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Paper 7.1

2014/15 – 2015/16 Business Plan

This document summarises the Business Plan for Ashford & St Peter’s NHS Foundation

Trust for 2014/15-2015/16. It is now four years since ASPH was authorised as an FT and we

have made good progress delivering many of the ambitions we set out in our strategy when it

was developed in 2009/10. During 2013 we refreshed our Trust strategy for the next five

years, through a process involving extensive consultation with the Board, with Governors,

staff groups from across the organisation, with patient groups and with commissioners.

The Business Planning process began in September 2013 with workshops for the Clinical
Divisions facilitating multi-disciplinary discussions to identify their future priorities.

The overarching strategic objectives were shared with the Council of Governors at a
workshop in October, and a further seminar in February provided them with the opportunity
to discuss the detailed actions underpinning the Business Plan. Alongside this the Executive
Team reviewed and agreed Divisional business plans, transformation plans, and budgets
which set out the delivery of the corporate objectives.

The Business Plan sets out the priorities for 2014/15 and 2016/15, the short term challenges
we face and our operational plan to deliver these priorities. Every action has been assigned
an executive lead which will form the basis of their objectives in 2013/14. These in turn will
be allocated to their direct reports as personal objectives who together with the executives
will lead delivery. The major strategic projects will be managed through the PMO, which are
clearly highlighted within the plan. The Divisions and Specialties will be held accountable
through the monthly performance review meetings.

For 2014/15 Monitor has upgraded its annual planning review process to focus more closely
on the strategic elements of plans and to understand how foundation trusts intend to address
the unique challenges in 2015/16 from both an operational and strategic point of view. To
support this there have been key changes made to their reporting process with the annual
plan review divided into two distinct phases, the first focused on operational planning and the
second focused exclusively on strategic planning. The Trust Business Plan 2014/15 –
2015/16 forms Phase 1 and will be submitted on 4th April 2014. A second submission will be
made on 30th June in the form of a 5 year Strategic Plan which will focus on the robustness
of our strategy to deliver high quality care on a sustainable basis.
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Executive Summary

This document summarises the Business Plan for Ashford & St Peter’s NHS Foundation Trust for

2014/15-2015/16. It is now four years since ASPH was authorised as an FT and we have made

good progress delivering many of the ambitions we set out in our strategy when it was developed

in 2009/10. During 2013 we refreshed our Trust strategy for the next five years, through a process

involving extensive consultation with the Board, with Governors, staff groups from across the

organisation, with patient groups and with commissioners.

Our refreshed vision, to create excellent joined-up patient care, captures our ambition to:

 Join up care within our hospitals – to ensure our care is well coordinated, our patients are

kept informed, and there is no unnecessary waiting.

 Join up care into and out of hospitals, enabling good access into our hospitals and

ensuring seamless pathways out of hospital to the appropriate next care setting.

 Provide leadership in creating great systems of care locally.

 Deliver excellent care to our patients. A strong component of feedback from our staff was

the ambition to be amongst the best in the care we deliver.

 Put patients at the centre of everything we do.

Our vision is the key driver for the development of our clinical services. During 2014/15 – 2015/16

we will take further action to:

 Develop Integrated Care for our local population. Our plans describe how we will

enhance our general hospital urgent care services (ensuring patients have access to the

care they need 7 days a week and 24 hours a day), work with our local partners moving

towards a truly integrated model of care, develop our services for women and children, take

a targeted approach to grow our elective services, and further develop Ashford Hospital as

an elective centre and diagnostic cancer centre.

 Deliver high quality specialist services in Surrey. Our aim is to be a Major Emergency

Centre for Surrey. During 2014/15 – 2015/16 we will open our new cardiac centre, develop

a twin Hyper-Acute Stroke Unit with RSCH and further strengthen our vascular services.

We are developing a business case to establish an inpatient renal unit at St Peter’s

Hospital.

Our Plan describes our priorities for 2014/15 and 2015/16 in relation to each of our four key

strategies

 Best Outcomes – reducing in-hospital mortality, eradicating avoidable harm and reducing

inappropriate re-admissions.

 Excellent Experience- improving patient experience, improving the response management

and use of the learning from complaints, improving staff experience of delivering care.

 Skilled Motivated Workforce - recruiting, retaining and developing the workforce,

improving staff engagement, experience, wellbeing and team working, improving Education

and development and implementing a pay and reward framework.
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 Top Productivity – delivering a cost improvement programme, driving clinical and

corporate efficiencies, securing profitable activity growth and delivering our long term

capital plan

Our performance management regime, introduced in 2012/13, uses a service level focus to

generate engagement between the Executive Team and front line clinicians. We expect our

performance to meet or exceed Monitor standards, including the maximum waiting time of 4 hours

for A&E.

Our budget for 2014/15 is based on current activity levels, adjusted for commissioner assumed

growth and QIPP schemes. Our plans are aligned with commissioners plans, subject to in-year

growth and repatriated activity being paid for in line with payments by results guidance.

We anticipate our contracts will over-perform by a total of c£6m due to our complex elderly growth

trends exceeding general population growth, the Trust's plans to repatriate specialist elective work

and under delivery of commissioner QIPP schemes. All contracts for 2014/15 have been agreed,

[signed] and are reflected in our plan.

A CIP programme of £14.9m, equating to 6% of income, has been developed for 2014/15. All CIP

schemes have detailed supporting templates setting out the scheme, profiling, risks and include an

assessment of any impacts on service quality and how this will be monitored in year. Our plans to

deliver transformational change in the way we deliver clinical services are based around five

workstreams: Emergency service design, Improving discharge, Outpatient redesign, Elective

service redesign, and Modernising the workforce

EBITDA is planned to increase to £16.9M in 2014/15, with below the line items reducing the

surplus to £1.5m. Cash balances at year end are planned to be £15.6m. The Financial Risk Rating

is forecast to be at least a 3 for each quarter of 2013/14.
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1. Introduction and Context

1.1 This document summarises our business plan for 2014/15-2015/16. We are now

entering our fourth year as a Foundation Trust. Good progress has been made in delivering

many of the ambitions we set out in our strategy when it was developed in 2009/10, and

during this period the external context within which the Trust operates has changed

significantly. Therefore, during 2013, we refreshed our Trust strategy for the next five years,

through a process involving extensive consultation with the Board, with Governors, staff

groups from across the organisation, with patient groups and with commissioners.

1.2 Our vision is to create excellent, joined up patient care. This business plan describes the

context within which we work, our refreshed strategy, and the action we plan to take in

2014/15 and in 2015/16 to support achievement of our vision.

Short and Medium Term Challenges

1.3 We, like healthcare providers across the NHS, face some important challenges. Our plan

describes how we will respond to these challenges, and how we will harness the

opportunities we have to realise our vision of excellent joined up patient care. The key

issues for us locally are:

 Rising demand for acute healthcare, from an ageing population. In Surrey the number

of people aged 85 and over is projected to double over the next 15 years. Elderly

people are more likely to experience disability, frailty and long term conditions and have

the greatest need for the hospital services we provide. In ASPH we have experienced a

9% increase in emergency admissions over 5 years, but for people aged over 75 the

increase has been 15% over 5 years. In elective care we have seen a 9% increase in

GP referrals in 2013/14 and forecast over-performance in elective care valued at £6m.

Rising demand places greater pressure on our services. Our business plan describes

how we are redesigning our services in response.

 Reduced levels of funding. Whilst the costs of delivering acute care continue to rise,

the tariff paid for the services delivered by the Trust will fall by 2% in 2014/15 and in

2015/16. The Better Care Fund (BCF) will further shift activity and income from hospital

care into community settings, and will result in further reductions in funding for our

services, estimated at £4m in 2014/15 increasing to £11m in 2015/16. We anticipate a

long term requirement for efficiency savings in excess of 5% per annum. Our business

plan describes how we will save £27m over the next two years, and how we will build on

the opportunities of the BCF to develop new services to strengthen out of hospital care.

 Low levels of investment in out of hospital services and capacity. NW Surrey has

low levels of investment in intermediate care services. We experience higher levels of

emergency admissions and challenges in discharge planning which result in extended

hospital lengths of stay and pressures on our capacity and our workforce.

 Sustaining operational performance. During 2013/14 ASPH declared a risk regarding

the ongoing achievement of the 4 hour A&E waiting time target and the 18 week referral

to treatment time target. We have developed a recovery trajectory with our partners to
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deliver four hour performance on a sustainable basis in 2014/15. Despite the huge

amount of work already undertaken and further work planned for 2014/15 this remains a

significant challenge and will require continued focus and effort from both the Trust and

partners in our local health and social care system. The RTT Admitted and Non-

Admitted standards remain at risk for Q1 2014/15; a trajectory to deliver sustainable

compliance from Q2 has been agreed. We will continue to monitor RTT performance

very closely and assess progress against recovery trajectories regularly. We are also

currently experiencing risk related to performance against the 62 day cancer standard

(urgent GP referrals), specifically on the Urology cancer pathway. However, we are

working to improve the speed of this pathway internally and also working with partners to

reduce delays experienced by patients referred for tertiary treatment.

 An increased focus on quality and transparency. Patients and the public rightly have

high expectations for the quality and safety of the care they receive. Nationally, the

Francis and Berwick reports, the introduction of a new hospital inspection regime, the

proposals to strengthen 7 day working and to redesign urgent and emergency care are

all examples of the increasing, and absolute focus of the NHS on quality and quality

assurance. In 2014 ASPH was assessed by the CQC as being in risk band 6 – the

lowest risk category. Our business plan describes the action we are taking to further

drive the highest standards of quality and transparency in our services.

 Creating the right culture. We have made good progress in embedding our values in

the organisation, creating the culture we need to deliver excellence and in developing

our workforce. Our recent staff survey highlighted areas where we need to do more: in

terms of overall staff engagement, in how staff perceive their career and training

opportunities and in the level of support staff feel they receive from their immediate

manager. Our plans in chapter 7 of this plan set out how we will address these issues.

 Structural barriers to delivering joined up care. Organisational boundaries can act

as a barrier to delivering joined up care, particularly for those individuals with chronic

and complex needs. We are increasingly seeking new ways to work with our partners in

primary, community and mental health services, and in social care. We see significant

opportunities through partnership working to move towards an integrated model of care

that helps people to stay healthy and supports them in their own homes wherever

possible. The inability of IT systems to communicate effectively across health sectors

also constrains our ability to provide seamless care. Our plans set out our ambition to

implement an electronic health record by 2017 and to improve information flows between

ASPH and our partners.

1.4 In the medium term we also see that it will be difficult to meet emerging clinical standards

and address the financial challenges we face, by acting independently. We have important

relationships with partners that will enable us to work with others to increase scale and

resilience. The most significant of these is our Principle Partnership with Royal Surrey

County Hospital (RSCH) with whom we have the opportunity to improve the quality and

financial sustainability of the services we provide.
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Alignment of our plan with the Local Health Economy

1.5 Locally, since April 2013, the Trust’s services are commissioned by two new bodies:

 NW Surrey Clinical Commissioning Group (CCG) commission the majority of our

services and are the source of c72% of our income. The CCG have developed a

strategic commissioning plan and five year transformation programme, signalling a clear

intention to move care out of hospital and into primary and community settings,

strengthening community services to reduce hospital admissions and re-procuring a

range of planned care services to be provided in the community, at lower prices

 NHS England commission the specialist services we provide, including cardiovascular

and neonatal services, with a contract value of c£30m (14% of our income).

1.6 A further 5% of our income is from Hounslow CCG, and 2.5% from CCGs in East Berkshire.

1.7 The Trust’s plans are aligned with commissioners subject to in-year growth and repatriated

activity being paid for in line with payment by results guidance. The Trust expects c£2.8m of

over performance against our £161.4m main contract with NW Surrey CCG, and c£2m over

performance against our contract for specialist services with NHS England. Our plans

acknowledge £6m of QIPP schemes in 2014/15. NW Surrey CCG and the Trust have jointly

appointed independent advisors to examine how we can achieve full alignment over the next

3 years. This work is expected to be completed during Q1 of 2014/15.
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2. Our refreshed vision and strategy

2.1 Our refreshed vision, to create excellent joined-up patient care, captures our ambition to:

 Join up care within our hospitals – to ensure our care is well coordinated, our patients

are kept informed, and there is no unnecessary waiting.

 Join up care into and out of hospitals, enabling good access into our hospitals and

ensuring seamless pathways out of hospital to the appropriate next care setting.

 Provide leadership in creating great systems of care locally.

 Deliver excellent care to our patients. A strong component of feedback from our staff

was the ambition to be amongst the best in the care we deliver.

 Put patients at the centre of everything we do.

2.2 The diagram below illustrates the architecture of our plan.

2.3 Each of the key components of our strategy are summarised overleaf.
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2.4 Our missions summarise the type and scale of services we offer for our patients, and our two

mission statements reflect the equal value we put on our 2 distinct types of services:

 Developing Integrated Care for our local population. This mission articulates our

role in delivering services for the populations for whom our 2 hospital sites are their

closest acute provider and emphasises our desire to integrate care pathways with

primary care, and with community and social care providers. It encompasses our core

services: A&E, urgent care, planned surgery, obstetric and paediatric care. It involves

the majority of our inpatient beds, our day case and our outpatient services.

 Delivering high quality specialist services in Surrey. This mission encapsulates our

broad range of specialist services, which, whilst delivered in Surrey, serve a population

over a much wider area. Our specialist services include cardiovascular services,

bariatric surgery and level 3 neonatal care.

2.5 Our plans to develop our local and our specialist services in 2014/15 and 2015/16 are set out

in section 3.

2.6 Our values summarise the behaviours to which we aspire as an organisation – Putting

Patients first, Personal Responsibility, Passion for Excellence, Pride in Our Team – the 4 Ps.

These values remain unchanged – we believe they are enduring and reflect how we want to

do things.

2.7 Our Strategies – BEST - provide the framework in which we articulate all our planning. Our

priorities for 2014/15 and 2015/16 in relation to each of these strategies are described in

sections 4-8 of this plan.

 Best Outcomes. This objective describes our ambitions, priorities and detailed plans

for improving clinical outcomes.

 Excellent Experience. This objective describes how we deliver great experience for

our patients.

 Skilled Motivated Workforce. This objective describes our plans to ensure we recruit,

retain, develop and motivate our staff and how we enable them to work together to

become high performing teams.

 Top Productivity. Our plans to maximise financial effectiveness within the Trust,

seeking to optimise income where appropriate and deliver cost efficient services without

compromising quality.

2.8 Firm Foundations refer to the key corporate strategic goals which need to be put in place in

order to support the front-line clinical divisions in delivering the Trust vision and detailed

strategies. Our priorities in relation to each goal are set out in section 9 of this plan.

a) Creating the Right Culture. Creating the right culture and having a motivated and

engaged workforce is fundamental to delivering our vision of excellent care.
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b) Ensuring a Good Reputation with the communities we serve. The hospitals are very

much at the heart of the local communities we serve. We are one of the biggest local

employers, and the majority our local populations will need to access our services at

some point in their lives. We want to continue to build a strong reputation, founded on

trust and confidence in the quality of our services and we want to do this by engaging

through our Foundation Trust members and our Governors who represent them.

c) An Electronic Health Record. Over 3 years, we are committed to providing an

electronic health record which supports and drives better care by seamlessly providing

clinical information to our clinical teams and allows this information to be shared with

health professionals inside and outside hospital where it supports the care of our

patients.

d) A Modern Estate. Having the appropriate healing environment, and ensuring our estate

is fit to meet the increasing demands for our services requires significant investment. We

are committed to delivering a Ten-Year estate strategy which will provide a new and

expanded Accident and Emergency Department and Critical Care Unit at St. Peter’s

Hospital and enhance our facilities for Cancer patients at Ashford Hospital. We will also

invest in the right capability and quantity of key equipment particularly in areas such as

diagnostics and theatres.

e) Harnessing Education, Research and Innovation. Research, education and

innovation support improved delivery of care and help to attract the highest calibre

clinicians. Working in partnership with Royal Holloway University and the University of

Surrey, we will seek to do this.

f) Responsive and Accessible to Patients and GPs. We want to be an organisation

where it is easy to access and book into our services, and for GPs, one where we provide

timely and appropriate clinical advice and clear information about their patients.

g) Our Partnership with RSCH – Surrey Health Partners. There remain significant

quality and financial drivers to deliver services at scale. Our Principal Partnership with

the Royal Surrey County Hospital is a crucial enabler for this and over the 3 years of this

Strategy we will seek to collaborate together over delivery of a number of clinical and

support services to the benefit of our patients. The ‘triangle’ summarising our vision and

strategy has been prepared in a similar format to that of RSCH, whilst remaining

distinctive in the detail of our plans.
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3. Developing our clinical services

3.1 Our vision to create excellent joined up patient care is the key driver for the development of

our clinical services. During 2014/15 – 2015/16 we will take further action to:

 Develop Integrated Care for our local population. Our desire is to integrate care

pathways with primary care, and with community and social care providers.

 Deliver high quality specialist services in Surrey. Our aim is to be a Major

Emergency Centre for Surrey.

Developing integrated care for our local population

3.2 The following paragraphs summarise our plans to develop the services we provide for the

local population during 2014/15 – 2015/16.

3.3 We will enhance our general hospital urgent care services, ensuring patients have

access to the care they need 7 days a week and 24 hours a day where appropriate:

 implementing 7 day consultant service in all inpatient wards, a robust 7 day and out-of-

hours therapies service and improving our 7 day working in key diagnostic modalities, in

line with the Keogh recommendations

 developing joint sub-speciality rotas with RSCH, enabling us to provide stronger 7 day

cover in key specialties

 implementing the outputs of the emergency medical workforce review, recruiting more

consultant staff to work in A&E, and employing Nurse Practitioners and Paramedic

Practitioners to enhance the delivery of emergency care

 continuing to improve our emergency pathways within our hospitals and continuing to

embed and enhance recent innovations such as the Older People’s Liaison Service

 building our capacity to respond to surges in demand, with better use of predictive data,

improved control room staffing and improved mechanisms to manage the hospital

3.4 We will work with our local partners to realise our vision of joined up healthcare,

moving progressively towards a truly integrated, community based model of care:

 working closely with our principal local commissioner, North West Surrey CCG, as they

develop and refine their 5-year Strategic Commissioning plan over Q1 2014/15. We

have jointly commissioned external analysis and review of the levels of commissioned

activity at Speciality level which can deliver affordable levels of acute activity for our

commissioners and a financially sustainable Acute Foundation Trust to serve the needs

of the local population

 working collaboratively with NW Surrey CCG, Virgin Care, Adult Social Care and Surrey

& Borders Partnership Trust, and as a key member of the North West Surrey

Transformation Board, supporting system-wide work programmes to improve clinical

outcomes and patient experience and to support appropriate investment of the Better

Care Fund to create a better local urgent care system

 working in partnership with RSCH and Virgin Care to improve how we organise and
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deliver care for elderly people. We will work together to join up hospital, community and

social care provision, introducing innovative pathways of care which improve patient

experience, provide better support for people at home, and are more cost effective

 exploring with GPs how the Trust’s clinical and corporate services could work differently

in partnership with GPs to create more effective pathways & more efficient primary care

 reviewing our model of rehabilitation, delivering more services closer to patient’s homes

and potentially enabling a reduction in hospital based rehabilitation beds. We will also

introduce a new model of palliative care

3.5 We will further develop our services for women and children, including:

 completing the development of the birth centre by summer 2014 and provide a full

range of choices for women

 increasing the number of deliveries at St Peter’s Hospital to c4,500 by 2015/16 to meet

the demand for both midwife and obstetric led care and to eradicate unnecessary

refusals of In utero transfers of babies that require the care of our level 3 NICU

 complete the redesign of our paediatric emergency services, increasing consultant

presence 7 days a week and extending our paediatric Emergency Department

3.6 We will take a targeted approach to defend and grow our market share for our elective

services in key specialties including Rheumatology, Dermatology, Respiratory,

Gynaecology, GUM, ENT, Ophthalmology and Orthopaedics. This will involve:

 redesigning how and where services are delivered, working more closely with GPs to

plan and deliver planned services

 improving the elective pathway, streamlining processes and information systems to

make it easier for GPs to refer into our services and making outpatients, listing and pre-

assessment work more smoothly

 ensuring the interface between our services and those of primary and community care

are as seamless as possible for patients and referrers

3.7 We will further strengthen and develop Ashford Hospital as an elective centre and

diagnostic cancer centre. This includes

 enhancing day surgery, diagnostics and endoscopy services, and maximising our

utilisation of our elective surgical and outpatient capacity at Ashford Hospital

 developing new cancer services at Ashford Hospital with RSCH
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Our specialist services: delivering our vision to be a Major Emergency Centre

3.8 Our aim is to be a Major Emergency Centre for Surrey, providing joined up healthcare for a

population of at least 800,000, so that Surrey patients benefit from a broader range of high

quality locally delivered specialist services. Our Principle Partnership with RSCH is a key

enabler to this aim. Key service developments planned for 2014/15 – 2015/16 include:

 Cardiology: Our new cardiac centre will open in the Autumn of 2014

 Stroke Care: We plan to develop a twin Hyper-Acute Stroke Unit and shared 7 day

stroke rota with RSCH

 Renal Services: We are developing a business case to establish an inpatient renal unit

at St Peter’s Hospital with Epsom & St Helier Hospitals, St George’s Hospital & RSCH

 Vascular Services: We plan to further strengthen and extend our vascular services

during 2014/15 – 2015/16

3.9 Our trauma unit status will be re-accredited in 2014/15 and we will take the action required to
ensure a successful outcome.
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4. Overview of our Priorities for 2014/15 – 2015/16

4.1 The figure below summarises our priorities related to each of our four BEST strategies for the

next two years. The rationale and actions supporting each priority are set out in sections 5-8

of this plan.

4.2 The figure below summarises our priorities related to each of our Firm Foundations

strategies for the next two years. The rationale and actions supporting each priority are set

out in section 9 of this plan.
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4.3 The annual priorities and actions will be delivered through Divisional business plans and staff

personal objectives, with the support of the Programme Management Office (PMO).

Progress is reviewed by the Strategic Delivery Committee and through monthly and half

yearly business plan reviews.
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5. Best Outcomes: Our priorities and detailed plans for improving
clinical outcomes in 2014/15 – 2015/16

5.1 Overall, measured against a wide range of quality metrics, ASPH offers high quality and safe

care to our patients. Concerns identified in 2010/11, including infection control issues,

concerns over mortality indicators and concerns raised by the CQC have all now been fully

addressed. Full compliance with Care Quality Commission (CQC) standards was achieved

in October 2012 and ASPH is now among the top performers nationally in terms of infection

rate and mortality rates. Following visits by the CQC to both Ashford Hospital and St Peter’s

Hospital we have no outstanding concerns. The CQC grouped all 161 acute NHS Trusts into

six bands based on the risk that people may not be receiving safe, effective, high quality

care. ASPH has been assessed as being in risk band 6 – the lowest risk category. We also

score well against the majority of our quality and performance standards.

5.2 Although we have made good progress improving outcomes for patients, our ambition is to

go further. Our approach is one of continuous improvement. By 2017 we aim for Ashford

and St Peter’s Hospitals to have:

 The lowest mortality in south east England

 Zero avoidable hospital acquired infections

 Zero avoidable harm as measured by the Safety Thermometer: Venous thrombosis

(VTE), Falls, Pressure Ulcers and Catheter Acquired Urinary Tract Infection

 Reductions in other specified avoidable harm (to be determined through expansion of

measurement and monitoring

 Reduced emergency readmission rates to less than 7.5%

 Top performing participation and results for national clinical audits

5.3 Our priorities for 2014/15 and 2015/16 to further improve outcomes are to:

a) Reduce in-hospital mortality. We have specified targets and trajectories to reduce

in-hospital mortality, measured by the Risk Adjusted Mortality Index (RAMI), crude

mortality and the number of mortality reviews

b) Eradicate avoidable harm. Our aim is to reduce to zero the rates of the four types of

avoidable harm from which patients are most at risk during inpatient hospital stays:

pressure ulcers, falls with harm, catheter associated urinary tract infections and venous

thromboembolism. We have agreed targets and trajectories for each of these four

areas. We will also improve compliance with World Health Organisation (WHO)

Surgical Safety Checklist to 100% (a series of critical steps which if followed, have

been shown to minimise the most common and avoidable risks that can endanger the

lives and well-being of surgical patients).

c) Reduce inappropriate re-admissions. We measure readmission rates by pathways

and by specialty.

5.4 The table on page 17 sets out the planned actions in relation to these priorities in 2014/15 –

2015/16.
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Quality Account Priorities

5.5 The process of engagement to agree the quality account priorities for the next financial year

is underway and our approach has been received positively by stakeholders. The emerging

Quality Account priorities for 2014/15 are summarised in the table below. The table includes

the Quality Account priorities relating to patient experience; our plans to improve patient

experience are described in more detail in section 6 of this plan.

Theme Emerging Quality Account Priorities for 2014/15

Patient

Safety

a) Achievement of harm free care for all - falls, VTE, catheter acquired

infections and pressure ulcers.

b) Work to reduce surgical site infections.

c) Focus on embedding and measuring the Trust safety culture to maintain

and strengthen openness, transparency and learning.

Clinical

Effectiveness

a) Work to improve the access to specialist diagnostic and treatment for

those patients with diabetes to improve efficiency of pathways and

patient outcomes

b) Work to reduce pathway and clinical decision making variability across

the organisation by trialling the use of software that supports evidence

based judgements about the level of care and intervention a patient

requires and thus which of the patient care environments is most

suitable (in-hospital, community, rehabilitation). The aim is to make sure

that all patients are getting the right care in the right place

c) Continue our existing project to reduce readmissions and to support

frequent attenders through a case management approach, in partnership

with primary and community care, mental health and ambulance

providers

d) A new approach to improve identification and management of those

patients experiencing catastrophic deteriorating, cardiac arrest and end

of life with a particular emphasis on sepsis

Patient

Experience

a) Work to improve the experience of vulnerable groups; those with

dementia and their carers, those with a mental health issue and those

with cancer

b) Work to improve the way the organisation and clinicians communicate

with patients focusing on access, decision making and care coordination

c) Work to improve the organisation's response to and management of

complaints and the learning and improvement from themes that emerge

d) Work to improve the patient experience of discharge; effective planning,

patient empowerment, discharge to access and access to outreach and

support post discharge.
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Best Outcomes:
Priorities, actions and timescales for delivery in 2014/15 – 2015/16

Priority Action and Timescales
Lead
Director

a) Reduce in-hospital
mortality (measured
by RAMI, crude
mortality, number of
mortality reviews)

i) Embed and optimise role of Chief of Patient Safety (Q4 2014/15)
ii) Implement evidence based Care Bundles; Sepsis (Q2 2015/16) and extend, based on evidence of

pathway(s) with sub-optimal outcomes (Q4 2015/16)
iii) Reduce Number of in-hospital arrests; Failure to Rescue Programme (Q4 2014/15) and Vital Pac

Implementation (Q4 2015/16)
iv) Design, scope and pilot a new outreach service (Q4 2014/15), potentially in partnership with hospices

and/or community services, to deliver choice of place of death for all those at end of life, and implement
the service fully (Q4 2015/16)

v) Conduct external review of Antenatal and Intrapartum pathways (Q2 2014/15) to reduce stillbirth rate
and implement recommendations

vi) Build audit and arm’s length peer review capacity and capability, in partnership with RSCH, and expand
participation in clinical audit: scope (Q2 2015/16), develop business case and implement (Q4 2015/16)

vii) Deliver the Integrating Critical Care Project

Medical
Director

b) Eradicate Avoidable
Harm (13/14 is
baseline year for
VTE, Falls, CAUTI
and PUs)

i) Expand the safety thermometer to include medication errors and two other harms to be specified based
on evidence (Q2 2015/16)

ii) Achieve 100% compliance with WHO Checklist (Q4 2014/15)
iii) Implement new Falls Nice Guidance (Q2 2014/15)
iv) Implement Safer Nursing Staffing Framework and publish actual staffing levels versus establishment %

shifts operating below establishment (Q4 2014/15)
v) Implement recommendations from RCPCH review (Q4 2014/15)
vi) Implement new Trust Safeguarding Team (Q4 014/15)
vii) Strengthen “safety culture” and improve dissemination and learning from incidents and audits to front

line teams (Q4 2014/15)
viii)Focus on VTE using RCA learning (Q4 2015/16)
ix) Widen incident reporting to include “Near Misses” (Q4 2015/16)

Chief Nurse

c) Reduce inappropriate
re-admissions

i) Expand use of ASPH LACE across Trust (Q4 2014/15)
ii) Implement 3 day “Teach-back” (Q2 2014/15)
iii) Improve health economy working with 3rd Sector Organisations to prevent readmission (Q2 2015/16)
iv) Deliver the Preventing Readmissions Project

Medical
Director
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6. Excellent Experience: Our priorities and detailed plans for 2014/15
and 2015/16 to deliver a great experience for our patients

6.1 Ensuring a great experience is an integral part of delivering excellent patient care. In ASPH

we have made good progress in improving the experience our patients have of our services.

Our aim is to sustain continuous improvement and that by 2017:

 Ashford & St Peter’s Hospitals will be in the top 10% of Trusts for the Friends and

Family score

 Patients will be confident in our care and our staff

 The environment, facilities and food will be rated as excellent

 All our waiting times will be low and our services easy to access

 It will be easy for patients to ask questions about their care, plan and schedule their

care, in and out of hospital

6.2 Our plans focus both on what we can do internally to improve patient experience of the

services we provide, and on identifying ways in which we can join up care for individual

patients as they access services in different parts of the health system. This includes for

example by improving pathways, reducing readmissions, and improving the ‘hand-offs’

patients experience as they move between our services and those of our partners.

6.3 We have recognised that staff resilience in delivering quality improvement is tested under the

pressures we face of increasing demand and increasing need for efficiency. We have

therefore placed significance importance on creating and developing our organisational

culture in order to sustain the commitment of staff to maintaining and improving patient

experience. Our plans to develop motivated teams are set out in section 7 of this plan.

6.4 Our priorities for 2014/15 and 2015/16 to deliver a great experience for patients are to:

a) Improve the patient experience. Our key measure of patient experience is the Friends

and Family Test. It is also important that we achieve all of our targets for access to care

in our hospitals. Our actions describe how we will deliver improvements for patients with

cancer, dementia and other mental health issues, how we will use the lessons we learn

through the patient survey to prioritise our improvement activity, and how we will improve

the transparency of our services

b) Improve the response, management and learning from complaints. We know from

the feedback we receive that we have more to do to improve how we handle and manage

complaints, and embed the changes we make in response to those complaints. Our

actions overleaf describe our plans to review and improve our complaints process and to

strengthen our feedback mechanisms

c) Improve the staff experience of delivering care. Staff experience is a key determinant

of patient experience. Section 7 of this plan describes the work we are doing to develop

and motivate our staff. Our actions overleaf summarise the work we are doing to directly

improve staff experience linked to improving patient experience.

6.5 The table overleaf sets out the planned actions in relation to these priorities in 2014/15 –
2015/16.
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Great Experience:
Priorities, actions and timescales for delivery in 2014/15 – 2015/16

Priority Action and Timescales
Lead
Director

a) Improving the patient
experience

i) Focus on improving the experience for vulnerable groups, integrating pathways across the whole
system; focussed on dementia and cancer (Q4 2014/15); mental health (Q4 2015/16) linked to
campaign “No Health without Mental Health and using issues raised in the patient survey to prioritise
interventions.

ii) Open Birthing Unit (Q2 2014/15) to improve women’s experience of birth
iii) Implement “Help Line” to empower and reassure (Q4 2014/15)
iv) Introduce Friends and Family (F&F) Test in Outpatients (Q4 2014/15)
v) Deliver on Francis Declaration (Q4 2014/15 and Q4 2015/16)
vi) Strengthen Friends & Family Test feedback mechanisms so that teams can respond rapidly to patient

feedback and make and own the necessary improvements (Q4 2014/15)
vii) Achieve Referral to Treatment and 4 hour Emergency Department performance (2014/15 and 2015/16)
viii) Deliver the ‘Ready to Go’ No Delays Project and Care of the Older Person Model.

Chief Nurse

b) Improve the
response,
management and
use of the learning
from complaints

i) Review existing process and redesign as necessary implementing recommendations from post Francis
national review (Q4 2014/15)

ii) Implement a complaints process peer review with RSCH (Q1 2015/16)
iii) Implement Hospital Watch Experts (Q3 2015/16)
iv) Strengthen complaints feedback mechanisms so that teams can respond rapidly to patient complaints

and make and own the necessary improvements (Q2 2015/16)
v) Design an intervention for junior and middle grade doctors that involves them in the complaints process

(Q2 2015/16)

Chief Nurse

c) Improve the staff
experience of
delivering care

i) Implement Junior Doctors Sounding Board (Q2 2014/15)
ii) Implement Staff Friends and Family test (Q4 2014/15)
iii) Support cultural refresh programme (Q4 2014/15)
iv) Implement Nursing and Midwifery Strategy (Q4 2015/16)

Chief Nurse
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7. Skilled, Motivated Teams: Our plans for 2014/15 and 2015/16 to
ensure we recruit, retain, develop and motivate our staff and how
we enable them to work together to become high performing teams.

7.1 Our priorities in relation to the development of our workforce have been identified in

response to internal requirements and external factors which will see by 2017

 The right organisational culture

 A clear sense of citizenship and engagement

 A clinically led organisation

 Training & development and career pathways that get the best out of people and teams

 The right number of staff in the right roles at the right time

7.2 In order for us to achieve our vision and ambition of creating excellent joined up health care

we need to plan, build and develop a workforce that are flexible and responsive to patient

and service needs and who are well engaged with the organisation. We want our staff to be

confident and be empowered to be creative, innovative and exploit opportunities for

improvements. We recognise that there are a number of external factors and challenges that

we must also respond to in order to ensure that our priorities are sufficiently met.

7.3 The Francis recommendations remind us of our responsibility to ensure that the culture and

climate is conducive to the highest standards of patient safety, outcomes and experience.

Fundamentally, this places high quality leadership, people management and development

processes and systems at the heart of effective corporate and clinical governance. To

undertake this we will continue with our staff engagement, experience and culture

programme that has already seen a range of initiatives implemented. We have made

significant progress with Team ASPH during 2013/14 and by Q2 2014/15, we will also have a

number of accredited internal coaches who will be able to further embed coaching practices

within the Trust. The Board has already heard inspirational team stories from the

programme and has seen the positive impact that the programme has had on patient care

and staff satisfaction. In 2014/15 we will implement a coaching & innovation virtual hub in

order to learn from the current investment (tools, techniques, case studies) and in order to

establish a coaching legacy for the Trust.

7.4 During 2013/14 the Trust has been implementing ways to improve communication and staff

involvement including the use of a more discursive tone within the CEO sounding board,

team brief and general communications. We have been using an interactive online graffiti

wall to facilitate more open discussions with staff around staff experience and around our

values and associated behaviours. Implementation of the Values Based Behaviours in

2014/15 will be an important way of demonstrating that we are listening and acting on views

and aspirations of staff. We will continue to use The Wall methodology to promote real time

feedback and to generate ideas around improving staff experience. To support our

engagement and staff experience programmes we will develop a reward strategy that

motivates and provides a range of benefits for staff through their employment journey.

7.5 During 2013/14 we took actions to assess and improve our delivery of 7-day Consultant

delivered care. Our next phase of work will be to further strengthen our delivery of 7 day
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working on our inpatient wards and to continue to explore opportunities to improve service

delivery and patient choice by examining whether we can provide more outpatients and

elective services on weekends. We will do this by assessing the current medical workforce

at specialty level, and developing a plan that forecasts the future medical workforce needs,

with consideration of various factors (e.g. 7 day working, growth, commissioning changes

and retirements).

7.6 We have made significant progress in 2013/14 with our Educational and Development

agenda with a range of statutory and mandatory, leadership and professional development

programmes. We will continue to develop and enhance mufti-professional development and

build a suite of exciting and inspirational training and educational programmes for staff.

7.7 Following the Divisional restructuring in 2013, the Trust will continue to support the clinical

divisions to meet the ambition of devolved and autonomous structures. To implement this

and all of the workforce strategies requires outstanding and inspirational leaders

7.8 Our priorities for 2014/15 and 2015/16 are:

a) Recruit, retain and develop an affordable, sustainable and highly skilled workforce

who are flexible to meet the changing needs of the service. New workforce models

should enable 7-day working, be affordable, and take in to account range of factors,

including, retirements, commissioning changes and growth. We will implement a

Recruitment & Retention Strategy with the aim of increasing the permanent workforce,

meeting safer staffing nursing establishments, reducing / better utilising temporary

staffing, implementing a values based selection process and reducing turnover

b) Improve staff engagement, staff experience, staff wellbeing and team working. We

will continue to implement staff engagement, experience and team working culture

improvement programme focusing on communication & engagement strategies

(embedding an open, transparent & two way dialogue as the natural style of working), a

coaching culture, and clinical leadership & managerial development activities. We will

develop a Health, Wellbeing and Building Staff Resilience programme that meet staff

requirements and recognise the importance and awareness of a healthy workforce

c) Implement an improved Education & Development strategy/programme, which

enables staff to develop their skills and capabilities for today and for the future. Building a

reputation for providing best practice learning & organisational development interventions

that are motivating & inspiring, and attractive to future staff. Developing career pathways

and talent pipelines for staff within the Trust and where appropriate with other external

partners.

d) Implement a pay and reward framework that includes performance related reward, the

ability to choose benefits to suit individual need (cafeteria style framework), and

opportunities to maximise pay.

7.9 The table overleaf sets out our planned actions in 2014/15 – 2015/16 relating to each of

these priorities.
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Skilled, Motivated Teams:
Priorities, actions and timescales for delivery in 2014/15 – 2015/16

Priority Action and Timescales
Lead
Director

a) Recruit, retain and
develop an
affordable,
sustainable and
highly skilled
workforce.

i) Agree & implement a workforce plan to support delivery of the clinical strategy (Q4 2015/16).
ii) Identify training, education and development for staff to deliver the new workforce models (Q4 2015/16)
iii) Review and explore workforce opportunities through the partnership working with RSCH that support

service improvements and economies of scale. (Q4 2015/16)
iv) Identify resourcing solutions for hard to fill vacancies and address vacancy hotspots with an agreed

schedule of effective and innovative recruitment (Q4 2014/15)
v) Further develop the in house bank to ensure improved supply and availability of bank workers and

implement recommendations and solutions from the Temporary staffing project (Q4 2014/15)

Director of
Workforce
Transformation

b) Improve Staff
Engagement,
Experience and
Team working

i) Build staff advocacy of ASPH as a place to work & be treated through a range of strategies (Q4 2014/15)
ii) Implement a virtual coaching & innovation hub and further develop a coaching culture, and deliver the

Improving Staff Culture & Experience project (Q4 2014/15)
iii) Develop an implementation plan and launch the value based behaviours (Q4 2014/15)
iv) Develop a Diversity agenda that promotes good practice (Q4 2015/16)
v) Implement a communication & engagement strategy for the partnership work with RSCH (Q4 2014/15)
vi) Implement a Health, Wellbeing and Building Staff Resilience programme (Q4 2015/16)

Director of
Workforce
Transformation

c) Implement an
improved Education
& Development
strategy/programme,
developing staff skills
and capabilities

i) Develop and deliver a learning, education and development plan (Q4 2015/16)
ii) Ensure full utilisation of external funding opportunities for skills development (Q4 2015/16)
iii) Introduce programmes to support non-registered staff to deliver their full potential & develop their career

journey, and B5-7 staff to deliver their full potential as line managers & leaders (Q4 2014/15)
iv) Enhance corporate and individual performance management processes across the Trust (Q4 2014/15)
v) Implement a revised statutory and mandatory training matrix, aiming for 100% compliance (Q4 2014/15)

Director of
Workforce
Transformation

d) Implement a pay and
reward framework
with performance
related reward
benefits to suit
individual need

i) Implement a framework linked to performance based on an effective appraisal system, enabling the use
of the current AfC pay flexibilities to link incremental progression to performance. (Q4 2014/15)

ii) Implement a revised Clinical Excellence Awards scheme based on assessment of performance against
divisional metrics, rather than through individual application process. (Q4 2014/15)

iii) Develop a ‘Total Reward’ system of ‘cafeteria’ benefits that enable staff to have flexibility and choice in
aspects of their terms and conditions, for example buying and selling annual leave. (Q4 2014/15)

iv) Implementation of a range of tax maximisation schemes. (Q2 2014/15)

Director of
Workforce
Transformation
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8. Top Productivity: Our priorities and detailed plans for 2014/15 and
2015/16 to maximise financial effectiveness within the Trust,
seeking to optimise income where appropriate and deliver cost
efficient services without compromising quality.

8.1 The population of North West Surrey is growing and people are increasingly living longer.

Medical technology also continues to advance as new and improved treatments and

medicines are made available to patients. This means that there is more demand than ever

on NHS services, and this demand – and the costs of meeting this demand continues to rise.

8.2 At the same time we know that the resources available to spend on health services will not

be able to keep pace with this rise in demand. In order to continue to have a high quality

health service we will need to make significant changes over the next few years. We’ll be

doing this by working with patients and partners to develop more innovative ways of

providing services outside of hospital and act to ensure the services are better coordinated

8.3 The national tariff annual deflator and various contractual levers, including emergency

thresholds after which only marginal tariffs are paid, and the non-payment for a proportion of

readmissions, reinforce the requirement on the Trust to deliver substantial efficiencies to

contain costs and to provide resources for investment in improved service quality and better

health outcomes.

8.4 In order to respond to these financial drivers and to ensure we remain financially sustainable

in the medium term we will need to

 deliver a substantial efficiency programme of at least 5% per annum

 work across the health economy to reduce emergency activity and readmissions

 deliver upper quartile productivity levels.

8.5 As an alternative to cost cutting, we will also look to repatriate specialist activity which could

be undertaken more locally on our sites in order to replace activity which will be lost to

community based settings and pathways in the future.

8.6 In order to deliver an efficiency agenda of this scale we are developing schemes which are

more transformational in nature and which will drive fundamental productivity improvements

in our clinical and corporate services. This implies working in partnership with other

organisations to delivery schemes beyond the Trust’s traditional boundaries and the adoption

of more efficient technologies to support streamlined care in less costly settings.

8.7 Recognising that good quality care is the most productive care, by 2017 we will have:

 The best financial risk rating from Monitor

 Upper quartile benchmarked efficiency measured for length of stay in hospital, day case

rates, theatre efficiency and workforce productivity.

 Minimal contract fines, increased quality payments (e.g. CQUINS) and developed

income through specialist services and research activity

 Innovative ways of delivering care that improve quality and productivity
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 Annual surpluses of at least £3 million, so that we can invest to improve services for our

patients

8.8 We will drive efficiency in 2014/15 by achieving:

 Upper quartile length of stay, with 1 ward at St Peter’s Hospital released for use if

required when demand is highest in the winter

 Improvements in length of stay in all specialties of 5% year on year

 Delivery of trajectories to meet all expected staffing levels

 Temporary staffing <10% of our pay bill and agency staffing <3.5% of our pay bill

 Theatre efficiency >85%, with 1 theatre released, all specialties to improve by 5% year

on year. Upper quartile day-case rates, undertaken in Ashford whenever possible,

upper quartile outpatient follow up rates, all specialties to improve by 3% year on year

 All Specialties to exceed profitability targets, no loss making specialties.

 Private patient income to increase by >3% year on year

 Capital expenditure within 20% of planned spend at all times

 Fully validated data to be central to all metrics and specialty review processes.

Delivering transformational change

8.9 Historically, the Trust has delivered significant annual savings, and although, we have

reviewed many elements of pathways we have not to date achieved radical pathway

redesign. Our plans to deliver transformational change in the way we deliver clinical services

are based around the following workstreams:

a) Emergency Service Redesign

8.10 Building on the progress we have made over the last 2 years and the most recent

Emergency Care Intensive Support Team (ECIST) recommendations, we will:

 Create a joined-up acute ‘hub’ of all the appropriate services and agencies at the ‘front-

door’ of the hospital

 Ensure consistency of approach to daily Consultant ward rounds five days a week,

progressing to enable 7 day Consultant reviews of all inpatients by the end of 2015/16

b) Improving Discharge

8.11 We currently achieve upper quartile performance for our length of stay but increased

community rehabilitation pathways and Integrated Care Team provision could reduce our

bed base further. The Trust will continue to aim for a 5% annual improvement in our length

of stay in order to underpin our best in class length of stay performance, but this will require

the whole system to work seamlessly and without delays
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c) Outpatients

8.12 We will improve the current fragmented management of Outpatients with a clearer strategy

for these services. Process improvements and costs savings will be achieved through

addressing new to follow up ratios, further reductions in our DNA rates and in clinic

cancellations, a 5% annual improvement of clinic utilisation and improved overall space

utilisation. We will also undertake a review of nursing skill mix requirements and make

changes as necessary to better match resources to demand. Our improvement programme

will ensure clinic opening times and locations match patient requirements, and that patient

delays are minimised by ensuring clinics are appropriately resourced and managed.

Utilisation of electronic records and adopting electronic information capture technologies will

further support productivity improvement.

d) Elective Services

8.13 We will further improve theatre utilisation and productivity. Work has already begun in

Orthopaedics and in developing upper/lower limb and spinal services in particular. We will

continue to increase our day case rates, aiming for best in class performance. Our elective

services redesign will also examine other areas in the elective pathway where there are

opportunities for productivity improvements.

8.14 Ashford Hospital offers an excellent environment for planned care which offers excellent

patient experience and higher levels of productivity and efficiency. We will identify further

opportunities to transfer planned surgical activity from St Peter’s Hospital to Ashford Hospital.

e) Modernising the Workforce

8.15 Modernising the workforce is a key part of our plans to deliver transformation change; our

workforce plans are described in section 7 of this document.

Our Priorities for 2014/15 – 2015/16

8.16 Our priorities for 2014/15 and 2015/16, and the actions we plan to take to deliver our

priorities are set out in the table overleaf.
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Top Productivity:
Priorities, actions and timescales for delivery in 2014/15 – 2015/16

Priority Action and Timescales
Lead
Director

a) Deliver our cost
improvement
programme of
£14.9m in 2014/15 &
£13.3m in 2015/16

i) Continue to deliver our transformation programme through a project management office approach under-
pinned by strong internal financial control (Q4 2015/16)

ii) Deliver our detailed transformation action plan for pay, non-pay and service line contribution initiatives
(Q4 2015/16)

iii) Agency expenditure reduced from 7.8% of pay bill in 2013/14 to 3.5% by end of 2014/15 and 2.5% by
end of 2015/16. (Q4 2015/16)

Director of
Finance and
Information

b) Driving clinical and
corporate efficiencies

i) Deliver a year on year 5% improvement in theatre utilisation, 3% outpatient utilisation and 5% length of
stay (Q4 2015/16). Deliver the RealTime Project and Outpatient Clinic Review.

ii) Release the excess capacity and staffing costs as a result of efficiency improvements (Q4 2014/15)
iii) Increase commerciality by improving clinicians understanding of their service lines financial performance

and confidence in the underlying data (Q4 2014/15)
iv) Identify and deliver opportunities to reduce corporate overheads, including through partnership with

RSCH (Q2 2015/16)
v) Deliver the transformation / exit plan as appropriate from any remaining loss making service lines (Q2

2015/16)

Director of
Finance and
Information

c) Securing profitable
activity growth as an
alternative to cost
cutting

i) Developing specialty specific strategies to grow profitable activity, which underpin our overarching
clinical strategy (Q1 2014/15) ; deliver the Ashford Elective Centre Project and Rehab Services Review

ii) Work in partnership with other providers, our CCGs & GPs to develop growth opportunities (Q4 2014/15)
iii) Negotiate with commissioners a plan for the reinvestment of reablement and emergency admission

avoidance funding into the health economy (Q1 2014/15)
iv) Work with the CCG to respond data challenges, reduce financial penalties, deliver required pathway

changes and to further improve the quality of our underlying data (Q4 2015/16)

Director of
Finance and
Information

d) Deliver our long term
capital plan

i) Complete our estate investment plan business case to support delivery of our clinical strategy (Q2
2014/15)

ii) Identify our capital equipment requirements for the next five years to enable delivery of our clinical
strategy (Q2 2014/15)

Director of
Finance and
Information
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9. Firm Foundations: Our priorities for 2014/15 – 2015/16

9.1 Firm Foundations are our seven key corporate strategic goals which support front-line clinical

divisions in delivering the Trust vision and detailed strategies. This section sets out our

priorities in relation to each of these goals for 2014/15 – 2015/16.

a) Creating the Right Culture

9.2 In order for us to achieve our vision and ambition of creating excellent joined up health care

we need a motivated, skilled and engaged workforce. We want our staff to be empowered to

be creative, innovative and always looking for ways to improve their care. In order to achieve

this we need to have the ‘right’ culture - a ‘fair and open’ culture, a supportive and learning

culture, and one where accountability outweighs any sense of blame. Staff who feel valued,

involved, engaged and nurtured always contribute more than what is expected of them.

9.3 This will be delivered through the ‘employee promise’ – the employment pledge setting out

what staff should expect as an employee of Ashford & St Peters (see Annex A), and through

the ‘Values Based Behaviour’ – the employee charter in accordance with which we expect all

staff to behave (see Annex B). We will also continue to put in place the leadership needed to

deliver the vision, provide supportive people management, promote staff engagement, build

effective team working and ensure the organisation fulfils its vision of delivering consistently

high quality, compassionate and safe patient care.

9.4 During 2014/15 and 2015/16 we will

 Develop new leadership and management development programmes for staff across

different professional groups

 Seek to improve staff engagement and experience through the actions set out in section

7 of this plan. Our aim is that our engagement score is among the top 20% of acute

trusts by 2015/16

 Refresh and deliver our learning, education and development plan to underpin delivery

of this business plan and put in place a suite of Education & Development programmes

that all staff can access

b) Ensuring a good reputation with the Communities we serve

9.5 By 2017 we want the name Ashford and St Peter’s Hospitals to be synonymous with

excellent, joined up patient care. We will do this by building our good reputation, founded on

trust and confidence in the quality of our services with our local community, our

commissioners and wider stakeholders.

9.6 We will undertake more meaningful engagement with our Foundation Trust members and our

Governors. Improved and more regular communication, better public events and their

involvement in Trust activities and workstreams will create the opportunity to both promote

the Trust and listen to a wider audience across our community, creating a positive 2-way

dialogue.

9.7 We have developed a wider and more proactive stakeholder engagement plan. We will

create regular opportunities for discussion with our 5 Borough councils, Health Overview and

Scrutiny Committee, Healthwatch, MPs and public events. Opening up our organisation as
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much as possible, including to the media, will help reinforce our credibility and create greater

understanding of the way we work.

9.8 We will continue to use and develop our use of social media tools to support fast and regular

2-way dialogue with our users, the public, staff and stakeholders. Our aim in 2014/15 is to

increase our Twitter followers from 1000 to 2000 Facebook page likes from 170 to 500, and

to continue this growth in 2015/16.

9.9 Our success will be measured through improved Friends and Family scores; a continued 5

star (top) rating on NHS Choices; improved media coverage and Governor and member

feedback.

c) An Electronic Health Record

9.10 Our intention is to implement an Electronic Health Record that brings together and replaces

all paper clinical records by 2017. Our information systems will be at the heart of clinical

services, driving improvements and standardising practice. The move towards the routine

use of high quality digital information at the point of care will bring a number of benefits for

patients and clinicians:

 All frontline clinicians will be able to see up to date information about patients, their

medications and their history at the point of care – providing safer, joined up treatment

 All frontline clinicians will be more efficient through reduce bureaucracy leaving them

with the maximum ‘time to care’.

 Patients, and their carers, will no longer need to keep repeating their medical history to

health professionals at different stages of their care.

 prevent drugs being prescribed incorrectly because patient notes have been lost

9.11 Our aim, subject to resolving the remaining technical and governance issues that exist, is

that patients will be able to access their own health records, and that Trust clinicians and

local GPs will be able to access each other’s patient records as and when required.

9.12 During 2014/15 and 2015/16 we will

 Make changes to our existing key systems to support the capture and subsequent

sharing of electronic health record information through a single portal (2014).

 Support the creation of a paperless environment through the Trust wide adoption of

electronic discharge letters and supporting workflow technologies (2014).

 Use developments in technology to underpin clinical and business priorities, including

rolling out a full Electronic Document Management solution / implementing our paper

medical records exit plan (2015-16), and implementing an electronic nursing

observations solution (2015).

 Use technology to standardise clinical practice and reduce variation in processes,

procuring and implementing best of breed systems on the Health Informatics roadmap

(A&E 2014, Order Coms (2015), e-prescribing (2015) and implementing a training

program to ensure the best use is made of existing technology (2015).
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 Continue to adopt mobile technologies and improved communication tools wherever

appropriate across both the hospital and community settings (2014).

 Use developments in clinical informatics to underpin service delivery, introducing a

shared domain across ASPH and RSCH to support partnering across the two Trusts,

and continuing to develop our informatics service by improving staffing, processes and

outputs, in partnership with clinical divisions (during 2014 and 2015).

d) A Modern Estate

9.13 A high quality environment supports better delivery of care, both in terms of promoting

patient recovery and ensuring modern, efficient pathways of care. We currently face

considerable pressures on space in our hospitals, including in A&E, in critical care (which is

currently delivered in multiple locations), in endoscopy and potentially in terms of overall

ward space. We also need to provide high quality key worker accommodation in order that

we can continue to recruit and retain staff.

9.14 St Peter’s Hospital has the space and the outline planning consent to build more clinical

facilities. During 2013 we revised our long term plan for the site, developing a new site

‘Master Plan’. A business case for the first phase of implementation of this new Master Plan

is in development and timetabled for approval by June 2014.

9.15 By 2017 we will have

 Created a new and significantly expanded A&E facility with over 1600m2 of new space

 Brought together the provision of level 1-3 critical care services into a single, new,

integrated critical care unit

 Created the space in which we can open a new ward if required

 Developed new cancer services at Ashford Hospital with RSCH; this is likely to include

the provision of new Linear Accelerator facilities

 Negotiated arrangements for staff key worker accommodation, providing significantly

improved facilities

9.16 Phase 2 of our Master Plan for St Peter’s Hospital will be implemented from 2018, providing

of up to 60 new inpatient beds, a renal inpatient centre, a new and expanded endoscopy

suite and a new front entrance with improved access for disabled visitors.

e) Harnessing Innovation, Education and Research

9.17 Research, education and innovation support improved delivery of care and help to attract the

highest calibre clinicians. We seek to do this by working in partnership with Royal Holloway

University and the University of Surrey.

9.18 By 2017 we will:

 Have a culture of innovation that views innovation as business as normal and where the

best ideas are generated by our staff

 Be delivering a programme of nationally recognised research
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 Attract the best clinical trainees

 Deliver training that is amongst the best; our trainees will choose us when they qualify

9.19 Our priorities for 2014/15 and 2015/16 are:

 To develop a culture of innovation. We are developing an Innovation Strategy which

will define the behaviours that stimulate innovation. Once finalised, this will be

published, communicated and embedded during 2014/15. We will identify and agree

the priorities actions we need to take for the next two years. We will design and

implement a customised innovation pathway and ‘Innovator’s Toolkit’ to ensure that all

staff are aware of the processes, tools and support available to them, and create a

robust process of assessment for innovative ideas through the screening and appraisal.

 To continue to support, facilitate and develop our recently formed ‘Clinical Academic

Groups (CAGs)’ – joint groups of clinicians and academics from ASPH, RSCH,

University of Surrey and Royal Holloway University. Seven such CAGs have been

formed working across a number of clinical domains - their purpose is to enable joint

academic and clinical research over the next 2-5 years.

 To Develop a Programme of Nationally Recognised Research. We plan to develop our

links with academic and industry partners; identifying where ASPH can be aligned with

Academic departments to develop clinical attachment. Through the use of the

Knowledge and Research Hub we will maximise the outputs of publications and

presentations. During Q1 2014/15 we will develop a Trust level R&D performance

scorecard and we will appoint a Director of Academic Research and Development to

foster an active medical doctorate programme.

 To deliver an education programme for the workforce of the future. This includes

developing further our Skills Lab, providing a state of the art learning environment and

increasing the amount of space dedicated to hosting educational events at ASPH. We

will also create fulltime clinical teaching fellow posts and develop a comprehensive

Simulation Strategy to maximise the resources that we have.

f) Responsive and accessible to patients and GPs

9.20 By 2017 we aim to have created best in class customer service for our patients and GPs, to

match the high quality care we provide. We will focus on our elective care services where

every month we receive 13,000 GP referrals and we provide 30,000 outpatient appointments

and 1,600 admissions.

9.21 We aim to make it easy for our patients to:

 Always know where they are in their care pathway

 Know who and how to contact to have their questions or concerns answered quickly
and easily

 Be able to choose the place and time of their appointments, make reasonable
changes and plan for their hospital visits well in advance, without fear of cancellation

9.22 And for GPs we will:
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 Enable them to quickly access specialist advice informally by phone or other methods

 Have a single point of contact for all of their questions

9.23 This is a major new PMO project starting in 2014 and will be delivered in partnership with

Royal Surrey County Hospital. Stakeholder groups comprising patients, GPs and practice

managers will be used to design and set the ambition for this project. New technology and

lessons from other sectors will be drawn upon to deliver best in class service. This firm

foundation is a key part of delivering our vision of excellent joined up healthcare.

g) Our partnership with RSCH- Surrey Health Partners

9.24 Our Principle Partnership with RSCH was established in 2012 and provides the opportunity

for RSCH and ASPH to improve the quality and financial effectiveness of services through

increased scale. The partnership maximises opportunities to collaborate in order to:

 Deliver a joint and complementary Clinical Strategy for Surrey for specialist and core
services – improving the clinical outcomes and patient experience for our population.

 Be a Centre of Excellence for Academic and Clinical Research and Training working
with University of Surrey and Royal Holloway University.

 Be an exemplar for the partnership delivery of support and clinical support services
that are cost effective, high quality and resilient.

9.25 Throughout 2013 a number of successful projects have been undertaken, including: delivery

of an improved joint stroke service, bringing together the management of a joint Occupational

Health Service, a new chemotherapy service at Ashford hospital, and progression of plans to

establish a Surrey Renal Service.

9.26 Work is underway to develop a Business Case which reviews the quality and financial

benefits of the Partnership as a whole and helps define the Partnership programme over the

next 2 years. This work is due for completion at the end of March 2014 and examines:

 Core clinical services

 Specialist services – particularly cancer and renal services

 Corporate and back-office services, including payroll, financial services, information
technology and estates functions

9.27 During the first quarter of 2014/15 we plan to

 Agree a joint Business Case, on the future direction of the Partnership and the scope
of key projects to be delivered in 2014/2015 and 2015/2016

 Agree a Business Case for the development of Surrey Renal Services

 Agree a Business Case for the development of Cancer services at Ashford

 Begin implementation of a collaborative Aseptic production unit

 Begin implementation of a joint Stoke service

 Confirm a Business Cases for corporate and back-office services

9.28 Implementation of a series of partnership projects (to be defined as part of the business case

on the future direction of the partnership by April 2014) will begin from July 2014 and

continue through 2014/15 and 2015/16.
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10. Delivery and Performance Management of the Plan

Delivery through our Clinical Divisions

10.1 Our clinical services are organised into four clinical divisions, led by a triumvirate formed of a

Divisional Director, Associate Director of Operations, and an Associate Director of Nursing:

 Women’s Health and Paediatrics

 Trauma & Orthopaedics, Diagnostics and Therapies

 Medicine and Emergency Services

 Theatres, Anaesthetics, Surgery and Critical Care

10.2 This structure, supported by the leadership development programmes described as part of

our strategy to build skilled and motivated teams (section 7 of this plan), and by the

Programme Management Office (PMO), enable a strong focus on quality and efficiency in

each division. Effective devolution to these divisions is a key priority.

10.3 During 2014/15 -2015/16 we will continue to develop our clinical leaders through our clinical

leadership development programme and the process of re-appointing our clinical leads.

10.4 Our performance management regime, introduced in 2012/13, uses a service level focus to

generate engagement between the Executive Team and front line clinicians. Performance

meetings take place monthly with individual Specialty Teams to review their performance and

agree priority actions. These meetings are chaired by the Chief Executive with all of the

Executive Directors in attendance. During the performance meetings the lead clinician for

each of the 26 Specialties uses a range of bespoke scorecards to present their performance

across the 4 domains of clinical quality, workforce, operational performance, and finance &

efficiency (and this includes benchmarked peer performance).

10.5 In 2014/15 we will continue to embed the performance structure, moving the divisions to a

greater degree of devolution and accountability. We will also further strengthen our internal

performance monitoring systems to better respond to the evolving and more demanding

external regulatory environment, including enhancing our predictive ability to anticipate and

deal with issues such as emerging waiting list pressures.

Our strategic programme

10.6 The Programme Management Office (PMO) has proven to be an effective vehicle for delivery

during 2012/13 – 2013/14, successfully managing the achievement of the CIP target and

providing project and performance management to the CQUINS programme. In 2014/15 and

2015/16, as in previous years, all projects will be driven by the strategy and linked directly to

the business plan.

10.7 The PMO will focus on a series of strategic projects, with particular attention on those with

complex, cross-Divisional deliverables, such as reducing mortality, reducing admissions, and

enhancing the planned care pathways. The emphasis will be on strengthening the PMO

function - for them to support, enable and facilitate the delivery of key service improvements,

whilst retaining responsibility for delivery with the clinical divisions, and also developing more

service improvement methodologies, particularly 'lean' tools to enable continuous

improvement at service level.
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10.8 The projects to be reported to the Strategic Delivery Committee via the PMO from April 2014

onwards is listed below:

Ref Project Sponsor

1 Preventing Readmissions David Fluck

2 Temporary Staffing Project Louise McKenzie

3 Improving Staff Culture and Experience Louise McKenzie

4 Responsive and Accessible to Patients and GPs Andrew Liles

5 Ashford Elective Centre Valerie Bartlett

6 Rehab Services Review Valerie Bartlett

7 Integrating Critical Care David Fluck

8 RealTime Simon Marshall

9 ‘Ready to Go’ – No Delays Suzanne Rankin

10 Outpatient Clinic Review Valerie Bartlett

11 Theatre Utilisation Valerie Bartlett

Monitor Performance Indicators

10.9 We expect our performance to meet or exceed Monitor standards, including the maximum

waiting time of 4 hours for A&E. The table below shows governance indicators stated in the

Monitor Risk Assessment framework for 2014/15 – 2015/16:

Monitor targets and indicators with thresholds for 2014/15 – 2015/16

Ref Indicator Threshold

1 Maximum time of 18 weeks from point of referral to treatment in aggregate – admitted 90%

2
Maximum time of 18 weeks from point of referral to treatment in aggregate – non-
admitted

95%

3
Maximum time of 18 weeks from point of referral to treatment in aggregate – patients on
an incomplete pathway

92%

5 A&E: maximum waiting time of four hours from arrival to admission/transfer/discharge 95%

6
All cancers: 62-day wait for first treatment from: urgent GP referral for suspected cancer

NHS Cancer Screening Service referral
85%
90%

7

All cancers: 31-day wait for second or subsequent treatment , comprising:
Surgery

anti-cancer drug treatments
radiotherapy

94%
98%
94%

8 All cancers: 31-day wait from diagnosis to first treatment 96%

9
Cancer: two week wait from referral to date first seen, comprising:

all urgent referrals (cancer suspected)
for symptomatic breast patients (cancer not initially suspected)

93%
93%

10 Clostridium (C.) difficile – meeting the C. difficile objective 13

Balanced Scorecard

10.10Our balanced scorecard for 2014/15 – 2015/16 is shown overleaf.



34

Jan Feb Mar Jan Feb Mar

1-01 Summary Hospital-level Mortality Indicator (SHMI) N p ◄► ◄► 2-01 Establishment (WTE) *1 L ▲ ▲

NEW RAMI N ◄► p q 2-02 Establishment (£Pay) *1 L ▼ ▼

1-03 MRSA (Hospital only) N p ◄► ◄► 2-03 Establishment Reduction - CIPs (WTE) *2 L ▼ ◄►

1-04 C.Diff (Hospital only) N q ◄► p 2-04 Growth (New/Redesigned Roles) *2 L ▼ ▲

1-05 VTE (hospital associated with PE or DVT) L q p q 2-05 Agency Staff use (WTE) L ▼ ▲

1-11 Falls (Total Number) L p q p 2-06 Agency Staff (£Pay) *3 L ▼ ▲

1-12 Falls - resulting in significant injury (grade 3) L p q p 2-07 Bank Staff use (WTE) L ▲ ▼

Changed Pressure ulcers - total (CQUIN) L q p p 2-08 Bank Staff (£Pay) *3 L ▲ ▲

1-14 Catheter associated UTI * L ◄► p p 2-09 Vacancy Rate (%) L ▲ ▲

3-06 Readmissions within 30 days - emergency only N ◄► p q 2-10 Staff turnover rate L ▲ ▲

NEW WHO surgical safety checklist compliance L ◄► p q 2-11 Stability L ▼ ▼

3-09 Stroke Patients (90% of stay on Stroke Unit) NB replace with the 4 hour target?N p q q 2-12 Sickness absence L ▼ ▼

3-12 R&D - Observations & Interventions L p 2-13 Staff Appraisals L ▼ ▼

NEW EDDs set within 14 hours of admission (CQUIN) L 2-14 Statutory and Mandatory Training L ◄► ◄►

NEW Managing deteriorating patient goal (CQUIN)? L 2-15 Staff Engagement Measure *4 L ◄► ◄►

NEW Friends and Family test score - staff ??

Jan Feb Mar Jan Feb Mar

3-02 Trust 4Hr Target (Monitor Compliance) N p p q 4-01 Monitor Continuity of Service Risk Rating N ◄► ◄►

3-03 Emergency Conversion Rate C q q q 4-02 Total income excluding interest (£000) L p p

1-06 Serious Incidents Requiring Investigation (SIRI) L q q p 4-03 Total expenditure (£000) L p p

1-07 Average Bed Occupancy (inc escalation) L p p q 4-04 EBITDA (£000) L q q

NEW Proportion of inpatients discharged before midday (CQUIN - SAFE flow bundle )L 4-05 CIP Savings achieved (£000) L q q

1-08 Patient Moves (ward changes >=3) L q p ◄► 4-06 CQUINs (£000) L ◄► ◄►

3-11 Discharge rate to normal place of residence (Stroke&FNOF) L q q p 4-07 Month end cash balance (£000) L q q

1-10 Friends & Family test score - InPatients L q q p 4-08 Capital Expenditure Purchased (£000) L q q

1-10a Friends & Family test score - A&E L p q q 4-09 Emergency threshold/readmissions penalties L p p

NEW Friends & Family test score - Maternity? (combine 4 scores?) L p q q 4-10 Average LoS Elective L q p p

1-09 Formal complaints (Total Number) L q p q 4-11 Average LoS Non-Elective L q p q

NEW Dementia screening? (CQUIN) L 4-12 Outpatients first to follow-up ratio L q p q

NEW RTT - Admitted pathway N 4-13 Daycase Rate (whole Trust) L p q p

NEW RTT - Non-admitted pathway N 4-14 Theatre Utilisation L p q p

NEW RTT - Incomplete pathways N 3-07 Overall Elective Market Share L - - -

NEW Internal helpline usage/response rate? (CQUIN) L 3-08 Overall Elective Market Share (Vascular) L - - -

3-13 Elective Activity (Spells) L q q p 3-10 % Elective inpatient activity taking place at Ashford L p

3-14 Emergency Activity (Spells) L p q p

3-15 Outpatient Activity (New Attendances) L q q p

p

◄►

q

Outturn

13/14

3. Excellent experience

Measure
Apr

Actual

YTD Target

14/15

Performance

YTD 14/15YTD 14/15 Measure
YTD Target

14/15

Monthly

Target

14/15

YTD 14/15

Apr

Actual

Outturn

13/14

Monthly

Target

14/15

Annual Target

14/15

Outturn

13/14

Performance
Apr

Actual

4. Top productivity

Trust Balanced Scorecard - DRAFT LAYOUT FOR 2014/15

Annual Target

14/15

1. Best outcomes 2. Skilled, motivated workforce

Measure
Annual Target

14/15

Performance

YTD 14/15

Deterioration on previous monthFailing Target

Underachieving Target No change to previous month

Delivering or exceeding Target Improvement on previous Month

Performance*Outturn

13/14

Annual Target

14/15

Apr

Actual
Measure
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11. Summary Financial Plan

11.1 The Trust ended the 2013/14 financial year with a surplus of £1.5m, Financial Risk Rating of

3 and a cash balance at the end of March 2013 of £12m. In addition CIPs of £10.3m were

delivered in year. This is the direct result of strong engagement with our Clinical Divisions

and Specialty Leads, who use Service Line Management in their monthly performance

meetings, robust financial controls, and a committee structure providing with assurance on all

key risks.

11.2 Our budget for 2014/15 is based on current activity levels, adjusted for commissioner

assumed growth and QIPP schemes. This is supported by various contracts in place with

CCGs, although we would note that we believe all our contracts will over-perform by c£6m

due to our complex elderly growth trends exceeding general population growth, the Trust's

plans to repatriate specialist elective work and under delivery of commissioner QIPP

schemes. All contracts for 2014/15 have been agreed, signed and are reflected in our plan.

11.3 A CIP programme of £14.9m, equating to 6% of income, has been developed for 2014/15.

All CIP schemes have detailed supporting templates setting out the scheme, profiling, risks

and include an assessment of any impacts on service quality and how this will be monitored

in year. EBITDA is planned to increase to £16.9M in 2014/15, with below the line items

reducing the surplus to £1.5m. Cash balances at year end are planned to be £15.6m. The

Financial Risk Rating is forecast to be at least a 3 for each quarter of 2013/14.

11.4 In 2013/14 the Trust over performed significantly on all of its commissioner contracts, as was

the case with previous years. This was not unexpected as the activity level was set below

outturn reflecting an ambitious set of QIPP schemes, which were not delivered in full.

Although some over performance has been built into our contract value for 2014/15, £4.0m of

new CCG QIPP schemes have also been included, which if not delivered will again lead to

over performance in 2014/15. CCG contracted activity represents 85.2% of the Trust’s NHS

clinical income for 2013/14, with specialist commissioners representing a further 14.8%.

11.5 For 2013/14 the Trust has had detailed discussions with NW Surrey CCG and a contract of

£161.4m has been agreed [and signed]. The Trust has agreed contract values will all other

associate CCGs bringing the total to £190m. All our contracts are without caps and collars.

We have valued the potential non delivery of CQUIN stretch targets at £0.5m and the non-

payments for national and local quality penalties at £2.2m and factored these into the plan.

Specialised commissioning contracts have been agreed [and signed], detailing activity,

financial and CQUIN values worth £33m. At the present time we have not factored in any

future changes to specialist commissioning intentions for 2014-16 as we have yet to be

notified of these.

11.6 Our main assumptions in respect of activity and price changes for financial years 2014/15

and 2015/16 are:

 The expected national percentage reductions have been applied to national tariff and
non-tariff activity.

 Private patient income is planned to increase by a modest 2.0% for both years, with
further development options being considered and which will be built into plans as
they become firm.
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 Education and training funds are expected to increase by 1% in 2014/15 and then
hold firm.

 Other income streams have been inflated in line with specific contractual agreements
and average out at 0.5% each year.

 Activity trends over the two years are profiled in line with standard demographic
changes.

 Our assumptions around Maternity services include the development of a Midwife led
unit expected to open in April 2014 which will add around 600 deliveries over the first
three years and up to a 1,000 in due course.

 The majority of over-performance in activity from previous years has been built into
our plans with the commissioners. Where commissioners view this to be unaffordable
they have built QIPP plans to offset the risks and these have been factored into our
contracts.

11.7 The tables overleaf summarise our activity plan for 2014/15 (at specialty level) and our

activity, capacity, workforce and financial plan at divisional level.
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2013/14 2014/15 2015/16

£'000 £'000 £'000

Income from Activities 228,049 234,246 227,224

Other Operating Income 16,823 16,083 16,522

Total Income 244,872 250,329 243,746

Pay 150,637 155,324 151,466

Non-pay 79,114 78,090 75,855

Operating Expenditure 229,751 233,414 227,321

EBITDA 15,121 16,915 16,425

Depreciation & Amortisation (8,532) (9,416) (10,093)

Impairments 0 (500) (500)

Charitable contributions 210 100 100

PDC Dividend (5,131) (5,198) (5,249)

Interest Payable (231) (472) (544)

Interest Receivable 63 71 71

Surplus 1,500 1,500 210

2013/14 2014/15 2015/16

£'000 £'000 £'000

Non-Current Assets

Operational assets 161,187 165,061 165,277

Assets under construction 2,573 1,298 2,698

Receivables > 1 Year 871 871 871

Total Non-Current Assets 164,631 167,230 168,846

Current Assets

Stock 3,845 3,845 3,845

Receivables < 1 Year 14,749 12,749 12,749

Cash 12,613 15,376 15,634

Total Current Assets 31,207 31,970 32,228

Current Liabilities: Less than 1 year

Payables < 1 Year - Revenue (13,501) (13,501) (13,501)

Payables < 1 Year - Capital (2,923) (2,923) (2,923)

Payables < 1 Year - Accruals (10,771) (10,771) (10,771)

Deferred Income < 1 year (853) (853) (853)

Financing < 1 Year (1,008) (1,500) (1,325)

Provisions < 1 Year (240) (240) (240)

Total Current Liabilities (29,296) (29,788) (29,613)

Net Current Assets 1,911 2,182 2,615

Financing > 1 Year (4,924) (5,919) (7,533)

Provisions > 1 Year (390) (390) (390)

Total Assets Employed 161,228 163,103 163,538

Pubvlic Dividend Capital 87,578 87,953 88,178

Revaluation Reserve 67,478 67,478 67,478

I&E Reserve 6,172 7,672 7,882

Total Taxpayers Equity 161,228 163,103 163,538

The tables below summaries our income and expenditure statement, and
Trust balance sheet 2014/15:
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2014/15 2015/16

£'000 £'000

Surplus 1,500 210

Non Cash Flows in Operating Surplus: 15,415 16,215

(Increase)/Decrease in Working Capital 2,000 0

Capital Expenditure (purchased) (9,671) (9,169)

Financing - PDC Dividends Paid (5,198) (5,249)

Financing - Interest element of finance leases (472) (544)

Financing - Capital element of finance leases (1,257) (1,501)

Financing - Interest received 71 71

Financing - PDC drawdown 375 225

Net increase/(decrease) in cash 2,763 258

Opening cash 12,613 15,376

Closing cash 15,376 15,634

2014/15 2015/16

£'000 £'000

Capital Programme Funding

Depreciation estimates (excl MES) 9,076 9,265

Not invested in capital (76) (465)

Managed Equipment Scheme 2,744 2,940

Managed Equipment Scheme - possible 86 144

DH Matched Funding PDC - EDM 375 225

C/fwd underspend from 2013/14 (Admissions Lounge) 210 0

Total Purchased 12,415 12,109

Total Donated 100 100

Total Capital Programme 12,515 12,209

By Category

Corporate rolling programmes 2,024 2,193

Facilities - Committed 1,288 420

Facilities - New bids - Refurbishments &/or replacements 1,159 1,226

Facilities - New bids - New developments 559 617

Integrated List of Theatres & SSD Works Bids 676 684

Equipment - Committed 445 359

Equipment - Replacements 300 344

Equipment - New bids - Additional &/or new development 871 630

IT - New bids - Replacements 595 525

IT - New bids - New developments 1,668 2,027

Managed Equipment Scheme - developments 2,830 3,084

12,415 12,109

Trust Funds 100 100

12,515 12,209

The cash flow statement and capital programme is set out in the
tables below:
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13/14

Forecast

Outturn

13/14

Forecast

Outturn

13/14

Forecast

Outturn

13/14

Forecast

Outturn

13/14

Forecast

Outturn

14/15

Budget

14/15

Budget

14/15

Budget

14/15

Budget

14/15

Budget

13/14

Forecast

Outturn

Activity

Income

Other

Income
Expenditure Contribution

CIP

reductions

reflected in

Contribution

Activity

Income

Other

Income
Expenditure Contribution

CIP

reductions

reflected in

Contribution

Staff in post

+ temporary

staffing

Clinical Medicine & Emergency 295 263 -32 83,384 3,143 -67577.65 18948.76 1,906 87,075 2,528 -65,771 23,833 5,420 949 955 6

TASCC 99 99 0 58,602 1,897 -49710.19 10788.14 1,881 60,183 1,892 -49,067 13,008 3,014 698 732 34

T&O and D&T 55 55 0 34,546 2,729 -35106.93 2167.74 2,606 35,289 2,594 -34,666 3,217 2,530 491 503 11

Womens Health & Paediatrics 101 101 0 40,439 2,157 -28878.54 13717.77 1,123 41,836 2,224 -30,023 14,037 1,728 509 539 30

Pathology 6,173 1,009 -10602.90 -3421.00 487 6,106 919 -10,273 -3,247 450 138 138 0

TOTAL 550 518 -32 223,144 10,934 -191,876 42,201 8,003 230,490 10,157 -189,800 50,847 13,141 2,785 2,867 82

Corporate Chief Exec 0 3 -5938.02 -5935.13 229 0 3 -5,736 -5,733 158 17 17 0

Deputy Chief Executive 0 1 -1664.58 -1663.93 135 0 1 -1,387 -1,386 152 14 14 -1

Quality, Research, Medical, Nursing and

Midwifery 0 625 -2950.93 -2326.24 139 0 841 -3,357 -2,515 113 48 54 7

Finance, Procurement, Information, &

Business Development 1,874 320 -21481.88 -19287.33 311 2,072 347 -22,569 -20,150 508 167 169 3

Estates & Facilities 0 2,420 -17143.16 -14722.55 790 5 2,484 -16,386 -13,897 1,098 315 324 9

Workforce and OD 0 2,514 -3785.95 -1271.60 44 0 2,249 -3,465 -1,216 208 54 54 0

Unallocated Reserves 3,031 6 1468.35 4505.01 624 1,679 0 -6,129 -4,450 -476 0 0 0

TOTAL 4,905 5,889 -51,496 -40,702 2,272 3,756 5,926 -59,029 -49,347 1,761 614 632 18

550 518 -32 228,049 16,823 -243,372 1,500 10,275 234,246 16,083 -248,828 1,500 14,902 3,399 3,499 100

14/15 BUDGET (£000s) WORKFORCE PLAN (wte)

TOTAL

CAPACITY PLAN (Beds) 13/14 FORECAST OUTTURN (£000s)

14/15

Plan

Variance

13/14 Mth

12

14/15

Plan
VarianceDivision

Our Summary activity, capacity and budget plan for 2014/15-2015/16
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12. Risks and Mitigating Action

12.1 The Trust has robust and effective processes in place to identify and manage risks to the

organisation. The Board Assurance Framework and Trust Risk Register are discussed at a

Board Sub-Committee and Trust Board level on a quarterly basis. The Board Assurance

Framework describes the key risks which could threaten the achievement of the Trust’s

Strategic Objectives, and outlines the controls and assurances together with any further

actions needed to manage these risks. The Trust Risk Register contains those risks which

are rated ‘extreme’ based on their severity and likelihood.

12.2 The Trust begins the third year of implementing our Quality, Safety and Risk Management

Strategy and will further strengthen its Risk Management processes in 2014/15 – 2015/16.

Ensuring that Operational Efficiency is closely aligned to the Clinical Quality Improvement

objectives remains one of the core underlying principles and this is demonstrated by three

main components of the Trust’s risk management structure:

 A ratified Quality and Safety Impact Assessment Process where all high impact Cost

Improvement Projects are approved by the Medical Director and Chief Nurse following a

detailed risk assessment in terms of their impact on quality and safety indicators.

 The creation of a Chief of Patient Safety during 2013, which has led to a strengthening

of the Leadership, Capabilities and Culture in the management of clinical risks. Multi-

disciplinary teams are supported through a variety of channels such as monthly

Schwartz Rounds, the Clinical Leadership Programme and Quality and Safety Half

Days in order to build resilience to meet the challenges of continuous high performance.

 The emergence of a Patientforce where the patients and their family and friends are co-

opted to audit, challenge and work alongside staff to help drive the quality and safety

improvements the Trust has pledged to deliver as well as asked to rate or recommend

our services through national and local enquiries.
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12.3 The key risks to the Trust achieving its strategic objectives are detailed below with the high

level controls to mitigate them encapsulated within the Board Assurance Framework.

Objective 1 - Best Outcomes

Key Risks

1.1 If the quality governance and impact assessment processes fail during the design of
CIPs this could lead to poor quality of care.

CN

1.2 If divergent and multiple organisational priorities compete with and undermine staff
engagement leading to a distraction from the focus on high quality care.

CN

1.3 If there is poor capacity and flow in the emergency pathway this could result in a poor
patient experience and outcome and potential failure of the Monitor Compliance
Framework.

DCE

Objective 2 - Excellent Experience

Key Risks

2.1 The Friends and Family results are not used as a driver for improvement leading to
persistently poor experience

CN

2.2 Lack of awareness of key issues relating to vulnerable groups may lead to
compassionless case and poor patients experience

CN

2.3 Failure to put in place Anne Clywd / Patricia Hart recommendations around complaints
leads to poor patient experience with the complaints process.

CN

Objective 3 - Skilled, Motivated Teams

Key Risks

3.1 The inability to recruit and retain high calibre staff would lead to lack of skilled and
motivated teams.

DoW

3.2 If individuals and teams do not feel valued or motivated resulting in poor patient care
and staff experience and ineffective team working.

DoW

Objective 4: Top Productivity

Key Risks

4.1 Poor alignment of the clinical workforce around the Trust’s efficiency improvement
programme could lead to insufficient productivity.

DCE

4.2 A failure to deliver the clinical quality incentives (CQUINS), the performance standards
or to respond to the admission thresholds/readmission caps/ambulance turnaround
penalties within the 2014/15 contract leads to an under recovery of income and
reduction in productivity.

CN/MD

4.3 A failure to deliver 2014/15 CIPs to the level required and/or pay and non-pay
expenditure exceed budget without a compensating increase in income may lead to a
reduction in productivity.

DoF

4.5 Financial or service pressures on third party providers of health and social care or
commissioners cause operational difficulties or to enforcement of contract levers more
aggressively than expected leading to reduced income and inability to achieve top
productivity.

DoF
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Annex 2: Our Values Based Behaviours


