
Annual Operational Plan

2009-2010
Trust Ref:
TE AOP 22nd April 2009



Approval given by:
Trust Board 
Date of Approval:
09/04/09
Originators:
Strategy Directorate 
Review Date:
Quarterly 
UNIVERSITY HOSPITALS OF LEICESTER NHS TRUST

ANNUAL OPERATIONAL PLAN 2009/2010
CONTENTS

	Section 

Number


	Section Heading
	Page Number

	1
	SETTING THE SCENE


	3

	2


	STRATEGIC CONTEXT 


	6

	3
	VISION FOR UHL


	9

	4
	OPERATIONAL PRIORITIES FOR 2009/2010 

	10

	5
	FINANCIAL PLANNING OVERVIEW


	12

	6


	INCOME AND EXPENDITURE / STRATEGIC OBJECTIVE MATRIX 2009/2010


	18

	7


	PERFORMANCE MANAGEMENT FRAMEWORK
	20

	8


	CONCLUSION
	22

	Appendix 1

 
	ANNUAL OPERATIONAL PLAN 2009/2010
	23

	Appendix
2

 
	DIRECTORATE OPERATIONAL PLANS
	29

	Appendix
3

 
	MEMBERS FEEDBACK ON PRIORITIES
	36


SECTION 1

SETTING THE SCENE   

2008/2009 has been a very busy and challenging year during which the commitment of our staff has been second to none. Their extraordinary effort was rewarded in the summer as the Trust retained its excellent status for the quality of services in the Healthcare Commission Annual Health Check. 
Looking forward to 2009/2010, it is useful to reflect on what has gone well and what could have gone better in the past year: 

What has gone well? 
Illustrative examples include:

· The Trust continues to be a national leader in tackling infection prevention and control; from March 2008 to January 2009 27 MRSA bacteraemia infections were diagnosed against an expected level of 34; for the same period there were 233 confirmed cases of Clostridium Difficle against an expected level of 350. In November 2008 the Trust was assessed as fully compliant with all of its statutory duties under the hygiene code following an unannounced visit by the Healthcare Commission – one of only 6 Trusts to be fully compliant nationally.
· In February 2009, having experienced many difficulties with our previous payroll provider, the Trust transferred the payroll function to a new partner, McKesson.   
· The Trust exceeded the overall target of 90% admitted pathways being completed within 18 weeks by December 2008. In January 2009 95.1% of admitted pathways were completed within 18 weeks as compared to 67.58% in January 2008. Elective orthopaedics remains a challenge in this area but a whole health community approach is being adopted to ensure that this target is achieved and sustained as quickly as possible. 

· The Trust exceeded the target of 95% non-admitted pathways being completed within 18 weeks by December 2008. In January 2009, 98.1% of non-admitted pathways were completed within 18 weeks as compared to 82.51% in January 2008. 

· Over a 15 month period the number of patients having to wait on an elective inpatient or day case waiting list has dropped from 10,900 to 7,350, a reduction of over 3,500 patients. In addition the average wait for an operation has reduced from 8 weeks to 5 weeks. 
· The Trust has installed a further 44 items of major medical equipment through its innovative Managed Equipment Service (MES2). This includes an additional pharmacy robot, new digital mammography equipment, direct radiography systems and several high tech fluoroscopy systems. Significant productivity benefits are being realised which have in turn supported significant reductions in diagnostic waiting times; average uptime is now 99.59% against a standard of 98% whilst the poorest performing piece of equipment has improved from 96.46 to in excess of 98%. The MES2 scheme has gained national and international recognition. 
What has not gone so well?

Illustrative examples include:
· The Trusts performance on ‘use of resources’ as part of the Healthcare Commission Annual Health Check dropped from good to fair. This was as a result of our Auditors Local Evaluation (ALE) score dropping from 3 to 2 primarily due to weaknesses in risk management processes and the absence of a strategy in a post-PFI era.  

· The Trust together with EMAS continue to face challenges in achieving the 68% target of people suffering from a heart attack receiving thrombolysis within 60 minutes of calling for help. Performance up to January 2009 is 65%. There are transitional tensions with this target as the Trust, as part of the East Midlands Next Stage Review Programme, works with partners to expand the number of patients benefiting from primary angioplasty as the first choice of treatment. Despite this every effort is being made to improve pre-hospital thrombolysis. 
· The Leicester, Leicestershire and Rutland emergency care system continues to be challenged as the level of demand coming into hospital continues to exceed that anticipated. This is contributing towards Trust performance falling short of achieving the 98% 4 hour ED target in our own right (current performance 97.65%), is contributing to higher level readmissions than one would expect and is impacting on the level of elective operation cancellations due to emergency pressures. Options to address this complex web of interdependency are being taken forward through the Acute Care and Planned Care Boards of the local Next Stage Review. 

· We do not yet have the finalised outcomes National Staff Survey.  However early indications are that, while there have been improvements in some areas, these improvements have not been as great as for acute trusts more widely. There are also likely to be some areas where results are poorer than last year. Plans to improve staff satisfaction are integral to the operational plan for 2009/2010.  
Moving forward 

In addition to the above, 2008/2009 has been a time of reflection in considering the degree of ‘fit’ between our current systems, processes, capacity and capability and those necessary to thrive in a rapidly changing environment.  
In September 2008 the Trust Board approved ‘Getting into Shape…Getting into Strategy.’ This described the journey the Trust must take to address some of these issues and to become fit for purpose in the 21st century NHS. Plans to deliver ‘Getting into shape’ are embedded in our delivery plans as we move into 2009/2010. 
SECTION 2 

STRATEGIC CONTEXT 
‘Our NHS, Our Future’
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During the last year UHL has been working with partners to shape and develop the regional and local vision for the NHS. This created new opportunities for meaningful engagement with staff, patients and the public and informed the production of ‘From Evidence to Excellence’ regionally (East Midlands) and ‘Excellence for all’, locally. Both were subject to formal public engagement between July and October 2008. 
The local NHS ten year vision is to ‘ensure excellence for all by involving and working with the people of Leicester, Leicestershire and Rutland to improve health and the quality of health services’. In delivering this vision the local community has agreed that they want to: 

· Involve patients, the public and communities fully in their healthcare, and in improving local health services;
· Make sure health services are as fair and as safe as they can be;

· Make sure services are personalised, and make a difference to people’s lives as far as possible;
· Encourage local people to make healthy choices, and to enjoy a fit and healthy lifestyle;

· Make sure the services provided by family doctors (GPs), hospitals, the ambulance service and local councils work well together;

· Make sure services are delivered locally wherever possible, so that more care is available closer to home;
· Provide specialist care in high quality centres, which are among the best in their field;
· Give people more choices about their care. This means making services more accessible and convenient, so that people can get the best services when they need them.
Throughout 2009/2010 UHL will be working with partners to explore the likely service impact of the changes identified and options for delivery including where necessary likely capital developments. This work will be subject to a formal programme of engagement and consultation with patients, the public, staff and other stakeholders including the LINKs and the Joint Overview and Scrutiny Committee. Illustrative examples of the changes required include:
Maternity and Newborn 
· Every pregnant woman will have a named midwife throughout her pregnancy

· Care will be provided as close to home as possible
· Where appropriate we will offer the very best specialist maternity and newborn services
Acute care
· We will develop specialist centralised services for people who have had a stroke or a heart attack, so that we can save more lives and improve the results for those patients
World Class Commissioning 
During 2008/2009 both NHS Leicester City and NHS Leicestershire County and Rutland have developed their 5-year World Class Commissioning and Investment (WCC) Strategies.  In December 2007, the Department of Health launched the vision for WCC thereby setting out the aim that every Primary Care Trust (PCT) should develop in a way that ensures that the needs and priorities of their local population are met. 
The PCTs local operating plan for 2009/2010 represents year one of their five year strategy and provides evidence of the action and investment that has been prioritised. Examples include preventative care, treatment for cardio-vascular disease and improvement in primary and community services. UHL’s plans are consistent with and complementary to those of NHS Leicester City and NHS Leicestershire County and Rutland.  
Operating Framework for 2009/2010  
The national NHS Operating Framework for 2009/2010 marks the third and final phase of the programme of investment and reform heralded in the NHS Plan (2000). It reinforces the need for transformational change in care pathways to simultaneously enhance the quality of care and improve value for money. This is even more pertinent in the current economic climate. 

The Operating Framework mandates of a small number of national ‘must-do’s’ with the expectation that further targets for improvement will be set and managed locally according to need. The key national priorities for action in 2009/2010 are consistent with those set in 2008/2009. They are: 
· Improving cleanliness and reducing HCAIs

· Improving access through achievement of the 18 week referral to treatment target, and improving access to GP services

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

· Improving patient experience, staff satisfaction and engagement;

· Preparing to respond in a state of emergency, such as an outbreak of pandemic influenza
Summary 
In developing plans for 2009/2010, UHL has reflected on the national, regional and local priorities. In response the Trust has identified the associated action necessary.  
SECTION 3
VISION FOR UHL 

The Trust’s vision for the future is that in 3 years we want Leicester’s Hospitals to be…

· In the top 5 emergency and specialist trusts in the country where patients receive caring at its best from highly motivated, skilled staff who enjoy their work 

· Recognised for premium research and innovation which directly contributes to better care for our patients and attracts new clinical talent and new funding 

· The place where the next generation of clinicians want to complete their studies 

· Productive, low or no wait hospitals with transformed clinical pathways which enable better patient care and create significant surpluses to invest in future services 

· An active partner in the local NHS; working with others in and out of hospital and involving patients and the public to ensure that they receive care when and where they need it

In 6 years time
· The number one major provider of emergency and specialist services in England, recognised for the quality of our care and the strength of our business

· In the premier league of clinical and applied research organisations 

The Trust recognises that a robust strategy is critical to the successful delivery of our vision. In November 2008 a revised five year Integrated Business Planning process was launched.  Year one of the five year plan is the Annual Operational Plan for 2009/2010. 
Throughout 2009 a comprehensive Integrated Business Plan will be developed. It will be subject to Trust Board consideration throughout the year. A key difference in the approach being adopted is the degree of rigour required conferring greater autonomy and expectation on our directorates.  This is consistent with the thinking behind ‘Getting into Shape...Getting into Strategy’ and is the way in which high performing organizations operate.  

SECTION 4
OPERATIONAL PRIORITIES FOR 2009/2010
A common concern when developing strategy and associated plans is how best to communicate clear priorities and objectives so that staff, patients and the public can see what our plans might mean for them. 

In responding to this challenge the Trust has agreed four overarching priorities. These have been subject to a process of involvement with the Trust’s members (see appendix 3 for details). The priorities identified are: 

· Improve the patient experience by improving the quality of our care;
· Prove that we value our staff and improve their satisfaction and motivation;
· Integrate research, education and training into the ‘day job’;
· Countdown to FT status: develop capacity, capability and credibility to ensure UHL is fit for the future;
In turn we have identified eight specific strategic objectives for 2009/2010 that help support improvement in our priorities and progress towards our vision. These are:

· Deliver ‘Caring at its Best’;
· Improve services in collaboration with patients, carers and the public;

· We will work in partnership with other organisations to improve people’s health and their health services;
· We will exceed national and local targets;
· Invest in leadership, staff engagement and recognising talent;
· We will improve the UHL research brand amongst our public, staff, and the national and international research community;
· Be the place where the next generation of clinicians want to complete their studies;
· Deliver the UHL plan called “Getting into Shape”;
Specific corporate actions that will be pursued during 2009/2010 in support of the above are documented at Appendix 1.  

SECTION 5
FINANCIAL PLANNING OVERVIEW 
5.1.
FINANCIAL FRAMEWORK
5.1.1
The Trust has revised the approach to financial planning to support a more devolved management structure and localised decision making.   The main features of the framework adopted are as follows:
· The introduction of Service Line Management (SLM) supported by Service Line Reporting (SLR) of income, expenditure and activity.   This effectively enables Directorates to make their own decisions with regard to service developments, activity and finance.

· The introduction of financial targets for Clinical Directorates based on contribution to overheads. This enables decision making to become more commercially aware and focuses on the cost effectiveness of overheads and Corporate Directorates.
· The requirement to embed efficiency and quality transformation as an integral part of the planning process. All Directorates have been set a minimum target efficiency gain within a range of 4 -7%.

· The introduction of a long term (5 year) business planning approach at Directorate level.  2009/2010 is seen as the detailed first year of a longer term strategy as opposed to a one year stand alone plan.

· The implementation of Patient Level Information and Costing (PLICS) and Internal Trading from April 2009 to support and embed SLM/SLR.

· New activity and service developments from 2009/2010 onwards are required to demonstrate an improved contribution position for Directorates.

· Capital developments to support new services are required to be self financing.
5.2 PATIENT CARE CONTRACT
5.2.1
The agreed contract value with Leicestershire and associate Commissioners is £549.2 million. 
5.2.2
The contract reflects the move to the new HRG4 for tariff related services and agreed local prices for non tariff services.

5.2.3
A 50:50 risk sharing approach has been agreed for NICE expenditure in the event of an under or over spend for these funds.

5.2.4
Financial payment of the contract will continue to reflect activity under and over performance. The contract reflects the following for activity:
Emergency/Non Elective - 2008/09 forecast outturn, plus demographic growth.

Elective/Day Case – maintenance of 18 week RTT target.

Outpatients – move to 2009/10 follow up ratios.

5.3
INCOME AND EXPENDITURE PLAN
5.3.1
The income and expenditure plan reflects the agreed contract position with Commissioners, planned levels of recurrent cost reduction and inflation costs and is an update to the draft plan submitted to the Trust Board on the 12th March 2009. The plan has an increased cost improvement requirement of £25 million. 
5.3.2 The plan delivers a technical deficit of £2.1 million, but this is wholly due to the estimated impact of the Modern Equivalent Asset revaluation required under International Financial Reporting Standards (IFRS). The underlying position is breakeven in 2009/10.   A £3 million surplus is planned in 2010/11.

5.3.3
Income
· The plan reflects the Leicestershire PCT and Associates contract agreement, but assumes slippage on planned activity transfers.   
· MADEL, SIFT and NMET values are in line with draft 2009/10 contract values as notified by the SHA/Deanery.

· Research and Development funding has been reduced by £3.4 million to reflect the withdrawal of levy funding.   Clarification is still required on the level of Network and Sustainability funding.   The Trust has assumed that it will receive £2 million NHS Research and Development income in 2009/10.
· An assumption has been made that the Trust will receive 0.5% (£2.8 million) CQUIN funding from Commissioners.

· MES II funding of £799K has been assumed per previous correspondence from the SHA.

· Inflation net of the 3% national efficiency requirement has been assumed at 1.7% for 2009/2010.

5.3.4
Expenditure


As communicated throughout the planning process, the basis of expenditure is 2008/2009 forecast outturn adjusted for non recurrent issues, inflation, developments and marginal costs for activity growth.   There will be no new service developments in 2009/2010 unless these are self funding.

The financial plan has modelled the impact of known commitments as follows:
European Working Time Directive (EWTD)

These costs represent the minimum investment in pay expenditure necessary for the Trust to be compliant with EWTD legislation by August 2009.

Maternity Full Year Effect Costs
The Trust has previously agreed that midwifery investment is a clinical priority and a plan to recruit additional staff was approved in 2008/2009.   The costs identified in this year’s plan represent the cost of completing this initiative.

Clinical Negligence Scheme for Trusts (CNST) Premium

The premium set for 2009/2010 is considerably greater than last year, reflecting an increase in the number of claims nationally.
National Institute of Clinical Excellence (NICE)
Additional NICE and high cost therapy expenditure has been included in the plan.

Underlying Expenditure Pressure from 2008/2009

These costs represent the impact of non recurrent provisions in 2008/09.

Inflation

Pay inflation has been modelled based on the agreed three year pay award and non pay inflation has been estimated according to cost type. Pay inflation includes pay modernisation costs.
MES II

This represents the 2009/2010 additional cost of the MES II scheme for medical equipment previously approved by the Trust.

Infection Control
This represents additional investment in new measures to tackle infection.
Other Non Pay Costs

The Trust plans to make an investment in staff development and capability.   In addition, there is a contractual requirement to pay for the PACS system in 2009/2010.
End Stage Renal Failure (ESRF)

This represents full year effect of 2008/09 growth and additional growth in 2009/10.

Pay and Activity Related Funding
This represents additional pay expenditure identified by Directorates above 2008/09 outturn levels. These costs have been reviewed in the planning process to confirm that they are necessary, in line with setting final Directorate budgets. There is also provision in the financial plan for additional marginal cost expenditure to deliver 2009/10 agreed activity plans.
Transformation Funding

The Trust has agreed with Commissioners to contribute towards the setting up of a Transformation Fund to fund the modernisation of health services across Leicestershire.
Run Rate

The plan has been profiled to reflect:

Income           - 
Activity based on working days (elective/day case/outpatients) and calendar days (Emergency/Non Elective/ED).  Other activity is based on expected income flows, with default to 12ths where no profiling information is available.

Expenditure    -
Pay reflects staffing number profiles and the planned impact of the efficiency programme.  

               -
Non pay profile reflects patient numbers where costs are linked, with a default to 12ths for non patient care non pay, and the planned impact of the efficiency programme.
5.3.5
As advised to the Trust Board on the 12th March 2009 following the agreement of the patient care contract, the Trust has an increased level of Cost Improvement required from £20 million to £25 million.
5.3.6
Directorate 2009/10 expenditure forecasts, incorporating clinical productivity, have been reviewed within the business planning assurance process. 

5.3.7 The Trust will have a total income plan of £660.3 million for 2009/10. This represents growth of £39.7 million when compared to the 2008/09 plan of £620.6 million. The following table summarises the total income and expenditure plan for 2009/10.
	
	£’m

	Income from Patient Care
	(579.5)

	Income from Non Patient Care
	(80.8)

	Total Income
	(660.3)

	Operating expenses
	647.5

	Operating (Surplus)/Deficit
	(12.8)

	Other gains and losses
	

	(Surplus)/Deficit before Interest
	(12.8)

	Investment revenue
	(0.2)

	Finance costs 
	0.7

	(Surplus)/Deficit for the Financial Year
	(12.3)

	PDC Dividends payable
	14.4

	Retaining (Surplus)/Deficit for the Year
	2.1


5.3.8
Overall Trust Income and expenditure movements are summarised in the table below.

	
	£’m

	INCOME
	

	2008/09 Income Plan
	(620.6)

	2009/10 Income Growth 
	(39.7)

	2009/10 TOTAL INCOME 
	(660.3)

	
	

	EXPENDITURE
	

	2008/09 Expenditure Plan
	617.6

	
	

	Investment to 2008/09 Forecast Outturn @ Month 8 
	23.3

	EWTD 
	0.7

	Maternity FYE
	1.7

	CNST Premium 
	5.3

	NICE/HCT 
	5.3

	Underlying expenditure pressures re: 2008/2009 
	5.0

	Non Pay inflation 
	3.5

	Pay inflation 
	10.5

	MES II
	1.0

	Infection Control
	0.5

	Non Pay Costs (leadership/PACS)
	0.8

	End Stage Renal Failure
	2.7

	Pay/activity related costs
	6.3

	Transformation
	1.0

	IFRS impact on expenditure
	(0.8)

	Capital Charges
	0.9

	
	

	Cost Improvement Programme
	(25.0)

	
	

	2009/10 TOTAL EXPENDITURE
	660.3

	
	

	NET (SURPLUS)/DEFICIT
	(0)

	
	

	IFRS Impact
	2.1

	TECHNICAL DEFICIT
	2.1


5.3.9
Appendix 4 details the Directorate budgets for 2009/10.

5.4 
CAPITAL
5.4.1
The table below summarises the capital plan reported to the Finance and Performance Committee on the 24th March 2009. Within the capital plan, the Trust has identified a minimum investment of £3 million for the development of new capacity.  This element of the programme is dependant on additional funding being generated or received by the Trust. The remainder of the capital programme focuses on the need to undertake essential infrastructure maintenance and to replace IT and medical equipment.

5.4.2
The table below summarises the plan:
	
	£’m

	
	

	IM&T
	3.1

	Land
	3.1

	Estates and Backlog Maintenance
	16.0

	Medical Equipment
	4.2

	Capacity Related Investments
	3.0

	
	

	TOTAL CAPITAL PLAN
	29.4


5.4.3
Capital Costs Absorption Duty


The Trust anticipates meeting this duty.

5.5 
COST IMPROVEMENT/CLINCIAL PRODUCTIVITY PROGRAMME
5.5.1
UHL’s Cost Improvement Programme (CIP) for 2009/10 is designed to address the issues raised by the Better Care Better Value metrics as well as driving internal efficiency in both clinical and corporate overhead areas.   As stated, the required target has now increased to £25 million, reflecting the lower income received than originally planned, following the agreement of the contract with Leicestershire and associate PCTs.  The additional £5 million target was allocated to Directorates on the 31st March 2009, maintaining the principle of efficiency being targeted to reflect current income and expenditure performance.
5.5.2
It is unacceptable, at this point, that Directorates have only identified £20.2 million of savings, against the target of £25 million.
5.5.3
These numbers have been subject to a robust confirm and challenge review within the business planning assurance meetings.   Directorates must deliver their efficiency plans, either through improvements in clinical productivity or alternative actions.   Directorates are being RAG rated within this process to determine the applicable ongoing assurance required to ensure delivery of operational and financial plans in 2009/10. The findings and recommendations of the assurance process will be reported to the Finance and Performance Committee on the 27th April 2009.
5.5.4
A review of the types of schemes identified also shows that there is still too much emphasis on traditional cost improvement initiatives as opposed to more radical service redesign.   It is not viable for the Trust to continue to deliver activity in the same way as in 2008/09, with significant premium pay expenditure that is unaffordable.   
5.5.5
Given that there is still a significant shortfall against the Trust’s £25 million target, it was agreed at the Finance and Performance Committee on the 24th March 2009 that the Trust would appoint a lead Director (where not already in place) to support the Directorates making the stepped productivity improvements required in the following Trust wide themes:
· Length of Stay

· Outpatient productivity (including a reduction in follow ups)

· Theatre utilisation (productive theatre time)

5.5.6
It was also agreed that there would be senior clinical leadership for each area to support the Directorates in delivering the required productivity changes.   Progress will be reported on a monthly basis to the Finance and Performance Committee.
5.5.7
The Director of Operations is currently identifying the key individuals to lead these themes. 

5.5.8
The stepped changes required in clinical productivity will be supported by the information provided by the Trust’s Patient Level Information and Costing System (PLICS).

5.5.9
The Trust continues to work with PricewaterhouseCoopers to embed robust efficiency project management structures in the Medicine and Cardio-Respiratory Directorates. The recommended approach will be rapidly rolled out across all Clinical Directorates.

5.5.10
It was agreed at the Finance and Performance Committee that there would be a detailed review of the pay bill undertaken with Directorates, to ensure greater control of pay expenditure, by the Human Resources, Nursing and the Finance & Procurement Directorates.
5.6.
CASH/BALANCE SHEET
5.6.1
Cash is forecast to remain constant during 2009/10 taking into account dividends payable.   This will be continually monitored.

5.6.2

IFRS Asset Revaluation



The Trust is undertaking the revaluation of its land and buildings at the 1st April 2009.   It is anticipated that this will generate an impairment of £2.1 million.



5.7.
BETTER PAYMENT PRACTICE CODE
5.7.1
As an outcome of the Finance and Procurement Transformational programme and the ongoing implementation of e-procurement to pay solutions, the Trust will achieve the 95% target in 2009/10 and thereafter.

5.8.
WORKFORCE
5.8.1
Clinical productivity plans are being reviewed to ensure current pay expenditure levels are reduced.   Detailed long term workforce plans are currently being developed supported by external consultants linked to the overall Trust strategy refresh.

5.9.   
RISKS AND OPPORTUNITIES
5.9.1
2009/10 Risks

There are some significant risks relating to the assumptions made in the Financial Plan on income and expenditure.   These are outlined in the table below:
	RISKS
	£’m

	
	

	Recurrent impact in 2009/10 of deteriorating Directorate Forecasts (Month 10 2008/09) 
	2.0

	Additional Cleaning investment
	1.2

	PCT demand management schemes
	7.0

	Associate PCT in year demand shifts
	2.0

	Community transfers
	2.1


Movement on Month 10 Forecast Outturn

The £2 million Month 10 movement relates to additional costs to deliver emergency medicine activity. It is anticipated that this expenditure will not be required in 2009/10, in line with clinical productivity improvements.
Cleaning Investment

Additional cleaning investment has been identified.   This is subject to further review and a decision within the overall review of Facilities budgets.
PCT Demand Management
Leicestershire County and Rutland PCT has informed the Trust that they are planning to under perform on emergency activity by £7 million.

Community Transfers
There is also the risk of additional activity transferring to the Community. 

Associate PCTs

We have been notified that Non Leicestershire PCTs are looking at reducing activity with UHL in year.   The value of this is currently estimated at £2 million.
Delivery of CIP

To ensure mitigation of these risks, Directorates need to embed key savings strategies and actions within their operational activities to anticipate and respond to activity shifts.

Ultimately, Directorates will within their longer term plans identify through market intelligence business risks and opportunities.

5.9.2
2009/10 Opportunities

The agreed Patient Care Contract and resulting Financial Plan gives Directorates a strong activity and resource basis on which to deliver in 2009/10.   Pivotal to this though is the delivery of a stepped change in clinical productivity to deliver a higher quality patient care service and the efficiencies required.

2010/11 Risks
Training Levy Rebasing

A potential risk of up to £6 million has been identified linked to the development and introduction of a national sift allocation model, if this is contrary to the current Placement + Hub model.

SECTION 6
INCOME AND EXPENDITURE/STRATEGIC OBJECTIVE MATRIX 2009/2010
In concluding the detail of the Annual Operational Plan, the matrix below seeks to demonstrate ‘at a glance’ the fit between income and the application of resources as we seek to make progress against our 8 strategic objectives.  

	
	£’m
	Deliver ‘Caring at its Best’
	Improve services in collaboration with patients, carers and the public
	Work in partnership with other organisations to improve people’s health and their health services.
	Exceed all national and local targets
	Invest in leadership, staff engagement and recognising talent
	Improve the UHL research brand
	Be the place where the next generation of clinicians want to complete their studies
	Deliver the UHL plan called “Getting into Shape”

	INCOME

	Recurrent Income Plan
	(620.6)
	· 
	· 
	· 
	· 
	· 
	· 
	· 
	· 

	Income Growth
	(39.7)
	· 
	· 
	· 
	· 
	· 
	· 
	· 
	· 

	TOTAL INCOME
	(660.3)
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


	
	
	
	
	
	
	
	
	
	

	EXPENDITURE

	2008/09 Expenditure Plan
	617.6
	· 
	· 
	· 
	· 
	· 
	· 
	· 
	· 

	2008/09 In Year Investment to FOT 
	23.3
	· 
	· 
	· 
	· 
	· 
	· 
	· 
	· 

	EWTD
	0.7
	· 
	
	
	· 
	
	
	
	

	Maternity FYE
	1.7
	
	· 
	· 
	· 
	· 
	
	
	

	CNST Premium
	5.3
	· 
	
	
	· 
	
	
	
	

	NICE
	5.3
	· 
	
	
	· 
	
	
	
	

	Underlying expenditure pressures re: 2008/2009
	5.0
	· 
	· 
	· 
	· 
	· 
	· 
	· 
	· 

	Non Pay inflation
	3.5
	· 
	
	
	· 
	
	
	
	

	Pay inflation
	10.5
	· 
	
	
	
	
	
	
	· 

	MES II
	1.0
	· 
	· 
	· 
	· 
	
	
	
	

	MRSA/Infection Control
	0.5
	· 
	· 
	· 
	· 
	
	
	
	

	Non Pay Costs (leadership/PACS)
	0.8
	· 
	
	
	· 
	· 
	
	
	· 

	ESRF
	2.7
	· 
	· 
	· 
	
	
	
	
	

	Pay/activity related costs
	6.3
	
	
	
	· 
	
	
	· 
	

	Transformation
	1.0
	· 
	· 
	· 
	· 
	
	
	· 
	· 

	IFRS impact on expenditure
	(0.8)
	· 
	
	
	
	
	
	
	

	Capital Charges
	0.9
	· 
	
	
	
	
	
	
	

	TOTAL EXPENDITURE
	685.3
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	CIP
	(25.0)
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	NET (SURPLUS)/DEFICIT
	(0)
	
	
	
	
	
	
	
	

	IFRS Impact
	2.1
	
	
	
	
	
	
	
	

	TECHNICAL DEFICIT
	2.1
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


SECTION 7 

GOVERNANCE AND PERFORMANCE MANAGEMENT FRAMEWORK 
‘Good governance is an essential springboard for modernisation. Getting it right not only enables staff to do a good job. More critically, it leads to better patient care and enables boards to demonstrate proper accountability to local people for the safe running of their health services’          

(Governing the NHS)
In July 2008 the Trust Board approved changes to the Trust’s governance and performance management arrangements. The primary purpose of the changes was to strengthen the Trust’s focus on:

· assurance arrangements;
· finance and performance;

· governance and risk management;

The revised Board-level Committee structure and revised governance organisational arrangements of the Trust are set out at Paper S. The Committee structure includes the:
· Audit Committee

· Finance and Performance Committee

· Governance and Risk Management Committee

· Research and Development Committee

Each Committee is chaired by a Non-Executive Director. In implementing these changes the following benefits have been realised:

· The Audit Committee has relinquished the role of interrogating the financial risk management disclosure report to the Finance and Performance Committee. This has enabled the Audit Committee to have more time to concentrate on its core function of testing and providing opinions and assurance to the Trust Board on the Trust’s overall internal control, governance and risk management arrangements 

· The Finance and Performance Committee meets monthly to review and consider Directorate performance scorecards. Representatives from at least one Clinical or Corporate Directorate attend each meeting to discuss the Directorate’s performance. Committee meetings take place ahead of the Trust Board meeting in the same month, such that if there are any key points arising from the deliberations and discussions these can be relayed to Trust Board in the same month.
· The membership of the Governance and Risk Management Committee comprises of Non-Executive Directors and Executive Directors. The principle purpose of this committee is to interrogate the ‘Patient’ dimension of Directorate scorecards on behalf of the Trust Board. In so doing the Committee has specific responsibility for reviewing the patient experience including matters such as infection prevention and control and patient satisfaction.  
SECTION 8
CONCLUSION
The Trust Executive is requested to note the operational plan, reflecting the updated income and expenditure and capital plans for 2009/10.
Appendix 1
ANNUAL OPERATIONAL PLAN FOR 2009/2010
The Trust’s objectives for 2009/10 are a step towards the delivery of its long term vision. Eight strategic objectives have been agreed for 2009/2010.These are outlined below and are mapped to specific corporate operational objectives to support delivery. Operational plan objectives will form a mandatory part of objective setting for accountable officers. 
	Key 
	

	Chief Nurse/Director of Infection Prevention and Control 
	CN/DIPAC 

	Director of Services for Older People 
	DSOP

	Director of Facilities 
	DFAC 

	Medical Director 
	MD

	Acting Director of Strategy 
	ADS

	Director of Operations 
	DO

	Director of Communications and External Affairs 
	DCEA

	Director of Corporate and Legal Affairs 
	DCLA

	Director of Human Resources 
	DHR

	Chief Executive 
	CEO 

	Director of Research and Development 
	DR&D 

	Director of Education and Training 
	DET

	Acting Director of Finance 
	ADF 


	Corporate  priority: Improve the patient experience by improving the quality of our care

	Fit with

vision
	Strategic objective 2009/2010
	Operational objectives 2009/2010
	Executive

Lead
	Timescale
	As measured by

	In the top 5 emergency and specialist Trusts in the country; where patients receive care at its best
	Deliver ‘Caring at its Best’


	Improve overall patient satisfaction, in particular in terms of respect, dignity and being listened to
	DSOP
	Continuous process  
	Internal patient polling, quality schedule and national patient survey

	
	
	Implement high impact actions leading to further reductions in infections. For example, MRSA screening for elective admissions. 
	CN/DIPAC
	Continuous process  
	Achieve/exceed IPC trajectory 



	
	
	All patients are nursed in single sex environments except where clinically inappropriate / unsafe to do so.
	CN

DSOP 
	Continuous process 
	Compliance with single sex performance targets

	
	
	Ensure cleaning standards are maintained.  


	CN
	Continuous process  
	100% compliance with cleaning standards 

	
	
	Implement multi-disciplinary team estate survey audits identifying priority areas for improvement  
	DFAC 
	06/2009
	100% compliance with audit programme  

	
	
	Improve patient safety across the Trust by concentrating on strategies to reduce Venous-Thrombo Embolism (VTE) and other complications. 
	MD 
	04/2010
	Governance and Risk Management Committee reports

	
	
	Improve the recording and management of strategic risks. 
	MD
	Establish practice 04/2009
	Governance and Risk Management Committee reports

	
	
	Achieve Level 3 NHSLA’s Acute and Maternity risk management standards 


	MD
	
	Achievement of level 3 standards  

	
	
	Implement actions in response to external review processes. Illustrative  examples include Cancer Peer Review ; Children’s IOG Review; CQC Reviews 


	MD

/ADS

/CN
	Continuous process  
	Governance and Risk Management Committee reports

	
	
	Address disability issues through the Trust’s agendas for equality, privacy and dignity


	CN/DIPAC
DSOP
	Continuous process
	As per equality, privacy and dignity plans



	
	Deliver ‘Caring at its Best’


	Implement priority actions to maintain compliance with regulatory systems. Illustrative examples include:

Fire certification 

Health and Safety management 

Healthcare standards 

ALE

PEAT
	DFAC

MD

MD

DFAC 

DFAC
	01/2010

Continuous

Continuous

03/2010 

09/2009
	100% compliance 

Compliance

Compliance 

Minimum level 3 

Compliant rating 

	
	
	Plan and test our response to emergencies and the rigour of our emergency preparedness plans
	DO 
	Established

Practice  
	Governance and Risk Management Committee and Audit Committee reports  

	An active partner in the local NHS; working with others in and out of hospital and involving patients and the public to ensure that they receive the best care when and where they need it
	Improve services in collaboration with patients, carers and the public. 
	Involve patients and the public in decisions about their health services


	DCEA
	Continuous process  
	Implementation of annual PPI plans

	
	
	Develop and implement an integrated programme of involvement and engagement, pre-consultation and consultation with all stakeholders 


	DCEA

DCLA

ADS
	06/2009 
	Monitored through Governance and Risk Management Committee and Audit Committee

	
	
	Improve the PALs service 


	MD
	04/2010
	

	
	We will work in partnership with other organisations to improve people’s health and their health services.
	Strengthen our relationship with primary care clinicians and especially general practice to improve care pathways and the service we provide
	MD/DCEA


	04/2010


	Increase in satisfaction as benchmarked by GP Satisfaction survey 

	
	
	Develop our measures of clinical quality with partners and stakeholders which will support the publication of Trust ‘Quality Accounts’ and enable the public to make informed choices about where they are treated
	CN/ADS
	04/2010
	Progress against health community ‘vital signs’ targets 

	An active partner in the local NHS; working with others 

in and out of hospital
	We will work in partnership with other organisations to improve people’s health and their health services.
	Support the development of a regional business case to support new care pathways for people with suspected stroke and heart attack (Primary Cardiac Intervention) 


	DO/ADS
	04/2010
	Progress against project timeline 



	
	
	Work with partners to transform outpatient and elective care in line with ‘UHL Local’ and by using new ideas like ‘virtual clinics’
	DO/ADS
	04/2010
	Agree relevant metrics with partners



	Productive, low or no wait hospitals
	Exceed all national and local targets.
	Deliver directorate and specialty specific action to ensure all national targets are exceeded 
	DO
	04/2010
	Delivery of national and local key performance indicators monitored monthly through Finance & Performance Committee



	Corporate priority: Prove that we value our staff and improve their satisfaction and motivation 

	…highly motivated, skilled staff  who enjoy their work
	Invest in leadership, staff engagement and recognising talent
	Implement the leadership development, staff engagement and talent management strategy 


	DHR
	09/2009
	Staff satisfaction measure to achieve 3.42; reduced turnover rate; reduced sickness absence 



	
	
	Develop a strategic workforce plan. 


	DHR
	12/2009 
	Strategic workforce plan integral part of the Integrated Business Plan 

	Corporate priority: Integrate research, education and training into the ‘day job’ 

	Recognised for premium research and innovation which directly contributes to better care for patients and attracts new clinical talent and funding
	Improve the UHL research brand amongst our public, staff, and the national and international research community.
	Continue to build an academic and health partnership with East Midland partners. Develop key result areas, governance arrangements and a detailed project plan.  


	CEO/DR&D
	04/2009
	Progress reports to the R&D Committee 

	
	
	Submit application for Health Innovation and Education Clusters (HIECs) in partnership with Leicester and Loughborough University


	CEO/DR&D 
	06/2009
	Progress reports to the R&D Committee



	
	
	Develop internal peer review processes for grant applications


	DR&D
	09/2009
	New income generation  

	
	
	Develop joint governance arrangements for education and research with Leicester University 


	DR&D
	09/2009
	Progress reports to the R&D Committee



	
	Be the place where the next generation of clinicians want to complete their studies
	In partnership with the Deanery, develop and commission the advanced clinical skills simulation centre 


	DET 
	04/2010
	Progress reports to the R&D Committee



	
	
	In partnership with the Deanery, Implement the Learning Management System


	DET 
	04/2010
	Progress reports to the R&D Committee



	Corporate priority: Countdown to FT status: develop capacity, capability and credibility to ensure UHL is fit for the future

	Productive, low or no wait hospitals
	Deliver the UHL plan called “Getting into Shape”
	Prepare a detailed 5 year Integrated Business Plan (IBP) and Long Term Financial Model


	DCLA/ADS
	12/2009
	Delivery of key milestones as part of the FT project plan 



	
	
	Develop and implement UHL Estates Strategy in line with wider health community plans and aspirations.   


	DFAC/ADS
	06/2009
	Compliance with annualised 5 year Estates Strategy   



	Productive, low or no wait hospitals with transformed clinical pathways which enable better patient care and create significant surplus to invest in future services
	Deliver the UHL plan called “Getting into Shape”
	Deliver at a minimum break even position (excluding the one off impact of IFRS) and £20m productivity improvements through step changes in clinical efficiency and effectiveness 

  
	ADF/DO/MD 
	03/2010 
	Progress against Annual Operational Plan. Monitored through the Finance and Performance Committee

	
	
	Make ‘clinical transformation’, continuous and rewarding for both staff and patients. Embed the principle of transformation into the strategic planning process
	DO / MD

ADS
	06/2009

12/09
	Progress against plan as monitored through the Finance and Performance Committee. Quarterly review from March 2009. 

	
	
	Develop priority capital business cases for estate renewal ensuring consistency with wider health community plans and strategies 


	ADS
	03/2010
	Successful approval of Strategic Outline Case and priority Outline Business Cases

	
	
	Prioritise and then invest in the management of the key clinical and business transformation items


	ADF/ADS
	06/2009
	Progress against plan as monitored through the Finance and Performance Committee

	
	
	Improve communication within and across directorates. Actively encourage joint planning and collaborative working.  


	MD/ADS
	06/2009 
	Progress against plan as monitored through the Finance and Performance Committee

	
	
	Implement Service Line Reporting and Patient Level information and Costing to help directorates understand and control their businesses.


	ADF
	
	Delivery of differential contribution targets at service level  



	
	
	Optimise IT solutions to support clinicians to ensure that the right care can be provided at the right time in the right place
	DO/ADF
	06/2009
	Realisation of benefits as per approved business case 


Appendix 2
DIRECTORATE ANNUAL OPERATIONAL PLANS FOR 2009/2010

An example of a directorate’s operational plan is shown below:

Directorate of Renal Services and Urology

12 month Operational Plan April 2009 – March 2010

DRAFT – v.1

	Objective
	Actions
	Lead
	Time-

scale
	4 Month review
	8 months
	12 months

	Directorate
	
	
	
	
	
	

	Directorate Governance Structure: getting into shape
	· Review Directorate Information flows and performance management/reporting mechanisms
	Clinical Governance Manager & CD/GM
	April 09

Implementation of changes by June 09
	
	
	

	Infection Control
	· Reduce number of avoidable MRSA bacteraemia to meet directorate trajectory

· Continued reduction in Cdiff rates to meet directorate trajectory

· Introduction of screening protocols for admissions to comply with national requirements
	CD/GM

Operational leads: CGM/Head of Nursing

Op SM/Head of Nursing
	In year ongoing. Detailed infection control action plan to follow.
	
	
	

	Enable meaningful Patient and Public involvement
	· Develop Directorate Strategy & implementation plan

· Implement plan
	Head of Nursing
	April 09

Commence Sept 09
	
	
	

	Privacy and Dignity standards
	· Compliance with single sex standards led by Trust working group

· Action on Patient survey results
	CD/GM

Head of Nursing


	April 09
	
	
	

	Comprehensive Financial planning and management to achieve directorate CIP target
	· PLICS training for all budget managers

· Implementation of PLICS directorate wide

· Continuation of Savings Group with performance management of identified projects

· Bottom up costing for key services:

i)    Gender surgery

ii)    Open prostatectomy and   cystectomy        

iii) Cadaver/living related/ABOi

· Monthly meetings between all budget managers and finance team. Exception Reporting to Management team meeting

· Recruit Business Analyst post
	D. Accountant

GM/ D. Accountant

CD/GM

Service Improvement SM & D. Accountant

D/Accountant

OP SM
	Feb 09

April 09

As per savings plan timeline

July 09

June 09

April 09 & ongoing

June 09
	
	
	

	Commercial Development
	· Examine, Appraise & Develop external commercial opportunities for the Renal Technical Services Department.

· 
	Technical and procurement manager
	March 2010
	
	
	

	Staff Satisfaction
	· Improve appraisal rate to >=95 %

· Reduce Sickness Absence %age to 3.5 % per year in line with Trust Standard

· Develop action plan based on Staff survey results and implement


	GM/CD lead – all managers

GM, CD & Head of Nursing

GM & Head of Nursing
	Sept 09
	
	
	

	Contracting and Commissioning
	· Sign contracts for 7 NHS satellite units

· Review SLA meeting process

· Roll out to all units (Pilot in Lincoln)
	GM & Corporate team

Clinical Governance Manager
	April 09

April 09

August 09
	
	
	

	European Working Time directive: maintain WTD compliance and achieve 46-47 hr working week by August Deadline
	· Review Urology SpR rota compliance & implement necessary changes to achieve 46-47hr week

· Review Nephrology SpR rota compliance & implement necessary changes to achieve 46-47hr week

· Recruit Transplant laparoscopic fellow

· Recruit 3 Transplant Research SpR 
	Ass Clinical Directors/Assistant SM 
	June 09

April 09
June 09

April 09


	
	
	

	Training and Development
	· Education team review and restructure to incorporate all directorate T&D

· Appraisals – meet trust target as above
	Head of Nursing 

GM – all line managers
	July 09
	
	
	

	Urology
	
	
	
	
	
	

	Improve continuity, efficiency and accessibility of Urology outpatient and diagnostic services


	· Develop 3 year project plan to encompass full analysis and redesign of current service including exploring options and implications of developing a Urology diagnostic service

· Capacity and Demand analysis

· Streamlining of clinic templates

· Achieve measurable reduction in new:f/up ratio and eliminate as far as possible contractual penalties

· Introduction of virtual clinics

· Full utilisation of 28A capacity for cystoscopy

· Maximisation of theatre utilisation, including exploring introduction of evening and weekend lists
	Ass Clinical Director and Service Improvement SM 

Op SM

Op SM
	June 09

April 09 

June 09

June 09

Aug 09
	
	
	

	Robotic Prostatectomy
	· Development of business case proposal

· Viability assessment, including leasing options

· Develop FBC for Trust IMC

· Introduction of service if viable financially
	Service Improvement SM


	May 09


	
	
	

	Workforce Planning
	· Recruitment of urology consultant replacement

· Clinical staff Job planning to reflect changing service

· Recruitment of cystoscopy support staff
	Ass Clinical Director

CD/Ass CD/Head of Nursing

Op SM
	April 09

March 2010

May 09
	
	
	

	Consolidation of Gender Reassignment service
	· Bottom up costing of service

· Full capacity assessment

· Re-open waiting list and increase current caseload to max 30 per year in year 1
	Ass Clinical Director /Op SM
	June 09
	
	
	

	Introduction and consolidation of leading edge surgical techniques and procedures
	· Sentinel node biopsy for penile cancer

· Development/Introduction of laparoscopic pelvic surgery

· Roll out of laser prostatectomy
	Ass Clinical Director and Urology Surgeons


	April 09

Ongoing development from April 09
	
	
	

	Transplant 
	
	
	
	
	
	

	Workforce Planning
	· Recruit 2 new transplant consultants

· Develop Recipient co-ordinator role 

· Redesign SpR rota and recruit to meet EWTD
	Ass Clinical Dir/GM

Head of Nursing

Op SM/Prof Transplantation
	June 09

Aug 09

June 09
	
	
	

	Improve Vascular Access Rates to meet national standard 


	· Source additional theatre capacity and increase sessions to clear – evenings/weekends and community

· Map long term capacity and demand

· Develop links with vascular surgeons and purchase activity sessions

· Sustain additional sessions to maintain waiting list

· Meet and maintain 80% VA rate target
	Op SM

OP SM/VA co-ordinator

CD

CD/GM/OP SM

CD/GM/OP SM
	Feb-Mar  09

Feb-Mar 09

Feb 09

August 09

Nov 09


	
	
	

	Ensure the service is financially efficient
	· Bottom up costing of cadaver/living related /ABOi/lab  & workup service

· Benchmark with comparable neighbouring services
	Service Improvement SM and D. Accountant
	June 09
	
	
	

	Development of ABOi service
	· NIPAG application

· Submission of business case to commissioners

· Develop Joint East Midlands service 


	Prof Transplantation

GM

GM/Renal Network/ Commissioners
	March 09

Dec 08

Await commissioner support and clarification of numbers before implementation possible


	
	
	

	Nephrology
	
	
	
	
	
	

	Haemodialysis Capacity
	Network capacity expansion:

· Leicester Interim

· Peterborough expansion to full capacity 

· Open Corby main unit

· Leicester main unit

· Develop home Haemodialysis expansion 3-5 yr plan in conjunction with Renal Network

· Develop 3-5 year plan for Minimal care options

· Development of Pre dialysis service

· Skegness Tender Process


	GM/Ass Clinical Director

Head of Nursing

Technical and Supplies Manager
	Feb 09

May 09

July 09

Sept 09

Sept 09

Dec 09

July 09

Aug 09


	
	
	

	Improving outpatient services
	· Implementation of outpatient redesign action plan to promote improved subspecialisation

· Development of pre-dialysis service

· Transfer of Transplant f/up to Lincoln for appropriate patients


	Ass Clinical Director and Service Improvement SM

Service Improvement SM /Lead Transplant Nephrologist
	June 09


	
	
	

	Acute Kidney Injury
	· Develop action plan in response to results from NCIPOD available in 2009/2010
	Ass Clinical Director
	March 2010
	
	
	

	Workforce planning
	· Appoint additional consultant Nephrologist


	Ass Clinical Director 


	Locum May 09

Substantive Jan 2010

	
	
	

	Efficiency of consumables usage
	· Joint tender for HD consumables with Nottingham

· Join national tender process for PD consumables
	Technical & Supplies Manager 
	Agreed Mar 09

Complete Oct 09

Commence Sept 09 and link into national timescales
	
	
	


Appendix 3
MEMBERS FEEDBACK ON PRIORITIES

Feedback on operational plan priorities from the Trust membership

Executive Summary
Last year, for the first time, the Trust involved members in the annual operational planning process. 

The opportunity for our members is for them to help shape the direction of their local health services… the far greater opportunity for the Trust is to take a sounding with local people to see whether we are concentrating on those things they expect us to concentrate on, in the coming 12 months.

The next four pages offer an analysis of the feedback we have received.  The ‘uncut’ data which underpins this is available upon request.

Results:
166 valid responses were received over a two week survey period.

Respondents were asked to rate a list of 5 priorities in terms of importance (on scale of Very important, Important or Not important). Comments on each priority were also requested (see appendix 1). 

The responses were ranked in terms of importance and the results were as follows:

	Priority
	Rank
	Very important %
	Important % 
	Not important %
	No of valid responses

	Improve the patient experience and quality of care.
	1
	92.2
	7.8
	0.0
	166

	Prove we value our staff and improve satisfaction and motivation
	2
	72.1
	26.7
	1.2
	165

	Step change in efficiency and effectiveness
	3
	50.0
	46.7
	3.3
	152

	Develop the long term plan & prepare for Foundation status
	4
	42.4
	48.9
	8.6
	139

	Integrate Research & Education with ‘the day job’
	5
	34.5
	62.0
	3.5
	142


People were then invited to comment on each of the 5 priorities above in ‘free text’ boxes. The overview of those comments for each priority follows below.

“Improve the patient experience and quality of care”.

As well as being ranked the most important of the priorities this also provoked the largest response in terms of the ‘free text’ submissions.

There were distinct themes…

Care closer to home: A significant number of people mentioned CC2H specifically or by implication. There was a call for  ‘more clinics in the community’ ‘more in the county’ as well as the point that clinics should be worthwhile; one person summed this latter point up with, “…it is not beneficial to make elderly or disabled patients come into hospital just to be told there is nothing that can be done for their condition. A phone call or a visit to the GP could do the same without causing so much trauma.” 
This last point links with another theme which was the confusion about what was meant by ‘virtual clinics.’ For those people who understood the term (few) there was some support for the concept and an appreciation of the benefits. Although, the point was made by a number of people that ‘virtual’ should not mean a less good service.

Care of the elderly: There was also a significant number of comments relating to care for the elderly. This was focused on the older patients ‘needing much more care and attention’.

Listening: This was also a strong theme coming through both in the response to this priority and also in responses about other things which could be made priorities. One respondent made the telling point that, “discussing illness with a patients family and carers would usually help as they usually have more knowledge how it affects them than the professionals.”
Waiting versus quality: Although the themes discussed above were most prevalent there was an interesting theme around the perceived (?) tension between a ‘no wait culture’ and ‘quality’. Four respondents made a similar point to, ‘Quality comes before a no wait culture’. 
Parking: This is of course a perennial for most Trusts. One of the more telling observations linked parking to ‘waits’; “The no wait culture should start at the very start of the process with serious thought given to car parking facilities.”
“Prove we value our staff and improve satisfaction and motivation”

There was support for this strand of work with many people making the point that ‘happy staff equates to happy patients!’ The sense that staff should be ‘valued’ and ‘supported’ by ‘management’ and their colleagues was also perhaps another way of expressing a similar view.

Again ‘listening’ and ‘people skills’ were writ large with respondents pointing out that some of our training should focus on the ‘care’ element of our work and not solely on ‘medical training’.

“Step change in efficiency and effectiveness”

Many respondents picked up on the aim to reduce length of stay and increase choice. They made two points. First as in the responses to the section on ‘Improving the patient experience’ people seemed to welcome the idea of more services being provided ‘closer to home’.

However what came through even louder was that for the Trust to succeed in reducing the time patients need to spend in hospital there had to be ‘well thought out’, ‘seamless’ ‘post discharge support in the community’. There was also the sense that ‘efficiency’ and ‘effectiveness’ was being taken to mean ‘cost cutting’.

“Integrate Research & Education with ‘the day job’”

The comments on this priority were rather straightforward. On the one hand people responded well to the idea that the Trust had a responsibility to train the next generation of clinicians. However time spent on education or research “must not take priority over the provision of excellent basic care”. In this respect the local evidence seems to support the pattern nationally, namely that for many people the benefits of their NHS being involved in research, is at best hazy.

“Develop the long term plan & prepare for Foundation status”
The strong theme in response to this priority is best summed up by the following, “As long as care continues to improve properly, does it matter if you have FT status or not?” So whilst there were no voices against the principle of UHL becoming a Foundation Trust it was clear that the benefits are still far from clear.

Were there other priorities?

In the final section of the poll we asked people to suggest other priorities which they would like to see the Trust pursue.

We have covered ‘care for the elderly’ and ‘listening’ elsewhere and will therefore only make the point that these two featured strongly in terms of suggestions for other priorities. 

The significant other point which is new is the desire for care to be provided in “single sex wards”. One quote articulated this point particularly well, ”I have been an inpatient in both GGH and LGH and one thing that bothered me about my stay was mixed sex wards – it made me feel uncomfortable as the male patients had to use the same toilets in the female area of the bay.”

Summary:

This is the second year that we have involved the public membership and others in the formation of our operational plan. 

Their feedback is invaluable not least because it provides a robust common sense check that we are prioritising what the public would expect us to make a priority. In this sense whilst it is no surprise that ‘improving the patient experience and quality of care’ is ranked as nearly 3 times more important compared to ‘research and education’ it is nevertheless a powerful reminder of what our primary purpose is in the eyes of our patients.

What is most encouraging about the feedback (aside from the many compliments it contains) is that, without exception, where there is a clear theme, we also already have a clear action either in our current plan or as an ongoing piece of work in the Trust.

For example, we are addressing the quality / waits tension by looking in more detail at quality this year having spent much of the last striving to hit 18 weeks. 

We are, through the Directorate of Services for Older People seeking to improve the experience of the elderly in our hospitals and through the same directorate, trying to address aspects of our care / listening and responding to patients and their relatives.

And finally on issues such as the perennial, parking and the newer ‘mixed sex wards’ we have plans in place to provide more of the former and far fewer examples of the latter.

Recommendations:

feedback would suggest that 2009/10 priorities are supported. Many of the comments received emphasise actions already included in the 2009/10 plan.

However on two elements, the ‘care of older people’ and ‘listening’ the board may wish to consider making the actions more distinct. For example in response to the point made by a respondent that, ‘It is the very CARE element which is currently lacking’, we may want to put more specific emphasis / targeted action in the plan on training on ‘customer care’… as opposed to ‘clinical care’.
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