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TRUST BOARD
28th March 2013
2013/14 Business Plan

We are now entering our third year as a Foundation Trust, and our four strategic objectives
remain broadly the same as set out in our 5 year Integrated Business Plan. The Business
Planning process began in October 2013 with a bottom up approach. This involved the
Clinical Divisions engaging in multi-disciplinary workshops to identify how they link the
strategic objectives to improving the quality of their services. During these sessions they
were set the task of identifying:
 How they currently benchmark against peers for clinical quality and
operational performance.
 What does ‘best’ look like for their service?
 What actions do they need to put in place to be the best?
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 which set out the delivery of the
corporate objectives.
The 2013/14 Business Plan sets out the priorities for Year 1, and the detailed actions for
Years 2 and 3 will be worked on in time for the Monitor Plan submission at the end of May
2013. 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 actions 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.
The Board will gain assurance of delivery through a Corporate Business Plan report which
will be revamped to provide a clearer assessment of progress.
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1.

Introduction and Overview

1.1

Our vision is to be one of the best healthcare Trusts in the country. We are now entering our
third year as a Foundation Trust, having made good progress in 2011/12 and 2012/13 in
delivering our strategy. This document summarises our business plan for 2013/14.
The context for our plan

1.2

1.3

1.4

The context within which we work continues to evolve. As a result of a restructuring of the
NHS, from April 2013 the Trust’s services will be commissioned by two new bodies:


NW Surrey Clinical Commissioning Group (CCG) who will commission the majority of
our services and will be the source of c80% of our income. Our plan describes the
action we will take in 2013/14 to further improve the services we provide for local
people, in line with the NW Surrey health system strategy for integrated care.



The National Commissioning Board (NCB), who will commission the specialist services
we provide, with an expected contract value of c£25m. Our business plan sets out our
plans to strengthen and develop our vascular, cardiology and stroke services, and to
develop a business case for renal services at St Peter’s Hospital.

We operate in an environment with two key challenges:


Rising demand for acute healthcare, from an ageing population. In Surrey the number
of people aged 85 and over is projected to double in size over the next 16 years.
Elderly people are more likely to experience disability and long term conditions and
have the greatest need for the hospital services we provide.



Reduced levels of funding. Whilst the costs of delivering acute care continue to rise,
the tariff paid for the services delivered by the Trust is falling. Our plan for 2013/14
includes action to reduce our costs by £11.8m; we also face the long term prospect of
year on year efficiency requirements in excess of 5% per annum.

The diagram below illustrates the architecture of our plan. The organisational values we
developed with our staff in 2011 continue to guide how we behave to release our vision; our
four strategic objectives describe what we will do to become one of the best.
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Twin focus of our plan
1.5

Our business plan sets out the action we will take in 2013/14 in relation to each of the four
strategic objectives. Two objectives will have a new focus during 2013/14:


We are clear that achieving the highest possible quality standards (our first strategic
objective) and putting patients first (our first value), are the most important. We have
achieved year on year improvements to patient surveys but our ambition is to make
much more progress. In 2013/14 we will introduce the Friends and Family Test and act
on what we learn, and we will make significant further steps in terms of our openness
and candour. Following the Francis Report we are fostering a learning organisation
where patients, staff and relatives feel safe to share their experience and where poor
care will not be tolerated.



We intend to make substantial improvements following our recent staff survey, where
many of our staff report that they are under too much pressure and that the care
provided could be better. Our business plan sets out how we will work with staff to
improve their engagement with the organisation and how we will address work pressure
and stress.

How we deliver our plan
1.6

Internally we have restructured our clinical services into four clinical divisions, led by a
triumvirate formed of a Divisional Director, Associate Director of Operations, and an
Associate Director of Nursing. This structure, supported by the leadership development
programmes described within objective 2 (page 7-8), and by the Programme Management
Office (PMO), will enable a stronger focus on quality and efficiency in each division. A key
priority within our plan for 2013/14 is effective devolution to these divisions.

1.7

Our performance management regime now focusses on 26 clinical specialties, each with a
clinical leader, and with whom monthly Chief Executive led performance meetings are held.

1.8

Externally, we work in partnership to deliver excellent healthcare. Our Principal Partnership
is with Royal Surrey County Hospital NHS FT, with whom we are working together to develop
our specialist services, expand the geographical reach of our services, enter new markets,
and identify opportunities for cost savings (see objectives 3 & 4 on pages 9-12). Any future
involvement ASPH has in Epsom General Hospital will be undertaken jointly with RSCH.

1.9

We look forward to our first year working with our new commissioner the NWS Clinical
Commissioning Group. We will collaborate with them on the production of a new 3-5 year
Strategic Commissioning Plan that will give added direction and plans for our local health
system. We welcome the opportunity to build a system with much more clinical engagement
and a better balance of care and support outside of the acute hospital setting.

1.10 During 2013/14 we will also work closely with the Surrey & Sussex Area Team of the NCB to
develop our specialist services, and we will assess how we work most effectively with Virgin
Care, who, in 2012, took responsibility for the delivery of community services in NW Surrey.
Continuous Improvement through Innovation
1.11 Our plan for 2013/14 is ambitious and requires us to work differently, developing and
implementing innovative solutions to the challenges we face. We will use the Academic
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Health Science Network to support us to innovate, and the CEO Innovation Fund will be part
of our strategy to sponsor and encourage innovation among front line staff.
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2

Our Priorities for 2013/14

2.1

The figure below summarises our priorities for 2013/14 related to each of our four strategic
objectives. The rationale and actions supporting each priority are set out on pages 5-12.

2.2

The annual priorities and actions for each Strategic Objective will be delivered through the
Programme Management Office (PMO), Divisional business plans and staff personal
objectives. Progress is reviewed by the Strategic Delivery Committee and monthly and half
yearly business plan reviews. Throughout this document we have used the following symbol,
, to highlight where the actions underpinning our corporate objectives are being delivered
by the PMO.
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Objective 1: To achieve the highest possible quality of care and treatment for our patients
Context
The Mandate from the Government to the NHS Commissioning Board was published on 13 November 2012, and signalled a further move to a more
liberated and innovative NHS that can be more responsive to patients. The Mandate has five objectives which correspond with the five parts of the
NHS Outcomes Framework:


Preventing people from dying prematurely



Enhancing quality of life for people with long term conditions



Helping people to recover from episodes of ill health or following injury



Ensuring that people have a positive experience of care



Treating and caring for people in a safe environment and protecting them from avoidable harm.

The National Commissioning Board planning guidance for 2013/14 ‘Everyone Counts’ sets out 5 NHS ‘offers’ to direct the delivery of better local
health outcomes: support for routine NHS care seven days a week, greater transparency on outcomes, mechanisms to enhance patient feedback,
better data collection to drive evidence-based medicine and high professional standards.
The publication of the Francis report – a ‘watershed moment for the NHS’ - has challenged the NHS to reconsider how it can foster a common culture
which genuinely puts the service of patients at the forefront of all that it does, and has provided a wealth of recommendations in how the delivery,
regulation of and culture of healthcare within the NHS can be improved. We are formulating our full local response to the Francis report; action in
response to the key themes of the report is embedded in each of our strategic objectives.
It is in this context that the Trust’s Quality improvement priorities have been developed, reflecting national and local priorities, as well as the themes
and issues patients tell us matter to them. We will continue to focus on creating a culture of real openness characterised by compassion and
candour, by always putting patients first and widening staffing engagement, improving the experience of patients and their families (and particularly
noting the needs of our local demographic of an ageing population), reducing in hospital mortality and preventable harm, and working across the
health and social care system to reduce readmissions for those individuals with complex needs, and for those undergoing procedures in our hospitals.
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Objective 1: To achieve the highest possible quality of care and treatment for our patients
Priority

Action and timescales

1. Improve Patient Experience in
our hospitals

a) Improve the way we empower and involve patients in decision making about their care and
treatment, through the implementation of the Shared Decision Making project (Q1).
b) Continue to implement the Releasing Time to Care project  (Q1), enabling ward staff to make
improvements through simple but effective techniques, resulting in a measurable and demonstrable
increase in the amount of time nurses spend delivering care to patients.
c) Implement the use of the Friends and Family Test question in acute inpatient wards, A&E (Q1) and
maternity (Q3), publishing ward level feedback and using this feedback to listen and respond to the
issues raised by patients and their families.
d) Develop a Trust response to the Francis report building on existing work to improve the quality of
care and compassion (Q1) and implementing approaches which enable clinicians to more effectively
consider and share the emotional burden of care (Q2).
a) Through Divisional Mortality Review meetings and Quality & Safety Half-days, review every death
that occurs in the hospital, enabling & supporting front line clinicians to act to reduce future risks (Q1)
b) Use the Outcomes Steering Group to target specialty pathways to be supported via specialty level
Quality Improvement Discussions (QIDs) that will support specialty and divisional teams to take
improvement action (Q1).
c) Support clinical teams to enable choice of place of death for all those at end of life by establishing
secure pathways out of hospital that meet patient and family’s needs (Q4).
a) 5% Reduction in the number of falls and pressure ulcers by working with clinical teams to agree
improvement trajectories supported by quality improvement programmes such as Leading
Improvements in Patient Safety (LIPS), the High Impact Actions and implementing standardised
pathways of care arising from the Advancing Quality and Enhanced Recovery Programmes (Q2).
b) Improve the management of patients with diabetes by implementing Phase 1 of the Think Glucose
Project to all in-patients (Q2).in
a) Agree and implement a programme of action for a 5% reduction in readmissions across the Trust,
focussed initially on colorectal, respiratory and heart failure patients (Q1).
b) Improve the emergency surgery pathway , developing a clear operational policy for the Surgical
Assessment Unit, introducing ambulatory emergency care pathways for surgical conditions (Q2)
c) Agree with commissioners investment and support from reablement and readmission funding to
deliver service changes which lead to reduced readmissions (Q1).

2. Reduce in-Hospital Mortality by
enabling and supporting front
line clinical teams 

3. Eradicate Preventable Harm by
supporting frontline clinical
teams to review and discuss
clinical outcomes

4. Reduce Inappropriate Readmissions  to achieve
upper quartile performance

Lead
Director
Suzanne
Rankin

David Fluck

Suzanne
Rankin

Suzanne
Rankin
Valerie
Bartlett
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Objective 2: Recruit, retain and develop a high performing workforce
Context
Our priorities in relation to the development of our workforce have been identified in response to external and internal factors which will impact on the
ability to recruit, retain and develop high performing individuals and teams who will in turn, deliver the overall vision, values and strategic objectives at
Ashford & St Peter’s NHS Foundation Trust.
In Equality for all: Delivering safe care - seven days a week there is an overwhelming evidence base upon which the Trust can draw to shape current
service and workforce models in response to demand and deliver the highest standards of treatment and care. The Francis enquiry reminds all
organisations of their 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 / systems at the heart of effective
corporate and clinical governance.
The NHS Staff Council reached agreement to introduce changes to Agenda for Change (national terms and conditions including pay) with effect from
31 March 2013. These reforms will be integral to developing and nurturing leaders at all levels to bring out the best in people through effective
appraisal, performance management, development, reward and recognition.
The NHS Commissioning Board have signalled the importance of the Friends and Family Test and as such the plan has been developed to ensure
that staff feel confident in recommending Ashford and St Peter’s Hospitals NHS Foundation Trust as a place to work and be treated. This will be
achieved through robust processes and systems to regularly engage staff in shaping and improving services and the staff experience. A regular
testing and monitoring system will be introduced to ensure that the entire team can listen to, and respond to staff feedback.
Ashford & St Peter’s NHS Foundation Trust is one of the few Trusts nationally to have been SEQOHS accredited and is recognised for spearheading
creative approaches to health and well-being. This plan reaffirms the commitment to invest in health and well-being programmes in accordance with
the Boorman Report as well as maximising opportunities to celebrate and recognise award winning individuals and teams. The plan will achieve
sustainable excellence through health and is based on an evidence base which shows that organisations which focus on performance and health
simultaneously are twice as successful as those that focus on health alone and three times as successful as those that focus on performance alone.
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Objective 2: To recruit, retain and develop a high performing workforce
Priority
1. Ensuring that the Trust has
the right sized and shaped
workforce to succeed

2. Develop the skills of our
people & teams

3. Improve staff engagement
and improve staff
experience

4. Implement a new devolved
organisational structure with
a robust performance
management culture

Action and timescales
a) Develop and implement a workforce plan to support the workforce changes required to
implement the clinical services strategy, is in line with the delivery of CIP programme and
supports programmes of work for example seven day services , through role redesign
(medical, nursing, support and therapy) and new ways of working (Q2).
b) Address vacancy hotspots through effective and innovative recruitment campaigns (Q2).
c) Develop retention strategies for areas with high turnover and national skill shortages (Q3).
d) Design and implement a unified temporary staffing solution to address areas of high demand,
and reduce agency spend  (Q3).
a) Develop and deliver a learning, education and development plan to underpin delivery of the
annual plan (Q1).
b) Consolidate compliance with mandatory training through effective recording and reporting
(ongoing).
c) Through Team ASPH, embed the values, and culture of continuous service improvement and
team working (ongoing).
d) Maximise learning opportunities through the new education and training architecture (HEE,
LETB and county forum) and investment (Q4).
a) Design and implement a refreshed organisational development programme, including tailored
support packages for local leadership teams, to improve the staff experience in response to
feedback (Q1).
b) Implement a regular listening and monitoring tool to consider “live” views from staff about their
experience and act on the feedback (Q2).
c) Provide a dedicated SEQOHS accredited Occupational Health Service to support and improve
the health, safety and wellbeing of staff, including a calendar of health and wellbeing events
(ongoing).
d) Maximise opportunities for reward and appreciation at an individual and team level, both locally
and nationally (ongoing).
a) Implement enhanced corporate and individual performance management processes across the
organisation, including strengthening the appraisal process (Q4).
b) Agree and implement a comprehensive programme of development and coaching for
divisional management leadership teams (Q2).
c) Implement new pay, terms and conditions for staff (Q4).

Lead Director
Louise McKenzie

Louise McKenzie

Louise McKenzie
/ Valerie Bartlett

Louise McKenzie

Louise McKenzie
/ Valerie Bartlett
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Objective 3: Deliver the Trust’s clinical strategy of joined up healthcare
Context
National and local Commissioning Policy emphasises: the need to improve core services through improving Consultant delivered care seven days a
week; the need to optimise and maximise care outside hospital; the strong rationale for providing ring-fenced elective care, and the need to centralise
specialist care over large population areas in order to deliver high quality outcomes and financially efficient services. In response to this, ASPH’s
Clinical Strategy continues to be to improve its internal core DGH services for its local population and to further develop, in conjunction with partners,
its specialist hyper-acute services to serve a wider population within Surrey. In order to do this:


For our core services: A&E, Obstetrics, and Paediatrics, we have firm plans to increase Consultant presence over the coming year (up to 16
hours per day in AE, 96 hrs per week labour ward coverage, 12 hours per day in paediatrics)



In addition to this, building on our work over the last 12 months that has transformed our model of care for emergency medical admissions though
our medical assessment unit, we are now going to focus on the geriatric pathway, looking at how we can improve our Older People’s outreach
service and develop a differentiated assessment model of care for elderly patients. We will redesign the pathways for rehabilitation following
Stroke and fractured Neck of Femur to ensure patients can leave hospital as soon as is possible to continue their rehabilitation at home or in
alternative care settings. Our three-year aim is to deliver upper quartile performance (quality and operational performance metrics) for all nonelective patients. Our new local commissions, NW Surrey CCG, have indicated that they will undertake a strategic review of their Commissioning
Strategy. We will actively collaborate in this process to ensure that we support the CCG to articulate a fully aligned long-term plan for delivering
healthcare both in and out of hospital within available commissioning resources. With the primary aim of reducing emergency admissions and
facilitating timely discharge.



For our elective services, we are undertaking more work to review the extent to which we can move more of our in-patient surgery to Ashford,
away from the pressures of our ‘hot’ site at St Peter’s. In parallel to this, we will seek to develop an orthopaedic centre of excellence at Ashford,
growing our market share and driving up our internal efficiencies there.



For our Specialist Services, our three-year aim is to be a leading provider of hyper-acute services within Surrey, serving a population of at least
800,000. ASPH has entered a Principal Partnership with the Royal Surrey County Hospital to further develop our clinical services together. This
builds on the complementary nature of our respective specialist services (RSCH – Cancer, ASPH – hyper acute services) and over the coming
year will seek to fully develop and commence implementation of a joint clinical strategy, as well as seeking to deliver joint efficiencies through
back office synergies in the HR and Finance functions. Specifically, this joint clinical model will examine how to enhance the networks for
delivery of vascular, cardiac and stroke services, how to expand the market share and improve our joint pathways for cancer services and how
we can deliver jointly a surrey based renal service. In addition, it will look at how other sub-specialities, particularly in elective surgery, can be
enhanced by being delivered in closer partnership
10
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Objective 3: To deliver the Trust’s clinical strategy of joined up healthcare
Priority

Action and timescales

1. Delivering Integrated Care
in NW Surrey

a) Implement workforce model to deliver AE Consultant on-site care 0800- 2400 hrs (Q3), & develop
a plan for further enhancing coverage in future years (Q4); Improve surgical & orthopaedic
emergency pathways to deliver upper quartile performance on LOS and quality metrics (Q4).
b) Review the Care of Older Persons Model , improving quality of care & delivering upper
quartile LOS, and improving the outreach service (Q1)
c) Working in ‘vertical’ partnership with partners in community health services, mental health
services and social care – seek to deliver improved whole systems care pathways, with particular
emphasis on Delivering the Stroke Services Strategy  & the fractured NOF pathways. (Q3)
d) Review provision of ‘rehabilitation’ by ASPH – focus on Stroke and Neck of Femur pathways and
ensuring that patient’s mental health as well as physical health needs are met. (Q3)
a) In collaboration with other providers secure catchment area for vascular services in excess of
800,000; Build Hybrid Theatre; and implement 24/7 Interventional Radiology rota (Q2)
b) Gain commissioner support for extending the range of cardiac services provided, with repatriation
of activity from tertiary centres (Q4), Refurbish Cath Labs (Q3)
c) Appoint a Clinical Lead for Stroke (Q1); In collaboration with other providers, implement local 7
day consultant rota for Stroke Care (Q3); Scope Business Case for full implementation of full
Hyper-Acute Stroke Centre (Q4)
d) In collaboration with RSCH, develop Business Case for implementation of Surrey Renal Service
(Q2); Gain Commissioner agreement for implementation (Q3)
e) Improve how we deliver Critical Care, through the Integrating Critical Care project  . (Q3)
a) Rationalise all clinically feasible inpatient surgery to Ashford. (Q4)
b) Protect market share and compete where appropriate for new markets in AQP market place. (Q4)
c) Establish orthopaedic elective centre of excellence at Ashford. (Q4)
d) Drive efficiencies on the Ashford Hospital site in terms of theatre utilisation and length of stay (Q4)
a) Implement workforce model to deliver A&E consultant on-site care 0800- 2400 hrs, and to develop
a business plan for further enhancing coverage in subsequent years (Q3)
b) Deliver 96 hrs per week Consultant labour ward presence (Q4); Implement Midwife Led Birthing
Unit (Q4)
c) Deliver improved Paediatric and Neonatal Unit Consultant coverage; Implement Paediatric
Assessment Unit Model of Care; Scope future strategy for Paediatric HDU & Surgery in-reach
(Q4).
d) Enhance clinical innovation through the use of telemedicine and the development of a business
case to move to a paper-lite hospital (Q3)
e) Pursue a clinical research programme in collaboration with the University of Surrey and Royal
Surrey County Hospital (Q4).

2. Developing and Delivering
specialist services

3. Enhancing our elective
services
4. Enhancing services
through Consultant
delivered care, innovation
and research

Lead Director
Valerie Bartlett

David Fluck

David Fluck

Valerie Bartlett

David Fluck
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Objective 4: to ensure financial sustainability of the Trust through business growth and efficiency gains
Context
The resources the Trust receives from its commissioners comprise two key elements:


A CCG allocation to cover the local services they will commission on behalf of their local populations which will increase by 2.3% over 2012/13
levels



A specialist commissioning allocation for the regionally commissioned, specialist, or rarer conditions which will increase by 2.6% over 2012/13
levels.

Although, after inflation these represent a small real terms increase of c0.3%, they also imply the achievement of a substantial commissioner
efficiency programme to contain activity and historic expenditure growth trends. The national tariff annual deflator and various contractual levers,
including those over emergency thresholds after which only marginal tariffs are paid, and the non-payment for a proportion of readmissions, also
reinforce the requirement on providers to deliver substantial efficiencies to both contain costs and provide resources for investment in improved
service quality and better health outcomes.
Consequently, in order to respond to these financial drivers and to ensure we remain financially sustainable in the medium term we need to: deliver a
substantial efficiency programme of at least 5% per annum; to work across the health economy to reduce our emergency activity to 2008/09 levels;
and achieve upper quartile readmissions levels. As an alternative to cost cutting, we also need to 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.
In order to deliver an efficiency agenda of this scale it is important we consider schemes which are more transformational in nature and which will
drive fundamental productivity improvements in our clinical and corporate services. This also implies working in partnership with other organisations
to delivery schemes beyond the Trust’s traditional boundaries and the adoption of new more efficient technologies to support streamlined pathways
and care in less costly settings. We also plan to review our capital investments programmes in the light of our evolving clinical priorities and
strategies.
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Objective 4: to ensure financial sustainability of the Trust through business growth and efficiency gains
Priority
1. Deliver our cost improvement
programme of £11.8m

2. Driving clinical and corporate
efficiencies

3. Securing profitable activity
growth as an alternative to
cost cutting

4. Review our long term capital
plan
5. Using developments in
technology to underpin
clinical and business
priorities

Action and timescales
a) Put in place a rigorous project management office approach to CIPS and strong internal
financial control (Q1)
b) Benchmarking our financial performance and develop an action plan to move towards upper
quartile (Q2)
c) Work with the CCG to respond data challenges, reduce financial penalties, deliver required
pathway changes and to improve the quality of our underlying data (Q2)
a) Deliver a 5% improvement in theatre utilisation, outpatient utilisation and length of stay (Q3)
b) Release the excess capacity and staffing costs as a result of efficiency improvements (Q3)
c) Increase commerciality by improving clinicians understanding of their service lines financial
performance (Specialty review meetings, commencing (Q1)
d) Identify and deliver opportunities to reduce corporate overheads, including through partnership
with RSCH (Q2)
a) Developing specialty specific strategies to grow profitable activity, which underpin our
overarching clinical strategy (Q2)
b) Work in partnership with other providers, our CCGs and GPs to develop growth opportunities
(Q3)
c) Negotiate with commissioners a plan for reinvestment of re-ablement and emergency
admission avoidance funding into the health economy (Q1)
a) Review our long term estate plan to support delivery of our clinical strategy (Q2)
b) Identify our capital equipment requirements for the next five years to enable delivery of our
clinical strategy (Q1)
a) Upgrade, modernise and automate our switchboard, and identify an alternative to the bleep
system (Q2)
b) Transform our informatics service by improving staffing, processes and outputs, in partnership
with clinical divisions (Q2)
c) Replace our finance and e-procurement systems, exploit the benefits and review the
underpinning procedures (Q3)
d) Deliver the RealTime , E-Prescribing , Capacity Allocation Programme , Improving
Patient-Facing Communications  and ‘Ready to Go’ – No Delays  programmes (Q3-4)

Lead Director
Valerie Bartlett /
Simon Marshall

Valerie Bartlett /
Simon Marshall

Simon Marshall

Simon Marshall

Simon Marshall /
Valerie Bartlett

Valerie Bartlett
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3

Delivery and Performance Management of the Plan
Embedding our new divisional structure

3.1

We have a clear view that long-term operational success relies on a devolved organisational
structure underpinned by strong performance management at the clinical speciality level.
From April 2013 our current 7 Clinical Divisions will be restructured into four Divisions,
grouped around patient pathways. The diagram below sets out the new clinically led
structure, with each Division led by a triumvirate formed of a Divisional Director, Associate
Director of Operations, and Associate Director of Nursing.

3.2

This new structure will enable a stronger focus on both quality and efficiency within the
Divisions, and create increased accountability. Team working will be key to the success of
the new Divisions; a comprehensive programme of development and coaching will be in
place, with input and support from the NHS Leadership Academy.
Specialty Review Meetings

3.3

During the last Quarter of 2012/13 a new performance management regime was introduced
which uses a service level focus to generate engagement between the Executive Team and
front line clinicians. We will continue to embed this during the early part of 2013/14.
Performance meetings with individual Specialty Teams to review their performance and
agree priority actions now take place monthly, and 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).

Programme Management Office
3.4

The Programme Management Office (PMO) has proven to be an effective vehicle for delivery
during 2012/13, successfully managing the achievement of the CIP target and providing
project and performance management to the CQUINS programme. In 2013/14, as in
previous years, all projects will be driven by the strategic objectives and linked directly to the
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business plan. To support the new devolved structure, 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 supporting and enabling the Strategic Business
Units to develop and manage their own programmes of change (through training or project
start up advice and support), and in complex projects on bringing together cross Divisional
teams to work together with the support of the executive Team.
3.5

The initial list of projects to be reported to the Strategic Delivery Committee via the PMO
from April 2013 onwards is listed below:
Strategic Objective One: High Quality of Care - The projects below
link directly to the priorities in corporate business plan under objective
one
Releasing Time to Care
Preventing Readmissions
Reducing in-Hospital Mortality
Strategic Objective Two: High Performing Workforce - The projects
below are proposed and will be confirmed prior to April 2013
7 day services
Reducing Agency Spend (medical and nursing)
Improving Staff Experience
Strategic Objective Three: Clinical Strategy - The projects below link
directly to the priorities in corporate business plan under objective three
and the PMO will work with the Medical Director to support delivery of
the wider clinical strategy
Integrating Critical Care
Delivering the Stroke Service Strategy
Care of Older Person Model
Strategic Objective Four: Financial Sustainability - The projects
below link to the specific priorities of “Driving Clinical Efficiencies” and
“Using developments in technology to underpin clinical and business
priorities” in corporate business plan under objective four
RealTime
E-Prescribing
Capacity Allocation Programme
Improving Patient-Facing Communications
‘Ready to Go’ – No Delays
Supporting Clinical Divisions in delivery of their business plans - A
number of the projects continuing into 2013/2014 will be transitioned
into the divisional business-as-usual. In these cases the projects will be
transitioned to the divisions in early 2013/2014 but will continue to be
supported by the PMO
Ambulatory Emergency Care Pathways
Planned Care
Improving the Emergency Surgery Pathway
Improving the Emergency Paediatrics Pathway

Executive
Sponsor
Suzanne Rankin
David Fluck
Suzanne Rankin
Executive
Sponsor
Louise McKenzie
Louise McKenzie
Louise McKenzie
Executive
Sponsor
David Fluck
David Fluck
Valerie Bartlett
Executive
Sponsor
Valerie Bartlett
Valerie Bartlett
Valerie Bartlett
Valerie Bartlett
Valerie Bartlett
Executive
Sponsor
Valerie Bartlett
Valerie Bartlett
Valerie Bartlett
Valerie Bartlett
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Monitor Performance Indicators
3.6

In line with our ambition to be one of the best Trusts in the country, Ashford and St Peter’s
Hospitals NHS Foundation Trust expects its performance to meet or exceed Monitor
standards, including the maximum waiting time of 4 hours for A&E. The Health and Social
Care Act 2012 makes changes to the way health care is regulated and gives Monitor a
number of new responsibilities. These changes include the introduction of a licence for all
providers of NHS services, with Foundation Trusts being licensed from 1 April 2013. The
Monitor Compliance Framework will be replaced by a Risk Assessment Framework; the final
details of this are currently under consultation but there is an expectation that the transition
will be implemented part way through 2013/14.

3.7

The table below shows targets stated in the draft Monitor Compliance framework for
2013/14:

Monitor targets and indicators with thresholds for 2013/14
Ref
1
2
3

ACCESS

4
5
6

OUTCOMES

7

Indicator
Maximum time of 18 weeks from point of referral to treatment in aggregate –
admitted
Maximum time of 18 weeks from point of referral to treatment in aggregate – nonadmitted
Maximum time of 18 weeks from point of referral to treatment in aggregate –
patients on an incomplete pathway
Maximum time of 6 weeks from point of referral to diagnostic test
A&E: maximum waiting time of four hours from arrival to
admission/transfer/discharge
All cancers: 62-day wait for first treatment from:
urgent GP referral for suspected cancer
NHS Cancer Screening Service referral
All cancers: 31-day wait for second or subsequent treatment , comprising:
Surgery
anti-cancer drug treatments
radiotherapy

Threshold
90%
95%
92%
99%
95%
85%
90%
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

11

Methicillin-resistant Staphylococcus aureus (MRSA) bacteraemia – meeting the
MRSA objective

0

12

30 day emergency readmissions

TBC

13

Incidence of newly-acquired pressure ulcers

TBC

14

Medication errors causing serious harm

TBC

15

Admission of term babies to neonatal care

TBC

16

Incidence of health care-related venous thromboembolism

TBC

Balanced Scorecard
3.8

Our balanced scorecard for 2013/14 is shown overleaf.
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Trust Balanced Scorecard - PROPOSED LAYOUT FOR 2013/14
1. To achieve the highest possible quality of care and treatment for our patients
Annual
Target
13/14

Patient Safety & Quality

1-01 Summary Hospital-level Mortality Indicator (SHMI)
NEW Actual deaths
1-05 MRSA (Hospital only)
1-06 C.Diff (Hospital only)
1-07 VTE (hospital acquired with PE or DVT)
1-09 Serious Incidents Requiring Investigation (SIRI)
1-13 Average Bed Occupancy (inc escalation)
1-14 Patient Moves (ward changes >=3)
1-15 Formal complaints (Total Number)
NEW Friends and family test
1-10 Falls (Total Number)
1-11 Falls - resulting in significant injury (grade 3)
NEW Pressure ulcers grade 2 and above
NEW Catheter acquired UTI*

N
L
N
N
L
L
L
L
L
L
L
L
L
L

Annual
Forecast
13/14

Month
Actual

2. To recruit, retain and develop a high performing workforce
Performance
M-2

M-1

M

YTD 13/14

<72

2-01 Establishment (WTE)
2-02 Establishment (£Pay)

<945
0
<13

NEW Vacancy Rate (%)
2-05 Establishment Reduction - CIPs (WTE)

<24

NEW Growth (New/Redesigned Roles)

<75

2-07 Agency Staff use (WTE)
2-08 Agency Staff (£Pay)

<92%
<7.5%

2-09 Bank Staff use (WTE)
2-10 Bank Staff (£Pay)

<450
70

2-12 Staff turnover rate
2-13 Stability

<700
<15

2-14 Sickness absence
2-15 Staff Appraisals

<139
<1.28%

2-16 Statutory and Mandatory Staff Training
NEW Staff engagement

*Achieved by 6 months then maintained

3. To deliver the Trust's clinical strategy of joined up healthcare

Annual
Target
13/14

Clinical Strategy

NEW Emergency activity level above 2009/10 outturn
3-03 Trust 4Hr Target
3-04 Emergency Conversion Rate
3-05 Ambulatory Care Pathways
NEW 95% of all LOS < 27 days
3-06 Readmissions within 30 days - elective & emergency
3-10 Overall Elective Market Share
3-12 Overall Elective Market Share (Vascular)
1-12 Stroke Patients (90% of stay on Stroke Unit)
NEW % Elective inpatient activity taking place at Ashford
NEW Discharge rate to normal place of residence
3-13 R&D - Observations & Interventions
3-14 Elective Activity (Spells)
3-15 Emergency Activity (Spells)
3-16 Outpatient Activity (New Attendances)

L
N
C
N
L
N
L
L
N
L
L
L
L
L
L

>95%
<23.8%

Annual Target
13/14

Workforce

Annual
Forecast
13/14

Month
Actual

Performance
M-2

M-1

M

YTD 13/14

L
L £142m (1% inc)
L
L
L
<35WTE
L
L % of pay bill
L <270 WTE
L % of pay bill
<13%
L
>87%
L
<2.8%
L
100%
L
99%
L
L

4. To ensure the financial sustainability of the Trust through business growth and efficiency gains

Annual
Forecast
13/14

Month
Actual

Performance
YTD 13/14
M-2

M-1

Annual Target
13/14

Finance & Efficiency

M

4-01 Monitor Financial Risk Rating
4-02 Total income excluding interest (£000)
NEW Total expenditure (£000)

N
L
L
L

£11,819

<6.3%

4-05 CIP Savings achieved (£000)
4-06 CQUINs achievement %

>66%

4-07

£12,900

4-08
NEW
4-12
4-13

>444

4-14

>34,417

4-15

<37,644

4-16

YTD 13/14
M-2

M-1

M

£214,400

>95%

>85%

Performance

3

4-04 I&E net operational surplus (£000)

>50%

Month
Actual

£231,753

>30%

L
L
Month end cash balance (£000)
L
Capital Expenditure Purchased (£000)
L
Emergency threshold/readmissions penalties L
Average LoS Elective
L
Average LoS Non-Elective
L
Outpatients first to follow-up ratio
L
Daycase Rate (whole Trust)
L
Theatre Utilisation
L

Annual
Forecast
13/14

£3,000

tbc
£16,880
<£2.3m
3.32
6.99
1:1.9
>84%
>=85%

>110,242
Delivering or exceeding Target

Improvement on previous Month

p

Underachieving Target

No change to previous month

◄►

Failing Target

Deterioration on previous month

q

17

4

Enabling Plans
Health Informatics

4.1

4.2

Our medium term Health Informatics Strategy is to:


Develop an electronic patient record (EPR) that will empower our patients to better
manage their own care, enable our clinicians to easily see the patients clinical context
and improve shared decision making across care settings



Develop divisional and specialty capabilities to interpret and understand Information so
that they can target timely action on emerging issues



Transform the Information Services team into a Business Intelligence team with a
robust supporting infrastructure and methodologies



Upskill the Information team through improved training and recruitment



Reinforce the alignment of analysts with divisions through attendance at performance
meetings and increased visibility of our day to day support



Adopt technologies that create opportunities to streamline inefficient processes and
redirect resources to front line care.

Delivery of the above in 2013/14 will focus on two main areas:
a) Development of a hospital-wide electronic patient record (EPR), where we will


Reduce the burden of paper and manual processes on clinicians and their support staff
by automating clinical administrative processes



Begin our transition away from paper to digital records



Improve the capture of clinical information at the point of care



Procure and implement electronic solutions to support clinical decision making



Support the secure sharing of patient information across care settings.

b) Building Information Capability in the Trust. We will transform our Information
Service so that they are more proactive and provide as near to real-time intelligence as
possible. As the demands on information services grow ever greater the need for us to
work smarter and more efficiently has become increasingly critical. We will:


Accelerate the implementation and embed the use of QlikView in the Trust



Support divisions and specialties so that they can drill down to patient level data and
undertake their own analysis from the desktop



Provide training to support individuals with the knowledge, skills and ability to access
and interpret relevant information



Minimise time spent on producing routine reports and support teams in tailoring their
own reports
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Align our Information Analyst with divisions to develop an understanding of specialty
pathways and operational issues and be more visible in supporting the divisions



Support the Information team through a structured training program so that they can
become information specialists



Establish a Trust-wide Data Quality Group to ensure that we are capturing the right
data, at the right time and that it is coded appropriately.

Estate Plan
4.2

The key schemes in our 2013/14 estate plan include;


Reconfiguration of pathology department in with the requirements of the Surrey
Pathology service to increase the efficiency of the Pathology service



2 new catheterisation units and recovery wards to support the Trusts cardiac services
and develop services in a dedicated unit (cost £2.75m).



The next phases of the Outpatients upgrade at Ashford hospital. Phases 1 and 2 have
been completed of a 5 phase programme which has a budget of £2.8m.



Conversion of theatre 8 at St Peters hospital to create a new Hybrid theatre and
conversion of an existing X ray facility to support additional vascular procedures, this
will support the Trusts ambition to become a Vascular Hub (cost £1.5m)



Deliver a Midwife Led Unit at St Peter’s Hospital, providing additional 4 birthing rooms in
a brand new facility connected to our existing maternity unit (cost £1.4m)



Creation of a new admissions lounge at St Peter’s, to provide a new environment for
patients arriving for surgery (cost £1.2m).



Development of level 1 entrance at St Peter’s to provide a new patient waiting area,
drop off, relined blue badge holder car parking and refurbished corridor.

4.3

During 2013/14 the Trust will also refresh the estate strategy and master plan, aligned to the
Trust’s clinical strategy. This work will include planning future developments, identifying
opportunities to co-locate and develop services for the future, and ensuring that the estate
can support the future clinical requirements.

4.4

ASPH is working towards a more environmentally sustainable environment, including
changing lighting systems, removal of the oldest building stock and developing strategies for
engineering systems. As part of this programme there is development of a scheme to provide
Tri-generation on the St Peter’s site which will reduce the carbon foot print by 49% is being
progressed. A business case for £3m investment for improving Energy Efficiency will be
submitted, as part of a Department of Health Capital Improvement Initiative.

4.5

Through the estate maintenance programme, backlog maintenance will be reduced, with
replacement of plant and equipment. Air handling units at Ashford Hospital will be replaced,
areas of building stock re-roofed, boiler replacements and ventilation systems upgraded.

19

Innovation and Research & Development
4.6

Research and Innovation are recognised as essential to the future because:


They can improve the quality of care provided



They connect and drive quality and productivity



They will support financial investment

4.7

The demand, nationally and internationally, to do more health care with less resource means
that ‘business as usual’ is no longer an option. We all want to do the best for our patients
and their needs and expectations change over time; this ambition combined with the financial
challenges the NHS is facing, makes a very strong case for taking an innovative and forward
thinking approach.

4.8

In responding to these, the key priorities of our Research & Innovation Strategy are to;

4.9



offer patients opportunities to participate in research and increase the number of
patients participating in studies



increase the quality and value of research and innovation within the Trust



develop research capacity and capability by directing support for high quality research
and innovation



translate research findings and service innovations into benefits for patients and the
Trust



make the Trust the NHS research and innovation partner of choice for academia and
industry

Our Research & Development programme for the forthcoming year will continue to be a
varied portfolio, with highlights including:


Stroke: (i) BMET study Cognitive Screening Post Stroke; (ii) CROMIS
stroke



Obstetrics & Gynaecology: Femme study
An RCT of treating fibroids with
embolisation or myomectomy to measure the effect on quality of life



Cardiology: (i) GLORIA - AF To investigate the patient characteristics influencing the
choice of antithrombotic treatment for the prevention of stroke in non-valvular AF
patients



To collect real world data on important outcome events of antithrombotic treatments
for the prevention of stroke; (ii) Matrix Management and detection of atrial tachy
arrhythmias in patients implanted with Biotronik VR-systems; (iii) Innovate AF
Assessment of the 'cardiofit' system for increased vagal tone in chronic heart failure



Respiratory: AUSTRI (GSK SAS115359) Adult/teenage asthma Safety and efficacy of
inhaled FP/Salm combination vs inhaled FP in adsolescents and adult subjects with
asthma



Oncology: (i) CReST Stenting versus emergency surgical treatment for colorectal
cancer patients; (ii) DREAMS Dexmethasone Reduces Emesis after Major GI surgery

Micro bleeds in
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NICU: ePRIME



Paediatrics: (i) BCRD Biologics for children with Rheumatic disease; (ii) UKALL2011
UK Acute lymphoblastic leukaemia/ lymphoma 2011 trials



Rheumatology: (i) RAFT Reducing Arthritis Fatigue – clinical Teams using cognitivebehavioural approaches; (ii) Act-Taper (RA) Infusion TCZ +MTX compared to TCZ
tapering MTX



Parkinsons: (i) Proband - Parkinsons Biomarkers and Datasets, (ii) MUSTARDD PD
Multi-centre UK study of Acetylcholinesterase Inhibitor Donepezil in early dementia
associated with Parkinson's disease



Endocrinology: Address 2 After Diabetes Diagnosis Research Support System-2

Evaluation of preterm images

4.10 2013/14 will be the first year of the Kent, Surrey and Sussex Academic Health Science
Network (AHSN) which will provide us, as a member organisation, with clear opportunities for
wider and better engagement with NHS peers, industry and academia. During 2012/13 our
Innovation Fund supported the development of 13 projects within the Trust through an
investment of £258,000. This success will continue in 2013/14 within a similar level of
funding allocated to the Fund.
R&D Targets for 2013/14
501 patients recruited for Observational Studies
296 patients recruited for Interventional Studies
Maintain the national standard approval time of 30 days

Communications and engagement
4.11 A robust communications and engagement strategy will help to support the Trust’s vision by
ensuring our key audiences – staff, volunteers, patients, public, wider stakeholders – are well
engaged and motivated in the aims of the Trust. To be most effective, we need to encourage
and facilitate a robust two-way dialogue based on conversation, feedback and subsequent
action to ensure we remain a credible and trustworthy organisation.
4.12 It is also clear that a more strategic approach to marketing our services is required, ensuring
that people who want or need healthcare services see Ashford and St Peter's Hospitals NHS
Foundation Trust as the provider of first choice. Reputation management and brand
expansion are key areas for development as part of this wider marketing strategy. To do this
we will need to have a better understanding of the Ashford and St Peter’s brand so we can
develop a compelling narrative around it that is consistent across all our communication and
engagement platforms.
4.13 With this in mind the Trust must also review and refresh existing communication and
engagement techniques and embrace modern technologies that offer new ways of reaching
our different audiences.
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4.14 Over the next year, our specific objectives will be to:


Develop a digital communications and engagement strategy (internal and external) to
encompass new social media platforms and improved use of web technologies;



Conduct an external website audit to inform a refreshed website (content and home page)
and further development of specialty micro-sites (e.g. maternity, paediatrics, stroke, trauma
and orthopaedics, colorectal services, public membership);



Take a more structured approach to promoting staff success onto the national platform by
developing a formal plan for nominations to national awards;



Develop a regular and more targeted supply of high quality good news stories to local
media, aiming for a minimum of two proactive stories a week and a monthly column in the
Surrey Herald, linked to our marketing objectives;



Expand use of local media to include a series of targeted articles for local borough
magazines;



Develop a robust forward planning diary to ensure we are fully prepared for national
reports/data publication, surveys and audits;



Develop a more structured stakeholder engagement programme including regular
presentations to local borough councils, MP briefings, and public events (in close
collaboration with the Membership Office);



Support high profile Trust developments with robust communications and engagement
plans including formal openings, in particular the Ashford Outpatients and the Midwifery Led
Unit at St Peter’s;



Working with the new Divisions to establish communication champions to facilitate
improved communication and engagement within divisions;



Refresh Chief Executive staff briefing sessions, moving to a divisional/departmental format;



Continue production and ongoing development of all regular staff and corporate
publications including Aspire, the Ebulletin, Innovations, Members Matters, Annual Report
and Review and others as appropriate.



Complete the first year and evaluate the new CEO sounding board of 40 staff from across
the organisation



Work with the Council of Governors to find new and better ways of engaging with our
membership (e.g. using social media tools), ensuring we represent their views and that of
the wider public. From April 2013 6 monthly meetings will take place between the council of
Governors and Non-Executive Directors to enhance the assurance process. Elections will
take place prior to 1st December 2013 for 3 Staff Governor and 11 Public Governor posts.

22

5

Summary Financial Plan
Quality and Transformation Efficiency (formerly Cost Improvement)

5.1

Cost Improvement (CIP) or Efficiency Plans are integral to all trusts’ financial planning and
they require strong and sustained focus in order to be delivered. The consistent message
from higher performing organisations is around the need for significant transformational
change in order to deliver efficiency without reducing service quality and patient safety.

5.2

During 2012, significant developmental work has been undertaken in shaping the future
efficiency environment with movement to Quality and Transformation Planning. Our approach
to identifying Quality and Transformation has:


Recognised the need for significant transformational change in order to deliver the
planned efficiencies without reducing service quality and patient safety



The use of benchmarking performance data to help identify saving opportunities and to
engage clinicians.



Facilitating workshops to support engagement with staff (both clinical and non-clinical),
specialties and divisions in order to produce new ideas for service change that were
transformational and genuinely produces realistic, sustainable cost savings



A rigorous appraisal of both the efficiency plans’ achievability and impacts on quality.



Cross checking with the overall clinical strategic direction of the organisation and the
plans of partners.

5.3

The Trust has set its budget based on Quality and Transformation efficiency delivery of £11.8m
and detailed plans for £11.8m are in the process of completion. This is an improvement on the
2012/13 CIP Programme which was at £10.4m against a £12m target at this stage last year.

5.4

Endeavours will continue now, and throughout the year, to ensure that the plans for 2013/14 are
robust and monitored to ensure delivery and have strict quality scrutiny, assessment and
monitoring. This work will include on-going identification and development of new schemes in
order to de-risk the £11.8m CIP target, including the development (already started) on four big
ticket, cross-cutting Transformational schemes:


Length of Stay



Theatre Utilisation



Outpatient capacity and utilisation



Medical Pay, Medical Staff Productivity and Medical Agency usage and cost

Delivering Quality and Transformation
5.5

The Trust continues to develop both its leaders and structures to ensure that divisions and
specialties are capable of driving sustained change. The Project Management Office (PMO) is
tasked with ensuring that the organisation keeps its Quality and Transformation programme on
track and supports the divisions and specialties. By running our performance meetings at the
specialty level the Trust ensures that its organisational culture promotes the interests of patients
as well as finance and performance targets.
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Current and Future Quality and Transformational Planning
5.7

5.8

Intentions for Quality and Transformation planning are:


Long term Quality and Transformation plans spanning up to 5 years



Strong governance with clear lines of accountability and clinical leadership



Cross-cutting Transformational schemes



To ensure all changes result in improvement to patient care, satisfaction, safety and
yield a related efficiency saving

Our divisional Quality and Transformation plans are set out in the table below.
Focus areas

Themes
Pathways/service redesign
Medical staff Pay

Nursing Pay

Medicine pathway
Additional Payments to medical staff, medical
leave policy
Medical agency
Medical workforce planning

Other Pay
Procurement

Pricing and Improved Processes

Estates

Other non-pay

Income

Estates Income
Peterbus Non-Pay
Estates Non-Pay (Various)
Rationalisation of buildings, capital charges
(including demolition)
Pharmacy drugs expenditure
Transcription services contract
Medicine waste reduction
Pathology network non-pay
PACS contract
Contractual Penalty Responses
Full Year effect of Prior Year Schemes
Repatriation of Income

Grand Total

%CIP

1,330,000

11%

1,100,000

9%

950,000

8%

970,000

8%

760,000

6%

2,300,000

19%

610,000

5%

1,500,000

13%

2,300,000

19%

Nursing Establishment
Temporary Staffing
Nursing skills mix
Pay Schemes
Non-Pay Schemes
Pathology Network Pay
Admin and Clerical Pay

Corporate Services

Total

11,820,000

CIP TARGET 2013/14

£11,820,000

Big Ticket Transformational Schemes - In Development
(also additional de-risking of the Efficiency Plan)
Length of stay and readmissions

£0

Outpatient new to follow up ratios

£0

Theatre Reconfiguration, theatre productivity

£0

Additional Medical Pay, Productivity, Medical Agency,
Job Planning

£0
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5.9

The tables below summarises our income and expenditure
statement, and Trust balance sheet for 2013/14:
Forecast
2012/13
Month 11
£m

Draft Budget
2013/14

Forecast
Mar-13
£m

£m

Forecast
Mar-14
£m

Non-Current Assets
PCT Income
Education & Training Income
Other Income
Total Income
Pay
- Other
- Contingency
Non-Pay
- Clinical Supplies
- CNST
- Other
- Contingency
Total Operating Expenditure
EBITDA
Depreciation & Amortisation
Impairments
Charitable Contributions to Expenditure
Interest Payable
Interest Receivable
PDC Dividend

212.7
7.7
11.4

Property, Plant & Equipment

232.3

231.8

Current Assets

141.7

142.0
0.5

44.3
4.7
25.3

42.4
4.5
24.3
0.7

216.0

214.4

16.3
(8.1)
0.0
0.1
(0.2)
0.1
(4.9)

17.4
(8.9)
(0.5)
0.2
(0.2)
0.1
(5.1)

3.3

3.0

61.00%
31.98%
7.02%

61.48%
31.02%
7.51%

212.5
8.0
11.8

155.9

163.6

1.0

1.0

156.9

164.6

3.5

3.5

Current Debtors
Cash in Hand and at Bank

14.6
13.6

14.6
12.9

Total

31.7

31.0

(27.4)
(0.5)

(27.4)
(1.0)

(0.8)

(0.5)

(28.7)

(28.9)

3.0

2.1

159.9

166.7

(1.3)

(5.1)

Debtors > 1 Year
Total

Inventories (Stocks)

Current Liabilities
Current creditors
Finance Lease Current
Provisions Current
Total
Net Current Assets/ Liabilities
Total Assets less Current
Liabilities
Finance Lease Non-Current
Provisions Non-Current

Draft Surplus for Financial Year
Pay as a percentage of Income
Non-Pay as a percentage of Income
EBITDA as a percentage of Income

(0.5)

(0.5)

158.1

161.1

Public Dividend Capital (PDC)

86.0

86.0

Income & Expenditure Reserve

11.3

14.3

Revaluation Reserve

60.8

60.8

158.1

161.1

NET ASSETS

CAPITAL AND RESERVES
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Forecast

Forecast
CAPITAL PROGRAMME FOR 2013/14

5.10

The cash flow statement and capital programme is set out in
the tables below:
Mar-13
£m

Surplus

3.3

Mar-14
£m
3.0

Non Cash Flows in Operating Surplus:

Funding
Purchased Depreciation
Donated additions
Carry forward from previous year
Finance lease (Cath labs)

2,714,000
2,750,000

Finance lease (Managed Equipment Scheme)
Trading surplus reinvested

2,250,000
910,000

TOTAL FUNDING AVAILABLE FOR CAPITAL PROGRAMME

17,050,000

PDC Dividends Paid

(4.9)

Interest paid

(0.1)

0.0

Interest element of finance leases

(0.1)

(0.2)

Capital element of finance leases

(0.5)

(0.7)

0.1

0.1

(2.5)

0.0

0.2

0.0

Net increase/(decrease) in cash

(2.5)

(0.7)

Scheme
1. BUILDINGS & THE ESTATE
Ashford OPD Refurbishment Programme
A&E Offices
Midwifery Led Unit
Admissions Lounge
Hybrid Theatre
Managed Equipment Scheme (MES) associated buildings works
Cath Lab works
Telecoms vulnerability/resilience
Estates backlog maintenance (incl funding support for AH OPD)
Ward rolling refurbishment/upgrades programme
Other building schemes
TOTAL BUILDINGS & THE ESTATE
2. EQUIPMENT REPLACEMENTS
Managed Equipment Service (Imaging)
Cath lab equipment
Hybrid Theatre
Urology scopes
O&G Scanners
Other equipment schemes
TOTAL EQUIPMENT REPLACEMENTS
3. IT INFRASTRUCTURE
Patient self check in
Desktop Refresh
Single Sign-On with Context Management
E prescribing
Electronic document management partnership funding
Other IT schemes

Opening cash

16.1

13.6

TOTAL IT INFRASTRUCTURE
4. DONATED

Closing cash

13.6

12.9

Financing income/expenses

0.1

0.1

Depreciation/amortisation

8.1

8.9

Impairments

0.0

0.5

Dividends

4.9

5.1

Other

(0.1)

(0.2)

(Increase)/Decrease in Working Capital

(2.1)

(0.3)

(9.3)

(11.9)

0.4

0.0

Net Cash Inflow/(Outflow) from Investing Activities
Capital Expenditure
Increase/(decrease)in capital creditors
Net Cash Inflow/(Outflow) from Financing Activities

Interest received
Repayment of loans
PDC drawdown

(5.1)

2013/14 Draft £
8,256,000
170,000

Donated assets
TOTAL DONATED
TOTAL DRAFT CAPITAL PROGRAMME 2013/14

2013/14 Draft £
957,038
295,200
1,367,574
867,700
1,070,000
300,000
1,450,000
338,000
950,000
450,000
1,395,003
9,440,515
1,700,000
1,375,000
400,000
600,000
250,000
1,391,122
5,716,122
206,000
200,000
230,000
270,000
245,000
572,363
1,723,363
170,000
170,000
17,050,000
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THIS IS A
PREVIOUS
VERSION – TO
BE UPDATED
WITH 2013/14
ACTIVITY PLAN
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65,531

39

573

558

558

0
-15

573

0
39

-2
0
0
0
0
0

36,565
14,743
7,108
16,798
11,370
10,982
20,671
10,163
4,251
14,035
5,964
9,102
161,752

09/10 Actual
Outturn

-15

221,922

65,492

65,531

65,492

82
83
59
55

84
83
59
55

-13

Variance

0

279

10/11
Plan

292

09/10
Beds
(M12)

0

-68
16
150
36
-50
12
15
-73

Variance

224,871

4,987
23,067
12,046
1,244
9,461
380
4,734
8,695
64,614

34,891
14,146
6,867
16,471
12,164
11,183
20,899
9,586
4,464
14,358
6,094
9,134
160,257

10/11
Budget

9,000

181
281
511
57
337
8
157
2,046
3,578

1,134
468
248
675
402
214
747
288
181
469
275
321
5,422

10/11
CIP

EXPENDITURE PLAN (£000s)

TOTAL

21,895
15,451
6,151
6,732
3,295
7,776
1,064
3,166

21,963
15,435
6,001
6,696
3,345
7,764
1,049
3,239

10/11
SLA Plan

CAPACITY PLAN (Beds)

4,872
22,816
10,357
1,148
10,527
236
4,834
5,380
60,170

Medicine
Surgery
Specialist Surgery
T&O
Children's services
Womens Health
Anaesthetics
Emergency Services
Therapies
Pathology
Pharmacy
Imaging & Endocsopy
TOTAL

09/10
Actual
Outturn

ACTIVITY PLAN (Spells)

Corporate Chief Exec
Finance & Info
Chief Operating Officer
Strategy
Nursing
Medical Director
Workforce and OD
Others
TOTAL

Clinical

Directorate

BUSINESS PLAN 2010/11
SUMMARY

10/11
Budget after
CIP

215,871

4,806
22,786
11,535
1,187
9,124
372
4,577
6,649
61,036

33,757
13,678
6,619
15,796
11,762
10,969
20,152
9,298
4,283
13,889
5,819
8,813
154,835

3,320

155
180
10
14
268
6
113
0
746

572
239
86
184
211
310
267
173
126
195
70
141
2,574

09/10
Actual

3,261

151
174
11
16
252
8
104
0
716

554
206
85
187
225
306
280
171
126
193
70
141
2,545

10/11
Budget

-59

-4
-6
1
2
-16
2
-8
0
-30

-18
-33
-1
3
14
-4
13
-2
1
-2
0
0
-29

Variance

WORKFORCE PLAN (wte)

THIS IS A
PREVIOUS
VERSION – TO
BE UPDATED
WITH 2013/14
PLAN
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6

Risks and Mitigating Action

6.1

The Trust has robust and effective processes in place to identify and manage risks to the
organisation, to enable us to deliver our strategy objectives and continue to improve the way
we provide our services and engage with our patients, our staff and the public.

6.2

Our organisational risks are identified and managed in the context of our Quality, Safety and
Risk Management Strategy. The Trust’s key risks can be considered in terms of four
elements; Quality, Workforce, Clinical Strategy and Productivity and Efficiency.

6.3

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 key risks encapsulated
within the Board Assurance Framework will be refreshed at the April Integrated Governance
and Assurance Committee to reflected the agreed strategic objectives for 2013/14.
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