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Introduction
Purpose of this plan
This plan sets out what needs to happen so that, during and after December 2008, Hertfordshire patients will receive consultant treatment within 18 weeks of referral.

In doing so, the plan sets out what Herts PCTs need to do to secure delivery of 18w.  These tasks (and the PCTs’ roles) fall into two groups.
(a) The PCTs’ own operational plans and delivery:

· Ensure that the PCTs’ provider arm delivers on 18w.
· Get GP, primary and community care engagement

· Oversee engagement of patients and the public

· Oversee commissioning of sufficient clinical capacity for Herts patients

(b) The PCTs’ role to lead and ensure that others are taking appropriate action to deliver 18w:

· Provide strong leadership of the 18w programme in Herts

· Drive delivery of appropriate and adequate measurement

· Coordinate service improvement work across Herts

· Ensure that independent and tertiary providers are incorporated in planning for 18w

· Performance manage delivery (of processes and trajectories) for designated providers in Herts, including the PCTs’ provider arm and where there is direct access to independent sector providers

· Liaise with the PCTs that will be performance managing delivery by providers outside Herts

Context
The national18w programme focuses on eliminating unnecessary delays for patients referred to consultant care.  By December 2008, this should deliver the national target of all patients starting treatment within 18 weeks of referral to a consultant.
At present there is insufficient clarity among patients and healthcare staff regarding the scope and aims of the 18w programme and how different the referral to treatment measurement is compared with previous stage-of-treatment measurements.

We must change fundamentally the way we think about patient pathways; there needs to be a shift away from thinking about stages of treatment (outpatient, diagnostic, admission) as separate entities.   The delays that may be measured in these stages do not, when summed, add up to the total delay faced by a patient between referral and treatment.  Also, the patients’ pathway can and should be planned as an integrated, end-to-end process.  Delays (inherent in any process) can then be coherently examined and minimised.
The national target of 18 weeks from referral to start of treatment, to be achieved by December 2008, has been put in place to help drive this fundamental change in the way that patient care is planned and delivered.

There has been and continues to be much work done by staff across the NHS to improve processes, reduce delays and bring down waiting times.  Within the last decade, they have achieved a dramatic reduction in waiting times (for outpatient, diagnostic and admission stages) - from years to months.  However, that work has generally been compartmentalised and is not well coordinated.
Herts has suffered from management disruption due to prolonged reorganisations, both at PCT and SHA level.  Taken together with a shortage of staff with the requisite skills, the impact on the 18w programme has been stagnation or regression, despite some good work in pockets within acute Trusts.
The 18w programme in Herts is now assisted by the Department of Health’s Intensive Support Team (IST), working with the SHA, PCTs and acute Trusts. 
In order to achieve the 18w target, it is clear that strong leadership and coordination is required.  The responsibility for that is shared by every NHS organisation.  PCTs have principal responsibility as they are ultimately responsible for delivering improved care and targets for their patients.  PCTs are also responsible for performance management of delivery by local providers.
Key objectives
By end-July 2007:

Herts PCTs and designated providers in Herts will have decided on 18w governance arrangements that meet standards set by Herts PCTs, including frequent, rigorous review of progress and action required.
All Herts chief executives will have agreed on how they will provide strong, proactive leadership for 18w and inspire their organisations to undertake the necessary work in line with the required timetable.

Herts PCTs and designated providers in Herts will each have their own 18w delivery plan; these will be mutually compatible and will meet standards set by Herts PCTs.

Herts PCTs will have in place their own 18w measurement and reporting system.
By end-August 2007:

Each designated provider in Herts will have in place an 18w measurement and reporting system that meets the standards set by Herts PCTs.

Herts PCTs will have in place their performance management framework to support delivery of 18w.  The framework will cover both quantitative and qualitative factors.
Clinical service areas for priority attention will have been identified.

Performance management processes and structures will be in place across Herts to drive and check progress and to enable plans to be rapidly approved, actioned and adapted as necessary.

Herts PCTs and local designated providers will achieve and sustain the series of national milestones and targets for RTT and stages of treatment.  Where a patient has been treated within 18w but breaches one of the stage-of-treatment targets, the 18w position will take priority for performance management purposes.
Commissioners and designated providers in Herts are starting to quantify forecasts of the impact on demand, capacity and waiting times of the following changes in the way that services are provided, so that this work is completed for all specialties by end-November 2007.

Level 1: improvements in current processes, including efficiency gains

Level 2: changes in models of care or pathways (MOC/P)

Level 3: commissioning additional capacity

By end-September 2007:

RTT data completeness for designated providers will be at least 50%.

By end-November 2007:

Commissioners will have evidence to support cost-effective commissioning of any additional capacity needed to achieve 18w.

By end-January 2008:
RTT data completeness for designated providers will be at least 90%.

Herts PCTs will have reviewed, determined and implemented steps to mitigate risks to delivery of 18w.
Throughout March 2008:

Herts PCTs and designated providers will deliver and sustain the 85% (admitted) and 90% (non-admitted) national targets for all patients whose 18w clock stops during the month.

Throughout December 2008 and thereafter:
Herts PCTs and designated providers in Herts will deliver and sustain the 100% target for all patients whose 18w clock stops during the month.

Milestones and Targets
	Maximum wait (weeks)


	End-Mar’07
	End-Aug’07
	End-Nov’07
	End-Feb’08
	All of

Mar’08
	All of Dec’08

	Outpatient
	11
	9
	7
	5
	
	

	Diagnostic
	13
	11
	8
	6
	
	

	Admission
	20
	17
	14
	11
	
	

	RTT admitted patients
	% < 18

as LDP
	% < 18

as LDP
	% < 18

as LDP
	% < 18

as LDP
	85% < 18
	100% < 18

	RTT non-admitted patients
	% < 18

as LDP
	% < 18

as LDP
	% < 18

as LDP
	% < 18

as LDP
	90% < 18
	100% < 18


The final PTLs for stages of treatment will be completed during February 2008.  PTLs for 18w, initiated in July 2007, will then supervene.
Current performance – 18w principal indicators
	Organisation

	W Herts Trust Apr’07
	E&N Herts Trust
Mar’07
	PCTs provider arm
	Total

	< 18w, all %


	
	
	
	

	< 18w, admitted %

	19%
	30%
	nk
	

	< 18w, non-admitted %

	nk
	77%
	nk
	

	RTT, all maximum


	46w
	46w
	nk
	

	RTT, all median


	26w
	22w
	nk
	

	RTT, admitted median

	
	
	
	

	RTT, non-admitted median

	
	
	
	

	Clock stops captured, all % of expected

	
	
	
	

	Clock stops captured, admitted % of expected 

	89%

(Mar’07)
	92%
(Mar’07)
	
	

	Clock stops captured, non-admitted % of expected


	
	
	
	

	% of captured clock stops with known start date, admitted
	83%
	74%
	
	

	% of captured clock stops with known start date, non-admitted
	nk
	36%
	
	


Current performance – stage-of-treatment indicators
	Organisation

	W Herts Trust May’07
	E&N Herts Trust May’07
	PCTs

provider arm
	Total

	PROGRESS


	
	
	
	

	Outpatients % <9w


	91%
	92%
	
	

	Diagnostics % < 11w


	81%
	95%
	
	

	Admissions % < 17w


	96%
	96%
	
	

	BREACHES


	
	
	
	

	Outpatients nr >11w


	0
	0
	
	

	Diagnostics nr > 13w


	971
(456 > 52w)


	61
(0 > 52w)
	
	

	Admissions nr > 20w


	8
	119
	
	


Run charts showing 18w principal indicators and stage-of-treatment indicators – compared with their target trajectories - are included in monthly reports to the Herts PCTs Board.

Timeline
This challenging timetable, adapted from one produced by commissioners and providers at an SHA workshop, underlines the need for proactive leadership and an exceptionally strong management grip in order to deliver the 18w target.




	Jul’07

	Aug
	Sep
	Oct
	Nov
	Dec
	Jan’08
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec’08






This plan will now address the following headings in turn: governance and leadership; measurement and reporting; improvement; risk management; communication; resources.  For each of those headings, the key objectives match those in the introduction to this plan and, combined with the other objectives and action specified, form the basis for Annex 1.
Annex 1 provides a table describing tasks in detail, shows who will be responsible for each and by when they should be completed.

Annex 2 deals with risk management.

Annex 3 covers the Herts PCTs’ standards relating to 18w management.

Governance and Leadership
Key objectives:

By end-July 2007, Herts PCTs and designated providers in Herts will have decided on 18w governance arrangements that meet standards set by Herts PCTs, including frequent, rigorous review of progress and action required.
By end-July 2007, all Herts chief executives will have agreed on how they will provide strong, proactive leadership for 18w and inspire their organisations to undertake the necessary work in line with the required timetable.

By end-July 2007, Herts PCTs and designated providers in Herts will each have their own 18w delivery plan; these will be mutually compatible and will meet standards set by Herts PCTs.

By end-August 2007, performance management processes and structures will be in place to drive and check progress and to enable plans to be rapidly approved, actioned and adapted as necessary.

Herts PCTs and local designated providers will achieve and sustain the series of national milestones and targets for RTT and stages of treatment.  Where a patient has been treated within 18w but breaches one of the stage-of-treatment targets, the 18w position will take priority for performance management purposes.

Throughout March 2008, Herts PCTs and designated providers will deliver and sustain the 85% (admitted) and 90% (non-admitted) national targets for all patients whose 18w clock stops during the month.

Throughout December 2008 and thereafter, Herts PCTs and designated providers in Herts will deliver and sustain the 100% target for all patients whose 18w clock stops during the month.

The chart below sets outs the hierarchy of arrangements to be put in place across the health economy in order to ensure delivery of the 18 Weeks target.

Chief Executives

Group


18 Weeks Executive

Steering Group


18 Weeks Operational

Leads Group


Individual 18 Week Workstreams
e.g. Information Group

                                                                                                               Audiology

                                                                                                               Community Pools

                                                                                                               Service Development Projects





                                                                Trust Co-ordination Groups


Chief Executives Group

This group retains overall accountability for the delivery of the 18 Weeks target on behalf of the health economy. 18 weeks is a standing item on the fortnightly agenda with briefing provided by the 18 week project lead & executive steering group as appropriate.

18 Weeks Executive Steering Group

Membership: Lead Director for E&N Herts Trust, West Herts Trust, Hertfordshire PCTs, Lead AD Provider Arm, 18 Weeks Project Lead. 

Query? Clinical & Finance representation. 

Chair: PCT Lead Director.

Key Responsibilities:

· Providing overall leadership to the delivery of the 18 Weeks target across the health community.

· Setting the agenda and agreeing the key actions & deadlines required to deliver the 18 Weeks target by the health community

· Disseminating national policy, strategy guidance etc, for action as appropriate.

· Approving supplementary local policies and strategies prepared by the Operational Leads Group, subject to approval where appropriate of practice based commissioning groups/PEC

· Ensuring that the Chief Executives’ Group is regularly kept appraised of progress and informed of issues.

· Monitoring performance and ensuring any strategic level decisions that are needed are taken and responsibility assigned for implementation to ensure overall delivery.

Frequency of meetings: Monthly for 1-2 hours. Membership will also require attendance at National and SHA led meetings to support the delivery of 18 Weeks.

Regular deputies will not be accepted unless given full executive powers and agreed with the Chair. To be a quorum a representative from 3 of the 4 organisations should be present and decisions will be binding on all organisations.

18 Weeks Operational Leads Group

Membership: Project leads for E&N Herts Trust, West Herts Trust, Hertfordshire PCTs, PCT Provider Arm, Information Leads for E&N Herts trust, West Herts Trust, Hertfordshire PCTs, PCT Provider Arm, PCT 18 Weeks Project Lead, PCT Performance Lead.

Chair: PCT Deputy Director of Commissioning

Key Responsibilities:

· Delivery of the key actions identified in the health economy 18 Weeks delivery plans.

· Ensuring national policy, strategy and guidance is implemented across the health economy.

· Co-ordinate and review actions of individual organisations and supporting work stream groups, putting in train remedial actions where necessary.

· Implement local policy and standards set by the PCT and where appropriate develop supplementary policy and local standards for approval by the Executive Steering group.

· Foster mutual understanding and engagement amongst health professionals and service users.

· Identify and resolve issues that are slowing down the delivery of 18 Weeks milestones.

· Producing regular updates of progress to the health community including identification of issues for escalation.

· Monitor the 18 week PTL &RTT data collections, identifying areas for improvement.

Frequency of meetings: Monthly for 2-3 hours. Membership will also require attendance at National and SHA led meetings to support the delivery of 18 Weeks and disseminating knowledge and actions from these meetings across the health economy.

Deputies will be accepted and to be a quorum a representative from all 4 organisations should be present, excluding the Chair.

Other Supporting Groups

All supporting groups should have clear objectives and delivery plans with a regular review of achievement.

Fostering and empowering a management culture that strives for speedy action is essential.  The 18w executive group will be authorised to plan, take decisions and require the 18w operational group to take action accordingly.  Members of both groups should come with commensurate authority from their organisations.  The work and decisions of these groups should not normally require ratification from Boards.

	Current position (high risk)

Present governance arrangements do not provide a strong mechanism for delivering the 18w target.

There is little evidence that Boards are well informed about 18w or take a proactive role in inspiring progress.



	Objectives
See key objectives above.



	Action

By end-July 2007, Herts PCTs Board will have led work with other Herts organisations that ensures governance and leadership arrangements are in place, in line with objectives and standards set by Herts PCTs.

In order to meet 18w objectives, Herts PCTs will require providers, by end-July 2007, each to have a formal 18w delivery plan in place that meets planning standards set by Herts PCTs.
By end-August 2007, Herts PCTs will have led work with other Herts organisations to implement performance management arrangements that rigorously assess progress, identify where support is needed, provide that support if possible and determine other action necessary.



Measurement and reporting
Key objectives:

By end-July 2007, Herts PCTs will have in place their own 18w measurement and reporting system.

By end-August 2007, each provider will have in place a measurement and reporting system that meets the standards set by Herts PCTs.

Data completeness for designated providers will be at least 50% by end-September 2007, and at least 90% by end-January 2008.

For each organisation, the Board and executive teams should receive a performance report, showing actual against forecast for the organisation’s 18w principal indicators and stage-of-treatment indicators, for discussion at each meeting.  The performance report should include run charts so that the Board can make a realistic assessment of progress and should also include a risk management update.
The aims of measurement and reporting for 18w are

(a) to enable clinical teams to prioritise areas for improvement

(b) for performance management internally and across the health economy

(c) to meet mandatory national reporting requirements

It is recognised that RTT measurement and reporting is currently incomplete and therefore not accurate and that there is no instant fix available.  Provided that the information relates to a large enough sample of patients, say 30% or more, we shall assume that the sample is not biased and is therefore representative enough to be used to direct efforts to improve services.  However, it is imperative that reporting completeness and accuracy is improved rapidly for performance management purposes.

	Current measurement and reporting position (high risk)
In the two acute providers in Herts, measurement of referral-to-treatment (RTT) times is hampered by the low completion rate for clinic outcome sheets and uncertainty about how to process the data once recorded.

There has been little or no action on the issue to date among Herts community-based providers, although a start has been made on identifying which services have 18w pathway patients.

The position is complicated by the fact that a patient’s 18w pathway may oscillate between hospital and community care, necessitating a degree of integrated planning and a formal transfer of information regarding the patient’s 18w status, neither of which are in place yet in Herts.

It is not known which diagnostic tests, particularly Physiological Measurement tests, are in regular use and affect 18w pathways.

There is evidence that 18w pathway definitions are not as widely understood as they need to be.

There are clearly records - and therefore reports - that erroneously identify patients as having extremely long RTT times (many years) because PAS and other systems have not been designed to capture all clock-stopping events.

Each acute hospital provider has a data processing method in place to accept all data collected and produce prospective and retrospective reports on RTT waiting times.  However, there is a lack of clarity about the functionality of the software involved, especially with regard to new IT systems that may be introduced.

About two years ago, the acute hospital providers had each managed to sample about 50% of their admitted surgical patients, including analysing the outpatient, diagnostic and admission wait for about a dozen of the main surgical procedures in each specialty.  This provided one of the earliest estimates in the country of RTT waits.



	Subsidiary objectives

Every specialty within hospital providers will be completing clinic outcome sheets, either in hard copy or on-screen, by end-August 2007.  Completion rates should be at least 50% for each consultant in each specialty by end-September 2007 and at least 90% by end-January 2008.

Every community-based service which has any 18w pathway patients should have a similar data collection system in place by end-August 2007.

Building on existing data collection systems, by end-August 2007 every provider should have a reporting system in place that shows prospective and retrospective RTT and stage of treatment information so that service teams can track and understand performance to date and identify areas to prioritise for attention.  System specifications - and an associated action plan if necessary - should make clear that the IT system and reporting process have adequate functionality to meet measurement and reporting standards set by Herts PCTs.

By end-September 2007, transfer of patients on an 18w pathway between organisations, e.g. between secondary and tertiary providers or between hospital and community-based care, should be covered by a minimum data set (MDS) that includes the patient’s 18w status.



	Action

Herts PCTs will require providers to immediately ensure that they are adhering to national guidance on discharging patients on first outpatient DNA.  Also that for DNAs later in the pathway the provider should write to the patient’s GP advising that the patient will be discharged back to the GP’s care unless the GP confirms within 10 days (or less, depending on locally-agreed policy) that the patient still requires consultant-led care.

During July 2007, Herts PCTs will evaluate providers’ Data Quality improvement plans due for submission by end-June 2007 and will take appropriate action to minimise risk.

In order to improve the quality and usefulness of reports, Herts PCTs will, by end-August 2007, develop with providers a process for identifying patients whose RTT wait has been or is likely to be exaggerated, usually because a clock-stopping event has not been recorded.

By end-September, Herts PCTs will require all patient transfers to or from NHS consultant-led care to be covered by an MDS (as per template on the national 18w website) that includes 18w status so that this can be captured and reported by the providers concerned, whether in the independent sector, community-based, secondary or tertiary.

Herts PCTs will continually seek evidence (through random audit) that people understand and are correctly applying 18w pathway definitions.




Improvement
Key objective: 
By end-November 2007, commissioners will have evidence to support cost-effective commissioning of any additional capacity needed to achieve 18w.
Improvement is about changing how care is delivered in order to provide a better service to patients.  We should not appropriate ongoing improvement work and re-badge it “18w”.   We must, however, understand the expected impact of such work on other elements of healthcare provision as well as on capacity, eliminating unnecessary delays and reducing waiting times.

It is helpful to consider improvement at three levels.
Applying Level 1 improvements (increasing the efficiency of current processes).  A range of tools and techniques is available, mostly tried and tested during the time of the NHS Modernisation Agency.  We need to estimate the expected impact of these improvements on demand and capacity and hence waiting times.

Applying Level 2 improvements (introducing new models of care / pathways).  There are several plans in place and others may be considered for implementation before mid-2008.   We need to estimate the expected impact of these improvements on demand and capacity and hence waiting times.

Applying Level 3 improvements (commissioning additional capacity).   Once we have estimated the impact of Level 1 and Level 2 improvements, we can estimate any capacity gap that may remain in order to achieve and sustain the 18w milestones and target.  That gap will need to be filled by commissioning additional capacity.

If additional capacity were commissioned before the forecast impact of work at levels 1 and 2 is known, there is a significant risk that money would be wasted because capacity might be commissioned that is excessive or unnecessary.

	Current position (medium risk)

Implementing service improvement and changes in models of care speedily has not been among Herts’ strengths.

There have, however, been notable achievements in reducing waiting times for some services provided by acute Trusts.

There is no collated information or regular report on service improvements across Herts and how they may impact on 18w.



	Subsidiary objectives

By end-August 2007, there will be an ongoing, shared update, in a standard template, on improvement work that may impact on 18w within Herts.

By end-November 2007, there will be forecasts of the quantified impact of improvement work on capacity and waiting times.



	Action

Until agreed alternatives are in place, Herts PCTs will use the surgical specialties’ ‘05/06 sample data as a guide to areas needing priority attention. 

By end-August 2007, Herts PCTs will arrange for service improvement information to be collated from organisations across Herts and for updates to be produced monthly thereafter.

By end-August 2007, Herts PCTs will start to collate 18w impact assessments for each improvement scheme.  These will be assessed jointly with providers so that by end-November 2007 suitable forecasts will be available to guide commissioning of additional capacity.
Herts PCTs will continually use reports to identify strengths and weaknesses in performance and to identify areas needing priority attention.

Herts PCTs will consider, together with local providers, the development of common policies relating to aspects of care that impact on 18w, such as Access.




Risk Management
Key objectives:

By end-August 2007, an 18w risk management plan will be in place for Herts.

By end-January 2008, Herts PCTs will have reviewed, determined and implemented steps to mitigate risks to delivery of 18w.

The Herts 18w executive group will compile and maintain a risk register and determine how each risk will be managed.  An initial assessment of major risks is at Annex 2.
Communication

Key objective:

By end-August 2007, Herts PCTs will have in place a rolling communications programme.
The highest priority will be given to getting clinical staff across Herts, especially GPs, hospital doctors and those working in diagnostic services, fully engaged in planning and implementing the 18w programme.
Issues will be discussed with other primary, community and hospital staff, their advice sought and their practical support enlisted.
Providers in the independent sector will also be consulted and their practical support enlisted.

By April 2008, the priority will shift to engagement of patients and the wider public. This will have been preceded by briefings for local politicians.
The aims of the communications element of the 18w programme will be

· Ensuring that chief executives and their Boards are seen to maintain a strong, proactive interest.


· Ensuring that there is knowledgeable and skilled leadership and project management across all organisations.


· Ensuring that key people understand scope, definitions, targets, milestones and are motivated to help with the work required.


· Ensuring that patients, clinicians and the wider public understand 18w benefits and have realistic expectations.
Resources
Optimising delivery of clinical care, including eliminating unnecessary delay, is an inherent duty of NHS organisations and should therefore also be in the job descriptions and personal objectives of their staff.  Therefore, except in so far as additional clinical capacity – i.e. people, time, infrastructure, equipment, etc – may be required (see the Improvement section above), no additional resources should be expected in order to deliver 18w.
By delivering services with fewer delays, it is conceivable that in some cases costs will reduce and financial savings may emerge, to the benefit of the organisations concerned.

LDP and SLA trajectories should be kept under regular review as 18w and other plans evolve.

Resource issues that commissioners and providers need to address include

· whether the team involved in each service, i.e. clinical and managerial staff, have been given the knowledge, skills, systems and time to record what happens to their patients, to improve their service and to inform patients appropriately.
· whether current clinical capacity needs to be optimised through reorganisation or relocation and how quickly that can be done, sometimes in cooperation with other providers
· whether or not there need to be double running costs when models of care and pathways change and, if so, how those costs will be funded

· the amount of additional capacity required and, if it is non-recurrent, for how long it will be required

Herts PCTs expect that each provider can almost immediately give assurance that the first of these four issues has been comprehensively covered in its recruitment, training and development policies and plans and that any gaps in knowledge, skills or time available have been addressed so that the 18w target is not jeopardised.  If any organisation is unable to give that assurance, Herts PCTs will seek the advice of the IST in determining a course of action.
While the first issue is mainly to be dealt with by individual organisations on their own account, the other three issues will be dealt with both by organisations individually and by the Herts commissioners and providers working together through the 18w governance arrangements.
ANNEX 1 – Detailed action plan
Key:

DA: David Adler    BF: Beverley Flowers    KG: Kirsty Green    AP: Andrew Parker    AW: Anne Walker
HPCTs: Herts PCTs    HPPA: Herts PCTs Provider Arm    WHHT: W Herts Hosps Trust    ENHT: E&N Herts Hosps Trust    HPT: Herts Partnership Trust

PBCs: Local practice based commissioning groups and General Practitioners
	
	Action
	Action by

Herts PCTs / Others


	Lead
	Target completion date


	Organisations principally affected
	Current status



	1


	Herts PCTs to support individuals and teams across Hertfordshire whose services will have an impact on 18w, using this detailed action plan prepared by end-July 2007 and kept updated thereafter.


	HPCTs
	KG, DA
	Jul’07

onwards
	HPPA,

WHHT, ENHT

HPT, PBCs
	Plan prepared and support ongoing.

	2
	Herts PCTs to require providers to immediately ensure that they are adhering to national guidance on discharging patients on first outpatient DNA.  Also that for DNAs later in the pathway the provider should write to the patient’s GP advising that the patient will be discharged back to the GP’s care unless the GP confirms within 10 days that the patient still requires consultant-led care.


	HPCTs
	BF
	16/7/07
	HPCTs, HPPA,

WHHT, ENHT,

PBCs


	Done.

	3
	Draft Herts 18w programme governance arrangements


	HPCTs
	BF
	16/7/07
	HPCTs, HPPA,

WHHT, ENHT

HPT, PBCs
	Done.

	4
	Draft Herts PCTs’ 18w delivery plan


	HPCTs
	DA
	17/7/07
	HPCTs, HPPA,

WHHT, ENHT

HPT, PBCs
	Done.

	5
	Approve Herts PCTs’ 18w delivery plan


	HPCTs
	AW
	18/7/07
	HPCTs, HPPA,

WHHT, ENHT

HPT, PBCs
	Done.

	6
	Agree and approve Herts 18w programme governance and leadership arrangements


	HPCTs
	AW
	31/7/07
	HPCTs, HPPA,

WHHT, ENHT

HPT, PBCs
	Done.

	7
	Implement Herts PCTs’ 18w governance and leadership arrangements


	HPCTs
	AW
	31/7/07
	HPCTs HPPA,

WHHT, ENHT

HPT, PBCs
	

	8
	Implement Herts PCTs’ 18w provider arm governance and leadership arrangements


	HPPA
	Julie Cowie
	31/7/07
	HPPA


	

	9
	Check that Herts providers each have their own 18w delivery plans.  Monitor implementation.

	HPCTs
	KG
	31/7/07
	HPPA,

WHHT, ENHT

HPT
	

	10
	Implement national 18w reporting process and Herts PCTs’ 18w measurement and reporting system


	HPCTs
	Adrian Lambourne
	31/7/07
	HPCTs, HPPA,

WHHT, ENHT

HPT
	

	11
	Draft 18w management standards, as per Annex 3.


	HPCTs
	DA
	31/7/07
	HPPA,

WHHT, ENHT

HPT, PBCs
	

	12
	Approve 18w management standards, as per Annex 3


	HPCTs
	AW
	3/8/07
	HPPA,

WHHT, ENHT

HPT, PBCs
	

	13
	Design Herts PCTs’ 18w measurement and reporting system


	HPCTs
	DA
	3/8/07
	HPPA,

WHHT, ENHT

HPT, PBCs
	

	14
	Ensure, by way of system audit, that all local organisations adopt the Herts PCTs 18w management standards and are using national 18w definitions.


	HPCTs
	KG
	10/8/07
	HPPA,

WHHT, ENHT

HPT, PBCs
	

	15
	Recruit and convene Herts-wide 18w Executive Steering Group


	HPCTs
	AP
	10/8/07
	HPCTs, HPPA,

WHHT, ENHT,

PBCs
	

	16
	Recruit and convene Herts-wide 18w Operational Leads Group


	HPCTs
	BF
	10/8/07
	HPCTs, HPPA,

WHHT, ENHT


	

	17
	Draft a rolling communication programme.


	HPCTs
	Rose Child


	24/8/07
	HPCTs, HPPA,

WHHT, ENHT

HPT, PBCs
	

	18
	Draft risk management plan.


	HPCTs
	DA
	24/8/07
	HPCTs, HPPA,

WHHT, ENHT

HPT, PBCs
	

	19
	Agree and implement rolling communication programme.


	HPCTs
	BF, 

Rose Child


	31/8/07
	HPCTs, HPPA,

WHHT, ENHT

HPT, PBCs
	

	20
	Design and implement Herts PCTs’ performance management framework for 18w.


	HPCTs
	KG
	31/8/07
	HPCTs, HPPA,

WHHT, ENHT

HPT, PBCs
	

	21
	Agree and implement risk management plan.
	HPCTs
	AP


	31/8/07
	HPCTs, HPPA,

WHHT, ENHT

HPT, PBCs
	

	22
	Determine clinical service areas for priority attention, working with clinical champions / leads across Herts, based on ‘05/06 surgical specialties data and on outputs from 18w measurement and reporting systems.

 
	HPCTs
	DA
	31/8/07
	HPPA,

WHHT, ENHT

HPT, PBCs
	

	23
	Agree with Herts providers common details to be included in Access policies and other policies that may affect 18w.


	HPCTs
	KG
	30/9/07
	HPPA,

WHHT, ENHT

HPT, PBCs
	

	24
	Check that performance management processes and structures are in place across Herts to drive and check progress and to enable plans to be rapidly approved, actioned and adapted as necessary.


	HPCTs
	BF
	31/8/07
	HPCTs, HPPA,

WHHT, ENHT

HPT, PBCs
	

	25
	Monthly 18w performance report for Herts PCTs, including risk management update.


	HPCTs
	BF, KG, DA
	Aug’07

onwards
	HPCTs
	

	26
	Produce a weekly issues log.

	HPCTs
	DA
	27/7/07 onwards
	HPCTs, HPPA,

WHHT, ENHT


	

	27
	Ensure that all Herts-resident patient transfers, from 1st October 2007 onwards, to or from NHS consultant-led care, are covered by an MDS (as per template on the national 18w website) that includes 18w status so that this can be captured and reported by the providers concerned, whether in the independent sector, community-based, secondary or tertiary.


	HPCTs
	SLA Leads
	Aug-Sep’07
	HPCTs, HPPA,

WHHT, ENHT

HPT, PBCs
	

	28
	Plan and implement ongoing process / efficiency improvements (Level 1 service improvements) and quantify their impact on demand, activity, capacity and waiting times.


	HPPA,

WHHT, ENHT

HPT
	Provider chief executives


	Sep-Nov’07
	HPCTs, HPPA,

WHHT, ENHT

HPT, PBCs
	

	29
	Oversee model of care / pathway (MOC/P) changes (Level 2 service improvements) across Herts, by collating and coordinating plans and ensuring that service redesign skills are in place, that there are quantified impact assessments and that implementation of service change will be in line with approved local commissioning plans.


	HPCTs,

PBCs
	AP
	Sep-Nov’07
	HPCTs, HPPA,

WHHT, ENHT

HPT, PBCs
	

	30
	Collate the quantified impact on demand, activity, capacity and waiting times of changes in the way that services are provided (Level 1 and Level 2 service improvements) across Herts.


	HPCTs
	BF, DA
	Sep-Nov’07
	HPPA,

WHHT, ENHT

HPT, PBCs
	

	31
	Review risks to delivery of 18w on behalf of Herts PCTs; recommend and implement steps to mitigate risks.


	HPCTs
	Pauline Pearce,

BF


	31/1/08
	HPPA,

WHHT, ENHT

HPT, PBCs
	

	32
	Organise MOC/P changes that are expected to impact on delivery of 18w, to achieve go live dates on or before end-June 2008.


	HPCTs
	AP
	Jan-Jun’08
	HPPA,

WHHT, ENHT

HPT, PBCs
	

	33
	Commission any additional activity / capacity needed to achieve 18w, to ensure the capacity is operational by latest end-June 2008.


	HPCTs, HPPA,

WHHT, ENHT

HPT, PBCs


	AP,

Provider chief executives


	Mar-Jun’08
	HPPA,

WHHT, ENHT

HPT, PBCs
	


ANNEX 2 – RISKS
This is an initial list of perceived main risks, as at 16th July 2007.

	Risk
	Assessment
	Management

	
	Likelihood (1 - 5)
	Potential impact

(1 - 5)


	Score
	Accept / tolerate
	Watch
	Reduce
	Divert / offload



	Measurement not in place soon enough.


	5
	5
	25
	
	
	Yes
	

	Governance not rigorous enough


	4
	5
	20
	
	
	Yes
	

	Leadership weak, not proactive


	4
	5
	20
	
	
	Yes
	

	Not enough staff time to manage 18w


	4
	5
	20
	
	
	Yes
	

	Hospital management, consultants and diagnostics staff not informed &/or not supportive


	4
	5
	20
	
	
	Yes
	

	CA(T)S management not informed &/or not supportive


	4
	5
	20
	
	
	Yes
	

	Fewer patients move to or remain with private sector providers, thus increasing demand on NHS services


	5
	4
	20
	
	Yes
	
	

	Commissioning additional capacity needed will cause budget overspends


	4
	4
	16
	
	
	Yes
	

	Additional capacity commissioned too late


	3
	5
	15
	
	
	Yes
	

	GPs not informed &/or not supportive


	4
	3
	12
	
	
	Yes
	

	Other healthcare staff not informed &/or not supportive


	4
	3
	12
	
	
	Yes
	

	Impact of improvement work  not identified and quantified


	3
	4
	12
	
	
	Yes
	

	Patients ill-informed


	3
	3
	9
	
	
	Yes
	

	Public ill-informed


	4
	2
	8
	
	
	Yes
	

	Politicians ill-informed

	4
	2
	8
	
	
	Yes
	


ANNEX 3 – Standards

The standards set here will be used by Herts PCTs in their own work, as well as in assessing the work of others.

The standards cover the following.

E1
An organisation’s 18w plan

E2
18w governance and decision-making arrangements

E3
Measurement and reporting

E4
Service improvement plans

Standard E1 - Delivery Plans
A delivery plan should contain the following.
1. Clearly stated objectives, quantified where appropriate, always specifying the target date for achievement and identifying who will deliver specifics.
2. A description of governance and leadership arrangements that makes clear how strategic and operational groups (both internal and external) relate to each other, that shows rigour in how progress is to be monitored and managed and also makes clear the extent of delegated authority and responsibility for decision-making.
3. A baseline assessment and forecast for principal indicators (q.v.) and stage-of-treatment indicators that demonstrate progress towards achievement of national targets and milestones.
4. Evidence that the Board receives a performance report, showing actual against forecast, for the organisation’s principal indicators and stage-of-treatment indicators for discussion at each Board meeting.  The performance report should include run charts so that the Board can make a realistic assessment of progress.  It should also include an update on risk management.
5. A baseline assessment and trajectory for ability to measure and report indicators internally and also meet national reporting requirements.
6. A baseline assessment and trajectory for impact of Level 1 service improvement (efficiency of existing pathways) and impact of Level 2 service improvement (changes in models of care / pathways).
7. Confirmation that the above assessments will contribute to Level 3 service improvement, i.e. demand and capacity calculations to determine how much additional capacity it will be cost-effective to commission to achieve 18w.  Also a statement of when that commissioning will take place and the expected go-live dates for such elements of additional capacity.
8. A communications section that identifies interested parties and explains how they will be helped to understand objectives, context and issues arising and how they will be involved in planning and managing delivery.
9. A risk management section that shows how the organisation intends to address risks already identified.
10. A resources section that makes clear any expected savings or additional recurrent, non-recurrent or capital costs that the organisation expects to incur.  It should identify to whose budget(s) such savings will be credited and also identify the sources of funding for expected costs.

11. A detailed section that identifies individuals responsible for action by specified deadlines.
12. Where a plan does not meet this standard, it will state by when it expects to and who has responsibility for that.
Standard E2 - Governance, performance management and decision-making arrangements

1. The 18w programme within an organisation or defined area


a. should be overseen by a strategic planning and decision-making group that has defined roles and authority under the headings listed below; the group should ideally but not necessarily be dedicated solely to the 18w programme


b. should be implemented by an operational group that also has defined roles and authority under the same headings; the group should ideally but not necessarily be dedicated solely to the 18w programme
2.   Each group’s terms of reference should encompass the following.

· The principal purposes of the group, largely selected from 3 below.
· Powers delegated to the group by those to whom it is accountable, e.g.

· Planning: The extent to which the group is charged with drawing up plans and making recommendations for action based on those plans

· Spending: The extent to which the group sets a budget or has one set for it and then controls the use of funding from specified sources.

· Decision-making: The extent to which the group is empowered to make decisions and the mechanisms and rules for doing so, e.g. the number constituting a quorum and whether suitably-empowered deputies are permitted to attend.

· To which individuals &/or organisations the group is accountable and who will make decisions on its recommendations

· Composition of the group in terms of professions, organisations and other types of representation required, both on a standing basis and on an occasional co-opted basis

· Arrangements for leadership of the group

· Who shall provide the secretariat services for the group.

· The frequency with which the group shall meet.

· How the success of the group will be evaluated.

3. The meetings of both groups should be minuted.


4. Both groups should have access to performance management information, both qualitative and quantitative, at least monthly.



5. Qualitative performance management information should include the extent of engagement by service teams and individuals.



6. Quantitative performance management information should include, as a minimum, run charts for defined key indicators relating to demand, capacity, queue size, waiting time (both RTT and stages-of-treatment), activity and expenditure, each compared with forecast trajectory.



7. An organisation’s performance management framework, in addition to providing the qualitative and quantitative information specified above, should specify a mechanism for review of that information at least monthly and a mechanism for making decisions on supportive and corrective action when necessary.



8. The organisation’s Board should review the efficacy of performance management decision-making at least annually.


Standard E3 - 18w Measurement and Reporting
1. Each NHS organisation has an 18w measurement and reporting plan, reviewed and updated at least quarterly, that specifies how functionality required for 18w measurement and reporting (see below) will be delivered and by when.  Where services are commissioned or bought in from non-NHS providers, e.g. ISTCs, the requirements within this standard are the responsibility of the NHS organisation commissioning or buying in those services.

2. Where no such plan exists or where IT hardware or software will not deliver the required functionality in time, the provider will have put in place data collection and reporting methods that fulfil the functionality required.  This will have been done in time to train staff before the relevant reporting is required.

3. Where an organisation does not meet this standard, its 18w measurement and reporting plan will state how and by when it expects to and who has responsibility for that.

4. The functionality required by end-August 2007 for measurement and reporting of 18w is as follows.

4.1. A record is acquired of the outcome of each event and clinical decision made that affects the 18w status of any patient.  This requirement includes:
- every referral from a primary care professional to a CA(T)S or direct to a consultant-led service
- every referral to a consultant-led service from a CA(T)S or similar intermediary service 
- every consultant-to-consultant referral
- every new and follow-up clinic attendance following and related to such referrals
- every hospital admission following and related to such a referral
- every diagnostic or therapy event following and related to such a referral
- every clinical decision made outside the above events following and related to such a referral 


4.2. That record shows the 18w status of the patient immediately after each event and clinical decision.


4.3. A pathway identifier is in place to link all events and clinical decisions between18w clock start and clock stop, as per national definitions.


4.4. Where a pathway identifier is not in place, there is a formally recorded alternative method of linking each clock stop to a specific clock start.


4.5. Each provider organisation produces ongoing, quantified, internal feedback, at least monthly, showing each specialty the performance of each consultant team within it regarding RTT and SOT waiting time information in the same formats as reported nationally, together with details on data completeness.

4.6. Each provider and each PCT generate the required national reports on RTT and SOT waiting times each month.


5. Data completeness (see 4.5 above) is expected to be in the range 98% to 100%.  Where it falls below this level, the organisation’s 18w measurement and reporting plan will make clear the steps being taken to achieve the standard.


6. Data accuracy (assessed by audit at least annually) is expected to be in the range 98% to 100%.  Where it falls below this level, the organisation’s 18w measurement and reporting plan will state how and by when steps are being taken to achieve the required standard and who is responsible for that.


Standard E4 - Service Improvement Plans

A service improvement plan should contain the following.
1. Objectives that are specific and have quantified outcomes.   For each objective, there should be a statement of how and by when it should be achieved and which individual has overall responsibility for delivery.

A key objective is that the service pathway has been planned to ensure that the referral-to-treatment (RTT) clock should stop within 18 weeks for any patient referred from primary care to consultant-led care on or after 28th July 2008.


2. A check that the plan is compatible with Access and other relevant national or local policies.  If some policies need to be developed or amended to improve services, such work should be incorporated in and timed to be compatible with the rest of the plan.


3. A clear explanation of the planning process and governance structure so that it can be seen how performance will be monitored and reviewed, risk managed and decisions made at various levels of delegated authority and responsibility.


4. A distinction between what will be done to improve services at Level 1 (existing process), Level 2 (changes in models of care / pathways) and Level 3 (commissioning additional activity / capacity).

Not all levels have to be addressed within a single plan.  For example, an organisation might have a separate plan for each of these levels or they might have several different service plans, each of which incorporates one or more of the three levels.


5. Evidence that if (Level 3) additional activity / capacity is necessary to achieve targets, it is on the basis of an assessment of the quantified impact expected from Level 1 and Level 2 improvements.


6. Details of the resources required to deliver the plan, including details of staff time and also a source and application of funds statement.

7. An impact assessment showing the quantified effect of the plan’s outcomes for the service directly involved and other services that may be affected less directly (e.g. diagnostics, patient transport, community support services).

This may include the impact on clinical outcome, demand, queue size, waiting time, activity, capacity, efficiency (availability, utilisation and throughput of clinical sessions), follow-up rate, length of stay, re-admission rate, premises, facilities, staffing, equipment, drugs and other consumables, income, revenue expenditure and capital expenditure / charges.

8. An assessment of the plan’s cost-effectiveness, based on 5, 6 and 7 above.

Strong leadership and governance processes and structure in place.








Able to measure and report RTT waits.








Understand which clinical service areas need priority attention.








Plan and implement efficiency improvements





Plan MOC/P changes








Approve MOC/P changes








Organise MOC/P changes








Commission additional capacity








MOC/P changes and additional capacity go live.








Benefits realisation








National 18w target date.








Impact assessments








Performance management in place.
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