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1. Purpose of this Dcument

Future Fithas beerSh2 LJA KA NB | Y R ¢ &djoF I®altRreconfiguldi®r pkogr@ndnfer the last4
yearsfor delivering sustainablacute hospital services. NHS reconfiguration programmes are subject to
assurance and approval by NHS England before entering into a public consultation process.

The Shropshire and Telford & Wrekin @#hiCommissioning Groups (CC@s)e sponsored thpreparation of
this PreConsultation Business Case (PCBC) and have approved it for submission to NHS England for final
assurance.

The aims of thiPCBGre to;

1 Make the case for changing acute hospital services in Shropshire and Telford & Wrekin;

1 Desaibe the future model of are and how it has been developed;

1 Give detail of the pre consultation engagement that has been undertaken with the public, clinicians,
staff and other stakeholders in developing theposedmodel of @re; and

1 Makethe case to commence a formal public consultation process.

ThisPCB@lsooutlines how the proposals being put forward meet the four mandated Department of Health
(DH) tests for serviceeconfigurationand are affordable in capital and revenue terrRee@ntly a fifth test has
been added around specific assurance as regards the deliverability of changes in bed capacity.

This PCBC describes the proposals for change to deliver high quality, safe, efficient and sustainable acute
hospital services supportinggé public of Shropshire, Telford & Wrekin and parts of midé&/dklivered via
the Future FitProgramme.

It will outline how the system will govern and finance that change and consider the impact on patients across
the region.

Once NHS England approfaak been given theuture FitProgramme will move into public consultation.

Further information about the NHS England process for assuring NHS service reconfiguration can be found via
the following link. https://www.england.nhs.uk/wpcontent/uploads/2015/10/plarassdelivservchge.pdf
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2. ExecutiveSummary

2.1Purpose

This Pre Consultation Business Case (PCBC) describes the proposals for chicutgentaspital services for

the public of Shropshire, Telford & Wrekin and parts of mid Walde deliveredthroughthe FutureFit

Programme (FFP). It will outline how the system will govern and finance that change and consider the impact
on patients.

The Future Fit Programme is targeting the initiation of a fourteen week public consulsiidmgin
November2017.

2.2Future Fit programme

The Future Fit Programme for the reconfiguration of acute hospital services was established in 2013 from the
outcome of the Call to Action Survever the past 4 years it has been very much a clinitadlyand engaging

’

process as solutiortsave been devepedfortheK S| f 1 K deadSyYyQa LINBaaiAy3a ySSR (2
shortfall in workforce across a number of specialtiElstee hundred clinicians and patients were involved in
the originalclinical design work and all agree that high quality, safe, effi@and sustainable hospital services
can only be delivered dhanges are mad&veryone agreed that doing nothignot an option
fut fit :
!'I Brens Callto Action 2013
Patients and clinicians agreed that:
It is possible to redesign _ .
Doing Nothing and enhance services '[.hE..ng D
is NOT an option that can offer excellence LDCTNTOE P L
in meeting the different ﬂutf:ﬂmes,
needs of the rural and EXperience ?nd
urban populations of this safety for patients
area
Th hould b
S u = Any changes should be
opportunities for
led by doctors, nurses
maore people to d other health
manage their own Hospitals can and a: {,} Elr E‘?thf I
health or receive should be used : ""’l E‘“'““at : ;"” - “t
care closer to home differently IMEINETERE S pa ISHES
and communities
Figure 1 Future Fit Call to Action 2013
The structural changes proposed in this PCBC describe the consolidagiome®d S NJJA 0S&a G2 | OKAS@S
YFad4aQ 2y GKS 2yS KIFIYyRIYI gKAftadzr 2y GKS 2GKSNJ KFyRZ | f 3

experience by delivering more care closer to home.

The new model of care began its development in 2014 #ralfoundatins for this workis described in the

Clinical Work stream Models of Care Reporappendix ® ¢ KS LINEINI YYSQa F20dza |Ijdzi O

reconfiguration of acute hospital services because ofutleesening position and vulnerabieture of some of
the acuteservicegelated to workforce shortagedhis has led to the development of the Outline Business
Case (OB®@y the Trustwhich forms the basis of this PCBds the acute reconfiguration of services on which
the CCGs wouldish to consult at this pointh time.
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The CCGabsoluely recognise theclearinterdependencies ofommunity models of cardo deliveringthe
acute business case and have setiouhe PCBthe proposals for community solutiortkat support the
acute model This is nohowevera consultation proposal or a business caseofairof hospital care. The
modelling workdone however, since theapproval of thestrategic outline casgyrovidessufficientconfidence
in the clinical evidence basassumptions an@pportunity set outin the acute business case fadmission
avoidance andh the investment requiredo support people in the community particularly the growing frail
older population.

2.3Rationale

Local acute hospitaerviceshave developed over many yeawgth clinicians, managers and staff trying to

keep pace with changes in demand, improvements in medicine and technology and increased expectations of
the populations served. Nevertheless, all stakeholder partners recognise that the caoetethospital

configuration is not sustainable.

Workforce is the primaryriver for the proposed changes and the situatimas becomeritical. There are
serious recruitment challenges across a number of specialties due to poor employee experience related to
duplicaion of services acrosxsites andhe resultingonerousstaffingrotas.Linked to this here are high

levels of locum cover resulting in premium costs #melpotential for sub optimal care. Staffing levels do not
meet those recomrandedfor A&E, criticatare and emergency medicine and in the case of A&kently the
Trust does not haven siteconsultantpresence?4/7 at both sites This is not sstainable and clinical

standards and improvements in care and developments in medicine will not progrese fpopulations

served by the Trust without the right workforce in place.

One of the highest users of gt and emergency care servica® frail older people Projected hanges in the
population profilessugges?5% ofShropshire will be over Agears old by 2036and in the case of Powys 29%.
This issignificantly higher than national profind further contributes to théuture sustainability concerns for
services provided across the system as more and more dentamtisiue to beplaced on healthcare
provision.

Investment is desperately required in the facilities and buildings across both acute sites footitittue to
deliver 21st century healthcar@he condition of the existing estate was recorded in detailed surveys
undertaken in 2015/16, whit showed that significant amounts of the existing Trust estate did not achieve a
satisfactory standard and a substantial number of areas were unacceptable, particuldmyStirewsbury

site.

Additionally, the local health systerisin deficit, it spends more in a year than the funds allocated to itbélo
ableto respond to increasing demand atmreduce the deficit is one of the goals of the change programme
and will require both the public and those who work within the healtbtegn to view the delivery of acute
services differently in the future.

The CCGbeliewe that the proposals set out in this documentll result in a number of measurable improved
outcomes for patients:
1 Improved clinical effectivenesgkrough patientseing cared for by the right clinicianth access to
senior decision makers and enhanced ambulatory emergency care with fewer unnecessary admissions
1 Improved experience of catboughwell-designed appropriate capacity and physical settings
promoting morehealing for patients and improved patient experience through improyet/acy and
dignity
Separation of emergency and planned care resulting in fewer delays and cancellations
Better support for people with long term conditioasid for people living indegndently through early
access to a consultant opinion, fewer admissions and reduced length adrstialgss decompensation
in frail older people.
1 Equitable access to services through patients waiting less time in Waéifing less time for
operationsand avoiding cancellationandwith the potential for repatriation of some services back
into Shropshire

= =
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Clinicians, patients and members of the public who participated in the Call to Action back in in 2013 and have
continued to support the programme througdts worksince recognisngall these real and pressing issues and
challenges faced locally. Four years later they have become even more critical and whilst recognising these
decisions are very difficult, the CCGs beligv&@now necessaryo draw conclsions fromall the work done

within the Programme and consult with the pubtin the proposed changes to acute services.

2.4What Changes are Beingdposed

24.1 Proposed Model of &e

The following principles and practices emerged from the clinical designarcooiss all areas of care and
specialties in 2014 as being necessary and fundamental components of an efficient, safe resilient and
integrated health and social care system. These principles continue to be reflecteti7ithfigh the work
of the STP pamers:

1 WI2YS ARSHDONRIGISA G KS LINRK Y OA LIWith thechrredf levielOficarg, 3 LIS 2 LI ¢
1 Empowermentwhere patientswho want to be empowered so they can remain autonomous and

independent, even when they are ill; clinicians wiant to dothe job they were trained to do, and

not spend too much of their time trying to navigate a poorly designed and inefficietensymn

behalf of their patients; ammunitieswho want to be empowered so that citizens can help each
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1 Sustainable wrkforce solutions with consolidation acfome services to make posts more attractive

by improving the quality of worlkdevelopment of novel roles to fill gaps creedl by recruitment

issues and new models of caendworking in an integrated and collaborative way to accommodate

patient journeys
1 Needsled servicein which patient access to care is dependent on the level of care they require

Quality, safety and aching the best outcomemay come before choice.
1 Integrated carethat improves the ceordination, collaboration and consistency of care across time

and care settings
1 Digitalenabled working practicess afundamental component of an efficient, safe resilient and

integrated health and social care system.

In developing the more detailed delivery solutions for acute service reconfiguration, these have been the
guiding principles.

2.4.2 Two Vibrant Kspitals

The poposed changes to the configuration of acute hospital services described in this document are
consistent withthe acute components of the Futufét Clinical Work&ream Model of Care 2014rhe proposal
ensures that the future system secures and investsvimvibrant hospitals with consolidation ofreergency
care on one site and planned care on the other. Key components are

A One Emergency Centre comprising:
A one Emergency Department
A one Critical Care Unit
A One Planned Care Centre
A Two Urban Urgent Care Ceetr
A Local Planned Care (outpatients, diagnostics) on both hospital sites
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243 Key @mponents

There will be an Urgent Care Centre (UCC) on each site open 24 hours a day 7 days a week for those patients
that have an injury or iliness that is urgent and cannot be treated by primary care services. It is anticipated
that approximately 60% of the patiés that go tothe current EDscould carry on going to their nearest
hospital to receive the urgent care they need under this proposed new configuration of services.
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staff to be clinically appropriate. The UCCs will be staffed by a -distfiplinary team to include GPs,

Advanced Clinical Practitioners (ACPs) and nurses, specifically trained in the delivery of accident and urgent

care for adultsand children.

Thenew singleED will be fully equipped and staffed to deliver high quality emergency medical and surgical
care 24 hours a day, 7 days a week, 365 days a year. Patients who are acutely ill with potential life or limb
threatening injuries ad require immediate diagnosis and treatmenil be taken directly to the ED accessed

only via transfer from an UCC or Ambulance. The ED will also serve as a Trauma Unit and vditdtecto

with a single Critical Care Unitmbulatory Emergency carelilbe available 12 hrs a day 365 days a year.

A new Critical Care Unit will bring together all the Acute Trust adult critical care capacity, with level 1, 2 and 3
patients being managed in the same unit. The planned capacity of 30 beds has beerpfotfesl for the

next decade to allow for projected increases in demand. This unit will support the consolidation of emergency
activity and high risk elective inpatient procedures onto one site.

There has been considerable focus on potential changes to Wom¢rR / K A £ R NJBigh @Gisk wam8MNIIA 0S & ¢
FyYyR OKAfRNBYyQa aSNWAOSE ySSR (2 06S o6lasSR 2y GKS SySi
locally and nationallyncluding the West Midlands Clinical Senal@is means thatipatient Obstetrics ad
Paediatricsneed to be cdocated with ED and Critical CaiMost women and children will continue to receive

the majority of their care and treatment in the same place as they do now in either option being considered.

The services which will remaintimeir current location include:

Midwife-led unit and postnatal care

Maternity outpatients including antenatal appointments and scanning
Gynaecology outpatient appointments

Early Pregnancy Assessment Service (EPAS)

Antenatal Day Assessment

/| KAt RNBYyQa 2dzi LI GASY(d FLILRAYGYSyida
Neonatal outpatient appointments.

gegeeeeee

2.4.4 A Preferred Option

The commissioners wish to consult on two options to deliver this proposed model of care: Option 1: the
Emergency Centre at Shrewsbury with the Planned Care cenfrelfard and Option 2: the Emergency Centre

at Telford and Planned Care at Shrewshury. These are described later in this document as options C1 and B
respectively.

In September 2016, the optiorppraisal process iddified a preferred option; the Emergeyn &ntre and
Women and € A f R bhiBaf Shrewsbury with planned care based at Telfofthis preferred option was
chosen becauseaving the Emergency Care site at the Royal Shrewsbury Hospital would mean:

it can continue to be a Trauma Unit

fewer people would have to travel further for emergency care

it would better meet the future needs of our older population, especially in Shropshire and mid Wales
it offers the best value for money over the long term

g€ eeEEe
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After challenges byelford & Wrekin Council on the process and a recommendation from the Gateway Review
in December 2016an independent reviewof the option appraisal process was commissioned by the
Programme. The resulting report B§PMGdid not identify any material issues that would learesulted in a
change in the preferred option and the process was deemed rofiuss was supported by the Programme
Board in its recommendations to the CCG Joint Committee in August 201thehaonsequentlyvoted
unanimously to proceed to consultatiomith the two options including identifying thereferred option.The
details of the process for boththe nonfinancial and financial appraisal are set out in section 11 of this
document

¢ KS t NPKINF YRSSY AiyKE (inehitis$® of acute carwill improve servicesind outcomedor all

patients whilstalso tackling the servicand workforce challenges facitige Trust Impact assessments have
concluded that in terms of overall health impacts, in either option under consideration, the main changes are
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the whole population.These projected positive overall health impacishievable under bothptions are the

most significant of all the impacts assesskds recognised in this work however thaveral groupswill

experience a combination of positive and negatequality effects arising from the projected impacts.

Some of these groupfor example the very young and the older populatiamay be disproportionately most
likely to use the affected services, and therefore benefit the most from the prejguobsitive health impacts.
Equallyhoweversome may be disproportionately affected by the longer projected journey times from certain
localities Developing plans for mitigatioof these impacts will form a key part of the consultation and
engagement work ofhe programme through the nextmmediate period.

|2.4.5 Out of Hospital Care

The acute case assumes a number of-e@ttive admissions and inpatient bed days will be avomtetie

end of a five year periothrough a 50% reduction in delayed transfers of care, implementation of 7 day
workingand reducing demand througiew community models.d¥ the acute model of carthereforeto work
optimally and to achieve maximum benefit, all health and social care seot®d to contribute their part to
effective and integrated patient pathways which both support reduction in demand on acute services and
improve flow through acute services to discharge b@mc&ommunity. Thiswill require investment for
appropriate altenative community service provision to acute hospital c&ection9 describes the approach
being taken to ensure that tlewider system capacity changes and impacts are delivered to support the
activity and capaty assumptions in the PCBC ddtscribes the proposed community models at theurrent
stage of development

In approving the Strategic Outline Case in 2016 the CCGs and stakeholders recognised the importance of
further developing the community and primary care models necessary to suppoactite solutions. fiere

has been good progres better understanding the challenges in current provision and where there are
opportunities for changand theyare described at a high level in this PCB&rough the work that has been
done, there is now &evel of confidence in the out of hospital care shifts assumed in the OBC for Acute
Services and overall affordabilityoiWeverparticularly inrural Siropshire,the public quite reasonably seek
assurances around the detalhe options and strategic caser change around community provision will
emerge over the coming months and will need to be set out amendetail before the DecisieMaking

Business Cag®MBC]Js approved folFuture Fitin early 2018.

2.5The epartment of Health 5 Tests

In order toproceed to public consultation on proposed service reconfiguration the FltuRrogramme
needs to ensure it hawet the originalDepartment of Healt (DH) four testand the supplementary
requirement which was introduced in April 201The original DH tests are:

w Strongpublic and patient engagement

w Consistency with currerand prospective patient choice

w Clear clinical evidence base
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91 Clinical Commissioners Support

In addition, from April 2017, local NHS organisations have to show that significspitdl bed closures subject
to the current formal public consultation tests can meet one of three new conditions before NHS England will
approve them to go ahead:

1 Demonstrate that sufficient alternative provision, such as increased GP or commanitges, is
being put in place alongside or ahead of bed closures, and that the new workforce will be there to
deliver it

The Programme believestiasmet thesetestssufficiently at this stage to proceed to consultatiand sets out
the detail within this PCBC against ead@ome of the key points are summarised below

2.5.1 Strong Public and PatiennGagement
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the public and politicians to come tether and agree what changes are needed to make our local NHS services
fit for the future.

From the beginning, Future Fit has been led by doctors, nurses and other healthcare thafpeople who

deliver our services day in, day out. Many membersdofizo f A O | ONR &aa (GKS O2dzyide (221
survey and events and accepted that there was a need to make big changes. They have since taken an active
part in the design and development of the model of hospital care and been involved irrdbess we have

gone through up to this point.

Over the last four years, we have listened to and involved thousands of local people, including NHS staff,
patients and community groups. We have held a series of public roadshows, focus groups, conduetgsl surv
and delivered presentations to a wide range of audiences, from parish councils to senior citizen forums.

The key themes you told us you wanted were:

.S W22AYSR dzLJQ F YR NBalLRyaaiaof
Help me understand and access urgent care serviceoapptely
Assess and treat me promptly and in the right place

Admit me to hospital only when necessary

Make my stay in hospital short, safe and effective

Try to care for me at home, even when | amiill

—a —a —a —a _a _a

Examples of public and patient engagemaativity aredescribed below:

91 During the life of the Programme, work streams have carried out many public engagement events,
workshops, surveys and various engagement activities.
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public meetings to discuss the plans for change.

1 Healthwatch Shropshire, Healthwatch Telford and Wrekin and CHC Powys have been engaged and
involved in the programme since its inception three years ago. They have provided exjemt p@ws
across all the work streams and are active members of the Engagement and Communication work stream
and the Programme Board.
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1 The Programme Board throughout the Programme has had comprehensive representaticalfrom
sponsorand stakeholder orgnisdions. This has included Healthwatch Shropshire, Healthwatth,T&
Powys CH@nd separataepresentation from the individual Patient Groups

1 Without exceptionthere has beermne or more patient and gblic repesentatives oreveryworkstream
designinghe processes and services for the future as well as the suppdhegovernance and decisien
making groups.

1 What can be influenced at each stage of Prmgrammehas been identified and a variety of means for
people to be involved in the ongoing debate made available, such as focus groups pepnts, smaller
scale public activities, as well as, but not limiteddnsline surveystelephone surveys and socialedia
channels.

1 The Future Fit Engagement & Communications Team have implemented a specific plan for the Powys area
taking into account the needs of this rural community and the requirements of Welsh regulations and
legislation.

1 The Programme has beeliscussed fully with lay members of partner boards, Health and Well Being
Boards(HWBBRandHealthOverview and Scrutiny committe@dOSC).

2.5.2 Consistency with Current and Prospective Patiehbice

There is no plan to change providers in the Future Fit proposals; therefore the choice of providers is consistent
before and after the reconfiguration of serviceRatients who hoose toreceive their acute hospital care in
Shropshire and Telford & Wrekivill continue tobe able todo so under the proposed new model.

The key change in terms of patient choice under thesmeodel is where in Shropshire patiem! receive

their care from as the model consolidates emergency and planned care on sepsitase Some

consolidation of specialties on one or other of the current acute hospital sites has already been intrdduced,
examplestroke,acute surgerypbstetrics ancheonates and gediatric inpatients.

Currently, sme patients have taravel toother Centreutside of the county for more specialist caret f
example specialist paediatrics, level 3 neonatal intensare,and a number of cancer servicebhis will
continue under the new model.

In addition, ®me patients have to travel outi¢ of the county for the service they need because the current
acutetrust configuration and the workforceonstraintsmean thatthe acute trust is1ot able to offer a
sustainable service locally. It is the ambition of the acute trustliyatentralisilg some services and
consolidating their workforce that they are able to repatriate soofi¢hiswork back into thecounty.

The aim with the proposed modeltis deliver 2 vibrant hospitals with a significant proportion of current
activity continuing to belelivered in the future from the same hospital site as now, for example:

1 For the majority of urgent care needs, patients will continue to have the choice of using their local
hospital as all options include an Urgent Care Centre on each site.

1 Inthe caseof cancer care, radiotherapy will remain on the RSH site asatmwgsidethe existing
Cancer Centre withnadditional Cancer centre developed on the PRH site for some chemotherapy.

1 For planned care, diagnostics and the majority of outpatients arfiain on both sitesas will the
current Midwifery led unitalongsideantenatal aml postnatal carefacilities.

The table below illustrates the changes to where patients will access their care under the Preferred Option
compared to the current configuratioof services.
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Situation

| live nearer to the Princess
Royal Hospital

| live nearer to the Royal
Shrewsbury Hospital

I live in the mid Wales area

| need emergency
carec | have a life
or limb-threatening
illness or injury

For example, | have
severeblood loss or
loss of consciousnes

| would go to the new
Emergency Department at the
Royal Shrewsbury Hospital
During 201617, almost
120,000 people attended our
A&Es. Out of these, almost
45,000 needed emergency
care.

This would be a change to
where yougo now. You should
receive safer, faster, better
care.

This is because patients with
illnesses and injuries that are
not life or limbthreatening
would go to a 2sour Urgent
Care Centre.

| would go to the new
Emergency Department at the
Royal Shrewsburyospital
During 201617, almost
120,000 people attended our
A&Es. Out of these, almost
45,000 needed emergency
care.

There would be no change to
where you go now.You should
receive safer, faster, better
care.

This is because patients with
illnesses andhjuries that are
not life or limbthreatening
would go to a 2our Urgent
Care Centre.

| would go to the new
Emergency Department at the
Royal Shrewsbury Hospital
During 201617, almost
120,000 people attended our
A&Es. Out of these, almost
45,000 needed emergency
care.

There would be no change to
where you go now.You should
receive safer, faster, better
care.

This is because patients with
illnesses and injuries that are
not life or limbthreatening
would go to a4-hour Urgent
Care Centre.

| need urgent careg

| have an iliness or
injury that is not life
or limb-threatening
but requires urgent
attention

For example, | have
a scald, a suspected
fracture or a chest
infection

| would go to the 2our
Urgent Care éntre at the
Princess Royal Hospital

Over 75,000 of our patients
that currently attend our A&Es
could be treated at our new
24-hour urgent care centres at
either hospital

There would be no change to
where you go now but you
should be seen quicker. Thss
because patients with more
serious conditions would go to
the Emergency Department at|
the Royal Shrewsbury Hospitg

| would go to the 2our
Urgent Care Centre at the
Royal Shrewsbury Hospital
Over 75,000 of our patients
that currently attend our A&ES
could be treated at our new
24-hour urgent care centres at
either hospital

There would be no change to
where you go now but you
should be seen quicker. This i
because patients with more
serious conditions would go to|
the Emergency Department at
the Royal Shrewsbury Hospita|

| would go to the 2our
Urgent Care Centre at the
Royal Shrewsbury Hospital
Over 75,000 of our patients
that currently attend our A&ES
could be treated at our new
24-hour urgent care centres at
either hospital

There wouldbe no change to
where you go now but you
should be seen quicker. This i
because patients with more
serious conditions would go tof
the Emergency Department at
the Royal Shrewsbury Hospitd

| need planned care
For example, | have
a planned operation

Most patients would go to the
Princess Royal Hospital
During 201617, there were
over 50,000 planned
operations at our two
hospitals

For most patients, there would
be no change to where you gg
now. You would only go to the
Royal Shrewsbury Hospital if
you arehaving a complex
planned operation or have a
condition that may need the
support of the critical care

team.

Most patients would go to the
Princess Byal Hospital

During 201617, there were
over 50,000 planned
operations at our two
hospitals

For most patients, this would
be a change to where you go
now. You would only go to the
Royal Shrewsbury Hospital if
you are having a complex
planned operation ohave a
condition that may need the
support of the critical care

team.

Most patients would go to the
Princess Royal Hospital
During 201617, there weae
over 50,000 planned
operations at our two
hospitals

For most patients, this would
be a change to where you go
now. You would only go to the
Royal Shrewsbury Hospital if
you are having a complex
planned operation or have a
condition that may need the
support of the critical care
team.
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Your operation is highly
unlikely to be cancelled
because of a lack of beds due
to an emergency admission

Your operation is highly
unlikely to be cancelled
because of a lack of beds due
to an emergency admission

Your operation is highly
unlikely to be cancelled
because of a lack of beds due
to an emergency admission

| have an outpatient
appointment

Outpatient appointments are
carried out at both our
hospitals.

During 201617, there were
over 400,000 consultanied
outpatient appointments at
our two hospitals

For most patients there would
be no change to where you gg
now.

Outpatient appointments are
carried out at both our
hospitals.

During 201617, there were
over 400,00C:onsultantled
outpatient appointments at
our two hospitals

For most patients there would
be no change to where you gg
now.

Outpatient appointments are
carried out at both our
hospitals.

During 201617, there were
over 400,000 consultanried
outpatient appointments at
our two hospitals

For most patients there would
be no change to where you gog
now.

My 5 month old
child is poorly and
needs to stay in
hospital overnight

For example, they
have a chest
infection and are

They would go to the Ray
Shrewsbury Hospital

During 201617, around 4,000
children had an overnight stay

Fd dKS 22YSy |
Unit at the Princess Royal
Hospital

This would be a change to

They would go to the Royal
Shrewsbury Hospital
During2016-17, around 4,000
children had an overnight stay

Fd GKS 22YSy |
Unit at the Princess Royal
Hospital

This would be a change

They would go to the Royal
Shrewsbury Hospital

During 201617, around 4,000
children hal an overnight stay

Fd dKS 22YSy |
Unit at the Princess Royal
Hospital

This would be a change

not feeding where your child goes now to where your child goes now | to where your child goes now
My child is having They would go to the Royal They would go to the Royal They would go to the Royal
chemotherapy Shrewsbury Hospital Shrewsbury Hospital Shrewsbury Hospital
treatment During 201617, 170 children | During 201617, 170 children | During 201617, 170 children
rISOSAPSR OF NB |[NSOSAGSR OF NB |[NBOSAGSR OF NB
Cancer Unit at Telford Cancer Unit at Telford Cancer Unit at Telford
This would be a change to This would be ahange to This would be a change to
where your child goes now where your child goes now where your child goes now
| am having a | would go to the Royal | would go to the Royal | would go to the Royal

consultantled birth
For example, | am
having a planned
caesarian section

Shrewsbury Hospital
During 201617, over 4,000
women had a consultanted
birth at the Women and
/| KAt RNBy Qa
Royal Hospital

This would be a change to
where you gaow

I Sy

Shrewsbury Hospital
During 201617, over 4,000
women had a consultanted
birth at the Women and
| KAt RNBYy Qa
Royal Hospital

This would be a change
to where you go now

I Sy

ShrewsburHospital

During 201617, over 4,000
women had a consultanted
birth at the Women and
| KAt RNBYy Q&
Royal Hospital

This would be a change
to where you go now

I Sy

| am pregnant and
have a scan booked
with my midwife

| would go to my nearest
midwife-led unit

During 201617, over 20,500
women had a maternity scan
at one of our midwifeled units
During 201617, almost 650
women gave birth in one of
our midwife-led units

There would be no change to

where you go now

| would go to my nearest
midwife-led unit

During 201617, over 20,500
women had a maternity scan
at one of our midwifeled units
During 201617, almost 650
women gave birth in one of
our midwife-led units

There would be no change to

where you go now

| would go to my nearest
midwife-led unit

During 201617, over 20,500
women had a maternity scan
at one of our midwifeled units
During 201617, almost 650
women gave birth in one of
our midwife-led units

There would be no change to
where you go now

Table 1: Changes to where patients will access their care under the Preferred Optéam Clinical Evidence

Base
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2.5.3 Clear Clinical Evidence base

The Programméasbeen clinicallyed from its inception The originalproposed model o€are was derived
from two key sources:

i) Reviewsf the national and international evidence base relevant to each of the main clinical areas,
and;

ii) Clinical consensus derived from the combined experience of over 200 clinicians from primary,
secondary careas well asocialcare and other services (including ambulance and mental health
services).

The programme has undergone a number of independent clinical reviews:

The WM regional Senate Review took place in October 2016. It made a series of 18 recommendations relevant
to all options and supported the case for change and the clinical model:
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sound evidence presented to it on current performance, improvements seen in other regions by

reconfiguration of services with mufite Trusts, the potential loAgrm benefits, and alignment
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They acknowledged that the decisions the health economy are trying to make are difficult:

G2S 6SNB YIRS [ ngtuNdit agdfutuie Menodraphicd @ilNdy maternity and
paediatrics toward PRH where it is has recently been built but more elderly around Shrewsbury
pulls in the opposite direction. Moving the Trauma unit and therefore other acute and time
dependent sefices from Shrewsbury might disadvantage residents of Powys but advantage
residents of Telford.

Decisions are difficult and trad#fs inevitable but the time has come to make them. After all, both sites
will get considerable and needed capital investndeat

The Clinical Senate also supported thdamation of Obstetrics and Paediatrics with the Emergency Centre.
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remaining sited on the Planned Care sitdPaincess Royal Hospital was not deemed clinieglyle In light of

this, local clinicians views and external independent review on this option, the Programme Board

unanimously agreed in November 2016 that thel@cation of inpatient Obstetrics ahpaediatrics had to be

with the Emergency Centrédvice was also sought from the Trauma netwdtke view of the Network was

that the preferred site for the Trauma Unit should be Shrewsbury. This reflected its geographical location and

an increased risfor the group of patients from Powys if it was sited at Telford.

Advice was also sought from the Trauma network. The view of the Network was that their preferred site for
the Trauma Unit would be Shrewsbury. This reflected its geographical locaticanaincreased risk for the
small group of patients from Powys if it was sited at Telford. The Nethorkever, stated that Trauma kit
status could be considered for Telford in Option 2 (Option B) subject to the appropriate standards and
specificationset out by the network are met.
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the mitigation that would need to be considered in any potential relocation of the Trauma Unit from the
Shrewsburyto the Telford site.

Whilst ambulance providers recognise that Shrewsbury would be the preferred location for a Trauma Unit,

based on access and journey times, for the small number of patients that might need to divert to a Trauma
Unit for optimisation ad stabilisation and who are not within an hour of a major Trauma Centre, there would
be mitigating actions that could be put in place to reduce the risks were the preferred site to be Telford.:
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Increase in the use of air ambulance; review of dispatchomals

Extended flying time to night flights through more night approved landing sites

Upskilling of workforce; enhanced availability of paramedics and pre hospital care protocols; potential
technology advancements over nextd3years mobile diagnostics

1 Increased access to trauma doctor and/or more critical care paramedics in transit

1 Review location of strategically placed land vehicles

1 Conveyance toearest alternative TWHereford, Worcester, Wrexham, Wolverhampton

=a =4 =4

Many of these initiatives are to eedree being progressed now as part of separate ambulance service
developments and will mitigate risks for critically ill and injured patients which ever option is finally
implemented within Shropshire. In Wales, other reconfiguration programmes are dthéngeed for
development and review of ambulance and air ambulance capacity.

It is the view of the Trauma Network that mitigation plans specific to the risks associated for some trauma
patients with long journey times under option 2, should be workeduith West Midlands Ambulance service
(WMAS), Welsh Ambulance Service (WAS) and the Emergency Medical Retrieval and Transport Team (EMRTS).
This work has begun and will continue throughout the coming months.

These conclusions were reaffirmed by independgimicians at the Joint Comttée held on 10th August
2017, vhereit was also confirmed that the preferred option of C1, the Emergency Centre at RSH and the
Planned Care Centre at PRH should form part of the consultation on the deliverable options.

Theprogramme will continue to be clinically evidence based as it goes forwara@onsultationand its
governance arrangements support that with an active Clinical Design Group of health and care leaders and a
wider Clinical Reference Group with a distriloatiist of over 300 health and care staff from across the system.

2.5.4 dinical Commissionergport

Clinical commissioners are the two main sponsors and have supported and funded the programme since its
inception in 2014. Without exception, members of thevBming Bodies recognise the case for change and
unanimously accept that do nothing is not an option. This is also widely accepted by primary care colleagues.

There is full support for the clinical model of investment to retain two vibrant hospitalsansihgle
emergency centre and a site specialising in planned care. There is also support for the more recent work both
CCGs have done in developing out of hospital care.

The geographical split of public and other stakeholder opinion in determining tHerped location of the
emergency centre has been mirrored to some degree in primary care commissioners. This has contributed to
the requirement for an independent review and for the supplementary impact assessment work that has taken
place in leading up tthe conclusions of the Joint Committee in August 2017.

The governance arrangements around decision making were reviewed and a Joint Committee established with
a strong GP commissioner membership together with independent clinician members. On redh#pt of
independent review and the further I1A work, the CCG Joint Committee concluded on 10th August 2017
unanimously that both options B and C1 are deliverable, that option C1, the Emergency centre at Shrewsbury
and the Planned Care Centre at Telford, & pineferred option and that both should be taken into public
consultation in November 2017.

At the Joint Committee the importance of putting in place key areas of mitigation for those populations who
would be disadvantaged by any final decision, was essjged as a key requiremenipecificallfthat there

was appropriate paediatric cover in place at the urgent care centre on the planned care site; that mitigation is
put in place for travel and accommodation neefis Women and Children using the EC sitel for older

people using the planned care site; thaarefully balanced ambulance services were put in place; and that the
local NHS is really innovative with developiwgrkforce solutions.
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The CCG Governing Bodies now fully support a formal datisalwith the public on the options deemed
deliverable by that Joint Committee including the preferred option subject to the NHSE Assurance process.

58GlFAfa 2F (KS LINRBANI YYSQa LINRINBaAaad YIRS gAlK (KS&as 2
support from the CCGs are providedtire tablebelow.

‘(878 Further clarification around the SATIHCCG
clinical linkages on which the service As above.
reconfiguration has been based

Neighbourhoods (formerly
Community Fit)
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2.2

4.2

34

The CCGs require completion of STPCCG  Community model of caredsbeen progressed
sufficient further work to design the considerably via STP Neighbourhood Workstreams.
model of community care and to test More details in section 9 of this PCBC

assumptions about a) the scale of

activity shifts and b) productivity The Optimity work carried out for Shropshire CCG in

T TOMEMENTS EMTEPE 7 11 B determining opportunity ér shift from acute to

community has provided confidence in the deliverabil
of the activity assumptions as has the neighbourhood
work within Telford & WrekinThe implementation
detail of these community models is now required.

More recent sensitivityanalysis by SaTH has examine:
number of variables and risks and their impact on
affordability including productivitygemographics and
repatriation. Sectionl0 sets out a sensitivityralysis for
the acute modelling.

Work has been undertaken to furtheedelop the out
of hospital model of care anits associatedctivity
modelling and this has been tested against the acute
modelling. This is described$ection 11 othe PCBC.

The CCGs require detailed sensitivity  SATHCCG ~ Some ensitivity analysias beerundertaken and

analysis on the assumptions used, tc included in thePCBC in sections 10 and 11
be completed through the OBC

process

Community and/or primary care
alternatives to acute care

These assumptions need thorough SATHCCG
testing through the OBC process,

including the application of a

sensitivity analysis.

See above

This would also need to include the SATHCCG See above
potential impact on primary care and

community services in a range of New section added in Sectiord@scribing the impact
activity shifts, together with an on primary care.

analysis of the change in financial

flows away from the acute sector tha Forms part of theongoingwork within the STP and the
will enable this activity transfer to development of the Neighbourhod®ut of Hospital
take place models

There is also a need to quantify the CCG Commissioners are leading a piece of work to ensure
impact on ambulance service that this impact modelling is complete by the end of t
[ consultation period The outputs of this work will be

shared with ambulance/patient transport providers foi
input before final report is concluded.

SaTH have had numerousalissions wittambulance
trustsregarding the clinical model and approach to



pathway progression. All discussidva/eincluded
WMAS, WAS and MSL

Further test the detail around the SATH See above
A 1 OdzG S ¢ NHza G Qa kY
level of activity from other providers

Affordability of the SOC needs furthe  SATHCCG  See aboveFurther sensitivity analystsas been

testing, including the assumptions included in the PCBC.
around investments and efficiency
== savings and should be supported by Further due diligence work will be required pre DMBC

robust sensitivity analysis

Table2: Caveats to the CCG Boards approval of the Acute Trust SOC

In conclusion, therefore hie caveats have to a significant deglmenaddressed over the past 12 months.

More detail has been set out on the community model sufficient to give confidence in the acute assumptions
at this stage; there is now more sensitivity analysis done by the Trust. Howeverémeatsmore work to do
prior to any approval of a Decisidlaking Business Case (DMBC) which will be expected in early 2018.
Notably,further stress testing affordabilityspecifically aroundhe availability and source of capital;

repatriation of servicesanddetailedmodellingof the impact on ambulancand patient transporserviceswill

form part of this work.

Notwithstanding this further work this PCBC prowdssurance to commissioners thiie options being taken
into consultation with the public are It clinically and financiallgeliverable

2.6New DH Conditions for anyr&posedBed Qosures

Modelling to estimate future acute activity levels and acute bed capacity requirements has been considerable.
This work was originally undertaken in 2014 and lt®sa S1lj dzSy it @ 06SSy dzLJRF SR Ay

(December 2016) and again more recently during 2017.ifi¢lisdes demographigrowth, a planned
reduction in delayed transfers of care, the move to 7 day working within the Trust and an evaluation of
avoidable admissions through implementation of the CCGs out of hospital care strategies.

The table belovshows how, undethe proposednew model ofacutehospital care, the bed numbers and

types of bedsavailableacrossthe two acute hospital sitewill change to meet the future needs of patients
summaryas can be seen belgwvhilst the number of beds in future will be mattean currently available, the
increase is less than projected changes in demography would indicate are requirechagrdphic growth of
2.8% is being addressed through service changes in the commiuhéye is a proposed reduction of 35,738

bed days reling to these schemes this equates to a bed base reduction of 110 beds (37 Telford and Wrekin
CCG, 73 Shropshire). This is shown in section 10.1.2.
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Number of beds | Expected number
in the hospitals of beds in the
today future

Who will be cared for in these
spaces?

Overnight beds Where patients stay if they need
hospital care for more than one day
For example, patient being treated
for a severe chest infection.

731 785

Day beds Where patients stay if they have ha|
an operation but do noheed to stay
in hospital overnight. For example, 91 105
minor arm operation or investigatiol
such as Endoscopy.

Clinical trolley and Where patients that need to have
recliner chairs some tests carried out and are seel
by a hospital doctor but are very
likely to go home that day. For
example, an elderly patient that hag
had a fall.

10 49

Critical Care beds Where patients who are very poorly
are treated and cared for. For
example, patientsvho are on life
support.

23 30

Neonatal cots Where poorly newborn babies are
cared for. For example, a prematur 22 22
baby.

Total 877 991

Table2a: Proposed Changes Bed Numbers by Type

The CCGs hawue July2017 reviewed tk original assumptionsf Future Fit set out in the 2014 modelling and
triangulated it througha number of reviewsthe recentwork indevelogng communityurgent response
modelswithin neighbourhoodteams inT&W CCG; an independent review@gtimityin Shropshire examining
the opportunity in out of hospital care; and examining Better Care Better Value Indicators which sets out an
G 2 LILI2 NJi dzy A (0 &f ov@ri65 yazs olRa@imissiatisction 100f this PCBEets out thistriangulation

work that providesassuance thatthere is no material difference in activity assumpti@ighis pointbetween

the Acute Trust OBC and the Neighbourhtidat of HospitalCommunity Modelsshould they le successfully
implemented and deliver the benefits described in this document.

2.7Financial Impact

The systen8TP submission (Bctober2016demonstratedthat if the system takes no action to change, by
2021 there will be a collective deficit of around £130m. Coupled with vgtkatown about difficulties in
recruiting staff to current role structures and the limitations of our infrastructure this is noisition that can
be supported.

The Financial Case described in Section 12 of this PCBC confirms the affordability of the proposals to the Acute
Trust the CCGs and the system as a whole

1 Shrewsbury and Telford Hospitals NHS Trust

¢ KS ¢ NHza audited acopufitdziof 2016/17 demonstrate that a deficit amounting to £5.6m was
delivered, achieving its control total as set by its regulator NHS Improvement.
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required detailed sensitivity analysis on the assumptions used to be completed through the OBC process.
In considering this the Acute Trust has identified three scenarios:

1. Can the Trust afford the reconfiguration plan, given the attributablesrsnd assumptions and
for

2. Does the OBC provide an improved way forward than the option of doing nothing, and /or

3. Does the OBC support an-going improvement in the financial position of the Local Health
Economy?

If the current financial model figureare used, the 4 year aggregater@missioner surplus would fall to
£2.5m resulting in a system surplus of £5.7m rather than the £8.7m reported in Oc26lér Hence it
can be seen that the STP plan aims to deliver a significant change in respect of rgdi&nmodel of
care in the system whilst at the same time returning to an underlying recurrent balanced position.

The Acute Trust has confirmed that theirrrentunderlying financial assumptions will have no adverse
financial impact on the CCGs and wit require any additional investmebove tariff income.

1 CCGs
In 2017/18 T&W CCG has a cumulative surplus of £5.7m andyaarircontrol totalof break even. At
Month 3 the CCG has generated additional year to date surplus of £64k. Deliveryfioitieal position
will be dependent on prudent financial management and QIPP delivery throughout the year.

¢KS //DQa FTAGBS @SINI FAYFEYOAIFf LIy Od2NNByidfteée YSSia
break even position each year. Howeverpider to fund increases in activity, demography and service
improvements the CCG will need to deliver recurrent QIPP plans in the region of £7m alye&2CG

financial and QIPP plans are aligned to the proposed activity shifts from acute to community.

Shropshire CCG ha2@17/18in-year control total for 2017/18 of £19.4m deficit. At the end of the year,
the CCG will have accumulated a total deficit (including the £19.4m) of £B82iMonth 5 2017/18, the
CCG is on target to deliver its financial cohfor 2017/18.

By 2020/21, the CCG is anticipating financial recovery that will enable it to deliver a small in year surplus
and to maintain underlying financial stability. In order to achieve this, the QIPP challenge remains high;
numbers each year are around 3.5% @i allocation (£16m). Repayment of the accumulated deficit

will takea further decade

1 The system as a whole
Whilst a full refresh of the STP financial plan is still to be completed (this will be conducted@8ring
201718, modellingsuggests that theecentchanges made to the Shropshire CCG plans would not
materially impact on th@reviously reportecosition. Ifthe current financial model figures are used, the
4 year aggregate commissioner surplus would fall to £2.5m resulting in a system sfrfugm rather
than the £8.7m reported in Octob@016 Hence it can be seen that the STP plan aims to deliver a
significant change in respect of redefining the model of care in the system whilst at the same time
returning to an underlying recurrent bethced position.

Judged on this basis it is evidghat taking forward thereconfiguration of acute hospital servicissignificant
in improving the financial sustainability of the Shropshire and Tefovdrekin health system.

2.8Conclusion

The Future EiProgramme has in collaboration with its sponsor organisations and stakeholders developed a
number of proposal$or changing the configuration of acute hospital services for the populations of
Shropshire, Telford and Wrekin and parts of Potiagt rely onthe services of Shrewsbury and Telford

Hospital NHS Trughat will both improve the qualitynd safetyof care for the whole population and increase
the system sustainability for the next generation.
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It has taken over 3 years to get to this point, lontfean anticipated and to the frustration of mamycluding

the public During this time services have also become even more fragile. However, the Programme has been
able to develop during this time additional assurances around its processes and decgiog that must

now give confidence to the public and to the regulators that it is time to proceed to public consultation.

In summary, the Programme now believes it has:

1 et out a clear and demonstrable case for change in our acute hospitals that hassecomé even
more urgent

1 et out at a high level the community solutions necessary to support out of hospital care for our
dispersed populations whilst also recognising there is more detailed work to do

1 et out affordability for the &ute Trust , for theCCGs and for the system whilst also setting out more
work to do to get the necessary assurance for the decision making business case in 2018

1 Met suficiently the5 key tests for reconfiguration that the DH asks of us

1 et out two options deliverable bothrfancially and clinically

1 et outitspreferred option and the rationale for that

The CCGselieve the time is now right to ask the public and all other stakeholders its view on these options
and to proceed to public consultation.

This documensets out trese assurance® NHSHn more detail andlescribes the proposals for change
which we wouldhow wish to consult
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3. Foreword from the CCG Clinical Leads

There are already some very good health services in Shropshire, Telford & Wrekin. ThégJedaged over

many years to try to best meet the needs and expectations of the populations served. Nevertheless when we
look at the changing needs of the population now and that forecast, when we look at the quality standards we
should aspire to, as mézine becomes ever more sophisticaieshd when we consider the economic and
workforce challenges faced particularly by Shrewsbury and Telford Hospitals NH®Itratto by our

primary and community care providetben it becomes obvious that there @ absolute need to look at how

we design acute hospital services so we can meet the needs of our population and provide excellent and
sustainable services for the next 20 years and beyond.

TheFuture FitProgramme from its inception has been clinicdly. Over 300 clinicians, patients and public
GSNE Ay@2f SR Ay RS@St2LIAy3 (GKS Waz2RSt 2F /NS wnmnQ
hospital services with one Emergency Centre site and one Planned Care and Diagnostic site.

The many loal clinicians, patients and members of the public who participated in the Call to Action in 2013
accepted that there was a case for making significant change provided there was no predetermination and
that there was full engagement in thinking through thptions.

TheFuture FitClinical Design Group (CDG) has been at the heart of both overseeing and assuring the process
by which the delivery solutions for high quality sustainable acute hospital services have been developed. In
addition, its multistakenolder clinical membership has enabled a whole system overview and assurance of the
proposed delivery solutions recognising that effective acute hospital services operate within and are reliant on
a wider health and social care system. The programme hsigred continued wider clinical engagement

through regular Clinical Reference Group meetings which are held in the evening to facilitate ateadanc

have between 104800 attenckes. This level of wide clinical engagement will continue and be supplethente

by the wide engagement work happening through the STP Neighbouf@oodf Hospitalvalue streams.

The CDG is confident that the programme over the last 3 years has been clinically led and continues to be so.
There is much evidence contained in this E@Bsupport of the assertion that there has been no
predetermination of outcome and wide engagemeboth clinical and nostlinical in designing the delivery
solution options which have been thoroughly appraised and considered in coming to this sthge in

programme.

The CDG fully supports the proposed model of care set out in this document and will continue in its assurance
role as the programme progresses to the determination of a final delivery solution and subsequent
implementation, subject to appriate approvals. As joint chairs we look forward to continuing to work with
local clinicians both in acute care but also in the developing community model to deliver whole system
sustainable modls of care for the future fothe populations we serve. Biwvelcome the opportunities that

the formal consultation period will provide for much wider engagement and input from the public we serve to
inform the final decision.

Dr Jo Leahy DrJulian Povey
Clinical Chair Clinical ChaiShropshire
Telford & Wrekin CCG Shropshire CCG

Joint ChairFuture FitClinical Design Group
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4. Foreword from thejoint Senior Responsible Officer

ThisPCBGs the culmination of 3 years of collective effort across Shropshire and Telfdfce&in to reform
the local model of acute care so that our local populations consistently receive high gefiliignt,
sustainable acute hospital services.

Most acute hospital servicestie developed over many years, with clinicians, managerstfiitrying to

keep pace with changes in demand, improvements in medicine and technology and increased expectations of
the populations served. Nevertheless, it is recogniged the current hospital onfiguration is not sustainable.

All of this is undgrinned by the economic climate in which the NHS must operate.

Our intent is torestructurethe provision of safe, high qualiscute hospitakervices into the most efficient
and effectiveconfiguration

Over the pasthireeyears, patients, clinicians, magers and staff from across health and social care have
contributed their time and expertise to the design of the programme and the care pathways withiridthas
been underpinned byctiveand ongoingpatient engagement and communication/e thank eal of them for
their contributions to the programme so far and to the development and assurance @B

We will ensure that this programme is led in Iwéh best practice throughout. We will follow the evidence
base in concluding our decisions agrtjage widely with patients, the public and our stakeholdethis
process

David Evans Dr Simon Freeman
Chief Officer Chief Officer
Telford & Wrekin CCG Shropshire CCG
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5. The Strategic Contex¢ Sustainability andTransformation Plan (STP)

TheFuture Fitrogramme forthe reconfiguration of acute hospitaservices formene of four key

transformational service redesign workstreams withikK N2 LJA KA NB | yR ¢ Sf F2NR 3 2 NB] A\
Transformation PlafSTP).This section of the business case summarises the key points fro8iTRnd

provides thewider context within which the proposed reconfiguration of acute hospital servicegwsplaced.

It is widely agreed that in order fdhe localNHS to cotinue to provide services for the future, changes need
to be made now. The challenges fadeare similar to those beingxperienced across the country:

1. Demand continues to increase
2. Workforce does not have capacity to meet that demand
3. Costs of providingare are continuing to rise

In order toaddresghe increasing financial challengefanges are needed whitake full advantage of recent
rapid progress in treatments and technology. order to meet the needs of the population, Shropshire needs
to work as a single health economy, by working together for the benefits of the population.

Causes of poor health are numerous. Joined up care and a systematic approach to tackling issues head on is

what is needed. Focusing on needs and delivery of seriges ¢ O2 YYdzy AGAS&aé¢ BKSNBE akKl NB
and models for delivery are localised to meet need are shown to be the best way to reduce demand, gain

efficiencies and provide a cohesive workfor@éis is whyhe STP focuses on a more joired way of

working, based on smaller areaalledneighbourhoods to prevent ill health and promote the support that

local communities already offer.

1 These neighbourhoodwill be used as the basis for providing health and care services for people who
need professional hpl but not hospital treatment. GPs, social care, community nurses, therapists
and mental health workers withcreasingly work together to provide a consistent range of services at
a local level. These Neighbourhood Careriigavillbe the first port of cdlfor people with diabetes
andotherlongi SNIY O2yRAGA2Yya LIS2LX S 6K2 YAIKIG 20KSNBAAS
need emergency services; and people who have recently beehatiged from hospital. They wie
the link between clinical and commiiy care.Whilst this business case does not sat the
implementation ofthis community model in detail, it recognises the critical nature of getting it right in
delivering the assumptions for the acute solutions.

1 For patients who do need hospital caras this document does set ot detail, the system proposes
to create two centres of excellence, one specialising in emergency care and the other in routine
surgery or planned car®ver300 clinicianiave been involveth developing the proposals for
hospital services because they know wisabest for their patients. Thaim is to improve the
outcome for patients by using consultants and other resources most effectialy Emergency
Centre willwork closely with more local urgent care services. Most assessment, diagnosis ane follow
dzL) ¢g2dzZ R 06S R2y S O.NeighSodithoddRCarkJbeanshplnan imgatanSde in
this.

The STP Partnership beliexkat making these changes wileliver clinical improvementand better
outcomesfor all patients. Communities themselves would be able to support vulnerable people, with the
professional backing of Neighbourhood Care Teams where required. Fewer people would need to go to
hospital, andhose who do would be discharged quicker.

41



5.1 STPVision, Mission and dues

This STP has set out its vision, mission and values;

|5.1.1 Vision

Ve A~ ~
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|5.1.2 Mission

Provide the safest care possible.
Support independenliving in older age.
Be an employer of choice across the region.

Embed social care, prevention, supportsglfcareand mental health in all that we do as a system.

=A =4 =4 =4 =4

Make exceptional use of technology to improve access, communicatiwh¢areco-ordinationacross
our delivery system.

1 Make best use of all available resources and deliver value for every £ spent.

'5.1.3 Values

1  We will share information and resources across organisations in order toresiletnce and social
capital across the county of Shropshirewe will all promote prevention and supporteetlfcare using
available technologies to enhaneerkforcex  LJF G A Sy Ga FyR OAGAT SyQa SELISNRS:

1 We will work as a single system to deliceordinated and integrated care across the NHS, 8bCiare
and the Voluntary Sector.

1 We will work together to develop sustainable workforcehat is fit for purpose, is supported by modern
technology, and can deliver evidendel 8 SR OF' N8B Ay yS¢ gl e&a OGKIFG adsad dza
live.

1  We wil collectively understand available resources, capacity and capabilities to develop a transformed
system of care with the appropriate workforce thahigh quality, financially sustainableefficient and
delivers best practice (or above) all the tindesa systemnto use evidence from around the world to
develop excellence in care apébneering serviceshrough the use of high quality research and use of
new technologies.

5.2STPc Priorities

The STP has set out four key priorities going forwards:

5.2.1 Develop andmplement a model for Neighbourhood working

1 Supporting individual communities to become more resilieMhe causes of poor health are
rooted within our communities and as such the solutions need to be commbaggd. Enhancing the
assets and skills of local people and organisations, we will capitalise on the power of this rich source of
social support tduild individual and community resilience.
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1 Supporting people to stay healthyPeople will be supported to lead healthier lives, patients
empowered through technology; and selire promoted in order to reduce the demand and dependency
on local public setices. Lifestyle patterns are complex and often interlinked and a combination of
dzy KSIFfdKe tATSadetsS OK2AO0Sa AyONBlIasSa LIS2LX SQa N aj
with a combination of unhealthy lifestyles are 4 times more likelgie in their next decade than those
leading healthier lifestyles.

1 Developing Neighbourhood Care TeanBreventing unplanned admissions to hospital and
proactively supporting discharge from hospital are essential features of neighbourhood working.
Professionals will provide a quicker response at times of crisis to assess and treat patients in their own
homes and provide short term therapy support to ensure people remain as independent as possible.
People with long term health conditions will be supported to live their life to their full potential. Health
professionals and other local resources will work tihge to seek out those who would most benefit as
well as ensuring that patients can understand and, as far as possible, manage their own condition.

1 The community bed reviewNeighbourhood working will require some access to locally provided
beds for patiats. At present these are provided through community hospitals, local authorities and care
homes. As Neighbourhood working develops, the local provision of beds will be reviewed. The
RSOSt2LIYSyd FyR dzaS 27F @& QA NI dzlinftiativer NRaé¢ gAft LINR GA RS

5.2.2 To reevaluate hospital services

9 Acute reconfigurationProgramme- This programme is clearly well established and forms the
purpose of this business case. Thgure Fitmodel for acute hospitatare describes an urgent care
network, within whth one central emergency centre works closely with two urban urgent care centres
and a number of rural services where urgent care is provided on a locality basBlanned Care there
would be a single sitehich operates independently from the emergersite which will allow efficient
and uninterrupted workflow over 7 days.

1 Understand our secondary care expenditurBhropshire appears tammmission a high level of
sometreatments in comparison with the rest of Englan@rthopaedicand musculeskeletal (MSK)
servicesisone such area. This servicoiganised across three hospital sites and through a number of
therapy servicesThe MSK and orthopaedic revidas been commissioned to ensure that the service is
appropriate and as effective aggsible. Other reviews will follown this business case it is assumed that
there will be no change in acute providers and SATH will continue to deliver orthopaedics with most
routine surgery at the planned care site with orthopaedic trauma delivered@Bmergency site.

5.2.3 Continue to develomther services

1 Services for people with mentaliliealth or a learning disability; services for children; and
cancer servicesre also developing rapidly. Mental health and Learning Disabilities are core to the
devebpment of Neighbourhood teams and will play a key role in the work of local teBsychiatric
liaison and other specialist servicsuch as Perinatpbychiatrywill playan important role in ensuring that
admissions to the acute hospitals are minimis€de health and care community is committed to ensuring
that these continue to provide high quality care and are developed within the same philosophy as other
services.

'5.2.4 Make best use of resources

T Financial sustainability- The health and care community faces very significant financial challenges
over the next few years. These have to be addressed whilst safeguarding the quality of services.

1 The two CCGs ented the 2017/18 financial year with a combined recurrent defidiE13.6 m and
the AcuteTrust commence the year with a recurrent deficit of £16.5m. The effect of taking forward
the acute reconfiguration is to at least generate a balanced recurrent position for the Acute Trust and
at the same time secure savings faetCCGsludged on this basis it is evident that taking forward the
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OBC is significant in improving the financial sustainability of the Shropshire and Eelfdrekin
health system. Further information on the acute financial case is provided in section 12

1 Reducing duplication There is potential tdurther reduce costs without affecting service provision by
rationalising organisations, back office functions and estate costs; and by greater exploitation of IM&T

5.3 Benefits to Patients

Achieving the changes described in the STP will deliver improvements in patient safety , clinical effectiveness
and patient experience. In particular, changes to the configuration of hospitals will ensure that the
concentration of resources dedicated émergency care and planned surgeryl improve clinical quality and
enable constitutional standards for waiting times to be met.

The development of Neighbourhof@ut of Hospitawork aimsto change the emphasis in the relationship
between the public and the NH® that communities are able to support vulnerable people, with the
professional backing of Neighbourhood Teams where required. Neighbourhood working also aims to ensure
that many peple will no longer need to go to hospital and that delays to hospital discharge will be minimised

CKS dzy st NN YyiSR QI NAF(GA2ya Ay Ot AyAOlf iAdiztedthatSa KA IKCE
there is a need to addreshé clinical effetiveness of thaleliveredpathways.The sharedimisto deliver
consistently high standards of caaed to learn from best practice elsewhere

Working collectively to deliver evidence based care and reduce duplication will happen as a result of the
workforce developments and transformed systems of care which release capasitpportdeliver care in

line with constitutional standardsore consistentlyDeveloping co-ordinated aml integrated care across NHS,
social care and theoluntary sectorwill address the quality concerns when patients experiemeecessary
steps anddelays in their journeys such as those measured through Delayed Transfer of Care data.

Continuing toikten and learn fronpatient feedbackwill be key to deliver the benefits &t we set out The
development of assystematic approach tengaging anéhvolving local peoplé an aim irthe systen90 day
plan. This will be bothat large scalend formal inFuture Fit consultatioprocess,but also withwider
engagemenbn theoverall system plans.

5.4 Where the Future Fit Programme fits in the STP

Currently we know that our inabilityo consistently meeNHSconstitutional standards around&E,cancer

and 18 week referral to treatment times raises potential challenges to qualitsire. Achievingthe changes

set out in theSTP will deliveémprovements in patient safefyclinical effectiveness and patient experience. In
particular, changes to the configuration of acute hospitals will ensure that the resources dedicated to
emergency care and planned surgewill be concentrated and fosed to have the greatest impact on
improving e clinical quality andeducing waiting times.

The transition of thd-uture FitProgrammaen governance termsto the wider STRlanis much welcomed as
part of a whole system approach as it is recognised that the success of the reconfiguration of acute hospital
services will be dependent on a robust and supportive community model of ddre activity and capacity
modelling assumptios within the new acute configuration of hospital services are in part calculated on the
premise that there will be a reduction in demand on acute services which will needsogportedthrough a
redesign of the community model of delivemhich will beachievedthrough the STRvork.
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6 The Future Fit Model of Care

The Future Fit Programme was established in 2013 as part of a systEmmulti-stakeholder service
transformation programme. This section describes the origins of Future Fit amtintteally led process which
delivered the clinical model for the system in 2014. In then describes the work to develop this model into
sustainable and affordable delivery solutions for acute hospital services described in this PCBC.

6.1 Call to Action Surveg2013

The Clinical Design Workstream, established in November 2013, used the results from the Call to Action survey
and subsequent engagement events to develop, agree and establish, via stakitholder Clinical Reference
Group (CRG), an approach to eresthat the future of hospital and community services was considered within

the context of a whole system plan. When considering the pattern of services provided in 2013, our local
clinicians and many members of the public who responded to the Calltionfaccepted that there was a case

for making significant change to service provision.

Local clinicians, patients and members of the public who participated in the Call to Action recognised the real
and pressing local service issues and challenges facally including:

Changes within the medical workforce

Staffing within the key acute services (A&E; Critical Care; Acute Medicine)

Changes in the populations profile and patterns of illness

Higher expectations

Clinical standards and developmentsmedical technology

Economic challenges

Opportunity cost in quality of service

Impact of accessing services
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6.2 The Case for Change

The Clinical Design Workstreddn 2 RSt & 2 T/ l(Apfgesdixiyvdédcibédline healthh system
challenges abeing

6.2.1 Changes in the population profile

The welcome improvement in the life expectancy of older people experienced across the UK in recent years is
particularly pronoured in Shropshire. The population over 65 has increased by 25% in just 10 years. This
growth is forecast to continue over the next decade and more. As a résellpattern of demand for services

has shifted, with greater need for the type of services ttet support frail people, often with multiple long

term conditions, to continue to live with dignity and independence at home and in the community.

6.2.2 Changingpatternsofillness

Longterm conditions are increasing due to changing lifestyles. This meatthtservices need to move the
emphasis away from services that support skerim, episodic iliness and infections towards services that
support earlier interventions to improve health and deliver sustained continuing support, again in the
community withconsistent support for selinhanagement and care. The increase in the elderly population and
the number of people living with lorgrm conditions coupled with the reduction in funding in the voluntary
sector and Social Services results in an increasedyresn acute services such as A&E and acute medicine.
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|6.2.3 Higher expectations

Quite rightly, the population demands the highest quality of care and also a greater convenience of care,
designed around the realities of their daily lives. For both reasdwesetis a push nationally towardsday

provision or extended hours of some services and both of these require a redesign of how health services work
given the inevitability of resource constraints.

6.2.4 Clinical standards and developments in medical technglog

Increased gecialisation in medical and other clinical training has brought with it significant advances as
medical technology and capability have increased over the years. But it also brings challenges. It is no longer
acceptable nopossible to staff services with generalists or juniors and the evidence shows, that for
particularly serious conditions, to do so risks poorer outconttsff are of course, aware of this. If they are
working in services that, for whatever reason, cannatet accepted professional standards, morale falls and
staff may seek to move somewhere that can offer these standards. It is also far more difficult to attract new
staff to work in such a service. Clinicians are a scarce and valuable resource. Evemyusffoe made to seek

to deploy them to greatest effect.

6.2.5 Economic challenges

The NHS budget has grown year on year for the first 60 years of its life. In one decade across the turn of the
21st century its budget doubled in real terms however, the Ukenw is now in a different place. The NHS

will at best have a static budget going forward and yet the rising costs of services, energy and supplies along
with innovations and technological breakthroughs that require more investment mean that without ctgangi

the basic pattern of services, costs will rapidly outstrip available resources and services will face the chaos that
always arises from deficit crises.

It is estimated that without radical changes to the way the system works, the NHS will become inzista
with huge financial pressures and debts. Current trends in funding and demand will create a gap which
projections suggest could grow to £30 hillion a year by 208atHing is done to address it.

Locally the Shropshire health economy is challerayed thereforesignificant chage to provide services that
are clinically and financially sustainable is required through innovative solutions.

6.2.6 Opportunity costs in quality of service

In Shropshire andelford and Wrekin the inherited pattern of services, especially hospital services, across
multiple sites means that services are struggling to avoid fragmentation and are incurring additional costs of
duplication and additional pressures in funding. Theichl and financial sustainability of acute hospital

services has been a concern for more than a decade. Shropshire has a large enough population to support a
full range of acute general hospital services, but splitting these services over two siteg icutinent

configuration is increasingly difficult to maintain without compromising the quality and safety of services.

6.2.7 Impactonaccessing services

In Shropshire, Telford and Wrekin there are distinctive populations. Particular factors include asibgjpn

for meeting the health needs of sparsely populated rural areas in the county, and that services provided in our
geography can also be essential to people in parts of Wales. Improved and timely access to services is a very
real issue and one whidhe public sees as a high priority. A network of provision already exists across
Community Hospitals that can be part of the redesign of services to increase local care.
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6.3  System Principles and Working Practices

The bllowing principles angractices emerged from the clinical design work across all areas of care and
specialties in 2014 dweing necessary and fundamental components of an efficient, safe resilient and
integrated health and social care systeifhese principles continue to beflected in2017/2018 throughthe
work of the STP partners

‘6.3.1 Home is normal
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meet their needs. Not only is this not what most people want, it is also resource inefficient and increases the

risk of healthcare induced harm. People who are frail have worse outcomes if they are admitted to hospital

for more than 3 days.

Patients cared for at home remain connected to their family and carers. Community support remains
continuous and the patientisless$k @ (2 WRSO2YLSyalisSQ o6& 6SAy3 OFNBR ¥
environment which is also much more stressful. Individualised care can be delivered more easily by

community teams. The potentially difficult and harmful transitions from home to hospitabankl again are

removed. Performing an accurate and holistic assessment of needs is much more difficult when a patient is

not in their usual living environment.

Wl 2YS Aa yYy2NXItQ RSaAaONROSE GKS LINAy OA Lak, peeferablyl G OKA y 3
without changing their care setting. Home will not be the right place to care for everyone who is ill. Some of

course require high levels of care in an acute hospital bed, but other alternatives must be proYidaadffer

I WY S BveladCape. f

6.3.2 Empowered patients, clinicians and communities
Patients want to be empowered so they can remain autonomous and independent, even when they are ill.

Clinicians want to be empowered to do the job they were trained to do, and not spend tob ofuheir time

trying to navigate a poorly designed and inefficient system on behalf of their patients.

I 2YYdzyAtiASa glyilG (G2 06S SYLR2GSNBR a2 GKFdG OAGAT Sya OFy
environment that minimises isolation, vulndaidity and inequality.

6.3.3 Sustainability

A Financial sustainabilityFor the purposes of the clinical design process, it was assumed that there will be
no increase in overall budgets over the nextZ2®years and that in the face of an increaspapulation
careneeds and life expectancy, in real terms there will be a reduction in investment. Financial austerity is
one of the key drivers for radical change and is identified clearly as such as part of the case for change in
this Programme. Activity and cagity modelling work completed in 2014 demonstrated that simply
O2ylGAydAy3d WR2AYy3I 6KIG 6S R2Q o6dzi 6AGK INBFGESNI STFFA

A Workforce sustainability, Local clinicians expressed some strong views about potential components of a
sustainable solution to the current and impending workforce crisis including:
o Consolidate some services to make posts more attractive by improving the quality of work
o Developnovel roles to fill gaps created by recruitment issues and new models of care
o Prototype and implement rotating (and split) posts through different care settings
0 More effective succession planning and better role development and continuous
professional deviepment
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A Service sustainability New models of care, workforce and commissioning must reflect whole patient
journeys and providers will need to adapt, integrate and collaborate to accommodate this whole system
planning. Consolidation of some serviced iwiprove service sustainability whilst at the same time
provide multipleclinical benefits.

58aA3yAy3d I+ WySSRa f SR ASNBAOSQ: Ay 6KAOK LI GASYyd |
require, also carries multiple benefits and ensures a nsmgainable service. Quality, safety and

acheving the best outcomes will come before choice. Services will be rationalised so they are more

consistent in their quality and the services they offer.

6.3.4 Integrated care

Integrated caras the means by which continuity of care is delivered across time and care settings. Integration
is a means to an end, and is best regarded as a tool to deliver services which are designed around patient need
and which improve clinical outcomes.

Effecive integrated care that improves the @vdination, collaboration and consistency of care must be
designed and delivered at multiple levels. Whilst one of these levels is the strategic placement of integrated
teams to deliver holistic and intensive inpahen required, at a more basic level integrated care requires
effective networking and communication across the whole system. Integrated care records are a necessary
precondition to achieve this and their development needs to be given the highest priorit

Integrated care also requires smooth transitions between different levels of care and between organisations
providing that care. Providers need to define and plan their transitions as carefully as they do their core
service. The clinical workisey SSRZ {2 gWT KS LI GASYy G Q | ONRaa 2NHIyAal GA

6.3.5 Partnership care

Patients often experience their care as fragmented; they find themselves having to tell their story repeatedly

to different professionals involved in their care, who therrfpem multiple assessmesbn them about the

same problem.There is a strong clinical consensus that the success of the new models in improving patients

YR Of AYAOALlIya SELISNASYOS 2F OFNB RSLISYRE ¢ Y20Ay3I 7
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clinicians caring fathe same patien

Partnership care redefines the roles of generalists and specialists, with gendiadistsl mainlyn the
community and including GPs and aormity care cliniciangesponsible for maintaining eordination and
continuity of care, pdorming initial assessments and accessing specialist support when requiredaliSfgeci
will continue to carry esponsbility for continuity of care for the most complex cases and for most children
with long term conditions.

Successful partnership canéll require a high level of tist between partners. Currently there is a perception

amongst consultants that offering advice and guidance without seeing the patient carries aflggklthat

many are unwiling to take. The process of building trust will be helped through gomedmance and reliable

NRdziSa 2F O2YYdzyAOlI A2y o ¢KS LINAYOALXS 2F | Wyl YSR N

6.3.6 Information Technology (IT

Developments in informatics 2014were described as being necessary and fundamental compordiats
efficient, safe resilient and integrated health and social care sydfEsolutions will change working practices
in two ways; firstly by improvingcommunication and informatioridw across the whole system, and secondly
through the use of assist technology at individual patient levellhe work set out within thé&ocal Digital
Road Mip (Appendix28) since the development of the high level clinical model in 2@14ds on this and
restates4 key priorities that will suppordelivery ofthe modd set out in this business case
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Paperfree at the pointof-care (by 2020)
Digitallyenabled sekcare
Realtime analytics at the point of care

geee

clinicalsurveillance and research

By 2020 it states that we will have an integrated care record across our economy; patientalgb@s of

Whole system intelligence to support population health management and effective commissioning,

their record, contributing and interacting with their record, approving access, booking appointments, ordering
repeat prescriptions; data sharing agreements in place to enable our vision of a paperless NHS at the point of

care; and tele health delivered at scale

The Models of Care report 2014 (Appentlixdescribedhe proposed Models of Care ftiie 3 mainareas of

healthcare delivery and it is within this Model of Care report that the proposals for one emergency care site

and one planned care site was first described:

1 Acute and episodic care
1 Long term conditions and/or frailty
1 Planned care

6.4 Acute and Episodic Care

a ! gk, Aully equipped and staffed Emergency Centre (EC), as part of a high acuity U
with consolidated technical and professional resource to deliver high quality emergen
medical care 24 hours 7 days a week. The EC would serve as a trauma uniowith a
located critical care unit. Other adjacencies include facilities for ambulatory care ang
assessment units with full and immediate access to radiology and pathology diagnosi

facilities, blood bank and pharmacy. Access would be via 999 ambulancoateol
dzZNBSyid OFNB OSYGNB gAGK Fy SldaAagdltSyi
Clinical Worksteam Models of Care Report 2014

This was set within the context of a system of tiered and networked urgent and emergency care
services including rural urgent care delivery solutions.

Adyvice
Self Help
Signposting

Primary Care

111, 999 or walk in
needs,

LTC needs with
planned access to
urgent care

Urgent Care
Centres

Prompt
specialist

Professional
Navigation
opinion

Professional
Navigation
Single High
Acuity Centre

Figure2: Diagram of acuteand episodic care model 2014
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6.5 Planned G@re

A single Planned Care Site whigperates independently from the emergency cent

(EC) and high acuity unit would consolidate resources in terms of workforce,

equipment and finance. It would allow efficient and uninterrupted workflow ove
seven days.

¢ KS 3ANSI SN WO NglePlarhediCar¥ Bite ailkimgrdve dqualidy an

Clinical Workstream Models of Care Report 2014

outcomes , help to conserve specialist services within the area and offer the potg
G2 NBLIGNAIFIGS a2YS aSNWAOSA OdzNNJ

TheModels of Care Report 2014 further describes 8teong clinical and economic argument for

all planned orthopaedic surgery to be caiglated onto one site.

6.6 Rural Urgent Care

The Model of Car2014 for one Emergency Centreknowledged the need to prowdsupmrting solutions for

rural urgent care. TheoriginalFuture FitModel of Care desibed having a number of ruralrgent Care

Centres(UCChand locating these at each of the existing community hospitalshdimdr Injury Unit (MIUkites

with an assumption that there would be a single consistent el@pplied across the county.

However, concerns were raisaethout the clinical and financial viability sfichcentres and indeed whether
the clinical need for them could be evidenced.

In responsethe programme model for rural urgent caneoved away from a focus on examining existing

facilities or infrastructure and specifically evaluating in isolation, the location for rural urgent care centres.
Instead they looke@t enhancing and&veloping more integrated local urgent care solutions that will address
LI G§ASyiQa ySSRa FyR Ftf2¢ OFNB G2 06S LINPOBARSR Ay

The Programme Board therefore agreed to progress the rural urgent clmeasfd corresponding local

models of delivery through the STP Neighbourhood Workstreams, further details of which can be found in
Section 11 of this document.The future model will also be informed by the outcome of the Shropshire CCG
review of Minor hjury Units, DAART (Diagnosis, Assessment and Referral to Treatment) and Community

Hospital beds.
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7 The Future Fit Programme Plan and Timeline

This section satout the high level programmdam and progress against ttate. TheFuture FitProgramme
hasbheen established since 2013 and has already completedimber of significant phaseslthough the
original remit of the programme was focus onacute and community hospitals, in 2015 it was agréed
the primary focus of the®gramme going forward would be dhe acutehospitalsreconfiguration.

PHASE Key Deliverables Status
t KFasS wm f  Programme Setip
6 h Ol 20 SANJIyhdA M | T Determining the Higt.evel Clinical Model
Complete
t K &S H 1 Determining the Overall Model of Clinical Servig
0 CS 06 NHz-Ndz3 dzzn i n| T Identification and quantification of the levels of
activity in each part of the Model Complete
1 Determining the Feasibility of a Single Emergen
Centre

1 Public Engagement on the Model of Care and
Provisional Lordjst & Benefit Criteria

t KFasS o 1 Identification of options and option appraisal
0! dzZadza-{ SkrIh W06 S| 1 Preparation of Strategic Outline Case(s)
1 Identification and approval of Preferred Option | COmplete
t KFasS n 9  Preparation for Public Consultation including
¢ O 2 0 SNJI LN y submission of Pr€onsultation Business Case aff
NHSE Formal Assurance Active stagef
1 Public Consultation on preferred option(s) the work
f Preparation of Outline Business Case(s) and | Programme
Decision Making Business Case
t KFasS p { Full Business Case(s)
6¢2 0S RSGSN)VA
t KasS c 9 Capital Infrastructure work
6¢2 0S RSOSNNA|T Fulllmplementation
t KIFAsS 7 { Post Programme Evaluation

60¢2 0SS RSGSN)¥YA

Table3: Phases of the programme and the current timeline

Thedesign phase, involving patients, clinicians, managers and staff from across the health and social care
organisations supportinguture Fithas been completed, and the strategic direction as outlinea 8irategic
Outline Case (SQ@ppendix 3has beerapproved by the CCG Boards. This was acknowledged by the
healthcare regulators (NHS England anasTDevelopment Authority (TDAand preconsultation public
engagement confirmed public support for tk&rategic direction.

An initial list of more than forty scenarios was refined into a long list of thirteen, from which a shortlist of six
options with two obstetric variants was identified. Following more detailed work on each option/variant, the
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consideration on the grounds of being unaffordable.

Section 11describes in detail the approach taken to option development and appraiag final 4 shortlisted

options aresummariseelow:

Iy e

Princess Royal Hospital | Royal Shrewsbury Hospital

No change No change

B EC; UCK; LPQ; [ ¢ UC; LPC

C1 i c U€tx, LPC Ec; UE; LPG: [IE:

C2 & c U, LPC, Ecc Uk LPC

WEec2 2YSy 3 / KAfR

ECc Emergency Centre ﬁ ¢ Planned Care Site
UCC; Urgent Care Centre LPQ; Local Planned Care

Figure 3 Final 4 Shortlistd Options

The decision was taken by the Programme Board in November 2016 in response to the findings of 2

independent clinical reviews that Option 62 2 YSY |y R / KAf RNBy Qa

site)was notclinicallyviable and therefore should be meved from the options list for public consultation.

In August 201,ahe Joint Committee approved two options, option B and C1 which were deemed to be

clinically and financially deliverable with the preferred option being C1.

TheFuture FitProgramme haseached the stage whenmgow it wishes to formally ansult the public of
ShropshireTelford & Wrekirand mid Wale®n the specific proposed changesaoute hospitakerviceand its

preferred option.

The key milestones within Phase 4 of thedgtammePlan are set ouin the tablebelow:

{ SNIBA OSa

Milestone

Timeline for completion

West Midlands Clinical Senate conduct Stage 2 review

17¢ 31 Oct 2016

Shropshire and Telford & Wrekin CCG Boards receive draft PCBC including ¢
Consultation Plan

8 and 9 Nov 2016

West Midlands Clinical Senate Review Stage 2 Draft Report received 21 Nov 2016
Gateway Review 28 Nov¢30 Nov 2016
Programme Boardeceive Option Appraisal Outcome and made recommenda] 30 Nov 2016

to Joint Committee for preferred option

SaTH TrudBoard approval OBC 1 Dec 2016

SaTH submit OBC to NHSI for approval 5 Dec 2016

West Midlands Clinical Senate Review Stage 2 fRegdort received 5 Dec 2016

CCG Board Joint Decision Making Committee split decision and referred baq 12 Dec 2016
Programme Board

Independent review of Option appraisal and W&C IIA supplementary work January 2017

commissioned by CCGs
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Review of terms of Reference of the Joaiimmittee to include independent February 2017
Chair and clinicians

Independent Review of Options Appraisal process report received 31 July 2017

{ dzLJLX SYSYy G NE 22YSy |yR [/ KAt RNByYy Qa | 31July2017
Programme Board receithe above 2 supplementary pieces of work and revie| 31 July 2017
the recommendations to the Joint Committee made in 2016

CCG Board Joint Decision Making Committee to approve Preferred Option(s) 10 Aug 2017
CCG Boards receive the draft Pre Consultaticsiriéss Case 15/16 Aug 2017
NHSE strategic sense check Assurance Panel 30 Aug 2017

CCG Boards receive the draft Pre Consultation Business Case for approval

12/13 Sept 2017

NHSE stage 2 assurance panel

19 October 201 7ollow up
16 November 2017

Shropshire/Telford & Wrekin CCG formal public consultation period

November 2.7 ¢ March 18
(14 weeks from start date)

NHSI OBC approval period

5 Dec 16; 31 May 17

Consultation findings and recommendations report received by CCGs

April 2018

Decision making business case for approval

EarlyMay 2018

FBC

(To be confirmed) Autumn
2018

Table 4 Key Milestones of the programme plan
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8 Acute Hospitals Reconfiguration of Services

8.1 Introduction

This section sets out the servickallenge facingur local acute hospitalequires the identification of the
optimum solution by balancing:
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8.2 Existing Acute Configuration of Services

The Shrewsbury and Iferd Hospital NHS Trui the main provider of district general hospital services for half
a million people living in Shropshire, Telford & Wrekin and Mid Wales.

The majority ofi K S ¢shidizzgiace provided at the Princess Royal Hospital (PRH) in Telford and the Royall
Shravsbury Hospital (RSH) in Shrewsbury; providing 99% of Trust activity. Both hospitals provide a wide range
of acute hospital services including accident & emergency, outpatients, day cases, diagnostics, inpatient
medicine and critical care.
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Table 5 Srvices delivered at RSH & PRH

*RSH activity is provided by Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation Trust
Following recent service recagfirations, inpatient adultwgery (excluding least) is provided at RSH, with
womenl Yy R OK JefviéeblBoyidditanked obstetrics, neonatology, inpatient and degse paediatrics and
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Ay LI GA Sy ervige®, iéay ahd neék and acute stroke care being provided at PRH. In line with many
organisations where the delivery of services is across multiple Hiegcute Trusts challenged with
duplicate costs and inefficiencies inleat in many service strctures.

Alongside services at PRH and RBélAcute Trusprovides community and outreach services including:
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8.3 Configuration of Wider Related Healtlkei&ices

1 TheRobert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation (RUstH) is a leading
orthopaedic centre of excellence, providing a comprehensive range of musculoskeletal surgical, medical
and rehabilitation services both locally, regionally and natltyn The organisation is a single site hospital
based in Oswestry, Shropshire, close to the border with Wales and serves both England and Wales, acting
as a national healthcare provider.

91 Shropshire Community Health NHS Tr§SICHTprovides communitihealth services to people across
Shropshire, Telford and Wrekin. These services include Minor Injury Units, community nursing, health
visiting, school nursing, podiatry, physiotherapy, occupational therapy, and support to patients with
diabetes, respiratgr conditions and other lonterm health problems. In addition, they provide a range of
OKAf RNBYyQa aSNIBAOS&> AyOfdzRAYy3I &ALISOALFEA&lG OKATR YR
Community Hospitals have a total of 113 beds for those whoalmeed acute hospital care or have been
transferred from an acute hospital for rehabilitation or recovery following an operation or who need
palliative care

In 2016, SCHT Board reached the view that the Trust and its services needed to become [aagenf a

organisational model offering the investment and infrastructure for community services to thrive and

RS@PSt 2L atNpy3Itfeod ¢CKS ¢ NHza (G Q& NI Idz Thisdedisiom | { L YLINE €
means that the Trust is now progressing a rewa options for the future organisational form of its

services.

1 South Staffordshire and Shropshire Healthcare NHS Foundation TBS8EFFprovides mental health,
learning disability and specialist children's services across South Staffordshire arad Insaith and
learning disability services in Shropshire, Telford & Wrekin and Powys. They also provide some services on
a widerregionalor national basis.

55



8.4  Acute Hospital ServicesThe Case for Change

¢ KS | OdzisBategid\Ndiming Qax2016(SOC]Appendix 3which was approved by both CCG Boands
2016describesn more detail the specific challenges and issues faced by local acute hospital sesvices,
follows:

|8.4.1 Medical workforce challenges

Running duplicate services on two sites presensny workforce challenges and can result in a poor employee
experience for some af K S ¢nietlizalite@ras. This compounds an already challenging recruitment
SYGANRBYYSYy(l IyR tSFRa (2 RAFTFAOdAL G& A yreliidBedNUzA G Ay 3 (K
temporary staffing increases the fragility of certain specialities.

‘N

The current service configuration and the requirement for consultants and other specialist staff to cover both
hospital sites can at times limit their ability to provide sarpatient reviews. In additiorthe Acute Trusts

unable to achieveéRoyal College standarlim many areasWith the current configuration, it will prove
extremely difficult to achieve adequate staffing levels to provietay working across both siteBurthermore,
because teams are spread so thinly services are vulnerable to unexpected absences andabailability of

staff.

8.4.2 Emegency Department taffing

The Acute Trusdoes not currently meet staffing levels recommended by the Collegerargency Medicine
across all medical roles including Consultant, Middle and Training grades. Research demahstrates

greater consultant presence in A&E reduces admissions, reduces inappropriate discharges, improves clinical
outcomes and reduces ris& patients.

With this minimal workforce and the impact of unforeseen skerm staff absences, A&E staff are finding it
increasingly difficult to cope with the increased numbers of attendances, the nature of the patients presenting
and increasing numberof attendances oubdf-hours. The Trust is regularly hamperedtgability to provide

rapid senior review to patients and this is causing significant numbers of breaches of the 4 hour A&E target at
such times. These pressures in A&E; the growing agaeuity of those patients presenting, and the

continued bed capacity deficit which routinely prevents timely patient flow, combine to significantly elevate

risks in both the immediate term and for the foreseeable future

8.4.3 Critical Care t&ffing
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Critical Care is covered with a mix of general anaesthetists and theramatiler of Intensivists available, but
consultant presence is still well below recommended lev@tsewsbury and Telford Hospitals NHS Tisishe
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of avery fewNHS trustsationally that have not been able to split its Anaesthetics and Critical Cae oot
both sites. The ability to recruit to posts has been successful on the spilt rota site.

The Anaesthetic and Critical Care team face daily challenges, in particular on call, during which the on call
consultant could be required in up to four differeplacesat once The second on call rota is extremely

OKFttSy3aay3 (2 O0208SNJ YR 2FiSy NBtASE 2y LI &Ay3d KAIKE

grades. This can have a negative affect both the quality and financial agendas.

The Acute Tusthas continuously attempted to recruit additional Intensivists; however potential candidates
consider the absence of formal split rotas and very onerousalharrangements deeply unattractive.

The workforce challenges mean that the service and tlaentare highly vulnerable to further vacancies or
unexpected absences.

8.4.4 Acute Medicine

In 2004, the Royal College of Physicians recommended that there should be a minimum of 3 acute physicians
per hospital by 2008. In the 2012 Acute Care Toolkit, itdsmenended that hospitals have at least 1.5 WTE
acute physicians available for 12 hours per day for an Acute Medical Unit (with exact numbers based on the
anticipated number of patient contacts during the core hours of service).

WLy @2t @S YSy (of 12 dnsbltansinythe WedRénd rota should ensure a sustainable

frequency of weekend working, even if the weekend working arrangements are shared between two
consultants. For smaller units, it may be possible to operate a rota with fewer than 10 cotssiilta
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The Acute Trusdoes not meet the recommended staffing levels; this again limits the ability to provide the
levels of senior review needed to ensure timely patient assessment and treatment, and move towards more 7
day working.

8.4.5 Non-Medical challenges

The Acute Trustortinues to experience recruitment difficulties across a number of-ndical professions

such as nursing, operating department practitioners, diagnostic radiographers, domestics and healthcare
scientists. These staff groups have historically experiencadiitenent challenges in attaining establishment
levels, and this has only been compounded by the recent national demand for such roles. Supply and demand
data from Heath Education West Midlands suggests that this will not be improved in the short andmimediu

term.

Duplication of services on both sites reduces the ability to support favourable on call rotas which would
improve employee experience and the ability fbe Acute Trusto be an employer of choice and improve
recruitment. In addition there is lifted scope to provide cost effective and efficient 7 day working. Currently it
is difficult to support the development of advancing and extending practice formedical staff as the ability

of medical colleagues to mentor, support and clinically sigtraiifiing logs is compromised by the need for
them to partake in intensive rotas.

8.4.6 Estate condition

Patient care services are primarily delivered from the two main hospital sites in Shrewsbury and Telford. The
buildings on the Royal Shrewsbury Hospital (RSH) site comprise several separate developments, ranging in age
from 1966 to the current day:
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1 The Maernity and Paediatric development at the south of the site adjacent to the main entrance roadway
was built in 1967

1 The central development of Wards, Outpatients, A&E, Imaging and Support services, which forms the
main spine of the site and came into usetween 1976 to 1978

1 The Cobalt Unit that includes Linear accelerators and Oncology services dating from 1982

1 The Renalnit at the north of the site, which was built in 1991 and extended in 2003

1 The Treatment Centre opened in 2005 also at the north @frithe site

1 Medical and nursing educational facilities in the north east corner of the site, built in 2002

1 Residential accommodation in the south west corner of the site, built in 1974 and extended in 1982

1 Rooftops accommodation in replacement of soofahe old residential accommodation in the south west
corner of the site, completed in phases from August 2009 to December 2010

1 The Boiler House and Estate Department in the nevdst corner of the site, built in 1966 and 1977
respectively

1 The new anaxtended Cancer Centre opened in 2013

The buildings on the Princess Royal Hospital (PRH) site essentially comprise a 2 storey nucleus hospital opened
in 1988 with some additions, as follows:

Extension in 1999 to provide a purpose designed Rehabilitatith

The Management Suite was refurbished in 2013 to create a 28 bed inpatient short stay medical ward

I yS6 22YSyQa IyR / KAt RNByQa /SyGNB s1a 2LISYSR Ay
Staff residential blocks and a small private outpatient clinic in the south east corner afehmust in

1989

1 A number of underutilised residential blocks were refurbished in 2013 to provide office

accommodation
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surveys undertaken in 2015/16, which showed that significant amounts of the existing Trust estate did not
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expired/unacceptable), particularly at RSH (Tdb& 7below). The projected cost of theurrent level of

backlog maintenance is £103.9m within the next 5 years, plus £69.3m of functional suitability backlog.

Ratingsand % ofTotal GIA
RSH

Estates Facet (%)

Physical Condition (%)
Statutory Compliance (%)
Quality - Environmental (%)
Quality - Amenity (%)

Table 6 Condition of Estates at RSH
Ratings and % of Total GIA

Estates Facet (%)

Physical Condition (%)
Statutory Compliance (%)
Quality - Environmental (%)
Quality - Amenity (%)

PRH

Table7: Condition of Estates at PRH
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b2GSY 22YSy | YR /[¢RHeUalnitBng 6f AHY ESTATBCODRE survey criteria stipulate
Condition A is only awarded to a brand new building that displays no wear and tear. Generally any estate over
12 months and not in its first year of ugehighly unlikely to achieve category A. This is also reflected in the
proposedAcute TrusEstates Strategy as any refurbishment work associated with these proposals will be
carried out to Condition B standard as it cannot achieve category A.

8.5 Acute Hosptal Services; The Proposed Model of Care

Fromits inception in the Call to Actiac?013 to developingd K S ! O dzD&ling Budlnéss QaR616 the
design of theproposed model of care for acute hospital serviaasdits associated delivery solution options
has been clinicalied.

A set of delivery solution options were developed in 2015, however, following a formal options appraisal in
2015(Appendix §it was determined that the proposed solutions were unaffortéafor the local health

system and as a resulie Acute Trustvere asked to lead on developing potential delivery solutions which
were financially sustainable. The delivery solutions were developed thtbeghcute Trust'Sustanable
Services Programe (SSP).

The2015R St A GSNE az2f dziaAz2ya RSAONAROSR || WK2GkO02ftRQ aaiasS vz
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affordability led to a revisg delivery solution which desbes a more balancesite orQ K 2 (i k ¢ate Mol
andthisis the model contained in the SOC approved by o@@Boardsearlier this yeamwith certain caveats

¢ KS ¢98RzAas éhdured that the clinical madilvery solution vithin the SOGs consistent with the
acute components of the agreed Future Fit model of @bg4which are:

A One Emergency Centre comprising:
A one Emergency Department
A one Critical Care Unit
A One Planned Care Centre
A TwoUrbanUrgent CareCentres
A Local Planned Care (outpatients, diagnostics) on both hospital sites

In designing the clinical moddescribed in the SQ@he following key objectives also had to be met:
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This led to the development of a proposal which would improve services for patientt alkd tackling the
service and workforce challenges facthg Acute Trusandwhich would lead to:

Better clinical outcomes with reduced morbidity and mortality;
Bringing specialists together treating a higher volume of critical cases to maintain and grow skills;
Agreater degree of consultardelivered decisiormaking and care;

Improved clinical adjacencies through focused redesign;

Improved access to multlisciplinary teams;

Delivery of care in an environment suitable for specialist care;

Improved recruitmentandNB i Sy A2y 2F alLISOAlfAaliQa Y
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And abalancedsite care model whereby patients would:
A Receive acute medical care within the Emergency Site
A Benefit from planned care with defined separation from emergency care pathways;
A Beneft from improved pathways between primary and secondary care providers.
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Following on from this, more detailed discussions with the wisleute Trustlinicalbodyandsubsequently
through the Clinical Design Woskream of Future Fit three key issues weaised:

1. Acute and unplanned medical patients being admitted directly to the8OnSNBSy Oeé aAidS o0 KS
CiKS 9YSNEBSYyOe {AGS 08Ay3a (GKS WwWK2dQ ardsoy
i ¢KS KSFHfGK aeadasSyQa lFoAfAGe (G2 RSEAGSNI GNYz & Ay

patients go to the right site at the right time;
I The need to maintain sustainability of acute medicine by having Ambulatory Emergency Care on
both sites;
i TS oAt AGe G2 NBONMZAG OfAYyAOFt &dGFFTF (2 662N)] 2V
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could be achieved with new roles and new ways of working. Related to this, cowesrexpressed at
then potential number of patients that may need to be transferred to the Emergency Site for critical care.

3. ¢KS alFfSie IyR &adzaildlAylLoAfAGe 2F lye 2LWiA2y 6KSNBoe@
the Emergency Centre ar@ritical Care.

As a resulthe Acute¢ NXzsedi® dlinical leadenssquested that further worlbe undertaken to:
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Consequentlyit wasproposedthat there would be a single site for unplarthadmissions which provides
improved patient safety and supports the emergemegdicine workforce challengeS.hese proposed
changes to the delivery model were debated and discussed at the Clinical Desigeti®ank and CRG Work
streams within Future Fit

Below is a more detailed description of the core components of the proposed model dfrcavkich
commissioners are seeking to consult the public

8.5.1Urgent Care

There will be an Urgent Care Centre (UCC) on each site operu&landay 7 days a week providing accident
for those patients that have an injury or iliness that is urgent and cannot be treated by primary careservice
It is anticipated that approximatel§0% of the patients that go to the current A&Es could carry ongytm

their nearest hospital to receive the urgent care they needer this proposed new configuration of services.

Wherethe Urgent Care Centre ¢®-located almgside the Emergency Departmentiill be accessed through a

single front door, though pagit flows will be managed separately from the @there will be a separate

ambulance entrance for the EDpatients will access the servioa both sited & I -AW@®F 2NJ GA L | Yo dzf |
it is considered by paramedsataff to be clinically appropriat There will be dedicated facilities for children to

ensure that they wait and are treated away from adult areas.

The UCCs will staffed bymulti-disciplinary team to includ&PsAdvancedClinicalPractitionerslACPsand

nurses, specificallyained in the delivery of accident and urgent care for adults and child&aff on both

sites will work closely with the team at the Emergency Department and will ensure patients receive the care
they need without delay Where the ED is not elocated telehealth links will support the patients prompt
diagnosis and treatment
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The UCCs will be open 24 hours a day, 7 days a vileelmples of the typef presenting conditions the
Urgent Care Centres will manage include:

A

o oo Pe o P>

Injuries from tumbles, falls or sport where there is reduced movement or pain from a single limb or
joint. This will include patients who have undisplaced closed fractures of the distal part of single
limbs/dislocation of fingers and togs

Cuts and scrapedhat cannot be managed with a simple plaster, or where the edges of the cut are
wide apart (usually greater than 3 inches and % inch deep)

Mild asthma in previously diagnosed asthmatics, such as breathing difficulties in the absence of
airway complicatia wherethe patient can speak in short sentenges

Ear, nose and throat problems, such as a persistent nose bleed, sore ear or throat which is rapidly
getting worse and cannot wait for the GP

Foreign object stuck up nose that IS NOT obstructing the gate@ |} A NB | &

Scalds or burns that involve part of a single limb where the skin is red and painful

Bites and stings where there is more than expected swelling but there is no swelling in the mouth,
tongue or difficulty breathing

In relation to the serviceffer of the Urgent Care Centre on the Planned Care site, the following clinical model
has been agreed:

il

Children who would normally be observed within primary care or at home, to determine whether
they need further treatment or not, could be managed lviit the service on the Planned Care Site if
the team feel competent to do so

Children needing further assessment or treatment from the paediatric team however, would need to
0S ON}YYyaFSNNBR (2 (G(KS 9YSNHSyOe {AGBNBKSHBLYKBGAR
Service would be locatedrhere will be a clinician trained in Advanced Paediatrics Life Support
available for the stabilisation of the critically ill child that may present at the Planned Care Site
Some adult patients would be seen atieir treatment started through the urgent care service at the
Planned Care Site

Ambulatory Emergency Care service would only be at the Emergency Site but that does not mean
patients with Ambultory Care Sensitive conditiomsuld not be seen in the urgéoare service at the
Planned Care siteAgain, patients needing more detailed assessment or treatment, or those needing
admission would be transferred to the Emergency .Site

Mental Health presentations can account for at least 20% of primary caredsteres. The UC@4ll have

24]7 direct access to the psychiatric liaison team. Local psychiatric liaison teams (RAID) will be responsible for
ensuring consistent levels of cover for the UCCs and to the Mental Health Crisis Team. Both UCCs will have
accesdo a Mental Health assessment room that are compliant with the relevant Royal College of Psychiatrics
safetystandards.

8.5.2 Emergency Department

The ED will be fully equipped and staffed to deliver high quality emergency medical and surgical care 24 hours
a day, 7 days a week, 365 days a year. Patients who are acutely ill with potential life or limb threatening
injuries and require immediate diagsis and treatment will be taken directly to the ED. Access to the ED wiill

be gained only via transfer from an UCC or Ambulance. The ED will also serve as a Trauma Unit and will be co
located with a single Critical Care Unit.

There will be full and immedi@ access to diagnostics (Radiology, Pathology), Haematology (Blood Bank) an
Pharmacy. Children andlalts will be managed in separate areas within the Bithin Resuscitation the

facility will be designed to manage both the critically ill adult anitHclith provision for some division should

a child be in resusCapacity has been planned to manage all ED patients within three hours of their arrival,
with the majority of patients having no waiting time for assessment.

Patients with mental ill hedtt needs will have access to local psychiatric liaison teams (RAID) who will be able
to assess appropriate care requirements as part of the ED clinical team. Facilities will be collocated and shared
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with the adjacent Urgent Care Centre and will providefa samvironment that will support the patients
assessment.

The Clinical Decision Unit (CDU) will béomated alongside the ED providing dedicated clinical space for those
patients that require further assessment and monitoring prior to a clinical dedisory made. The 8 bedded
CDU will be incorporated within the Ambulatory Emergency Care Unit to provide greater flexibility in space
and response in times of increased demand on services.

8.5.3 Ambulatory Emergency Care (AEC)

The Ambulatory Emergency Care (AEC) Unit located adjacent to the ED will be operational for 12 hours per
day. The AEC will support unscheduled care activity for those patients that require admissions for no more
than 12 hours (both planned and unplannedjhe AEC will also support a shift in activity flows for patients

who currently stay between 13 and 72 hours

8.5.4 Critical Care

The Critical Care Unit will bring togethertalk Acute Trusadult critical care capacity, with level 1, 2 and 3
patients being mnaged in the same unit. The planned capacity of 30 beds has been-fraofed for the

next decade to allow for projected increases in demand. This unit will support the consolidation of emergency
activity and high risk elective inpatient procedures ootee site.

Critical Care Outreach will support the wards on the Emergency Site and the Planned Care Site. The risk of
patients requiring Critical Care Outreach on the Planned Care Site will be minimised through the appropriate
clinical streaming of patiestand early identification of the deteriorating patient.

For those patients that unexpectedly deteriorate on the Planned Care Site, for examplsupgsty, the
admitting consultant in conjunction with anaesthetic and ODP support will liaise with theuttant intensivist
on the Emergency Site to discuss treatment plan, stabilisationibagpropriate transfer.

8.5.5 Unplanned Medicine

Wherever possible, unplanned medical patients will be assessed and treated in the AEC/CDU, with those with
additionalhealthcare needsaquiring a stay over more than Turs being admitted to the Short Stay Medical
wards, with an indicative maximum stay in this setting of 72 hours.

Patients requiring omgoing or specialist care will be transferred into the approprigecialty ward. The
introduction of7 day working and enhanced recovery pathways will promote proactive management of
patients throughout the week, supporting timely discharge once the acute care episode has been completed.
On this basis, it is envisag#tht internal patient transfers and outliers can be minimised, and that a reduction
in delayed transfers of care can be achieved.

For those patients that have egoing acute care needs but do not require specialist input such as Cardiology
and live nearethe Planned Care Sitkey can be transferred to receive egoing care in an appropriate
environment that meets their clinical needs.

8.5.6 Unplanned Surgery

Unplanned surgical patients (excluding oncology and haematology) requiring admissios seién at the
Emergency Site, with anyone with an anticipated length of stay of under 72 hours being admitted to the
Surgical Admissions Unit (SAU). Unplanned surgical patients requiring a stay of longer than 72 hours will be
admitted to the appropriate gecialty ward. As with medicine the introduction of enhanced recovery pathways
will promote proactive management of unplanned surgical patients, supporting timely discharge once the
acute care episode has been completed.
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For unplanned surgical patients wiilo not require admission to the Emergency Site, the Planned Care Site
will have a short stay surgical unit.

8.5.7 Planned Care

Planned care where clinically appropriate will be provided on the Planned Care Site, including the majority of
day case and short stay surgery. Most planned care admissions will take place between Monday and Friday,
with the exception of orthopaedics whetbere are Saturday morning lists. Only major or complex planned

care, including some cancer surgery where there is potential for the patient to require critical care input will be
provided on the Emergency SitEnhancd recovery pathways will facilitateroactive nanagement and

timely discharge.

Outpatients and outpatient procedures will be undertaken at both sites.

‘8.5.8 Women and Children
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implemented as part afhe consolidation of services at PRH in 2014. Essential clinical adjacencies have been
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the ED and critical care.
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of the experts both locally and nationally. Therefore only Inpatient Ohistetatnd Paediatrics will potentially

move. Most women and children will continue to receive the majority of their care and treatment in the same

place as they do now in either options being considered.

€

Midwife-led unit, including lowrisk births and pdwatal care(subject to the outcome of th017
Maternity Services Review)

Maternity outpatients including antenatal appointments and scanning

Gynaecology outpatient appointments

Early Pregnancy Assessment Service (EPAS)

Antenatal Day Assessment

/| KAt RNBYQa 2dzi LI GASY(d FLILRAYGYSyida

Neonatal outpatient appointments.
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86 Evidence to Support Change

86.1 Learning from experience of reconfiguration of services

In developing the optimum serviakeliverymodel,the Acute Trushas taken into account its own learning
from experience of recent service reconfiguration as well as those from other acute providers.

The case for the proposechre model is supported by recent service refiguration experiences withithe
Acute Trusincluding

A The econfiguraton2 ¥ 2 2 YSYy | y Bervite&irh 20RANGBty @ Jingle site has delivered
improvements in paediatric recruitment and the unit is now the 10th largest paediatric centre in the
country;

A Consolidation of emergency surgery omoe site in 2012 has led to improved clinical outcomes.

A A single point of access for Acute Stroke patients was implemented in 2013, which has led to

improved clinical outcomes.
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It is also supported by the experience of acute providers elsewhere in th&rgo most notably:
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In terms of results one yeam, Northumbria Healthcare was one of only a handful of trusts nationally
to meet the four hour 95% performance standard in 2015/16. This is against a backdrop of a 15%
increase in urgenand emergency care attendanceespite the huge increase in ungand

emergency attendances during 2015/16, since centralising specialist emergency care onto one site at
The Northumbria, the trust has recorded an average of a 14% reduction in emergency admissions to
hospital.

8.6.2 Best practice guidance

Use of clinicabest practice, benchmarking and a review of national guidance on emergency clinical pathways
and workforce has been undertaken to inform the proposed model of,dgactuding:
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'8.6.3 Compliance with national policy and guidance

The proposalsra in line with the following:

All pathways being redesigned in consideration of NICE guidance and best practice.
We¢NIYyaF2NX¥Ay3a dzZNEHESYyid FyR SYSNHSyOeé OFNB aSNBAOSa Ay
Review of Operational Productivity in NHS, Interim Report, Lord Carter 2015

Delivering the Favard View: NHS planning guidance 2016£12020/21

Bariatric guidance

Quality Standards for the Care of the Critically 1ll Children. The Paediatric Intensive Care Society 2015.
Core Standards for Intensive Care Unit. The Faculty of Intensive Care Médibmintensive Care Society
2013

Transforming urgent and emergency care services in England, NHS England, 2015;

Directory of Procedures, Fourth Edition, British Association of Day Surgery;

Directory of Ambulatory Emergency Care for Adults, Version &, Blect, 2014;

Care of Critically Ill and Critically Injured Childggpuality Standards, v5.1, Paediatric Intensive Care
Society / West Midlands Quality Review Service, December 2015;

1 The repeatable rooms initiative established as part of the NHS P2frgonme British Cardiovascular
Intervention Society (BCIS)
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8.6.4 Improving mtient outcomes

Central to the plans for the delivery of a revised clinical model are the improved outcomes for patients.
Research has been undertaken to understand improvements, recommendations and evidence from elsewhere
and the opportunities for the&sSBpecifically asund Urgent and Emergency Care, Ambulatory Care and

Planned Care.

The core element of the proposed clinical model is that all patients are seen in the right place, at the right time
by the right person. If the right place for the patient is the acutdisgtthen the services that patiestaccess
need to be suitable for their needs.

Under the current model of carg@atient pathways are not clearly defined and often patients are seen in an
inappropriate setting with poor facilities. Furthermore, the amt duplication of services has introduced a

f SPSt 2F O2yFdzaAz2y | yR WOKIF2a NRAlQ F2N LI GASydGasz GK
widely shared in the discussions and developmerthefmodeland is recognised the Acute Trusstaff and

patients as a reflection of current patient flow:

‘N

Uncoordinated flow of patients Coordinated & cohorted flow of patients

Figure 4 Current and future patient experience and flow

The abovemerely aims to epresent a simplified diagrammatic representation of the change in patient flows
these proposals will delive The details of individual condition specific pathways will be reviewed as part of
the development of the Full Business Case.

This section will describe the new clinical model in terms of the benefits for patients in relattmaitable
evidence

T What will theClinical Model offer Rtients?

In recognition of the need to design a service that meets the needs of patients and delivers best practice, the
model will ensure that:

1 When clinically appropriate patients will be seen and treated in ambuwadoiday case settings with no
overnight admission

1 If an overnight admission is required, patients are seen, treated and discharged without delay
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