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AGENDA

Apologies for Absence

Disclosable Pecuniary Interests

Members are reminded that they must not participate in the discussion or voting
on any matter in which they have a Disclosable Pecuniary Interest and should
leave the room prior to the commencement of the debate.

Minutes (Pages 1 - 8)

The minutes of the meeting held on 29 September 2014 are attached for
confirmation.

Future Fit (Pages 9 - 16)

An update on the progress of the Future Fit Programme will be provided by the
Senior Responsible Officers.

The Committee will then consider the responses to the questions submitted to
NHS and Local Authority Representatives regarding the Programme (attached)

Papers which support answers to some questions will follow when they become
available after a Future Fit Programme Board meeting on 4 February 2015.



TELFORD & WREKIN COUNCIL/SHROPSHIRE COUNCIL

JOINT HEALTH OVERVIEW AND SCRUTINY COMMITTEE

Minutes of a meeting of the Joint Health Overview and Scrutiny
Committee held on at 4.00pm in Training Room 5/6, AFC Telford
Learning Centre, Haybridge Road, Wellington, Telford TF1 2TU

PRESENT — Councillor D White (TWC Health Scrutiny Chair) (Chairman),
Councillor G Dakin (SC Health Scrutiny Chair), Ms D Davis (TWC Health
Scrutiny Co-optee), ClIir S Jones (SC), Mr R Shaw (TWC Health Scrutiny Co-
optee) and (from 4.20pm) Mrs M Thorn (SC Health Scrutiny Co-optee).

Also Present —

Fran Beck (Executive Lead Commission T&W CCG)

James Briscoe (Consultant Psychiatrist, Shropshire & South Staffordshire
Healthcare Foundation Trust)

Wendy Brook

Paul Cooper (Commissioning and Service Redesign Lead - Mental Health and
Learning Disabilities — Shropshire CCG)

Dr Julie Davies (Director of Strategy and Service Redesign — Shropshire
CCQG)

Yvette Jones — Social Worker (SSSFT)

Gary Joy- Senior Mental Health Nurse ( SSSFT)

Emma Thompson-Carse — Social Worker ( SSSFT)

Zena Young (T&W CCG)

Andrew Hughes - Project Director (SSSFT)

Lesley Crawford (Director of Mental health Services — South Staffordshire and
Shropshire Healthcare NHS Foundation Trust)

Paul Taylor (Interim Director: Health, Care & Wellbeing, TWC)

Clir A R H England (Cabinet Member: Adult Social Care, TWC)

Clir L Chapman (Portfolio Holder: Adult Services, SC)

Mrs F Bottrill (Scrutiny Group Specialist, TWC)

Miss D Moseley (Democratic Services Support Officer, TWC)

Ms A Holyoak (Committee Officer, SC)

Steph Wain (Commissioning Specialist, SC)

JHOSC-6  MINUTES

RESOLVED - that the minutes of meeting of the Joint Health Overview
and Scrutiny Committee held on 19 June 2014 be confirmed and signed
by the Chairman.

JHOSC-7 APOLOGIES FOR ABSENCE

Mr D Beechey (SC Health Scrutiny Co-optee), Clir T Huffer (SC), Cllr J Minor
(TWC) and Mr M Withnall (TWC Health Scrutiny Co-optee)



JHOSC-8 DECLARATIONS OF INTEREST

None

JHOSC-9 REVIEW OF THE MODERNISATION OF MENTAL HEALTH
SERVICES IN SHROPSHIRE AND TELFORD &WREKIN

Following the introduction of representatives from the South Staffordshire and
Shropshire Healthcare Trust, Telford and Wrekin Clinical Commissioning
Group and Shropshire Clinical Commissioning Group, the Commissioning and
Service Redesign Lead introduced the report on the findings of the review of
the Business Case for the modernisation of Mental Health Services in
Shropshire and Telford and Wrekin which was approved in 2011. He gave
some background to service provision in the area, stating that there had been
an ambition to provide a new patient facility to replace the old Victorian
asylum, known as Shelton Hospital, since 1956. The project was completed
ahead of schedule, with the new hospital being only one element of a wider
strategic approach to modernising mental health services, which also included
a new model of care and review of community services, including dementia
services and crisis prevention.

James Briscoe, Consultant Psychiatrist at Redwoods, set out the
achievements of the review:-

e Success of Commissioning Provision with more people supported in
their own home. This had been achieved through the provision of
additional dedicated staff in the Community Mental Health Team and a
different model of care including an increased level of community
activity.

e Length of stay had appropriately reduced within the revised
commissioning model.

e Piloting a 7 day service for people who suffer from Dementia, which
had resulted in reduced admissions due to the support and care
received in the community.

e Adoption of Purposeful Inpatient Admission Process (PIPA)
demonstrated a further reduction in length of stay.

e The design of facilities at The Redwoods Centre provided a building fit
for purpose.

Mr Briscoe continued by explaining identified challenges and next steps
following the review which focussed upon:-

e A need to understand and improve options around increased
Psychiatric Intensive Care Use (PICU) in Telford and Wrekin.

e Looking to explain the difference between community services in
Shropshire and Telford & Wrekin, which was related to data on
occupied beds.

e Consult on the future use of Castle Lodge.

e Further examine how to reduce length of stay and occupancy levels.

Gary Joy, Senior Mental Health Nurse, explained his experience of the
service and significant changes which had taken place over the last three



years, noting a reduction in staff and changing model of care away from the
recovery model. He noted that there had been in a rise in referrals and it was
important to focus on patient needs, rather than what they want which
presented a challenge to changing culture and expectations. This theme was
expanded by Emma Thompson-Carse, Social Worker,who identified that a
significant number of patients had been service users for 10-15 years and this
required delicate management of expectations, whereas with new patients, it
was easier to implement the recovery model with in-patient care being a last
resort. Ms Thompson-Carse also commented upon the pilot of 7 day
dementia service provision, noting that carers had reacted positively to this
responsive service from experienced staff.

The long journey towards modernisation and the more focussed approach
required was noted by Yvette Jones, Social Worker, and the different issues
identified by both CCG Boards was noted: for Telford and Worekin,
benchmarking data was sought especially regarding caseloads and
readmission rates with a rise in dependency noted, whereas Shropshire
identified issues regarding quality measures and the family and friends test,
exploring the difference between the community teams and recruitment
difficulties.

The Chairman noted that some improvement in service could be identified, for
instance around dementia care, but registered concern that there were still
some major problems and he sought views from the Cabinet Members,
particularly around consultation engagement. Paul Taylor (Interim Director:
Health, Care & Wellbeing, TWC) supported the underpinning direction of
travel for the service but believed that the reports flagged up issues to
improve joint working arrangements and he felt communication between the
parties was a key issue. He identified potential issues regarding out of area
care which would affect Approved Mental Health Professionals in terms of
recovery and support for dementia care outside hospital placing an increased
cost responsibility on Councils particularly in light of increasing placement
costs. Clir AR H England (Cabinet Member: Adult Social Care, TWC) picked
up the communication issue, noting the perception that there was a lack of
involvement at service user level, which was brought home by the closure of
Castle Lodge which carers, who bore the brunt of work in the community, saw
as a respite facility. He also felt that a joint approach would be most
beneficial expressing a wish for the NHS to work more closely with the Local
Authorities in developing their reasoning behind changes and addressing
issues. Clir L Chapman (Portfolio Holder: Adult Services, SC) echoed the
views of Cllr England, also citing a lack of adequate engagement but noted
encouraging signs of new ways of working, particularly in Shropshire where
there was evidence of more joined up working with the voluntary sector.

Continuing the theme of communication and lack of engagement, the
Chairman noted that volunteers and community groups were not represented
at the meeting and that methods of engagement needed to be identified so
that their concerns and needs could be acknowledged and their role could be
better recognised. He felt that service users were more confident in speaking
to non-experts in this regard.



A Member also identified issues regarding engagement highlighting the
exclusion of the provider sector from consultation events and concern
regarding lack of support in care homes in terms of circumstances where
acute needs were identified which fed into concerns regarding commissioning
for beds. Concerns regarding continued reliance upon out-of-county
placements were raised together with support for carers. It was noted that
GPs were still not picking up on signs of stress in carers and that carer
breakdown too often resulted in patient admission.

Opportunities for the redesignation of beds at The Redwoods Centre, which
would support a pilot for mental health rehabilitation involving a third sector
partner were noted and further information sought. Members were advised
that the pilot would be county-wide and would look to identify which carers
were at risk by March 2015 and create a register of carers to receive home
support. The aim was early intervention and would involve joint working with
private carers and the voluntary sector. Results would be known in Summer
2015.

Discussion took place regarding the variation in levels of occupied bed days
and use of the PICU in Stafford between the two local commissioners. With
regard to increased PICU use in Telford and Wrekin, NHS representatives
indicated that this was a pattern not previously seen and some work was
required to analyse and understand the upward trend. The Chairman and
Cabinet Member: Adult Social Care, TWC both commented upon social
deprivation and social demography of the new town, noting the stresses of
living conditions in smaller units and the likelihood that extended families
would live in close proximity. A Member also expressed concern regarding
out-of-area placements, noting the stress on patients, carers and families, and
with regard to bed use questioned whether Castle Lodge could be brought
into use primarily for older people with dementia and whether it was still the
case that Shropshire utilised under-used placements commissioned for
Telford and Wrekin. NHS Representatives agreed that the disparity in PICU
use was somewhat concerning but more work was required to understand the
reasons for this. A collective approach between providers and commissioners
would be required. Fran Beck (Executive Lead Commission T&W CCG)
concurred that more engagement on this issue was required and offered
assurance that CCGs would be looking to rapidly drive these issues forward
to solution.

The Chairman expressed concerns regarding support for dual-diagnosis
patients and the need for a qualified expert in the autism spectrum. The
Consultant Psychiatrist, Shropshire & South Staffordshire Healthcare
Foundation Trust explained the clinical difficulties in providing support for
dual-diagnosis patients, noting the vicious circle around being unable to
provide mental health counselling for an intoxicated person who also needed
to work with substance misuse teams. The Interim Director: Health, Care &
Wellbeing (TWC) indicated that this issue had been recognised by the Local
Authorities and Drug and Alcohol Service and that discussions had taken
place regarding a more joined up approach. The Executive Lead



Commissioner T&W CCG also noted the difficulties providing solutions in
complex situations but felt that too much significance was placed on diagnosis
on the spectrum when the real issue was the solutions that could be provided.

A Member offered to share the points he had noted when discussing mental
health care with both staff and service users which he felt would add context
in terms of the report presented.
From staff:-
e Lack of whistle-blowing culture, staff were afraid to speak up
e High level of absenteeism due to stress and low morale
e No time to do a proper job with support being handed to the voluntary
sector
e Patients placed out of county due to a lack of beds
e Discharge occurring too eagerly
e Care at the Redwoods facility was exceptional
From service users:-
e Lack of staff continuity
e No in-county secure beds
e Nowhere for potentially violent dementia patients. A particular incident
with an Alzheimer’s patient was cited where the GP had failed to spot
the potential for violence and the resulting fear caused to the patient’s
partner.
e Inadequate children’s services

In response, NHS Representatives offered their perspective on staff issues
raised. Ms Thompson-Carse, Social Worker, noted that the team in which
she worked was close-knit with a low absence rate and just a couple of staff
with long-term sickness issues, staff had a level of autonomy and were
respected as practitioners with regular meetings taking place and care
provision followed through until it was inappropriate to do so (for instance, in
the case of over-dependency); training was always supported and an open
relationship with managers existed. Similarly it was noted that any staff issues
raised were always voiced and acted upon. The Director of Mental health
Services — South Staffordshire and Shropshire Healthcare NHS Foundation
Trust stated that monthly absence modelling took place and concerns were
identified; individuals were encouraged to raise issues without fear of reprisal.
Assurance was offered on the role of the commissioners addressing
incidences of training and sickness, review by external bodies (eg peer review
and CQC assessment) and the occurrence of regular serious incident
meetings which allowed lessons learnt to be translated into practice. The
Cabinet Member: Adult Social Care, TWC commented upon the perception he
had of an open, honest and caring Trust.

The Chairman considered that it was imperative that a dialogue take place
between all the parties, with the Local Authority as a key partner, and with
community groups supporting users as they had knowledge on the ground.



The Chairman sought reassurance that the Service would be NICE compliant
and, due to the various NICE guidelines in existence the Scrutiny Officer
agreed to send further details to the Commissioners.

Debate turned to consultation on the future of Castle Lodge. The Director of
Mental Health Services — South Staffordshire and Shropshire Healthcare NHS
Foundation Trust advised that a report was due in October which would set
out consultation details and the Cabinet Member: Adult Social Care (TWC)
urged that events should take place in the locality.

The Chairman asked how Mental Health Services worked with SaTH
regarding treatment options. The Director of Mental Health Services — South
Staffordshire and Shropshire Healthcare NHS Foundation Trust advised that
there was a good working relationship with liaison at A&E and significant
investment in the Rapid Access Interface and Discharge (RAID) scheme had
placed more staff within the Accident and Emergency setting and who were
also available to help patients in an acute setting. The report did not include
evaluation of the RAID Service. The Commissioning and Service Redesign
Lead - Mental Health and Learning Disabilities — Shropshire CCG explained
that the RAID initiative offered support to patients with co-morbidities, noting
that 2/3 of patients admitted to hospital were over 65 and 2/3 of that number
suffered from undetected dementia. Commissioning of the RAID service
aimed to meet two main service standards: that every referral in A&E be seen
within one hour and all other referrals seen within 24 hours — a target which
had been met. The degree of collaboration, treatment and assessment or
prevention was pleasing. A Member shared an experience with the
Committee wherein a gentleman had been admitted to hospital in otherwise
good mental health but the pain medication administered had resulted in
dementia-like symptoms and a number of detrimental assumptions about his
care, the gentleman was having to undergo significant rehabilitation to regain
his former good health. NHS Representatives asked the Member to
encourage the patient or his carer to make a formal report so that a clinical
review could take place. Another case was raised where a GP had failed to
recognise a mental health issue resulting in patient death. The Executive
Lead Commissioner (T&W CCG) said that it was an important part of the
process to study how the Trust could learn about such cases earlier and
provide a proper conduit for information.

The Project Director (SSSFT) recognised that there were a wide range of
issues identified by the Committee, but he explained that these were outside
of the scope of the review that had been undertaken which focussed on the
performance of the inpatient service at the Redwood Centre.

In the circumstances, the Chairman agreed to receive comments from two
members of the public attending the meeting who raised issues regarding the
poor response to mental health among the homeless, changing model of
commissioning, the failures of the friends and family test, the best way to
consult with service users to assess perception of services and how to
support carers and maintain support.



The Committee was advised that a separate report on partner engagement
was available which could be circulated.

Turning to the aspect of the report dealing with the Next Steps, the Co-
Chairman (SC) indicated his concern regarding those project objectives which
remained unconfirmed or not achieved. The Chairman stated he had
difficulties agreeing with the conclusions of the report and felt it was important
to continue to work together with community groups to improve the service.

The Cabinet Member: Adult Social Care, TWC noted future action points
included support to the key aims of Future Fit and co-location and it was
advised that the inference was that RAID services co-located with the A&E
Department wherever that may be.

A Member sought clarification of the ward designations at The Redwoods
Centre and The Director of Mental Health Services — South Staffordshire and
Shropshire Healthcare NHS Foundation Trust advised that Oak was a
dementia ward for younger and older people and Holly was a functional ward.
The ward designations were working well and each patient had their own
bedroom and en-suite.

To conclude the debate, the Chairman indicated that he believed the mood of
the meeting was that although there had been a long journey to this point and
tremendous strides forward had been taken, the conclusions of the report
could not be endorsed. NHS Representatives indicated that the conclusions
were based on the Full Business Case and felt that the issues raised in the
meeting were much wider than that remit.

In response to questioning, The Executive Lead Commissioner (T&W CCG)
indicated that the future action identified in Table 9 would be undertaken by
small teams, but broader representation and wider steering groups would
agree the work.

The Chairman proposed that a formal response from the Co-Chairmen be
sent to the appropriate organisations based on the Committee’s discussions
and identifying areas of concern for further work and reporting to be
undertaken. He also felt that it was important for the Committee to talk to
service users and appropriate community groups. The proposal was
seconded and unanimously agreed.

RESOLVED - that the Co-Chairmen write to appropriate organisations to
set out the Committee’s concerns and identify areas which require
further reporting and that the Committee engage with service users and
appropriate community groups to invite them to share their experiences
of Mental Health Services.

The Chairman thanked everyone for attending and concluded the meeting at
5.44pm.






QUESTIONS FROM JOINT HOSC REGARDING FUTURE FIT

ACUTE SECTOR AND WMAS

Question from Joint HOSC Name of Please indicate below if question will be
person who provided via:
will provide
answer e A written response (needed by 2"
Feb)

e Verbal response at meeting
e Be answered at a future date —
(please state when if known)

1. How are organisations working together to Caron Morton verbal
address the challenged services at the David Evans
acute Trust e.g. A&E and ensure they are
safe until changes are made.

2. How will you work together to resolve the Caron Morton verbal
wider capacity issues and reduce the David Evans
number of patients fit for discharge at
SaTH? How will you work together to
identify the extent of this problem and the
underlying issues?

3. If there is a problem to address and ICS is Caron Morton verbal
not the answer, does the Acute Trust have David Evans
any other suggestions? What are the other Peter Herring

pressure points in freeing up beds?




. How will SaTH’s financial position affect the
viability of the Future Fit Programme?

Peter Herring

verbal

. How many Urgent Care Centres / Local
planned care facilities/ Community units
/Health hubs and Diagnostic and Treatment
Centres will there be as part of the Future Fit
programme and where will they be located?

Mike Sharon

Shortlisting paper (after Board on 4™ Feb)

. How affordable is the Future Fit Programme?
How is the programme taking into account
utilising existing buildings, facilities and
equipment and including the costs of the
maintenance backlog at RSH? (We
understand that only co-location with
paediatrics is a must.)

Mike Sharon

Verbal

N.B. The assumptions in the Feasibility
Study align with College of Emergency
Medicine Guidance about the ‘seven key
specialties’: Critical Care, Acute Medicine,
Imaging, Laboratories, Paediatrics,
Orthopaedics & General Surgery.

. What is the outcome of the CQC inspection?
Does this affect the Future Fit programme?

Peter Herring

Inspection Report now published on CQC
website. Overall rating is ‘requires
improvement’ with ‘good’ for caring
services. See http://www.sath.nhs.uk/cqc/

. What is the clinical view on the co-location of

A&E with Women’s and Children’s Services?

Mike Innes
Bill Gowans

An ‘Acute services template’ completed by
SaTH clinicians was provided to the
Evaluation Panel and can be provided after
Board on 4™ Feb. It summarises the clinical
guality and safety advantages and
disadvantages of collocating consultant-led
obstetrics/neonatal care with EC. Other
obstetric services are not considered, and
paediatric inpatient services are an
essential colocation with EC (see 6 above).

. How will you work together to reach a
realistic consensus on the number of beds
needed in the acute sector? How does this

Mike Sharon
Mike Innes
Bill Gowans

Verbal



http://www.sath.nhs.uk/cqc/

affect the affordability of the Future Fit
programme and what are the long term
consequences for the sustainability of
services?

10.How are you ensuring that the current services
are delivered with care, compassion,
competence, communication, courage and
commitment while planning and delivering the
Future Fit Programme?

Peter Herring

verbal

11.How are transfers between hospitals being
managed? What are the performance
measures for the current contract and how is
the provider performing?

Caron Morton

verbal

12.What arrangements have been put in place to
build on the success of the GP service at the
A&E at PRH?

Caron Morton

verbal

13.How well is the Welsh Ambulance Service
engaging in the Future Fit Programme and
working to resolve the cross border pressures
on the WMAS?

Mike Sharon

Verbal

14.How well has Future Fit communicated the
current provision of services at PRH and
RSH? e.g. that patients with some acute
illnesses / injuries are currently treated out of
county?

Adrian Osborne

verbal

PRIMARY AND COMMUNITY CARE

15.How are you working together to develop
the capacity and model of care in Primary
and Community Services (Future Fit 2)?

Caron Morton

Board paper (after 4" Feb)




How will you ensure that this work takes
place alongside the current Future Fit
Programme? What is the timetable for
Future Fit 2 and do you have the capacity
to deliver on this in time? What is the risk
that resources will be directed towards
increasing capacity at SaTH at the expense
of primary and community services?

16.What are the local plans for 7 day working
in primary care? How can this be used to
encourage integration of primary and
community health services and are doctors
and the GP Federation engaged?

Mike Innes
Bill Gowans
lan Winstanley

verbal

17.How many Urgent Care Centres / Local
planned care facilities/ Community units
/Health hubs and Diagnostic and Treatment
Centres will there be as part of the Future
Fit programme and where will they be
located?

See 5 above

18.How will GPs be supported to work
together / federate? How will this be
managed particularly in rural areas? What
is the role of the Community Health Trust to
support this?

Caron Morton
Jan Ditheridge

verbal

19.How will you ensure that GPs are fully
engaged in Future Fit? It is recognised that
there are several channels to do this
through the CCG, GP Federation and Shrop
DoC. How will this work be co-ordinated to

Mike Sharon

Board paper (after 4™ Feb) as for 15
above.




recognise the role of GPs as
commissioners and providers? How will
you enable GPs to develop a clear vision
for how their sector relates to the wider
NHS and care services?

20.1s there an enhanced role of the GP
Federation to work with GPs to develop
new services and business models? How
robust is the current model of primary care
and how is the shortage of GPs being
addressed?

Caron Morton

verbal

21.How will you ensure that the Future Fit
Programme and the Better Care Fund work
is co-ordinated?

David Evans

verbal

22.What is the future of the Community Health
Trust?

Jan Ditheridge

verbal

23.How are you ensuring that the current services
are delivered with compassion, competence,
communication, courage and commitment
while managing change?

Jan Ditheridge

Verbal

24.What are the financial implications of the
installation and running costs of diagnostic
equipment in primary and community care
locations?

Mike Sharon

Verbal

25.What is meant by the term ‘prevention’ - is
this preventing people getting ill or
preventing ill people going to hospital or
both?

Mike Innes
Bill Gowans

verbal




HEALTH AND SOCIAL CARE SYSTEM

26.How will the health economy deal with the David Evans verbal
underlying deficit? How will you deliver
financial sustainability for the next 3-4 years?

27.How can the different health and social David Evans verbal
care systems and regulators be aligned to Stephen Chandler
deliver the Future Fit Programme? Paul Taylor

28.How far is integration between health and Stephen Chandler | verbal
social are a joint programme? What Paul Taylor

capacity is there within the local authorities
to jointly lead this work?

29.How can you jointly manage and share the David Evans verbal
risk of the perverse incentives that the Stephen Chandler
payment by result system creates? Paul Taylor

30.How well are Welsh commissioners and Caron Morton verbal

providers of health and social care
engaging in the Future Fit Programme? If
the Welsh commissioning arrangements
change so Welsh patients are treated at
Welsh hospitals what are the implications
for the Future Fit programme?

31.How will the change to co-commissioning David Evans verbal
affect the decisions about the Future Fit Caron Morton
programme?

PUBLIC EXPECTATIONS

32.How are patient and political expectations David Evans Verbal
being managed? Caron Morton
33. How can people be helped to understand Mike Innes Verbal




that when seeking primary care you do not Bill Gowans
always have to see a GP often primary care
clinician would be sufficient?

34.How can patients be supported to Mike Innes Verbal
understand that they do not always need Bill Gowans
continuity of care from the same GP?

35.How can patients be supported to manage Mike Innes Verbal
their own health more effectively? ie Bill Gowans
Smoking and obesity — are these Rod Thomson
measureable and being tracked? Liz Noakes?
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Joint Health Overview and Scrutiny Committee — Papers to Follow

- Date: Thursday 12 February 2015
Time: 2.00 pm
Venue: Wilfred Owen Room, Shirehall, Shrewsbury, SY2 6ND

Agenda Item 4 — Future Fit

Please find attached the following documents which support the responses to
questions asked by the Committee (previously circulated with the agenda)

Question 5
* Report on the Shortlisting Process and Board Decision
* Answers provided to questions asked by Joint HOSC Chairs

Question 8
» Acute Service Template

Questions 15 and 16
Please note that verbal responses will now be provided by Caron Morton and David
Evans as the Programme Board did not consider a written report
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futurefit

Shaping healthcare together

Report on the Shortlisting Process

The purpose of this report is to present the Programme Board’s proposed shortlist of
options and to summarise the process undertaken by the Evaluation Panel in developing its
recommendations to the Board.

Sponsor organisations and other stakeholders are invited to consider these proposals as set
out in the table below:

Key Decision Documents = Programme CCGs Other Joint Health & Wellbeing

Board Sponsors  HOSC Boards

Selection of Short List Approve Approve Endorse | Consider | Receive

Executive Summary

The Programme Board received recommendations from the Evaluation Panel appointed by
its sponsors and other stakeholders.

The Board had an extensive discussion of the Panel’s recommendations in the light of all the
evidence provided (including a minority report from a patient representative). Following this
discussion the Board agreed the following acute services shortlist:

Emergency Centre (EC) and Diagnostic & Treatment Centre (DTC) on a New site;

EC on a New site, DTC at Princess Royal Hospital (PRH)

EC on a New site, DTC at Royal Shrewsbury Hospital (RSH)

EC at PRH, DTC at RSH

EC at RSH, DTC at PRH

Do minimum (existing dual site acute services maintained, provider

and commissioner efficiency strategies implemented but no major services change).

The Board also agreed that there should be further debate on the best and safest
configuration of obstetric services within these scenarios. This should include reviewing the
clinical evidence and workforce models to understand whether obstetrics could operate on a
site alongside a DTC, alongside an Emergency Centre or alongside either.

On Urgent Care Centres (UCCs) Programme Board agreed to proceed to work on:

e Prototyping two urban Urgent Care Centres, one in Shrewsbury and the other in
Telford; and

e Exploring the most appropriate rural urgent care solutions in partnership with local
communities and considering current facilities/services. All existing Minor Injuries
Units will be considered as potential sites for Urgent Care Centres.

150204 Programme Board Shortlisting Report Page 3 1
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futurefit
‘ ‘ Shaping healthcare together

Next steps include:

e A further round of pre-consultation public engagement which kicks off with two ‘pop-
up shops’, one in Telford Shopping Centre on 20/21 Feb and Shrewsbury Darwin
Shopping Centre 27/28 Feb. Events in Powys are also being planned. Many more
events will follow and will be publicised via the NHS Future Fit website;

e Detailed development of the shortlisted options (including estates, workforce and
finance).

It is expected that the Board will be able to propose a preferred option later in the year.
Formal Public Consultation would then commence from December 2015 (subject to the
timing of national approvals).

Background

Each sponsor and stakeholder organisation was given the opportunity to nominate a
member of the Evaluation Panel. Some changes in membership had to be made through the
course of the Panel’s meetings. The final panel for the shortlisting process was comprised as

follows:
Dr Bill Gowans, Vice Chair Shropshire Clinical Commissioning Group
hris Morris, E tive L for Nursi
gura:iity orris, Executive Lead for Nursing and Telford & Wrekin Clinical Commissioning Group

Victoria Deakins, Lead Therapist for North Powys | Powys Local Health Board

Mr Mark Cheetham, Scheduled Care Group
Medical Director

Dr Emily Peer, Assistant Medical Director & GPSI | Shropshire Community Health NHS Trust

Shrewsbury and Telford Hospital NHS Trust

Pete Gillard Shropshire Patient Group

Christine Choudhary (unable to attend) Telford & Wrekin Health Round Table
Vanessa Barrett, Board Member Healthwatch Shropshire

Kate Ballinger, Manager Healthwatch Telford & Wrekin

Kerrie Allward, Better Care Fund Manager Shropshire Council
Il;ljl:\:::a:::itﬁssmtant Director and Director of Telford and Wrekin Counil

Mark Docherty, Director of Nursing, Quality &
Clinical Commissioning
Dave Watkins, Locality Manager, North Powys Welsh Ambulance Services NHS Trust

West Midlands Ambulance Service NHS FT

John Grinnell, Director of Finance Robert Jones & Agnes Hunt Hospital NHS FT
Alison Blofield, Associate Clinical Director/Nurse | South Staffordshire & Shropshire Healthcare
Consultant (unable to attend) NHS FT

Dr Jessica Sokolov Local Medical Committee/GP Federation

lan Winstanley, Chief Executive Shropshire Doctors’ Cooperative Ltd.

NHS England and Montgomeryshire Community Health Council declined to nominate
members because of their subsequent assurance and scrutiny functions. The Chairs of the
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Joint Health Overview and Scrutiny Committee for Shropshire and Telford & Wrekin were in
attendance as observers.

The Panel’s earlier work had included the development of a wide range of potential
scenarios from which the longlist was created following the Panel’s recommendation to
Board. A number of pre-consultation public engagement events also informed the
development and evaluation of options.

The Long List

Four community
hospitals and MIUs
providing services as
currently.

Do Minimum - Provider & Commissioner efficiency strategies
1 | implemented but no major service change. Existing dual site acute
services (including A&E).

2 | EC with UCC & LPC at RSH; * DTC with UCC & LPC at PRH;

3 | EC with UCC & LPC at PRH; DTC with UCC & LPC at RSH;

DTC with UCC & LPC at PRH;

. N
4 | EC with UCC at new site; UCC & LPC at RSH;

Two to five further
DTC with UCC & LPC at RSH; | UCCs ideally co-located
UCC & LPC at PRH; with LPCs & CUs

5 | EC with UCC at new site; *

6 | EC & DTC with UCC & LPCat RSH; * | UCC & LPC at PRH;

7 | EC & DTC with UCC & LPC at PRH; UCC & LPC at RSH;

8 | EC & UCC with DTC at new site; * UCC & LPC at PRH & RSH;

* the potential to locate consultant-led obstetrics either at the Emergency Centre or at PRH should
be considered as a variant to these options.

In December 2014, the Board agreed that there should be a differential approach to the
identification of shortlists for the consolidated and dispersed elements of the proposed
networks of care.

Evaluation Criteria

The Evaluation Panel was also responsible for recommending the criteria against which
longlisted options would be evaluated. A number of pre-consultation public engagement
events also informed the development and weighting of the criteria.

Four criteria were proposed initially, to which Board added a fifth by separating out
workforce considerations from wider quality impacts. The Board delegated to its Core Group
the task of confirming the final set of measures to be used by the Programme Team to
provide evidence for the Panel. These measures focused on evidence pertinent to the
differentiation of acute scenarios rather than to the overall evaluation of programme
proposals. That subsequent evaluation will only be possible once shortlisted options have
been developed in more detail.
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The agreed criteria are set out below with a brief explanation of the nature of the
information provided to the Panel. That information was presented in three tiers:

e Tier1-an overall summary of acute options and obstetric variants, criterion by
criterion, plus the programme Team’s proposed approach to a shortlist for UCCs;

e Tier 2 - a summary description of each option summarising all the measures
available; and

e Tier 3 —the underlying sources of information, including
o The Clinical Design Report
o Phase 1 Activity and Capacity Modelling
o Latest Summary of Phase 2 Activity and Capacity Modelling
o Baseline Impact Assessment Report
o Reports on Pre-Consultation Engagement Activities
o Feasibility Study Report

o Financial Assessment of Feasibility Study (includes additional scenarios from
long list)

o Acute Services Template (setting out the views of acute clinicians of key co-
location issues)

o Summary Affordability Report
o Commissioner Funding Scenarios
o Accessibility analysis.

All three tiers were made available to Board to inform its decision-making on shortlisting.
They are subsequently being made available to the public, too, (where not already
published) to help people to form their own views on shortlisted options as part of ongoing
pre-consultation engagement and impact assessment activities.

To enable a high-level view to be taken of equity impact, the information provided
highlighted any adverse differential impacts on particular social groups. The Panel had
requested that these groups should include Older People (75+), Children (0-5), people with
Long Term lliness, people on Low Income and people with no access to a car or van.

The weighting applied to the criteria was determined by the Panel, informed by public views.
Members initially submitted their own weighting proposals, the results of which were
presented to the Panel when it met. Following discussion, a final set of weightings was
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agreed. These are recorded against the criteria below which appear in ranked order.

1. QUALITY-29.4%
Evidence for this criterion focused on

e The extent to which each option support the delivery of key programme benefits
(which reflect health service need criteria). This was informed by the content of the
Clinical Report and by the assessment of acute clinicians. Given that all change
options respond to the Clinical Report, which sets out to design quality into the
system, only a limited amount of information was available at this stage to support
the differentiation of options. When options are fully developed they should be more
amenable to a more detailed quality impact analysis.

e The impact on patients with time-critical conditions for the most serious cases
conveyed by the ambulance service. The data provided was based on West Midlands
Ambulance Service conveyance times. West Midlands Ambulance response time
information was also made available to the Panel. Welsh Ambulance Service data has
only recently become available and will be used to inform subsequent evaluation.

2. ACCESSIBILITY -26.5%

The Clinical Model envisages the development of networks of care covering urgent and
emergency care, planned care and long term conditions. At the present time it is not
feasible to undertake detailed accessibility analysis on these networks, given the number
of potential combinations of acute and community options. The system-wide impact will
be assessed as part of the full evaluation later in the year. For the time being, the
accessibility of consolidated acute services has to be looked at in isolation. This may
unavoidably advantage the ‘Do Minimum’ option (Option 1) but this is not material at
this stage given that this option is a required component of the shortlist in any case. The
Programme Team expects that subsequent modelling will demonstrate improved overall
accessibility for all other options once local facilities are factored in (UCC, LPC, CU). Itisin
these dispersed facilities that a significant amount of future activity is expected to take
place, as demonstrated in the Phase 2 Activity and Capacity modelling. Whilst it has been
possible to include theoretical public transport information for the New site, the
provision of public transport would clearly be subject to change should a new site be
constructed.

The travel time analysis provided was based on Phase 2 activity projections for 2018-19.
These were derived by taking SaTH activity levels (using a 2012-13 baseline) and applying
to these the expected impact of:

o Provider and commissioner efficiency strategies (as set out in Phase 1 activity and
capacity modelling);

o Demographic change (using projections from the Office for National Statistics);
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o The Clinical Design Report (as set out in Phase 2 activity and capacity modelling).

The measures reported cover emergency care (ambulance/car only) and planned care
(car plus 3 public transport time windows — weekday morning, weekday evening and
weekend morning) plus consultant-led obstetrics. Average travel times and distances
reflect the potential impact of change (subject to patient choice) on patients and their
carers/visitors, including where they may in future travel to out of area hospitals.

3. WORKFORCE —-25.0%

This criterion (previously a component of the Quality criterion) was informed by the
assessment of senior local acute clinicians about the advantages and disadvantages of
the changes proposed under each option. Again, only a very high-level assessment is
possible at this stage but there were three key factors:

o Options consolidating emergency care on a single site are expected to significantly
improve recruitment and retention for EC and acute medicine;

o Options locating DTC and EC on separate sites are expected to be attractive for
surgical recruitment as a result of separation of planned care services, resulting in a
reduced impact from medical outliers; and

o Options with a greater proportion of new facilities are expected to be more
beneficial for recruitment of staff.

4. DELVERABILITY-10.3%

Evidence under this criterion drew on the Programme’s Feasibility Study work (both the
original study and as subsequently expanded to cover all longlisted options).

The information provided included high level estates and financial information indicating
the likely scale, duration and cost of the physical work required. It was highlighted that
this information was not intended to propose final site configurations since these may
evolve significantly during subsequent design phases.

In addition to this estates-based information, the Programme Team also provided a view
on the likely acceptability of each option so far as it could reasonably be judged at this
stage.

5. AFFORDABILITY -8.8%

The Programme Board determined in December that no options could conclusively be
identified asunaffordable on the basis of the information currently available. The
affordability criterion was therefore treated in the same way as other criteria.

The Panel was provided with:
o High-level estimates of acute costs from the expanded feasibility work;
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o Estimates of the investment required in Urgent Care Centres;

Although the Panel were clearly not being asked to undertake an economic appraisal
(which will form part of the next stage evaluation), it was invited to view options in the
light both of wider demands on the resources of the Local Health Economy and of the
relative inferiority of any options when benefits are compared with costs. This was in line
with guidance in the DH Capital Investment Manual. Four cost categories were reported
in the summary documentation:

o 25 Year Capital Costs

These costs set out both the initial capital cost of each option and the impact of
future lifecycle costs over the following 25 years (in line with national guidance). This
reflects the fact that, under the different options, differing proportions of the
facilities will be operating in “New”, “Refurbished” or “Retained” condition. Given the
age of some of the existing estate, total replacement of some retained facilities is
required within the 25 year period. Costs are discounted to current levels. They
reflect the total cash investment required over the period. No assumption has been
made about the source of this capital funding at this stage (e.g. public funds, private
finance or a combination of the two).

o Net Increase in Capital Charges

Capital funding resources are expected to come from outside the Local Health
Economy but the relevant provider must be able to service the impact of that
funding. This is expressed as an annual charge on the resources available to the
provider. Net figures are provided in which the annual impact of new funding is
offset by any savings from facilities no longer required under a particular option.

o Total Change in Acute Revenue Costs

These are also annual costs borne by providers. In addition to the net increase in
capital charges, these figures also reflect estimates of savings in maintenance energy
and utility costs and savings in clinical efficiency (arising from a reduction in two-site
working).

o Estimated Overall Cost Change with 4 UCCs

These figures take the total change in acute revenue costs, remove the costs
associated with urgent care activity which (under the options for change) would not
be provided in an EC and add estimated costs for running 4 UCCs. This gives a view,
therefore, on the potential net impact on the Local Health Economy of the
Programme’s proposals.
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Urgent Care Centres (UCC)

The Panel was presented with a proposal from the Programme Team about the potential
make up of a shortlist for UCCs. This proposal built on clinical design work, patient and public
engagement and financial, activity and travel time modelling. A proposal from Bishops Castle
Patient Group was also made available.

The proposed approach took account of the need to understand in greater detail how UCCs
would work, how they would relate to other components of the Clinical Model and how they
would be staffed. The Programme Team had concluded that there was a need to proceed
with caution and to adopt a prototyping approach in setting up an initial number of UCCs.
This would allow testing of:

e Whether staff with the right skills can be recruited;

e \Whether confidence in the model can be built amongst both patients and ambulance
services;

e How a variety of patient pathways would be delivered in a networked EC/UCC model;
e How UCCs would link to 24/7 primary care services;

e What services envisaged in health hubs could be provided from UCCs;

e The need for co-location with beds (CUs) and certain planned care services (LPCs); and

e Whether the number and type of patients who would attend UCCs has been accurately
estimated.

The Programme Team’s recommendation was that four UCCs should be subject to
prototyping initially: one each in Shrewsbury and Telford and two more in rural areas to test
the quality, deliverability and viability of the models.

The Evaluation Panel accepted the proposed approach, subject to some amendments,
although a minority report was submitted by one patient representative.

Both documents were made available to Programme Board which agreed to proceed to work
on:

® Prototyping two urban Urgent Care Centres, one in Shrewsbury and the other in Telford;
and

e Exploring the most appropriate rural urgent care solutions in partnership with local
communities and considering current facilities/services. All existing Minor Injuries Units
will be considered as potential sites for Urgent Care Centres.
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Emergency Centre (EC) and Diagnosis & Treatment Centre (DTC)

The Evaluation Panel received a presentation of the summary of acute options. It was then
able to put detailed questions (covering all tiers of information provided) to a group of
expert advisors who had been involved in the accessibility analysis, feasibility study,
affordability analysis and pre-consultation public engagement.

At the conclusion of these detailed discussions the Panel was asked to undertake an initial
scoring of each option (and obstetric variant). It was agreed that would be done individually
and confidentially. Panel members awarded a score for each option/variant against each of
the evaluation criteria using a scale of 0-7 (where 7 is a stronger score). Initial scores were
collated, totalled then weighted to produce a single overall score for each option/variant.
Sensitivity analysis was applied to show the effect of changing the weightings of the
evaluation criteria. These initial results were reported to the Panel to inform further
discussion on the evidence presented, and to begin to enable the Panel to consider which
options would best form part of a balanced recommendation to the Board.

Following discussion, individual panel members were then given the opportunity to alter any
of their initial scores if they wished to. The revised results were then presented and
discussed. The following table summarises those results.

) o Difference
Option Description (number)
from best
1 EC, DTC & Obs on new site (8a) 71.9 0.0%
2 EC/Obs at new site, DTC at RSH (5a) 69.9 2.7% 2.7%
3 EC/Obs at new site, DTC at PRH (4a) 69.4 3.5% 0.8%
4 EC/Obs at PRH, DTC at RSH (3) 67.2 6.4% 2.9%
5 EC/Obs at RSH, DTC at PRH (2a) 65.9 8.3% 1.9%
6 EC & DTC on new site, Obs at PRH (8b) 63.8 11.2% 2.9%
7 EC, DTC & Obs at PRH (7) 63.2 12.1% 0.9%
8 EC at new site, DTC/Obs at PRH (4b) 61.9 13.9% 1.8%
9 EC, DTC & Obs at RSH (6a) 61.3 14.7% 0.8%
10 EC at new site, DTC at RSH, Obs at PRH (5b) 59.3 17.5% 2.8%
11 EC at RSH, DTC/Obs at PRH (2b) 56.4 21.5% 4.0%
12 EC & DTC at RSH, Obs at PRH (6b) 54.5 24.2% 2.7%
13 Do Minimum (1) 51.2 28.8% 4.6%

The Panel felt that the top five ranked options provided a good balance of feasible options
for further development and evaluation alongside the ‘Do Minimum’ comparator.

Sensitivity analysis demonstrated that levelling the weightings did not significantly change
the results, although Option 7 (EC and DTC at PRH) rose from 7" to 2" because of the
impact of increasing the relative affordability weighting on the lowest cost option. Option 8a
moved from 1% to 6. When the weighting for affordability is increased to about 25% (and
other criteria maintain relative weightings) the most noticeable impact is the reduced
performance of New site options which start to fall out of the top five.
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Assurance of Shortlisting Process

The Programme’s Assurance Workstream was asked to provide assurance to the Programme Board
about the process through which shortlisting proposals were developed. To facilitate this, the
Workstream has been provided with the Shortlisting Pack developed to assist panel members
navigate the many relevant information sources. The workstream was able to provide positive
assurance that the process had been carried out as previously determined by the Programme Board.

External assurance is being sought from the Health Gateway Review Team when it visits in mid-
February, and Joint HOSC Chairs are amongst the Review Team’s interviewees. The report of the
Review is expected to be published once it becomes available.

In advance of the Assurance Workstream meeting, a number of questions had been raised on behalf
of the Joint HOSC Chairs. Responses to these questions are summarised below:

1. The Joint HOSC chairs were informed in August that all of the options that would be on the
shortlist would be financially viable and that £300million was the maximum limit for
affordability. However at the shortlisting workshop the weighting of the financial criteria was
very low and Derek is concerned that this did not give sufficient weight to this issue. Are all the
shortlisted options financially viable?

The Programme has not identified a maximum limit for affordability. It would be possible to form
a high level view on this by considering capital costs in relation to provider turnover. At this
stage, however, capital costs are high level estimates and the impact of each option on provider
turnover has not yet been assessed. Any definitive judgement on affordability would, therefore,
not be robust and would be subject to challenge. Programme Board received a summary of the
affordability work undertaken at its meeting in December. From this it concluded that -

The financial outlook for the NHS (and local government) is challenging. All of the long listed
scenarios could be considered to be affordable within the context of a benign view of long term
funding. Within the context of a pessimistic view, all of the scenarios appear problematic.

The analysis undertaken so far has demonstrated that there is significant further work to be
undertaken before greater confidence can be placed in an affordability analysis. Given these
uncertainties it would seem premature to rule out any of the longlisted scenarios on the grounds
of unaffordability. Further work on the development of shortlisted scenarios over the course of
the next five months will need to address these uncertainties as far as possible before a view is
taken on proceeding to public consultation. All of the analysis is working on the assumption that
the health economy is currently broadly in financial balance. This is unlikely to be the case.

In light of this it would have been difficult for the Panel to justify a different view.

In terms of the weighting of criteria this was solely a matter for the Panel to determine. It was
clear that, at this stage, it wanted to give a low weighting to affordability. Sensitivity analysis was
shared with the Panel (and is being provided to Board) which showed the effect of changing the
weightings in various ways. The Panel did not wish to change its original weightings. The Panel’s
recommendation is not binding, however, but is subject to the approval of the Programme Board
which will, in turn, seek further approval from Commissioner Boards.
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2. The process for the shortlisting workshop meant that it was difficult to take in all the
information that was provided in the time allowed.

It has been important to provide the Panel with all relevant information to support its
recommendations. The same information is being made available to the Programme Board and
will be published to inform public consideration of the issues. This is in line with advice received
from the Consultation Institute.

To help the Panel manage the full range of information it was separated into three tiers. The
third tier was the underlying sources. This was summarized in the second tier into high level
descriptions of each option in terms of the five evaluation criteria. In addition, the highest tier
gave an overview of the data to enable an ‘at a glance’ comparison of options, with members
able to dig down into the lower tiers as desired.

Much of the tier 3 information has been published for some time; other elements were
circulated early in the New Year following an email on Tuesday 6" January. Tier 1 and Tier 2
information was sent to the panel on Friday 16" January, ahead of the evaluation on Tuesday
20" January.

This was undoubtedly a complex and challenging task for the Panel (as should be expected for
such a decision) but information was structured in a way intended to make the task as
manageable as possible. The Panel did not suggest that it might have come to a different
decision if it had had more time. It should also be noted that the Panel was not delegated to
make a final decision but to initiate a process of further approval through Programme Board and
through Commissioner Boards.

3. The discussion at the shortlisting workshop was dominated by one person which has resulted
in the decision of the group being overly influenced by a particular view. In deciding who
would be on the Evaluation and Shortlisting Panel was consideration given to whether people
had a pre-determined view and were therefore not basing their views on the information
provided?

As is often the case in workshops and other meetings, some members speak more often than
others. It was important that those facilitating the workshop did not unduly constrain the panel’s
deliberations. No members were prevented from speaking if they wished to.

We have no evidence that the views of any one person overly influenced the views and actions of
others. No feedback to this effect was received from Panel members on the day or subsequently.

Programme Board determined that the identification of Panel members was solely a matter for
the nominating bodies (the sponsor and stakeholder members of the Programme Board). Panel
members were, however, presented with the Programme’s Code of Conduct and were required
to submit Declarations of Interest. This information was available to the Board when it
considered the Panel’s recommendations.
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FutureFit Acute Services Design Template

Introduction

The purpose of this document is to provide a description of the advantages and disadvantages of each of the
FutureFit Clinical design scenarios FROM A CLINICAL DESIGN PERSPECTIVE

The document will be used by the Programme Board and by the Evaluation panel as evidence that supports the
evaluation of options.

The FutureFit acute services scenarios

The programme has agreed a longlist of options that encompass the following dimensions for acute services:

A single Emergency Care Centre(EC) and a Diagnostic and Treatment Centre (DTC) either co-located
onto a single site (but physically separate) or in separate sites.

An Urgent Care Centre (UCC) is to be located in front of the Emergency Care Centre and both
Shrewsbury and Telford would have a UCC

It has been assumed that outpatient activity and Radiotherapy services will continue to be provided
from their present locations.

The service adjacencies insofar as they have been described to date are as follows:

Services within a single EC

Assessment and treatment space for acutely unwell patients
Radiology & Pathology

CT/MRI complex imaging

Blood bank

Pharmacy

Critical Care Unit

Emergency surgery —trauma and general

20% of planned surgery

Short Stay Beds — at least for <3 day LOS

Longer stay acute beds for acute phase of care

Medical specialty beds (eg Cardiology)

Paediatric unit

Theatres including imaging intensifiers for major emergencies
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Services within a single DTC

e 80% planned surgery

e Theatres including imaging intensifiers

e  Most day case

e Specialty beds beds (e.g. planned orthopaedics)

e Major diagnostics — including U/S, MRI, CT, Nuclear
e Planned endoscopy

e  Pathology

e HDU

The location of consultant led obstetrics is described as a variant, allowing for location either with the EC or
DTC. It is assumed that neonatal care would be co-located with consultant led obstetrics under all scenarios.

Midwifery led obstetrics is assumed to be located separately form consultant led obstetrics and could be on
either the EC or DTC site or elsewhere.
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The template

1

ECand DTCon a
single site with
Obstetrics co-
located

The template

Maximises use of planned care
facilities

Acute to planned care transition
Implementing 7 day working
Diagnostic Access

Flexibility and resilience
Pharmacy consolidated

All specialties co-located
Collaborative working
maximised

All clinical linkages are
strengthened

Single trauma service would
allow emergency sub-
specialisation (eg upper and
lower limb specialists)

Single critical care unit should
achieve national standards
Speciality co-location

Single critical care unit
Maximises utilisation of
available beds at the risk of
impacting elective care but
ensures flexing of beds at times
of high emergency demand

All acute specialities available to
each other for comprehensive
patient management.

Minimal duplication of
workforce to cover more than
one site.

Sharing skills for MDT working.
Rare events catered for

No need for work around
solutions creating complex
patient pathways

All radiological specialities on
same site

Easy to implement single ‘duty’
radiologist to keep interruptions
of others to a minimum

futurefit

Shaping healthcare together

Emergency
Obstetric response
Beds on other site
to “play with”

Easy access to
critical care and
obstetric and DTC
patients

More personnel to
deliver 7 day
standards
Immediate access
to required clinical
skills in the
majority of
secondary care
scenarios.

No loss of skills
from one site whilst
another site is
being services.
Team learning and
knowledge is easier
to acquire.
Interventional
radiology on same
site as obs & gynae
OOH radiographers
for CT and MRI

EC impact on DTC
(Travel times)
Infection control in
DTC

No beds on same site
to “play with”
Temptation for bed
managers to park
outliners in DTC may
reduce efficiencies
Non separation of
patient flows may
result in bed
occupancy problems
for elective care

below sets out the clinical design arguments for and against three of the key location variables set out in the long listing scenarios;

Increased travel times
for patients potentially
increased risks — by
mitigated by co-
location

Some loss of benefits
of separation of
elective and
emergency work in
terms of hospital
acquired infection

If medical staffing at
single unit is no
adequate for the
volume of work as this
is a trade-off for cost
or an assumption of
configuration then
clinical safety and
timely care is at risk
Non separation of
patient flows creates a
great opportunity for
wrong patient in
wrong place within the
DTC.

Single rotas for
radiologists and
radiographers

Co-location

Minimum number of rotas — no
duplication

Anaesthetic rotas consolidated

Most likely option to support recruitment
and retention

Single rota for

General surgery (4 tiers),

ENT (3 tiers),

Urology,

T&O single trauma service would
need consultants on site in day
Maxillofacial (3 tiers)

Single critical care unit improves
recruitment for staff

Single site allows for specialist rotas in
anaesthesia including paediatrics.

Clear configuration makes it more
attractive to recruit and retain staff.

For Women & Children’s this has no
significant rota implications unless there is
significant development of treatment
centres requiring paediatric specialist

input

141126 Acute Services Template v2




2

EC on one site
DTC on another
site

gT obed

DTC as a day case facility preferable,
or surgical team employ trust grade
staff, who are of variant quality and
availability

Separation of patient flows
Workforce clearly aligned to activity
and speciality in DTC

Predictable requirement of senior
staff in DTC

Radiologists based at DTC relatively
free from interruptions

futurefit

If DTC demands on site
medical cover then
there is no advantage of
having a single EC. This
would demand separate
on call rotas and very
isolated juniors in
poorly supervised and
of limited education
value.

Separation of patient
flows

Shaping healthcare together

This will revolve around
out of hours care. There
will be generic skills for
hospital at night practice
with the requirement of
separate senior non-
resident rotas within all
specialities covering the
DTC.

The availability of
HDU/ITU will limit patient
acuity

Separation of speciality
senior rotas will limit
availability of senior Drs
to the EC

Splitting of some
modalities eg nuclear
medicine will probably
lose economies of scale if
1 nuclear medicine
scanner on each site

CT and MR (but to a
lesser extent)
Interventional radiology
would be on one site only
therefore has to be EC

The patient becoming
suddenly and critically
unwell may well be
disadvantaged requiring
multiple speciality input
and facilities

This will limit the acuity of
patients having surgery and
determine the capacity of
DTC

Limited investigations
within a DTC out of hours
would also have a negative
safety effect.

Staffing too many
separated areas may result
in reduced pool for EC.

Option 1 — comprehensive DTC with full
staffing

Option 2 — day case only DTC with limited
cover

Option 3 —for Ortho use RJAH for longer
stays.

Hospital at night rotas will be mainstay of
DTC

May well be difficult to staff with training
medical staff as this is separate from
speciality training

DTC will pool on pool of Drs for EC
(particularly anaesthetics)

Single radiology rota at EC

Would need off site ‘oncall’ radiographer
rota for DTC depending on complexity of
surgery being performed

Splitting of CT/MR expertise would lose
economies of scale vs. all on 1 site.

Will much depend on what the DTC
will provide

If low acuity, then low out of hours
staffing requirement

If high acuity, need more extensive
rota cover

This depends on the placement of
some paediatric and gynae surgery.
If paediatric surgery in on the DTC
then access to paediatric specialist
(medical and nursing) care will need
expansion as there is considerable
sharing of skills and bed base with a
single site. This has significant
implications for Head and Neck
along with some general surgery and
gastro.

With this scenario gynae surgery
would require support for overnight
care and emergency gynae would be
separated from elective gynae. In
most instances a hospital at night
service will suffice but speciality
knowledge/skills required. With a
significant separation (distance and
time) a separate Consultant Gynae
rota (6 docs) will be required for the
cover for the unusual returns to
theatre etc. as this could not be
supplied by the gynae consultant on
for gynae emergencies at the
EC/second on call obstetrician

With the separation from
emergency gynae there are also
nursing skill implications.

Would need off site ‘oncall’
radiographer rota for DTC depending
on complexity of surgery being
performed
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2a
Obstetrics co-
located with EC

Separation of elective surgery
reduces risk of cancellation
Single trauma service would allow

futurefit

Speed of access for
obstetric patients
requiring critical care or

Shaping healthcare together

Risk of theatre
productivity falling on EC
site as can no longer mix

Small number of patients
undergoing surgery will
need access to critical care

“Surgical patients” in DTC will need on site
medical cover (this could be a single
multispecialty specialty doctor rota)

Would need to be prepared to initiate
critical care on the DTC site and transfer
the patients out

upper and lower limb specialists)
Single critical care unit should
achieve national standards

A neonatal unit, as part of this unit,
would be human resource intensive
for middle grades and radiology (and
other support services)

This separates Obs/elective gynae
from emergency gynae and neonatal
paeds from acute paeds (not sure
where paediatric surgery would take
place?)

This separates consultant obs from
other acute specialities. This has no
clinical quality advantage

This separates
Obs/elective gynae
from emergency gynae
and neonatal paeds
from acute paeds (not
sure where paediatric
surgery would take
place?)

This separates
consultant obs from
other acute specialities.
This has no patient
safety advantage.

productivity falling on EC
site as can no longer mix
day cases with in patients
This requires work
around solutions for the
support of obstetrics by
emergency specialities;
radiology; blood
transfusion; pathology
and critical care

All solutions will create
more complex care
pathways for pregnant
and post-partum women
Separation of mid- grade
tier in neonatology from
paeds will create a clinical
quality issue for either of
these specialities.

No interventional
radiology on site

services would need to be
transferred)

Poor access to surgery and
medicine for obstetric
patients

Requires many “back-up”
professionals with added
risk

Work around solutions and
complex pathways results
in unnecessary risk of
failure of timely delivery of
care

No interventional radiology
on site and probably no
angio room

All interventional radiology
will be at EC & cardiology
will presumably be at EC
also

Therefore very unstable
patients would require
transfer to EC

Option 1 emergency sub-specialisation (eg interventional radiology day cases with in or medicine (these patients Will need separate consultant rota in All surgery needing access to
preferred but 2a upper and lower limb specialists) Easy access to surgery patients. will have to be transferred) anaesthetics, general surgery and interventional radiology would need to
next best Single critical care unit should and medicine for Separation from elective This revolves around the orthopaedics take place on EC site.
DTC — Diagnose achieve national standards obstetric patients gynae creates some workforce set up for the Smaller specialities such as urology, ENT and 1in 6 non-resident consultant rota in
only Consultant obstetric practice Reduced risk of hospital workforce issues at senior DTC in relation to gynae maxillofacial will struggle to supply two addition to rotas for DTC in addition to
requires, on occasion, all the acquired infection for level and speciality and availability of consultant rotas and will have to cover two rotas for EC
specialities presumed to be at EC patients having elective knowledge for hospital at appropriate speciality and sites (this may reduce recruitment
including blood transfusion and surgery night and nursing teams. pathology support on the opportunities.
pathology support. This model Immediate access for rare occasion. Interventional radiologist would be co-located
avoids work around solutions and patients to required with obstetrics
keeps neonatology with paediatrics specialist; critical care; EC benefit from co-locating with clinical staff
which supports some work force blood transfusion; trained in management of obstetric
issues (mid grades). It also keeps pathology emergencies
obstetrics with emergency Interventional radiology Problematic hospital at night team
;JU gynaecology and likewise resolves on same site as Need a DTC non-resident senior rota separate
o some potential work force issues obstetrics for PRH from the 2 senior rotas at the EC
@ (mid and junior grade)
| 2b Separation of elective surgery Reduced risk of hospital Potential separation of ill Poor access to critical care EC rotas The DTC staffing would need to be
© Obstetrics co- reduces risk of cancellation acquired infection for mother (on EC) and baby or interventional radiology = General surgery (4 tiers) enhanced to provide support to the
located with Single trauma service would allow patients having elective (on NICU at the DTC) for obstetric patients = ENT (3 tiers) obstetric unit. This would require, as a
DTC emergency sub-specialisation (eg surgery Risk of theatre (patients needing these =  Urology minimum, a CT in medicine.

=  T&O single trauma service would
need 2 consultant on site in day

= Maxillofacial (3 tiers)
Single critical care unit improves recruitment
for staff
Difficulties for anaesthesia; would require 4
rotas (general and critical on EC and general
and obstetric on DTC)
Paeds/Neonates:
Additional mid-grade staff (9)as rota currently
shared
Gynae: loss of support of acute gynae to
emergency obstetrics therefore needa 1in 6
resident and non-resident gynae consultant
rota for EC (current gynae rota supplies 2™
consultant obs as col-located with EM and
Obs) Mid-grade and junior rota required for
emergency gynae on one site creates the need
for additional rotas
Anaesthetics: Obs co-located with DTC will
require current resident mid-grade rota and
day time resident consultant but will require
additional non-resident consultant out of

The surgical rotas would have to be
speciality specific (i.e. separate rotas for
general surgery, urology and
orthopaedics)
Enhanced risk that consultants on call for
DTC would need to return to assess
obstetric patients
Drs will need to choose between:

= Stand alone, self sufficient

capacity (even if co-located)

=  Orlinked with other specialities
Radiographer on site OOH for neonatal
unit
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Shaping healthcare together

hours to supply back up/2" pair of hands. This

may be supplied by anaesthetic cover for DTC
as this will be relatively quiet.

®  Resus: Obstetric unit will require a resus team
although this should be in place of the DTC

® Imaging: The obstetrics unit will require access
to in hours and out of hours imaging and
therefore consultant radiology resident and
non-resident rota

®  Medicine/Cardiology: The most common
emergency consultations in consultant
obstetric practice are with medicine although
a 10 minute travel is acceptable. This will
result in the loss of staff to the EC

e Surgery/Urology: 10 minutes travel is

acceptable but this will result in loss of

resource from the EC.

Immediate inter-operative attendance is rare

but the absence of intervention radiology

means that vascular assistance will very

occasionally be required

e  Pathology: obstetrics and neonatology will
require on site blood transfusion services and
pathology (haematology and biochemistry)

e Pharmacy: on-site support and IV feeding for
neonatology

e Therapies

e Interventional radiology provision to cover
cross-site if there is angio room at DTC

0z abed

e In all the options Microbiology and Cellular pathology wold remain on one site only. Therefore it would be blood sciences (haematology, including blood bank, and biochemistry) that would be affected. We would provide a 24 hour, 7 days a week
service at PRH, RSH and an on call service at RJAH.

e One EC and DTC together would require a fourth laboratory with equipment and estimated 10 more BMA staff to run a forth 24/7 service

e  Forseparate EC and DTC that potentially increased the blood sciences laboratories to five with increased staff numbers.

e Obstetrics as stand alone would create significant blood bank problems which could be resolved with a remote blood bank system.

Contributors:

Bill Gowans — Future Fit Clinical Design Lead

Edwin Borman — Medical Director, SaTH

Mark Cheetham — Scheduled Care Group Medical Director, SaTH

Kevin Eardley — Unscheduled Care Group Medical Director, SaTH
Andrew Tapp — Women & Children’s Care Group Medical Director, SaTH
David Hinwood — Radiology Care Group Medical Director, SaTH

Archie Malcolm - Pathology Care Group Medical Director, SaTH
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