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1. Purpose of this Document  

Future Fit has been ShrƻǇǎƘƛǊŜ ŀƴŘ ¢ŜƭŦƻǊŘ ϧ ²ǊŜƪƛƴΩǎ major health reconfiguration programme for the last 4 
years for delivering sustainable acute 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 Clinical Commissioning Groups (CCGs) have sponsored the preparation of 
this Pre-Consultation Business Case (PCBC) and have approved it for submission to NHS England for final 
assurance.   

The aims of this PCBC are to;   

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

¶ Describe the future model of care and how it has been developed;  

¶ Give detail of the pre consultation engagement that has been undertaken with the public, clinicians, 
staff and other stakeholders in developing the proposed model of care; and  

¶ Make the case to commence a formal public consultation process.  

This PCBC also outlines how the proposals being put forward meet the four mandated Department of Health 
(DH) tests for service reconfiguration and are affordable in capital and revenue terms. Recently 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 supporting the public of Shropshire, Telford & Wrekin and parts of mid Wales delivered via 
the Future Fit Programme.   

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

Once NHS England approval has been given the Future Fit Programme 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/wp-content/uploads/2015/10/plan-assdeliv-serv-chge.pdf. 

 
 
 
 
 
 
 
 
 
 
 

  

https://www.england.nhs.uk/wp-content/uploads/2015/10/plan-assdeliv-serv-chge.pdf
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2. Executive Summary  

2.1 Purpose 

This Pre Consultation Business Case (PCBC) describes the proposals for change to acute hospital services for 
the public of Shropshire, Telford & Wrekin and parts of mid Wales to be delivered through the Future Fit 
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 consultation starting in 
November 2017.  

2.2 Future 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 Survey. Over the past 4 years it has been very much a clinically-led and engaging 
process as solutions have been developed for the ƘŜŀƭǘƘ ǎȅǎǘŜƳΩǎ ǇǊŜǎǎƛƴƎ ƴŜŜŘ ǘƻ ŀŘŘǊŜǎǎ ǘƘŜ ǎŜǊƛƻǳǎ 
shortfall in workforce across a number of specialties. Three hundred clinicians and patients were involved in 
the original clinical design work and all agree that high quality, safe, efficient and sustainable hospital services 
can only be delivered if changes are made. Everyone agreed that doing nothing is not an option 

 

Figure 1: Future Fit Call to Action 2013 

The structural changes proposed in this PCBC describe the consolidation of acute ǎŜǊǾƛŎŜǎ ǘƻ ŀŎƘƛŜǾŜ ΨŎǊƛǘƛŎŀƭ 
ƳŀǎǎΩ ƻƴ ǘƘŜ ƻƴŜ ƘŀƴŘΣ ǿƘƛƭǎǘΣ ƻƴ ǘƘŜ ƻǘƘŜǊ ƘŀƴŘΣ ŀƭǎƻ ŀŘŘǊŜǎǎƛƴƎ ǘƘŜ ƴŜŜŘ ǘƻ ƛƳǇǊƻǾŜ ǉǳŀƭƛǘȅ ŀƴŘ ǇŀǘƛŜƴǘ 
experience by delivering more care closer to home. 

The new model of care began its development in 2014 and the foundations for this work is described in the 
Clinical Work stream Models of Care Report in appendix 1Φ ¢ƘŜ ǇǊƻƎǊŀƳƳŜΩǎ ŦƻŎǳǎ ǉǳƛŎƪƭȅ ōŜŎŀƳŜ ǘƘŜ 
reconfiguration of acute hospital services because of the worsening position and vulnerable nature of some of 
the acute services related to workforce shortages. This has led to the development of the Outline Business 
Case (OBC) by the Trust which forms the basis of this PCBC. It is the acute reconfiguration of services on which 
the CCGs would wish to consult at this point in time. 
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The CCGs absolutely recognise the clear interdependencies of community models of care to delivering the 
acute business case and have set out in the PCBC the proposals for community solutions that support the 
acute model. This is not however a consultation proposal or a business case for out of hospital care. The 
modelling work done however, since the approval of the strategic outline case, provides sufficient confidence 
in the clinical evidence base, assumptions and opportunity set out in the acute business case for admission 
avoidance and in the investment required to support people in the community particularly the growing frail 
older population.  

2.3 Rationale 

Local acute hospital services have developed over many years with 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 current acute hospital 
configuration is not sustainable.   
 
Workforce is the primary driver for the proposed changes and the situation has become critical. There are 
serious recruitment challenges across a number of specialties due to poor employee experience related to 
duplication of services across 2 sites and the resulting onerous staffing rotas. Linked to this there are high 
levels of locum cover resulting in premium costs and the potential for sub optimal care.  Staffing levels do not 
meet those recommended for A&E, critical care and emergency medicine and in the case of A&E, currently the 
Trust does not have on site consultant presence 24/7 at both sites. This is not sustainable and clinical 
standards and improvements in care and developments in medicine will not progress for the populations 
served by the Trust without the right workforce in place. 
 
One of the highest users of urgent and emergency care services are frail older people. Projected changes in the 
population profiles suggest 25% of Shropshire will be over 70 years old by 2036 and in the case of Powys 29%. 
This is significantly higher than national profile and further contributes to the future sustainability concerns for 
services provided across the system as more and more demands continue to be placed on healthcare 
provision. 
 
Investment is desperately required in the facilities and buildings across both acute sites for it to continue to 
deliver 21st century healthcare. The condition of the existing estate was recorded in detailed surveys 
undertaken in 2015/16, which showed that significant amounts of the existing Trust estate did not achieve a 
satisfactory standard and a substantial number of areas were unacceptable, particularly at the Shrewsbury 
site. 
 
Additionally, the local health system is in deficit, it spends more in a year than the funds allocated to it.  To be 
able to respond to increasing demand and to reduce the deficit is one of the goals of the change programme 
and will require both the public and those who work within the health system to view the delivery of acute 
services differently in the future.    
 
The CCGs believe that the proposals set out in this document will result in a number of measurable improved 
outcomes for patients:  

¶ Improved clinical effectiveness through patients being cared for by the right clinician with access to 
senior decision makers and enhanced ambulatory emergency care with fewer unnecessary admissions 

¶ Improved experience of care though well-designed appropriate capacity and physical settings 
promoting more healing for patients and improved patient experience through improved, privacy and 
dignity 

¶ Separation of emergency and planned care resulting in fewer delays and cancellations 

¶ Better support for people with long term conditions and for people living independently through early 
access to a consultant opinion, fewer admissions and reduced length of stay and less decompensation 
in frail older people. 

¶ Equitable access to services through patients waiting less time in A&E , waiting less time for 
operations and avoiding cancellations and with 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 through its work since, recognising all 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 believe it is now necessary to draw conclusions from all the work done 
within the Programme and consult with the public on the proposed changes to acute services. 
 

2.4 What Changes are Being Proposed 

 

2.4.1 Proposed Model of Care 

The following principles and practices emerged from the clinical design work across 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 reflected in 2017 through the work 
of the STP partners: 

¶ ΨIƻƳŜ ƛǎ ƴƻǊƳŀƭΩ ŘŜǎŎǊƛōŜǎ ǘƘŜ ǇǊƛƴŎƛǇƭŜ ƻŦ ƳŀǘŎƘƛƴƎ ǇŜƻǇƭŜΩǎ ƴŜŜŘǎ with the correct level of care, 

¶ Empowerment where patients who want to be empowered so they can remain autonomous and 
independent, even when they are ill; clinicians who want to do the job they were trained to do, and 
not spend too much of their time trying to navigate a poorly designed and inefficient system on 
behalf of their patients; communities who want to be empowered so that citizens can help each 
ƻǘƘŜǊ ǘƻ ƭƛǾŜ Ψŀ ƭƛŦŜ ǿŜƭƭ ƭƛǾŜŘΩ ƛƴ ŀƴ ŜƴǾƛǊƻƴƳŜƴǘ ǘƘŀǘ ƳƛƴƛƳƛǎŜǎ ƛǎƻƭŀǘƛƻƴΣ ǾǳƭƴŜǊŀōƛƭƛǘȅ ŀƴŘ ƛƴŜǉǳŀƭƛǘȅΦ 

¶ Sustainable workforce solutions with consolidation of some services to make posts more attractive 
by improving the quality of work; development of novel roles to fill gaps created by recruitment 
issues and new models of care; and working in an integrated and collaborative way to accommodate 
patient journeys. 

¶ Needs-led services in which patient access to care is dependent on the level of care they require 
Quality, safety and achieving the best outcomes may come before choice.  

¶ Integrated care that improves the co-ordination, collaboration and consistency of care across time 
and care settings 

¶ Digital-enabled working practices as a fundamental 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 Hospitals 

The proposed changes to the configuration of acute hospital services described in this document are 
consistent with the acute components of the Future Fit Clinical Work Stream Model of Care 2014. The proposal 
ensures that the future system secures and invests in two vibrant hospitals with consolidation of emergency 
care on one site and planned care on the other. Key components are: 

Á One Emergency Centre comprising: 
Á one Emergency Department 
Á one Critical Care Unit 

Á One Planned Care Centre  
Á Two Urban Urgent Care Centres 
Á Local Planned Care (outpatients, diagnostics) on both hospital sites 
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2.4.3 Key Components 
 
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 illness that is urgent and cannot be treated by primary care services.  It is anticipated 
that approximately 60% of the patients that go to the current EDs could carry on going to their nearest 
hospital to receive the urgent care they need under this proposed new configuration of services. 
 
tŀǘƛŜƴǘǎ ǿƛƭƭ ŀŎŎŜǎǎ ǘƘŜ ǎŜǊǾƛŎŜ ƻƴ ōƻǘƘ ǎƛǘŜǎ ŀǎ ŀ Ψǿŀƭƪ-ƛƴΩ ƻǊ Ǿƛŀ ŀƳōǳƭŀƴŎŜ ƛŦ ƛǘ ƛǎ Ŏonsidered by paramedic 
staff to be clinically appropriate. The UCCs will be staffed by a multi-disciplinary team to include GPs, 
Advanced Clinical Practitioners (ACPs) and nurses, specifically trained in the delivery of accident and urgent 
care for adults and children.  
 
The new single 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 diagnosis and treatment will 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 will be co-located 
with a single Critical Care Unit. Ambulatory Emergency care will be 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 been future-proofed 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 Women ŀƴŘ /ƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎΦ High risk women 
ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎ ƴŜŜŘ ǘƻ ōŜ ōŀǎŜŘ ƻƴ ǘƘŜ ŜƳŜǊƎŜƴŎȅ ǎƛǘŜΦ ¢Ƙƛǎ ƛǎ ǘƘŜ ŎƭŜŀǊ ǾƛŜǿ ƻŦ ǘƘŜ ŜȄǇŜǊǘǎ ōƻǘƘ 
locally and nationally including the West Midlands Clinical Senate. This means that in-patient Obstetrics and 
Paediatrics need to be co-located with ED and Critical Care. 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 option being considered.  
The services which will remain in their current location include: 
 
ω Midwife-led unit and postnatal care 
ω Maternity outpatients including antenatal appointments and scanning  
ω Gynaecology outpatient appointments 
ω Early Pregnancy Assessment Service (EPAS) 
ω Antenatal Day Assessment 
ω /ƘƛƭŘǊŜƴΩǎ ƻǳǘǇŀǘƛŜƴǘ ŀǇǇƻƛƴǘƳŜƴǘǎ 
ω Neonatal outpatient appointments. 

 

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 centre at Telford and Option 2: the Emergency Centre 
at Telford and Planned Care at Shrewsbury. These are described later in this document as options C1 and B 
respectively. 
 
In September 2016, the option appraisal process identified a preferred option; the Emergency Centre and 
Women and CƘƛƭŘǊŜƴΩs Unit at Shrewsbury with planned care based at Telford.   This preferred option was 
chosen because having the Emergency Care site at the Royal Shrewsbury Hospital would mean: 
 
ω it can continue to be a Trauma Unit  
ω fewer people would have to travel further for emergency care  
ω it would better meet the future needs of our older population, especially in Shropshire and mid Wales 
ω it offers the best value for money over the long term 
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After challenges by Telford & Wrekin Council on the process and a recommendation from the Gateway Review 
in December 2016, an independent review of the option appraisal process was commissioned by the 
Programme. The resulting report by KPMG did not identify any material issues that would have resulted in a 
change in the preferred option and the process was deemed robust. This was supported by the Programme 
Board in its recommendations to the CCG Joint Committee in August 2017 who then consequently voted 
unanimously to proceed to consultation with the two options including identifying the preferred option. The 
details of the process for both the non-financial and financial appraisal are set out in section 11 of this 
document. 
 
¢ƘŜ tǊƻƎǊŀƳƳŜ Ƙŀǎ ŘŜƳƻƴǎǘǊŀǘŜŘ ǘƘŀǘ ǘƘŜ new model of acute care will improve services and outcomes for all 
patients whilst also tackling the service and workforce challenges facing the Trust. Impact assessments have 
concluded that in terms of overall health impacts, in either option under consideration, the main changes are 
ŜȄǇŜŎǘŜŘ ǘƻ ǎǳǎǘŀƛƴŀōƭȅ ƛƳǇǊƻǾŜ ǘƘŜ ŜŦŦŜŎǘƛǾŜƴŜǎǎΣ ǎŀŦŜǘȅ ŀƴŘ ǇŀǘƛŜƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ŎƭƛƴƛŎŀƭ ŎŀǊŜ ǇǊƻǾƛŘŜŘ ǘƻ 
the whole population. These projected positive overall health impacts achievable under both options are the 
most significant of all the impacts assessed. It is recognised in this work however that several groups will 
experience a combination of positive and negative equality effects arising from the projected impacts.  
 
Some of these groups, for example the very young and the older population, may be disproportionately most 
likely to use the affected services, and therefore benefit the most from the projected positive health impacts. 
Equally however some may be disproportionately affected by the longer projected journey times from certain 
localities. Developing plans for mitigation of these impacts will form a key part of the consultation and 
engagement work of the programme through the next immediate period. 
 

2.4.5 Out of Hospital Care 

The acute case assumes a number of non-elective admissions and inpatient bed days will be avoided at the 
end of a five year period through a 50% reduction in delayed transfers of care, implementation of 7 day 
working and reducing demand through new community models. For the acute model of care therefore to work 
optimally and to achieve maximum benefit, all health and social care sectors need 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 back to community. This will require investment for 
appropriate alternative community service provision to acute hospital care. Section 9 describes the approach 
being taken to ensure that these wider system capacity changes and impacts are delivered to support the 
activity and capacity assumptions in the PCBC.  It describes the proposed community models at their current 
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 support the acute solutions. There 
has been good progress in better understanding the challenges in current provision and where there are 
opportunities for change and they are described at a high level in this PCBC.  Through the work that has been 
done, there is now a level of confidence in the out of hospital care shifts assumed in the OBC for Acute 
Services and overall affordability. However particularly in rural Shropshire, the public quite reasonably seek 
assurances around the detail. The options and strategic case for change around community provision will 
emerge over the coming months and will need to be set out in more detail before the Decision-Making 
Business Case (DMBC) is approved for Future Fit in early 2018. 
 

2.5 The Department of Health 5 Tests  

 
In order to proceed to public consultation on proposed service reconfiguration the Future Fit Programme 
needs to ensure it has met the original Department of Health (DH) four tests and the supplementary 
requirement which was introduced in April 2017.  The original DH 4 tests are:-  
ω Strong public and patient engagement  
ω Consistency with current and prospective patient choice 
ω Clear clinical evidence base  
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¶ Clinical Commissioners Support 
 

In addition, from April 2017, local NHS organisations have to show that significant hospital 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:   
 

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

The Programme believes it has met these tests sufficiently at this stage to proceed to consultation and sets out 
the detail within this PCBC against each. Some of the key points are summarised below: 

 

2.5.1 Strong Public and Patient Engagement 
 
CǳǘǳǊŜ Cƛǘ ǿŀǎ ǎŜǘ ǳǇ ƛƴ нлмо ƛƴ ǊŜǎǇƻƴǎŜ ǘƻ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ Ψ/ŀƭƭ ǘƻ !ŎǘƛƻƴΩ ǿƘƛŎƘ ŀǎƪŜŘ bI{ ǎǘŀŦŦΣ ǇŀǘƛŜƴǘǎΣ 
the public and politicians to come together 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 staff ς the people who 
deliver our services day in, day out. Many members of ǇǳōƭƛŎ ŀŎǊƻǎǎ ǘƘŜ Ŏƻǳƴǘȅ ǘƻƻƪ ǇŀǊǘ ƛƴ ƻǳǊ Ψ/ŀƭƭ ǘƻ !ŎǘƛƻƴΩ 
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 in the process 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, conducted surveys 
and delivered presentations to a wide range of audiences, from parish councils to senior citizen forums.  
 
 
 
 
 
 
 
 
 
 
 
 
Examples of public and patient engagement activity are described below:- 
 

¶ During the life of the Programme, work streams have carried out many public engagement events, 
workshops, surveys and various engagement activities.   
 

¶ ¢ƘŜ tǊƻƎǊŀƳƳŜ Ƙŀǎ ŜƴƎŀƎŜŘ ǿƛǘƘ ǾŀǊƛƻǳǎ ƎǊƻǳǇǎΣ ƛƴŎƭǳŘƛƴƎ άǎŜƭŘƻƳ ƘŜŀǊŘέ groups and has attended 
public meetings to discuss the plans for change. 
 

¶ 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 expert patient views 
across all the work streams and are active members of the Engagement and Communication work stream 
and the Programme Board.  
 

The key themes you told us you wanted were: 

¶ .Ŝ ΨƧƻƛƴŜŘ ǳǇΩ ŀƴŘ ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ Ƴȅ ŎŀǊŜ 

¶ Help me understand and access urgent care services appropriately 

¶ 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 I am ill 
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¶ The Programme Board throughout the Programme has had comprehensive representation from all 
sponsor and stakeholder organisations. This has included Healthwatch Shropshire, Healthwatch T&W, 
Powys CHC and separate representation from the individual Patient Groups. 
 

¶ Without exception, there has been one or more patient and public representatives on every workstream 
designing the processes and services for the future as well as the supporting the governance and decision-
making groups.   

 

¶ What can be influenced at each stage of the Programme has been identified and a variety of means for 
people to be involved in the ongoing debate made available, such as focus groups, pop-up events, smaller-
scale public activities, as well as, but not limited to, on-line surveys, telephone surveys and social media 
channels.    

 

¶ 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. 

 

¶ The Programme has been discussed fully with lay members of partner boards, Health and Well Being 
Boards (HWBB) and Health Overview and Scrutiny committees (HOSC).  

 

2.5.2 Consistency with Current and Prospective Patient Choice 

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 services.   Patients who choose to receive their acute hospital care in 
Shropshire and Telford & Wrekin will continue to be able to do so under the proposed new model.   

The key change in terms of patient choice under the new model is where in Shropshire patients will receive 
their care from, as the model consolidates emergency and planned care on separate sites.    Some 
consolidation of specialties on one or other of the current acute hospital sites has already been introduced, for 
example stroke, acute surgery, obstetrics and neonates and paediatric inpatients.  

Currently, some patients have to travel to other Centres outside of the county for more specialist care, for 
example specialist paediatrics, level 3 neonatal intensive care, and a number of cancer services.  This will 
continue under the new model.     

In addition, some patients have to travel outside of the county for the service they need because the current 
acute trust configuration and the workforce constraints mean that the acute trust is not able to offer a 
sustainable service locally.   It is the ambition of the acute trust that by centralising some services and 
consolidating their workforce that they are able to repatriate some of this work back into the county. 

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

¶ 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.  

¶ In the case of cancer care, radiotherapy will remain on the RSH site as now alongside the existing 
Cancer Centre with an additional Cancer centre developed on the PRH site for some chemotherapy. 

¶ For planned care, diagnostics and the majority of outpatients will remain on both sites as will the 
current Midwifery led units alongside antenatal and post-natal care facilities. 

 
The table below illustrates the changes to where patients will access their care under the Preferred Option 
compared to the current configuration of services. 
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Situation I live nearer to the Princess 
Royal Hospital  

I live nearer to the Royal 
Shrewsbury Hospital 

I live in the mid Wales area 

I need emergency 
care ς I have a life- 
or limb-threatening 
illness or injury 
For example, I have 
severe blood loss or 
loss of consciousness 

I would go to the new 
Emergency Department at the 
Royal Shrewsbury Hospital 
During 2016-17, almost 
120,000 people attended our 
A&Es. Out of these, almost 
45,000 needed emergency 
care. 
This would be a 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 limb-threatening 
would go to a 24-hour Urgent 
Care Centre. 

I would go to the new 
Emergency Department at the 
Royal Shrewsbury Hospital  
During 2016-17, 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 limb-threatening 
would go to a 24-hour Urgent 
Care Centre. 

I would go to the new 
Emergency Department at the 
Royal Shrewsbury Hospital  
During 2016-17, 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 limb-threatening 
would go to a 24-hour Urgent 
Care Centre. 

I need urgent care ς 
I have an illness or 
injury that is not life 
or limb-threatening 
but requires urgent 
attention 
For example, I have 
a scald, a suspected 
fracture or a chest 
infection  

I would go to the 24-hour 
Urgent Care Centre 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. This is 
because patients with more 
serious conditions would go to 
the Emergency Department at 
the Royal Shrewsbury Hospital. 

I would go to the 24-hour 
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 is 
because patients with more 
serious conditions would go to 
the Emergency Department at 
the Royal Shrewsbury Hospital. 

I would go to the 24-hour 
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 is 
because patients with more 
serious conditions would go to 
the Emergency Department at 
the Royal Shrewsbury Hospital. 

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

Most patients would go to the 
Princess Royal Hospital 
During 2016-17, there were 
over 50,000 planned 
operations at our two 
hospitals  
For most patients, there would 
be no 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. 

Most patients would go to the 
Princess Royal Hospital 
During 2016-17, 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 or have a 
condition that may need the 
support of the critical care 
team. 

Most patients would go to the 
Princess Royal Hospital 
During 2016-17, 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 or have a 
condition that may need the 
support of the critical care 
team. 
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Table 1: Changes to where patients will access their care under the Preferred Option Clear Clinical Evidence 
Base 
 
 
 
 

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 

I have an outpatient 
appointment 

Outpatient appointments are 
carried out at both our 
hospitals. 
During 2016-17, there were 
over 400,000 consultant-led 
outpatient appointments at 
our two hospitals 
For most patients there would 
be no change to where you go 
now.  

Outpatient appointments are 
carried out at both our 
hospitals. 
During 2016-17, there were 
over 400,000 consultant-led 
outpatient appointments at 
our two hospitals 
For most patients there would 
be no change to where you go 
now.  

Outpatient appointments are 
carried out at both our 
hospitals. 
During 2016-17, there were 
over 400,000 consultant-led 
outpatient appointments at 
our two hospitals 
For most patients there would 
be no change to where you go 
now.  

My 5 month old 
child is poorly and 
needs to stay in 
hospital overnight 
 
For example, they 
have a chest 
infection and  are 
not feeding 

They would go to the Royal 
Shrewsbury Hospital 
During 2016-17, around 4,000 
children had an overnight stay 
ŀǘ ǘƘŜ ²ƻƳŜƴ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ 
Unit at the Princess Royal 
Hospital 
This would be a change to 
where your child goes now 

They would go to the Royal 
Shrewsbury Hospital 
During 2016-17, around 4,000 
children had an overnight stay 
ŀǘ ǘƘŜ ²ƻƳŜƴ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ 
Unit at the Princess Royal 
Hospital 
This would be a change 
to where your child goes now 

They would go to the Royal 
Shrewsbury Hospital 
During 2016-17, around 4,000 
children had an overnight stay 
ŀǘ ǘƘŜ ²ƻƳŜƴ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ 
Unit at the Princess Royal 
Hospital 
This would be a change 
to where your child goes now 

My child is having 
chemotherapy 
treatment 

They would go to the Royal 
Shrewsbury Hospital 
During 2016-17, 170 children 
rŜŎŜƛǾŜŘ ŎŀǊŜ ŀǘ ǘƘŜ /ƘƛƭŘǊŜƴΩǎ 
Cancer Unit at Telford 
This would be a change to 
where your child goes now 

They would go to the Royal 
Shrewsbury Hospital 
During 2016-17, 170 children 
ǊŜŎŜƛǾŜŘ ŎŀǊŜ ŀǘ ǘƘŜ /ƘƛƭŘǊŜƴΩǎ 
Cancer Unit at Telford 
This would be a change to 
where your child goes now 

They would go to the Royal 
Shrewsbury Hospital 
During 2016-17, 170 children 
ǊŜŎŜƛǾŜŘ ŎŀǊŜ ŀǘ ǘƘŜ /ƘƛƭŘǊŜƴΩǎ 
Cancer Unit at Telford 
This would be a change to 
where your child goes now 

I am having a 
consultant-led birth 
For example, I am 
having a planned 
caesarian section 

I would go to the Royal 
Shrewsbury Hospital 
During 2016-17, over 4,000 
women had a consultant-led 
birth at the Women and 
/ƘƛƭŘǊŜƴΩǎ /ŜƴǘǊŜ ŀǘ tǊƛƴŎŜǎǎ 
Royal Hospital 
This would be a change to 
where you go now 

I would go to the Royal 
Shrewsbury Hospital 
During 2016-17, over 4,000 
women had a consultant-led 
birth at the Women and 
/ƘƛƭŘǊŜƴΩǎ /ŜƴǘǊŜ ŀǘ tǊƛƴŎŜǎǎ 
Royal Hospital 
This would be a change 
to where you go now 

I would go to the Royal 
Shrewsbury Hospital 
During 2016-17, over 4,000 
women had a consultant-led 
birth at the Women and 
/ƘƛƭŘǊŜƴΩǎ /ŜƴǘǊŜ ŀǘ tǊƛƴŎŜǎǎ 
Royal Hospital 
This would be a change 
to where you go now 

I am pregnant and 
have a scan booked 
with my midwife 

I would go to my nearest 
midwife-led unit 
During 2016-17, over 20,500 
women had a maternity scan 
at one of our midwife-led units 
During 2016-17, almost 650 
women gave birth in one of 
our midwife-led units 
There would be no change to 
where you go now 

I would go to my nearest 
midwife-led unit 
During 2016-17, over 20,500 
women had a maternity scan 
at one of our midwife-led units 
During 2016-17, almost 650 
women gave birth in one of 
our midwife-led units 
There would be no change to 
where you go now 

I would go to my nearest 
midwife-led unit 
During 2016-17, over 20,500 
women had a maternity scan 
at one of our midwife-led units 
During 2016-17, almost 650 
women gave birth in one of 
our midwife-led units 
There would be no change to 
where you go now 
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2.5.3 Clear Clinical Evidence base 
 
The Programme has been clinically led from its inception.  The original proposed model of care was derived 
from two key sources: 
 
i) Reviews of 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 care, as well as social care 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: 
 

ά¢ƘŜ tŀƴŜƭ ǿŀǎ ƻŦ ǘƘŜ ǾƛŜǿ ǘƘŀǘ ŀ ŎƭŜŀǊ ŀƴŘ ŎƻƳǇŜƭƭƛƴƎ ŎŀǎŜ ŦƻǊ ŎƘŀƴƎŜ ǿŀǎ ƳŀŘŜΣ ōŀǎŜŘ ƻƴ 
sound evidence presented to it on current performance, improvements seen in other regions by 
reconfiguration of services with multi-site Trusts, the potential long-term benefits, and alignment 
ǿƛǘƘ ƴŀǘƛƻƴŀƭ bI{ ǎǘǊŀǘŜƎȅέ 

   
They acknowledged that the decisions the health economy are trying to make are difficult: 
 

ά²Ŝ ǿŜǊŜ ƳŀŘŜ ŀǿŀǊŜ ƻŦ ǘƘŜ ŘƛŦŦŜǊƛng current and future demographics pulling 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 services from Shrewsbury might disadvantage residents of Powys but advantage 
residents of Telford. 

 
Decisions are difficult and trade-offs inevitable but the time has come to make them. After all, both sites 
will get considerable and needed capital investmentΦέ 

 
The Clinical Senate also supported the co-location of Obstetrics and Paediatrics with the Emergency Centre. 
The variant ƻǇǘƛƻƴ ƻŦ ǘƘŜ 9ƳŜǊƎŜƴŎȅ /ŜƴǘǊŜ ŀǘ wƻȅŀƭ {ƘǊŜǿǎōǳǊȅ IƻǎǇƛǘŀƭ ōǳǘ ǿƛǘƘ ²ƻƳŜƴ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ 
remaining sited on the Planned Care site at Princess Royal Hospital was not deemed clinically viable. In light of 
this, local  clinicians views and  external independent review on this option,  the Programme Board 
unanimously agreed in November 2016 that  the co-location of inpatient Obstetrics and paediatrics had to be 
with the Emergency Centre. Advice was also sought from the Trauma network. The view of the Network was 
that the preferred site for the Trauma Unit should be Shrewsbury.  This reflected its geographical location and 
an increased risk for 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 location and an increased risk for the 
small group of patients from Powys if it was sited at Telford.  The Network, however, stated that Trauma Unit 
status could be considered for Telford in Option 2 (Option B) subject to the appropriate standards and 
specifications set out by the network are met. 
 
Lƴ ƭƛƎƘǘ ƻŦ ǘƘŜ ¢ǊŀǳƳŀ bŜǘǿƻǊƪΩǎ ƻǇƛƴƛƻƴΣ ǘƘŜ tǊƻƎǊŀƳƳŜ Ƙŀǎ ŜƴǎǳǊŜŘ ǘƘŀǘ ŘǳŜ ŎƻƴǎƛŘŜǊŀǘƛƻƴ ƛǎ ōŜƛƴƎ ƎƛǾŜƴ ǘƻ 
the mitigation that would need to be considered in any potential relocation of the Trauma Unit from the 
Shrewsbury to 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 and 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 dispatch protocols  

¶ 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 next 3-4 years mobile diagnostics 

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

¶ Review location of strategically placed land vehicles  

¶ Conveyance to nearest alternative TU: Hereford, Worcester, Wrexham, Wolverhampton 
 
Many of these initiatives are to a degree 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 driving the need 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 worked up with 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 independent clinicians at the Joint Committee held on 10th August 
2017, where it 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. 
 
The programme will continue to be clinically evidence based as it goes forward into consultation and its 
governance arrangements support that with an active Clinical Design Group of health and care leaders and a 
wider Clinical Reference Group with a distribution list of over 300 health and care staff from across the system. 
 

2.5.4 Clinical Commissioner Support 
 
Clinical commissioners are the two main sponsors and have supported and funded the programme since its 
inception in 2014. Without exception, members of the Governing 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 hospitals with a single 
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 the preferred 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 to the 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 receipt of the 
independent review and the further IIA 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, is the preferred 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 emphasised as a key requirement.  Specifically that 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 needs  for Women and Children using the EC site and for older 
people using the planned care site; that  carefully balanced ambulance services were put in place; and that the 
local NHS is really innovative with developing  workforce solutions. 
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The CCG Governing Bodies now fully support a formal consultation with the public on the options deemed 
deliverable by that Joint Committee including the preferred option subject to the NHSE Assurance process. 
 
5Ŝǘŀƛƭǎ ƻŦ ǘƘŜ ǇǊƻƎǊŀƳƳŜΩǎ ǇǊƻƎǊŜǎǎ ƳŀŘŜ ǿƛǘƘ ǘƘŜǎŜ ƻǊƛƎƛƴŀƭ {h/ ŎŀǾŜŀǘǎ ƛƴŎƭǳŘŜŘ ǿƛǘƘƛƴ ǘƘŜ ƭŜǘǘŜǊ ƻŦ 
support from the CCGs are provided in the table below. 
 

1. Sustainability of Clinical Model Lead Organisation  Comments 

1.1 Further clarification to provide 
assurance on inter-dependencies of 
clinical specialties and the levels of 
workforce and capital investment 
required 

 

 

SATH/CCG The development of the OBC and this PCBC set out the 
key interdependencies for the emergency site in 
relation to obstetric, paediatric and critical care 
linkages. Move from a two site medical take to single 
medical take in delivery model.  

CCG commissioned external review of Option C2; Stage 
2 senate review confirmed clinical model 

UCC sub group agreed high level workforce assumptions 
and the model for ambulatory care and paediatrics 

Best practice guidance used in modelling facilities 
required and service and workforce redesign. Detail in 
OBC appendices 

Further testing of workforce models detail will be done 
through the clinical design group pre implementation  

1.2 Further clarification around the 
clinical linkages on which the service 
reconfiguration has been based 

SATH/CCG 
As above. 

1.3 Clarification on the proposed 
repatriation including Quality Impact 
Assessments 

 

SATH/CCG IIAs completed. SATH states that repatriation is in line 
with STP assumptions. 

Within sensitivity analysis, this figure has been included 
within a sensitivity test of affordability to SATH.  

Further testing of areas for repatriations requested pre 
DMBC 

2 Neighbourhoods (formerly 
Community Fit) 

    

2.1 Given the inter-dependencies of 
Future Fit and Community Fit, the 
CCGs need more assurance of the 
viability of these assumptions 

STP/CCG The 3 Neighbourhood work streams within the STP have 
progressed the development of the service offer. Whilst 
a lot of progress has been made there is more work to 
do in understanding the delivery model detail. 

The Optimity work carried out for Shropshire CCG in 
determining opportunity for shift from acute to 
community provides confidence in the deliverability of 
the activity assumptions as does the neighbourhood 
work within T&W. 
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2.2 The CCGs require completion of 
sufficient further work to design the 
model of community care and to test 
assumptions about a) the scale of 
activity shifts and b) productivity 
improvements anticipated in the SOC 

 

STP/CCG Community model of care has been progressed 
considerably via STP Neighbourhood Workstreams.  
More details in section 9 of this PCBC.  

The Optimity work carried out for Shropshire CCG in 
determining opportunity for shift from acute to 
community has provided confidence in the deliverability 
of the activity assumptions as has the neighbourhood 
work within Telford & Wrekin. The implementation 
detail of these community models is now required.  

More recent sensitivity analysis by SaTH has examined a 
number of variables and risks and their impact on 
affordability including productivity, demographics and 
repatriation. Section 10 sets out a sensitivity analysis for 
the acute modelling. 

Work has been undertaken to further develop the out 
of hospital model of care and its associated activity 
modelling and this has been tested against the acute 
modelling.   This is described in Section 11 of the PCBC. 

3 Activity Assumptions     

3.1 

The CCGs require detailed sensitivity 
analysis on the assumptions used, to 
be completed through the OBC 
process 

 

SATH/CCG Some sensitivity analysis has been undertaken and 
included in the PCBC in sections 10 and 11 

4 
Community and/or primary care 
alternatives to acute care 

    

4.1 

These assumptions need thorough 
testing through the OBC process, 
including the application of a 
sensitivity analysis.  

SATH/CCG See above  

 

4.2 

This would also need to include the 
potential impact on primary care and 
community services in a range of 
activity shifts, together with an 
analysis of the change in financial 
flows away from the acute sector that 
will enable this activity transfer to 
take place 

SATH/CCG See above 

New section added in Section 9 describing the impact 
on primary care. 

Forms part of the ongoing work within the STP and the 
development of the Neighbourhood/Out of Hospital  
models.  

 

4.3 

There is also a need to quantify the 
impact on ambulance service 
provision 

 

 

CCG Commissioners are leading a piece of work to ensure 
that this impact modelling is complete by the end of the 
consultation period.   The outputs of this work will be 
shared with ambulance/patient transport providers for 
input before final report is concluded. 

SaTH have had numerous discussions with ambulance 
trusts regarding the clinical model and approach to 
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pathway progression.   All discussions have included 
WMAS, WAS and MSL. 

4.4 

Further test the detail around the 
!ŎǳǘŜ ¢ǊǳǎǘΩǎ ŀƳōƛǘƛƻƴ ǘƻ ǊŜǇŀǘǊƛŀǘŜ ŀ 
level of activity from other providers 

SATH See above  

 

5 Affordability    

5.1 

Affordability of the SOC needs further 
testing, including the assumptions 
around investments and efficiency 
savings and should be supported by 
robust sensitivity analysis 

 

SATH/CCG 

 

See above. Further sensitivity analysis has been 
included in the PCBC. 

Further due diligence work will be required pre DMBC 

 

Table 2: Caveats to the CCG Boards approval of the Acute Trust SOC  

In conclusion, therefore, the caveats have to a significant degree been addressed 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. However there remains more work to do 
prior to any approval of a Decision-Making Business Case (DMBC) which will be expected in early 2018. 
Notably, further stress testing affordability, specifically around the availability and source of capital; 
repatriation of services; and detailed modelling of the impact on ambulance and patient transport services will 
form part of this work. 
 
Notwithstanding this further work this PCBC provides assurance to commissioners that the options being taken 
into consultation with the public are both clinically and financially deliverable. 
 

2.6 New DH Conditions for any Proposed Bed Closures 

 
Modelling to estimate future acute activity levels and acute bed capacity requirements has been considerable. 
This work was originally undertaken in 2014 and has sǳōǎŜǉǳŜƴǘƭȅ ōŜŜƴ ǳǇŘŀǘŜŘ ƛƴ {ŀ¢IΩǎ ŘǊŀŦǘ h./ 
(December 2016) and again more recently  during 2017. This includes demographic growth, 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 below shows how, under the proposed new model of acute hospital care, the bed numbers and 
types of beds available across the two acute hospital sites will change to meet the future needs of patients.  In 
summary as can be seen below, whilst the number of beds in future will be more than currently available, the 
increase is less than projected changes in demography would indicate are required as demographic growth of 
2.8% is being addressed through service changes in the community. There is a proposed reduction of 35,738 
bed days relating 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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Who will be cared for in these 
spaces?  

Number of beds 
in the hospitals 

today  

Expected number 
of beds in the 

future  

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

731 785 

Day beds  Where patients stay if they have had 
an operation but do not need to stay 
in hospital overnight. For example, a 
minor arm operation or investigation 
such as Endoscopy. 

91 105 

Clinical trolley and 
recliner chairs  

Where patients that need to have 
some tests carried out and are seen 
by a hospital doctor but are very 
likely to go home that day. For 
example, an elderly patient that has 
had a fall.  

10 49 

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

23 30 

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

22 22 

 
Total 877 991 

Table 2a: Proposed Changes in Bed Numbers by Type 
 
The CCGs have in July 2017 reviewed the original assumptions of Future Fit set out in the 2014 modelling and 
triangulated it through a number of reviews: the recent work in developing community urgent response  
models within neighbourhood teams in T&W CCG; an independent review by Optimity in Shropshire examining 
the opportunity in out of hospital care; and examining Better Care Better Value Indicators which sets out an 
άƻǇǇƻǊǘǳƴƛǘȅ ǾŀƭǳŜ ƻŦ мо҈ of over 65 year old admissionsέ. Section 10 of this PCBC sets out this triangulation 
work that provides assurance that there is no material difference in activity assumptions at this point between 
the Acute Trust OBC and the Neighbourhood/Out of Hospital Community Models, should they be successfully 
implemented and deliver the benefits as described in this document.  
 

2.7 Financial Impact 

 
The system STP submission in October 2016 demonstrated that if the system takes no action to change, by 
2021 there will be a collective deficit of around £130m.  Coupled with what is known about difficulties in 
recruiting staff to current role structures and the limitations of our infrastructure this is not a position 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. 
 

¶ Shrewsbury and Telford Hospitals NHS Trust 
¢ƘŜ ¢ǊǳǎǘΩǎ ŀƴƴǳŀƭ audited accounts for 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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hƴŜ ƻŦ ǘƘŜ ŎŀǾŜŀǘǎ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǘƘŜ //Dǎ ŀǇǇǊƻǾŀƭ ƻŦ ǘƘŜ !ŎǳǘŜ ¢ǊǳǎǘΩǎ {ǘǊŀǘŜƎƛŎ hǳǘƭƛƴŜ /ŀǎŜ in 2016 
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 attributable risks and assumptions  and 
/or 

2. Does the OBC provide an improved way forward than the option of doing nothing, and /or 
3. Does the OBC support an on-going improvement in the financial position of the Local Health 

Economy? 

If the current financial model figures are used, the 4 year aggregate Commissioner surplus would fall to 
£2.5m resulting in a system surplus of £5.7m rather than the £8.7m reported in October 2016. 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 balanced position. 

 
The Acute Trust has confirmed that their current underlying financial assumptions will have no adverse 
financial impact on the CCGs and will not require any additional investment above tariff income. 

 

¶ CCGs 
In 2017/18 T&W CCG has a cumulative surplus of £5.7m and an in-year control total of break even. At 
Month 3 the CCG has generated additional year to date surplus of £64k. Delivery of the financial position 
will be dependent on prudent financial management and QIPP delivery throughout the year. 
 
¢ƘŜ //DΩǎ ŦƛǾŜ ȅŜŀǊ ŦƛƴŀƴŎƛŀƭ Ǉƭŀƴ ŎǳǊǊŜƴǘƭȅ ƳŜŜǘǎ ŀƭƭ ƻŦ bI{9Ωǎ ōǳǎƛƴŜǎǎ ǊǳƭŜǎ ŀƴŘ ŘŜƭƛǾŜǊǎ ŀƴ ƛƴ ȅŜŀǊ 
break even position each year. However, in order to fund increases in activity, demography and service 
improvements the CCG will need to deliver recurrent QIPP plans in the region of £7m a year.  The CCG 
financial and QIPP plans are aligned to the proposed activity shifts from acute to community. 

 
Shropshire CCG has a 2017/18 in-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 £52m.  At Month 5 2017/18, the 
CCG is on target to deliver its financial control for 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% of total allocation (£16m).  Repayment of the accumulated deficit 
will take a further decade. 
 

¶ The system as a whole 
Whilst a full refresh of the STP financial plan is still to be completed (this will be conducted during Q3 
2017/18, modelling suggests that the recent changes made to the Shropshire CCG plans would not 
materially impact on the previously reported position.  If the current financial model figures are used, the 
4 year aggregate commissioner surplus would fall to £2.5m resulting in a system surplus of £5.7m rather 
than the £8.7m reported in October 2016.   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 balanced position. 

 
Judged on this basis it is evident that taking forward the reconfiguration of acute hospital services is significant 
in improving the financial sustainability of the Shropshire and Telford & Wrekin health system.  
 

2.8 Conclusion 

The Future Fit Programme has in collaboration with its sponsor organisations and stakeholders developed a 
number of proposals for changing the configuration of acute hospital services for the populations of 
Shropshire, Telford and Wrekin and parts of Powys that rely on the services of Shrewsbury and Telford 
Hospital NHS Trust, that will both improve the quality and safety of 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, longer than anticipated and to the frustration of many including 
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 decision making 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: 

¶ Set out a clear and demonstrable case for change in our acute hospitals that has now become even 
more urgent 

¶ Set 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 

¶ Set out affordability for the Acute Trust , for the CCGs 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 

¶ Met sufficiently the 5 key tests for reconfiguration that the DH asks of us 

¶ Set out two options deliverable both financially and clinically 

¶ Set out its preferred option and the rationale for that 

The CCGs believe 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 document sets out these assurances to NHSE in more detail and describes the proposals for change on 
which we would now 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.  They have developed 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 medicine becomes ever more sophisticated, and when we consider the economic and 
workforce challenges faced particularly by Shrewsbury and Telford Hospitals NHS Trust, but also by our 
primary  and community care providers, then it becomes obvious that there is an 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.   

The Future Fit Programme from its inception has been clinically led.  Over 300 clinicians, patients and public 
ǿŜǊŜ ƛƴǾƻƭǾŜŘ ƛƴ ŘŜǾŜƭƻǇƛƴƎ ǘƘŜ ΨaƻŘŜƭ ƻŦ /ŀǊŜ нлмпΩ ǿƘƛŎƘ ŦƛǊǎǘ ŘŜǎŎǊƛōŜŘ ŀ ƴŜǿ ŎƻƴŦƛƎǳǊŀǘƛƻƴ ƻŦ ŀŎǳǘŜ 
hospital services with one Emergency Centre site and one Planned Care and Diagnostic site.   

The many local 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 the options.   

The Future Fit Clinical 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 multi-stakeholder 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 has ensured continued wider clinical engagement 
through regular Clinical Reference Group meetings which are held in the evening to facilitate attendance and 
have between 100-300 attendees.  This level of wide clinical engagement will continue and be supplemented 
by the wide engagement work happening through the STP Neighbourhood/Out of Hospital value 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 PCBC in support of the assertion that there has been no-
predetermination of outcome and wide engagement, both clinical and non-clinical, in designing the delivery 
solution options which have been thoroughly appraised and considered in coming to this stage in the 
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 appropriate 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 models of care for the future for the populations we serve.  We welcome 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 
Clinical Chair 
Telford & Wrekin CCG 
Joint Chair Future Fit Clinical Design Group 
 
 
 

 
 
 
 
 
Dr Julian Povey  
Clinical Chair Shropshire  
Shropshire CCG 
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4. Foreword from the joint  Senior Responsible Officers  

This PCBC is the culmination of 3 years of collective effort across Shropshire and Telford & Wrekin to reform 
the local model of acute care so that our local populations consistently receive high quality, efficient, 
sustainable acute hospital services. 

Most acute hospital services have developed over many years, with 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, it is recognised that the current hospital configuration is not sustainable.  
All of this is underpinned by the economic climate in which the NHS must operate. 

Our intent is to restructure the provision of safe, high quality acute hospital services into the most efficient 
and effective configuration.  

Over the past three years, patients, clinicians, managers and staff from across health and social care have 
contributed their time and expertise to the design of the programme and the care pathways within it. This has 
been underpinned by active and ongoing patient engagement and communication. We thank each of them for 
their contributions to the programme so far and to the development and assurance of this PCBC.  

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

 
 
 
 

 
 

 
 
David Evans 
Chief Officer 
Telford & Wrekin CCG 
 

 
 
 
 
Dr Simon Freeman 
Chief Officer 
Shropshire CCG 
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5. The Strategic Context ς Sustainability and Transformation Plan (STP) 

The Future Fit Programme for the reconfiguration of acute hospital services forms one of four key 
transformational service redesign workstreams within {ƘǊƻǇǎƘƛǊŜ ŀƴŘ ¢ŜƭŦƻǊŘ ϧ ²ǊŜƪƛƴΩǎ {ǳǎǘŀƛƴŀōƛƭƛǘȅ ŀƴŘ 
Transformation Plan (STP).  This section of the business case summarises the key points from the STP and 
provides the wider context within which the proposed reconfiguration of acute hospital services is now placed. 
 
It is widely agreed that in order for the local NHS to continue to provide services for the future, changes need 
to be made now.   The challenges faced are similar to those being experienced across the country:- 
 

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

 
In order to address the increasing financial challenges, changes are needed which take full advantage of recent 
rapid progress in treatments and technology.  In 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 services ƛƴ άŎƻƳƳǳƴƛǘƛŜǎέ ǿƘŜǊŜ ǎƘŀǊŜŘ ǳƴŘŜǊǎǘŀƴŘƛƴƎ 
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 workforce.  This is why the STP focuses on a more joined-up way of 
working, based on smaller areas called neighbourhoods to prevent ill health and promote the support that 
local communities already offer.  

¶ These neighbourhoods will be used as the basis for providing health and care services for people who 
need professional help, but not hospital treatment. GPs, social care, community nurses, therapists 
and mental health workers will increasingly work together to provide a consistent range of services at 
a local level. These Neighbourhood Care Teams will be the first port of call for people with diabetes 
and other long-ǘŜǊƳ ŎƻƴŘƛǘƛƻƴǎ ǇŜƻǇƭŜ ǿƘƻ ƳƛƎƘǘ ƻǘƘŜǊǿƛǎŜ ƘŀǾŜ ǘƻ Ǝƻ ǘƻ ƘƻǎǇƛǘŀƭ ōǳǘ ǿƘƻ ŘƻƴΩǘ 
need emergency services; and people who have recently been discharged from hospital. They will be 
the link between clinical and community care. Whilst this business case does not set out the 
implementation of this community model in detail, it recognises the critical nature of getting it right in 
delivering the assumptions for the acute solutions.   

¶ For patients who do need hospital care, as this document does set out in detail, the system proposes 
to create two centres of excellence, one specialising in emergency care and the other in routine 
surgery or planned care. Over 300 clinicians have been involved in developing the proposals for 
hospital services because they know what is best for their patients. The aim is to improve the 
outcome for patients by using consultants and other resources most effectively. One Emergency 
Centre will work closely with more local urgent care services. Most assessment, diagnosis and follow-
ǳǇ ǿƻǳƭŘ ōŜ ŘƻƴŜ ŎƭƻǎŜǊ ǘƻ ǇŜƻǇƭŜΩǎ ƘƻƳŜǎ. Neighbourhood Care Teams will play an important role in 
this.   

The STP Partnership believes that making these changes will deliver clinical improvements and better 
outcomes for 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, and those who do would be discharged quicker.  
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5.1   STP Vision, Mission and Values 

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

5.1.1 Vision  

ά¢ƻ ōŜ ǘƘŜ ƘŜŀƭǘƘƛŜǎǘ ǇƻǇǳƭŀǘƛƻƴ ƻƴ ǘƘŜ ǇƭŀƴŜǘέ 

5.1.2 Mission 

¶ Provide the safest care possible. 

¶ Support independent living in older age. 

¶ Be an employer of choice across the region. 

¶ Embed social care, prevention, supported self-care and mental health in all that we do as a system. 

¶ Make exceptional use of technology to improve access, communication, and care co-ordination across 
our delivery system. 

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

5.1.3 Values 

¶ We will share information and resources across organisations in order to build resilience and social 
capital across the county of Shropshire.   We will all promote prevention and supported self-care, using 
available technologies to enhance workforceΣ ǇŀǘƛŜƴǘǎ ŀƴŘ ŎƛǘƛȊŜƴΩǎ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ƛƴǘŜǊŀŎǘƛƻƴǎΦ 

¶ We will work as a single system to deliver coordinated and integrated care across the NHS, Social Care 
and the Voluntary Sector.  

¶ We will work together to develop a sustainable workforce that is fit for purpose, is supported by modern 
technology, and can deliver evidence-ōŀǎŜŘ ŎŀǊŜ ƛƴ ƴŜǿ ǿŀȅǎ ǘƘŀǘ ǎǳƛǘ ǳǎŜǊΩǎ ƭƛŦŜǎǘȅƭŜǎ ŀƴŘ ǿƘŜǊŜ ǘƘŜȅ 
live.  

¶ We will collectively understand available resources, capacity and capabilities to develop a transformed 
system of care with the appropriate workforce that is high quality, financially sustainable, efficient and 
delivers best practice (or above) all the time. As a system to use evidence from around the world to 
develop excellence in care and pioneering services through the use of high quality research and use of 
new technologies. 

5.2 STP ς Priorities  

The STP has set out four key priorities going forwards: 

5.2.1 Develop and implement a model for Neighbourhood working 

¶ Supporting individual communities to become more resilient - The causes of poor health are 

rooted within our communities and as such the solutions need to be community-based. Enhancing the 
assets and skills of local people and organisations, we will capitalise on the power of this rich source of 
social support to build individual and community resilience. 
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¶ Supporting people to stay healthy - People will be supported to lead healthier lives, patients 

empowered through technology; and self-care promoted in order to reduce the demand and dependency 
on local public services. Lifestyle patterns are complex and often interlinked and a combination of 
ǳƴƘŜŀƭǘƘȅ ƭƛŦŜǎǘȅƭŜ ŎƘƻƛŎŜǎ ƛƴŎǊŜŀǎŜǎ ǇŜƻǇƭŜΩǎ Ǌƛǎƪ ŜȄǇƻƴŜƴǘƛŀƭƭȅΦ Lǘ ƛǎ ŜǎǘƛƳŀǘŜŘ ǘƘŀǘ ƳƛŘŘƭŜ ŀƎŜŘ ǇŜƻǇƭŜ 
with a combination of unhealthy lifestyles are 4 times more likely to die in their next decade than those 
leading healthier lifestyles. 

¶ Developing Neighbourhood Care Teams - Preventing 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 together 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. 

¶ The community bed review - Neighbourhood working will require some access to locally provided 

beds for patients. 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 
ŘŜǾŜƭƻǇƳŜƴǘ ŀƴŘ ǳǎŜ ƻŦ άǾƛǊǘǳŀƭ ǿŀǊŘǎέ ǿƛƭƭ ǇǊƻǾƛŘŜ ǘƘŜ ǾŜƘƛŎƭŜ ŦƻǊ ǘƘƛǎ initiative. 

5.2.2 To re-evaluate hospital services 

¶ Acute reconfiguration Programme - This programme is clearly well established and forms the 

purpose of this business case. The Future Fit model for acute hospital care describes an urgent care 
network, within which 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 basis. For Planned Care there 
would be a single site which operates independently from the emergency site which will allow efficient 
and uninterrupted workflow over 7 days.  
 

¶ Understand our secondary care expenditure - Shropshire appears to commission a high level of 

some treatments in comparison with the rest of England.  Orthopaedic and musculo-skeletal (MSK) 
services is one such area.  This service is organised across three hospital sites and through a number of 
therapy services. The MSK and orthopaedic review has been commissioned to ensure that the service is 
appropriate and as effective as possible. Other reviews will follow. In 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 at the Emergency site. 

5.2.3 Continue to develop other services 

¶ Services for people with mental ill-health or a learning disability; services for children; and 
cancer services are also developing rapidly. Mental health and Learning Disabilities are core to the 

development of Neighbourhood teams and will play a key role in the work of local teams.  Psychiatric 
liaison and other specialist services such as Perinatal psychiatry will play an important role in ensuring that 
admissions to the acute hospitals are minimised. The 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 

¶ 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.    

¶ The two CCGs entered the 2017/18 financial year with a combined recurrent deficit of £13.6 m and 
the Acute Trust commenced 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 for the CCGs. Judged 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 Telford & Wrekin 
health system. Further information on the acute financial case is provided in section 12. 
 

¶ Reducing duplication - There is potential to further 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 to emergency care and planned surgery will improve  clinical quality and  
enable constitutional standards for waiting times to be met. 

The development of Neighbourhood/Out of Hospital work aims to change the emphasis in the relationship 
between the public and the NHS so 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 people will no longer need to go to hospital and that delays to hospital discharge will be minimised.  

¢ƘŜ ǳƴǿŀǊǊŀƴǘŜŘ ǾŀǊƛŀǘƛƻƴǎ ƛƴ ŎƭƛƴƛŎŀƭ ƻǳǘŎƻƳŜǎ ƘƛƎƘƭƛƎƘǘŜŘ ƛƴ ǘƘŜ άwƛƎƘǘ /ŀǊŜέ ŜǾƛŘŜƴŎŜ ǇŀŎƪǎ indicates that 
there is a need to address the clinical effectiveness of the delivered pathways. The shared aim is to deliver 
consistently high standards of care and 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 capacity to support deliver care in 
line with constitutional standards more consistently. Developing  co-ordinated and integrated care across NHS, 
social care and the voluntary sector  will address the quality concerns when patients experience unecessary 
steps and delays in their journeys  such as those measured through Delayed Transfer of Care  data. 

Continuing to listen and learn from patient feedback will be key to deliver the benefits that we set out. The 
development of a systematic approach to engaging and involving local people is an aim in the system 90 day 
plan. This will be both at large scaleand formal in Future Fit consultation process,  but also with wider 
engagement on the overall system plans. 

5.4  Where the Future Fit Programme fits in the STP 

 
Currently we know that our inability to consistently meet NHS constitutional standards around A&E, cancer 
and 18 week referral to treatment times raises potential challenges to quality of care. Achieving the changes 
set out in the STP will deliver improvements in patient safety, clinical effectiveness and patient experience.  In 
particular, changes to the configuration of acute hospitals will ensure that the resources dedicated to 
emergency care and planned surgery will be concentrated and focused to have the greatest impact on 
improving the clinical quality and reducing waiting times.  
 
The transition of the Future Fit Programme in governance terms into the wider STP plan is 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 care.  The activity and capacity 
modelling assumptions 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 need to be supported through a 
redesign of the community model of delivery which will be achieved through the STP work. 
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6 The Future Fit Model of Care 

The Future Fit Programme was established in 2013 as part of a system-wide multi-stakeholder service 
transformation programme.  This section describes the origins of Future Fit and the clinically 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 Survey 2013 

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 a multi-stakeholder Clinical Reference 
Group (CRG), an approach to ensure that 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 Call to Action accepted 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 faced locally 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 developments in medical technology  

¶ Economic challenges  

¶ Opportunity cost in quality of service  

¶ Impact of accessing services  

¶ ¢ƘŜ ǉǳŀƭƛǘȅ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘ ŦŀŎƛƭƛǘƛŜǎ ŀƴŘ ǘƘŜ ¢ǊǳǎǘΩǎ ŜǎǘŀǘŜ  
 

6.2 The Case for Change  

 
The Clinical Design Workstream ΨaƻŘŜƭǎ ƻŦ /ŀǊŜΩ wŜǇƻǊǘ нлмп (Appendix 1) described the health system 
challenges as being: 
 

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 pronounced 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 result, the pattern of demand for services 
has shifted, with greater need for the type of services that can 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 Changing patterns of illness 

Long-term conditions are increasing due to changing lifestyles. This means health services need to move the 
emphasis away from services that support short-term, episodic illness and infections towards services that 
support earlier interventions to improve health and deliver sustained continuing support, again in the 
community with consistent support for self-management and care. The increase in the elderly population and 
the number of people living with long-term conditions coupled with the reduction in funding in the voluntary 
sector and Social Services results in an increased pressure on acute services such as A&E and acute medicine.  

 

 



 

46 

 

 

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 reasons, there is a push nationally towards 7-day 
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 technology 

Increased specialisation 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 nor possible to staff services with generalists or juniors and the evidence shows, that for 
particularly serious conditions, to do so risks poorer outcomes.  Staff are of course, aware of this. If they are 
working in services that, for whatever reason, cannot meet 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. Every effort must be 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 UK economy 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 changing 
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 unsustainable 
with huge financial pressures and debts.  Current trends in funding and demand will create a gap which 
projections suggest could grow to £30 billion a year by 2021 if nothing is done to address it. 

Locally the Shropshire health economy is challenged and therefore significant change  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 and Telford 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. The clinical 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 sites in their current 
configuration is increasingly difficult to maintain without compromising the quality and safety of services. 

 

6.2.7 Impact on accessing services  

In Shropshire, Telford and Wrekin there are distinctive populations. Particular factors include a responsibility 
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 which the 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 following principles and practices emerged from the clinical design work across 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 reflected in 2017/2018 through the 
work of the STP partners. 
 

6.3.1 Home is normal 
 
IŜŀƭǘƘ ŀƴŘ ǎƻŎƛŀƭ ŎŀǊŜ ƛǎ ŎǳǊǊŜƴǘƭȅ ΨōŜŘ ōŀǎŜŘΩ ŀƴŘ Ǌƛǎƪ ŀǾŜǊǎŜ ŀƴŘΣ ŀƭǘƘƻǳƎƘ ǇŜƻǇƭŜ ǇǊŜŦer to remain in their 
ƻǿƴ ƘƻƳŜ ǿƘŜƴŜǾŜǊ ǇƻǎǎƛōƭŜΣ ǘƘŜȅ ŀǊŜ ƻŦǘŜƴ ŎŀǊŜŘ ŦƻǊ ŀǘ ΨƭŜǾŜƭǎ ƻŦ ŎŀǊŜΩ ǿƘƛŎƘ ŀǊŜ ƘƛƎƘŜǊ ǘƘŀƴ ǊŜǉǳƛǊŜŘ ǘƻ 
meet their needs.  Not only is this not what most people want, it is also resource inefficient and increases the 
risk of health care 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 patient is less likŜƭȅ ǘƻ ΨŘŜŎƻƳǇŜƴǎŀǘŜΩ ōȅ ōŜƛƴƎ ŎŀǊŜŘ ŦƻǊ ƛƴ ŀ ōŜŘ ōŀǎŜŘ ŀŎǳǘŜ 
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 hospital and back 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. 
 
ΨIƻƳŜ ƛǎ ƴƻǊƳŀƭΩ ŘŜǎŎǊƛōŜǎ ǘƘŜ ǇǊƛƴŎƛǇƭŜ ƻŦ ƳŀǘŎƘƛƴƎ ǇŜƻǇƭŜΩǎ ƴŜŜŘǎ ǿƛǘƘ ǘƘŜ ŎƻǊǊŜŎǘ ƭŜǾŜƭ ƻŦ care, preferably 
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 provided which offer 
ŀ ΨƳŜŘƛǳƳΩ ƭevel of care. 
 

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 too much of their time 
trying to navigate a poorly designed and inefficient system on behalf of their patients. 
 
/ƻƳƳǳƴƛǘƛŜǎ ǿŀƴǘ ǘƻ ōŜ ŜƳǇƻǿŜǊŜŘ ǎƻ ǘƘŀǘ ŎƛǘƛȊŜƴǎ Ŏŀƴ ƘŜƭǇ ŜŀŎƘ ƻǘƘŜǊ ǘƻ ƭƛǾŜ Ψŀ ƭƛŦŜ ǿŜƭƭ ƭƛǾŜŘΩ ƛƴ ŀƴ 
environment that minimises isolation, vulnerability and inequality. 
 
 

6.3.3 Sustainability 
 
Á Financial sustainability - For the purposes of the clinical design process, it was assumed that there will be 

no increase in overall budgets over the next 10-20 years and that in the face of an increase in population 
care needs 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 capacity modelling work completed in 2014 demonstrated that simply 
ŎƻƴǘƛƴǳƛƴƎ ΨŘƻƛƴƎ ǿƘŀǘ ǿŜ ŘƻΩ ōǳǘ ǿƛǘƘ ƎǊŜŀǘŜǊ ŜŦŦƛŎƛŜƴŎȅ ƛǎ ƴƻǘ ǎǳǎǘŀƛƴŀōƭŜΦ 

 
Á Workforce sustainability ς 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 Develop novel 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 
o More effective succession planning and better role development and continuous 

professional development 
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Á Service sustainability ς 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 services will improve service sustainability whilst at the same time 
provide multiple clinical benefits. 

 
5ŜǎƛƎƴƛƴƎ ŀ ΨƴŜŜŘǎ ƭŜŘ ǎŜǊǾƛŎŜΩΣ ƛƴ ǿƘƛŎƘ ǇŀǘƛŜƴǘ ŀŎŎŜǎǎ ǘƻ ŎŀǊŜ ƛǎ ŘŜǇŜƴŘŜƴǘ ƻƴ ǘƘŜ ƭŜǾŜƭ ƻŦ ŎŀǊŜ ǘƘŜȅ 
require, also carries multiple benefits and ensures a more sustainable service.  Quality, safety and 
achieving 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 care is 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. 
 
Effective integrated care that improves the co-ordination, 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 input when 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 priority.   
 
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 workforce ƴŜŜŘǎ ǘƻ ΨŦƻƭƭƻǿ ǘƘŜ ǇŀǘƛŜƴǘΩ ŀŎǊƻǎǎ ƻǊƎŀƴƛǎŀǘƛƻƴŀƭ ōƻǳƴŘŀǊƛŜǎΦ 
 

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 then perform multiple assessments on them about the 
same problem.  There is a strong clinical consensus that the success of the new models in improving patients 
ŀƴŘ ŎƭƛƴƛŎƛŀƴǎ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ŎŀǊŜ ŘŜǇŜƴŘǎ ƻƴ ƳƻǾƛƴƎ ŦǊƻƳ ŀ ΨǊŜŦŜǊǊŀƭ ōŀǎŜŘ ƳƻŘŜƭΩ ǘƻ ŀ ΨǇŀǊǘƴŜǊǎƘƛǇ ōŀsed 
ƳƻŘŜƭΩ ŀŎǊƻǎǎ ŀƭƭ ŎŀǊŜ ǎŜǘǘƛƴƎǎΦ  ¢ƘŜ ŜǎǎŜƴŎŜ ƻŦ ǇŀǊǘƴŜǊǎƘƛǇ ŎŀǊŜ ƛǎ ǘƻ ŦŀŎƛƭƛǘŀǘŜ ŘƛǊŜŎǘ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ōŜǘǿŜŜƴ 
clinicians caring for the same patient. 
 
Partnership care redefines the roles of generalists and specialists, with generalists (based mainly in the 
community and including GPs and community care clinicians) responsible for maintaining co-ordination and 
continuity of care, performing initial assessments and accessing specialist support when required.  Specialists 
will continue to carry responsibility for continuity of care for the most complex cases and for most children 
with long term conditions.    
 
Successful partnership care will require a high level of trust between partners.  Currently there is a perception 
amongst consultants that offering advice and guidance without seeing the patient carries a level of risk that 
many are unwilling to take.  The process of building trust will be helped through good governance and reliable 
ǊƻǳǘŜǎ ƻŦ ŎƻƳƳǳƴƛŎŀǘƛƻƴΦ  ¢ƘŜ ǇǊƛƴŎƛǇƭŜ ƻŦ ŀ ΨƴŀƳŜŘ ǊŜǎǇƻƴǎƛōƭŜ ŎƭƛƴƛŎƛŀƴΩ ǿƛƭƭ ŀƭǎƻ ŜƴŀōƭŜ ǇŀǊǘƴŜǊǎƘƛǇ ŎŀǊŜΦ 
 

6.3.6 Information Technology (IT) 
 

Developments in informatics in 2014 were described as being necessary and fundamental components of an 
efficient, safe resilient and integrated health and social care system. IT solutions will change working practices 
in two ways; firstly, by improving communication and information flow across the whole system, and secondly, 
through the use of assistive technology at individual patient level.  The work set out within the Local Digital 
Road Map (Appendix 28) since the development of the high level clinical model in 2014, builds on this and 
restates 4 key priorities that will support delivery of the model set out in this business case: 
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ω Paper-free at the point-of-care (by 2020) 
ω Digitally-enabled self-care 
ω Real-time analytics at the point of care 
ω Whole system intelligence to support population health management and effective commissioning, 

clinical surveillance and research 

By 2020 it states that we will have an integrated care record across our economy; patients as co-authors of 
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 (Appendix 1) described the proposed Models of Care for the 3 main areas of 
health care 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:  

¶ Acute and episodic care 

¶ Long term conditions and/or frailty 

¶ Planned care 

6.4 Acute and Episodic Care 

 

ά! ǎƛƴgle, fully equipped and staffed Emergency Centre (EC), as part of a high acuity unit, 
with consolidated technical and professional resource to deliver high quality emergency 
medical care 24 hours 7 days a week.  The EC would serve as a trauma unit with a co-
located critical care unit.  Other adjacencies include facilities for ambulatory care and 

assessment units with full and immediate access to radiology and pathology diagnostic 
facilities, blood bank and pharmacy.  Access would be via 999 ambulance or co-located 
ǳǊƎŜƴǘ ŎŀǊŜ ŎŜƴǘǊŜ ǿƛǘƘ ŀƴ ŜǉǳƛǾŀƭŜƴǘ ¦// ƻƴ ǘƘŜ ǇƭŀƴƴŜŘ ŀƴŘ ŘƛŀƎƴƻǎǘƛŎ ƘƻǎǇƛǘŀƭ ǎƛǘŜέΦ 

Clinical Workstream 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.   

 

Figure2: Diagram of acute and episodic care model 2014 
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6.5 Planned Care  

 

A single Planned Care Site which operates independently from the emergency centre 
(EC) and high acuity unit would consolidate resources in terms of workforce, 

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

¢ƘŜ ƎǊŜŀǘŜǊ ΨŎǊƛǘƛŎŀƭ ƳŀǎǎΩ ƻŦ ŀ ǎƛƴgle Planned Care Site will improve quality and 
outcomes , help to conserve specialist services within the area and offer the potential 

ǘƻ ǊŜǇŀǘǊƛŀǘŜ ǎƻƳŜ ǎŜǊǾƛŎŜǎ ŎǳǊǊŜƴǘƭȅ ƭƻŎŀǘŜŘ Ψƻǳǘ ƻŦ ŎƻǳƴǘȅΩΦ 
Clinical Workstream Models of Care Report 2014 

 
The Models of Care Report 2014 further describes the strong clinical and economic argument for 
all planned orthopaedic surgery to be consolidated onto one site. 
 

6.6 Rural Urgent Care  

The Model of Care 2014 for one Emergency Centre acknowledged the need to provide supporting solutions for 
rural urgent care.   The original Future Fit Model of Care described having a number of rural Urgent Care 
Centres (UCC) and locating these at each of the existing community hospitals and Minor Injury Unit (MIU) sites 
with an assumption that there would be a single consistent model applied across the county.   

However, concerns were raised about the clinical and financial viability of such centres, and indeed whether 
the clinical need for them could be evidenced.  

In response, the programme model for rural urgent care moved away from a focus on examining existing 
facilities or infrastructure and specifically evaluating in isolation, the location for rural urgent care centres. 
Instead they looked at enhancing and developing more integrated local urgent care solutions that will address 
ǇŀǘƛŜƴǘΩǎ ƴŜŜŘǎ ŀƴŘ ŀƭƭƻǿ ŎŀǊŜ ǘƻ ōŜ ǇǊƻǾƛŘŜŘ ƛƴ ǘƘŜ Ƴƻǎǘ ŀǇǇǊƻǇǊƛŀǘŜ ǎŜǘǘƛƴƎΣ ŀǎ ŎƭƻǎŜ ǘƻ ƘƻƳŜ ŀǎ ǇƻǎǎƛōƭŜΦ  
 
The Programme Board therefore agreed to progress the rural urgent care offer and 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 Injury 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 sets out the high level programme plan and progress against to date. The Future Fit Programme 
has been established since 2013 and has already completed a number of significant phases.  Although the 
original remit of the programme was to focus on acute and community hospitals, in 2015 it was agreed that 
the primary focus of the Programme going forward would be on the acute hospitals reconfiguration. 

 

PHASE Key Deliverables Status 

tƘŀǎŜ м  
όhŎǘƻōŜǊ нлмо - WŀƴǳŀǊȅ нлмпύ 

 

¶ Programme Set-up 

¶ Determining the High-Level Clinical Model 

 

 

Complete 

tƘŀǎŜ н  
όCŜōǊǳŀǊȅ нлмп - !ǳƎǳǎǘ нлмпύ 
 

¶ Determining the Overall Model of Clinical Services 

¶ Identification and quantification of the levels of 
activity in each part of the Model 

¶ Determining the Feasibility of a Single Emergency 
Centre 

¶ Public Engagement on the Model of Care and 
Provisional Long-list & Benefit Criteria 

 

Complete 

tƘŀǎŜ о 
ό!ǳƎǳǎǘ нлмп - {ŜǇǘŜƳōŜǊ нлмсύ 

¶ Identification of options and option appraisal 

¶ Preparation of Strategic Outline Case(s)  

¶ Identification and approval of Preferred Option 
 

 

Complete 

tƘŀǎŜ п  
όhŎǘƻōŜǊ нлмс  ς !ǇǊƛƭ нлмуύ 
 

¶ Preparation for Public Consultation including 
submission of Pre-Consultation Business Case and 
NHSE Formal Assurance 

¶ Public Consultation on preferred option(s) 

¶ Preparation of Outline Business Case(s) and 
Decision Making Business Case 

 

Active stage of 
the work 
programme 

tƘŀǎŜ р  
ό¢ƻ ōŜ ŘŜǘŜǊƳƛƴŜŘύ 

¶ Full Business Case(s)  

tƘŀǎŜ с  
ό¢ƻ ōŜ ŘŜǘŜǊƳƛƴŜŘύ 

¶ Capital Infrastructure work 

¶ Full Implementation 

 

tƘŀǎŜ т  
ό¢ƻ ōŜ ŘŜǘŜǊƳƛƴŜŘύ 

¶ Post Programme Evaluation 
 

 

Table 3: Phases of the programme and the current timeline 

The design phase, involving patients, clinicians, managers and staff from across the health and social care 
organisations supporting Future Fit has been completed, and the strategic direction as outlined in a Strategic 
Outline Case (SOC)(Appendix 3) has been approved by the CCG Boards. This was acknowledged by the 
healthcare regulators (NHS England and Trust Development Authority (TDA), and pre-consultation public 
engagement confirmed public support for the strategic 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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ProgramƳŜ .ƻŀǊŘ ŎƻƴŎƭǳŘŜŘ ǘƘŀǘ ǘƘƻǎŜ ƛƴǾƻƭǾƛƴƎ ŀƴȅ ΨƴŜǿ ǎƛǘŜΩ ŎƻƳǇƻƴŜƴǘ ǎƘƻǳƭŘ ōŜ ŜȄŎƭǳŘŜŘ ŦǊƻƳ ŦǳǊǘƘŜǊ 
consideration on the grounds of being unaffordable.  

Section 11 describes in detail the approach taken to option development and appraisal.  The final 4 shortlisted 
options are summarised below: 

 

 Princess Royal Hospital Royal Shrewsbury Hospital 

A No change No change 

B EC ς UCC ς LPC ς W&C PC ς UCC ς LPC 

C1 PC ς UCC ς LPC EC ς UCC ς LPC ς W&C 

C2 PC ς UCC ς LPC ς W&C EC ς UCC ς LPC 

  
EC ς Emergency Centre 
UCC ς Urgent Care Centre 
W&C ς ²ƻƳŜƴ ϧ /ƘƛƭŘǊŜƴΩǎ {ŜǊǾƛŎŜǎ 

 
PC ς Planned Care Site 
LPC ς Local Planned Care 

Figure 3: Final 4 Shortlisted Options 

 
The decision was taken by the Programme Board in November 2016 in response to the findings of 2 
independent clinical reviews that Option C2 ό²ƻƳŜƴ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ {ŜǊǾƛŎŜǎ ǎŜǇŀǊŀǘŜ ŦǊƻƳ ǘƘŜ 9ƳŜǊƎŜƴŎȅ 
site) was not clinically viable and therefore should be removed from the options list for public consultation. 
 
In August 2017, the Joint Committee approved two options, option B and C1 which were deemed to be 
clinically and financially deliverable with the preferred option being C1. 
 
The Future Fit Programme has reached the stage where now it wishes to formally consult the public of 
Shropshire, Telford & Wrekin and mid Wales on the specific proposed changes to acute hospital service and its 
preferred option.  

The key milestones within Phase 4 of the Programme Plan are set out in the table below: 

 

Milestone Timeline for completion 

West Midlands Clinical Senate conduct Stage 2 review 17 ς 31 Oct 2016 

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

8 and 9 Nov 2016 

West Midlands Clinical Senate Review Stage 2 Draft Report received 21 Nov 2016 

Gateway Review 28 Nov ς30 Nov 2016 

Programme Board  receive Option Appraisal Outcome and made recommendation 
to Joint Committee for preferred option 

30 Nov 2016 

SaTH Trust Board approval  OBC  1 Dec 2016 

SaTH submit OBC to NHSI for approval 5 Dec 2016 

West Midlands Clinical Senate Review Stage 2 final  Report received 5 Dec 2016 

CCG Board Joint Decision Making Committee split decision and  referred back to 
Programme Board  

12  Dec 2016 

Independent review of Option appraisal and W&C IIA supplementary work 
commissioned by CCGs 

January 2017 
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Review of terms of Reference of the Joint Committee to include independent 
Chair and clinicians 

February 2017 

Independent Review of Options Appraisal process report received 31 July 2017 

{ǳǇǇƭŜƳŜƴǘŀǊȅ ²ƻƳŜƴ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ LƳǇŀŎǘ !ǎǎŜǎǎƳŜƴǘ wŜǇƻǊǘ ǊŜŎŜƛǾŜŘ 31 July 2017 

Programme Board receive the above 2 supplementary pieces of work and review 
the recommendations to the Joint Committee made in 2016 

31 July 2017 

CCG Board Joint Decision Making Committee to approve Preferred Option(s) 10 Aug 2017 

CCG Boards receive the draft Pre Consultation Business 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 2017 follow up 
16 November 2017 

Shropshire/Telford & Wrekin CCG formal public consultation period November 2017 ς  March 18 
(14 weeks from start date) 

NHSI OBC approval period  5 Dec 16 ς 31 May 17 

Consultation findings and recommendations report received by CCGs April 2018 

Decision making business case for approval  Early May 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 service challenge facing our local acute hospitals requires the identification of the 
optimum solution by balancing:- 

¶ ¢ƘŜ ŎŀǎŜ ŦƻǊ ŎƘŀƴƎŜ  

¶ CŀŎƛƭƛǘƛŜǎ ŀƴŘ ǎŎƘŜŘǳƭƛƴƎ ƻŦ ŀŎŎƻƳƳƻŘŀǘƛƻƴ 

¶ ¢ƘŜ ŎƭƛƴƛŎŀƭ ŀŘƧŀŎŜƴŎƛŜǎ ŜǎǎŜƴǘƛŀƭ ŦƻǊ ǇŀǘƛŜƴǘǎ ǘƻ ŀŎŎŜǎǎ ǎŀŦŜ ŀƴŘ ƘƛƎƘ ǉǳŀƭƛǘȅ ŎŀǊŜΤ 

¶ ¢ƘŜ ǿƻǊƪŦƻǊŎŜ ǎƻƭǳǘƛƻƴǎ ǘƘŀǘ ǿƻǳƭŘ ŜƴǎǳǊŜ ǎŀŦŜǘȅ ŀƴŘ ǎǳǎǘŀƛƴŀōƛƭƛǘȅ ƛƴ ǘƘŜ ƳŜŘƛǳƳ ŀƴŘ ƭƻƴƎŜǊ ǘŜǊƳΤ 

¶ L¢ {ƻƭǳǘƛƻƴǎ ǘƘŀǘ ŜƴŀōƭŜ ǘƘƛǎ ŎƘŀƴƎŜ 

8.2 Existing Acute Configuration of Services 

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

The majority of ǘƘŜ ¢ǊǳǎǘΩǎ services are provided at the Princess Royal Hospital (PRH) in Telford and the Royal 
Shrewsbury 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.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table 5: Services delivered at RSH & PRH 

 
*RSH activity is provided by Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation Trust  
Following recent service reconfigurations, inpatient adult surgery (excluding breast) is provided at RSH, with 
women ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ǎervices (consultant-led obstetrics, neonatology, inpatient and day case paediatrics and 

Services PRH RSH 

!ϧ9 V V 

hǳǘǇŀǘƛŜƴǘǎ V V 

5ƛŀƎƴƻǎǘƛŎǎ V V 

LƴǇŀǘƛŜƴǘ aŜŘƛŎŀƭ /ŀǊŜ V V 

/ǊƛǘƛŎŀƭ /ŀǊŜ V V 

LƴǇŀǘƛŜƴǘ ƘŜŀŘ ϧ ƴŜŎƪ ǎǳǊƎŜǊȅ V  

LƴǇŀǘƛŜƴǘ ŀŎǳǘŜ ŀƴŘ ŜƭŜŎǘƛǾŜ ǎǳǊƎŜǊȅ  V 

{ǳǊƎƛŎŀƭ !ǎǎŜǎǎƳŜƴǘ ¦ƴƛǘ  V 

!ƳōǳƭŀǘƻǊȅ /ŀǊŜ V V 

LƴǇŀǘƛŜƴǘ ǿƻƳŜƴ ϧ ŎƘƛƭŘǊŜƴ V  

hǳǘǇŀǘƛŜƴǘ ŎƘƛƭŘǊŜƴ V V 

/ƘƛƭŘǊŜƴΩǎ !ǎǎŜǎǎƳŜƴǘ ¦ƴƛǘ V V 

LƴǇŀǘƛŜƴǘ hƴŎƻƭƻƎȅ /ŀǊŜ  V 

aƛŘǿƛŦŜ-ƭŜŘ ƳŀǘŜǊƴƛǘȅ ǎŜǊǾƛŎŜǎ V V 

5ŀȅ ŎŀǎŜ ǎǳǊƎŜǊȅ ŀƴŘ ǇǊƻŎŜŘǳǊŜǎ V V 

9ƭŜŎǘƛǾŜ hǊǘƘƻǇŀŜŘƛŎǎ V *V 

hǊǘƘƻǇŀŜŘƛŎ ¢ǊŀǳƳŀ V V 

.ǊŜŀǎǘ {ǳǊƎŜǊȅ V  
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ƛƴǇŀǘƛŜƴǘ ǿƻƳŜƴΩǎ ǎervices), head and neck and acute stroke care being provided at PRH. In line with many 
organisations where the delivery of services is across multiple sites, the Acute Trust is challenged with 
duplicate costs and inefficiencies inherent in many service structures. 
 
Alongside services at PRH and RSH, the Acute Trust provides community and outreach services including: 

¶ /ƻƴǎǳƭǘŀƴǘ-ƭŜŘ ƻǳǘǊŜŀŎƘ ŎƭƛƴƛŎǎ όƘŜƭŘ ƛƴ /ƻƳƳǳƴƛǘȅ IƻǎǇƛǘŀƭǎ ŀƴŘ ǘƘŜ ²ǊŜƪƛƴ /ƻƳƳǳƴƛǘȅ /ƭƛƴƛŎ ŀǘ 9ǳǎǘƻƴ 
IƻǳǎŜΣ ¢ŜƭŦƻǊŘύ 

¶ aƛŘǿƛŦŜ-ƭŜŘ ǳƴƛǘǎ ŀǘ [ǳŘƭƻǿΣ .ǊƛŘƎƴƻǊǘƘ /ƻƳƳǳƴƛǘȅ IƻǎǇƛǘŀƭ ŀƴŘ  wW!I ƛƴ hǎǿŜǎǘǊȅ 

¶ wŜƴŀƭ Řƛŀƭȅǎƛǎ ƻǳǘǊŜŀŎƘ ǎŜǊǾƛŎŜǎ ŀǘ [ǳŘƭƻǿ IƻǎǇƛǘŀƭ 

¶ /ƻƳƳǳƴƛǘȅ ǎŜǊǾƛŎŜǎ ƛƴŎƭǳŘƛƴƎ ƳƛŘǿƛŦŜǊȅΣ ŀǳŘƛƻƭƻƎȅ ŀƴŘ ǘƘŜǊŀǇƛŜǎ 

5ǳǊƛƴƎ нлмсκмт {ƘǊŜǿǎōǳǊȅ ŀƴŘ ¢ŜƭŦƻǊŘ IƻǎǇƛǘŀƭǎ bI{ ¢Ǌǳǎǘ ǎŀǿΥ   

¶ спΣмро ŜƭŜŎǘƛǾŜ ŀƴŘ Řŀȅ ŎŀǎŜ ǎǇŜƭƭǎ 

¶ ррΣмфу ƴƻƴ-ŜƭŜŎǘƛǾŜ ƛƴǇŀǘƛŜƴǘ ǎǇŜƭƭǎ 

¶ сΣпфт  ƳŀǘŜǊƴƛǘȅ ǎǇŜƭƭǎ 

¶ пммΣсрт Ŏƻƴǎǳƭǘŀƴǘ ƭŜŘ ƻǳǘǇŀǘƛŜƴǘ ŀǇǇƻƛƴǘƳŜƴǘǎ 

¶ ммфΣфлс ŀŎŎƛŘŜƴǘ ŀƴŘ ŜƳŜǊƎŜƴŎȅ ŀǘǘŜƴŘŀƴŎŜǎ 

 

8.3 Configuration of Wider Related Health Services 

¶ The Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation Trust (RJAH) is a leading 
orthopaedic centre of excellence, providing a comprehensive range of musculoskeletal surgical, medical 
and rehabilitation services both locally, regionally and nationally. 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.    
 

¶ Shropshire Community Health NHS Trust (SCHT) provides community health 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, respiratory conditions and other long-term health problems.  In addition, they provide a range of 
ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎΣ ƛƴŎƭǳŘƛƴƎ ǎǇŜŎƛŀƭƛǎǘ ŎƘƛƭŘ ŀƴŘ ŀŘƻƭŜǎŎŜƴǘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΦ {ƘǊƻǇǎƘƛǊŜΩǎ ŦƻǳǊ 
Community Hospitals have a total of 113 beds for those who do not need 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 part of a larger 
organisational model offering the investment and infrastructure for community services to thrive and 
ŘŜǾŜƭƻǇ ǎǘǊƻƴƎƭȅΦ  ¢ƘŜ ¢ǊǳǎǘΩǎ ǊŜƎǳƭŀǘƻǊ bI{ LƳǇǊƻǾŜƳŜƴǘ όbI{Lύ ǎǳǇǇƻǊǘǎ ǘƘŀǘ ǾƛŜǿΦ    This decision 
means that the Trust is now progressing a review of options for the future organisational form of its 
services. 

¶ South Staffordshire and Shropshire Healthcare NHS Foundation Trust (SSSFT) - provides mental health, 
learning disability and specialist children's services across South Staffordshire and mental health and 
learning disability services in Shropshire, Telford & Wrekin and Powys. They also provide some services on 
a wider regional or national basis.   
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8.4 Acute Hospital Services ς The Case for Change 

 
¢ƘŜ !ŎǳǘŜ ¢ǊǳǎǘΩǎ Strategic Outline Case 2016 (SOC) (Appendix 3) which was approved by both CCG Boards in 
2016 describes in more detail the specific challenges and issues faced by local acute hospital services, as 
follows: 
 

8.4.1 Medical workforce challenges 
 
Running duplicate services on two sites presents many workforce challenges and can result in a poor employee 
experience for some of ǘƘŜ ¢ǊǳǎǘΩǎ medical teams. This compounds an already challenging recruitment 
ŜƴǾƛǊƻƴƳŜƴǘ ŀƴŘ ƭŜŀŘǎ ǘƻ ŘƛŦŦƛŎǳƭǘȅ ƛƴ ǊŜŎǊǳƛǘƛƴƎ ǘƘŜ ǊƛƎƘǘ ǎǳōǎǘŀƴǘƛǾŜ ǿƻǊƪŦƻǊŎŜΦ ¢ƘŜ ¢ǊǳǎǘΩǎ reliance on 
temporary staffing increases the fragility of certain specialities.  
 
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 senior patient reviews. In addition, the Acute Trust is 
unable to achieve άRoyal College standardsέ in many areas.  With the current configuration, it will prove 
extremely difficult to achieve adequate staffing levels to provide 7-day working across both sites. Furthermore, 
because teams are spread so thinly services are vulnerable to unexpected absences and the non-availability of 
staff. 
 

8.4.2 Emergency Department staffing  
 
The Acute Trust does not currently meet staffing levels recommended by the College of Emergency Medicine 
across all medical roles including Consultant, Middle and Training grades. Research demonstrates that a 
greater consultant presence in A&E reduces admissions, reduces inappropriate discharges, improves clinical 
outcomes and reduces risk to patients. 
 
With this minimal workforce and the impact of unforeseen short-term 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 numbers of attendances out-of-hours. The Trust is regularly hampered in its ability 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 age and acuity 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 staffing  
 
In Criticŀƭ /ŀǊŜΣ ǘƘŜ ¢ǊǳǎǘΩǎ ǎǘŀŦŦƛƴƎ ƭŜǾŜƭǎ ŀǊŜ ŀƎŀƛƴ ōŜƭƻǿ ǘƘŜ ǊŜŎƻƳƳŜƴŘŜŘ ǎǘŀƴŘŀǊŘǎΦ  ¢ƘŜ ŎƻǊŜ ǎǘŀƴŘŀǊŘǎ 
require: 

¶ /ŀǊŜ Ƴǳǎǘ ōŜ ƭŜŘ ōȅ ŀ Ŏƻƴǎǳƭǘŀƴǘ ƛƴ LƴǘŜƴǎƛǾŜ /ŀǊŜ aŜŘƛŎƛƴŜ  

¶ /ƻƴǎǳƭǘŀƴǘ ǿƻǊƪ ǇŀǘǘŜǊƴǎ Ƴǳǎǘ ŘŜƭƛǾŜǊ Ŏƻƴǘƛƴǳƛǘȅ ƻŦ ŎŀǊŜ 

¶ Lƴ ƎŜƴŜǊŀƭΣ ǘƘŜ ŎƻƴǎǳƭǘŀƴǘκǇŀǘƛŜƴǘ Ǌŀǘƛƻ Ƴǳǎǘ ƴƻǘ Ŧŀƭƭ ōŜƭƻǿ ŀ ǊŀƴƎŜ ōŜǘǿŜŜƴ мΥу ǘƻ мΥмр ŀƴŘ ǘƘŜ L/¦ 
ǊŜǎƛŘŜƴǘκǇŀǘƛŜƴǘ Ǌŀǘƛƻ ǎƘƻǳƭŘ ƴƻǘ Ŧŀƭƭ ōŜƭƻǿ мΥу 

¶ ! Ŏƻƴǎǳƭǘŀƴǘ ƛƴ LƴǘŜƴǎƛǾŜ /ŀǊŜ aŜŘƛŎƛƴŜ Ƴǳǎǘ ōŜ ƛƳƳŜŘƛŀǘŜƭȅ ŀǾŀƛƭŀōƭŜ нпκтΣ ōŜ ŀōƭŜ ǘƻ ŀǘǘŜƴŘ ǿƛǘƘƛƴ ол ƳƛƴǳǘŜǎ 
ŀƴŘ Ƴǳǎǘ ǳƴŘŜǊǘŀƪŜ ǘǿƛŎŜ Řŀƛƭȅ ǿŀǊŘ ǊƻǳƴŘǎ 

¶ /ƻƴǎǳƭǘŀƴǘ ƛƴǘŜƴǎƛǾƛǎǘ ƭŜŘ Ƴǳƭǘƛ-ŘƛǎŎƛǇƭƛƴŀǊȅ ŎƭƛƴƛŎŀƭ ǿŀǊŘ ǊƻǳƴŘǎ ǿƛǘƘƛƴ /ǊƛǘƛŎŀƭ /ŀǊŜ Ƴǳǎǘ ƻŎŎǳǊ ŜǾŜǊȅ Řŀȅ 
όƛƴŎƭǳŘƛƴƎ ǿŜŜƪŜƴŘǎ ŀƴŘ ƴŀǘƛƻƴŀƭ ōŀƴƪ ƘƻƭƛŘŀȅǎύ 

 
Critical Care is covered with a mix of general anaesthetists and the small number of Intensivists available, but 
consultant presence is still well below recommended levels. Shrewsbury and Telford Hospitals NHS Trust is one 
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of a very few NHS trusts nationally that have not been able to split its Anaesthetics and Critical Care rotas on 
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 different places at once. The second on call rota is extremely 
ŎƘŀƭƭŜƴƎƛƴƎ ǘƻ ŎƻǾŜǊ ŀƴŘ ƻŦǘŜƴ ǊŜƭƛŜǎ ƻƴ ǇŀȅƛƴƎ ƘƛƎƘŜǊ Ŏƻǎǘ ǘŜƳǇƻǊŀǊȅ ǎǘŀŦŦ ƻǊ ΨŀŎǘƛƴƎ ŘƻǿƴΩ ƻŦ Ŏƻƴǎǳƭǘŀƴǘ 
grades. This can have a negative affect both the quality and financial agendas. 
 
The Acute Trust has continuously attempted to recruit additional Intensivists; however potential candidates 
consider the absence of formal split rotas and very onerous on-call arrangements deeply unattractive.  
The workforce challenges mean that the service and the team are 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, it is recommended 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).  
 

ΨLƴǾƻƭǾŜƳŜƴǘ ƻŦ ŀ ƳƛƴƛƳǳƳ of 10 consultants in the weekend 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 consultants if 
ǘƘŜǊŜ ƛǎ ŀ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ŀǊǊŀƴƎŜƳŜƴǘ ƛƴ ǇƭŀŎŜ ǘƻ ǇǊƻǾƛŘŜ Řŀȅǎ ƻŦŦ ƛƴ ƭƛŜǳΦΩ1 
 

The Acute Trust does 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 Trust continues to experience recruitment difficulties across a number of non-medical professions 
such as nursing, operating department practitioners, diagnostic radiographers, domestics and healthcare 
scientists. These staff groups have historically experienced recruitment 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 and medium 
term. 
 
Duplication of services on both sites reduces the ability to support favourable on call rotas which would 
improve employee experience and the ability for the Acute Trust to be an employer of choice and improve 
recruitment. In addition there is limited scope to provide cost effective and efficient 7 day working. Currently it 
is difficult to support the development of advancing and extending practice for non-medical staff as the ability 
of medical colleagues to mentor, support and clinically sign off training 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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¶ The Maternity and Paediatric development at the south of the site adjacent to the main entrance roadway 
was built in 1967  

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

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

¶ The Renal Unit at the north of the site, which was built in 1991 and extended in 2003  

¶ The Treatment Centre opened in 2005 also at the north end of the site  

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

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

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

¶ The Boiler House and Estate Department in the north-west corner of the site, built in 1966 and 1977 
respectively  

¶ The new and extended 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 Rehabilitation Unit  

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

¶ ! ƴŜǿ ²ƻƳŜƴΩǎ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ /ŜƴǘǊŜ ǿŀǎ ƻǇŜƴŜŘ ƛƴ нлмп  

¶ Staff residential blocks and a small private outpatient clinic in the south east corner of the site built in 
1989  

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

 
The condition of ǘƘŜ !ŎǳǘŜ ¢ǊǳǎǘΩǎ ŜȄƛǎǘƛƴƎ ŜǎǘŀǘŜ ŀǘ w{I ŀƴŘ twI ǿŀǎ ǊŜŎƻǊŘŜŘ ƛƴ ŘŜǘŀƛƭŜŘ Ψс CŀŎŜǘΩ ŜǎǘŀǘŜǎ 
surveys undertaken in 2015/16, which showed that significant amounts of the existing Trust estate did not 
ŀŎƘƛŜǾŜ ΨŎƻƴŘƛǘƛƻƴ .Ω όǎŀǘƛǎŦŀŎǘƻǊȅ ǎǘŀƴŘŀǊŘύΤ ŀƴŘ ŀ ǎǳōǎǘŀƴǘƛŀƭ ƴǳƳōŜǊ ƻŦ ŀǊŜŀǎ ǿŜǊŜ ΨŎƻƴŘƛǘƛƻƴ 5Ω όƭƛŦŜ 
expired/unacceptable), particularly at RSH (Table 6 & 7 below).  The projected cost of the current level of 
backlog maintenance is £103.9m within the next 5 years, plus £69.3m of functional suitability backlog. 
 

RSH  

Ratings and % of Total GIA 
 

Estates Facet (%) A B B/C C D 

Physical Condition (%) 17 14 0 29 40 

Statutory Compliance (%) 2 27 0 23 48 

Quality - Environmental (%) 0 0 0 100 0 

Quality - Amenity (%)  13 21 0 36 30 

Table 6: Condition of Estates at RSH  

PRH 

Ratings and % of Total GIA  
 

Estates Facet (%) A B B/C C D 

Physical Condition (%) 4 64 9 23 0 

Statutory Compliance (%) 0 99 0 1 0 

Quality - Environmental (%) 0 100 0 0 0 

Quality - Amenity (%)  0 86 0 14 0 

Table 7: Condition of Estates at PRH 
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bƻǘŜΥ  ²ƻƳŜƴ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ /ŜƴǘǊŜΣ twI ς The definitions of NHS ESTATECODE 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 use is highly unlikely to achieve category A.  This is also reflected in the 
proposed Acute Trust Estates 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 Hospital Services ς The Proposed Model of Care 

From its inception in the Call to Action 2013, to developing ǘƘŜ !ŎǳǘŜ ¢ǊǳǎǘΩǎ Outline Business Case 2016, the 
design of the proposed model of care for acute hospital services and its associated delivery solution options 
has been clinically-led.    

A set of delivery solution options were developed in 2015, however, following a formal options appraisal in 
2015 (Appendix 6) it was determined that the proposed solutions were unaffordable for the local health 
system and as a result the Acute Trust were asked to lead on developing potential delivery solutions which 
were financially sustainable.    The delivery solutions were developed through the Acute Trust's Sustainable 
Services Programme (SSP). 

The 2015 ŘŜƭƛǾŜǊȅ ǎƻƭǳǘƛƻƴǎ ŘŜǎŎǊƛōŜŘ ŀ ΨƘƻǘκŎƻƭŘΩ ǎƛǘŜ ƳƻŘŜƭ ǿƛǘƘ ǘƘŜ ƳŀƧƻǊƛǘȅ ƻŦ ŀŎǘƛǾƛǘȅ ŀƴŘ ōŜŘǎ ŦƻŎǳǎŜŘ ƻƴ 
ǘƘŜ ΨƘƻǘΩ ǎƛǘŜ ǿƘƛŎƘ ǿƻǳƭŘ Ƙƻǎǘ ǘƘŜ ƻƴŜ 9ƳŜǊƎŜƴŎȅ /ŜƴǘǊŜΦ  IƻǿŜǾŜǊΣ ǊŜǾƛǎƛǘƛƴƎ ǘƘŜ ǇǊƻǇƻǎŀƭǎ ƛƴ ǘŜǊƳǎ ƻŦ 
affordability led to a revised delivery solution which describes a more balanced-site or ΩƘƻǘκǿŀǊƳΩ care model 
and this is the model contained in the SOC approved by both CCG Boards earlier this year with certain caveats.  

¢ƘŜ ¢ǊǳǎǘΩǎ SSP has ensured that the clinical model delivery solution within the SOC is consistent with the 
acute components of the agreed Future Fit model of care 2014 which are: 

Á One Emergency Centre comprising: 
Á one Emergency Department 
Á one Critical Care Unit 

Á One Planned Care Centre 
Á Two Urban Urgent Care Centres 
Á Local Planned Care (outpatients, diagnostics) on both hospital sites 

 
In designing the clinical model described in the SOC, the following key objectives also had to be met: 
 

¶ !ƭƛƎƴ ǘƻ ǘƘŜ CǳǘǳǊŜ Cƛǘ ŀŎǘƛǾƛǘȅ ŀǎǎǳƳǇǘƛƻƴǎΤ 

¶ !ŘŘǊŜǎǎ ǘƘŜ ¢ǊǳǎǘΩǎ ǿƻǊƪŦƻǊŎŜ ŎƘŀƭƭŜƴƎŜǎ ǿƛǘƘƛƴ ŜƳŜǊƎŜƴŎȅ ŀƴŘ ŎǊƛǘƛŎŀƭ ŎŀǊŜ ǎŜǊǾƛŎŜǎΤ 

¶ .Ŝ ŘŜƭƛǾŜǊŀōƭŜΤ 

¶ .Ŝ ŀŦŦƻǊŘŀōƭŜ ǘƻ ǘƘŜ !ŎǳǘŜ ¢Ǌǳǎǘ ŀƴŘ ǘƻ ǘƘŜ ƭƻŎŀƭ ƘŜŀƭǘƘ ǎȅǎǘŜƳΦ 
 

This led to the development of a proposal which would improve services for patients whilst also tackling the 
service and workforce challenges facing the Acute Trust and which would lead to: 
 
Á Better clinical outcomes with reduced morbidity and mortality; 
Á Bringing specialists together treating a higher volume of critical cases to maintain and grow skills; 
Á A greater degree of consultant-delivered decision-making and care; 
Á Improved clinical adjacencies through focused redesign; 
Á Improved access to multi-disciplinary teams; 
Á Delivery of care in an environment suitable for specialist care; 
Á Improved recruitment and ǊŜǘŜƴǘƛƻƴ ƻŦ ǎǇŜŎƛŀƭƛǎǘΩǎ ƳŜŘƛŎŀƭ ŀƴŘ ƴǳǊǎƛƴƎ ǇǊƻŦŜǎǎƛƻƴŀƭǎΦ 

 
And a balanced-site care model whereby patients would: 
Á Receive acute medical care within the Emergency Site  
Á Benefit from planned care with defined separation from emergency care pathways; 
Á Benefit from improved pathways between primary and secondary care providers. 

 



 

60 

 

Following on from this, more detailed discussions with the wider Acute Trust clinical body and subsequently 
through the Clinical Design Work stream of Future Fit three key issues were raised:  
 
1. Acute and unplanned medical patients being admitted directly to the non-ŜƳŜǊƎŜƴŎȅ ǎƛǘŜ όǘƘŜ ΨǿŀǊƳΩ ǎƛǘŜ 
ς ǘƘŜ 9ƳŜǊƎŜƴŎȅ {ƛǘŜ ōŜƛƴƎ ǘƘŜ ΨƘƻǘΩ ǎƛǘŜύΥ 
ï ¢ƘŜ ƘŜŀƭǘƘ ǎȅǎǘŜƳΩǎ ŀōƛƭƛǘȅ ǘƻ ŘŜƭƛǾŜǊ ǘǊǳƭȅ ƛƴǘŜƎǊŀǘŜŘ ŀƴŘ ǎƘŀǊŜŘ ŎŀǊŜ ǇŀǘƘǿŀȅǎ ǎƻ ǘƘŀǘ ǘƘŜ ǊƛƎƘǘ 

patients go to the right site at the right time;  
ï The need to maintain sustainability of acute medicine by having Ambulatory Emergency Care on 

both sites; 
ï ThŜ ŀōƛƭƛǘȅ ǘƻ ǊŜŎǊǳƛǘ ŎƭƛƴƛŎŀƭ ǎǘŀŦŦ ǘƻ ǿƻǊƪ ƻƴ ǘƘŜ ΨǿŀǊƳΩ ǎƛǘŜΦ 

 
2. ¢ƘŜ ǊŜǎǳƭǘŀƴǘ ƴŜŜŘ ǘƻ ǇǊƻǾƛŘŜ ΨŎǊƛǘƛŎŀƭ ŎŀǊŜ ŎƻǾŜǊΩ ŀŎǊƻǎǎ ǘǿƻ ǎƛǘŜǎΣ ǘƘƻǳƎƘ Ƴŀƴȅ ŎƭƛƴƛŎƛŀƴǎ ŦŜƭǘ ǘƘŀǘ ǘƘƛǎ 

could be achieved with new roles and new ways of working. Related to this, concern was expressed at 
then potential number of patients that may need to be transferred to the Emergency Site for critical care.  

 
3. ¢ƘŜ ǎŀŦŜǘȅ ŀƴŘ ǎǳǎǘŀƛƴŀōƛƭƛǘȅ ƻŦ ŀƴȅ ƻǇǘƛƻƴ ǿƘŜǊŜōȅ ²ƻƳŜƴ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎ ŀǊŜ ƭƻŎŀǘŜŘ ŀǇŀǊǘ ŦǊƻƳ 

the Emergency Centre and Critical Care. 
 
As a result the Acute ¢ǊǳǎǘΩǎ senior clinical leaders requested that further work be undertaken to: 
 

¶ 9ƴŀōƭŜ ŀŎǳǘŜ ŀƴŘ ǳƴǇƭŀƴƴŜŘ ƳŜŘƛŎŀƭ ǇŀǘƛŜƴǘǎ ǘƻ ōŜ ŀŘƳƛǘǘŜŘ ǘƻ ǘƘŜ 9ƳŜǊƎŜƴŎȅ {ƛǘŜ ƻƴƭȅΤ 

¶ 5ŜƭƛǾŜǊ !ŎǳǘŜ aŜŘƛŎƛƴŜ ŀǘ ǘƘŜ 9ƳŜǊƎŜƴŎȅ {ƛǘŜ ƻƴƭȅΤ 

¶ wŜŘǳŎŜ ǘƘŜ ƴǳƳōŜǊ ƻŦ ǇŀǘƛŜƴǘǎ ƻƴ ǘƘŜ tƭŀƴƴŜŘ /ŀǊŜ {ƛǘŜ ǿƘƻ Ƴŀȅ ƴŜŜŘ ŎǊƛǘƛŎŀƭ ŎŀǊŜ ƛƴǘŜǊǾŜƴǘƛƻƴ ŀƴŘκƻǊ 
ǘǊŀƴǎŦŜǊ ǘƻ ǘƘŜ 9ƳŜǊƎŜƴŎȅ {ƛǘŜ ŦƻǊ ǘƘŜƛǊ ŎǊƛǘƛŎŀƭ ŎŀǊŜ ƴŜŜŘǎΤ 

¶ 9ƴŀōƭŜ ǘƘŜ ǘǊŀƴǎŦŜǊ ƻŦ ǇŀǘƛŜƴǘǎ ŦǊƻƳ ǘƘŜ 9ƳŜǊƎŜƴŎȅ {ƛǘŜ ǘƻ ǘƘŜ tƭŀƴƴŜŘ /ŀǊŜ {ƛǘŜ ŀŦǘŜǊ тн ƘƻǳǊǎ όƛŦ ŎƭƛƴƛŎŀƭƭȅ 
ŀǇǇǊƻǇǊƛŀǘŜύ ŦƻǊ ǘƘŜƛǊ ƻƴ-ƎƻƛƴƎ ŎŀǊŜ ŀƴŘ ǘǊŜŀǘƳŜƴǘΦ ¢Ƙƛǎ ƳƻŘŜƭ ƛǎ ǎǳǇǇƻǊǘŜŘ ƛƴ ǘƘŜ ŦƛƴŘƛƴƎǎ ƻŦ ŀƴ ŀǳŘƛǘ 
ŎŀǊǊƛŜŘ ƻǳǘ ƛƴ !ǳƎǳǎǘ нлмс ƻƴ ŀŎǳǘŜ ƳŜŘƛŎŀƭ ǇŀǘƛŜƴǘǎΦ   
 

Consequently, it was proposed that there would be a single site for unplanned admissions which provides 
improved patient safety and supports the emergency medicine workforce challenges.  These proposed 
changes to the delivery model were debated and discussed at the Clinical Design Work stream and CRG Work 
streams within Future Fit. 
 
Below is a more detailed description of the core components of the proposed model of care on which 
commissioners are seeking to consult the public. 

8.5.1 Urgent Care    

 
There will be an Urgent Care Centre (UCC) on each site open 24 hours a day 7 days a week providing accident 
for those patients that have an injury or illness that is urgent and cannot be treated by primary care services.  
It is anticipated that approximately 60% of the patients that go to the current A&Es could carry on going to 
their nearest hospital to receive the urgent care they need under this proposed new configuration of services. 
 
Where the Urgent Care Centre is co-located alongside the Emergency Department it will be accessed through a 
single front door, though patient flows will be managed separately from the ED (ie there will be a separate 
ambulance entrance for the ED).  Patients will access the service on both sites ŀǎ ŀ Ψǿŀƭƪ-ƛƴΩ ƻǊ Ǿƛŀ ŀƳōǳƭŀƴŎŜ ƛŦ 
it is considered by paramedic staff to be clinically appropriate. There will be dedicated facilities for children to 
ensure that they wait and are treated away from adult areas.     
  
The UCCs will staffed by a multi-disciplinary team to include GPs, Advanced Clinical Practitioners (ACPs) and 
nurses, specifically trained in the delivery of accident and urgent care for adults and children.  Staff 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 co-located, 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 week.  Examples of the type of presenting conditions the 
Urgent Care Centres will manage include: 
 
Å 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 toes; 

Å Cuts and scrapes that cannot be managed with a simple plaster, or where the edges of the cut are 
wide apart (usually greater than 3 inches and ¼ inch deep); 

Å Mild asthma in previously diagnosed asthmatics, such as breathing difficulties in the absence of 
airway complication where the patient can speak in short sentences; 

Å 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; 

Å Foreign object stuck up nose that IS NOT obstructing the patienǘΩǎ ŀƛǊǿŀȅ; 
Å Scalds or burns that involve part of a single limb where the skin is red and painful; 
Å 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 service offer of the Urgent Care Centre on the Planned Care site, the following clinical model 
has been agreed:- 
 

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

Å Children needing further assessment or treatment from the paediatric team however, would need to 
ōŜ ǘǊŀƴǎŦŜǊǊŜŘ ǘƻ ǘƘŜ 9ƳŜǊƎŜƴŎȅ {ƛǘŜ ǿƘŜǊŜ ǘƘŜ /ƘƛƭŘǊŜƴΩǎ !ǎǎŜǎǎƳŜƴǘ ¦ƴƛǘ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ LƴǇŀǘƛŜƴǘ 
Service would be located.  There 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 

Å Some adult patients would be seen and their treatment started through the urgent care service at the 
Planned Care Site; 

Å Ambulatory Emergency Care service would only be at the Emergency Site but that does not mean 
patients with Ambulatory Care Sensitive conditions could not be seen in the urgent care service at the 
Planned Care site.   Again, 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 care attendances. The UCCs will 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 
access to a Mental Health assessment room that are compliant with the relevant Royal College of Psychiatrics 
safety standards.  

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 diagnosis and treatment will be taken directly to the ED. Access to the ED will 
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 immediate access to diagnostics (Radiology, Pathology), Haematology (Blood Bank) and 
Pharmacy.  Children and adults will be managed in separate areas within the ED.  Within Resuscitation the 
facility will be designed to manage both the critically ill adult and child with provision for some division should 
a child be in resus.  Capacity 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 health 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 provide a safe environment that will support the patients 
assessment. 

The Clinical Decision Unit (CDU) will be co-located alongside the ED providing dedicated clinical space for those 
patients that require further assessment and monitoring prior to a clinical decision being 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 unplanned). The 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 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 been future-proofed 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. 

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 patients and early identification of the deteriorating patient.  

For those patients that unexpectedly deteriorate on the Planned Care Site, for example, post-surgery, the 
admitting consultant in conjunction with anaesthetic and ODP support will liaise with the consultant intensivist 
on the Emergency Site to discuss treatment plan, stabilisation and, if appropriate, transfer.   

8.5.5 Unplanned Medicine  

 
Wherever possible, unplanned medical patients will be assessed and treated in the AEC/CDU, with those with 
additional healthcare needs requiring a stay over more than 12 hours being admitted to the Short Stay Medical 
wards, with an indicative maximum stay in this setting of 72 hours. 
 
Patients requiring on-going or specialist care will be transferred into the appropriate specialty ward. The 
introduction of 7 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 envisaged that 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 on-going acute care needs but do not require specialist input such as Cardiology 
and live nearer the Planned Care Site they can be transferred to receive on-going care in an appropriate 
environment that meets their clinical needs.  
 

8.5.6   Unplanned Surgery 
 
Unplanned surgical patients (excluding oncology and haematology) requiring admission will be seen 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 specialty 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 who do 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 where there 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 Site.  Enhanced recovery pathways will facilitate proactive management and 
timely discharge. 
 
Outpatients and outpatient procedures will be undertaken at both sites. 
 

8.5.8 Women and Children 
 
¢ƘŜ ƳƻŘŜƭ ŦƻǊ ²ƻƳŜƴ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎ ƛǎ ōŀǎŜŘ ƻƴ ǘƘŀǘ ǊŜŎŜƴǘƭȅ ŘŜǾŜƭƻǇŜŘ ŀƴŘ ŜŦŦŜŎǘƛǾŜƭȅ 
implemented as part of the consolidation of services at PRH in 2014. Essential clinical adjacencies have been 
ƛŘŜƴǘƛŦƛŜŘ ōŜǘǿŜŜƴ ƳŀǘŜǊƴƛǘȅΣ ƴŜƻƴŀǘƻƭƻƎȅ ŀƴŘ ǇŀŜŘƛŀǘǊƛŎǎΣ ŀƴŘ ōŜǘǿŜŜƴ ǿƻƳŜƴ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎ ŀƴŘ 
the ED and critical care.   
 
There has been considerable focus ƻƴ ǇƻǘŜƴǘƛŀƭ ŎƘŀƴƎŜǎ ǘƻ ²ƻƳŜƴ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎ ƛƴ ƻƴŜ ƻŦ ǘƘŜ 
ƻǇǘƛƻƴǎΦ IƛƎƘ Ǌƛǎƪ ǿƻƳŜƴ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎ ƴŜŜŘ ǘƻ ōŜ ōŀǎŜŘ ƻƴ ǘƘŜ ŜƳŜǊƎŜƴŎȅ ǎƛǘŜΦ ¢Ƙƛǎ ƛǎ ǘƘŜ ŎƭŜŀǊ ǾƛŜǿ 
of the experts both locally and nationally. Therefore only Inpatient Obstetrics and 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. 
 
ω Midwife-led unit, including low-risk births and postnatal care (subject to the outcome of the 2017 

Maternity Services Review) 
ω Maternity outpatients including antenatal appointments and scanning  
ω Gynaecology outpatient appointments 
ω Early Pregnancy Assessment Service (EPAS) 
ω Antenatal Day Assessment 
ω /ƘƛƭŘǊŜƴΩǎ ƻǳǘǇŀǘƛŜƴǘ ŀǇǇƻƛƴǘƳŜƴǘǎ 
ω Neonatal outpatient appointments. 
 

8.6 Evidence to Support Change  

8.6.1 Learning from experience of reconfiguration of services 

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

The case for the proposed care model is supported by recent service reconfiguration experiences within the 
Acute Trust including: 

Á The reconfiguration ƻŦ ²ƻƳŜƴ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ services in 2014 onto a single site has delivered 
improvements in paediatric recruitment and the unit is now the 10th largest paediatric centre in the 
country; 

Á Consolidation of emergency surgery onto one site in 2012 has led to improved clinical outcomes. 
Á 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 the country, most notably: 

bƻǊǘƘǳƳōǊƛŀ - Lƴ нлмрΣ bƻǊǘƘǳƳōǊƛŀ IŜŀƭǘƘŎŀǊŜ bI{ CƻǳƴŘŀǘƛƻƴ ¢Ǌǳǎǘ ƻǇŜƴŜŘ 9ƴƎƭŀƴŘΩǎ ŦƛǊǎǘ ǇǳǊǇƻǎŜ-ōǳƛƭǘΣ 
ŘŜŘƛŎŀǘŜŘΣ ǎǇŜŎƛŀƭƛǎǘ ŜƳŜǊƎŜƴŎȅ ŎŀǊŜ ƘƻǎǇƛǘŀƭΣ ǘǊŀƴǎŦƻǊƳƛƴƎ ǳǊƎŜƴǘ ŀƴŘ ŜƳŜǊƎŜƴŎȅ ŎŀǊŜ ǎŜǊǾƛŎŜǎ ŀŎǊƻǎǎ 
bƻǊǘƘǳƳōŜǊƭŀƴŘ ŀƴŘ bƻǊǘƘ ¢ȅƴŜǎƛŘŜΦ  ²ƛǘƘ ǘƘŜ ƻǇŜƴƛƴƎ ƻŦ ¢ƘŜ bƻǊǘƘǳƳōǊƛŀ ƘƻǎǇƛǘŀƭΣ ŎƘŀƴƎŜǎ ǿŜǊŜ ƳŀŘŜ ǘƻ ǘƘŜ 
ǘǊǳǎǘΩǎ ŦƻǊƳŜǊ !ϧ9 ŘŜǇŀǊǘƳŜƴǘǎ ŀǘ IŜȄƘŀƳΣ ²ŀƴǎōŜŎƪ ŀƴŘ bƻǊǘƘ ¢ȅƴŜǎƛŘŜ ƎŜƴŜǊŀƭ ƘƻǎǇƛǘŀƭǎΦ ¢ƘŜǎŜ ōŜŎŀƳŜ нпκт 
ǳǊƎŜƴǘ ŎŀǊŜ ŎŜƴǘǊŜǎΣ ƭŜŘ ōȅ ƘƛƎƘƭȅ ŜȄǇŜǊƛŜƴŎŜŘ ŜƳŜǊƎŜƴŎȅ ƴǳǊǎŜ ǇǊŀŎǘƛǘƛƻƴŜǊǎ ǿƘƻ ŎŀǊŜ ŦƻǊ ǿŀƭƪ-ƛƴ ǇŀǘƛŜƴǘǎ ǿƛǘƘ ƭŜǎǎ 
ǎŜǊƛƻǳǎ ǇǊƻōƭŜƳǎΣ ƳƛƴƻǊ ƛƴƧǳǊƛŜǎ ŀƴŘ ŀƛƭƳŜƴǘǎΦ   ¢ƘŜǊŜ ŀǊŜ ƴƻ ŜƳŜǊƎŜƴŎȅ ƘƻǎǇƛǘŀƭ ŀŘƳƛǎǎƛƻƴǎ ŀǘ ǘƘŜ ǘǊǳǎǘΩǎ ǘƘǊŜŜ 
ƎŜƴŜǊŀƭ ƘƻǎǇƛǘŀƭǎ ŀǎ ǘƘŜǎŜ ŀǊŜ ƴƻǿ ŎŜƴǘǊŀƭƛǎŜŘ ŀǘ ¢ƘŜ bƻǊǘƘǳƳōǊƛŀΦ  

In terms of results one year on, 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 urgent and emergency care attendances.   Despite the huge increase in urgent and 
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 clinical best practice, benchmarking and a review of national guidance on emergency clinical pathways 
and workforce has been undertaken to inform the proposed model of care, including: 

¢ǊŀƴǎŦƻǊƳƛƴƎ ǳǊƎŜƴǘ ŀƴŘ ŜƳŜǊƎŜƴŎȅ ŎŀǊŜ ǎŜǊǾƛŎŜǎ ƛƴ 9ƴƎƭŀƴŘΣ bI{ 9ƴƎƭŀƴŘΣ нлмрΤ 

5ƛǊŜŎǘƻǊȅ ƻŦ tǊƻŎŜŘǳǊŜǎΣ CƻǳǊǘƘ 9ŘƛǘƛƻƴΣ .ǊƛǘƛǎƘ !ǎǎƻŎƛŀǘƛƻƴ ƻŦ 5ŀȅ {ǳǊƎŜǊȅΤ  

5ƛǊŜŎǘƻǊȅ ƻŦ !ƳōǳƭŀǘƻǊȅ 9ƳŜǊƎŜƴŎȅ /ŀǊŜ ŦƻǊ !ŘǳƭǘǎΣ ±ŜǊǎƛƻƴ пΣ bI{ 9ƭŜŎǘΣ нлмпΤ 

/ŀǊŜ ƻŦ /ǊƛǘƛŎŀƭƭȅ Lƭƭ ŀƴŘ /ǊƛǘƛŎŀƭƭȅ LƴƧǳǊŜŘ /ƘƛƭŘǊŜƴ ς vǳŀƭƛǘȅ {ǘŀƴŘŀǊŘǎΣ ǾрΦмΣ tŀŜŘƛŀǘǊƛŎ LƴǘŜƴǎƛǾŜ /ŀǊŜ {ƻŎƛŜǘȅ κ ²Ŝǎǘ 
aƛŘƭŀƴŘǎ vǳŀƭƛǘȅ wŜǾƛŜǿ {ŜǊǾƛŎŜΣ 5ŜŎŜƳōŜǊ нлмрΤ 

¢ƘŜ ǊŜǇŜŀǘŀōƭŜ ǊƻƻƳǎ ƛƴƛǘƛŀǘƛǾŜ ŜǎǘŀōƭƛǎƘŜŘ ŀǎ ǇŀǊǘ ƻŦ ǘƘŜ bI{ tнмҌ ǇǊƻƎǊŀƳƳŜΦ 

8.6.3 Compliance with national policy and guidance 

The proposals are in line with the following:- 

¶ All pathways being redesigned in consideration of NICE guidance and best practice.  

¶ Ψ¢ǊŀƴǎŦƻǊƳƛƴƎ ǳǊƎŜƴǘ ŀƴŘ ŜƳŜǊƎŜƴŎȅ ŎŀǊŜ ǎŜǊǾƛŎŜǎ ƛƴ 9ƴƎƭŀƴŘΩ bI{ 9ƴƎƭŀƴŘ нлмр 

¶ Review of Operational Productivity in NHS, Interim Report, Lord Carter 2015 

¶ Delivering the Forward View: NHS planning guidance 2016/17 ς 2020/21 

¶ Bariatric guidance  

¶ Quality Standards for the Care of the Critically Ill Children. The Paediatric Intensive Care Society 2015. 

¶ Core Standards for Intensive Care Unit. The Faculty of Intensive Care Medicine / The Intensive 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 4, NHS Elect, 2014; 

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

¶ The repeatable rooms initiative established as part of the NHS P21+ programme British Cardiovascular 
Intervention Society (BCIS) 
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8.6.4 Improving patient 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 SSP specifically around 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 acute setting, then the services that patients access 
need to be suitable for their needs.   

Under the current model of care, patient pathways are not clearly defined and often patients are seen in an 
inappropriate setting with poor facilities. Furthermore, the current duplication of services has introduced a 
ƭŜǾŜƭ ƻŦ ŎƻƴŦǳǎƛƻƴ ŀƴŘ ΨŎƘŀƻǎ ǊƛǎƪΩ ŦƻǊ ǇŀǘƛŜƴǘǎΣ ǘƘŜƛǊ ŦŀƳƛƭƛŜǎ ŀƴŘ ǎǘŀŦŦ ŀƭƛƪŜΦ ¢ƘŜ ŘƛŀƎǊŀƳ ōŜƭƻǿ Ƙŀǎ ōŜŜƴ 
widely shared in the discussions and development of the model and is recognised by the Acute Trust staff and 
patients as a reflection of current patient flow:    

 

Figure 4:  Current and future patient experience and flow  

The above merely aims to represent a simplified diagrammatic representation of the change in patient flows 
these proposals will deliver.   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 relation to available 
evidence. 

¶ What will the Clinical Model offer Patients? 

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

¶ When clinically appropriate patients will be seen and treated in ambulatory or day case settings with no 
overnight admission  
 

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


