of 
offsite accommodation near to Hemel Hempstead Hospital, which could provide additional 
funds for capital investment.  

 

Equipment replacement – In 2007/08 we invested £,200,000.  The 2008/09 allocation of 
£1,559,000 represents the items deferred from last year and equipment replacement to 
ensure business continuity, largely in the diagnostic areas.  This includes investment  in  –  

�  £49,000 for a digital mammography to support the one stop breast service at St Albans  

�  £500,000 for digital angiography  

�  £300,000 for a gamma camera  
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�  £80,000 for a duplex scanner  

 

Service developments capital schemes – Our largest service development is DaHF for 
which external funding has been secured.  There are a number of service developments that 
are underway alongside DaHF as they have been identified as priorities to compliment our 
new models of care with the opening of the AAU at Watford. These include investment in -  

�  £1,330,000 for 2 new catheter laboratories  

�  £1,930,00 for the installation of an MRI scanner  

�  £700,000 for pathology internal reconfiguration works   

�  £300,000 for service line reporting infrastructure  

�  £400,000 for the reconfiguration of children services  

 

Information Technology - £200,000 has been allocated for IT, with us planning to review 
our IT investment programme with the development of our IT strategy. 

 

Contingency - A general contingency fund has been allocated of £1,000,000 

 

 

2.6.2.  Delivering a Healthy Future  

 

In October 2007, the Strategic Health Authority and the Department of Health (DH) approved 
the ‘DaHF Full Business Case for the reconfiguration of acute services in west Hertfordshire’. 
This business case was concerned with the second implementation phase of our DaHF 
programme. 

 

The approved total value of the capital investment was £39,550,000.  The breakdown of 
funding is detailed in table 38. 

 

Table 38: DaHF Phase 2 Capital Investment  

 

 2006/07 

£’000 

2007/08 

£’000 

2008/09 

£’000 

Public Dividend Capital  9,715  

Interest Bearing Debt   27,071 

Operational Capital 996 5,598 (3,650) 

Total 996 15,313 23,241 

 

 

Funding from the DH was not available at the appropriate times for the project.  Therefore we 
had to use operational capital in 2007/08 to fund an element of the scheme, which will be 
repaid from Interest Bearing Debt in 2008/09. 
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Capital repayments of the interest bearing debt of £27,000,000 will be funded by the 
projected surpluses in future years.  If we do not make these surpluses the loan repayments 
will need to be made from capital funds. 

 

The funding of DaHF phase 2 is not dependent on any disposal of land or buildings.  
However we will need to dispose of the Hemel Hempstead site, or arrange for its alternative 
use to release fixed revenue costs tied up with the site.  
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Our key risks have been referenced from our Assurance Framework (May 2008).  

3.  

3.1.  Financial risk  

 

�  Achievement of cost improvement programmes (CIPs) and excess of expenditure over 
income 

There is a robust performance monitoring framework in place with escalation plans for 
slippage, with clear accountability for delivery of CIPs. 

 We recognise that as at May 2008, the Trust Board has reviewed delivery plans for only 
£6.2m of the required £11.6m. The Finance Director at the June 2008 Trust Board will 
present delivery plans for the other £5m required.  

	 Risk Rating: Consequence 5 x Likelihood 3 =  15 

 

 

� Poor data quality results in us not being appropriately paid for the work we undertake 

As part of our 2008/09 CIP, the Director of Partnerships is leading a project to improve our 
data capture and coding, and to ensure that under the payment by results regime (PbR) we 
are reimbursed for the care we provide.  

Risk Rating: Consequence 3 x Likelihood 4 = 12  

 

� Additional unplanned activity which we do not get paid for  

Review of performance on a consistent and prioritised basis including monthly analysis of 
financial position and savings plans 

	 Risk Rating: Consequence 4 x Likelihood 2 = 8  
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3.2. Governance risk  

 

For 2008/09 our annual plan details that we are aiming to achieve a ‘good and good’ rating in 
the 2009 Annual Health Check (based on 2008/09 performance).  

 

� Achieving the benefits realisation of the business case for DaHF Phase 1 – St Albans  

In Quarter 1, we are establishing a Project Implementation Group to review the 
implementation of St Alban’s, agree and implement a programme to ensure that St Albans 
performs as planned   

	 Risk Rating: Consequences 4 x Likelihood 3 =  12 

 

� Achieving the benefits realisation of the business case for DaHF Phase 2 – the Acute 
Admissions Unit at WGH  

There are established programme and project governance arrangements for the delivery of 
DaHF Phase 2.  

	 Risk Rating: Consequences 4 x Likelihood 3 =  12 

 

DaHF risk mitigation impacts on our financial, governance, services provided and quality and 
safety. 

 

 
� The Trust expects to comply fully with all statutory requirements and contracts with 

commissioners. 

SLAs for 2008/09 will be delivered and work is in progress to continue building on existing 
good relationships with commissioners  

	 Risk Rating: Consequence 3 x Likelihood 3 = 9 
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� Plans are in place to ensure that all relevant national core standards and targets can be 
met going forwards – new national requirements  

 

Our annual plan details how we plan to deliver the new national requirements, existing 
healthcare targets, and national core standards. 

 Table 39 details our proposed risk rating score for delivering the new national requirements 
as set out in the 2008/09 Operating Framework. 

Table 40 details our proposed risk rating score for ensuring that all relevant existing 
healthcare targets can be met going forwards. 

Table 41 details our proposed risk rating score for plans are in place to ensure that all 
relevant national core standards and targets can be met going forwards – national core 
standards.  
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Table 39: Proposed risk rating score for delivering the new national requirements as 
set out in the 2008/09 Operating Framework   

 

Target (failure to meet these targets is scored as 1 in 
EoE governance risk rating calculation)  

Thres-
hold  

2007/08  Plans in 
place to 
deliver over 
next 12 
months  

Clostridium difficile year on year reduction (to fit the 
trajectory for the year as agreed with PCT – assumed a 
15% reduction if no level agreed in a contract)  

0 Yes  

0 

Yes 

0 

MRSA maintaining the annual number of MRSA 
bloodstream infections at less than half the 2003/04 
level  

0 No 

1 

Yes 

0 

Maximum waiting time of 31 days from decision to treat 
to start of treatment extended to cover all cancer 
treatments  - To be achieved from Dec08 

To be 
confirmed 

- Yes 

0 

Maximum waiting time of 62 days from all referrals to 
treatment for all cancers  

To be 
confirmed 

-  Yes  

0 

18-week maximum wait by 2008 admitted patients 

• This will incorporate the data completeness measures 
outlined by the Department of Health as a minimum 
requirement  

• Maximum time of 18 weeks from point of referral to 
treatment  

- To be achieved from Dec08 

 

 

90% 

 

 

No 

1 

 

 

Yes 

0 

18-week maximum wait by 2008 Non-admitted patients 

• This will incorporate the data completeness measures 
outlined by the Department of Health as a minimum 
requirement  

• Maximum time of 18 weeks from point of referral to 
treatment  

- To be achieved from Dec08  

 

 

95% 

 

 

Yes 

0 

 

 

Yes 

0 

Score   2 0 
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Table 40: Proposed risk rating score for ensuring that all relevant existing healthcare 
targets can be met going forwards  

 

Target (failure to meet these targets is scored as 0.5 in 
EoE governance risk rating calculation)  

Thres-
hold  

2007/08  Plans in 
place to 
deliver over 
next 12 
months 

Maximum waiting time of four hours in A&E from arrival to 
admission, transfer or discharge  

98% Yes 

0 

Yes 

0 

Maximum waiting time of 31 days from diagnosis to 
treatment for all cancers  

98% Yes 

0 

Yes 

0 

Maximum waiting time of 62 days from urgent referral to 
treatment for all cancers  

95% Yes 

0 

Yes 

0 

People suffering heart attack to receive thrombolysis 
within 60 minutes of call (where this is the preferred local 
treatment for heart attack)  

68% Yes 

0 

Yes 

0 

Maximum waiting time of two weeks from urgent GP 
referral to first outpatient appointment for all urgent 
suspect cancer referrals  

98% Yes 

0 

Yes 

0 

Score   0 0 

 

Table 41: Proposed risk rating score for plans are in place to ensure that all relevant 
national core standards and targets can be met going forwards – national core 
standards  

 

Target (failure to be compliant is scored as 0.4% in EoE 
governance risk rating calculation)  

Three breaches of core standards alone gives rise to an 
amber rating for governance risk  

Thres-
hold  

2007/08 Plans in 
place to 
deliver over 
next 12 
months 

Decontamination 0 No 

0.4 

No 

0.4 

Health and safety 0 No 

0.4 

Yes 

0 

Single sex accommodation 0 No 

0.4 

No 

0.4 

Public health 0 No 

0.4 

Yes 

0 

Score   1.6 0.8 
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� Operational and Financial requirements of the Agency 

We will continue to be non compliant on 2 core standards -  

o We will remain non compliant on decontamination and single sex accommodation.  A 
regional decontamination is projected to be completed by 2010 and we are reviewing 
the short term investment required which will ensure out interim arrangements are 
safe. 

o Concerning single sex accommodation, we comply with national guidance except for 
cohorted MRSA bays in line with our infection control policy.  

	 Risk Rating: Consequence 2 x Likelihood 5 = 10 (based on non compliance 
on only two core standards throughout the year. We regularly review our 
compliance against the forty three standards and this reported on a quarterly 
basis to the Trust Board)  

 

 

� Agency Board Participation in Key Appointments  

We expect to be fully compliant and in addition will follow guidance from the Appointments 
Commission.  

o Quarter 1 we are planning to appoint a finance director. 

o Quarter 3 we are planning to appoint a chief executive.  

	 Risk Rating: Consequence 2 x Likelihood 1= 2 

 

� Best Practice for Corporate and Clinical Governance  

We have plans in place to expect to be fully compliant and will develop and strengthen our 
governance arrangements with the development of our application to become an NHS 
Foundation Trust and our plans to achieve ALE level 3.   

	 Risk Rating: Consequence 4 x Likelihood 3 = 12 

 

� Effective Risk and Performance Management  

We were recently reviewed by the NHSLA in March ’08 achieving Level 1 status.  The Risk 
Management Department is now working towards Level 2 compliance. 

We received ‘adequate assurance’ in March ’08 from an internal audit of our Risk 
Management process. 

We declared ourselves as compliant with the risk management element of Standards for 
Better Health for 07/08.   Also, we improved our rating for the Development Standard 1a – 
Patient Safety up to 60% equating to good development progress. 

We are developing an integrated performance management framework as part of the 
development of our business planning process and regularly report risk management 
performance in line with agreed KPIs to the Audit Committee. 

 

	 Risk Rating: Performance Management Consequence 4 x Likelihood 2 = 8 

	 Risk Rating: Risk Management new NHSLA Standards Consequence 3 x 
Likelihood 4 = 12 
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� Implementation of national policy and guidance on planning for an incident; and 
maintaining an up-to-date business continuity plan.  

o We have an up to date major incident plan 

o We do not have an up to date business continuity plan  

 

	 Risk Rating: Major incident plan: Consequence 4 x Likelihood 1 = 4 

	 Risk Rating: Business Continuity Plan: Consequence 4 x Likelihood 4 = 16 

 

 

 

3.3. Risk to services provided  

 

We have signed off the Board statements concerning -  

�  Contracts have been signed with commissioners 

�  The activity assumptions underpinning the annual plan are consistent with the Trust’s 
contracts 

	 Risk Rating: Consequence 4 x Likelihood 2  = 8 

 

 

3.4. Quality and safety risk  

 

� Approach to reducing HCAIs to levels not exceeding the monthly trajectory as agreed 
with commissioners  

o We have declared compliance with the relevant Core Standard for Health in relation 
to infection control management. 

o The relevant standard relating to infection control was deemed compliant at the 
recent NHSLA assessment at Level 1. 

o Our Director of Infection Prevention and Control ensures compliance with the key 
elements of the Hygiene Code. 

o We have seen a year on year reduction in HCAIs over the last three years although 
has not been able to specifically meet MRSA trajectory. 

o We have in place all key policies and procedures for the management of HCAIs and 
their prevention. 

o We monitor our performance against trajectory with surveillance figures reported to 
monthly to the Infection Control Committee. 

	 Risk Rating: Consequence 4 x Likelihood 3 = 12 
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� Provision of a high quality of care, including compliance with national core standards and 
targets, as evidenced by service performance score and expected results of Healthcare 
Commission assessments. 

o Please see operational requirements of the Agency. 

 
� Forecast of 2007/8 Annual Health Check Rating and 2008/09 ambition and projections 

(including proposed framework for Monitoring) 
o We are expecting to achieve a ‘Fair, Fair’ rating for 2008/09 
o Our Annual Plan details the actions that are required to achieve a ‘good, good’ rating. 

We are currently reviewing our performance management systems, and the 
organisational capacity to deliver the key NHS existing and new “must do’s”, in 
tandem with undertaking significant service redesign with the opening of the AAU.  

	 Risk Rating: Consequence 3 x Likelihood 3 = 9  
 
 
� Ongoing efforts to provide a positive patient experience, as evidenced by the National 

Patient Survey 
 

As detailed in our Annual Plan, implementation of our associated patient strategies and 
action plans is a key priority for 2008/09.  

	 Risk Rating: Consequence 4 x Likelihood 4 = 16 

 

 

 

� Compliance with the recommendations of any reports or investigations into lapses in care 
quality or safety (including the work of independent panels commissioned) 

We have a detailed action plan further to the Healthcare Commission’s survey of maternity 
services. The Chief Executive monitors progress against the action plan. 

	 Risk Rating: Consequence 4 x Likelihood 3 = 12 

 

 
� Compliance with the Secretary of State’s directions, statements of standards, and 

requirements with respect to health and social care services and security and risk 
management. 

We expect to comply fully with the recommendations from national enquiries, expects high 
compliance rates for the implementation of NICE guidance and adheres to the EoE guidance 
for reporting, investigating and learning from serious untoward incidents. Systems are in 
place to action safety alert broadcast bulletins. There is a strong track record of working with 
partner organisations to improve the quality and safety of services to patients, working 
across organisational boundaries and using innovation and research to bring about 
improvements in clinical and cost effectiveness. 

	 Risk Rating: Consequence 4 x Likelihood 2 = 8 
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3.5. Other risks  

 

� Application to become an NHS Foundation Trust  

o We have plans in place to appoint to all our executive positions in 2008/09 and 
ensure we have the Board capability to achieve FT status in 2009.  

o We are developing our long-term financial model in line with our medium term 
financial model, which will incorporate our projections for the financial consequences 
of undertaking a significant PFI development on the Watford site.  

	 Risk Rating: Consequence 4 x Likelihood 3 = 12 
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4.  

4.1. Board statements 

 

In May our Trust Board reviewed the twenty three self certification statements.  Our overall 
position is summarised in table 42.   

 

Table 42: Self certification overview  

 

Statements Declaration 

Governance  14 out of 17  

Services provided  2 out of 2  

Quality and safety  1 out of 2  

Overall compliance  2 out of 2  

Overall declaration  19 out of 23  

 

Further detail is provided in Table 43 Governance statements, Table 44 Services provided 
statements, Table 45 Quality and safety statements, and Table 46 Quality and safety 
statements.
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Table 43: Governance statements  

 

 Statement Declaration 

 

  Risk and Performance management   

 

 

 

1 

Issues and concerns raised by external audit assessment groups (including the 
RPST and CNST reports for NHS Litigation Authority assessments and 
Healthcare Commission investigations and reports) have been addressed and 
resolved. Where any issues or concerns are outstanding, the board is 
confident that there are appropriate action plans in place to address the issues 
in timely manner 

 

 

 

Yes 

 

 

2 

All recommendations to the board from the audit committee are implemented in 
a timely and robust manner and to the satisfaction of the body concerned 

 

Yes 

 

 

3 

All proposed and actual capital investments are compliant with the most 
relevant recent guidance, including the Capital Regime for NHS Trusts and the 
NHS Trust Manual for Accounts 

 

 

Yes 

 

4 

The necessary planning, performance management and risk management 
processes are in place to deliver the annual plan 

 

Yes 

 

5 

A statement of internal control (“SIC”) is in place and the trust is compliant with 
the risk management and assurance framework requirements that support the 
SIC pursuant to the latest guidance from HM Treasury 

 

Yes 

 

6 

All key risks to the trust’s ability to operate within the parameters set by the 
Agency have been identified and addressed, especially including external risks 
such as PCT viability 

 

Yes 

7 The Trust has implemented national policy and guidance on planning for an 
incident 

Yes 

8 The Trust has an appropriate business continuity plan in place No 

9 The Trust has an appropriate workforce strategy in place No 

10 The Trust has an appropriate IM&T strategy in place No 

 Board Roles, structures and capacity   

11 The Board maintains its register of interests, and can specifically confirm that 
there are no material conflicts of interest in the board 

Yes 

 

12 

The Board is satisfied that all directors are appropriately qualified to discharge 
their functions effectively including setting strategy, monitoring and managing 
performance and ensuring management capacity and capability  

 

Yes 

 

13 

The selection process and training programs in place ensure that the NEDs 
have appropriate experience, knowledge and skills and reflect the population 
being served 

 

Yes 
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 Board Roles, structures and capacity (contin)  

 

14 

The management team has the capability and experience, supported by timely 
interventions for required development, necessary to deliver the annual plan 
and lead the Trust to FT status 

 

Yes 

 

15 

The management structure in place is adequate to deliver the annual plan 
objectives for the next three years, including any preparations for achievement 
of NHS Foundation Trust status  

 

Yes 

16 The decisions taken by the Board comply with its legal duties  Yes 

 

17 

The Trust operates it’s systems on corporate and clinical governance in 
accordance with recognised good practice for NHS organisations  

 

Yes 

 

Table 44: Services provided statements 

 

  Statement Declaration 

18 Contracts have been signed with commissioners  Yes 

 

19 

The activity assumptions underpinning the annual plan are consistent with the 
Trust’s contracts 

Yes 

 

Table 45: Quality and safety statements  

 

  Statement Declaration 

 

 

20 

The Board is satisfied that the best of its knowledge and using its own 
processes, (supported by Healthcare Commission metrics and including any 
further metrics it chooses to adopt), the trust has and will keep in place 
effective arrangements for the purpose of monitoring and continually improving 
the quality of healthcare provided to it’s patients  

 

Yes 

 

21 

The Board is satisfied that plans are in place to ensure that all relevant national 
core standards and targets can be met going forwards, including all national 
core standards and targets due to come onto force within the following 
12months  

No 
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Table 46: Overall compliance statements  

  Statement Declaration 

 

22 

The Board will ensure that the trust remains at all times complaint with its 
statutory duties and operates within the parameters, the level of severity and 
likelihood of a failure occurring and the plans for mitigation of these risks 

 

Yes* 

 

23 

The Board has considered appropriate evidence to review these risks and has 
put in place action plans to address them where required to ensure continued 
compliance 

Yes 

 

*Please see section 4.2. We have in place to ensure that we operate within the parameters 
set by the Agency. 

 
 

4.2. Commentary on absence of full self certifications    

 

In section 2.3 we detail our service development plans, which incorporate the actions 
required to achieve full certifications –  

 

3 governance statements – risk and performance management  

� The Trust has an appropriate business continuity plan in place - by the end of Q3 for our 
business continuity plan to be developed and approved by the Trust Board 

� The Trust has an appropriate workforce strategy in place - by the end of Q2 for our 
workforce strategy to be presented to the Trust Board for approval. 

� The Trust has an appropriate IM&T strategy in place - by the end of Q3 for our IM&T 
strategy to be developed and approved by the Trust Board. 

 

1 quality and safety statement  

� The Board is satisfied that plans are in place to ensure that all relevant national core 
standards and targets can be met going forwards, including all national core standards 
and targets due to come onto force within the following 12months – for 2007/08 We 
declared compliance for thirty nine out of the forty three core standards, including four 
declared as ‘end of year’ compliant.  

� The four non-compliant Standards focus on decontamination, health and safety, single 
sex accommodation and public health.  

� For 2008/09 we will be complaint on health and safety and public health.  

� However, we will remain non compliant on decontamination and single sex 
accommodation. 
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4.3. Organisational risk rating score  

 

Table 47 details our proposed organisational risk rating score.  

 

Table 47: Proposed organisational risk rating score  

 

Risk scoring 

2008/9 Annual Plan Risk Ratings   Score / RAG 
rating 

Governance Risk Rating  (RAG as per East of England Provider 
Management Regime guidance) 

 

Financial Risk Rating  (Assign number as per East of England PMR 
guidance) 

3 

Contractual Position (RAG as per East of England PMR guidance)  

Healthcare Commission Quality Rating 07/08 (Out turn)   

Healthcare Commission Quality Rating 08/09 (Forecast)   

Healthcare Commission Use of resources Rating 07/08 (Out turn)  

Healthcare Commission Use of resources Rating 08/09 (Forecast)  

 

 

 

Signed on behalf of the Board  

Chief Executive  

 

Print name: Jan Filochowski 

Chair Board 

 

Print name: Thomas Hanahoe 
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Version Date Circulation and Review: 

V0.1 to V0.9 10/04/08 to 14/05/08 Drafting and review by corporate and 
divisional leads  

V0.9 14/05/2008 Submitted to Director of Corporate 
Affairs for review at the 22nd May 2008 
Trust Board Seminar 

V1.0 30/05/2008 Submitted to East of England SHA  

 

 


