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1. The context of RFL group planning processes and key changes in assumptions 

Our activity, quality, workforce and financial planning refresh has been carried out in the context of internal factors 

(for example embedding group processes, including use of group wide goals; group level committees providing 

oversight of goal delivery; embedding QI and clinical practice groups (CPGs)); and external factors such as 

commissioner QIPP, national performance requirements and the increasing emphasis on integrated care systems.   

 

Below is a brief overview of our systems and processes that we are using to monitor delivery in the group, 

implemented following submission of the previous plan. This is followed by an outline of what we consider to be 

the key impacts on our activity, quality, workforce and finance over the next year; this focuses on changes to the 

previously advised position. 

 

Promoting alignment of strategy, planning and governance in our group structures 

The structures and processes implemented with the group provide the context of forward delivery; launching the 

group in 2017 provided an opportunity to promote greater visibility of strategic objectives across the organisation 

and align plans behind these across the group over a four year planning horizon.  The main components of this 

comprise: 

 Group goals, each with an indicator, target and an explicit link to the risks in the BAF; 

 New board committee structures that underpin delivery of group benefits; 

 Committee work programmes and stronger NED leadership of strategic objectives; 

 10 year service visions. 

 

Over 2018-19 we will complete the group planning framework by prioritising: 

 Work on hospital level strategies and 1-3 year plans; 

 Decision making frameworks and a specific best possible value orientation in business case development; 

 Running a full Group planning cycle. 

 

In summer 2018 we will be running a well-led governance review. 

 

Influences on our activity, finance and workforce plans 

The critical factors that we have accounted for in the 2018-19 activity, finance and workforce plans include: 

 RTT & Cancer referral adjustments  

 Impact of ambulatory care pathways  

 CPG work streams and pathways changes 

 Urgent Treatment Centre / Urgent Care centre changes  

 Commissioner QIPP proposals 

 Demand and demographic growth 

 Challenges, marginal rates and technical contract requirements 

 Chase Farm – transfers into the new hospital from autumn 2018. 

 

The profit on disposal from the sale of the QMH site has been deferred to FY20 as part of the trust board strategy 

to realise maximum value for taxpayers. 
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1.1 Trust approach to planning 

 

Planning process 

With the advent of group implementation in 2017, RFL has significantly reviewed its governance structures to focus 

clearly on the achievement of intended group benefits, particularly over the medium term. These changes have 

included moving the responsibilities previously delegated for finance and performance to a board sub-committee 

to the Board itself, and building a means of expressly advancing the population health agenda and working towards 

integrated care systems. 

 

Our strategy triangle has been updated to reflect the focus on group benefits: 

 

 

The board committees have been repurposed to support delivery of benefits, and each has a goal-based work 

programme covering the next four years.  In addition to the Board and group executive, which oversee operational 

and financial performance directly, the board committees now comprise the: 

 

• Quality improvement and Leadership  committee (recruiting, developing and retaining the best talent) 

• Clinical standards and innovation committee (reducing unwarranted variation in clinical practices) 

• Group services and investment committee (delivering clinical/support services at lower cost/higher quality) 

• Population health and pathways committee (implementing total system patient pathways). 

 

Each board committee has responsibility for monitoring the delivery of their assigned group goals, of which there 

are 42 in total. Each goal has an executive lead, a lead indicator and trajectory; their associated risks are managed 

through the BAF. We are currently identifying the work programmes that underpin delivery of each goal. 

 

Site committees have been created to put proportionate oversight of the right issues in the right place – on finance 

and performance; clinical performance and patient safety; and patient and staff experience. Site committee reports 

inform the group board committees and these committees have members from both the site and the group 

executive. This year we will be working with sites to develop a portfolio of hospital site strategies with a longer 

term aim of identifying new group members to complement our service mix. 
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Last year we worked with clinical services on developing 10 year visions. This year we will be reviewing these in the 

context of the group goals and hospital site strategies, as well as developing 1-3 year implementation plans to sit 

underneath the updated 10 year visions. Increasingly services’ plans are reflecting the work being progressed in QI 

and the clinical practice groups. 

 

From April we will be running the first full iteration of the group annual planning round, which will comprise 

reviewing the goals, reprioritising as necessary, and discussing with sites what resource allocations are needed to 

deliver our priorities and support increased value for patients. 

 

Continued focus on financial improvement 

We are determined to continue to make progress on our financial position to achieve recurrent financial balance 

within four years. At the time of writing increased resource is being dedicated to identifying deliverable financial 

improvement in 18/19.  

 

The following material cost pressures have so far been identified through discussions with site based teams and 

services. We continue to review these pressures at a site level to minimise cost: 

• Site cost pressures  
• Cerner - work on RFH site 
• A&E/CDU - opening CDU 
• Redundancy - due to clinical admin, robotics 
• CNST - increase as advised by letter 
• CQC fees – increase expected 
• Professional advisors for strategic projects  
• Robotics – assume savings offset costs in 18/19 

 

Further details of our financial improvement programme and the assumptions regarding efficiency are reflected in 
the financial templates submitted to NHS Improvement. 

 

Working as part of our local system 

As reported last year, much of our direction of travel is working towards better integrated care and population 

health. Pace is accelerating here as our STP develops more ‘CHINS’ (care closer to home integrated networks), the 

local version of primary care home. Many of these have been operational since April 2017. Over the next year we 

anticipate identifying the best forward relationship with North Middlesex University Hospital NHS trust to deliver 

for patients in the north central London sustainability and transformation partnership.  Working as a partner in the 

STP we hope to release capacity in planned care – over the next four years our anticipated contribution to system 

benefit will be £5m. We hope to work with commissioners early in 2018-19 to reduce system transaction costs by c. 

£5m, again over four years. 

 

Chase Farm Hospital 

The new Chase Farm Hospital is due to open this autumn and will be one of the most digitally advanced hospitals in 

the NHS. The hospital will be focussed on planned care and elective surgery, with an ability to protect this work 

from emergency pressures and underpin a highly productive model of care; the building work is due to be 

completed by early June and services will move into the new building in phases over the summer months before 

the hospital fully opens in the autumn. The hospital will offer out-patient services including diagnostic tests, 

musculoskeletal therapies and women’s services. There will also be an urgent care centre, an older persons’ 

assessment unit, endoscopy and services for medical day cases, including a chemotherapy unit.  
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The new Chase Farm Hospital will be the vanguard for our wider trust digital strategy and GDE programme, which 

comprises (amongst other things): 

 Patient access to their digital records to empower them to actively manage their own health and wellbeing  

 Staff access to shared digital care records and plans at the point of care to support them to provide better, 

faster, integrated care  

 Implementation of a secure, resilient IT infrastructure to enable our staff to access information anywhere, 

any time on any device  

 Promotion of an insight driven culture to improve patient care, safety, outcomes, productivity and research  

 Development of a population health management platform to transform the models of care, e.g. risk 

stratification, disease registers, screening, and effectiveness of interventions. 

 

The redevelopment has enabled the release of land to support new housing (500 family homes and apartments, 

including key worker accommodation). A parcel of land has been sold to Enfield Council who are proposing to build 

a three-form entry primary school to provide much needed school places for new and existing residents. 

 

1.2 Planning assumptions 

Activity 

We identified our growth assumptions with due reference to the external assumptions in the planning guidance 

(2.3% growth in NEL and 1.1% growth in A&E attendances), as well as the c. 3% growth across NCL STP previously 

advised. These assumptions have been reviewed alongside a ‘bottom up’ review of our normalised trends in activity 

growth over the last 12 months. The specific uplifts we have applied are as follows: 

 

POD % 

Referrals 0.8 

A&E 1.6 

OP New 1.9 

OP FU 1.9 

Day case 2.5 

Elective 2.5 

NEL +1 day 2.4 

NEL zero LOS 4.5 

 

In addition to the above growth rates, we have assumed a 1.2% demographic growth rate across all other major 

PODs, and have applied additional non-demographic growth to specific services based on local service-level 

intelligence where underlying service growth is significantly higher than the above growth rates, these services 

include Liver Transplants, Chemotherapy and Oncology. Theses growth rates have been agreed with our major 

commissioners (NCL CCGs, Hertfordshire CCGs and NHSE Specialised Commissioning) and are contracted for. The 

critical factors that we have accounted for in the 2018-19 activity, income and workforce plans include: 

 

RTT & Cancer referral adjustments  

We are currently finalising our recovery plans for RTT. In order to meet the RTT target additional investment in 

activity would be needed from commissioners. At this time our local CCGs have confirmed that they are not in a 

position to fund a backlog clearance programme and as a result we have agreed that our plan and contract should 

assume that we will meet the minimum requirement of the planning guidance, that waiting lists at the end of 

March 2019 will not exceed levels at the end of March 2018. No activity or resource change is anticipated for 
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cancer where we expect to achieve access targets. 

 

Decommissioning and Service Changes 

Where a service has been decommissioned or a new service/contract has been won the impact of this the part/full 

year effect of this has been factored in, e.g. AAA screening; Brent Community Cardiology; GUM outpatients. 

 

Ambulatory Care pathways 

Activity plan might look different but is a technical shift within global activity with no planned impact on workforce 

and income. 

 

Clinical Practice Group work streams and pathways changes 

Implementation of the group model has included setting up a number of Clinical Practice Groups which will look at 
standardising pathways around continuously improving quality. We are working up benefits realisation for 7 
pathways in detail over next few weeks and an indication of impact will be included in the final plan in April. We 
could reasonably expect a further number of changes to activity and workforce patterns, and consequently income, 
all predicated on improved quality.  

 

Commissioner QIPP proposals 

These will be factored in as part of the final contract negotiations following NHSE & NHSI supported mediation and 
our assessment of likely impact; at present we have not yet been able to validate sufficiently granular plans to 
allow us to agree the majority of QIPP schemes from our local CCGs within the contract. QIPP schemes for our NHS 
England specialist commissioning contract are more developed and we believe achievable, with the large majority 
in excluded drug categories where 100% cost reduction can be achieved. 

 

Where QIPP schemes have been agreed in contracts, we have included the granular detail within activity and 
income at a POD-level (this applies for Hertfordshire CCGs and NHSE Specialised Commissioning).  For North Central 
London CCGs we have not yet been able to validate sufficiently their granular plans to allow us to agree QIPP 
schemes at a detailed POD and activity level.  Within the QIPP category of the clinical income position we also have 
provisions not applied to individual commissioners. This includes the potential impact of such things as fines and 
claims, particularly as we do not have the protection that comes from a control total compliant plan. 

 

Challenges, Marginal rates and technical contract requirements 

A 50% marginal rate will be applied to CCG contracts in North Central London over and above a baseline including 
forecast out-turn, adjustments and growth. There is no expected impact on workforce as a result. All other 
contracts are predominantly payment by results cost and volume contracts. As we have not agreed to our control 
total we will be monitoring the impact of fines and penalties which may be applied as a result and this is included 
within our NHS clinical income plan. Some of this is mitigated by the terms of our north central London marginal 
rate contract. Commissioner challenges have been factored in as a provision where there is a recurrent element 
that is likely to reoccur in 18/19.  These are predominantly technical challenges and the second year of cost 
neutrality for counting and coding challenges. 

 

Chase Farm transfers 

As part of the new Chase Farm hospital being commissioned we have been reviewing the site of surgical activity 
across the group. A number of surgical lists will move to Chase Farm before and during commissioning of the new 
hospital. We also expect there to be a small increase in local demand reflecting a new local hospital being available 
to residents.  

 

Site and service specific variation from national uplifts 
The significant service activity variations include haemophilia outpatients, oncology outpatients and chemotherapy 
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(10%), LSD drugs and liver transplants (10%). 

 

Dermatology 

Activity increase due to taking on NMUH service. Need to include estimate of FYE on activity and likely to be a 

workforce and cost implication.  

 

FIP assumption 

Planned reduction in WTEs and therefore some redundancies. No expected change to activity and income.  

 

 

 

 

 

 

 

 

 

 

 

Performance 

We last advised in the 2017-18 plan that our efforts were going to focus on cancer and A&E; this work continues 

and we were pleased to be compliant in Q3 2017-18 in cancer for the first time since Q2 2014. We continue to work 

on our Cancer performance. Pathway redesign work is ongoing to address causes of avoidable breaches in cancer 

standards, including better internal management of cross-tumour site pathways. 

 

For A&E our improvement work is starting to have an impact, for example our CPG work on streaming, starting at 

the RFH site. We have increased bed capacity at Barnet and additional out of hours GPs at the RFH site are reducing 

breaches. Key risks remain the likelihood of system redirections of ambulance and walk-in activity. In the workforce 

section we outline plans to meet the planning guidance targets:  we are committed to achieving  90% compliance 

against the 4 hour standard by September and 95% by March 2019.  

 

We will also continue to focus on RTT compliance which remains well below target. Our immediate focus is on 

reducing the number of long waiting patients, and we continue to target the elimination of all 52 week waits. 

Considering the affordability of local CCGs we have assumed that the RTT 92% target will not be met in 2018/19 but 

we continue to work with specialties to deliver the best result possible.  

 

1.3 Demand and Capacity planning 

Personnel changes meant that our proposed demand and capacity work did not complete as planned. As an interim 

measure we have carried out targeted support on an ad hoc basis in a number of areas. This includes a full demand 

and capacity review of Chase Farm hospital and more local reviews in areas such as Chemotherapy. We are about 

to recommence work on a new approach to systematic operational demand and capacity modelling. We want this 

to enable us to target capacity increases to have a direct impact on waiting times standards.  

 

2. Quality planning 

2.1 Approach to quality governance 

We advised in sections 1 and 1.1 of the revisions to the board and hospital site governance that have taken place 

Winter planning 

We expect our bed base will increase in winter as in previous years with corresponding staffing 

increases. As a starting point workforce has been worked up from M10 forecast outturn adjusted for 

non-recurring costs. From here a number of adjustments have been made. Growth/QIPP has been 

applied in line with activity information. FIP savings have been applied based on fully developed plans, 

plans in progress and potential opportunities and phased according to planned delivery. Likely winter 

pressure increases have been applied from Nov-Feb. And finally adjustments for known cost pressures 

have been built in. 
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since the submission of the 2017-18 plan. While the board committees at group level have necessarily shifted their 

focus towards group benefits, they receive the required reports on safety, experience and outcomes from the sites. 

We have taken care to ensure that in transition to the group structures the organisation remains sighted on critical 

business information, and this meant that in 2017-18 the trust-wide patient safety committee met in parallel with 

the new site committees until we were satisfied that the necessary reporting was in place. The sites have set up 

governance locally to be assured of the necessary standards. We have begun using standardised reports around key 

performance measures to assure ourselves of compliance across the group structures; their roll out and use will 

continue into 2018-19.  

 

Many of the group goals have a quality governance element. It is one of our group goals that all our sites will self-

assess as outstanding by 2018-19 and in 2018 we will hold an external well-led governance review. We have nine 

specific goals relating to quality: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

There are also pertinent goals relating to quality governance and a resilient organisation, including: 

 Demonstrable organisational health 

 QI embedded as our method of transformation 

 CPG pathways embedded, monitored and digitised 

 Being a digital exemplar (HIMMS level 7) and 

 Data quality (records include all key fields) 

 

The headline risks to quality 

Our Board assurance framework provides the means of monitoring the high level risks to quality. The BAF is 

considered regularly at the board and its committees, and risks are described for each goal, including the quality-

associated goals described above.  In addition, the sites have local governance, specifically Clinical Performance and 

Patient Safety Committees, which review key quality metrics and their risks. 

Quality-based  

goal 
Risk Mitigation 

All sites self-
assessed as 

CQC 
outstanding 

Continuous 
reduction in 

avoidable 
deaths 

Zero avoidable 
infection 

Patients would 
want to be 

treated at RFL 
(FFT>90%) 

Top 10% v peers: 
staff 

recommend as a 
place to work 

(FFT>90%) 

Top 3 for 
research 
citation 

Top 10% for 
education, 

training and 
workforce 

development 

Top ten for 
clinical trials 
participation 

Zero never 
events 

  Quality Improvement and 
Leadership Committee 

Clinical Standards and 
Innovation Committee 



 

11 

 

 

The embedding of QI as our method of supporting change and improvement, particularly in relation to our growing 

clinical pathway group work will continue, and there will be a specific focus on how we relate our QI work to flow 

and supporting access targets (see below on quality improvement plan).  

Zero never events Failure to learn from serious incidents or 
failure to identify areas of poor clinical 
practice causes similar incidents to 
recur. 

Monitor effects of the patient safety campaign, including 
avoidable harm and continue to implement the quality 
strategy. Serious incident investigation process embedded 

Continuous 
reduction in 
avoidable deaths 

Systemic deficiencies in quality and 
patient safety governance lead to 
deterioration in overall mortality rates. 

Avoidable deaths policy approved by board. Investigation 
of avoidable deaths 

Zero avoidable 
infection 

A lack of focus on maintaining infection 
prevention measures and training leads 
to an increase in HCAI incidence. 

Named Director of Infection Prevention and Control (DIPC) 
in place. Performance against the 10 compliance criteria in 
the Health and Social Care act (2008) monitored 

All sites self-
assessed as CQC 
outstanding 

The trust’s need to focus on access 
targets and financial improvement, 
along with other pressure to maintain 
performance, does not leave sufficient 
capacity for significant improvement 
across the broad range of CQC 
measures. 

Regular liaison with CQC to understand the developing 
inspection regime; Department action plans; Self-
assessments being produced; Well led steering group 
established; Senior leaders joining inspections. 

Top 10% v peers: 
staff recommend 
as a place to work 
(FFT>90%) 

The trust fails to reduce reported 
bullying and harassment resulting in 
poor staff experience, higher turnover 
and potentially reputational damage. 

Continue the internal communications strategy. Develop 
17/18 staff engagement plan, covering appraisal, team 
communication, bullying and harassment, staff 
engagement and feedback. Train additional mediators, run 
a ‘speaking up‘ campaign and work with areas reporting 
higher incidence of bullying and harassment to change 
their culture. 

Patients would 
want to be 
treated at RFL 
(FFT>90%) 

Financial improvement and efficiency 
measures (e.g. Portfolio review, fragile 
services) are perceived as cuts leading to 
negative media coverage and/or clashes 
with patient groups which damages the 
trust’s reputation. 

Quality Impact Assessments for all FIP plans;  Liaison with 
CCGs; Local community engagement for specific projects 
e.g. Chase Farm redevelopment; weekly comms media 
coverage report 

Top 3 for 
research citation 

Academic consultants lack sufficient 
capacity to delivery an extensive 
research portfolio and subsequent 
citations. 

Royal Free research strategy approved by board with 
governance process 

Top ten for 
clinical trials 
participation 

The trust lacks the necessary trials 
facilities, clinical infrastructure and 
support to attract and deliver sufficient 
large and/or ambitious trials. 

Institute in place 

Top 10% for 
education, 
training and 
workforce 
development 

The trust does not provide consistently 
high quality education and training for 
students and trainees and does not 
provide high quality development for its 
staff. 

Students/Trainees: action planning against feedback; local 
education lead roles; faculty development; local faculty 
groups; quality-linked mapping of tariff income (linked to 
job planning for medical); discretionary projects to drive 
quality. Staff development: leadership development 
framework; roll-out of QI training; in-house CPD and 
commissioned university programmes for nursing, 
midwifery and AHPs; expansion of simulation; expansion 
of apprenticeships; access to CPD funds and study leave. 
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Our Quality Account and its quality priorities reflect the following:  

 

Priority 1: Improving patient experience 
Priority 2: Improving clinical effectiveness 
Priority 3: Patient safety  

 
 

Priorities for 2018/19 Key measures for success 

To achieve trust certification for ‘The 

Information Standard’. 

To work with CPGs to embed the patient information approval process and 
ensure information produced via these channels are in line with the 
Information Standard requirements. To submit an application for to 
The Information Standard for information produced by the radiotherapy 
department - the department will act as our exemplar for further rolling out 
the standard. 

To further enhance and support dementia care 

initiatives across the trust through the delivery 

of the dementia strategy 

To fully implement the National Audit of dementia action plan. To embed the 

updated “8 things about me” document and filing information in the notes. To 

continue to work on the delirium pathway as part of the Frailty Clinical 

Pathway Group. 

To improve our involvement with our 

stakeholders (new priority for the trust) 

Specific measures will  be confirmed and included in the final version of this 

report 

Building on our 2017-18 objective to have at 

least 50 QI projects in place across the 

organisation, in 2018-19 we will focus on 

ensuring QI projects are supported through our 

divisional and hospital unit management 

systems. 

We are developing criteria with which to measure the maturity of our QI 

projects and the stages in the development of the quality learning system. We 

will track progress by divisions and sites against criteria over time. 

To develop a superior change-management 

capability this puts clinicians in charge of their 

clinical pathway to deliver high quality care to 

their patients across the RFL group. 

To have 7 pathways prioritised for digitation which are as follows: 

Preoperative Assessment; Elective Hip; Elective Knee; Right Upper Quadrant 

Pain; Induction of Labour; Pneumonia; Admissions to Neonatal Unit (‘Keeping 

Mothers and Babies together’) 

Safer surgery and invasive procedures 

 

To achieve zero Never Events by the end of March 2019. To increase by 75% 

the number of Local Safety Standards for Invasive Procedures (LocSSIPs) in 

place by the end of March 2019 

Learning from deaths (LfD) (new priority for 

the trust) 

To increase by 10% the percentage of reviews of patient deaths recorded 

centrally by the end of March 2019. To improve by 5% the sharing of the 

learning from serious incidents and patient deaths considered likely to be 

avoidable; as measured by staff survey data, by the end of March 2019 

To improve infection prevention and control 

(new priority for the trust) 

To achieve 10% reduction by year of E.coli bacteraemias. To achieve Trust-
attributed zero Clostridium difficile (C.diff) infections due to lapses in care by 
end of March 2019 

 

 

Seven day services implementation and standard 2 

The trust is part of a regional support group for the 7 day services implementation and audit (North Central London 

7-day service Network Group). The purpose of the group is to discuss the audit process, share ideas on how to 
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approach it and provide a safe space for open discussion.  The group includes representatives from University 

College London Hospital (UCLH), Royal Free, North Middlesex hospital and the Whittington hospital and NHS 

England.  

 

The RFL Group’s performance on the NHSE 7 day services audit in October 2017 showed that for Standard 2, 63% of 

patients were seen by a consultant within 14 hours of the decision to admit against a national average performance 

of 73%. Barnet Hospital and Royal Free hospital each carried out an internal audit in February 2018 in order to 

obtain a snapshot to further understand the issues related to our performance against standard 2. We are now 

preparing for the next audit before the end of April. Having regard to the outputs of the February exercise we are 

focusing on the need to embed standardised audit processes within divisions and sites. In the longer term, this 

lends itself to a QI project and this will be considered by our working group on seven day services when this first 

convenes in 2018-19. 

 

Learning from deaths 

We have developed our Learning From Deaths policy in line with the National guidance, with the policy being 

approved by the Board in October 2017.  Deaths are reviewed locally at Mortality and Morbidity speciality 

meetings, undertaken usually by the clinicians providing the care with review and challenge at the meetings by 

their peers.  These reviews use a variety of approaches from template forms to informal discussion.  The 

information gained from these reviews are shared locally and when an unexpected or avoidable death is identified 

this is reported as an incident. Deaths which meet the key criteria for Learning from deaths (LfD) case record review 

are identified by the patient safety and risk team.  Responsibility for reviewing these patients rests with the 

relevant teams /consultant in charge.   Any deaths where concerns are identified during the review process will be 

presented to the serious incident review panel for discussion and determination of avoidability and/or further 

investigation requirements. All completed LfD forms are reviewed by the Hospital Mortality review groups (MRG), 

which confirm Likert scoring and highlights lessons learnt and provides a summary report to the Mortality 

Surveillance group (MSG). The quarterly Mortality surveillance group (MSG) reviews the Mortality review group 

(MRG) summary data and receives assurance that the Learning from deaths (LfD) process is robust. The Mortality 

surveillance group (MSG) reports into the Clinical innovations and standards committee (CSIC). The Board receives 

quarterly reports and learning is shared via the Hospital Mortality review groups (MRG) and published in the 

Quality Accounts. 

Implementation and roll out of the National Early Warning Score 2 (NEWS2) 

The trust has a defined strategy for implementation of the National Early Warning Score 2 (NEWS2) as part of the 

trust’s Global Digital Exemplar programme. Clinical aspects of the project are signed off by a clinical reference 

group, chaired by a hospital medical director. Oversight is through the trust’s digital board which reports into the 

Group Services and Investment Committee. A paper version of NEWS2 is currently being tested on a number of 

wards at Chase Farm, prior to the finalisation of the electronic version of the system.  Once signed off, with internal 

approval for NEWS2 and ICO approval of the use of the existing DeepMind apps within the trust’s systems, this will 

be embedded in the trust’s Cerner electronic patient record (EPR). A full ward test of the system will then be 

carried out. Initial approvals are anticipated by the end of April 2018. Subject to those approvals being granted the 

system will be implemented at Barnet and Chase Farm hospitals by Q3 2018 followed by the Royal Free in 2019. 

 

2.2 Quality improvement plan 

We went into partnership with the Institute for Healthcare Improvement in 2017. As part of our multi-year 

programme to embed QI across the group the IHI came to the RFL on 27/28 November for an annual strategic visit. 
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Following a report of that visit we have identified six priority actions over the four major elements of the QI 

programme to be implemented over the 2018-19 planning period and beyond, as follows: 

 

Strategic guidance and leadership 

1. Develop a QI narrative for staff and patients 

2. Increase leadership visibility and ownership for QI  

Capability and capacity 

3. Develop recommendation for introducing hospital unit- and divisionally-based learning systems to track QI 

work and embed QI into usual work 

4. Further develop the ability of Divisional and Group function leadership to lead for improvement 

QI Infrastructure 

5. Determine how to provide adequate support to QI projects and QI learning systems  

Signature Initiative 

6. Determine focus and approach to signature initiative. 

 

Clinical Practice Groups: progress and forward priorities 

The programme has utilised a series of large group engagement workshops to establish pathway team working 

and develop agreed evidence based pathways for high priority clinical conditions. Whilst individual pathways 

vary in rate of progress all major programme milestones have been achieved.  

 

Pathway teams are currently finalising:  

• Development of proposed future state pathway and timetable for testing  

• Analysis of patient pathways using random sampling techniques to identify unwarranted variation  

• Development of a detailed outcomes measurement plan for all pathways  

 

As part of the Global Digital Excellence Programme 20 pathways will be digitised over next 2 years:  

• Prioritisation for pathway digitisation has been agreed with a goal of seven pathways digitised at time of roll 

out of Millennium Model Content and the opening of the new Chase Farm Hospital. A team with RFL IM&T, 

Cerner and CPG representation will lead this process.  

 

Key Challenges as we transition to digitisation of pathways to consider are as follows:  

• Ensuring the integrity and usability of the pathway for patients and clinicians  

• Risk to patient care across hospitals sites where digitisation has not taken place e.g. patients seen at the Royal 

Free Hospital but need an operation at Chase Farm Hospital  

• Understand and clarify the governance, roles and responsibilities of the partnership between Cerner and RFL 

Group in pathway development  

• Spread and sharing of this work with wider NHS community  

 

2.3 Summary of the quality impact assessment process 

The quality impact assessment process has been reviewed to be fit for purpose in a group context; a revised 

process was approved in early April to ensure there was appropriate clinical assessment of plans at a site and a 

group level. The diagram below shows the new process as compared with the old process. 
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A Clinical Advisory Group (CAG) meets monthly to discuss programmes and projects which are high risk or high 

value. The CAG, made up of clinicians (consultants, nurses & AHPs) reviews major elements of the programme, 

provides external validation, and assurance to GEC that the impact on quality of all FIP schemes has been robustly 

considered. The group will continue to review risk documentation for schemes and identify any areas where further 

assessment of quality impact may be necessary. FIP schemes which EITHER have at least one red-rated risk OR are 

recommended to CAG by the author on other clinical grounds will be referred to CAG through the Service 

Transformation PMO office.  CAG will also audit projects to ensure that the risk mitigation is being carried out 

correctly. This audit is to be carried out on the basis of schemes on plan, not only those with PIDs. 

 

The majority of our cost reduction and QI initiatives are developed by the service lines within our divisions, with a 

further set of cross cutting initiatives (relating to services which span all divisions, such as pharmacy, pathology, 

therapies, procurement) constituting our Financial Improvement Programme .  It should also be noted that through 

the relevant division services participate in internal CQC quarterly reviews which review and challenge their 

strategies and initiatives, identifying and reviewing risks. These reviews form a key input into the NHS Improvement 

well-led framework self-assessments.  

 

2.4 Summary of triangulation of quality with workforce and finance 

The trust finance and performance dashboard incorporates key quality, workforce, finance and performance 

metrics which are reviewed at each board meeting. The dashboard provides an integrated view of the overall trust 

performance in line with the trust’s governing objectives. This dashboard is reviewed in a number of forums – 

including site level Finance & Performance committees and in the monthly site to group performance improvement 

meetings. In preparing the 2018-19 plan, we have been convening two planning groups for the last 4 months: the 

first a smaller technical group comprising planning, finance, income, performance, information and workforce 

representation; the second a larger forum that also includes site finance and operations directors, plus corporate 

transformation and FIP input.  This has been the primary means by which we ensure there is triangulation of 

planning inputs. 

 

 
3. Workforce planning 
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3.1 Workforce planning and strategy 

As previously advised, our workforce strategy 2011 – 2017 was adapted in 2014 to account for the acquisition of 

the Barnet and Chase farm hospital sites. The strategy is to be renewed from 2018 and is expected to have 

continued focus on the following: 

 

 workforce planning and productivity 

 organisational culture, values and behaviours 

 leadership development 

 staff experience, retention and engagement  

 new roles 

 health and wellbeing of staff  

 equality and diversity (including WRES)  

 bank and agency reduction 

 HR, OD and education service delivery improvements and efficiency 
 

Governance is provided through the trust’s workforce planning & productivity group (leading on workforce 

planning and utilisation), and the education & workforce development committee (concentrating on staff 

development and training and delivery of commissioned undergraduate and postgraduate education).   

 

3.2 Workforce productivity - key initiatives  

Table 1: Summary of workforce productivity programmes 

Programme Key interventions Updates for 2018-19 

Nursing recruitment 
and retention 
 

Recruitment plans and initiatives (e.g. 
careers fairs, on the day sign-up etc.) 
New training and development 
Induction and support (preceptorship) 

Retention programmes in place 
for each site 

Nursing productivity 
and planning 

e-rostering deployment 
Shift pattern review 
Skill mix review 
Agency reduction 
Bank auto-enrolment 

As previously advised 

Medical Workforce 
planning and 
productivity 

Job planning 
Bank and agency booking process and 
authorisation 
Waiting list initiative reductions 
Recruitment reviews 
Service line reviews 
Bank auto-enrolment 

As previously advised 

Transformational/new 
roles 

Physician Associate pilot 
Nursing Associate pilot 
New role design and engagement (including 
rehab support worker, patient navigator etc.) 

Expansion in the numbers of 
both physician and nursing 
associates following the pilot 
schemes. 

Allied Health 
Professionals 

Utilisation review 
Agency reduction 
Bank auto-enrolment 

As previously advised 
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Workforce also forms a significant part of key change programmes such as the emergency department re-

development at the Royal Free Hospital and the re-development of Chase Farm Hospital.  

 

To update further on last year’s plan: 

- We continue to collaborate on STP initiatives in north central London. This is currently targeted on 

harmonised policies across the patch, the first of which will be the recruitment policy. 

- The most important workforce risk currently being planned for is recruitment and retention. This is caused 

by staff shortages and the impact of exiting the EU in March 2019; plans for overseas recruitment continue. 

 

A&E plans 

We are exploring a number of initiatives in 2018/19 alongside implementation of specific site plans: 

 the possibility of having an ED clinical lead working across the group and its sites; 

 following our work with ECIST, we are considering how to ensure there is a robust primary care front door 

in place at each site, suitably tailored to the different challenges and pressures experienced at each. 

 

We have commissioned a front end urgent care service review with a view to putting suitable models in place for 

winter 2018-19. This will review the current front end urgent care models at each site; identify factors impacting on 

delivery of the four hour standard and the proportion of patients transferred to ED; and make recommendations to 

address those factors. It will also advise on improving interaction with other health agencies. 
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4. Financial planning  

4.1 Financial forecasts  

 

FY19 Financial plan summary 

A deficit of £65.8m (before impairment) is planned, after delivery of £45.5m of FIP savings. The underlying deficit is 

projected to improve by £22m, mainly as a result of addressing some historic income pricing issues and recurrent 

FIP savings greater than inflationary cost pressures.  

 

FY19 Control total 

The Royal Free Hospital NHS Foundation Trust has continued to work closely with NCL STP and regulators on the 

refresh of the 2018/19 financial plan. In the 2017-19 operational plan submission, the RFL board accepted the 

revised control totals for FY18 and FY19 issued to it by NHSI on 1 November 2016, subject to a series of conditions 

and circumstances set out in more detail in our letter to the Executive Director of the London region at NHSI dated 

24 November 2016. For the refresh of the 2018/19 plan, it has become clear that the system conditions required to 

allow acceptance of the 2018/19 control total are not in place. Therefore, in this submission, the RFL board was 

unable to accept the control total for 2018/19.  

 

FY19 plan refresh compared to prior year 2 year plan 

The approach to FY19 planning is anchored in the Group Financial Strategy, approved by the trust board in 

September 2017, which sets out the strategic actions required over a 4 year period to return the trust to an 

underlying breakeven financial position.  

 

An exercise was undertaken to build the FY19 plan from the bottom up, and compare this with the requirement to 

meet the control total of £39.5m.  

 

The Board has considered the gaps to control total and drawn the conclusion that the control total is unachievable 

for the following reasons: 

 Operational savings of £54.6m are unachievable whilst maintaining quality. A more achievable yet 

stretching target of £45.5m has been set. The FIP target for FY19 is 5.5% of controllable income. 

 The strategic savings relate to income from commissioners paying full PbR rates for activity. However 

despite the fact that we have been able to address a number of historic pricing issues in contract 

negotiations we have continued to be subject to high levels of contract claims and challenges and 

counting and coding challenges. We also assume that the marginal rate remains in place for NCL CCG over 

performance and as we have not submitted a control total compliant plan we will be subject to fines.  

 The profit on disposal from the sale of the QMH site has been deferred to FY20 as part of the trust board 

strategy to realise maximum value for taxpayers. An OBC to select the preferred option for the site was 

approved by the Trust Board in March 2017. The option to dispose of the site without planning permission 

was approved as the preferred option, however due to the wide range of valuations for the site, a 

selective marketing exercise is being undertaken to determine the trust market value of the site. Once the 

outcome of this is known, the options appraisal can be re-run and the preferred option confirmed. The 

target of realising maximum value from the site is overseen by the Land Opportunities programme board 

which reports into the trust board. A member of the NHSI regional team regularly attends this meeting to 

ensure the regulator is kept fully appraised of developments.  

 

4.2 Financial risks 

There are risks to the financial plan, which are described below along with mitigations in place to reduce the impact 

of the risk.  
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 Delivery of FIP – mitigated by detailed work to fully identify and document schemes before the start of the 

financial year. Peter Herring has been appointed by the trust Board to review FIP plans. 

 Cost pressures exceed plan – mitigated by site level management of financial performance and stringent 

governance process for approval of cost pressures 

 QIPP does not result in planned activity reduction, leaving stranded costs – mitigated by contractual 

discussions to ensure the trust sign off on QIPP schemes before agreed into the contract.  

 

4.3 Financial planning assumptions 

FY18 underlying financial position 

The FY19 financial plan is built up from the FY18 underlying financial position. Detailed analysis has been 

undertaken to identify underlying adjustments relating to non-recurrent items or adjusting for the full year effect of 

in year changes. This analysis is undertaken every month, with the same methodology used by Deloitte to inform 

the financial strategy approved by the Trust Board in September 2017.  

 

Clinical income 

The clinical income figure remains the biggest variable in this final operational plan submission. This is due to the 

ongoing status of negotiations with commissioners and the nature of the future contract.  We have agreed 

contracts for our NHSE specialist commissioning contract and with our Hertfordshire CCGs. We continue to have a 

sizable gap to close with our biggest commissioner, NCL CCGs. We have entered an NHSI and NHSE sponsored 

mediation process and as a result we are arranging a clinical review of all QIPP schemes. Growth has been planned 

for, and agreed, based on our best view of realistic growth (using ONS demographic growth, non-demographic 

trends and detailed service review).We continue to only agree QIPP reductions where we are have assurance that 

they will deliver.   

Other income 

The key driver of movement in other income is transaction funding agreed as part of the acquisition of Barnet and 

Chase Farm Hospital NHS Trust in 2015. Transaction funding of £21.8m in FY18 reduces to £12.1m in FY19. Another 

key driver is loss of education and training income in line with HEE guidance.  

 

Cost assumptions 

Pay and non-pay costs are forecast to increase due primarily to inflation, the cost of activity growth, partly offset by 

FIP delivery in year. Growth in TEDD income is assumed to be matched by growth in TEDD cost. QIPP activity 

reductions are assumed to result in a 50% reduction in cost, on the assumption that fixed costs will not be removed 

if the activity reduces.  

Specific known cost pressures have also been built into the forecast. The most significant of these are non-

recurrent redundancy, opening and implementation costs relating to the opening of the new Chase Farm Hospital 

in 2018.  

 

Cash 

During the forecast period, the trust plans to continue drawing down from the DH working capital facility as trading 

will not generate sufficient cash.  

 

Site based budgets 

The budget setting process is being carried out at a site level and the exit run rate has been calculated for each site, 

to which is applied planning assumptions. This will then be signed off by the site director for financial performance.  

FIP allocation for Barnet and the Royal Free sites represents 5% of their controllable spend as FIP target. All pay 

budgets need to show a minimum of 3% cost out or productivity improvement.  
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4.4 Efficiency savings for 2018/19 

2018/19 Programme  

Savings are necessary to deliver the Trust’s financial plan and to deliver the national efficiency requirement as 

expected within the tariff uplift and as required by NHSI. Savings schemes will comprise a combination of site 

schemes and cross-Trust work streams. The trust has a FIP target of £45.5m which equates to 5.5% of total income 

excluding TEDD (5.4% in FY18), and 6.7% of clinical income (6.5% in FY18).  

 

4.5 Capital planning 

The Trust continues to work within its Estates Strategy which reflects both clinical and strategic priorities. This 

prioritisation drives a multi-year capital programme that includes backlog maintenance, infrastructure and 

compliance improvement and service development.Over the past year there has been significant progress in 

delivering a number of key improvement and strategic schemes, most notably: 

 Redevelopment of Chase Farm Hospital  

 Completion of Phase 1 of the Emergency Department refurbishment at RFH 

 Completion of Part 1 of the ward improvement programme 

 Improvements to Manufacturing Pharmacy and Nuclear medicine  

 Continuation of the backlog maintenance programme 
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5. Link to the local sustainability and transformation plan 
 
5.1 Link to STP vision and the Royal Free London’s role  

 

As previously reported, the aspirations of the NCL STP to advance population health outcomes sit well with the 

Royal Free London’s strategic outlook and our established work on care pathways, care models and digitisation.  

Over 2018-19 we anticipate exploring more fully the opportunities provided by integrated care systems through 

our population health and pathways committee.  Our developing group structures and benefits provide a helpful 

means of realising STP ambitions and taking steps towards the development of integrated care systems: for 

example, advancing replicability of successful care models developed in local “neighbourhood” geographies. We 

are encouraged by the development of Care Closer to Home Integrated Networks this year and see their 

development over 2018-19 as helpful steps towards a “population health” orientation across the patch. 

 

Technology and the digital agenda 

The NCL STP has made a commitment to optimise the use of technology to drive radically different change. RFL 

leads this STP work-stream and has much to bring to this agenda through being designated a centre for global 

digital excellence, as well as its work with Deep Mind, and Cerner as part of the group model.  In 2018-19 we will 

continue our work advancing the four tenets of our GDE program: 

 reducing unwarranted clinical variation through digitisation of standardised care pathways 

 opening the new Chase Farm Hospital to be one of the most digitally advanced hospitals in Europe (HIMSS 

level 6) by summer 2018 

 implementing a population health management platform 

 inter-operability and innovation solutions e.g. DeepMind Streams.    

 

Our Group Chief Executive is leading the STP work on digitisation, providing a clear means of enabling leverage of 

benefits across the local system. 

 

5.2 Key work streams impact on the Royal Free 

 

1. Planned Care 

Interventions for 2018-19 include POLCEs, Pathology, MSK, Gastroenterology and colorectal care; and Clinical 

advice and navigation (CAN).  

 

2. Urgent & Emergency Care 

This coming year the focus will be on: Adult admission avoidance; Ambulatory care; Simplified discharge; Last phase 

of life care; Reducing NEL admissions for children; and ED front door streaming and redirection. 

 

3. Care closer to home / prevention 

Work with CHINs over 2018-19 has an identified value of £1.76m system benefit against the Royal Free London.  

 

4. Estates strategy 

We are making good progress on an STP wide estates strategy with taking forward re-development of the St 

Pancras site a priority for 2018-19. 
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6. Membership and elections 
 
6.1 The council of governors 

Elections to the council of governors were held in September 2017 and March 2018 and are next scheduled to take 

place in September 2019.  The council of governors currently comprises: 

 8 patient governors; 

 8 public governors;  

 6 staff governors; and 

 4 appointed governors (+1 current vacancy) 

  

Around half of the membership is relatively new to the trust and there is an ongoing induction and development 

programme to support governors in fulfilling their role. This encompasses bespoke programmes where necessary in 

recognition of the varied skill sets and experience of the governors.  

 

6.2 Membership 

As of 3 April 2018 there are 28, 402 members, comprising 12,482 public members, 4,945 patient members 

and 10,975 staff members.  Approximately 7, 900 new patient and public members have joined since the 

acquisition of Barnet and Chase Farm hospitals in July 2014. 

 


