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1. INTRODUCTION 
The 2006 - 2007 business plan has been re-written since it was first agreed by the Board in March of this year as some of the original conclusions have been overtaken by publication of the Department of Health Operating Framework and the changed financial climate.  As a result there has been a review of income and expenditure plans and the consequential impact on workforce and on the development and implementation of Trust strategy.  
This business plan is designed to identify at a high level the interlocking key themes of activity, access, workforce, income and expenditure, and incorporates the Trust’s corporate objectives as well as the Foundation Trust action plan.

2. TRUST VISION AND STRATEGY TO 2012/13

2.1 Strategic context for the period to 2012
Our overarching vision clearly sets out the Trust’s tri-partite mission for the delivery of excellent patient care and contribution, in support of the University of Leeds in particular, to achieve the best possible outcomes for teaching and research.

“We will ensure the Leeds Teaching Hospitals NHS Trust is a locally, nationally and internationally renowned centre of excellence for patient care, education and research.  We will deliver this vision by ensuring we employ the best possible staff and invest in their development”.
The Making Leeds Better programme (MLB), developed in conjunction with partner health and social care organisations, is our major strategy in achieving this. This ambitious programme plans to deliver more care out of hospitals and closer to patients’ homes, alongside the development of the SJUH site as the single acute site, containing a children’s and maternity hospital. There will be a new ambulatory and day case focus for the Jubilee Wing at Leeds General Infirmary.  Since the submission of the Strategic Outline Case (SOC), the implications of the more stringent NHS financial regime have become much clearer, as have the impacts of the increasing clarity of commissioner and provider roles and the requirement for plurality of provision. All this will have an impact on the precise configuration and size of the Trust in the future.  
The MLB Programme Board is overseeing the necessary work to make sure that this strategy is delivered.  However it is clear that the MLB programme in itself is not sufficient to ensure that the Trust and its services will thrive in the new environment.  A number of supporting and enabling strategies are also now being put in place:-

· Delivering a radical change management programme to improve efficiency and reduce costs whilst maintaining and, where possible, improving clinical services.

· Improving individual patient experience by providing excellent care in various settings and wherever possible closer to patients’ homes.

· Improving physical access, cleanliness and catering services in modern and well maintained buildings, which will provide enhanced privacy and dignity.

· Becoming an employer of choice.

· Achieving Foundation Trust status as soon as possible and empowering clinical teams to:-

· Deliver service agreements and make the best use of available resources

· Redesign services to ensure they are patient centred and integrated

· Contribute to health improvement in the local community

· Provide a good environment for training, development and research.

· Developing business and administrative systems.

· Developing a marketing function as a fundamental need in the new environment.

2.2
Key 3 year strategic planning assumptions 2006/07 – 2008/09
The Trust will continue to drive forward with MLB and at the same time deliver radical improvements in performance to maintain financial viability through a change management approach that will ensure that sustainable change is implemented. Key assumptions include: -
· Payment by results and national tariffs will increase competition within NHS organisations and with the private sector, even though the introduction of new private sector players will present some challenges to the Trust.  However, the only ISTC within the Trust’s secondary care catchment area (Eccleshill) has so far not made any appreciable difference to the Trust’s activity levels.  

· We will continue to take account of the results of the Foundation Trust diagnostic process and audit findings relating to the standards for Better Healthcare assessment.

· Short-term drivers for patient choice will include access and positive patient experiences including car parking, cleanliness and good patient administration systems.  In the longer term it is likely that issues such as clinical outcomes will become key determinants of patient choice.    

· The development of effective business systems will facilitate communications with GPs in their patient advocate role.

· Practice based commissioning (PBC) will be implemented during 2006/07.  Within Leeds there may be between 10 to 15 PBC Groups.  The relationships between PBC and the new PCT structure (once established) is still not clear but the Trust assumes PBCs, if not immediately, will in time, have real authority to commit resources for the best interest of their patients.

· This three year planning period will be dominated by the 18 week elective waiting time target to be achieved by December 2008.  Calculations suggest that increases in outpatient activity of about 10% and 15% of first elective fces will be necessary in each of the next two years to make sufficient progress towards this target 
· The Trust will continue to work with the City Council on a Local Area Agreement for Leeds for 2006/09.   The LAA will be the mechanism through which public service improvement targets are defined, resourced and achieved through local partnerships.  

· There will be very close collaboration on research and teaching strategies, estate planning and workforce issues with the University of Leeds.   The University aims to be amongst the top fifty Universities in the world.   Its aspiration to develop into a top quality research establishment is entirely consistent with the Trust’s vision with the strengths and interests of the Trust and the University coinciding on, for example, cancer, rheumatological conditions and coronary heart disease. 
· Expansion of the Dental Institute will continue with a significant increase in student numbers.
· The Trust will open the Oncology Wing at SJUH.
2.3
Key 1 year planning assumptions 06/07

The following key assumptions have been made in our planning for 06/07:-

· The multi-agency programme board will oversee the necessary MLB delivery. The following key MLB milestones are planned in 2006/07.

· Assessment of the affordability of the whole programme. 

· Early implementation of a number of cross organisational pathways.

· The start of public consultation.

· Progress on the development of the Outline Business Case (OBC).

· The change management approach will achieve sustainable, radical improvements in performance (£25m saving in 06/07).
· The overall cost reduction of the workforce will be achieved by natural wastage where possible
· All current commitments and new targets will be achieved:
· addressing health inequalities

· achieving the cancer maximum 31 and 62 day waits

· making progress towards an 18 week maximum wait by 2008

· achieving year on year reductions in MRSA levels

· ensuring that all appointments are booked via Choose and Book

· making progress towards delivering appointments within 48 hours for referrals to sexual health clinics by 2008.

· Overall Trust income will remain constant and a switch to higher elective volumes will be made when PCT admission avoidance schemes release capacity.
· There will be increased day case capacity through extended opening of David Beever’s Theatres, and the increased use of the day units at Wharfedale and Seacroft Hospitals.

· The Trust will use choose and book mechanisms to match demand and capacity and ensure that any growth in capacity is sustainable in the long-term.
· The Trust will use the shared waiting lists to manage the financial risk of overshooting the service level agreement with the PCTs.

· The Acute Services Reconfiguration Programme will have completed, apart from the completion of the new breast ward and the surgical HDU which will complete later in 2007. 
3.
DELIVERY OF THE ANNUAL BUSINESS PLAN
3.1
KEY THEMES OF INCOME AND EXPENDITURE, WORKFORCE AND ACTIVITY AND ACCESS
The Trust must focus on the key priorities of Choose & Book, waiting time reductions, cancer, sexual health, and the four hour standard, making significant improvements in all these areas.  This is in a year when we are forging ahead with MLB, the start of the commissioning of the new Oncology Wing and completion of the Acute Services Reconfiguration project.  It is against a backcloth of a simultaneous major restructuring in much of the NHS.  Patient choice will become increasingly important and with it the need to improve clinical and non clinical quality of care for patients within evermore challenging financial targets.
3.1.1 Income and Expenditure
A summary of the balanced financial income and expenditure plan for 2006/07 is shown at appendix 1.

Income

Overall income target

The Trust’s overall income target for 2006/07 is £761 million.  Of this total £602 million (79%) is expected to be income from Service Level Agreements (SLA’s).  In recognition of the difficult financial positions being experienced by the West and North Yorkshire Commissioners the Trust has restricted its ambitions on income growth to the following;

· Broadly maintaining 2005/06 activity and income levels

· A range of service developments (largely in Specialist Regional Services including NOW Transition and Tertiary Drugs) agreed with commissioners (value £14 million).

· A net tariff uplift of 4% after adjusting for a 2.5% efficiency contribution.

· A range of de-commissioning to be agreed with Leeds PCTs, to the extent that access standards can be maintained.

The overall income target for 2006/07 is 5.3% higher than actual income in 2005/06.

The affordability position in Leeds
Leeds PCTs were originally going to receive an 8% allocation uplift in 2006/07.  However, the new SHA has reduced Leeds PCT’s 2006/07 allocations by 2.5% to create a strategic reserve.  This has compromised the PCT’s ability to eliminate their underlying deficit as well as fund inflation and agreed developments(both in specialist hospital services and in primary care).  The Leeds PCT’s response was to issue an intention to de-commission services at LTH to the value of £11 million.  In recent weeks that target has been reduced to just over £8 million.  The PCT’s proposals have been considered in detail and we believe that £3.25 million of de-commissioning is possible without compromising progress towards the new access standards.  The Trust can cope with this level of variability on income without overly worrying about residual fixed costs.  That would not be the case if de-commissioning goes above £3.25 million.

The structural changes contained in the re-issued 2006/07 tariffs have also worked against Leeds PCT’s.  The impact of re-issued tariffs can be summarised as follows;
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   _0_
The Trusts losses on tariffs in 2006/07 had been cushioned by £7 million of financial support from the SHA, so as to keep the overall LTH savings target at 3.5%.  The reissued tariffs have worsened the affordability position in Leeds.  As such the Trust is supporting the PCTs in trying to get the financial support transferred from LTH to the Leeds PCTs.

With regard to Specialist Regional Services (SRS) not covered by tariffs, the West and North Yorkshire Commissioners have now agreed to pay for SRS on an actual usage basis rather than on the previous capitation/risk-sharing basis.  It is estimated that this will “shift” £4 million of costs into Leeds.  The Trust is joining with the Leeds PCTs in asking the SHA to provide some transitional finance support to phase in this cost-shifting over a number of years.

As a result of all the above the affordability position in Leeds can be summarised as follows;

	
	Leeds PCTs original Plan

£millions
	LTH

view

£millions
	

	· De-commissioning

· Cost-shifting      - PbR

    - non-PbR
	11.0

12.0

4.0

27.0
	3.0

7.0

4.0

14.0
	(SHA support)

(Transitional support)


Although discussions with the Leeds PCTs continue there is broad agreement that £14 million of the 2006/07 SLA affordability gap in Leeds can be resolved.  It is felt that the balance of £13 million cannot be resolved locally and the SHA is being asked for additional financial support.
An assessment of the financial risks and opportunities facing the Trust in 06/07 is expressed in appendix 2.
Expenditure
In 2005/06 the overspending in CMTs (approximately £6 million) and the Leeds PCTs inability to pay for activity (approximately £5 million) was covered by a series of non-recurring measures.  For 2006/7 the CMTs were asked to eliminate their underlying deficits and agree expenditure and workforce targets with the Directors of Operations.  This has been done and the CMTs financial targets (net of CMT income) for 2006/07 are shown in appendix 3.

In addition to eliminating the underlying deficit the Trust has been required to identify a further 3.5% of new savings (£25 million).  This is to offset the loss of PbR transitional support and to make a 2.5% contribution to the cost of pay and prices out of cash-releasing efficiency savings.  The Trust has identified £25 million of savings and put in place a longer-term change management programme, supported by an in house programme office and externally by Price Waterhouse Cooper (PwC).  These arrangements are considered necessary to help the Trust deliver sustainable change over the next 3 years (06/07 – 08/09) when the savings required are expected to be around 3.5% per annum.

A summary of the Trust savings programme for 2006/07 is outlined below.

	
	Target savings

(£m)
	Workforce

Savings

(mpe)

	Task force targets
	
	

	· Procurement savings
	
	

	- drugs
	2.0
	-

	- other products
	3.7
	-

	· GI surgery
	1.7
	16

	· Trauma and Orthopaedics
	0.8
	10

	· Medical productivity
	2.0
10.2
	23
49

	Additional targets:
	
	

	· Absence management
	1.2
	65

	· Paediatrics    - income
	0.5
	-

	· Other clinical staff productivity
	2.2
	71

	· Patient administration
	0.6
	60

	· Smaller hospitals - reduction in excess costs/increased income
	0.5
	20

	· Reduction in beds (via improvements in day case rates/LOS etc.)
	0.5
	20

	· Trading surplus - pharmacy and pathology
	0.2
	-

	· E-advertising for jobs - replacing journals/newspapers
	0.5
	-

	· Increased car parking income -  both staff and public
	0.4
	-

	· Refractive surgery - increased revenue
	0.2
	-

	· Flexible benefits schemes
	0.3
	-

	· Reductions in management costs
	3.0
	65

	· New Oncology Wing - improved efficiency
	0.5
	25

	· Two new taskforces to accelerate progress on productivity in  theatres/anaesthetics and summer closures
	1.5
	60

	· Reduction in discretionary non-pay spending (£10.4m x 25%)

(eg office expenses/travel etc.)
	2.7
	-

	
	25.0
	435


Progress against savings will be reviewed by the Board on a monthly basis, with particular attention paid to workforce reductions.

Capital
The Trust Capital Resource Limit (CRL) for 2006/07 is £56.4 million, derived as follows;











£ million

· 2005/06 brokerage returned to the Trust


20.6

· 2006/07 Minor Block Capital allocations


23.5

· 2006/07 New external funding




12.3
56.4
A copy of the 2006/07 capital programme totalling £56.4 million is shown in appendix 4.  This level of capital expenditure is far in excess of anything that has been previously achieved in the Trust.  The 2005/06 capital expenditure of £31 million is the previously highest recorded level of capital expenditure in a single year.

As part of the new NHS financial regime there are no guaranteed capital carry-overs and the Trust risks loosing the capital spending power (though not the cash) by undershooting the CRL in 2006/07.  As a result the Capital Planning Group (CPG), chaired by the Director of Finance, have carried-out a rigorous review of the Trust capital spending plans in 2006/07 and have concluded that the Trust will spend £48 million in 2006/07 leaving a CRL undershoot of between £8 million.  Substitution is difficult because the capital regime is fully-committed for the next 4 years.
3.1.2
Workforce

The 2006/07 financial year will have inevitable implications for the workforce in terms of the management of the workforce reductions through change management described in the income and expenditure section above.  

The Trust’s annual average manpower numbers for 06/07 are 14,174 and delivery of the financial savings through the change management programme will require a reduction of 435 manpower equivalents (mpe) in addition to those required as part of the CMT savings plans to deliver their agreed expenditure targets.  Cross referencing to section 3.1.1 income and expenditure, appendix 1 shows this figure by staff group, appendix 3 shows it by CMT and appendix 5 equates the workforce and expenditure targets that CMTs and corporate functions have agreed with Directors. 
In order to deliver these workforce changes there will be an emphasis placed on the following:

· Consultation and negotiation with staff and their representatives (on both individual element of service change as well the overall vision and strategy for the organisation including the move towards Foundation Trust status).

· Maximising opportunities for employee involvement in the design and implementation of new service models.

· Operationalisation of these changes within the Trust’s framework of people management policies including the Change Management Guidance, Security of Employment and Pay Protection policies.

· Management of training and development implications of the workforce changes.

The requirement to enhance productivity and efficiency will necessitate the identification of areas where the staffing output does not meet the demands of the service or the cost of the inputs.  A robust system of performance managing individual members of staff through the line management structure on issues such as sickness absence and competence as well as the implementation and monitoring of key HR performance measures within the organisation should assist with this particular workforce implication of the 2006/2007 business plan.  The introduction of new or altered workforce roles will be facilitated by the Agenda for Change (AfC) pay structure which should enable and encourage the operation of roles across professional boundaries and provide a means by which to evaluate and grade such roles on a comprehensive job evaluation scheme basis.  Finally, the development and sustainability of management skills, including highly developed people skills within the organisation will be crucial in terms of the delivery the organisation’s 2006/07 workforce plan.

Whilst the overall scale of reductions is not impossible – the specific requirements to reduce management costs and medical staff costs given low turnover in both areas and lead-in time to affect change in medical staffing will be the most challenging.  The Trust is committed to avoiding compulsory redundancies and believes that in general this should be achievable, however in those areas where progress is slow and compensating alternative reductions are not identified, it may become necessary to review this approach.
All developments proposed by CMTs and corporate functions will be scrutinised very carefully and will be subject to intensive business case analysis to ensure that all the implications, system-wide, of any proposals are clearly identified and supported.  This particularly applies to consultant appointments, whether replacement or new, as such appointments tend to lead the Trust into committing significant other manpower resources and therefore costs.  Appendix 6 shows only those consultant posts, agreed within our strategy, for possible approval in 2006/07.
3.1.3
Activity and Access

This year is one of significant improvement in accessing healthcare and one where commissioners and providers face considerable financial challenges which will promote radical change in the way services are provided.  The 18 week referral to treatment target to be achieved by December 2008 will be heralded with further reductions in waiting times for out-patients, diagnostics and in-patient treatments.  The direct booking service for Choose and Book will, by December 2006, allow patients newly referred by GPs to book directly into clinic slots.  For this to be successful out-patient waiting times must be reduced to a maximum of 6 weeks for all patients.  This is also the first year for improving access to sexual health services with a new 48 hour target by March 2008.

The Trust will also start implementing jointly with the PCTs the early care pathways of the Making Leeds Better Programme.  This will see services being delivered closer to patients’ homes, with the care pathway redesign impacting on urgent care (reducing acute demand for hospital services),  managed care (reducing waiting times), discharge and rehabilitation (reducing the length of time people stay in hospital).

Joint work with Leeds commissioners will also take place this year to review the impact of their strategy to reduce demand on hospital services.  Several strands of work will reduce new GP referrals, limit follow up rates, restrict consultant to consultant referrals, implement shared waiting lists for in-patients and day cases across the health community, reduce excess bed days and reduce demand for A&E and non-elective services.  Commissioner plans will reduce non-elective demand by 2,500 spells and a further 2,500 elective in-patient and day case spells.

All of the non-elective reduction is in general medicine, geriatric medicine and cardiology and is as a result of the implementation of better chronic disease management.  Reductions in elective demand are to be achieved through the shared waiting list roll out and the implementation of practice based commissioning. The Trust will use Choose and Book mechanisms to attract elective care from other commissioners and will need to maintain a wide range of high quality, clinical services offering personalised care where individuals are fully involved in decisions about their health.

	Trust Activity Summary 2006/07
	
	
	
	

	
	
	
	
	

	
	A & E
	MIU
	Total

	
	New
	Follow-Up
	New
	Follow-Up
	New
	Follow-Up

	Apr
	15,939
	930
	3,073
	421
	19,012
	1,351

	May
	17,129
	955
	3,260
	442
	20,389
	1,397

	Jun
	16,625
	1,151
	3,477
	369
	20,102
	1,520

	Jul
	16,489
	1,024
	3,417
	393
	19,906
	1,417

	Aug
	15,403
	862
	3,093
	308
	18,496
	1,170

	Sep
	15,820
	814
	3,046
	335
	18,866
	1,149

	Oct
	16,841
	808
	2,886
	317
	19,727
	1,125

	Nov
	15,781
	824
	2,887
	302
	18,668
	1,126

	Dec
	15,759
	647
	2,344
	269
	18,103
	916

	Jan
	15,708
	621
	2,702
	270
	18,410
	891

	Feb
	14,750
	713
	2,589
	134
	17,339
	847

	Mar
	16,151
	771
	2,979
	179
	19,130
	950


	Outpatients
	First Attendances
	Follow-up Attendances
	Total

	Apr
	14,040
	48,693
	62,733

	May
	13,346
	45,252
	58,598

	Jun
	14,615
	49,663
	64,278

	Jul
	13,401
	45,109
	58,510

	Aug
	14,016
	46,819
	60,835

	Sep
	15,066
	47,978
	63,044

	Oct
	14,517
	46,070
	60,587

	Nov
	16,205
	51,668
	67,873

	Dec
	12,176
	41,151
	53,327

	Jan
	14,974
	51,275
	66,249

	Feb
	12,886
	45,289
	58,175

	Mar
	15,134
	53,095
	68,229


	Inpatients
	1st Emergency FCEs excl WB
	1st Inpatient Elective FCEs
	DC + Reg DC
	Total

	Apr
	7,734
	3,331
	5,152
	16,217

	May
	7,657
	2,949
	4,802
	15,408

	Jun
	7,465
	3,294
	5,248
	16,007

	Jul
	7,946
	3,095
	4,815
	15,856

	Aug
	7,643
	2,916
	5,460
	16,019

	Sep
	7,692
	3,055
	5,458
	16,205

	Oct
	8,190
	2,822
	5,149
	16,161

	Nov
	7,826
	3,147
	5,761
	16,734

	Dec
	7,817
	2,938
	4,930
	15,685

	Jan
	7,659
	3,046
	5,530
	16,235

	Feb
	7,207
	3,019
	4,856
	15,082

	Mar
	7,928
	3,473
	5,809
	17,210


	Occupied Bed Days
	Non Elective
	Elective
	
	
	
	

	Apr
	51,692
	11,932
	
	
	
	

	May
	48,716
	11,321
	
	
	
	

	Jun
	52,525
	12,260
	
	
	
	

	Jul
	47,196
	11,948
	
	
	
	

	Aug
	47,858
	11,679
	
	
	
	

	Sep
	48,563
	14,130
	
	
	
	

	Oct
	48,510
	12,145
	
	
	
	

	Nov
	48,579
	12,084
	
	
	
	

	Dec
	49,622
	11,791
	
	
	
	

	Jan
	47,958
	11,927
	
	
	
	

	Feb
	46,194
	12,614
	
	
	
	

	Mar
	51,511
	13,419
	
	
	
	


3.2
RESULT AREAS 
The earlier sections of the plan set out and described the extent of the challenge facing the organisation.  This section goes on to describe how we will respond to those challenges, in what have been identified as the four key result areas of strategic focus, effectiveness, efficiency and performance.  Here we map out high level actions which will deliver those results.

This part of the plan shows how we have integrated our planning across the result areas so that we address the complex relationships between performance and effectiveness, with financial efficiency, whilst ensuring that the organisation moves forward within a framework of  a consistent and clear strategic direction.

3.2.1
Result area one: Agreeing a strategic vision and developing a robust service strategy, a robust marketing strategy with successful external relationships and key partnerships established 
Introduction

This result area encompasses the integration of overall LTHT strategic direction, including the development of service strategies consistent with MLB, the opening of the new Oncology Wing and maximising the benefits of ASR.  It identifies major strategic change factors impacting on NHS provision and expresses LTHT business strategy in terms of new commissioning, marketing, financial and stakeholder relationships.

During the early part of the year we will review our strategies, ensuring there are no omissions or duplications.  MLB will be the key delivery strategy and this is an important year in preparing this including moving towards public consultation and the development of the Outline Business Case.  Work to commission the new Oncology Wing will start during the year and the acute services reconfiguration programme will achieve its major target by centralising orthopaedic trauma and plastic surgery at the LGI along with a number of other benefits.  In relation to the longer term success of the Trust, the development of the marketing strategy will be of key importance because of the significance of the choice agenda where the Trust must be at the cutting edge of competion on clinical and non-clinical quality.
The following objectives have been identified within result area one:
	
	Cross ref to action plan

	To develop the MLB strategy in accordance with plan
	(ref 1.1)

	To develop bridging strategy between  06/07 and MLB in 12/13
	(ref 1.2)

	To develop contingency plans / alternative ways of delivering MLB aims
	(ref 1.3)

	To progress the Trust’s acute services reconfiguration programme
	(ref 1.4)

	To establish view of LTHT core business
	(ref 1.5)

	To begin commissioning of the new Oncology Wing
	(ref 1.6)

	To develop clinical strategy
	(ref 1.7)

	To develop business risks / benefits framework
	(ref 1.8)

	To ensure a strategic framework is in place
	(ref 1.9)

	To ensure the Business Plan incorporates all Trust strategies 
	(ref 1.10)

	To develop marketing capability
	(ref 1.11)

	To develop marketing strategy
	(ref 1.12)

	To further develop forward plans with PCTs and ensure stakeholder understanding and sign up to strategy
	(ref 1.13)

	To undertake a full risk analysis of stakeholder relations
	(ref 1.14)

	To develop robust relationships with key stakeholders including developing corporate citizenship
	(ref 1.15)

	To improve our understanding of patient experience
	(ref 1.16)


The following are the products and outputs for result area one that will be monitored by the Trust Board
	Product / Output
	Accountability
	Q1
	Q2
	Q3
	Q4

	Paper on financial context for MLB (1.1)
	FD
	
	
	
	

	LTHT contribution to an affordable Leeds health economy strategic plan (1.1)
	FD
	
	
	
	

	Bridging strategy for MLB (1.2)
	DPPI
	
	
	
	

	ASR benefits realisation paper (1.4)
	DPPI
	
	
	
	

	Progress report on New Oncology Wing delivery of business objectives (1.6)
	DPPI
	
	
	
	
	
	
	
	

	Clinical strategy (1.7)
	DPPI
	
	
	
	

	Business risk schedule (1.8)
	DPPI
	
	
	
	

	Strategic framework (1.9)
	DPPI (NP)
	
	
	
	

	Framework for investment / dis-investment (1.9)
	DPPI
	
	
	
	

	Business plan which clearly identifies core business and ensures core business is delivered (1.10)
	DPPI
	
	
	
	
	

	Marketing strategy (1.12)
	DMC
	
	
	
	

	Action plan using sustainable development commission framework to identify LTHT contribution to local economy (1.15)
	DMC
	
	
	
	


Key risks and mitigations for result area one
	Risk 
	Mitigation

	
	

	· Lack of clinical and CMT engagement in strategic work
	· Close working with CMTs through high level meetings with MD and DPPI

	· Lack of external stakeholder engagement in strategic development
	· Agreeing a shared agenda

	· Implementation of revised PCT structures diverts attention from core MLB city wide business issues.  Community modelling therefore not developed in time
	· City wide MLB project management arrangements in place

	· Service models, workforce and estate options are insufficiently clear to enable a reasonable view of estate and workforce rationalisation savings
	· Robust project management within LTHT MLB arrangements


3.2.2
Result area two: Becoming an effective organisation with clear structures including the establishment of sound governance processes including financial and clinical 
performance and risk management
Introduction

This result area encompasses the drive to increase the effectiveness of the Trust through enhanced leadership, accountability, capacity and capability. It identifies how management structures, individual Performance Management Frameworks, and staff development programmes will be brought together with enhanced management information, to boost organisational effectiveness. 

During 05/06 the Trust agreed the absolute necessity of developing staff as a prerequisite for organisational success.   This section therefore reflects the Trust Board’s desire to have an increasingly effective workforce through the formal establishment of medical and non-medical leadership programmes.  This will support the delivery of the financial and workforce strategies.  This result area has clear links with result area 4 and a direct relationship on the delivery of key performance targets.

The following objectives have been identified within result area two:
	
	Cross ref to action plan

	To undertake a comprehensive programme of organisational development    
	(ref 2.1)

	To generate a view of organisational capacity/capability                                  
	(ref 2.2)

	To develop clinical (medical) leadership                                                           
	(ref 2.3)

	To develop clinical (non medical) leadership                                                    
	(ref 2.4)

	To improve management accountability                                                           
	(ref 2.5)

	To implement the FT action plan
	(ref 2.6)

	To improve governance through a continuing  process of board development             
	(ref 2.7)

	To review the format of reporting to the Board with a revised performance management framework
	(ref 2.8)

	To develop management                                                                                  
	(ref 2.9)

	To improve clinical management information                                                   
	(ref 2.10)


The following are the products and outputs for result area two that will be monitored by the Trust Board

	Product/ Output
	Accountability
	Q1
	Q2
	Q3
	Q4

	Documented OD Strategy (2.1)
	HR (RA)
	
	
	
	
	

	OD Delivery Plan (2.1)
	HR (RA)
	
	
	
	

	Medical Leadership Programme including revised CD structure (2.3)
	MD (HMT)
	
	
	
	

	Non-medical Leadership Programme (2.4)
	ND (MN)
	
	
	
	

	Progress reports on delivery of FT action plan (2.6)
	CEO
	
	
	
	
	
	
	

	Board Development Programme (2.7)
	CEO
	
	
	
	

	Performance Management Framework (2.8)
	DPPI (NP)
	
	
	
	
	

	New Board reporting format (2.8)
	DPPI (NP)
	
	
	
	
	

	Management Development Plan (2.9)
	HR (RA)
	
	
	
	


 Key risks and mitigations for result area two:
	Risk                                                                 
	Mitigation

	
	

	· Timescales do not permit review by BPAT, HQMG before TB review
	· Adjust time table of Board reporting

	· Department of Health and other national priorities and mandatory requirements may intervene and override current priorities.
	· Clear structures and accountabilities in place to ensure workload is prioritised appropriately.

	· Fragmentation in any restructuring
	· Highlight professional and capacity risks

	· CMT capacity and capability
	· Training and additional support to CMTs

	· Informatics Department capacity.  


	· Protect analytical resource.  



	· Agenda for Change not delivering the benefits projected
	· HR department expert support


3.2.3
Result area three: Becoming a financially efficient organisation with a sound financial and workforce strategy that supports service strategy 
Introduction

This result area focuses on the complex relationship between the development of our service agreements with commissioners and the provision of those services in a cost effective way such that the organisation operates within a framework of financial balance. It examines the impact on the organisation of fundamental changes to the commissioning and income framework in the NHS as a consequence of PbR and PBC and illustrates the Trust’s response to managing these changes effectively. The importance of workforce planning is recognised as a key factor in achieving our financial objectives.  This area also encompasses the frameworks necessary to develop an efficient, effective, and affordable capital programme.  
Closer working with Leeds commissioners will result in an agreement on income and an agreed framework to manage the risks of higher than forecast demand or greater impact of decommissioning plans.  The Change Management Programme will gather momentum during Q2 and will start to deliver substantial changes in the way that services are delivered and this partnership of Task Force and CMT will be further developed during the course of this year to establish greater efficiencies later in this strategic period.
Contingency plans are being developed to offset shortfalls in planned income or savings plans not achieved and the workforce strategy will be integrated fully with financial plans.  Improved reporting and performance monitoring to the Trust Board throughout the Trust will highlight these actions and improvements to support service delivery.
The following objectives have been identified within result area three:

	
	Cross ref to action plan

	To produce a plan for achieving 3.5% CIPs in 06/07 and achieving financial balance by 31/03/07
	 (ref 3.1)

	To develop a plan to achieve financial balance between 2007 & 2010


	(ref 3.2)

	To ensure development of contingency plans for all areas of financial risk

	(ref 3.3)

	To maintain income








	(ref 3.4)

	To bring costs nearer to tariff







	(ref 3.5)

	To establish and deliver the Trust capital programme



	(ref 3.6)

	To develop integrated and costed workforce plans




	(ref 3.7)

	To plan for workforce cost savings so that workforce strategy and financial plans interrelate
	(ref 3.8)

	To deliver workforce and financial plans in CMTs and Corporate functions


	(ref 3.9)


The following are the products and outputs for result area three that will be monitored by the Trust Board

	Product/ Output
	Accountability
	Q1
	Q2
	Q3
	Q4

	An integrated service and financial plan (Trust Business Plan) (3.1)
	DPPI (NP)


	
	
	
	

	Task force delivery plan (3.1)
	DPPI (GC)
	
	
	
	

	Monthly financial reporting (3.1)
	FD (ANC)
	
	
	
	

	Financial risk assessment framework (3.3)
	FD (ANC)
	
	
	
	

	Documented service agreement with commissioners (3.4)
	FD (PK)
	
	
	
	

	Trust income plan (3.4)
	FD (ANC)
	
	
	
	

	Improved capital programme framework (3.6)
	FD (ANC)
	
	
	
	

	Trust workforce plan (3.7)
	HR (RA)
	
	
	
	

	Complementary operational delivery plans in CMTs/ corporate services. (CMT Business Plans) (3.9)
	DOps (CB; GB)

DPPI
	
	
	
	


Key risks and mitigations for result area three
	Risk                                                                     
	Mitigation

	
	

	· New financial risks arise and are not recognised whilst processes are being established
	· Significant items will be highlighted through current performance management arrangements

	· Share of £3m in the costs of management reduces ability to deliver
	· Protect support to Change Management Programme (CMP)

	· The relevant clinicians may be unwilling to implement the changes required to deliver savings opportunities identified. 
	· The supplies department has a track record of delivery on procurement savings.  Proper engagement of clinicians in the need to make the changes.

	· Major cost shifts between commissioners, at expense of Leeds PCTs who are unable to pay new tariffs
	· Agreement between PCTs that pricing shifts between PCTs to be managed by transition process & inter - PCT allocation adjustments, facilitated by SHA

	· 3.5% no longer viewed as maximum in one year
	· Attempt to influence SHA via direct contacts, professional contacts etc, reinforcing position regarding ‘maximum target’ with benchmarks from AUKUH/DOH

	· Strategic reserve over subscribed
	· Continue to develop good relationships with the SHA


	· No special arrangements/ brokerage regarding capital can be agreed with the SHA
	· No further external capital business cases to be submitted without the agreement of CPG and confidence that funding can be matched with spend

	
	· CPG will seek to agree a ‘reserve’ list of schemes which could be progressed (i.e b/f 2007/8 schemes)

	
	· The balance sheet implications of any undershoot will be assessed


3.2.4
Result area four: LTHT is a high performance organisation developing organisational capacity/capability and implementing a development programme to support NHSFT
Introduction

This result area focuses on the drive to improve performance and standards across the organisation through our commitment to achieving the core Healthcare Standards in all domains and meeting the existing National guarantees.

This area also demonstrates how the organisation is planning to further improve services by meeting the developmental standards and addressing new guarantees, most noticeably the 18 week referral to treatment guarantee, and more demanding cancer targets.  Plans in this result area also cover the increasing need to meet patient expectation in terms of the environment and the whole experience of their contact with LTHT. 

Delivery of action plans will improve performance in A&E during Q1 and cancer targets and cancelled operations during Q2.  The programme board for achieving the 18 week target will be established by the Chief Executive and will co-ordinate the necessary improvements in the patient pathway and achieve much shorter waiting times by March 2007.  This work will also achieve the Choose & Book targets by Q3 and link with the key delivery strategy of Making Leeds Better.

The Trust will renew its framework for delivering the core Standards for Better Health to improve  its overall quality of service with particular emphasis on meeting patients expectations and make progress towards achieving the developmental standards.

The following objectives have been identified within result area four:
	
	Cross ref action plan

	To implement robust plans to hit key performance targets including progress towards the 18/52 target.
	(ref 4.1)

	To meet healthcare core standards                                                 
	(ref 4.2)

	To meet healthcare developmental standards                                 
	(ref 4.3)

	To maximise potential for capacity through 24/7 working                                                                       
	(ref 4.4)

	To meet national guarantees                                                            
	(ref 4.5)

	To target performance against KPIs 

                                   
	(ref 4.6)


The following are the products and outputs for result area four that will be monitored by the Trust Board

	Product/ Output
	Accountability
	Q1
	Q2
	Q3
	Q4

	Monthly IPR reporting (4.1 & 4.5 & 4.6)
	DPPI
	
	
	
	

	Cancer action plan (4.1)
	DPPI (NP)
	
	
	
	

	Cancelled operations action plan (4.1)
	DOp (GB)
	
	
	
	

	18/52 implementation plan (4.1)
	DPPI (NP)
	
	
	
	

	HCS assurance declaration (4.2)
	MD (MB)
	
	
	
	

	Development standards action plan (4.3)
	MD (MB)
	
	
	
	

	A&E (4hr) action plan (4.5)
	DOp (GB)
	
	
	
	

	Feasibility plan to improve KPIs (4.6)
	DPPI (NP)
	
	
	
	


Key risks and mitigations for result area four
	Risk   
	Mitigation

	
	

	· Impact of savings plans and efficiency changes
· PCT de-commissioning plans are unsuccessful in halting demand.
· Information systems and informatics capacity are insufficient to support patient tracking and performance reporting
	· Integrate finance, workforce and capacity
· Use Choose & Book direct booking to balance capacity and demand
· Invest in Informatics department and include as a work stream of programme board



4.
CONCLUSION

2006/07 will be the most challenging year yet for the Trust.  This business plan has of necessity focused on the business side of the Trust, but despite the difficult targets we must deliver, we will continue to keep our strongest focus on our reason for being – the delivery of patient care.

This plan illustrates that the Trust has a clear integrated plan for delivery at Board level and through the supporting Action Plan makes clear the accountabilities across senior levels in the organisation.

CMTs and corporate departments will take the direction and the priorities and their own accountability for delivery through the development of their own plans using this as a blue-print.

The revised monthly performance monitoring report integrates the detail of income, expenditure, workforce, activity and access, whilst the quarterly performance reports tie in the healthcare standards.  The programme of performance management against the plan will then ensure delivery.

………………………………………………..

APPENDICES

Extra activity planned for 06/07 from FT diagnostic forecasting.��CHOC�1,200 1st atts/year (100 per month average)�1,800 Follow up atts/year (150 per month average)�700 ordinary admissions/year (58 per month average)�500 daycase admissions/year (42 per month average)��Cardiology business case�175 ordinary admissions/year (15 per month average)�175 non elective admissions/year (15 per month average)
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