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EXECUTIVE SUMMARY

This document represents the Outline Business Case (OBC) for the acute service elements of the
Future Fit Programme; known internally as the Sustainable Services Programme (SSP). It describes
the Trust’s plans to address the significant challenges to the safety and sustainability of patient
services specifically in emergency and urgent care, critical care and acute medicine and builds on the
previously approved Strategic Outline Case (SOC).

SaTH is the main provider of district general hospital services for around half a million people in
Shropshire, Telford & Wrekin and mid Wales. The majority of the Trust’s services are provided at the
Princess Royal Hospital (PRH) in Telford and the Royal Shrewsbury Hospital (RSH) in Shrewsbury.
Both hospitals provide a wide range of acute hospital services including accident and emergency,
outpatients, day cases, diagnostics, inpatient medicine and critical care; however working across two
sites results in duplicate costs and inefficiencies in many service structures.

The OBC demonstrates that there are two options that would address the Trust’s workforce
challenges in Accident and Emergency (A&E), Critical Care and Acute Medicine. This would be
achieved by the development of an Emergency Site (that includes an Emergency Department, Critical
Care Unit and access for all unplanned patients) and a Planned Care Site (that includes a Diagnostic
and Treatment Centre and the majority of planned care and treatment). Both sites would still deliver
urgent care, outpatients and diagnostics. The OBC also describes the solutions for addressing the
‘backlog maintenance’ of the estate at both PRH and RSH.

The Problem We Are Trying To Solve

NHS services within Shropshire face an increasing challenge of delivering high quality, safe and
sustainable acute services. This is within a climate of rising demand, reducing levels of funding and
on-going changes within the workforce.

The greatest asset of Shrewsbury and Telford NHS Trust (SaTH) is its workforce. This workforce is
skilled and well trained; striving to deliver high quality patient centred care, all day, every day.
However, the Trust does not have all the staff it needs in the right locations; and is faced with
recruiting difficulties to essential medical and nursing clinical roles within the Emergency
Departments, Critical Care services and across the Trust. This means a heavy reliance on temporary
staff and increased pressure on teams which ultimately impacts upon the quality of care provided.

Continued and innovative solutions to address this recruitment challenge have been explored:
recruitment drives nationally and overseas; sharing posts and rotas with neighbouring Trusts; and
creating new roles such as fellowships and advanced practice. However these have all failed to
provide a sustainable solution. Day to day operational plans are in place to ensure the care and
safety of patients within the Trust’s clinical services but a long term solution is urgently needed.

The need for a long lasting, sustainable solution is being addressed through a process of health
economy wide transformational change. In line with the aspirations of the Future Fit Programme and
its clinically-led models of care, the Trust has worked to address the urgent workforce challenges in
A&E and Critical Care.



Workforce Challenges

The Trust employs approximately 5,100 staff, but has an ageing workforce profile. Running duplicate
services on two sites presents many workforce challenges and can result in a poor employee
experience for some of the Trust’s medical and non-medical teams across multiple specialities. This
compounds an already challenging recruitment environment and leads to difficulty in recruiting the
right substantive workforce to provide high quality safe care.

With the medical workforce, 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 Trust is unable to achieve Royal College guidance standards in many
areas. For non—medical workforce the challenges are similar, senior expertise is split across two sites,
the learning environment and provision of workforce development challenging.

With the current staffing 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. Current
configuration continues to create cost pressures for premium rate working, poor economies of scale
and duplication of rotas as well as exacerbating the Trust’s ability to resource ‘hard to fill’ posts.

Condition of the Existing Estate

The condition of SaTH’s existing estate at RSH and PRH was recorded in detailed ‘6 Facet’ estates
surveys undertaken in 2015/16, which showed that significant amounts of the existing Trust estate
did not achieve ‘condition B’ (satisfactory standard); and a substantial number of areas were
‘condition D’ (life expired/unacceptable), particularly at RSH. The results of these surveys form the
basis of an updated Trust-wide Estates Strategy, which also provides detail of the current level of
backlog maintenance — which is £103.9m within the next 5 years, plus £69.3m of functional
suitability backlog.

The wider work of the Sustainable Services Programme will address much of the Trust’s backlog
maintenance, with many areas of the estate brought back up to ‘condition B’ or replaced by new
buildings.

Clinical Model

The Sustainable Services Programme is clinically-led. Key clinical leaders have been involved in all
aspects of the consideration, planning and development of the clinical model. The clinical model
developed for the Sustainable Services Programme is consistent with the acute components of the
agreed Future Fit model of care which are:

= One Emergency Centre comprising:
= one Emergency Department
= one Critical Care Unit
=  One Diagnostic and Treatment Centre
= Two Urgent Care Centres
= Local Planned Care (outpatients, diagnostics) on both hospital sites

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



= Align to the Future Fit activity assumptions;

= Address the Trust’s workforce challenges within emergency and critical care services;
= Be deliverable;

= Be affordable to the Trust and to the local health system.

This led to a proposal which greatly improves services for patients while tackling the Trust’s service
and workforce challenges; achieved by a single purpose-built Emergency Centre, which would lead
to:

= Better clinical outcomes with reduced morbidity and mortality;

= Bringing specialists together treating a higher volume of critical cases to maintain and grow
skills;

= A greater degree of consultant-delivered decision-making and care;

= Improved clinical adjacencies through focused redesign;

= Improved access to multi-disciplinary teams;

= Delivery of care in an environment suitable for specialist care;

= Improved recruitment and retention of specialist’s medical and nursing professionals.

A balanced-site care model whereby patients would:

= Receive acute medical care within the Emergency Site;
= Benefit from planned care with defined separation from emergency care pathways;
= Benefit from improvements in emerging shared pathways between all providers.

This leads to an improved flow of patients, as shown in the diagram below:

Emergency Site Planned Site

< Uncoordinated flow of patients > < Coordinated & cohorted flow of patients >

Figure 1: Current and Future Flow of Patients




Assurance

Full assurance to the SSP programme has been provided through:

=  Future Fit Programme Assurance Workstream
=  West Midlands Clinical Senate Review

= NHS England Assurance Reviews

= Health Overview Scrutiny Committees (HOSC)
= Internal Audit

= External review of this OBC by Deloittes

Involvement, Engagement and Communication

Extensive involvement and engagement with Trust staff has been undertaken and 55% of the
consultant workforce has been involved in detailed discussions pivotal to SSP; and key clinical leaders
have been involved in all aspects of the planning and development of the clinical model.
Considerable engagement with all staff groups continues at a pace and a number of groups/
information sessions are well established and attended.

The Trust and the NHS Future Fit Team have carried out a robust programme of communications and
engagement with patients, members of the public, stakeholders, partner organisations and SaTH
staff to make them aware of the development of the Sustainable Services Programme and how the
proposals improve the service for patients, and why change is needed.

Work is underway, led by the Future Fit Team and the Clinical Commissioning Groups to develop a
consultation document and plan for the 12-week formal consultation.

The Current Situation

SaTH’s acute hospital services are of a good standard, recognised in the Care Quality Commission
report published in 2015. Nevertheless, it is recognised the current hospital configuration is not
sustainable due to the healthcare and workforce issues including:

= Changing healthcare needs of the population now and into the future

= Quality standards that are required and that individuals and organisations aspire to deliver

= A need for improved productivity and a reduction in inefficiencies (in line with the Carter
Review 2016 and the Trust’s work with the Virginia Mason Institute)

= On-going developments in medicine and technology

=  Workforce changes in terms of skills, availability and training

= Poor quality existing facilities and level of backlog maintenance

The Service Brief

Discussions and debate involving local clinicians, staff and the public regarding the current service
provision was developed during the major consultation exercise in November 2013 in response to
the national Call to Action for the NHS. Those who participated in the Call to Action recognised the
need to tackle two things: the real and pressing local service issues, and challenges faced by health
services nationally that have an impact locally (with the key challenge locally being workforce). The
issues and challenges identified in the Call to Action include:



= 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, and opportunity cost in quality of service

= Impact of accessing services

= The quality of the patient facilities and the Trust’s estate

Capacity Modelling

As a starting point for consideration of the models of care for urgent and emergency care, the
original Future Fit algorithm was applied to the Trust’s activity data for 2015/16 to determine
whether patients need emergency or urgent care services, including mapping different elements of
the casemix to different scenarios. This showed 65% of the patients that currently attend the Trust’s
A&E departments do not have life or limb threatening illness or injury and could potentially be seen
and treated by the Urgent Care Service. The remaining 35% of patients could be treated within the
Trust’s single Emergency Centre (EC).

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 Sustainable Services Programme, specifically
around Urgent and Emergency, Ambulatory and Planned Care.

The core element of the proposed clinical model is the Trust’s plan 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 patient’s access need to be suitable for their needs. All unplanned patients
would therefore be assessed and admitted to the Emergency Site. If clinically appropriate, patients
could be transferred to the Planned Care for their on-going care and treatment.

The majority of adult patients having a day-case operation or procedure would be admitted to the
Planned Care Site. High risk patients would have their day-case at the Emergency Site, as would
children in two of the options.

Sustainability and Transformation Plan (STP) and Neighbourhoods

In 2015, NHS organisations were asked to work together to produce Sustainability and
Transformation Plans (STPs) outlining how they are going to develop and deliver viable health and
social care services over an agreed area, including improving services for local people. The STP
focuses on smaller areas called ‘Neighbourhoods’ as the basis of the model for addressing and
preventing ill health and promoting the support that local communities already offer.

There are 11 neighbourhoods within Shropshire and four in Telford and Wrekin, which would be used
to provide a range of services at a local level for people who need the support of primary care
professionals such as GPs, social workers, community nurses, therapists and mental health workers.
These Neighbourhood Care Teams would be a first port of call for people with Long Term Conditions
(LTC) e.g. patients with diabetes. The aspiration is that Communities would support vulnerable
people, and fewer people would need to go to hospital, and those who do would be discharged
quicker.



Building Requirements

All of the new estate created through the Sustainable Services Programme will be to modern
standards, incorporating best practice, and reflecting the needs of patients and staff. Facilities will be
high quality and adaptable, greatly improving access for patients, staff and visitors. The Trust has
created a set of baseline Schedules of Accommodation establishing the space standards required
across all departments.

An initial detailed phasing strategy has been developed to ensure operational services are
maintained with as little disruption as possible whilst protecting the privacy and dignity of patients;
and limiting the amount of temporary accommodation and departmental decants.

The scheme is being developed flexibly using modularisation to allow the build to be delivered in
phases should this be required. In addition, all of the new accommodation is being designed flexibly,
to allow for potential changes to the service in the future.

Workforce Requirements

The Trust workforce plan incorporates the guidance within the recent publication from the National
Quality Board (July 2016) in ‘Supporting NHS providers to deliver the right staff, with the right skills,
in the right place at the right time’. In order to deliver the clinical model within the Sustainable
Services Programme, the workforce will increasingly be:

= Treating higher acuity patients on the Emergency Site as a matter of routine

=  Working more autonomously and delivering a more complex case load

=  Working in more flexible ways across traditional professional groups

= Developed to support new roles required

= Up-skilled to take on extended roles

= Required to use new technology to deliver clinical care and non-clinical services

= More routine working new patterns of employment e.g. 24/7 on site presence, 7-day
working and delivering routine services in the evening and at weekends

Health Informatics

The ICT Strategy provides solutions to meet the clinical and business requirements of the
reconfigured services. This service change provides a fantastic opportunity to further the IT
development from previous reconfigurations and aid the roll out of a modern, resilient and
integrated IT solution that is beneficial to staff and service users.

Development of the Options

The Outline Business Case has further developed three potential solutions, plus the ‘do nothing’:

= Do Nothing (Option A)

= Emergency Care at PRH and Planned Care at RSH (Option B)

= Emergency Care at RSH and Planned Care at PRH (Option C1)

= Emergency Care at RSH and Planned Care at PRH, with Women and Children’s retained at
PRH (Option C2)



The Trust’s clinical teams reviewed Option C2 in detail, and concluded it is not deliverable, safe or
sustainable given the essential clinical adjacency of Women and Children’s services with Emergency
and Critical Care services. A further review was held by the Manchester CSU Clinical Review Group,
to determine what was required to make Option C2 safe and sustainable. Evidence suggests that the
probability of achieving and sustaining a clinical workforce to support Option C2 would be very
challenging, it would not meet the necessary standards of the Royal Colleges, and Care Quality
Commission (CQC) issues would be raised.

Much of the detailed work in developing the OBC has focussed on identifying those services that
have a clinical and workforce interdependency with the two services at the centre of the need for
change (A&E and Critical Care). Based on this, a detailed assessment has been carried out to
determine the optimum balance of services across an Emergency Site and a Planned Care Site:

The Potential OBC Solution - Essential Service Change (Options B and C1)

Service balance based on clinical adjacency needs and resolving workforce issues

Emergency Site ] Both Sites [ Planned Care Site

Diagnostic and Treatment Centre
Urgent Care Centre
Elective and Day Case Surgery

Emergency Department
Critical Care Unit (HDU, ITU)
Urgent Care Centre

Ambulatory Emergency Care (AEC) Endoscopy
Outpatients
Beds (including Fracture Clinic) Beds
approx 510 beds Diagnostics approxlE!SO
Including: Day Case Renal Unit : |HC!Ud|"B!
Acute Stroke Unit Oncology/Haematology - 240 inpatient beds and
Coronary Care Unit chemotherapy 110 day case / endoscopy beds

Including:
Elective Orthopaedics
Breast Service
Frailty and Elderly Care

\ / 9 Rehabilitation .

Women and Children’s
Orthopaedic trauma
Acute Medicine

Integrated Care Pathways — LTC, Frail and Elderly etc

MNB Inpatient bed base does not include Neonatology and Critical Care numbers

Figure 2: Emergency and Planned Care Site Configuration

Options Economic Appraisal
An overall Economic Appraisal of the shortlisted options was carried out by Future Fit, comprising:

= Non-Financial Appraisal
= Financial Appraisal

The Non-Financial Appraisal was undertaken by a panel of local healthcare representatives and
experts on 23 September 2016 with fifty members in attendance. The panel were presented with
evidence which addressed four non-financial criteria (accessibility, quality, workforce, and
deliverability). The panel then scored each of the four shortlisted options against the four criteria,
with the results shown below:



elg 9 Optio A Optio B3 Optio Optio
QUALITY 31.2% 39.0 65.0 91.5 24.7
DELIVERABILITY 16.3% 19.6 40.5 42.4 22.2
00.0% 44 .4 G Q 0 8

RANK 3 2 1 4
DIFFERENCE 47.7% 21.1% 0.0% 56.2%

Table 1: Weighted Scores for Each Option

The Financial appraisal of the four options was undertaken to determine the Net Present Cost (NPC)
and the Equivalent Annual Cost (EAC) of each option, with the results shown below:

Net Present Cost 9,356,590 8,555,517 8,659,431 8,705,510

Equivalent Annual Cost 351,473 321,381 324,070 325,794

Economic Value 4 1 2 3

Table 2: EAC cost of Each of Option

Sensitivity analysis was undertaken on both the non-financial and financial scores.

Two alternative methods have been used to combine the results of the Non-Financial and Financial
Appraisals in order to test for robustness. The outcomes from the Appraisals are that:

Option B and Option C1 are deliverable and affordable for the Trust and the wider health system.

= Option B scored the highest in the financial appraisal
= Option C1 scored the highest in the non-financial appraisal
= Option C2 scored the lowest in the non-financial appraisal and third in the financial appraisal

The Future Fit Programme Board will meet to review the Appraisal Report on 30 November 2016.
The outcome of this meeting will determine the basis of the formal consultation with the public.



Commercial Issues

In order to achieve the objectives of the Sustainable Services Programme, a number of goods and
services need to be procured. This includes professional services, construction, temporary facilities,
and equipment.

It is assumed at this stage that the project will be capitally funded, using a Public Dividend Capital
(PDC) route. The Trust is however aware of the potential shortage of availability of capital, and as
such would explore alternative funding routes should sufficient capital not be available.

The Trust is also considering a number of commercial opportunities to reduce the overall capital cost
of the project, including revenue-led solutions for new multi-storey car parks, energy supply
contracts to fund new energy plant; and increased revenue opportunities through cafes and retail.

Assuming the required capital is able to be obtained, the Trust will procure the construction work
using the Department of Health’s ProCure22 (P22) procurement route, following good recent
experience of using ProCure21+ for the Future Configuration of Hospital Services (FCHS) project.

A significant amount of new furniture, fittings, and equipment will be required. This will be new,
except for any specialist items, or any items which have been recently purchased.



Financial Case

A capital cost estimate for each of the shortlisted Options, B, C1 and C2, has been undertaken by
Cost Advisors Rider Hunt, following best practice and the guidance, as set out in the table below:

Total at Outturn (at 249,613 311,636 294,497
PUBSEC 214)

Table 3: Capital Cost Estimates for Each Option

The overall affordability of each option has been assessed taking into account income from
commissioners; and expenditure, including the revenue cost and benefits of each option. The results
are detailed in the table below:

I S e e e
_ £000s £000s £000s £000s £000s
(16,553) (16,553) (16,553) (16,553) (16,553)
5,664 (10,114) 6,231 2,594 584

Table 4: Overall Affordability for Each Option

The table above demonstrates the affordability of the options at both RSH and PRH to the Trust
resulting in recurrent financial surplus for Options B, C1 and C2. Option C1 however enables the
Trust to maximise the potential for repatriation of activity currently being performed for local
residents in provider organisations out of the county.

SSP Project Management

The Trust recognises that the successful delivery of the Sustainable Services Programme is a
significant task, which will require robust project management and a real commitment from
everyone involved to ensure its success. The Trust has thorough arrangements and governance
established for the management of the project, and is committed to ensuring its successful outcome.

Programme and Key Dates

The proposed timetable for the next stages of the Sustainable Services Programme is set out in Table
40 in Section 18.5. An initial detailed review of the phasing and sequencing has taken place during
the OBC, which shows that two options (Option B and C1) are clinically and technically deliverable.
The implementation of the new clinical model and the associated benefits of the Sustainable
Services Programme will be delivered by the end of the 2020/21 financial year.

10



Conclusion and Recommendation

In summary, this Outline Business Case (OBC) for the Trust’s Sustainable Services Programme details
the Trust’s solutions to sustainably address the significant challenges to the safety and quality of
patient services. It describes the organisation’s commitment to the creation of two balanced
hospitals. Each site will continue to provide essential services for the population served including:
Urgent Care, Outpatients, Diagnostics and Midwifery Led Care. In addition to this: one site will
provide Emergency Care (which will include the single Emergency Department and Critical Care
Unit); and the other site will provide Planned Care (which will include the Diagnostic Treatment
Centre).

Option B and Option C1 are deliverable and affordable for the Trust and the wider health system.

The Trust Board is now asked to review and approve the OBC for submission to Commissioners and
NHSI for the ongoing progression of the programme and public consultation.
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Proposed amendments recommended at 24/11/2016 Steering Group Meeting

Page Number
2
61-68

69

90-92

97

97

929

102

102

115-120

105
135

Section/Table

Section 10.1

Section 14.1

Section

14.2.3

Table 24 and
25

Table 29

Section 14.7

Section 19

Proposed Amendments
Executive summary to be produced when final document is complete
Add further detail to incorporate the Buurtzorg model of care

Add further detail on the flexibility and modularisation of the build and
phasing and the development could be delivered in phases

Greater clarity on shortlisted options and further explanatory notes on which
options are which and a consistent naming convention across the options

Paragraph 3, minor amendment to language

Footnote to reference the source of the tables

Remove section C relating to changes from the 2015 appraisal as these were
deemed not relevant to OBC

A note to explain that there are only two variables (workforce and finance
costs) across each of the options as the same clinical model is being adopted
across all options

To be expanded to reflect the two variables that impact upon the options

Consistent naming convention across the options

The Steering group agreed that the overall conclusion was to remain as
shown and not confirm a preferred option at this stage
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FOREWORD

The Shrewsbury and Telford Hospital NHS Trust is committed to delivering the safest and kindest care
in the NHS. We know that the current configuration of our hospitals is not fit for purpose.
Discussions in and outside of our organisation demonstrate a collective ambition to ensure the
sustainability of the services we provide. This Outline Business Case is an essential element in the
achievement of that ambition.

The Outline Business Case therefore builds on the work and thinking within the Strategic Outline
Case and the Sustainability and Transformation Plan. It is a stage in a process which will continue to
evolve over time to ensure the very best service delivery model within the resources available.

The detail within the business case is drawn from national and local best practice and guidance and
from countless conversations and discussions with clinicians, staff, patients and the public. This work
is clinically led; bringing our team’s clinical skills, knowledge and aspirations together with technical
expertise in planning, service improvement and facility and service design.

We have listened to the concerns of our communities. People tell us that they want to see services as
close to their homes as possible; that the hospitals in Shrewsbury and Telford need to stay and
deliver the health services that are important to them and their family and friends. We have worked
hard to be able to deliver people’s hopes for two vibrant acute hospitals in the county. For lots of
services, we plan to continue to deliver these at both the Princess Royal and Royal Shrewsbury
Hospitals: outpatients; diagnostics; renal dialysis; chemotherapy; midwifery led care; and non-life or
limb threatening accident and emergencies will continue to be treated at both our hospital sites.

However, the case for change is clear why this is not possible for all our services. To improve the
outcomes and experience for the patients we serve, we need to consolidate emergency and critical
care onto one of our sites; creating an Emergency Centre that houses the Emergency Department,
Critical Care Unit and Ambulatory Emergency Care. And on the other site, we need to consolidate the
majority of our planned and on-going care.

We are not alone in our need to make changes to the services we provide. We do however
appreciate our rurality and the challenges that this gives us when we are comparing our services to
others. We will therefore continue to work hard and in partnership with our colleagues in primary
and community care to redesign our service delivery such that the patients in our hospitals are only
those that need our specialist care. We will also work to provide that specialist care and support,
especially for patients with a long term condition, with GPs and Community Teams. We will work to
enable and support patients to stay in their own homes and communities so that they receive a
seamless delivery of care, based around their individual care needs.

This Outline Business Case therefore describes our future model of care and the workforce, facilities
and IT solutions we will need to deliver that model. It describes how we plan to address the
significant estate challenges we currently face. It details a plan for transformation and the funding
and finance impact of making these changes happen over the coming years.

It remains our ambition that we provide the very safest and kindest care and treatment that we can
for the people we serve. We believe that this Outline Business Case is a pivotal step forward in
delivering that ambition.



EXECUTIVE SUMMARY

This document represents the Outline Business Case (OBC) for the acute service elements of the
Future Fit Programme; known internally as the Sustainable Services Programme (SSP). It describes
the Trust’s plans to address the significant challenges to the safety and sustainability of patient
services specifically in emergency and urgent care, critical care and acute medicine and builds on the
previously approved Strategic Outline Case (SOC).

SaTH is the main provider of district general hospital services for around half a million people in
Shropshire, Telford & Wrekin and mid Wales. The majority of the Trust’s services are provided at the
Princess Royal Hospital (PRH) in Telford and the Royal Shrewsbury Hospital (RSH) in Shrewsbury.
Both hospitals provide a wide range of acute hospital services including accident and emergency,
outpatients, day cases, diagnostics, inpatient medicine and critical care; however working across two
sites results in duplicate costs and inefficiencies in many service structures.

The OBC demonstrates that there are two options that would address the Trust’s workforce
challenges in Accident and Emergency (A&E), Critical Care and Acute Medicine. This would be
achieved by the development of an Emergency Site (that includes an Emergency Department, Critical
Care Unit and access for all unplanned patients) and a Planned Care Site (that includes a Diagnostic
and Treatment Centre and the majority of planned care and treatment). Both sites would still deliver
urgent care, outpatients and diagnostics. The OBC also describes the solutions for addressing the
‘backlog maintenance’ of the estate at both PRH and RSH.

The Problem We Are Trying To Solve

NHS services within Shropshire face an increasing challenge of delivering high quality, safe and
sustainable acute services. This is within a climate of rising demand, reducing levels of funding and
on-going changes within the workforce.

The greatest asset of Shrewsbury and Telford NHS Trust (SaTH) is its workforce. This workforce is
skilled and well trained; striving to deliver high quality patient centred care, all day, every day.
However, the Trust does not have all the staff it needs in the right locations; and is faced with
recruiting difficulties to essential medical and nursing clinical roles within the Emergency
Departments, Critical Care services and across the Trust. This means a heavy reliance on temporary
staff and increased pressure on teams which ultimately impacts upon the quality of care provided.

Continued and innovative solutions to address this recruitment challenge have been explored:
recruitment drives nationally and overseas; sharing posts and rotas with neighbouring Trusts; and
creating new roles such as fellowships and advanced practice. However these have all failed to
provide a sustainable solution. Day to day operational plans are in place to ensure the care and
safety of patients within the Trust’s clinical services but a long term solution is urgently needed.

The need for a long lasting, sustainable solution is being addressed through a process of health
economy wide transformational change. In line with the aspirations of the Future Fit Programme and
its clinically-led models of care, the Trust has worked to address the urgent workforce challenges in
A&E and Critical Care.

Workforce Challenges

The Trust employs approximately 5,100 staff, but has an ageing workforce profile. Running duplicate
services on two sites presents many workforce challenges and can result in a poor employee
experience for some of the Trust’s medical and non-medical teams across multiple specialities. This



compounds an already challenging recruitment environment and leads to difficulty in recruiting the
right substantive workforce to provide high quality safe care.

With the medical workforce, 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 Trust is unable to achieve Royal College guidance standards in many
areas. For non—medical workforce the challenges are similar, senior expertise is split across two sites,
the learning environment and provision of workforce development challenging.

With the current staffing 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. Current
configuration continues to create cost pressures for premium rate working, poor economies of scale
and duplication of rotas as well as exacerbating the Trust’s ability to resource ‘hard to fill’ posts.

Condition of the Existing Estate

The condition of SaTH’s existing estate at RSH and PRH was recorded in detailed ‘6 Facet’ estates
surveys undertaken in 2015/16, which showed that significant amounts of the existing Trust estate
did not achieve ‘condition B’ (satisfactory standard); and a substantial number of areas were
‘condition D’ (life expired/unacceptable), particularly at RSH. The results of these surveys form the
basis of an updated Trust-wide Estates Strategy, which also provides detail of the current level of
backlog maintenance — which is £103.9m within the next 5 years, plus £69.3m of functional
suitability backlog.

The wider work of the Sustainable Services Programme will address much of the Trust’s backlog
maintenance, with many areas of the estate brought back up to ‘condition B’ or replaced by new
buildings.

Clinical Model

The Sustainable Services Programme is clinically-led. Key clinical leaders have been involved in all
aspects of the consideration, planning and development of the clinical model. The clinical model
developed for the Sustainable Services Programme is consistent with the acute components of the
agreed Future Fit model of care which are:

= One Emergency Centre comprising:
= one Emergency Department
= one Critical Care Unit
= One Diagnostic and Treatment Centre
= Two Urgent Care Centres
= Local Planned Care (outpatients, diagnostics) on both hospital sites

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

= Align to the Future Fit activity assumptions;

= Address the Trust’s workforce challenges within emergency and critical care services;
= Be deliverable;

= Be affordable to the Trust and to the local health system.

This led to a proposal which greatly improves services for patients while tackling the Trust’s service
and workforce challenges; achieved by a single purpose-built Emergency Centre, which would lead
to:



= Better clinical outcomes with reduced morbidity and mortality;

= Bringing specialists together treating a higher volume of critical cases to maintain and grow
skills;

= A greater degree of consultant-delivered decision-making and care;

= Improved clinical adjacencies through focused redesign;

= Improved access to multi-disciplinary teams;

= Delivery of care in an environment suitable for specialist care;

= Improved recruitment and retention of specialist’s medical and nursing professionals.

A balanced-site care model whereby patients would:

= Receive acute medical care within the Emergency Site;
= Benefit from planned care with defined separation from emergency care pathways;
= Benefit from improvements in emerging shared pathways between all providers.

This leads to an improved flow of patients, as shown in the diagram below:

Emergency Site Planned Site

< Uncoordinated flow of patients > < Coordinated & cohorted flow of patients>




Assurance

Full assurance to the SSP programme has been provided through:

=  Future Fit Programme Assurance Workstream
=  West Midlands Clinical Senate Review

= NHS England Assurance Reviews

= Health Overview Scrutiny Committees (HOSC)
= Internal Audit

= External review of this OBC by Deloittes

Involvement, Engagement and Communication

Extensive involvement and engagement with Trust staff has been undertaken and 55% of the
consultant workforce has been involved in detailed discussions pivotal to SSP; and key clinical leaders
have been involved in all aspects of the planning and development of the clinical model.
Considerable engagement with all staff groups continues at a pace and a number of groups/
information sessions are well established and attended.

The Trust and the NHS Future Fit Team have carried out a robust programme of communications and
engagement with patients, members of the public, stakeholders, partner organisations and SaTH
staff to make them aware of the development of the Sustainable Services Programme and how the
proposals improve the service for patients, and why change is needed.

Work is underway, led by the Future Fit Team and the Clinical Commissioning Groups to develop a
consultation document and plan for the 12-week formal consultation.

The Current Situation

SaTH’s acute hospital services are of a good standard, recognised in the Care Quality Commission
report published in 2015. Nevertheless, it is recognised the current hospital configuration is not
sustainable due to the healthcare and workforce issues including:

= Changing healthcare needs of the population now and into the future

= Quality standards that are required and that individuals and organisations aspire to deliver

= A need for improved productivity and a reduction in inefficiencies (in line with the Carter
Review 2016 and the Trust’s work with the Virginia Mason Institute)

= On-going developments in medicine and technology

=  Workforce changes in terms of skills, availability and training

= Poor quality existing facilities and level of backlog maintenance

The Service Brief

Discussions and debate involving local clinicians, staff and the public regarding the current service
provision was developed during the major consultation exercise in November 2013 in response to
the national Call to Action for the NHS. Those who participated in the Call to Action recognised the
need to tackle two things: the real and pressing local service issues, and challenges faced by health
services nationally that have an impact locally (with the key challenge locally being workforce). The
issues and challenges identified in the Call to Action include:

= 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, and opportunity cost in quality of service
= Impact of accessing services
= The quality of the patient facilities and the Trust’s estate

Capacity Modelling

As a starting point for consideration of the models of care for urgent and emergency care, the
original Future Fit algorithm was applied to the Trust’s activity data for 2015/16 to determine
whether patients need emergency or urgent care services, including mapping different elements of
the casemix to different scenarios. This showed 65% of the patients that currently attend the Trust’s
A&E departments do not have life or limb threatening illness or injury and could potentially be seen
and treated by the Urgent Care Service. The remaining 35% of patients could be treated within the
Trust’s single Emergency Centre (EC).

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 Sustainable Services Programme, specifically
around Urgent and Emergency, Ambulatory and Planned Care.

The core element of the proposed clinical model is the Trust’s plan 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 patient’s access need to be suitable for their needs. All unplanned patients
would therefore be assessed and admitted to the Emergency Site. If clinically appropriate, patients
could be transferred to the Planned Care for their on-going care and treatment.

The majority of adult patients having a day-case operation or procedure would be admitted to the
Planned Care Site. High risk patients would have their day-case at the Emergency Site, as would
children in two of the options.

Sustainability and Transformation Plan (STP) and Neighbourhoods

In 2015, NHS organisations were asked to work together to produce Sustainability and
Transformation Plans (STPs) outlining how they are going to develop and deliver viable health and
social care services over an agreed area, including improving services for local people. The STP
focuses on smaller areas called ‘Neighbourhoods’ as the basis of the model for addressing and
preventing ill health and promoting the support that local communities already offer.

There are 11 neighbourhoods within Shropshire and four in Telford and Wrekin, which would be used
to provide a range of services at a local level for people who need the support of primary care
professionals such as GPs, social workers, community nurses, therapists and mental health workers.
These Neighbourhood Care Teams would be a first port of call for people with Long Term Conditions
(LTC) e.g. patients with diabetes. The aspiration is that Communities would support vulnerable
people, and fewer people would need to go to hospital, and those who do would be discharged
quicker.

Building Requirements

All of the new estate created through the Sustainable Services Programme will be to modern
standards, incorporating best practice, and reflecting the needs of patients and staff. Facilities will be
high quality and adaptable, greatly improving access for patients, staff and visitors. The Trust has
created a set of baseline Schedules of Accommodation establishing the space standards required
across all departments.



An initial detailed phasing strategy has been developed to ensure operational services are
maintained with as little disruption as possible whilst protecting the privacy and dignity of patients;
and limiting the amount of temporary accommodation and departmental decants.

The scheme is being developed flexibly using modularisation to allow the build to be delivered in
phases should this be required. In addition, all of the new accommodation is being designed flexibly,
to allow for potential changes to the service in the future.

Workforce Requirements

The Trust workforce plan incorporates the guidance within the recent publication from the National
Quality Board (July 2016) in ‘Supporting NHS providers to deliver the right staff, with the right skills,
in the right place at the right time’. In order to deliver the clinical model within the Sustainable
Services Programme, the workforce will increasingly be:

= Treating higher acuity patients on the Emergency Site as a matter of routine

=  Working more autonomously and delivering a more complex case load

= Working in more flexible ways across traditional professional groups

= Developed to support new roles required

= Up-skilled to take on extended roles

= Required to use new technology to deliver clinical care and non-clinical services

= More routine working new patterns of employment e.g. 24/7 on site presence, 7-day
working and delivering routine services in the evening and at weekends

Health Informatics

The ICT Strategy provides solutions to meet the clinical and business requirements of the
reconfigured services. This service change provides a fantastic opportunity to further the IT
development from previous reconfigurations and aid the roll out of a modern, resilient and
integrated IT solution that is beneficial to staff and service users.

Development of the Options
The Outline Business Case has further developed three potential solutions, plus the ‘do nothing’:

= Do Nothing (Option A)

= Emergency Care at PRH and Planned Care at RSH (Option B)

= Emergency Care at RSH and Planned Care at PRH (Option C1)

= Emergency Care at RSH and Planned Care at PRH, with Women and Children’s retained at
PRH (Option C2)

The Trust’s clinical teams reviewed Option C2 in detail, and concluded it is not deliverable, safe or
sustainable given the essential clinical adjacency of Women and Children’s services with Emergency
and Critical Care services. A further review was held by the Manchester CSU Clinical Review Group,
to determine what was required to make Option C2 safe and sustainable. Evidence suggests that the
probability of achieving and sustaining a clinical workforce to support Option C2 would be very
challenging, it would not meet the necessary standards of the Royal Colleges, and Care Quality
Commission (CQC) issues would be raised.

Much of the detailed work in developing the OBC has focussed on identifying those services that
have a clinical and workforce interdependency with the two services at the centre of the need for
change (A&E and Critical Care). Based on this, a detailed assessment has been carried out to
determine the optimum balance of services across an Emergency Site and a Planned Care Site:



The Potential OBC Solution - Essential Service Change (Options B and C1)

Service balance based on clinical adjacency needs and resolving workforce issues
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NB Inpatient bed base does not include Neonatology and Critical Care numbers

Options Economic Appraisal

An overall Economic Appraisal of the shortlisted options was carried out by Future Fit, comprising:

= Non-Financial Appraisal

=  Financial Appraisal

The Non-Financial Appraisal was undertaken by a panel of local healthcare representatives and
experts on 23 September 2016 with fifty members in attendance. The panel were presented with
evidence which addressed four non-financial criteria (accessibility, quality, workforce, and

deliverability). The panel then scored each of the four shortlisted options against the four criteria,
with the results shown below:

oA Agreea o eighted Score

elg g Option A Option B Optic Optio
ACCESSIBILITY 25.1% 59.8 45.2 65.1 47.7
QUALITY 31.2% 39.0 65.0 91.5 24.7
WORKFORCE 27.3% 26.0 67.0 76.8 26.2
DELIVERABILITY 16.3% 19.6 40.5 42.4 22.2
00.0% 44 .4 6 8 0.8

RANK 3 2 1 4
DIFFERENCE | 47.7% 21.1% 0.0% 56.2%

Table 1: Weighted Scores for Each Option



The Financial appraisal of the four options was undertaken to determine the Net Present Cost (NPC)
and the Equivalent Annual Cost (EAC) of each option, with the results shown below:

9,356,590 8,555,517 8,659,431 8,705,510

Equivalent Annual Cost 351,473 321,381 324,070 325,794

Economic Value 4 1 2 3

Table 2: EAC cost of Each of Option

Sensitivity analysis was undertaken on both the non-financial and financial scores.

Two alternative methods have been used to combine the results of the Non-Financial and Financial
Appraisals in order to test for robustness. The outcomes from the Appraisals are that:

Option B and Option C1 are deliverable and affordable for the Trust and the wider health system.

= Option B scored the highest in the financial appraisal
= Option C1 scored the highest in the non-financial appraisal
= Option C2 scored the lowest in the non-financial appraisal and third in the financial appraisal

The Future Fit Programme Board will meet to review the Appraisal Report on 30 November 2016.
The outcome of this meeting will determine the basis of the formal consultation with the public.

Commercial Issues

In order to achieve the objectives of the Sustainable Services Programme, a number of goods and
services need to be procured. This includes professional services, construction, temporary facilities,
and equipment.

It is assumed at this stage that the project will be capitally funded, using a Public Dividend Capital
(PDC) route. The Trust is however aware of the potential shortage of availability of capital, and as
such would explore alternative funding routes should sufficient capital not be available.

The Trust is also considering a number of commercial opportunities to reduce the overall capital cost
of the project, including revenue-led solutions for new multi-storey car parks, energy supply
contracts to fund new energy plant; and increased revenue opportunities through cafes and retail.

Assuming the required capital is able to be obtained, the Trust will procure the construction work
using the Department of Health’s ProCure22 (P22) procurement route, following good recent
experience of using ProCure21+ for the Future Configuration of Hospital Services (FCHS) project.

A significant amount of new furniture, fittings, and equipment will be required. This will be new,
except for any specialist items, or any items which have been recently purchased.



Financial Case

A capital cost estimate for each of the shortlisted Options, B, C1 and C2, has been undertaken by
Cost Advisors Rider Hunt, following best practice and the guidance, as set out in the table below:

Total at Outturn (at 249,613 311,636 294,497
PUBSEC 214)

Table 3: Capital Cost Estimates for Each Option

The overall affordability of each option has been assessed taking into account income from
commissioners; and expenditure, including the revenue cost and benefits of each option. The results
are detailed in the table below:

I N T N T
_ £000s £000s £000s £000s £000s
(16,553) (16,553) (16,553) (16,553) (16,553)

Table 4: Overall Affordability for Each Option

The table above demonstrates the affordability of the options at both RSH and PRH to the Trust
resulting in recurrent financial surplus for Options B, C1 and C2. Option C1 however enables the
Trust to maximise the potential for repatriation of activity currently being performed for local
residents in provider organisations out of the county.

SSP Project Management

The Trust recognises that the successful delivery of the Sustainable Services Programme is a
significant task, which will require robust project management and a real commitment from
everyone involved to ensure its success. The Trust has thorough arrangements and governance
established for the management of the project, and is committed to ensuring its successful outcome.

Programme and Key Dates

The proposed timetable for the next stages of the Sustainable Services Programme is set out in Table
40 in Section 18.5. An initial detailed review of the phasing and sequencing has taken place during
the OBC, which shows that two options (Option B and C1) are clinically and technically deliverable.
The implementation of the new clinical model and the associated benefits of the Sustainable
Services Programme will be delivered by the end of the 2020/21 financial year.

10



Conclusion and Recommendation

In summary, this Outline Business Case (OBC) for the Trust’s Sustainable Services Programme details
the Trust’s solutions to sustainably address the significant challenges to the safety and quality of
patient services. It describes the organisation’s commitment to the creation of two balanced
hospitals. Each site will continue to provide essential services for the population served including:
Urgent Care, Outpatients, Diagnostics and Midwifery Led Care. In addition to this: one site will
provide Emergency Care (which will include the single Emergency Department and Critical Care
Unit); and the other site will provide Planned Care (which will include the Diagnostic Treatment
Centre).

Option B and Option C1 are deliverable and affordable for the Trust and the wider health system.

The Trust Board is now asked to review and approve the OBC for submission to Commissioners and
NHSI for the ongoing progression of the programme and public consultation.
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1 Introduction

This document represents the Outline Business Case for the acute service elements of the Future Fit
Programme; known internally as the Sustainable Services Programme (SSP). It describes the Trust’s
plans to address the significant challenges to the safety and sustainability of patient services
specifically in emergency and urgent care, critical care and acute medicine and builds on the
previously approved Strategic Outline Case (SOC). The SOC can be found in Appendix 1a.

The Outline Business Case (OBC) demonstrates that there are two options that would address the
Trust’s workforce challenges in Accident and Emergency (A&E), Critical Care and Acute Medicine. This
would be achieved by the development of an Emergency Site (that includes an Emergency
Department, Critical Care Unit and access for all unplanned patients) and a Planned Care Site (that
includes a Diagnostic and Treatment Centre and the majority of planned care and treatment). Both
sites would still deliver urgent care, outpatients and diagnostics.

The OBC also describes the solutions for addressing the ‘backlog maintenance’ of the estate at both
PRH and RSH.

The workforce opportunities and impact of the potential solutions is included, with an emphasis on
new ways of working and new and expanded roles. The capital costs associated with each solution
and the revenue impact is also identified along with the interdependency with the health systems
sustainability and deficit reduction plans.

1.1 The Problem we are trying to Solve

NHS services within Shropshire face an increasing challenge of delivering high quality, safe and
sustainable acute services. This is within a climate of rising demand, reducing levels of funding and
on-going changes within the workforce.

Like all hospitals, the greatest asset of Shrewsbury and Telford NHS Trust (SaTH) is its workforce. This
workforce is skilled and well trained; striving to deliver high quality patient centred care, all day,
every day. However, the Trust does not have all the staff it needs in the right locations. The
organisation is faced with difficulties in recruiting to essential medical and nursing clinical roles;
within the Emergency Departments, Critical Care services and other areas across the Trust. This
means a heavy reliance on temporary staff and increased pressure on teams which ultimately
impacts upon the quality of care provided.

Continued and innovative solutions to address this recruitment challenge have been explored:
recruitment drives nationally and overseas; sharing posts and rotas with neighbouring Trusts; and
creating new roles such as fellowships and advanced practice have all failed to provide a sustainable
solution. Day to day operational plans are in place to ensure the care and safety of patients within
the Trust’s clinical services but a long term solution is urgently needed.

This need for a long lasting, sustainable solution is being addressed through a process of health
economy wide transformational change. In line with the aspirations of the Future Fit Programme and
its clinically-led models of care, the Trust has worked to address the urgent workforce challenges in
A&E and Critical Care.

Guidance from NHS Improvement (NHSI) has been used in the development of this OBC using three
core principles:
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The options are developed with people, not for them
Its focus is redesign, not relocation; and

A whole system view is taken, with genuine integration and joint planning

The guidance consolidates other reference sources and is consistent with HM Treasury’s Green Book

Guidance on Appraisal of Policies, Programmes and Projects. This OBC has been produced using the

Five Case Model, HM Treasury’s and Welsh Government’s standard for business cases:

vk wnN e

The strategic case

The economic case
The commercial case
The financial case

The management case

The OBC has 19 sections:

Section 1
Section 2
Section 3
Section 4
Section 5
Section 6
Section 7
Section 8
Section 9
Section 10
Section 11
Section 12
Section 13
Section 14
Section 15
Section 16
Section 17
Section 18

Section 19

(this section) provides the introduction

describes the background to the Sustainable Services Programme OBC
details the clinical model

explains the assurance processes within the SSP and wider STP
outlines the consultation and engagement undertaken and planned
includes the strategic case

details the service brief

describes the capacity modelling undertaken and its impact
introduces the neighbourhood work stream as described within the STP
outlines the facility requirements to deliver the revised clinical model
provides the workforce detail and transformation plans

highlights the future health informatics requirements

explains the development of the options

details the appraisal process and the economic case

describes the preferred option

provides the commercial case

outlines the financial case and the detailed financial analysis

delivers the management case and the approach to implementation

states the conclusion and recommendations

13



2 Background

2.1 Strategic Outline Case (SOC)

The SOC for the Sustainable Services Programme (SSP) was approved by SaTH Trust Board on 31
March 2016 and was supported by Telford & Wrekin CCG on 10 May 2016 and the Shropshire CCG on
29 June 2016. The letter of support can be seen in Appendix 2a. There were a number of caveats
associated with the approval of the SOC, which are detailed below with the Trust’s response.

Lead Comments

Sustainability of Clinical Model
Organisation

Further clarification to provide assurance on inter- SATH All progressed in the development of the OBC. Clinical
dependencies of clinical specialties and the levels of interdependencies mapped. Workforce and facilities developed in
workforce and capital investment required response to patient need and clinical linkages.

CCG commissioned external review of Option C2. Best practice
guidance used in modelling and service and workforce redesign

[y
N

= b =
-

Further clarification around the clinical linkages on SATH

el e e s fe o em e s Clinical linkages progressed and explained within the OBC

w

Clarification on the proposed repatriation including SATH QIAs developed and included. Repatriation in line with STP
Quality Impact Assessments

Community Fit

2.1 Given the inter-dependencies of Future Fit and STP/Future Fit Neighbourhood workstreams within the STP (formerly Community
Community Fit, the CCGs need more assurance of the Fit) progressing the development of the service offer.
viability of these assumptions Sensitivity analysis undertaken in the development of the OBC for

delays in delivery on the acute facility requirements.

The CCGs require completion of sufficient further work STP/Future Fit
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

As 2.1

Activity Assumptions

The CCGs require detailed sensitivity analysis on the SATH Sensitivity analysis undertaken and included in the OBC
assumptions used, to be completed through the OBC
process

e
N

Community and/or primary care alternatives to acute care

The SOC has been built upon the activity modelling and uses a set of assumptions for the proposed activity on each site, plus a level of shift in
activity away from the acute sector

These assumptions also need thorough testing through SATH
the OBC process, including the application of a Sensitivity analysis undertaken and included in the OBC
sensitivity analysis.

I
-

» » 3
[ )

This would also need to include the potential impact on SATH Forms part of the work within the STP and the development of
primary care and community services in a range of the Neighbourhood models

activity shifts, together with an analysis of the change Financial analysis included within the OBC and relevant elements
in financial flows away from the acute sector that will included within the OBC

enable this activity transfer to take place

There is also a need to quantify the impact on SATH Commissioners led Task and Finish Group established to progress
ambulance service provision this work.
Discussions held with WMAS regarding the clinical model and
approach to pathway progression.
All discussions to include WMAS, WAS and MSL

Further test the detail around SaTH’s ambition to Forms part of the work within the STP. Levels adjusted since those
repatriate a level of activity from other providers detailed in the SOC reflecting on-going clinical conversations
(£8m)
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5.1

Affordability of the SOC needs further testing, including SATH/FF
the assumptions around investments and efficiency

savings and should be supported by robust sensitivity

analysis

Developed and included in the OBC

During the development of the detailed OBC the FF Office
programme team will report to the Programme Board

and to each organisation’s governing body on a

monthly basis on progress of work to clarify the areas

of concern outlined in this letter, with escalation to

each organisation’s governing body for review, where

assurance cannot be provided for:

* The viability of the proposed acute clinical model
from the Clinical Senate.

* The viability of the proposed and corresponding
Community Fit proposal from the Clinical Senate.

* Reliability of assumptions about the anticipated
demand and capacity levels; and anticipated activity
shifts via the sensitivity analysis.

 Reliability of assumptions that the proposed models
for acute and community services are financially
sustainable via sensitivity testing.

Table 5: Responses to caveats raised in Letters of Support from CCG’s

Governance in place and described within the OBC and STP.
Clinical Senate review undertaken

Neighbourhood work progressing within the STP

Sensitivity analysis undertaken and included in the OBC



2.2 Trust vision and objectives

The Trust is currently in the process of launching its revamped organisational strategy and vision for
the future.

The strategy sets out a vision for Shropshire, Telford & Wrekin and mid Wales to be the healthiest
half million people in the world and also outlines how the organisation has begun a journey to
provide the safest and kindest care in the NHS. The organisational strategy is made up of six different
levels.

PATIENT
FAMILY

VISION

THE SAFEST, KINDEST
CARE IN THE NHS

MISSION

HEALTHIEST HALF MILLION
POPULATION ON THE PLAMET

LEADERSHIP

INNOVATIVE AND INSPIRATIOMAL
LEADERSHIP THAT DELIVERS QUR VISION

OUR PEOPLE

VALUES INTO PRACTICE

| I | 1 1
| HAPPEN | ! RESPECT !

Figure 1: The Trust’s Organisational Strategy

Stage One: Trust Values — Proud To Care, Make It Happen, We Value Respect and Together We
Achieve. The Values were developed by staff and patients and represent the ethos of the Trust and
what truly matters within the organisation; driving behaviours of honesty, integrity, kindness and
courage.

Stage Two: Our People — the achievement of this strategy is as important as what is delivered every
day. Staff are recruited having demonstrated the Trust’s values. The values also form the basis of all
staff annual appraisals and in practice will support consistent behaviour throughout the organisation.
The Trusts also aspires to become a learning organisation and achieve University Teaching Status (as
a system approach)

Stage Three: Leadership Developing our Leaders — this will be achieved through the empowerment
of staff, recognition of exemplary and inspirational leaders who are at the forefront of change and
innovation. Creating a brighter future together will be achieved through the redevelopment of
hospital sites, the development of Centres of Excellence, integration of care delivery, the use of
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technology and investment in the workforce through the development of the Transforming Care
Institute (TCI).

Stage Four: Our Mission Statement — developing a one system approach through a shared vision and
purpose that will be delivered by Neighbourhoods, managing demand together, working together
and investing in the population’s wellbeing

Stage Five: Our Vision — the Trust will be known for providing the safest and kindest care in the NHS,
designed around patient needs. The Trust will promote this way of working by removing duplication,
variation and inconsistency which can introduce risks and sometimes harm. The way this will be
achieved must reflect the caring, selfless nature the NHS was founded upon.

Stage Six: Patient and Family — the Trust is committed to becoming an integrated healthcare
provider working in partnership to achieve the healthiest half a million population on the planet. This
will be achieved by helping people to age well, putting patients first and delivering efficient, safe,
kind and reliable services. The Trust aims to be exemplary, encouraging innovation and change,
supporting the development of inspirational leaders through delivery of the vision, listening and
engaging with patients and families at all levels to make this happen.

Change will be delivered through the Trust’s partnership with The Virginia Mason Institute (VMI). The
organisation is learning about a LEAN methodology and the value it can bring to patients and staff.
This has developed into the Trust’s own Production System and will free-up staff to transform their
services and how care is delivered. The Transforming Care Institute has been established to capture
the learning, become the base for the Kaizen Promotion Office (KPO) team and celebrate the
innovations, ideas, changes and success the Trust’s teams are generating.

2.3 The Sustainability and Transformation Plan

It is widely agreed that in order for the NHS to continue to provide services for the future, changes
need to be made now. In 2015, organisations were asked to work together to produce Sustainability
and Transformation Plans (STPs) outlining how they are going to develop and deliver viable health
and social care services over an agreed area. This also includes proposals for improving services for
local people and making the most of advances in care and in technology.

The following organisations form the Shropshire Telford & Wrekin STP and have been tasked with
improving the local health system:

= Shropshire Clinical Commissioning Group

= Telford & Wrekin Clinical Commissioning Group

= Shropshire Community Health NHS Trust

= The Shrewsbury and Telford Hospitals NHS Trust

= Robert Jones & Agnes Hunt Orthopaedic Hospital NHS Foundation Trust
= South Shropshire & Staffordshire Foundation NHS Trust

=  ShropDoc

= Shropshire County Council

= Telford & Wrekin Council

=  Powys Teaching Local Health Board
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The challenges the local health economy face are similar to those being experienced across the
country. Demand on services continues to rise and outstrips the available funding, putting pressure
on all services, especially hospitals, GP practices and social care. It is widely known that the elderly
population is increasing, many having more than one long-term health condition, which creates a
greater need for certain services. An additional challenge in the provision of health care with in
Shropshire and mid-wales is the numbers of patients that live in remote rural settings.

The local healthy economy can no longer continue to provide the healthcare as it does now. As well
as being unable to provide the integrated pathways of care that all organisations aspire to, there is
simply not enough money available to fund the existing configuration of services.

The STP members are working together to identify how £74 million could potentially be used
differently and more effectively to improve services for the local population. Collectively they are
developing proposals to ensure people get the best treatment — whenever and wherever they need
it. This involves looking at how existing services can be provided differently and how patient
information can be shared to improve services.

The STP has identified that the cause of poor health originates from the communities thus providing
the focus for the plan, through supporting people to lead healthier lives, promoting self-care and
therefore relieving pressure on the healthcare system.

2.2.3 Neighbourhoods

The STP focuses on smaller areas called ‘Neighbourhoods’ as the basis of the model for addressing
and preventing ill health and promoting the support that local communities already offer. There are
11 neighbourhoods within Shropshire and four neighbourhoods in Telford and Wrekin.

These neighbourhoods would be used as the basis for providing health and care services for people
who need the support of primary care professionals such as, GPs, social workers, community nurses,
therapists and mental health workers working together to provide a consistent range of services at a
local level. These Neighbourhood Care Teams would be the first port of call for people with Long
Term Conditions (LTC) for example, patients with diabetes. The aspiration being that 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.

2.2.4 Acute Services

For those patients that do require treatment by the acute sector, the STP is supportive of the
proposed clinical model detailed in this document The aim is to improve the outcome for patients by
using consultants and other resources most effectively. All organisations with in the STP have agreed
to work together to make sure the STP works in the best interests of local people. The STP believes
that through a system wide approach to the integration of services would deliver clinical
improvements and make the experience of using services better for patients.

There is a commitment from all organisations within the STP to work together to reduce duplication,
freeing up resources to consistently provide the best possible care. Working together in this way
across NHS, social care and the voluntary sector will ensure the best outcomes for the people of
Shropshire, Telford & Wrekin and mid Wales.

18



2.4 The Shrewsbury and Telford Hospital NHS Trust

SaTH is the main provider of district general hospital services for around half a million people in
Shropshire, Telford & Wrekin and mid Wales.

2.5 Services and Activities

The majority of the Trust’s 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. Following recent service reconfigurations,
inpatient adult Surgery (excluding breast) is provided at RSH, with Women and Children’s Services
(consultant-led obstetrics, neonatology, inpatient and day case paediatrics and inpatient Women’s
Services), 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 Trust is challenged with
duplicate costs and inefficiencies inherent in many service structures.

A&E
Outpatients
Diagnostics

Inpatient Medical Care

S s

Critical Care

S e

Inpatient head & neck surgery
Inpatient acute and elective surgery

Surgical Assessment Unit

x

Ambulatory Care
Inpatient women & children

Outpatient children

AN N NN

Children’s Assessment Unit
Inpatient Oncology Care

Midwife-led maternity services

DN N N N

Day case surgery and procedures
Elective Orthopaedics

Orthopaedic Trauma

DN N N R
*
x

Breast Surgery

Table 6: Services delivered at RSH and PRH

*RSH activity is provided by Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation Trust

Alongside services at PRH and RSH the SaTH provides community and outreach services including:

= Consultant-led outreach clinics (held in Community Hospitals and the Wrekin
Community Clinic at Euston House, Telford)
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=  Midwife-led units at Ludlow, Bridgnorth Community Hospital and RJAH in Oswestry
= Renal dialysis outreach services at Ludlow Hospital

=  Community services including midwifery, audiology and therapies

= During 2015/16 the Trust saw:

= 49,284 elective and day case spells (3.9% increase on 2014/15)

= 49,229 non-elective inpatient spells (4.4% increase on 2014/15)

= 7,698 maternity and transfer spells (7.7% increase on 2014/15)

= 412,387 outpatient appointments (2.6% increase on 2014/15)

= 107,946 accident and emergency attendances (this does not include RSH Urgent Care
activity of 13,151)

A full analysis of SaTH’s patient activity for 2015/16 is provided at Appendix 2b

2.6 Workforce

The Trust employs approximately 5,100 staff as summarised by staff group in the table below:

Workforce Category WTE

Medical and Dental 611
Administration and Estates 992
Healthcare assistants and other support staff 1116
Nursing, midwifery and health visiting staff 1555
Nursing, midwifery and health visiting learners 26
Scientific, therapeutic and technical staff 555
Healthcare science staff 269
Total 5124

Table 7: Summary of 2015/16 Workforce Whole Time Equivalents (WTEs)

The Trust has an ageing workforce profile. This consists of over half of all nursing and midwifery
registered staff, over 20% of medical and dental staff, over a quarter of Healthcare Scientists, a third
of Administrative and Clerical staff and over half of estates and ancillary staff being eligible to retire
within the next 10 years.

2.7 Finances

SaTH turnover for 2015/16 was £326.5m of which income from patient care accounted for £304m.
The majority of the clinical income came from the following three largest volume commissioning
bodies:

= Shropshire CCG (Income £124.7m, 41%)

= Telford and Wrekin CCG (Income £88.9m, 29.2%)

= NHS England and Specialised Commissioners (Income £51.7, 17%)
Of the remainder of clinical income:

= 11.8% came from other commissioning organisations, including Welsh commissioners
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= 1% came from ‘other clinical income’ which consists of income from private patients,

overseas visitors and the NHS Injury Cost Recovery Scheme

A summary of the Income & Expenditure (I&E) position is shown in the table below:

T T

Income:
Patient Care
Education, training & research
Other revenue
Total Operating Income
Expenditure:
Pay
Non-Pay
Depreciation & Amortisation
Clinical Negligence
Impairments
Total Operating Expenses
Surplus/(deficit) for the financial year
PDC payable

Retained surplus/(deficit) for the year

Table 8: SaTH Income and Expenditure 2015/16

For reporting purposes the following are excluded:

T T

Impairments relating to plant, property and equipment
Adjustment in relation to donated asset elimination
Surplus/(deficit) at year end

Table 9: Income & Expenditure exclusions

304.0
12.3
10.2

326.5

226.3
90.9
8.2
10.1
16.7
352.2
(25.7)
5.3
(31.0)

16.6
(0.2)

(14.6)

21



2.8 The Estate

Full details of SaTH’s estate are contained within the Trust’s Estate Strategy which has been updated
to reflect the findings of the six facet estate surveys, completed in the latter part of 2015 by Property
Surveyors Oakleaf and NIFES.

A summary of the survey outcomes and the approach to deliver a new estates strategy is attached in
Appendix 2c.

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:

= 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 replace 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

= A new Women’s and Children’s Centre was opened in 2014

= 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

2.9 Estate Condition

Six facet estate surveys were completed in the latter part of 2015 by Property Surveyors Oakleaf and
NIFES. They were commissioned to undertake assessments of respectively the Royal Shrewsbury
(RSH) and Princess Royal (PRH) Hospitals to establish the condition and performance of the existing
estate. The six estate facets assessed were:

=  Physical Condition
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=  Functional Suitability

=  Space Utilisation

= Quality

=  Statutory Compliance (Fire and Health & Safety requirements)
= Environmental Management

Each facet was broken down into building systems and fabric elements, plus comments included in
the reports about any significant issues noted within each block to give context to the backlog
findings. Each element was then given a grade of A (as new) to D (life expired and/or serious risk of
imminent failure). Where assets had a remaining life assessed at less than five years then a cost
estimate was provided to either repair or replace the item (backlog).

As part of the surveys the backlog maintenance cost to bring the estate assets that were below
condition B in terms of their physical condition and/or compliance with mandatory fire safety
requirements and statutory safety legislation up to condition B (sound and operationally safe) were
identified. All of the backlog condition surveys were based on the approach described in the
Department of Health’s ‘A risk-based methodology for establishing and managing backlog’ (2004).

Costs to replace, remove or upgrade assets that already met condition A or B criteria, for example for
modernisation or best practice purposes have not been classified as backlog.

A summary of the key estate asset information is shown below in the table below:

Gross Internal Area (m?) 46,765 61,400 1,477 109,642
Net Book Value (Em) 82.0 78.2 4.0 164.2
Capital Charges Relating to Buildings (Em) 5.7 5.5 0.3 11.5
Total Backlog (Years 0-5) (Em) 20.3 83.2 0.4 103.9
Functional Suitability Backlog (Em) 7.0 62.3 69.3

Table 10: Summary of SaTH Estates Data — September 2015

Table Notes: 1. Offsite area comprises the Queensway Decontamination Unit and some Business Support Departmental
space within the Shrewsbury Business Park. 2. All backlog costs (unless otherwise state) are expressed as ‘gross’ works
costs (that is the base cost to undertake the works, plus a 50% uplift to cover costs such as VAT, Consultants fees,
decanting and temporary services. 3. NBV and Capital Charges as at 1st April 2015.

Tables 7 and 8 below provide a summary of the proportion of the facilities (at each of the main sites)
graded between condition ‘A’ (excellent/new) and condition ‘D’ (life expired/unacceptable), with
condition ‘B’ generally acknowledged to be a satisfactory standard.
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Ratings and % of Total GIA

Estates Facet (%) C

Physical Condition (%) 17 14 0 29
Statutory Compliance (%) 2 27 0 23
Quality - Environmental (%) 0 0 0 100
Quality - Amenity (%) 13 21 0 36

Table 11: RSH Facilities — Summary of Six Facet Estates Survey Assessment

D

Ratings and % of Total GIA

Estates Facet (%) A B C
Physical Condition (%) 4 64 9 23
Statutory Compliance (%) 0 99 0 1
Quality - Environmental (%) 0 100 0 0
Quality - Amenity (%) 0 86 0 14

Table 12: PRH Facilities — Summary of Six Facet Estates Survey Assessment

o O o o O

Table Notes: The data has been derived from the Oakleaf surveys completed in September 2015.0ver a five year

investment horizon the total backlog gross cost across both main hospital sites is estimated at £103.5m, which includes

£50.3m of items assessed as ‘high’ or ‘significant’ risk.

2.9.1 Clinical facilities and accommodation review

A multi-faceted review of our current clinical facilities and accommodation included input from the

Technical Team review, Six Facet Estates survey and a Clinical Review. The conclusions drawn from

these series of reviews were unanimous in their poor opinion of much of the existing ward

accommodation. A number of wards at PRH and the main ward block at RSH (levels 3 —

need substantial investment to prolong their continuing use.

Key issues identified within the patient environment following review included:
General ward areas

= Small bays resulting in poor privacy and dignity outcomes

= Lack of side rooms for end of life care, isolation and privacy and dignity

= Poor ventilation and air handling throughout the wards

= |nadequate storage areas for equipment on the wards

= Lack of quiet rooms for confidential discussions with patients and their families
= Insufficient numbers of toilets and bathrooms on all wards

= Unacceptable levels of noise impacting on the patient experience

= General poor level of décor and routine ward maintenance

5) would
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Theatres

= Across both sites, 13 of the 21 operating theatres require refurbishment to bring them
up to current standards i.e. operating lights, air handling systems, equipment storage,
shared anaesthetic rooms and the general size of two theatres (10 & 11) have rendered
these unusable for all but a small number of procedures.

The Trust is advised that to provide accommodation that complies with current standards and
patient expectation; future investment would be better spent on new facilities. The current
constraints within the existing ward block for example include space, if converted to comply with
current regulations the bed capacity on each floor would reduce dramatically and result in the need
to build additional ward capacity in a separate location. Furthermore, the heavy refurbishment of
these areas would impact on the operational delivery of patient care during the period of works.

The delivery of the Sustainable Services Programme will allow the Trust to impact upon its backlog
maintenance with areas of the estate brought back up to ‘as built’ standard or replaced by new build.

All new and refurbished estate will be to modern standards which will provide an improved patient
and staff experience.

2.10 Workforce Challenges

2.10.1 Medical workforce challenges

Running duplicate services on two sites presents many workforce challenges and can result in a poor
employee experience for some of the Trust’s medical teams. This compounds an already challenging
recruitment environment and leads to difficulty in recruiting the right substantive workforce. The
Trust’s 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 Trust is unable to achieve Royal College guidance standards in many areas. With the current
staffing 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.

2.10.2 Emergency Department Staffing

The 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 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 the 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.

2.10.3 Critical Care Staffing

In Critical Care, the Trust’s staffing levels are again below the recommended standards. The core
standards require:
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= Care must be led by a consultant in Intensive Care Medicine
=  Consultant work patterns must deliver continuity of care

= |n general, the consultant/patient ratio must not exceed a range between 1:8 to 1:15
and the ICU resident/patient ratio should not exceed 1:8

= A consultant in Intensive Care Medicine must be immediately available 24/7, be able to
attend within 30 minutes and must undertake twice daily ward rounds

=  Consultant intensivist led multi-disciplinary clinical ward rounds within Critical Care must
occur every day (including weekends and national bank holidays)

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. The Trust is one of very
few 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. The second on call rota is
extremely challenging to cover and often relies on paying higher cost temporary staff or ‘acting
down’ of consultant grades. This can have a negative affect both the quality and financial agendas.

The 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.

2.10.4 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).

‘Involvement of a minimum 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
there is a comprehensive arrangement in place to provide days off in lieu”*

The 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.

2.10.5 Non-medical challenges

The 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

! Royal College of Physicians (2012)
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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 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.
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3 The Clinical Model

3.1 Clinical Leadership

The SSP is clinically-led. Key clinical leaders have been involved in all aspects of the planning and
development of the clinical model in its early phases as part of Future Fit through to the production
of the Outline Business Case. The names and titles of those key leads involved in the development of
the acute services are included in Appendix 3a.

3.2 Clinical Model Description

It is important that the clinical model developed for the Sustainable Services Programme is
consistent with the acute components of the agreed Future Fit model of care which are:

=  One Emergency Centre comprising:
= one Emergency Department
= one Critical Care Unit
=  One Diagnostic and Treatment Centre
=  Two Urgent Care Centres
= Local Planned Care (outpatients, diagnostics) on both hospital sites

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

= Align to the Future Fit activity assumptions;

= Address the Trust’s workforce challenges within emergency and critical care services;
=  Be deliverable;

= Be affordable to the Trust and to the local health system.

This led to the development of a proposal which would improve services for patients while also
tackling the service and workforce challenges facing the Trust. Achieved by having a single purpose-
built Emergency Centre, which would lead to:

= Better clinical outcomes with reduced morbidity and mortality;

= Bringing specialists together treating a higher volume of critical cases to maintain and grow skills;
= A greater degree of consultant-delivered decision-making and care;

= Improved clinical adjacencies through focused redesign;

= |mproved access to multi-disciplinary teams;

= Delivery of care in an environment suitable for specialist care;

= |mproved recruitment and retention of specialist’s medical and nursing professionals.

A balanced-site care model whereby patients would:

= Receive acute medical care within the Emergency Site;
= Benefit from planned care with defined separation from emergency care pathways;
=  Benefit from improvements in emerging shared pathways between all providers.

The case for such a care model is supported by recent service reconfiguration experiences within the
Trust:

= The reconfiguring of Women and Children’s 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;

= Consolidation of emergency surgery onto one site in 2012 has led to improved clinical outcomes.

= A single point of access for Acute Stroke patients was implemented in 2013, which has led to
improved clinical outcomes.
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The Sustainable Services clinical model has been developed through detailed work with clinical leads
and operational managers. The starting point for this was to define the essential clinical adjacencies.
In summary the following process has been followed:

= Activity analysis has been undertaken at a specialty, service and HRG level;

= Use of clinical best practice, benchmarking and a review of national guidance on emergency
clinical pathways and workforce has been undertaken;

= |dentification and prioritisation of essential clinical adjacencies.

In identifying the essential clinical adjacencies, senior clinicians considered current and future
patient pathways, and rated each service in terms of:

= The strength of its clinical relationship for patients to A&E and Critical Care respectively;
= The strength of its workforce relationship to A&E and Critical Care respectively.

The rating system used spanned a range from 1 (no interdependency) to 4 (immediate horizontal or
vertical adjacency required).

3.3 Clinical Pathways

At a high level, one of the primary objectives of the Sustainable Services Programme is the
simplification, clarification and re-mapping of patient care pathways. Diagram 1.0 illustrates the
extreme pathway complexities associated with the current configuration of services with parallel
services being duplicated across two acute hospital sites. The proposed configuration of services will
streamline and simplifying patient care pathways.

Emergency Site Planned Site

< Uncoordinated flow of patients > < Coordinated & cohorted flow of patients >

Figure 2: Current and future flow of patients

To support the development of the clinical model, key pathways have been reviewed and drafted by
the clinical and operational teams within each area; for example, Emergency Department, Urgent
Care Centre, Adult Critical Care and Emergency Surgery which can be seen in Appendix 3b.
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Following further clinical engagement internally and within Primary Care, concerns were raised as to
the potential risks associated with triaging patients to the right site at point of admission. As a result
it was agreed that there would be a single site for unplanned admissions which provides improved
patient safety and supports the emergency medicine workforce challenges.

Patient admitted to and treated
on the Planned Care Site

No
",

Is it a complex
planned
admission?

Patient remains on the
Emergency Site
(appropriateness to transfer
continually reviewed)

Isit a planned
admission?

Mo No
-
Patient admitted to the / ; e e Admit patient to
Emergency Site for either Is the patient / et the
clinically P patient live Planned Care Site

* observation in AEC (<12 hrs)
+  Admitted to a short-stay ward (<72 hrs)
= Admitted to a specialty ward

nearer to the
Planned Care
Site?

appropriate for for the remainder
transfer 1o the

Planned Care Site?

of their episode
of care

Figure 3: Patient pathway for the unplanned admitted patient

30



4 Assurance

4.1 Future Fit Programme Governance

The overarching Future Fit Programme is overseen by a multi-stakeholder Programme Board on
behalf of the Programme Sponsors and has authority to take all decisions relating to the
management of programme, with the exception of matters which are statutorily reserved to
individual sponsor and/or stakeholder bodies. The programme is led by a Programme Director who
is supported by a Senior Programme Manager and Programme Team.

To-date eight workstreams have supported the delivery of the programme deliverables as follows:-
=  Clinical Design
= Activity and Modelling
=  Workforce
= Finance
= Assurance
= Engagement and Consultation
®  Impact assessment
=  Feasibility study

A partnership approach is being employed by the Future Fit Programme Team and the SSP Team to
deliver the required programme outputs to timescale. Key members of the SSP are members of the
Future Fit governance structure to ensure co-ordination of the work programme to deliver the
agreed phases of the Programme.

4.2 Future Fit Programme Assurance Workstream

The Programme is supported by a number of Workstream groups, one of which is Assurance. The
purpose of the Assurance Workstream is to develop and ensure the effective implementation of a
comprehensive Programme Assurance Plan in order to provide assurance to the Programme Board,
sponsor Boards, the Joint Health Overview and Scrutiny committees (HOSC) and other external
parties regarding the governance, management and decision making within the programme. A copy
of the Assurance Workstream Terms of Reference and the Programme Assurance Plan are provided
at Appendix 4a and 4b.

4.3 West Midlands Clinical Senate Review

For significant service change, it is best practice to seek the advice of the Clinical Senate on proposals
in advance of any wider public involvement or formal consultation process or a decision to proceed
with a particular option. The Senate review involves assurance of the evidence provided by
commissioners against the Department of Health (DH) four tests and NHS England’s best practice.

The West Midlands Clinical Senate was asked to provide informal advice and expert ‘critical’
challenge to the service models being developed in the Future Fit: Shaping Healthcare Together
programme as part of NHS England’s Stage 1 assurance process in 2014. The Clinical Senate Review
panel concluded that there is an unsustainable health model across the Shropshire, Telford and
Wrekin’s health and social care economy which warranted a need for fundamental change and
improvement.

The panel agreed that the remodelling and redesign of the whole health and social care economy
should be commended and the approach taken reflects the scale of changes proposed and the
challenges faced. However, the Clinical Senate Review Panel also recognised clinical and financial
risks which required further exploration and clarification before the NHS England stage 2 review.
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Details of the key issues/recommendations of the 2014 stage 1 review panel are given at Appendix
4c.

The Senate undertook its Stage 2 review in October 2016. The review report was received in
November 2016. The panel reported its conclusions on each option and identified a series of
recommendations for further work as the programme progresses. The final report is attached
Appendix 4d.

4.4 NHSE Assurance Reviews

NHS England’s role in reconfiguration is to support commissioners and their local partners to develop
clear, evidence based proposals for service reconfiguration, and to undertake assurance as mandated
by the Government. NHS England operates a two stage assurance process:

= Stage 1 - a strategic sense check; and
=  Stage 2 - an assurance checkpoint

The date for Stage 2 Assurance is to be finalised.

4.5 Health Overview Scrutiny Committees (HOSC)

HOSC is a committee formed of members of the local authority with public representation with
delegated powers of oversight and scrutiny of the local health economy. They also have powers to
refer proposals to the Secretary of State on behalf of the Local Authority.

The local authorities in Shropshire and Telford & Wrekin have established a Joint HOSC which meets
quarterly. The Programme has been in regular dialogue with the Joint HOSC and responded to a
number of sets of questions posed of the programme by HOSC members. Details of the questions
and programme responses are provided in Appendix 4e. The Joint HOSC has been supportive of the
proposed model of care and the process of public engagement and communication the programme
has undertaken. Both Joint HOSC chairs were observer members of the Non-Financial Appraisal on
23" September 2016.

4.6 Internal Audit

An internal audit review of the governance arrangements in support of the Future Fit Programme
was completed in October 2016 as part of the 2016/17 internal audit plan for the CCGs. The internal
auditors view was that there has been a clear governance structure in place to support the
Programme but that there were some operation improvements required as a result of the Future Fit
governance arrangements being at a transitional stage into the STP governance arrangements.

A further audit was undertaken in November by Deloittes to review the following aspects:

= Review of the SSP Business Case focusing on the procedures put in place in respect of its
development and its supporting assumptions and financials;

= Review the assumptions and classifications underpinning the split of reconfiguration
spend and backlog maintenance spend in respect of the Project;

=  Perform benchmarking analysis on the Business Case to appraise the appropriateness of
the SSP Business Case; and

= Perform interviews with key stakeholders involved in the development of the SSP
Business Case to assess the project management arrangements in place.
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The full audit report can be found in Appendix 4e.

4.7 Future Fit and the STP

The Future Fit Programme governance structure has now been transitioned into the STP governance
structure which is overseen by a Partnership Board of Chief Officers from all NHS providers and
commissioners and the two local authorities supported by an Operational Group of Executive leads
from each of the 4 value streams and 6 enabling groups. (See figure 04 below) The Future Fit
Programme now comes under the remit of the Acute and Specialist Services value stream.
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Figure 4: STP structure
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5 Involvement, Engagement and Communication

5.1 Clinical Leadership and Staff Involvement

Involvement and engagement with Trust staff has remained high and to date; 55% of the consultant
workforce has been involved in detailed discussions which have been pivotal to the progression of
the programme. As mentioned earlier in section 3; key clinical leaders have been involved in all
aspects of the planning and development of the clinical model in its early phases as part of Future Fit
through to the production of the Outline Business Case. The names and titles of those key leads
involved in the development of the acute services are included in Appendix 3a.

Considerable engagement with all staff groups continues at a pace and a number of
groups/information sessions are well established and attended:

= Task and Finish Groups with clinicians, staff and operational teams
=  Weekly road shows

=  Clinical Working Groups

= (Critical Friends Groups

= Gossip Groups

= All clinical and non-clinical areas at both hospital sites have been visited with details of
the options, the key dates and information of how to get involved/get in touch

= Regular updates to the Trust Negotiation and Consultation Committee (TNCC)
= Regular attendance at Care Group Governance Boards

Further details on the engagement work to date can be found in Appendix 5a.

5.2 Communications, Engagement and Consultation

The Trust and the NHS Future Fit Team have carried out a robust programme of communications and
engagement on the Sustainable Services Programme with patients, members of the public,
stakeholders, partner organisations and SaTH staff.

5.2.1 Communications work to date

The Trust has utilised many methods in which to effectively communicate with patients and the
public about the progress of the project. These have included;

= development of the SSP pages on the Trust website

= aflyer containing full information about the programme

= advertisement in the local newspapers

= anewsletter to all local stakeholders (including GP Practices) and staff

= development of a project logo

= media releases used widely by the local media including radio and newspapers
= live radio interviews and phone ins with lead clinicians

= promotion of the project through social media

= updates of the projects progress issued to a wide range of groups including,
Healthwatch, parish/town/county councils, the Community Health Council,
schools/colleges/universities

= development of a comprehensive stakeholder engagement plan
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=  Chief Executive briefings with MPs and Assembly Members

5.3 Outcomes to date

The Trust’s messages reached 90,000 Shropshire Star readers and more than 150,000 readers of its
sister weekly titles, and a further 65,000 readers of the Oswestry Advertiser, County Times and
Whitchurch Herald. People were also to read them on local news websites including newspaper
websites, BBC Online and Shropshire Live. BBC Radio Shropshire has 92,000 listeners a week.

Newsletters and the flyer were distributed widely to more than 50,000 individuals via email with
more printed copies also distributed.

As a result of the communications and engagement programme members of the public, staff,
stakeholders and partner organisations have been made aware of the development of the
Sustainable Services Programme from submission of the Strategic Outline Case and how the
proposals improve the service for patients, as well as why change is needed.

As a result of the engagement programme with GP practice localities over recent months, GPs have
been made aware of the essential elements in the development of the Trust’s Strategic Outline Case,
how the proposal improves services for patients and how the development of the Outline Business
Case (OBC) will take the case for change forward. GP colleagues have been offered opportunities to
become involved in the development of the Outline Business Case and to share their ideas, thoughts
and experiences, to help make the OBC proposals a viable solution for service change.

The NHS Future Fit Team has raised local awareness, not only of the programme as a whole but more
specifically the reasons why local health services need to change. While in some cases most people
were aware of the plans to ‘close an A&E’ most people were not aware of why or believed it to be a
cost cutting exercise. In engaging with this wide range of stakeholders the team ensured, as far as
possible, that the case for change had continued to be outlined, that people were aware of the
proposals and that they would have the opportunity to be consulted during a 12-week formal
consultation period. A short promotional film has been produced to explain the case for change in
words of clinicians and patients. (Hyper link to be inserted when available).

In engaging with hard-to-reach groups the Future Fit Team have ensured that people are made
aware of the changes and that their specific needs will be listened to as part of the consultation. By
making connections now the team can go back to the groups during the consultation to ensure their
views are fed into the final decision-making.

The comments and views that have been gathered have also been a barometer of the local opinions
of the proposals. From listening to their feedback and utilising different methods of communication
the Future Fit Team has been able to develop different communications strategies, develop new
marketing materials and have been able to adapt their approach for different stakeholders. The team
will continue to do this throughout the period of engagement prior to the formal consultation. The
increased promotion and activity on social media means that the audience reach has grown
considerably and provides the team with a quick and easy way to engage with local people.

5.4 Proposals for public consultation

Work is now under way to develop a consultation document and a plan for the 12-week formal
consultation.

The consultation plan will be developed in partnership with key stakeholders of the NHS Future Fit
programme. An initial draft plan has been produced which will form the basis of a number of
workshops with stakeholders, utilising groups already in existence, such as the NHS Future Fit
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Communications and Engagement Workstream, which a number of our key stakeholders attend. The
draft plan will be a trigger for debate on what is missing and what doesn’t need to be included.

A number of engagement events have be held during September and October 2016 which involved
talking to members of the public about how they would most like to receive health-related
information, what local media they listen to/read, which social media channels they use and how
else they would like to receive information. This ensures that as many people as possible can access
the consultation and have an opportunity to have their say.

Focus groups will be set-up to involve members of the public to discuss the issues in more detail,
understand how hard-to-reach groups can have their say and what different communication
channels are used in different area/towns and villages. Wherever possible the events will take place
in communities, rather than at the Trust’s hospitals.

The consultation document will consist of a number of key documents and will be available, for those
that want it, in full. It will be made available in easy read and in a summarised document, making
sure the key messages are understood by all. The full document will comprise, amongst other
important documents:

=  Full case for change
=  QOptions appraisal

= |ntegrated and equalities impact assessment and the detail around the proposals

The summarised document will be the document that is more readily available, including all the
essential details so that people can make informed comments and suggestions to feed into the
consultation and ultimately be considered for the final decision on where services are sited.
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6 The Strategic Case

Acute hospital services provided by SaTH are of a good standard, recognised in the Care Quality
Commission report published in 2015. Most 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 the current hospital configuration is not sustainable due to the healthcare and workforce
issues including:

= Changing healthcare needs of the population now and into the future

= Quality standards that are required and that individuals and organisations aspire to
deliver

= A need for improved productivity and a reduction in inefficiencies (in line with the Carter
Review 2016 and the Trust’s work with the Virginia Mason Institute)

=  On-going developments in medicine and technology

=  Workforce changes in terms of skills, availability and training

In addition, there are a number of estates issues, including:

= Level of backlog maintenance
= Poor quality existing facilities

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

6.1 Healthcare and Workforce Need

A high level assessment of the heath economy’s service need against the health-service need criteria
identified within the NHS Trust Development Authority Capital Regime and Investment Business Case
Approvals Guidance for NHS Trusts is attached at Appendix 6a.

6.2 The Call to Action

Discussions and debate involving local clinicians, staff and many members of the public regarding the
current service provision was developed during the major consultation exercise undertaken in
November 2013 in response to the national Call to Action for the NHS. At this time, people started to
accept 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 outputs from Call to Action
can be found on the Future Fit website (www.nhsfuturefit.org). This marked a turning point in terms
of progressing a programme of works that would review and develop a new service configuration.

6.3 The Case for Change

Local clinicians, patients and members of the public who participated in the Call to Action recognised
the need to tackle two things: the real and pressing local service issues and challenges faced by
health services nationally that have an impact locally with the key challenge locally being workforce.
The issues and challenges identified in the Call to Action include:

=  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
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= Higher expectations

= (Clinical standards and developments in medical technology
=  Economic challenges

=  Opportunity cost in quality of service

= |mpact of accessing services

=  The quality of the patient facilities and the Trust’s estate

6.3.1 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 frailer people, often with multiple long-term conditions, to continue to live with dignity and
independence at home and in the community.

6.3.2 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.

6.3.3 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.

6.3.4 Clinical standards and developments in medical technology

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.

6.3.5 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.
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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 has a history of deferring the resolution of
structural issues. This has resulted in short-term or one-off fixes rather than making difficult
decisions in order to reach sustainable long-term solutions. As a result significant change to provide
services that are clinically and financially sustainable is required through innovative solutions.

6.3.6 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.

6.3.7 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.

6.4 Future Fit Clinical Model

As part of the Future Fit Programme a Clinical Reference Group (CRG) comprising fifty senior
clinicians and leads from health and social care patient representatives, met in November 2013
which began the discussions and debate around the whole system design principles. The CRG agreed
that there were three main area of health care delivery. These are:

=  Acute and episodic care
= Long-term conditions
=  Planned care

In taking the work forward to address the Trust’s immediate workforce challenges and the
identification and development of a potential solution for Sustainable Services, senior clinical leaders
within the individual Care Groups have come together within a structure of Clinical Working Groups
(CWG). A series of CWG meetings have been held which included the Trust’s key senior clinicians
(medical and non-medical; nursing; therapies etc.) and senior operational managers. The CWG
discussed the application of the Future Fit model of care to the immediate workforce challenges
faced by the Trust.

6.5 Sustainable Services Clinical Working Group Outputs

Building on from the work of the Clinical Reference Group (CRG) and progressing discussions around
the immediate workforce challenges, the Sustainable Services Programme potential solution remains
in line with the service principles set out within Future Fit.
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6.5.1 Acute and Episodic Care

Through application of the Future Fit clinical modelling to SaTH’s 2015/16 activity data nearly 65% of
the patients that currently attend the Trust’s A&E departments do not have life or limb threatening

illness o

r injury and could therefore potentially be seen and treated by the Urgent Care Service. The

remaining 35% of patients could be treated within the Trust’s single Emergency Centre (EC) as shown

in the figure below:

Attendances

| 115,771 |I

Pleasze nctethat the above assumes 3 FYE of the RSH UCC
Data Period October 2014~ September 2015
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Cther
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Urgent Care Centres

Figure 5: Emergency and Urgent Care Patient Activity Numbers

6.6 Constraints and dependencies

The con

1.

v~ W

straints and dependencies identified at this stage of the Sustainable Services Programme are:

Community service model development

Capital funding

Timeframes for implementation and on-going service risks

Development of IT and network infrastructure

Transformation of workforce and creation of new roles

Clinical leadership, engagement and availability of clinical teams to progress

Project and programme resource
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7 The Service Brief

7.1 Identification of Need

The service challenge facing the Trust requires the identification of the optimum solution by

balancing:

The clinical adjacencies essential for patients to access safe and high quality care; clinical
adjacencies are critical when considering the co-location of services such as Women and
Children’s and the Emergency Department; the firm view of the Trust’s clinicians is that
Women and Children’s and Emergency services need to be on the same site;

The workforce solutions that would ensure safety and sustainability in the medium and
longer term;

A configuration of services that will make sense and will be acceptable to patients and
the communities served by the Trust;

The need to find an affordable capital solution through appropriate scaling of the
amount of new build and refurbishments at both sites.

In developing the optimum service model, the Trust has been keen to take account of the latest best-

practice evidence base, and to learn from experience in other health economies. Best Practice

evidence has been incorporated into the planning and design, including:

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 — 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.

Trust managers and clinicians have also reviewed the experience of other health economies that
have adopted a similar model of care to that defined by the Future Fit Programme, most notably:

Northumbria — one Emergency Centre supported by three District General Hospitals and
six Community Hospitals, covering an area of up to 3,000 square miles; (Shropshire,
together with central and northern Powys, by comparison, covers an area of 2,700
square miles);

Dorset — one emergency site and one planned care site which also has unplanned
medical activity.

Following on from this, more detailed discussions with the wider clinical body within the Trust raised

concerns about three key issues:

1. Acute and unplanned medical patients being admitted directly to the non-emergency site (the

‘warm’

site — the Emergency Site being the ‘hot’ site):

The health system’s ability to deliver truly integrated and shared care pathways so that
the right patients go to the right site at the right time;

The need to maintain sustainability of acute medicine by having Ambulatory Emergency
Care on both sites;

The ability to recruit clinical staff to work on the ‘warm’ site.

2. The resultant need to provide ‘critical care cover’ across two sites, though many clinicians felt

that this 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.
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3. The safety and sustainability of any option whereby Women and Children’s services are located
apart from the Emergency Centre and Critical Care.

These concerns were shared by the Trust’s senior consultant body (Clinical Leads, Clinical Directors
and Medical Directors), who requested that further work to be undertaken to:

= Enable acute and unplanned medical patients to be admitted to the Emergency Site
only;

= Deliver Acute Medicine at the Emergency Site only;

= Reduce the number of patients on the Planned Care Site who may need critical care
intervention and/or transfer to the Emergency Site for their critical care needs;

= Enable the transfer of patients from the Emergency Site to the Planned Care Site after 72
hours (if clinically appropriate) for their on-going care and treatment. This model is
supported in the findings on an audit carried out in August 2016 on acute medical
patients. Please refer to Appendix 7a for the detailed audit report.

7.2 Service Briefs

The Future Fit Programme identified three main areas of health care delivery to which the detailed
models of care need to respond:

=  Acute and episodic care;
= Long-term conditions;
=  Planned care.

The Future Fit Clinical Working Group developed a detailed model of care vision for each of the
above three service areas, and went on to consider the application of the Future Fit model of care to
the immediate workforce challenges faced by the acute Trust. The Sustainable Services Programme
has been building on this work and a guiding principle has always been to ensure that any potential
solution remains in line with the service principles set out within the Future Fit Programme.

Planning assumptions were made as to which patients could be treated in the community and
prevent admission into the acute trust. These assumptions were termed as Phase one and Phase two
assumptions. These included:

= Phase one assumptions: relate to the changes in activity that can be expected as a result
of demographic growth and a reduction in activity resulting from various initiatives such
as Enhanced Recovery Programmes, the majority of which were deliverable as part of
QIPP.

= Phase two assumptions: relate to specific areas for activity reduction for ICS avoided,
LTC and public health interaction.

The Trust has identified further areas for consideration in the development of the model:

=  Reduction of patients that are Delayed Transfers Of Care (DTOC),
= |mplementation of 7 day working,
=  Consolidation of the workforce,

= |mplementation of Best Practice Tariff (BPT)

7.2.1 Urgent and Emergency Care

As a starting point for consideration of the models of care for urgent and emergency care, the
original Future Fit algorithm has been applied to the Trust’s activity data for 2015/16 to determine
whether patients need emergency or urgent care services. Part of this work involved the mapping of
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different elements of the casemix to different scenarios e.g. the level of diagnostics required or
whether the patient was admitted.

Examples of complaints/conditions to be treated at the Emergency Department that may be
potentially life or limb threatening may include:

= anaphylaxis
= stroke
= severe chest pain
=  multiple trauma
= compound fractures
= moderate burns
= poisoning
Examples of complaints/conditions to be treated within Urgent Care services are:
= sprains and simple fractures
= cuts and scrapes
= asthma
= Ear Nose and Throat (ENT) conditions
= scalds
= bites and stings

The outcome of this analysis has determined the suggested numbers of patients needing care in the
Emergency Centre or Urgent Care Service respectively. This has established that nearly 64% of the
patients that currently attend the Trust’s A&E departments do not have life- or limb-threatening
illness or injury and could therefore potentially be seen and treated in an Urgent Care Centre. The
remaining 36% of patients could be treated within the Trust’s single Emergency Department (ED) as
detailed in the diagram below:
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Allocation of 2015/16 A&E Attendances
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Figure 6: Allocation of A&E attendances between Emergency Centre and Urgent Care Centre

Thus, around 77,400 of patients seen in A&E during the twelve months from April 2015 to March
2016 didn’t need emergency care and under the new model would be seen in the Urgent Care
Service at whichever site they arrived. In other words, approximately 80% of patients requiring
urgent or emergency care will receive treatment in the same place as now.

7.2.2 Urgent Care

The Urgent Care Service (UCS) will be provided on each hospital site and, where co-located alongside
the Emergency Department, will be accessed through a single front door, though patient flows will
be managed separately from the ED. Patients will access the service as a ‘walk-in’ or via ambulance if
it is considered by paramedical 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 UCS will have access to diagnostics and, where appropriate, staff can draw upon the knowledge
and expertise of specialist clinicians within the ED and other departments in order to provide
patients with an efficient and seamless service. The UCS will be open 24 hours a day, 7 days a week.

The UCS will be provided by highly skilled Advanced Practitioners specifically trained in the delivery
of emergency care. As well as the advanced practitioners it is envisaged that a General Practitioner
with a specialist interest in emergency medicine will support the service. In the unlikely event that a
patient becomes critically unwell in the UCS the patient will be stabilised by skilled staff prior to
transfer to the Emergency Site.

People with mental ill health are much more likely to require emergency care; recent analysis has
shown mental ill health patients having 3 times more A&E attendances and 5 times more emergency
inpatient admissions in comparison to patients without mental health conditions. Conversely people
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with mental ill health had 3.6 times more potentially preventable emergency admissions than those
without mental ill health, these patients presenting with ambulatory care sensitive (ACS) conditions
that could be treated in more appropriate settings.’

Mental Health presentations can account for at least 20% of primary care attendances. The UCS
requires 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 SaTH UCS and to the Mental Health
Crisis Team. Both UCS’s will have access to a Mental Health assessment rooms that are compliant
with the relevant Royal College of Psychiatrics safety standards. >

An important operational principle will be the need to maximise the proportion of UCC patients to be
seen and treated within 2 hours, in line with Transforming urgent and emergency care services in
England, NHS England, August 2015. The capacity requirements in the UCC have been modelled on
this recommendation.

7.2.3 Emergency Department (ED)

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 UCS or Ambulance. The ED will also serve as
a Trauma Unit and will be co-located with a single Adult 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 such as the
Rapid Assessment Intervention and Discharge (RAID) team who will be able to assess appropriate
care requirements as part of the ED clinical team. Facilities will be collocated and shared with the
adjacent UCS 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 and have
the ability to provide single sex accommodation.

7.2.4 Ambulatory Emergency Care (AEC)

The Ambulatory Emergency Care (AEC) Unit located adjacent to the ED will be operational for 12
hours per day, and will allow effective implementation of the best practice tariff for AEC. The AEC
will support unscheduled care activity for those patients that require admission for no more than
twelve hours (both planned and unplanned). The AEC will also support a shift in activity flows for

2 Dorning, Davies & Blunt (2015)

® Central London Commissioning Group. Service Specification St. Mary’s Hospital Urgent Care Service 2015.
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patients who currently stay between 13 and 72 hours through the successful implementation of Best
Practice Tariff (BPT) for example the treatment of DVTs.

7.2.5 Critical Care

The Critical Care Unit will bring together all adult critical care capacity for the Trust, 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.

7.2.6 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 of more than twelve 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 seven 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 can be transferred to receive on-going care in an
appropriate environment that meets their clinical needs. This model of care is demonstrated in the
patient stories below.
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Patient Story 1: Emergency Admission

Gwyneth is a 78 year old lady living on her own with Dementia. She has had a fall at home and
her neighbour calls 999 for assistance. When the paramedics arrive Gwyneth is found at the
bottom of the stairs, she has a laceration to her hand and head. She is confused and appears to
have a left sided weakness. The paramedics decide to take her to the Emergency Department on
the Emergency Site as they suspect she has had a TIA.

Existing model of care: On arrival to the A&E department Gwyneth is asked to wait on the trolley
in the corridor of ‘majors’ as there are no spare cubicles. Gwyneth waits some time to see a
doctor at which point it is decided she needs to have an x-ray and a CT scan. Following this she
returns to her ‘space’ on the corridor where she is advised that she has fractured her hip and will
need surgery. The department is very busy and noisy and Gwyneth is becoming increasingly
anxious.

Due to a shortage of beds Gwyneth has to wait for 5 hours in the A&E department before she can
be transferred on to the Surgical Ward. On the ward she is advised that they will try and operate
as soon as possible, this takes up to 48 hours. During this time Gwyneth is unable to mobilise and
is on a busy surgical ward. She has no window to look out on and starts to become more
confused. Her pain levels are high and she starts to show signs of depression and anxiety.

Following surgery she has rehabilitation and mobilises well. However Gwyneth is struggling to
sleep due to the noise levels and is not eating as well as she normally does. The family speak to
the nursing team and express their concerns that Gwyneth has lost her confidence and they feel
that she may struggle when she gets discharged home. Gwyneth’s on-going care needs are
discussed and it is agreed that her dementia has advanced and that she is unlikely to be safe at
home. It is agreed that Gwyneth needs to be placed in residential care. Due to there being no
beds available in a care home she spends a further 2 weeks in the acute hospital even though she
has no medical needs. During this time she becomes more disorientated and distressed and has a
fall whilst trying to get out of bed. This requires a further hip operation which results in a longer
recovery time. By this point Gwyneth has been in the acute Trust for 4.5 weeks before a bed
becomes available in a residential home.

Gwyneth is now receiving medication to lower the risk of future TIAs and a potential Stroke and
has had a double hip replacement. However, her dementia has advanced considerably and she is
now unable to safely return to her home.

Future model of care: On arrival to the Emergency Department, Gwyneth is assessed in the Rapid
Assessment Area; she is referred for a CT scan and x-ray of her hips. She is diagnosed as having
suffered a TIA and has a fractured neck of femur. Gwyneth is transferred to the Orthopaedic ward
where she undergoes surgery on her hip that same day. Following surgery Gwyneth receives a
period of intense rehabilitation and on day three of her admission is recovering well. Due to her
frailty and dementia and her need for further rehabilitation to ensure she is stable on her feet, it is
decided that it is more suitable for her to receive her on-going care on the Planned Care Site.
Gwyneth and her family live between the two hospital sites but she opts to move to the Planned
Care Site as the wards are quieter and she will be able to recuperate with specialist support in a
quieter environment.

Gwyneth is discharged home on day 6 into her home with a full care package. She is delighted to
have been able to remain at home.
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Patient Story 2: Ambulatory Emergency Care

Stanley is a 65 year old man who is fit and well. He has just returned from visiting his daughter
and grandchildren in Australia. He has visited his GP as he is concerned that he has a painful
lower leg.

Existing model of care: Stanley is examined by his GP who suspects he has developed a DVT. An
ambulance is arranged to transport him to the AMU but due to bed capacity pressures Stanley is
diverted to A&E. He is examined by the Emergency Doctor and a D-Dimer blood test confirms the
DVT diagnosis. Stanley is then referred to the Medical Team and a medical bed requested; on
arrival Stanley is seen by the junior medic, cannulated and IV Heparin is prescribed and
administered by the staff nurse. Daily INR blood tests are performed to ensure that the correct
dose of Heparin is being prescribed and after 3 days Stanley is converted to sub-cutaneous
injections of Tinzaparin. After a further 48 hours once Stanley had mastered the technique of self-
administering these ‘blood thinning’ injections and he is discharged home.

Future model of care: His GP suspects that Stanley has a DVT and asks him to attend the
Ambulatory Emergency Care (AEC) Unit on the Emergency Site. The GP explains to Stanley that
the AEC provides same day emergency care to patients, where he can be assessed, diagnosed,
treated and go home the same day.

Stanley’s son drives him to the AEC and hands the receptionist a letter from his GP. Stanley is
asked to sit in a recliner chair where the nurse ‘admits’ him into the unit. Stanley then begins the
DVT pathway. The nurse administers an immediate dose of Enoxaparin followed by Doppler
ultrasound scan which confirms he has a DVT. Before Stanley is discharged home, he is given a
patient information and community Enoxaparin sheet which details his requirement to have 10
days course of Enoxaparin, along with a letter for his GP. This was all completed within 5
hours. Following which; Stanley returns home for his evening meal.

7.2.7 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.

For unplanned surgical patients who do not require admission to the Emergency Site, the Planned
Care Site will have a short stay surgical unit.
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Figure 7: Pathway for the admitted patient

7.2.8 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. Enhance recovery

pathways will facilitate proactive management and timely discharge.

Outpatients and outpatient procedures will be undertaken at both sites.
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Patient Story 3: Planned Surgery

Current Model of Care: Maciej is a retired 67 year old man who cares for his wife who has
dementia. He’s been suffering from hip pain for the past 2 years and referred to an orthopaedic
surgeon by his GP. At his outpatient appointment the surgeon recommended a total hip
replacement to which Maciej agreed.

Three weeks later Maciej received a letter offering him an appointment to see the Pre-operative
assessment nurse. During the Pre-Op assessment Maciej explained that he was on Warfarin for
Atrial Fibrillation so the nurse told him to stop taking this 5 days before his operation.

Maciej received a letter a few weeks later inviting him to come in for his operation. He arranged
for his daughter to come down from Scotland to look after him whilst he was recovering and
arranged for his wife to go into respite care.

On the morning of surgery, Maciej’s daughter took him to hospital where he was told his operation
had been cancelled due to emergency admissions overnight taking priority over planned
admissions. The hospital staff informed Maciej that he would be brought back in for surgery within
the next 28 days.

Maciej’s wife came out of respite care until he was due to go back in for surgery and his daughter
went back to Scotland where she had to arrange for additional leave when Maciej finally went in
for surgery.

Future Model of Care: Routine orthopaedic surgery is carried out on the planned care site where
orthopaedic beds are ‘ring fenced’ against all non-orthopaedic admissions. Following his
appointment with the consultant and pre-operative assessment nurse, Maciej was deemed
suitable for surgery on the planned care site and told to stop taking his warfarin 5 days prior to
surgery. Maciej received a letter 5 weeks later with a date for his operation. He arranged for his
daughter to come down from Scotland to look after him whilst he was recovering and arranged for
his wife to go into respite care. His daughter took him in to hospital on the appointed day and his
surgery went ahead without any problems.

7.2.9 Women and Children

The model for Women and Children’s services is based on that recently developed and effectively
implemented as part of the consolidation of services at PRH in 2014. Essential clinical adjacencies
have been identified between maternity, neonatology and paediatrics, and between women and
children’s services and the ED and critical care.
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7.3 Centres of Excellence

Clinical specialties including Bariatric, Breast and Cardiology have proposed sustainable strategies to
centralise their services on a given site. They aspire to create and develop Centre’s of Excellence
which will improve and protect services for patients in Shropshire, Telford & Wrekin and Powys. The
example set by the recent reconfiguration of Women & Children’s services to a single site has proved
to be successful in attracting a sustainable workforce and improving patient experience.

By following this model of service development, activity that is currently provided outside of our
county would be repatriated back to our local health economy.

7.3.1 Breast Service

Currently Breast activity at SaTH is required simultaneously across both sites which is proving
increasingly difficult to sustain in terms of personal and diagnostic support. Currently not all patients
with a suspected cancer who require an image guided biopsy can have it on the same day. This has
resulted in an inequitable service for some patients which is now unable to meet the latest 2016
NICE guidelines that stipulate that all biopsies should be carried out at the same appointment.

Anticipated increases in annual activity combined with capacity constraints necessitate the need for
redesign. The Breast Team’s vision for improving the Breast Service on one site will result in a more
effective and timely treatment of breast patients. This will also result in a more cost effective use of
resources with rationalisation of imaging equipment and reduction in servicing costs. Having a single
centre of excellence will improve patient experience, preserve the service and be attractive for
recruitment and retention of high quality staff.

7.3.2 Bariatric Service

The Bariatric service consists of a dedicated team committed to providing a quality service for their
patients. The demand for this particular speciality is predicted to rise significantly in the coming
years. This is an opportunity to develop further, improve patient experience and by offering an
attractive service and increase local market share. The team supports the centre being located at the
Planned Care site and propose that dedicated facilities are available for all facets of the patient’s
treatment.

Privacy and dignity is paramount in considering the patients’ needs, this includes appropriate
facilities and environment to enable the delivery of psychological and physical care.

7.3.3 Cardiology Service

The Trust currently provides a mirrored Cardiology in-patient services on both hospital sites. The
creation of an acute site through which all unscheduled admissions would be routed would allow the
Trust’s Cardiology services to be concentrated on one site. This would in turn unlock local access to
rapid diagnostic testing, therapeutic procedures and the creation of a Centre of Excellence for
Cardiology. The service would offer patients access to a local non-primary percutaneous coronary
intervention (PCl) service which would treat all but the most serious forms of heart attack. This
model whereby patients receive urgent revascularisation with PCl and urgent access to permanent
pacemaker implantation is a service development repatriating care closer to home.

These early and more definitive interventions would save lives, reduce morbidity and length of stay.
A shift from inpatient to day case activity will improve patient experience and expectation.
Admission avoidance with the creation of an Ambulatory Care facility would for example care for
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heart failure patients requiring a few hours in hospital to receive intra-venous diuretics and CT
coronary angiography patients who require beta-blocker administration prior to their scan.

This cohort of patients would experience a dramatic improvement in their flow through the hospital
as a result of rapid access to several appropriate Cardiology diagnostic/therapeutic procedures, all
available in close proximity to the single point of emergency admission. Repatriation of some PCl
activity from other regional centres will mean fewer bed days and transfers for patients out of
county.

7.4 Integrated Care

7.4.1 Implications for Other Services

For the models of care described above to work properly and to achieve maximum benefit, the
aspiration should be that all health and social care sectors are performing at ‘gold standard’ and that
appropriate investment is made in appropriate alternative service provision to acute hospital care.

It will be crucially important to avoid a situation occurring whereby gaps and shortfalls in service
provision in primary, community and social care sectors may be resulting in significantly greater
demand on acute hospital services, attributable to demographic and epidemiological change alone.
Thus, as identified in the activity modelling in support of the development of the Future Fit Clinical
Model, there are certain key service pre-requisites without which the changes described above will
not achieve maximum impact:

Public health related strategies, for example:

=  Obesity management initiatives

=  Smoking cessation initiatives

= Alcohol reduction initiatives

=  Maximising immunisation and vaccination rates

= |nitiatives to minimise risk of falls-related admissions

Strategies are dependent on provision of alternative providers, for example:

=  Proactive management of ambulatory care sensitive conditions

®  Frailty management

= Risk stratification / virtual wards

=  Provision of specific step-down pathways e.g. community stroke rehabilitation
=  Community rehabilitation and re-ablement services

= Comprehensive social care and domiciliary care support services

= Discharge-to-assess packages for domiciliary or care home discharge

=  Provision of mental health and dementia support services etc.

= Urgent care management in primary care

Provider or commissioner management strategies or operational policies, for example:

=  Procedures of limited clinical value policy

Ambulatory emergency care protocols in primary and community care
= Best practice day case and short stay surgery protocols

=  Best practice enhanced procedure pathways

Policies on Pre-Op length of stay
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7.5 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 Sustainable Services Programme, specifically
around Urgent and Emergency, Ambulatory and Planned Care.

7.5.1 Outcome evidence
The core element of the proposed clinical model is the Trust’s plan 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 patient’s 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 level of confusion and ‘chaos risk’ for patients, their families and staff alike. The
diagram below has been widely shared in the discussions and development of this OBC and is

recognised by staff and patients as a reflection of current patient flow:

Emergency Site Planned Site

< Uncoordinated flow of patients > < Coordinated & cohorted flow of patients >

Figure 8: Current and future patient experience and flow

This section will describe the new clinical model in terms of the benefits for patients in relation to
available evidence.

7.5.2 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

= |f an overnight admission is required, patients are seen, treated and discharged without
delay
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The diagram below illustrates the services that will be provided based on the patient’s clinical need:

Length of Stay Clinical Setting

0-4 hours Urgent Care Facility Emergency Department
0-12 hours Ambulatory Emergency Care

0-72 hours Short-stay wards

0 ++ hours Specialist wards Critical Care

Figure 9: Clinical setting and length of stay

7.5.3 What does the evidence show?

There are many benefits for patients in minimising the amount of time they spend in hospital with a
large body of supporting evidence. This section will explore the latest evidence in the organisation of
patient care.

Seeing patients in the right place

Ambulatory Emergency Care: Enables around a third of admitted patients to be seen, diagnosed,
treated and discharged within the same day to continue their treatment at home or in a community
setting®. A case study showed that 50 per cent of GP referrals for emergency admissions at
Nottingham University Hospitals Trust are now being rapidly treated and discharged on the same
day”, similarly SaTH activity shows that the opportunities for patients being treated without staying
overnight is also achievable.

Urgent and Emergency Care: the requirement for distinct pathways for patients with urgent care or
emergency care needs is supported by the plan to have a system that is safe and sustainable. This is
through the provision of an urgent care service that is highly responsive and delivers care as close to
home as possible. For those patients that have more life threatening illness or injury, it is essential
that they are treated in centres that have the right expertise, processes and facilities to maximise
prospects of survival®.

The current arrangement of the existing A&E departments has a combined workforce and facilities.
This, in conjunction with the facilities and hospital flow, creates a scenario where patients are waiting
longer than they should for their definitive care potentially having an adverse effect on their clinical
outcome; patients run a 43% increased risk of death after 10 days if they are admitted through a

4 Directory of Ambulatory Emergency Care for Adults, Version 5, NHS Elect, 2014/2015
5 DrJack Hawkins (2013)

6 NHS England, Transforming urgent and emergency care services in England, 2015
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crowded accident and emergency (A&E) department’. Waiting for admission in A&E is also
associated with significantly longer hospital length of stay®

Planned Care and Emergency Care: currently planned care and unplanned care are provided across
both hospital sites. Pressures within unplanned services impact daily upon planned care activity. This
means medical patients can be cared for within the ‘wrong’ ward for their needs and that planned
episodes of care are cancelled. Both or which have an adverse effect on the patient.

Patients that are being cared for in an area of the hospital that is not related to the speciality to
which they should be admitted, are classified as ‘boarded’ patients. There is a direct correlation
between an increased length of stay and the number of intra-ward transfers®. Boarding patients
makes it difficult to ensure they are seen by the right person at the right time as they are in the
wrong place. As well as an impact on length of stay, boarding has a statistically significant impact on
adjusted rates of mortality, emergency readmission and inpatient discharge timing®°.

Multiple patient moves within the hospital, particularly if it is an older patient, can increase length of
stay and stall patient flow. Research has found that patients can be moved four or five times during a
hospital stay, often with incomplete notes and no formal handover™.

From November 2015 to October 2016, SaTH cancelled 514 (25% of all cancelled operations)®
surgical procedures due to the unavailability of beds. Cancelling a patients operation often has a
negative impact on them and their family. Research has shown cancelled operations result in
significantly more complications and a lower quality of life in the long run. The most common
complications are depression, urinary tract infection, wound infection, and myocardial infarction®.
Furthermore, cancelling patients also challenges the organisations delivery of nationally defined
access targets.

The Royal College of Surgeons (RCS) recommends separating elective surgical admissions from
emergency flows through the use of dedicated beds. Separating the elective flow can result in a
separate culture around the unit focused on improving the elective stream, a more predictable
workflow, increased senior supervision, earlier investigation, earlier definitive treatment and better
continuity of care™.

’ Richardson (2006)
8 Liew & Kennedy (2003)
9 Blay et al (2002)
10 Boarding (2014)
11 Cornwell et al (2012)
12 Theatre cancelled operations database, SaTH
13 Magnusson et al (2011)
14 Royal College of Surgeons of England (2007)
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Seeing patients at the right time

One of the main challenges in seeing patients are at the right time within the Trust, in line with many
organisations within the NHS, is the flow of patients through the hospitals, patients being admitted
unnecessarily and delayed discharges. All of which contribute to poor flow.

A delay in prolongation of hospital stay after patients are deemed to be discharged from internal
medical departments is associated with increased morbidity and mortality, mainly during the first
surplus days of in-hospital stay. Efforts should be made to shorten such hospital stays as much as
possible®.

As well as patient flow improving access to theatres and wards, appropriate access to care for the
critically ill patient is vital. Current flow means on occasions patients that are appropriate to be on a
ward remain within the Critical Care Unit as there are no available beds for them. This reduction in
available capacity for acutely unwell patients may cause a delay; failure to admit to Critical Care in a
timely manner is associated with an increase in morbidity and mortality*®.

Intensive Care National standards advise discharge from Critical Care should take place within 4
hours of patients being declared medically fit to return to the ward"’. In SaTH between April and Nov
2016 over 330 patients have had to wait beyond the 4 hours to secure a transfer to a more
appropriate ward bed, 190 of this cohort had to wait over 24 hours to progress. This exposes the
recovering patient to greater physical and psychological harm, potential compromised same sex
accommodation standards and delays in their rehabilitation.

Patients being seen by the right person

As described in section 6 the current workforce model creates challenges in making sure patients are
seen at the right time by the right person for their clinical need. There is a strong body of evidence
to support that early review of patients by a senior decision maker can avoid unnecessary overnight
stays.

A key part of supporting the clinical model and the delivery of a medical service where patients have
access to the right person is the introduction a 7day medical workforce. Evidence shows that the
length of stay of patients admitted on a Monday or Tuesday is, on average, around 2 days shorter
than the length of stay of those admitted on Friday or at the weekend. Several of the factors that
contribute to unnecessarily prolonged lengths of stay are more pronounced at weekends, such as
variable staffing and service levels in hospitals and variable access to community services™.

!> Rosman et al (2015)
16 NHS Wales (2013)
17 Care Standards for Intensive Care Units, 2013
18 Keogh (2013)
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What’s wrong with being in hospital?

Much of the evidence supporting the clinical model acknowledges admission avoidance and reduced
lengths of stay. Whilst this benefits the health care system, minimising hospital admissions is of
great benefit to patients and their clinical outcomes. Hospitalisation can cause various problems for
patients including:

= hospital-acquired infections (HAI'S)

= confusion, depression and decline in mental function
= poor nutrition

= jncontinence

= inability to urinate

= |ack of sleep

= pressure sores

= falls

Health care-associated infections (HAls) cause considerable morbidity and mortality and also have
resource implications for the NHS. Prevalence studies indicate that about 20 per cent of patients in
hospital have infections and that nine per cent have acquired the infection during their hospital
stay™ . HAIs have been estimated to kill about 5,000 patients a year?® and in the UK it has been
estimated to cost the health service £1,000m per annum?.

Preventing falls: Older patients are at a greater risk of falling in hospital, and those that have fallen
once are at a higher risk of falling again. Although there are known approaches to reduce the risk of
falls in hospitals, there is variable implementation and changes in practices between and within
hospitals.

Reducing immobility: Bed rest was identified as being harmful to patient care and their ability to
recover as early as 1947%. Patients that are supported in staying mobile and repositioning are less
likely to have extended hospital stays and reductions in their independence.*

Reducing hospital-acquired infections: Healthcare-acquired infections (HAIs) can dramatically
lengthen a patient’s stay by an average of 9 to 10 days in hospital®.

Preventing urinary tract infections: Older people are more likely to be incontinent and develop a
urinary tract infection (UTI) in hospital from having a catheter inserted. Sixty per cent of UTls relate

19 National Audit Office( 2000)

20 NAO (2000)

21 Plowman et al (1998)

22 National Patient Safety Agency (2007)
23 Asher (1947)

24 Knight et al (2009)

25 Hassan et al (2010)
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to catheter insertion and catheter-associated UTIs extend length of stay by six days, increase
mortality®®, and increase the risk of developing pressure ulcers®’.

Preventing pressure ulcers: Having a pressure ulcer can result in an increase of hospital length of
stay by 4.31 days.?®

Improving nutrition and hydration: Patients malnourished on admission or who become
malnourished and/or dehydrated during their hospital stay have longer lengths of stay and are more
likely to be readmitted?;

Some patients are admitted to the hospital with a diagnosis not directly leading to functional
deterioration (e.g. pneumonia, urinary tract infection), yet they demonstrate a general decline in
function after a hospital stay. Recent literature reviews show that functional decline is one of the
most common negative outcomes of hospitalisation, with far-reaching consequences for the patient,
family, and health care system. More recent studies support these early findings, showing that
patients aged 65 and older often suffer from functional decline during and after hospitalisation.
Post-hospitalisation functional decline has been shown to be sustained up to one year following
discharge, and non-recovery to baseline functional status has been associated with increased risk of
institutionalisation, prolonged disability, and death (up to three years).*

A hospital stay can often precipitate or exacerbate dementia and episodes of delirium?!. Patients
who develop delirium have high mortality, institutionalisation and complication rates, longer lengths
of stay and are also at increased risk of institutional placement after hospital admission compared to
non-delirious patients®. Similarly, patients with dementia also have longer stays in hospital
compared to people without dementia admitted with the same medical condition, and are also at
high risk of decompensating®.

How can improved facilities enhance patient outcomes?

There is now widespread consensus that a hospital's physical environment can have a big effect on
patient outcomes and recovery times. Factors such as space, lighting, use of colour, acoustics, noise
levels, smells and the degree of control a patient has over their environment can all have an impact
on the wellbeing and mood of the individual®*,

A patient’s environment, especially in Critical Care can have a negative impact on patient outcomes.
Intensive care unit nurses must actively consider and manage the environment in which nursing

26 Rothfeld et al (2010)

27 All Party Parliamentary Group For Continence Care (2011)
28 Graves et al (2005)

29 Agarwal et al (2013)

30 Oliver et al (2014)

31 Tamara et al, 2009
32 Royal College of Physicians and British Geriatric Society (2006)
33 Alzheimer’s Society (2009)

34 Race (2012)
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occurs to facilitate the best patient outcomes. Critical Care design should incorporate access to
natural light and the outside environment to aid patient recovery and experience®.

A research review on the evidence based health care design confirmed the importance of improving
the healthcare outcomes associated with a range of design characteristics or interventions, such as
single-bed rooms rather than multi-bed rooms, effective ventilation systems, a good acoustic
environment, appropriate lighting, better ergonomic design, improved floor layouts and work
settings. It is now widely recognised that well-designed physical settings play an important role in
making hospitals less risky and stressful, promoting more healing for patients, and providing better
places for staff to work.*®

8 Capacity Modelling

8.1 Activity and Capacity Modelling - Introduction

The activity and capacity modelling to support the development of the Sustainable Services
Programme has built on that undertaken for the Future Fit Programme.

Within the Future Fit Programme, the Central Midlands Commissioning Support Unit (CSU)
supported the health system to develop a range of models to estimate future activity levels. This
modelling considered a widespread and inter-dependent programme of change across all sectors of
the health economy. As already outlined, many of the acute sector changes are heavily inter-
dependent on initiatives and changes to models of care in primary and community health and social
care sectors. For this reason, a summary of key aspects of the Future Fit modelling process is given
here.

Phase 1 of the Future Fit modelling estimated the levels of activity that the acute Trust and
Shropshire Community Trust might be expected to manage in 2018/19 taking into account
demographic change together with a range of commissioner activity avoidance and provider
efficiency schemes. Aspects of demographic change were also considered and modelled.

The range of commissioner activity avoidance strategies that were considered was based on subsets
of acute activity that commonly form the basis of commissioner Quality, Innovation, Productivity and
Prevention (QIPP) plans. The range of provider efficiency strategies considered was based on the
Trust’s and other acute providers’ Cost Improvement Plans (CIPs) in both elective care and urgent
care; the aim was to reduce the bed usage, as well as controlling the resource impact on outpatient
and A&E services.

8.2 Sustainable Service Activity and Capacity Modelling and Assumptions

The Trust’s projected future activity levels have been closely aligned to the Future Fit principles, with
the following significant modifications:

=  The baseline has been amended from a 2012/13 out-turn to 2015/16 out-turn;

35 Minton (2016)

36 Ulrich et al (2008)
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= |t has been assumed that the Future Fit Phase 1 model of care changes in respect of
commissioner activity avoidance and provider efficiency have been realised and included
in the 2015/16 baseline;

= Demographic growth of 1.25% per year has been modelled to reflect current and
expected future trends across inpatients and outpatients however, 5% per year has been
modelled across Accident & Emergency activity in line with the levels of growth the Trust
has experienced over the past three years;

= The mapping of activity to specific care settings reflects the Future Fit Phase 2 modelling.

The table below summarises the baseline and projected future activity for the Trust. Further detail
can be found in Appendix 8a.
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2015/16 Projected Demography projected less
Outturn demography

Elective day cases 43,777 46,582 2,805 43,777
Elective inpatients 6,494 6,926 416 6,510
50,271 53,508 3,221 50,287
Non-elective inpatients 49,456 48,389 3,169 45,220
Non-elective other 8,829 9,399 566 8,833
58,285 57,788 3,735 54,053
Outpatient first attendances 115,338 110,036 7,391 102,645
Outpatient follow-up 197,491 195,621 12,656 182,965
attendances
Outpatient procedures 99,626 106,010 6,384 99,626
412,455 411,667 26,431 385,236
A&E attendances 121,096 154,553 33,457 121,096

2015/16 Projected Demography projected less
Outturn demography

Elective inpatients

0 17 0 17
Non-elective inpatients 0 -37,629 0 -37,629
Non-elective other 0 0 0 0

0 -37,629 0 -37,629

Table 13: Current and future activity projections

Future capacity requirements were determined by applying a series of throughput and utilisation
assumptions to the projected future activity levels. A key principle has been the optimisation of
occupancy levels for each ward or bed pool to maximise throughput and efficiency while minimising
disruption and inconvenience at times of peak demand. The major throughput and utilisation
assumptions for each of the main areas are summarised below:

8.2.1 Urgent Care Service

=  UCS capacity required at both sites under all options;

= Separate facilities for adult and paediatric patients including clinical space and waiting
areas;

= Target > 98% see and treat within 2 hours;

= Average length of time a patient will require access to a cubicle is 45 minutes;
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Waiting area capacity for adult and paediatric patients based on an average of 1.15
hours wait;

Allowance for 2 visitors per patient.

8.2.2 Emergency Department

Separate facilities for adult and paediatric patients including clinical space and waiting
areas;

Target immediate capacity for > 99% arrivals;
Target maximum treatment time 3 hours;

Resuscitation average stay of 3 hours with 0% unavailability.

8.2.3 Ambulatory Emergency Care (AEC) / Clinical Decision Unit (CDU)

Best practice tariff pathways applied;

Average length of stay of 7.37 hours based on analysis of 15/16 activity data;
CDU, AEC and Unscheduled Care Day Case to operate as combined unit;

Mix of beds (8), trolleys and chairs;

AEC operational 12 hours a day over 365 days

CDU operational 24 hours a day over 365 days

8.2.4 Unscheduled Care beds

Short Stay Medical

72% occupancy for the short stay medical unit;

Up to 72 hours length of stay;

All other wards

89% occupancy;
A 50% reduction in DTOCs;

A reduction of 0.5 days in average length of stay due to the introduction of 7-day
working;

Beds available 365 days per year;
Specialty allocation based on HRG-level casemix analysis;

80% of patients from the Emergency Site with a planned length of stay greater than 72
hours that are clinically appropriate can transfer to Planned Care, of which 20% remain
on the Emergency Site to receive care closer to home.

8.2.5 Scheduled Care beds

Short Stay Surgical

65% occupancy, 365 days per year for the short stay surgical unit on the Emergency Site;

89% occupancy, 260 days per year for the short stay surgical unit on the Planned Care
site;

Up to 72 hours length of stay;
Excludes oncology and haematology patients;

Best practice tariff pathways applied.
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All other wards
= 89% occupancy;
= operational 5 days a week;
= specialty allocation based on Treatment Function Code;

= 80% of patients from the Emergency Site with a planned length of stay greater than 72
hours that are clinically appropriate can transfer to Planned Care, of which 20% remain
on the Emergency Site to receive care closer to home.

8.2.6 Women and Children’s beds

Based on reconfiguration of Women and Children’s services in 2014;
Postnatal capacity includes increase in transitional care beds in line with guidance.

8.2.7 Critical Care
Adult Critical Care
= Level 1, 2 & 3 pts managed flexibly within the bed pool;
=  60% occupancy based on a <1% turn away rate;
=  Demographic growth of 1.25% applied over 10 years.
Neonatal Critical Care
= Based on 2014 reconfiguration of Women and Children’s services.

In response to the issues set out previously; Trust clinicians have also been considering the optimum
balance of specialties and services between the Emergency Site and Planned Care Sites.

Through a review of the predicted acuity of patients, critical care activity and the application of the
single unplanned admission route, a bed base was established.

These modelling assumptions were tested through an audit of all medical patients within the Trust
on a particular day. The key audit findings showed that of the almost 300 medical patients audited,
84% required on-going care and were not planning to be discharged in the immediate future. The
overall percentage of patients that were suitable to receive their on-going care on the Planned Care
Site was 54% (n=162 patients).

% of pts not for imminent discharge
% of pts not for discharge that can transfer care to PCS 68 61 65
Overall % of pts that can transfer to PCS 55 53 54

Table 14: Audit of admitted medical patients August 2016

From this, it is clear that a very considerable proportion of the overall activity can be managed from
the Planned Care site.

8.3 Capacity Requirements

The table below summarises the projected UCS capacity requirements based on the assumptions set
out above:
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UCC Adult cubicles

UCC Children’s cubicles 4 4 8
UCC Adult waiting places 30 30 60
UCC Children’s waiting places 15 15 30

Table 15: UCC capacity requirement

The table below summarises the projected ED capacity requirements based on the assumptions set
out above:

_

ED Adult cubicles 27
ED Children’s cubicles 7
ED Resuscitation trolleys 8

Table 16: ED capacity requirements

The table below summarises the projected future bed capacity requirements based on the
assumptions set out above:

Short stay medical beds

AEC/CDU beds/trolleys/chairs 49 0 49
Other medical beds 254 147 401
Adult critical care beds 30 0 30
Short stay surgical beds 29 18 47
Other surgical beds 98 80 178
Day surgery and cardiology places 0 105 105
Women & children’s beds 96 0 96

Neonatology cots

Table 17: Bed requirements
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Thus it is projected that the optimum model of care for the future results in 64% of the total beds
being required on the emergency site, with 36% on the planned care site (though as summarised
above the balance of activity results in a very significant proportion of the overall activity remaining
on the planned care site).

All capacity modelling has been carried out in consultation with the clinical teams.

8.4 Better Care Better Value Indicators

The Better Care Better Value indicators are produced quarterly by NHS Elect to inform planning and
to inform views on the scale of potential quality improvements and efficiency savings in different
aspects of care. The indicator Reducing Length of Stay summarises the opportunity to reduce
inpatient length of stay over the median value for each casemix group by 25%.

As a measure of the scope for improving length of stay the indicator looks at the number of bed days
beyond the average length of stay for each of combination of Healthcare Resource Group, age, sex
and social deprivation. It assumes that a quarter of this figure should be an achievable level of
improvement, and expresses this as a percentage of all the Payment by Results bed days at the trust
with an associated productivity volume opportunity expressed in bed days.

The Trust has been performing well in recent years against this indicator as shown below (the
indicator value here is expressed as the percentage of all PbR bed days that could be saved):

Performance v Average Trend Analysis
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Figure 10: Performance v average trend analysis

The chart above shows that the Trust consistently has an ‘opportunity’ value of below 13%. This
compares with a national average of between 13.5% and 14%, while the peer group average (of
other local Trusts) has been at or around 16% in the last two years.

Despite the apparently more limited opportunity for SaTH for further bed day reduction suggested
by the national indicators, the Sustainable Services Programme has demonstrated that the proposed
model of care changes offer considerable further potential.
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8.4.1 Sustainable Services Programme Activity Projections

The Sustainable Services activity and capacity modelling included the following steps:

= Baseline activity for 2015/16;
=  Future Fit phase 1, amended to assume demographic growth of 1.25% per year;

= Future Fit phase 2: model of care changes, including significant developments in
integrated primary and community care services, long-term conditions admission
avoidance programmes in the community, and other improvements to the way
community hospital and healthcare services are provided;

= Estimated impact of 7-day working;
= 50% reduction in delayed transfers of care (DTOCs).

The projected inpatient bed days and the bed day impact arising from each of the above steps are

set out below:

Bed day Impact Total Projected Bed
days once this step is
applied
Baseline bed days (2015/16) 260,647
Phase 1 projected bed days: Demographic change (i.e. the ‘do +16,703 277,350

nothing’ position)

Phase 2 projected bed days -16,599 260,752

Future Fit model of care changes

7 day working -1,930 258,822
DTOC reduction: Reduction of 50% of DTOCs -12,658 246,164
Total projected bed day reduction as compared with Phase 1 -31,187

projected levels

Total % bed day reduction (compared with Phase 1 projected -11%
bed days)

Table 18: Projected bed day

Thus the Sustainable Services Programme is projecting that a total of 31,187 inpatient bed days could
be saved.

(NB Women & Children’s specialties, clinical haematology and oncology are excluded from the above
as separate assumptions have been made about these specialties).
8.4.2 Comparison of SSP Bed day Impact with Better Care Better Value Indicators

The Better Care Better Value indicator for reducing length of stay Q4 2015/16, converted to an
annual rate, suggests that there is opportunity for SaTH to reduce bed days by 28,963 (excluding
Women and Children’ specialties, clinical haematology and oncology).
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Therefore the projected net outcome of the SSP programme in terms of reduced bed days would

more than realise the total saving opportunity identified by current performance indicators. The

specialties offering the most significant opportunity are summarised in the table below:

Specialty Phase 2 7 Day DTOC Bed Total SSP BCBV SSP Bed day

Bed day Working day Bed day Volume Reduction as
Reduction Bed day Reduction | Reduction | Opportunity % of BCBV
Reduction Volume
Opportunity

Acute & General 13,034 1,930 14,964 14,831 101%

Medicine

Cardiology 1,168 1,168 1,617 72%

Gastroenterology 601 601 1,176 51%

General Surgery 722 722 2,380 30%

Trauma & 544 544 2,371 23%

Orthopaedics

Other Specialties 530 530 6,588 8%

DTOC (not 12,658 12,658

specialty-specific)

Table 19: Bed day opportunity

8.4.3 Theatre capacity

A sensitivity testing exercise was also undertaken to confirm theatre capacity requirements in
relation to existing provision across the two sites. This was based on a detailed analysis of data from
the Trust’s theatre management system combined with the Sustainable Services future activity
projections. Two scenarios were tested, based on 80% and 85% theatre utilisation respectively. The
analysis for both scenarios confirmed that projected theatre activity for each site can be managed
within existing capacity, with opportunities to increase throughput and extend operating hours at
some stage in the future if required.

8.5 Sensitivity Analysis

The acute plans are designed to manage future capacity on the assumption that patients that are
currently being seen in the acute trust will in the future receive care within the community setting.

Should the expected shift in activity not take place the size of the acute trust will need to increase to
accommodate the additional patients? The diagram below details the expected reduction in beds as
a result of the development of the community model.
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Figure 11: Bed Bridge 2015/16 — 220/21

The 2015/16 baseline of 808 beds is calculated by applying the existing actual number of adult
patients with in the general bed base (excludes Adult Critical Care) at the future planned occupancy
of 89%. In reality these patients are being cared for in day case wards, treatment rooms and not in
designated bed spaces.

As well as the shift in activity to the community there are internal efficiencies that SaTH will be
implementing. This relates to in the impact of 7 day working and the shift in activity from inpatient
beds to the Ambulatory Emergency Care setting. Is this is embedded within the SSP and future
operational plans it is fully anticipated that these changed will be delivered.

The table below quantifies the number of additional beds that will need to be provided with in the
acute trust if the community initiatives do not deliver the expected activity shift.

Future Fit Assumptions No of beds

Reduction of DTOC by 50% 41
Intermediate Care Service 17
Long term conditions 22
Health Prevention Interaction 17
Total 97

Table 20: Future Fit activity converted to inpatient beds

The capacity calculations to date have identified the need to provide 765 adult general beds. The 97
beds required to accommodate the additional activity not delivered in the community will need to
be provided as an additional 3 wards.
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The table below details the costs associated with this increase in bed provision.

Investment Cost

Cost of new ward 6.5 m
Staffing of new ward 2m
x 3 wards 25.5m

Table 21: Investment required to accommodate additional capacity

8.5.1 Mitigating actions

In order to accommodate the additional activity the following mitigating actions could be considered
by the Trust:

Hotel Ward

At any one time there are a considerable number of patients with in the Trust that do not have a
clinical need to be with in the hospital but are waiting for their care to be transferred to another
provider, i.e. community care. It was assumed that due to the investment in community services the
number of patients that will be classed as Delayed Transfers of Care (DTOC) will reduce by 50%.
Should this not be the case, due to the nature of the patients care needs they could be appropriately
cared for within a different environment to that of an acute trust?

Their needs could be successfully met within a ‘Hotel ward’ where staffing ratios are reduced to
reflect the reduced level of dependency of these patients. This would enable patients to be safely
cared for until they can be discharged in an environment more suited to their needs and at a less of a
cost to the health economy.

To reflect the clinical model it would be proposed that provision of this facility is provided on both
sites to support the clinical models commitment to where clinically possible care being provided
closest to the patient’s home. There will be areas of vacated estate on both sites within all options
where this specification of service could be delivered with a degree of refurbishment.

Community Hospitals

Those patients within close proximity to both acute sites do not have the ability to transfer care to a
Community Hospital, likewise other areas within the county do not have access to a Community
Hospital bed care due to lack of capacity. The Trust could consider their role in providing this ‘step
down’ care. Options are available to the Trust within their existing estates as to where a new build to
provide this model of care could be delivered.

Virtual ward

This model has been piloted previously by the Community Trust. Additional beds are commissioned
within existing residential and nursing home facilities. This would provide a service that is responsive
to the geographical needs of the patients. As the facility and staffing would be delivered by another
provider it can be implemented by the Trust with minimal initial investment and the capacity
provided can be easier adjusted to meet reduction in demand as community services develop.
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9 Neighbourhoods

9.1 Principles

Since its inception, the Future Fit programme has consistently identified a ‘shift’ of activity away
from the Trust. Originally modelled on 2012/13 activity, this shift was based on a reducing the
demand for acute services through the delivery of alternatives to hospital care or the prevention of
admissions. As described in section 08 Capacity Modelling, the future activity shift described above
has formed the basis for the future capacity requirements of the Trust in terms of beds, services and
workforce.

This work has been, and continues to be led and delivered by the Future Fit Programme Team in
partnership with the CCGs and the Community Trust. The Trust is committed to supporting and
responding to this work as it continues to develop.

9.2 Neighbourhood approach

Since the original Future Fit work and the concept of Community Fit, the STP process has emerged
and absorbed the Community Fit workstream creating three Neighbourhood workstreams
(Shropshire, Telford & Wrekin and Powys).

As one of the STP priorities, the plan to develop and implement a model for Neighbourhood working
is in response to evidence that the causes of poor health are rooted within communities. Therefore,
the solutions need to be community based. The programme of work being taken forward through
the Neighbourhood workstreams focuses on:

=  Supporting individual communities to become more resilient
= Supporting people to stay healthy
= Developing Neighbourhood Care Teams

=  The community bed review

This work programme uses the Buurtzorg model as its foundation. The principles of Buurtzorg are
focused around a need to:

= Build social value

=  Encourage innovation

= Deliver services and care that are person centred
=  Co-produce and adapt

= Enable and support

The Shropshire Community Trust is developing a long term plan to modify community service
delivery that reflects this new way of working.

The development of the community model and governance structure is represented in the diagram
below.
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Figure 12: Developing the new community model

9.3 Neighbourhood vision

The STP describes the vision for the Neighbourhood workstreams and is detailed in the extract

below. The detailed progress and position of each workstream is included in Appendix 9.
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Neighbourhood Workstream — extract from STP

The Health and Wellbeing (HWB) Strategy provides the vision: to be the healthiest, most fulfilled people in the
country. To achieve this goal we need to replace the ill health paradigm with wellness and deliver place-based
integrated health, care and community models that support independence into older age for the majority of
our population. Integrated technology and data moving freely across our system will support the placed-based
delivery models, backed up by an asset based approach and a one public estate philosophy which maximises
the use of community and public assets to the full.

These transformational changes will not only deliver better health outcomes for our communities but will
support an investment shift into prevention, maintenance, early detection and treatment and reduce demand
for secondary care provision, releasing hospital specialists’ capacity to focus on the acutely unwell.

This will only be achievable by working closely with our communities; by helping people take control of their
own health and supporting communities to develop social action and resilience. The rural nature of
Shropshire provides a potentially positive environment for the wellbeing of the people living and working in
Shropshire. This needs to be better valued and harnessed. Equally the rural nature of the county presents
challenges of access and delivery that are a significantly influencing factor on the development of the
Neighbourhood’s strategy and delivery.

There are already many services in place across Shropshire that are working towards the Neighbourhood
ambition. In particular, the Better Care Fund has seen closer working between the NHS and councils.
However, we think that we can go much further towards an integrated patient centred service.

Together, we have recognised the opportunities for creating new ways of delivering care and front line
services and also joining up social action, prevention activities and the currently fragmented care system to
develop a wellness focussed and person centred system for our local population. We are now developing
effective, collaborative relationships around this shared purpose that will enable us to move at scale and pace
to deliver fundamental change.

Our neighbourhood care model will remove existing barriers to integration and bring together primary,
community and mental health services and learning disabilities with local authority, voluntary and the
independent care sector to deliver the right care in the right place and maximise the efficiency and
effectiveness of local services. Our vision puts the needs of patients at the centre of our Neighbourhood
model. This will operate in a more efficient, focused manner, steering away from bed based services to a more
community centred style of care.

With the patient at the centre, together we will replace the transactional nature of care provision across
multiple teams and providers with integrated, flexible, responsive health and care teams, focussed on locality
priorities and needs, providing our communities with the optimal outcome in the best value care setting. Our
objective is to break down traditional boundaries between primary care, community and mental health
services through the development of the Multi-Specialty Community Provider (MCP) model of care within our
Neighbourhoods.

We will focus on prevention and wellbeing by promoting shared management and self-care, allowing patients
to continue living independently at home. We aim to move care out of hospitals to the community, wherever
possible, and enable better access to, and continuity of care by aligning primary, community, mental health
and care teams, breaking down the existing barriers and providing integrated solutions to deliver improved
health outcomes for our population. This will enhance clinical and service quality allowing more patients to be
managed in the community. These expanded multi-disciplinary and multi sector community-based team will
be complemented by the development of new clinical roles to coordinate care for people with frailty and long-
term conditions.
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9.4 Neighbourhood Workstream priorities
9.4.1 Shropshire

The Shropshire Neighbourhoods programme will aim to reduce demand on acute and social care
services by:

1. Building resilient communities and develop social action

2. Developing whole population prevention by linking community and clinical work — involving
identification of risk and social prescribing

3. Designing and delivering neighbourhood care models that provide alternatives to admission
to hospital through care closer to home

The Shropshire Neighbourhood model of care is shown below. This will deliver:

= Seamless service delivery across both place based and whole pathways of care with a
focus on prevention, early intervention and improved outcomes.

= |ntegrated health and care teams to support a flexible response to our communities’
health and care needs and ensure local service sustainability.

= Extended healthcare teams offering rotational opportunities for staff to work across
patient pathways and traditional service and organisational boundaries. This not only
supports recruitment, retention and career development for staff but also ensures
clinical service sustainability through a flexible workforce that can respond to variation
in demand and capacity.

=  Frailty management through cross-system mechanisms to support the frail to remain
independent and out of hospital including specialists integrated with out of hospital
teams to optimise patient care and ensure that patients are looked after in the most
appropriate setting including the community.

Planned Care

Step Down

Mental Health

Community Hubs
Community Teams

/I\ Social Care

Prevention Community Care Social
Programme Coordinators Prescribing

;4‘/ Voluntary and Community Organisations Self care
Pharmacy

Communities Peer Groups

Volunteering
Compassionate communities
Community Enablement Teams Assistive technology

Figure 13: Shropshire Neighbourhood model of care
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9.4.2 Telford and Wrekin
The Telford and Wrekin Model of Care is shown in the diagram below and aims to promote:
1. Community resilience

2. Teams working around the patient
3. Intermediate care

® O}

Support People in a Crisis

‘Right Care, Right Place’

)

' . §

Patients at the

Telford & Wrekin
Neighbourhood Care Teams Streamlined Care

‘Teams working around the Patient’ Robust Pathways

Figure 14: Telford and Wrekin Neighbourhood model of care

The approach to building neighbourhoods in Telford and Wrekin is through:

=  Building some prototypes around natural neighbourhoods
=  Optimising the total resource in the neighbourhood

= A community centred approach that increases access to community resources to meet
health needs and increase social participation

=  Supporting the development of strong neighbourhoods that can work collaboratively to
take action together on health and the social determinants of health

= Needs to be locally determined and accept there are a variety of drivers for change and
starting positions

= Incremental and organic change
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=  Support people properly to make the change (from front line staff to senior teams)

=  Empower a broader spectrum of people to support the transformation, rather than the
‘usual suspects’

= Ensure we are embedding the principle of improved patient experience as one of our
improved quality expectations

9.4.3 Powys
The Powys Neighbourhood workstream is based on three key achievements:

Radical realignment of resources to support community working already achieved.
Health Board resources now equally split between primary care, community and secondary care.
Secondary care activity at Shrewsbury reduced by 10% in 12 months

The Unscheduled Care programme is shown in the diagram below:
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Figure 15: Powys Neighbourhood unscheduled care programme

9.5 Supporting Primary Care

General Practice provides the building block for Neighbourhood Teams. Providing support is a
fundamental part of the model.

a) Objectives

= To ensure that patients have the knowledge, skills and confidence to manage their own
health and health care

= To develop active Patient Participation Groups (PPGs) to support practices to deliver the
Primary Care Strategic Priorities
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= To support new models for sustainable Primary Care - addressing inequalities by
attracting a multidisciplinary skilled workforce via a workforce strategy, to increase
patient access, supported by excellent IT infrastructure and Estate

= To ensure that Primary Care is resourced to identify and manage those health conditions
highlighted as a priority by public health and the increasing number of patients with
complex health conditions

= Promote and develop a culture of continuous improvement and shared outstanding
practise

= Develop a formal stakeholder communication and engagement plan to support the
delivery of the Primary Care Strategic priorities

= Develop a long term financial plan to support the delivery of the Primary Care Strategic
priorities.

b) Progress to-date

=  Formal quarterly reporting to Primary Care Committees

=  Primary Care Needs Assessment Undertaken

=  Review of all PPGs across the County

=  Shropshire wide Primary Care Workforce audit process commenced
=  Primary Care Estates Plan being progressed

=  Primary Care IT Roadmap approved

= Transformation bids submitted to NHSE to resource IT and Estates projects — outcome
expected early September 2016

= 12/17 practices in Telford and Wrekin are now working in 3 clusters/localities to secure
sustainability (5/17 practices are being offered individual practice support)

= The development of Practice clusters are being progressed in Shropshire
= National Practice resilience programme underway with the support of NHSE

= Practices have attended training sessions to understand their referral data better (via
the Aristotle system)

=  Shared learning from Care Quality Visits has commenced
= New Quality and Improvement assurance process has commenced

=  Primary Care Communication and Engagement Plan submitted for approval to Primary
Care Committee

=  Primary Care Financial plan approved by Primary Care Committee
=  Pilot for Social Prescribing outlined for approval

= Review of Primary Care Access in and out of hours has commenced

9.6 End to End Clinical Pathways

Six condition specific pathway multi-stakeholder task and finish groups have been developing ‘end to
end’ pathways from prevention through treatment to end of life (where appropriate).

The 6 agreed pathways are Respiratory (including Paediatric Asthma), Chronic Kidney Disease (CKD),
Diabetes, Heart Failure, Preventing Falls and Fractures and Frailty. As can be seen from the diagram
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below the pathways will describe the interventions to be delivered at each stage of illness
progression and where the responsibility for delivering those interventions will reside.

The pathway design is being framed around a set of guiding principles agreed by the Future Fit
Clinical Design Work stream as follows:-

End to end from prevention to treatment

Do only what is needed, no more, no less; and do no harm

Professionals routinely providing only the service which requires their level of clinical ability or
expertise

Put patients in control of their conditions, with a focus on preventing deterioration and
complications, avoiding crisis and preventing referral to more acute services

“Home is best”

Maximise the opportunities for innovation through use of technology

Support partnership care arrangements and smooth transitions for patients between clinicians,
settings and organisations

All clinical activity that does not absolutely need to be carried out in a hospital will take place in the
community

Funding will follow the patient to ensure that resource is in the optimal delivery setting

Maintain Early diagnosis, Condition stable, Condition unstable, End of life
wellbeing/prev treatment and maintenance and deteriorating, acute

ention (pre- care planning management crisis

diagnosis)

Pathways to define and describe what interventions are delivered by:

Self care/putting patients in control

Primary/community (generalists)

‘Specialist delivered in community
Specialist delivered in acute

Figure 16: End to End Pathway
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10 Building Requirements

10.1 Service Planning Assumptions

In planning the facility requirements, certain key service planning principles have been established by
the Sustainable Services Programme. These include:

= The emergency route in to the Emergency Site (UCS & ED) will be via a single door;
= Emergency and planned care activity to be separated from each other;
=  Ambulatory Emergency Care is provided on the Emergency Site only

= The balance of services across the Emergency and Planned Care sites has been agreed in
detail through ongoing dialogue with Trust clinicians. Some specialties, such as breast
surgery and bariatric surgery, are exploring how to develop their services on the Planned
Care site as Centres of Excellence; Cardiology is exploring the development of a Centre
of Excellence on the Emergency Site.

= C(Critical Care — physical capacity will be provided for 30 spaces; work is being undertaken
to establish the staffed capacity to be provided from day 1 of the new unit opening;

=  Any proposed solution must be affordable and deliverable

The proposed solution is being developed flexibly, and in line with the agreed Development Control
Plans for both RSH and PRH. This ensures that any new development will not compromise future
development, and the overall flow and movement of patients and staff through the hospital is
considered and improved.

The development is designed in a ‘modular’ way to allow the build to be delivered in phases to align
with the agreed delivery plan; and also to allow the Trust the option of procuring elements of the
scheme through alternative procurement methods and timeframes should this be required.

All of the new accommodation is being designed flexibly. This will allow for any potential changes to
service delivery in the future.

The building and estates solutions are included in the Trust-wide Estates Strategy (Appendix 2c) and

the Estates Annexe.

10.2 Facility Requirements

The definition of the Sustainable Services Programme baseline scope of work considers three specific
issues:

=  Firstly, the Service Drivers and their specific geographic disposition by defining what
services are to be delivered via the Emergency Care site and the Planned Care site;

= Secondly, the impact of specific ‘Estates Drivers’ - where pragmatic decisions have been
taken about retaining existing good quality facilities that can be managed via specific
operational solutions, and;

= Finally, the need to integrate specific backlog concerns and case for change programmes

10.3 Patient Area Standards

It is not considered that there will be any derogation at the level of OBC. It is anticipated that there
will be the potential development of some more specific derogations as the detailed designs are
developed which will be discussed and agreed with clinical and operational teams, at the time. In
principle, standard guidance will be followed as deemed applicable to the engineering requirements
of the project.
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Natural light and ventilation - The design of the building will incorporate window designs to provide
good natural daylight with large glazing areas which will also provide external views to all occupied
areas.

Window sizes will be chosen to enhance the level of daylight achieved in the rooms and will
incorporate a combination of solar control glazing and solar shading techniques to control heat gains
and glare to the space within the building. Careful attention will be given to window openings to
ensure effective air movement where rooms rely on natural ventilation for the introduction of fresh
air into the space.

Research has shown that access to fresh air and control of ventilation and the room environmental
conditions has a therapeutic benefit to patients, enhances the working environment for staff and
contributes to the wellbeing of all occupants. Thermal simulations will be carried out during the
design of the building to establish that adequate temperature control can be achieved using natural
ventilation. The simulations will also inform the window design in determining the openings required
to achieve the necessary levels of ventilation.

Computerise fluid dynamic simulations may be utilised in specialist areas to model the air flow
achievable through opening windows.

Areas where rooms are shown to overheat will be provided with mechanical ventilation and cooling
as appropriate to their use but where possible access to fresh air through opening windows will be
utilised, in some cases in support of the mechanical ventilation systems in a mixed mode
arrangement.

The benefit of introducing natural daylight and external views into clinical spaces such as Operating
Theatres and Critical Care should not be overlooked however windows will be sealed and incorporate
solar control to minimise cooling along with appropriate blinds to control glare

Zero discomfort from solar gain - where windows are provided which introduce good levels of
natural daylight there is a potential risk of the occupants suffering the ill effects of glare and solar
gains resulting in overheating and general discomfort. Solar gains will be controlled by a combination
of measures including;

Solar control glazing — This will be achieved through:

= Natural shading from recessed windows and overhanging eaves
=  Building orientation

=  External shading above the windows

= |nternal, or interstitial, blinds

= External planting of trees

Thermal simulations will be carried to establish the efficacy of the various solar control measures as
applicable to each room type and orientation and the optimum combination of measures selected.

Where the thermal simulations demonstrate that acceptable internal environmental conditions
cannot be achieved solely by natural ventilation and passive solar control further consideration will
be given to mechanical ventilation and cooling. Cooling may be achieved via the mechanical
ventilation system or the case of high solar or internal gains from occupants and equipment the use
of local cooling will be considered. Local cooling will be selected as appropriate to clinical and
infection control considerations within each space.

It is recognised, as with natural ventilation, control of solar gain by occupants enhances the feeling of
comfort and it important to recognise the need for blinds to control the thermal comfort but more
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particularly the incidence of glare with the space. In clinically sensitive areas interstitial blinds may be
required.

Building Information Modelling (BIM) - In accordance with the Government Construction Strategy,
the project will be delivered to BIM Level 2, and will benefit from the collaborative behaviours and
efficiencies in production that result from this method of design and delivery.

Fire code - All buildings within the scheme will be designed and constructed in accordance with the
principles and provisions of the suite of HTM documents which form the Firecode Series.

Building regulations - All buildings within the scope of the project will be designed and constructed
to meet the requirements of all sections of the Building Regulations.

10.3.1 Clinical Quality Aspects

Privacy and dignity - The building will be designed to maintain privacy and dignity for patients
through all stages of their visit to hospital. The principles of 50% single room provision and gender
separation are embedded in the brief and functional content for the scheme, and the design team
will consider innovative solutions, such as those developed by the Design Council in their ‘Design for
Patient Dignity’ Study to further reduce potential areas of distress for patients. Engagement with
patient user groups will be used to identify areas of concern and test proposed solutions.

Adaptability- The building design recognises the challenges that the NHS faces in meeting the
evolving needs of its patient groups and flexibility and adaptability are at the heart of the design,
enabling the building to flex in use throughout the day and adapt easily to different uses over a
period of time. Methods of achieving this include:

= A zonal design strategy

= Repeatable nursing clusters

=  Modular approach to design

=  Structural grid which supports the future re-assignment of space
= Sufficient Floor to floor heights to accommodate flexible servicing
=  Soft Space around capital-intensive departments

=  Standardised, multi-use rooms

Security -The design will integrate security design elements and considerations that address the
delivery of patient care services in a safe and secure environment. The design of individual elements
of the scheme will consider the recommendations of recognised standards such as the Park Mark
safer parking scheme and the Secured by Design Guidance for Healthcare Premises. The scheme will
meet the Regulatory and licencing requirements for Storage of Control drugs etc. and will work the
user teams and IT workstreams to develop proposals which do not compromise security of
information and data. The Security policies and brief will be developed in conjunction with the
Trust’s Security Adviser.

Access to the facility for patients, staff and visitors - Improving Accessibility to the hospital has been
a key element of the Trust’s brief for the Sustainable Services Programme. The design proposals
address the site wide transportation and infrastructure challenges, and rationalise circulation
internally and externally within the hospital sites. The design proposals create a more compact and
integrated three-dimensional movement strategy, developing an ‘on-stage’/ ‘off-stage’ separation of
FM, visitors and patients where possible. Wayfinding and signage will be improved and central public
spaces will aid orientation and rationalise movement patterns.
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Patient space standards - New Build areas of the scheme will be designed to align with HBN
Standards, supported by Best Practice captured from successful schemes delivered elsewhere, and
complemented by the efficiencies offered by the use of the Repeatable Room templates.

Impact of clinical and non-clinical adjacencies on the scheme - Through the Clinical Working Groups
and Task and Finish groups, the design team developed adjacency matrices and adjacency diagrams.
These adjacencies identified a hot core of existing clinically intensive space which became the heart
of the scheme, with the related and dependant departments wrapping around as a mix new build
and refurbished accommodation.

10.3.2 Accommodation

Family accommodation - The inpatient wards have been designed to enable family members to stay
overnight in the room with patients, if required. Relative’s rooms with lounges and shower facilities
are available on the Neonatal Unit and Adult Critical Care Unit. New food and beverage offers will be
introduced to meet the needs of staff and visitors throughout the day and night.

Meeting the needs of patients and staff - All areas of the scheme will be developed in close
collaboration with clinical teams to ensure that the design reflects and supports the operational
model and clinical pathways. The designs will be based on lean principles and will have staff well-
being as a key consideration within the brief. The Clinical needs of patients will be met by a solution
which has been rigorously challenged by the clinical teams and the emotional and practical needs of
the patients will be identified through sensitive engagement with patient groups. These needs of
these groups are complex and varied and can be influenced by factors such as Artwork and Interior
Design selections through to Wi-Fi provision and good quality catering. The extent to which the
design proposals meet the needs of staff and patients will be tested throughout the design
development through the Stakeholder Engagement process.

10.3.3 Design of the Care Environment

Patient experience-aiding recovery - The design team will use evidence-based design to propose
design enhancements which can genuinely contribute to improved recovery rates, for example the
design will consider views, control of the internal environment, access to good quality external
space, opportunities to integrate loved ones into patient care etc.

Quality of the environment -The designs will support the NHS and Trust values and will provide a
clear indication to patients and visitors of the high quality care they will receive. The selection and
specification of materials and fittings will be appropriate for the high volume of usage to ensure that
the quality of the facility is safeguarded for many years to come.

Patient involvement - The Trust has a vibrant Critical Friends Group that has contributed to
discussions on design. This will continue as the project develops. The Trust also has a successful
Communication Strategy which includes extensive engagement with patients past, present and
future. Furthermore, the design and model will look to respond to the concerns raised during public
consultation.

Infection control - The design proposals will support the principles of infection prevention and will
be designed in accordance with the recommendations of Health Building Note 00-09. As the project
progresses the IPC team will be involved in the development, review and sign off of the plans.

P21+ repeatable rooms - Wherever possible the scheme will utilise the P21+ repeatable rooms e.g. 4
Bed Bay, Single inpatient room, Emergency Department Treatment Bays.
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P21+ standardised components - Wherever possible the scheme will utilise P21+ Standardised
Components.

External design review - An Aedet Review will be undertaken for the scheme. The Project team
would welcome the opportunity to be involved in any initiatives which the NHSI team are
considering to develop an effective design quality assessment tool.

Planning permission - Full planning permission will be applied for during the FBC process. The design
team have presented the design proposals to the Planning Department for each site which were
positively received; no adverse comments have been received.

DH consumerism- gender specific day rooms - Where appropriate, new build in-patient areas will
incorporate Gender-Specific day rooms.

High specification fabric and finishes to reduce lifecycle costs - Lifecycle analysis will be undertaken
at key stages of the project to ensure that appropriate decisions are being made in component and
material specification to balance budget with longevity.

Dedicated Storage Space - Appropriate dedicated storage spaces will be provided, incorporating the
outputs from the VMI storage workstream.

10.3.4 Option Drivers

It is important to recognise that beyond the baseline considerations noted above, the shaping of the
Options proposed might identify value-for-money (VFM) solutions that require works to other
services that are outside the scope of the Sustainable Services Programme. For example if the
location of an existing department is preventing an otherwise robust solution from being developed,
then the VFM decision may require that facility to be relocated. These circumstances are referenced
as Option Drivers and do not appear in the baseline target schedules

10.3.5 Service Drivers

For the baseline picture, which is a theoretical model, all options are the same in terms of the target
areas as the Service Drivers need to apply equally - the only divergence in respect of geographical
disposition occurs when the definition of what constitutes an Emergency Care site as distinct from a
Planned Care site is altered, as is the case with the variant option

10.3.6 Estates Drivers

For some services, the Trust has made a series of pragmatic decisions to retain certain facilities as
existing and these are scheduled and referred to as ‘Estates Drivers’. These are shown in the table

below:
Operating Theatres Corporate Administration
Imaging (excl. equipment replacement) Medical Illustration
Generic Outpatients Pathology
Renal Dialysis Pharmacy (incl. Aseptic)
Breast Screening Mortuary (incl. Post Mortem)
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Nuclear Medicine EBME
Therapies (excl. Inpatients)

Fertility Service

Radiotherapy

Table 22: Retention of facilities

10.3.7 Other Change Programmes

In addition, a range of parallel business cases and changes in working practice have been considered
to ensure that other Trust planned facilities and service changes are aligned with the Sustainable
Services Programme and the requirements of the Carter Review. This includes:

= Pharmacy Robotics

= Transport Policy

= Catering

=  Mail Room

= IM&T

= Receipt and Distribution / Central Stores

= Security

10.3.8 Spatial Assumptions

The principle objective has been to ascertain a benchmark standard to provide a reference point for
assessing option benefits. The Trust has therefore started by:

= Establishing exactly which service elements are within the scope of the Sustainable
Services programme, and;

= To ascertain a spatial provision that aligns with the Trust’s long-term operational
requirements

The baseline position, as described under Facility Requirements, provides a series of benchmarked
spatial requirements that is evidence based — for example like-for-like re-provision where the Trust
already has acceptable and workable solutions, or space standards that are comparable with similar
NHS projects, HBN guidance where appropriate, or other standards validated by the Transformation
Team.

As part of the transition from OBC to FBC it is recognised that some of these space standards may
benefit from being ‘mocked-up’ in order to undertake scenario and role-play appraisals involving
users. Securing these evidenced potential benefits needs to be considered under next steps.

The same will be true for the correct application of [P22] Repeatable Room standards — insofar as the
design options inherent in that study package need to be aligned with the Trust’s intended
operational policies and requirements.

The baseline position deliberately adopts a relatively conservative approach to innovative
opportunities when considering new build space standards, as it is recognises that when viewed
across the combined Estate, all options result in a degree of mixed specifications - where existing
facilities and contemporaneous benchmarks will sit alongside new build; this will inevitably require
careful consideration in terms of overall Estate mitigation and derogation measures that the Trust
needs to consider.
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10.3.9 Evidence

The Schedules of Accommodation (SOA) include reference to source and evidenced standards, both
at a room-by-room level and also departmentally where high-level metrics have been applied. The
Departmental Summary sheet provides the high-level evidence, whereas the room schedules utilise
a ‘pick list’ of agreed space standards for which there is a separate directory outlining the basis for
the Trust’s selection

10.4 Schedules of Accommodation

The Trust has created a set of baseline Schedules of Accommodation that further develop the
illustrative space standards set out in the SOC into full generic Departmental Schedules. These
baseline schedules represent a target to be achieved as far as is practicable and indicate how the
services and functional units are required to be split across the Emergency Care Site and the Planned
Care site. Designed solutions are a response to this and will take account of structural grids and
modular solutions as the design develops.

The design proposals include the introduction of zonal hubs for both staff welfare and facilities
management functions which maximising flexibility and efficiency by identifying facilities that are
replicated but could be shared between units if provided in a central location which is easily
accessible to each area. The quantum and configuration of these will be dependent upon the
detailed planning of each department.

The target areas for Women & Children’s Services are based on the recently completed scheme at
PRH and has been accepted as an operational standard which the Trust would wish to see replicated
if re-provided, while introducing the zonal hub approach to maximise flexibility and space planning
efficiencies.

Opportunities to drive efficiency from non-clinical space are proposed for further development
during the FBC, for examples shared waiting areas in central atrium areas reducing the requirement
for large waiting areas for individual departments.

As a consequence of the differences between the options, it is necessary to define the Emergency
Care and Planned Care component parts via two sets of baselines.

The baseline schedules provide an Output Specification against which the Trust may evaluate
corresponding Input Specification via proposal schedules for each option; once the preferred Option
is defined, the objective moving forward through the procurement process is to ‘build it or better it".
At this stage the baseline position may still have a value if the Trust is presented with more radical or
innovative solutions.

Clinical teams have worked with the Technical and Transformation Teams to assess future flows of
patients, visitors and staff. This thinking was developed through a serious of workshops to shape the
actual facility layout and design. Examples of working flows and diagram are shown below.
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Figure 17: Adult Critical Care Unit - Department entrance sequence

Figure 18: Adult Critical Care Unit - Department Entrance Sequence
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Figure 19: ED and UCC Activity Diagram
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Figure 21: Ambulatory Emergency Care (AEC)
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11 Workforce

11.1 Strategic Context

Running duplicate services on two sites presents many workforce challenges and can result in a poor
employee experience for some of the Trust’s medical and non-medical teams across multiple
specialities. This compounds an already challenging recruitment environment and leads to difficulty
in recruiting the right substantive workforce to provide high quality safe care.

With the medical workforce 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 Trust is unable to achieve Royal College guidance standards in many
areas. For non —medical workforce the challenges are similar, senior expertise is split across two
sites, the learning environment and provision of workforce development challenging.

With the current staffing 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.

Current configuration continues to create cost pressures for premium rate working, poor economies
of scale and duplication of rotas as well as exacerbating the Trust’s ability to resource ‘hard to fill’
posts.

11.2 Workforce Plans

The Trust workforce plan incorporates the guidance within the recent publication from the National
Quality Board (July 2016) in ‘Supporting NHS providers to deliver the right staff, with the right skills,
in the right place at the right time’. This ensures all opportunities to maximise the contribution of our
multi-disciplinary teams and the number of care hours per patient per day have been considered.

SSP will result in Whole Time Equivalent (WTE) reductions of between 225 — 371 dependent on
option; in addition the plan is to also achieve a reduction in paybill relating to non WTE reduction of
£4.1m

To reduce the paybill the key drivers are:

= Activity and pathway driven changes in workforce e.g. acute intake on one site,
strengthened elective provision, improved rota management and removal of
duplication, reducing reliance on high cost temporary staffing

=  Productivity driven reductions in workforce, leading to fewer WTE to deliver a given
guantity of activity e.g. use of technology and improved processes

= Reduction in the cost per WTE of the future establishment e.g. ensuring that staff spend
a greater proportion of their time conducting tasks appropriate to their grade through
role re-design and the introduction of more junior roles

Workforce plans have assumed that workforce establishment in terms of WTE is reduced but also the
average cost per WTE (although this would be focussed rather than universally applied).
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The savings/costs and their breakdown for each option are detailed below:

(Savings)/Costs Option C1 Option C2

£000s £000s £000s £000s
Sustainable Services WTE (Savings)/Costs 4,600 (10,425) (10,039) (8,041)

Sustainable Services - New Working Practices (4,164) (4,164) (3,335)

Sustainable Services Project Savings 4,600 (14,589) (14,203) (11,377)

Table 23: Workforce savings/costs

The total workforce demand is detailed in the table below:

Staff group Est Demand | Demand Demand

31/03/16 B C1 C2

Non-Medical

Registered nursing and midwifery 1415.62 1299.86 1307.86 1323.51
Qualified STand T 262.97 208.90 208.90 208.90
Other STand T 345.81 326.75 326.75 369.91
Support to clinical 1396.02 1311.39 1314.39 1347.39

964.48 874.48 874.48 879.48

Consultant 282 290.5 290.5 306
Career/Training grades 366 350 350 372

Total 5032.9 4661.88  4672.88  4807.19

Table 24: Total workforce numbers

11.3 Workforce Transformation Programme
In order to deliver the clinical model within SSP the workforce will increasingly be:

= Treating higher acuity patients on the Emergency Site as a matter of routine
=  Working more autonomously and delivering a more complex case load
=  Working in more flexible ways across traditional professional groups
= Developed to support new roles required
=  Up-skilled to take on extended roles
= Required to use new technology to deliver clinical care and non-clinical services

=  More routine working new patterns of employment e.g. 24/7 on site presence, 7-day
working and delivering routine services in the evening and at weekends

As such a phased workforce change programme will commence from year 1 Appendix 11a.
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11.4 Workforce change programme

Service model

Emergency
Dept/UCS/AEC/ CDU
& Critical Care

Medical and Surgical
bed rebalancing

Outpatient
transformation

Day case

Increased use of urgent care and out of hours
services alternatives will mean that more of those
patients attending the Emergency Department and
the Acute Medicine Services (SAU/AMU/AEC) could
have higher acuity as a result of major illness/life
threatening conditions or exacerbation of an acute
episode of a long term condition that cannot be
managed within the community environment

Greater focus on 7 day working to deliver consistent
standards of emergency and IP services 24hrs ,7
days per week

Concentration on provision of Emergency Inpatient
services and intense focus on safe acute inpatient
care

Enhanced rehab /frailty/discharge to assess model
on warm site

Reduction in admissions and LOS associated with
long term condition

Outpatients: reductions in outpatient activity and
Improved outpatients efficiency, highest impact
changes are assumed to be with follow up
attendances.

Increased utilisation of virtual service models for OP
appointments

Service users with long term conditions will be
managed, within integrated care models that cross
over between health primary , secondary and
social care models

Increased volume of day surgery

Key service change driving workforce change Workforce changes

New models of working. e.g. 7-day on site consultant
presence in ED & Acute Medicine and 7-day working
models

Requirement for rapid access to specialist and technical
assessments, diagnosis and treatment across 2 UCS and
ED

Shared workforce through ED/AEC/CDU

Increased demand for multi-disciplinary advance clinical
practice roles and increase in Emergency Nurse
Practitioners

Increased utilisation of new roles e.g. AHP roles,
pharmacy ED practitioners, GpwSI
Efficient ancillary and administration
workforce practices driven by technology

systems —

Enhancing and developing our new models of working
Increase in day case provision

Workforce will become less generalist and increasingly
specialist within more than one specialised care area to
meet the demand and enable workforce productivity
Development of new roles crossing professional
boundaries at advanced and support level

Introduction of a ‘cluster ‘approach to working such that
surgical/medical workforce cross cover at sub specialty
level

Efficient ancillary and administration
workforce practices driven by technology

systems —

A reduction in medical) and non-medical clinical and
non-clinical practitioners aligned to OPD acute
outpatient services i.e. nursing staff (WTE/Pas)
Conversion of a number medical led OP follow up clinics
becoming non-medical led clinics, will occur an increase
in demand for advanced and highly competent
practitioners i.e. nurses, AHP

Increase in a number of our staff becoming more
autonomous workers and therefore becoming
increasingly knowledgeable in working within high safety
governance models

Increased use of technology- self check-in , further
development and roll out of tele med app
Efficient ancillary and administration
workforce practices driven by technology

systems —

Scheduling /PAs

Increase in demand in advance assistant roles i.e.
specialist nurses, physician associates - delivering and or
supporting the delivery of minor surgery

Increase use of technology — telemetry, telescopic
instruments

90



11.5 Training Impact and Implications

The training and learning experience of staff is fundamental in ensuring the Trust continues to
develop a high quality workforce. All workforce changes will align with deanery guidance on training
environment and rota requirements and innovations within workforce best practice and role
developments will be used as a basis for the organisations transformation journey.

A phased approach to the development of the existing workforce will be required to ensure
alignment of educational lead in time required to ensure that staff are qualified, confident and
competent to deliver the care required. The proposed Education Programme is attached at Appendix
11b.

12 Health Informatics

The ICT Strategy concentrates on providing solutions to meet the clinical and business requirements
of the reconfigured services. This service change provides a fantastic opportunity to further the IT
development from previous reconfigurations and aid the roll out of a modern, resilient and
integrated IT solution that is beneficial to staff and service users.

The main aims of the IT strategy are:

= |dentifying what patients, clinicians and managers want
= Satisfying national drivers and priorities
= Building a system that is focused on Collaboration, Integration and Safety

The Trust is currently reviewing the clinical and patient facing electronic systems that are in place to
evaluate the best of domain systems and remove any duplication or redundant systems. This process
will then form the baseline for the Trust to move forward with the 2020 ambition of operating paper
free at the point of care. The Trust has officially rolled out a patient facing app for its cancer patients
allowing the patients to be effective members of their own care teams as laid out in the Lord Carter
of Coles report (2016). The service changes outlined in this business case will provide the
springboard for further development of patient facing apps that allow for integration across the
wider health economy. A copy of the Trust’s IM&T Strategy can be found in Appendix 12a.

The Trust has commissioned IT specialists, Channel 3 Consulting, to help with the development of
technology solutions to aid future healthcare proposals. The full Channel 3 report can be found in
Appendix 12b.

The SSP will be a major catalyst for change within the Trust but will also be a key initiator for the local
and national initiatives driving the need for change in the use of health informatics, such as:

= Delivering the NHS Five Year Forward View

= Changes to deliver the above designed by the regions STP

= |mplementation of health economy wide integration and the Local Digital Roadmap
= |ncrease demand for automation and efficiencies specified in the Carter review

= |dentifying opportunities and implementing recommendations in the Watcher report

The Trust has established a Paper Light Group that is responsible for the delivery of the health
informatics solutions for the SSP but also a wider remit to ensure that any proposals compliment the
solutions required for the wider health economy initiatives. The Terms of Reference for the Paper
Light Group can be found in Appendix 12c.
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The aim of the work undertaken by Channel 3 was to provide:

= Anoverview of health informatics and its potential role in the reconfiguration of services
= A new vision for health informatics and the impact of the new service

= High level information around potential technology solutions to support the proposed
Emergency Department, Critical Care and Urgent Care configuration

= The next steps required to further develop the vision and solutions

The scope of Channel 3’s remit is illustrated below.

Digital Agile/Mobile Information Corporate

Clinical Systems Teahekirosation Working Miieigenient Integration Systems

IM&T Programme Manage

Figure 23: Health Informatics Scope

Elements of the above scope include:

=  (Clinical Systems: Electronic Patient Record, Clinical Decision Support, e-Prescribing
= Digital Technologies: Tele-Health, Video Conferencing, Remote Patient Monitoring
= Agile / Mobile Working: Community nursing solutions, Tablets, Collaboration Tools
= |nformation Management: Messaging between systems, cross-organisation data sharing

The service reconfiguration proposed under the SSP offers significant benefits to patients, clinicians
and the wider health economy. It may also present some challenges to overcome and will require
changes in working practices to ensure the reconfiguration is a success. Following on from a series of
clinical and non-clinical workshops it is evident that some of the current practices undertaken by the
Trust will not be transferrable to the new configuration. However, this is a positive change, and
provides the opportunity to introduce new ways of working that are more effective and ultimately
deliver a better level of care to patients. Many of these new ways of working will be enabled by
technology. Particular areas which have been identified are:

= Introducing better processes

= Paperless and efficient administration

= Reduce travel between the two hospital sites
= Agile access to clinical expertise

Whilst all the areas identified are important for a new approach to patient healthcare it cannot be
underestimated the degree of flexibility and innovation required to achieve these changes.

Building further on the 4 areas mentioned previously the key attributes and outcomes of the
healthcare informatics required to support the SPP are illustrated below:
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Figure 24: Required Health Informatics attributes

Key Attribute How it will benefit the Trust and its patients

Holistic Patient Records

Effective Workflow
Management

Streamline Administrative
Processes

Enhance Collaboration

Agile Workforce

Connected Patients

Partner Integration

Resilient Infrastructure

Enables the Trust to use information more effectively

Supports multi-disciplinary team and cross-site working, which is not possible with
paper

Eliminates the need for and costs of paper movement and storage

Better use of resources

Standardisation in the delivery of care models

More effective use of resources

Reduce variation

Reduction of unnecessary cross-site transfers

Support for efficient and effective diagnostic and other support services

Effective administration functions and better use of resources

No paper processes or storage

Fewer communication issues with patients and DNA's resulting in a better experience
Enables colleagues to work together across the two sites

Facilitates access specialist support and advice regardless of location

Prevents teams from becoming disjointed

Reduces unnecessary cross-site travel

Enables Clinicians and allied professionals to work flexibly across the two sites whilst
remaining available to their colleagues

Ensures that mobility does not result in a disadvantages, in terms of access to
information, systems and colleagues

To sites working as one — staff will collaborate effectively together and support each
other in diagnoses and clinical decision making

Better use if resources, especially clinical specialists working in critical care

Ability to provision ICU/HDU beds on planned care site

Modernisation of Critical Care facility using leading edge monitoring solutions
Maximises the use of acute care to those that truly need it

Shared records across different care settings (GP, Community)

Better coordination of care amongst partners, supports prevention and out of hospital
care

Non acute care can be managed and coordinated in the community, supported by the
Trust but alongside partner providers.

Enables cross-site working and reduction in patient transfers

Support for new technologies

Better use of resources

Secure patient and corporate information

Closer integration of remote sites and partner organisations

Table 25: Key attributes and benefits of Health Informatics

93



Informatics for Emergency Department, Urgent Care and Critical Care.

Channel 3 held a number of workshops with clinicians and members of the Trust to look at the
patient pathway scenarios that would arise from the development of the proposed clinical model. It
is important that the Trust, through cultural and health informatics changes, can assure patients and
the public that the proposals are safe, efficient and robust. The workshops also assessed what the
Trust has now in terms of health informatics, what works well, what doesn’t work well and what
would need to be present in the reconfigured service. The Trust acknowledges that while a one
system fits all approach may help contribute to the long term sustainability of health informatics
within the Trust it could also be limiting and abortive to the work that has been done to date around
health informatics. Therefore, it is important that on the health informatics journey the Trust decides
whether a best of domain or one system fits all approach is best.

The full possibilities of health informatics solutions for ED, UCS and Critical Care can be found on
page 12 and a full set of scenarios can be found from 14 of Appendix 12b. The high level solutions
provided by Channel 3 will be worked up in more detail as the programme progresses onto the Full
Business Case (FBC) Stage.
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13 Development of Options

13.1 Developing the Options

During the development of the Strategic Outline Case the Trust considered how services could best
be configured across the two sites (PRH and RSH) based on the need to provide:

= one Emergency Department(ED);

= one Critical Care (CC) Unit, to be co-located with the ED;

= two Urgent Care Services (UCS), one at each site;

= aclinically optimum balance of activity across the two sites (PRH and RSH).

The site which accommodates the ED, CC Unit and a UCS would then become the Emergency Site.
The site which accommodates the stand-alone UCS becomes the Planned Care site. Whilst not
directly required to address the Trust’s emergency workforce challenges, this configuration also has
the potential to provide the services within a Diagnostic and Treatment Centre at the Planned Care
site.

This OBC describes two potential solutions:

= Emergency Care at PRH and Planned Care at RSH (Option B)
= Emergency Care at RSH and Planned Care at PRH (Option C1)

As referenced earlier in this OBC, and in the context of Future Fit, a further variation of the
Emergency Care at RSH and Planned Care at PRH is the location of the Women & Children’s Services.
This option, Option C2 will be discussed in section 13.2.3 below.

Much of the detailed work in developing the OBC has focussed on identifying those services that
have a clinical and workforce interdependency with the two services at the centre of the need for
change — ED and Critical Care. Based on this, a detailed assessment has been carried out to
determine the optimum balance of services across an Emergency Site and a Planned Care Site
configuration as set out in section 10 above.

Building on the proposed options detailed in the SOC, in addition to do nothing (Option A), are
detailed below.
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The Potential OBC Solution - Essential Service Change (Options B and C1)

Service balance based on clinical adjacency needs and resolving workforce issues

s 7 \ ~
[
Emergency Site J Both Sites ‘ [ Planned Care Site
- \ B
/ \ ; ; Diagnostic and Treatment Centre
Emergency Department P
Critical Care Unit (HDU, ITU) £ \ Urgent Care Centre
Elective and Day Case Surgery
Urgent Care Centre Erdoicon
Ambulatory Emergency Care (AEC) ¥
Outpatients R
Beds (including Fracture Clinic) S8
approx 510 beds Diagnostics ﬂipp:‘o:fBSP
Including: Day Case Renal Unit | Heteldtellal
Acire Steave Unit Oncology/Haematology - nnl:o mpatlentdbeds andbed
Coronary Care Unit chemotherapy B Cals:c{u‘;"_ 95COny-RECS
Women and Children’s ’ 18
e Elective Orthopaedics
Orthopaedic trauma \ B i
Acureiedicine ./ Frailty and Elderly Care
\ / Rehabilitation

‘ Integrated Care Pathways — LTC, Frail and Elderly etc J

NB Inpatient bed base does not include Neonatology and Critical Care numbers

Figure 25: Emergency and Planned Care Site configuration

13.2 Shortlisted options

Based on the required configuration of services, shortlist options have been worked up in more
detail as follows:

13.2.1 Option B (Emergency Care at PRH)
= ED and Critical Care at PRH

= Majority of planned care at RSH
= Urgent Care Services, Outpatients, Diagnostics at both PRH and RSH

Option B — PRH Option B — RSH
Emergency Site

Planned Care
Site

Figure 26: Option B - Site plans
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13.2.2 Option C1 (Emergency Care at RSH)

= ED and Critical Care at RSH

Majority of planned care at PRH

Urgent Care Centre, Outpatients, Diagnostics at both RSH and PRH
Option C1 - RSH

Option C1 - PRH
Emergency Site

Planned Care Site
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Figure 27: Option C1 - Site plans

13.2.3 Option C2 (Emergency Care at RSH/W&C at PRH)
= ED and Critical Care at RSH

Women and Children’s at PRH

Majority of planned care at PRH

Urgent Care Centre, Outpatients, Diagnostics at both RSH and PRH

Option C2 — RSH

———————— 1 Option C2 — PRH
Emergency Site e P

Planned Care Site
with W&C'’s

i
-

Figure 28: Option C2 - Site plans

Given the essential clinical adjacency of Women and Children’s services with Emergency and Critical

Care services, Option C2 is not seen as desirable as it does not respond effectively to the optimum
potential service solution defined above.



The Trust’s clinical teams reviewed Option C2 in detail, considering what would need to be in place to
safely deliver this option. The Trust’s Option C2 paper is at Appendix 13a. The clinical body concluded
that Option C2 is not deliverable, safe or sustainable.

Following receipt of this paper, the CCGs commissioned an external review of Option C2. This was
undertaken by the Manchester CSU Clinical Review Group. This review concluded that:

To make Option C2 safe and sustainable both sites would require:

= Level 3 Adult Critical Care Unit

= Anaesthetics (resident) with capability in both adults and children
=  Full suite of Imaging

= Blood transfusion

= Acute medicine

= Accessto (acute) surgery

= Resuscitation services

=  Paediatrics

Evidence suggests that the probability of achieving and sustaining a clinical workforce to support
Option C2 would be very challenging. Furthermore, Option C2 would not meet the necessary
standards of the Royal Colleges and Care Quality Commission (CQC) issues would be raised.

The evidence base from other health communities/ systems indicates that a single Emergency Centre
receiving undifferentiated case mix should have all services including Women and Children’s services
on the same site. The Manchester CSU Clinical Review Group report is included as at Appendix 13b.
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14 Economic Case

14.1 Appraisal Process

The appraisal process consists of three parts as reflected in the guidance set out in the DH Capital
Investment Manual and HM Treasury’s The Green Book: Appraisal and Evaluation in Central
Government.

The appraisal process was developed and designed by the Future Fit Programme, originally endorsed
by the Future Fit Programme Board in April 2015 and again in April 2016 (with some minor
enhancements). The sections below describe the appraisal process as undertaken in September
2016.

ECONOMIC

APPRAISAL

Which option provides the
best value for money?

Non-Financial
Appraisal

What non-financial impact
will each option have?

Financial
Appraisal

How do the costs of options
compare?

Financial Appraisal
The financial appraisal covers capital, lifecycle and revenue costs and is summarised in terms of:

= Net Present Cost (NPC) - the total future costs of the project over a number of years
expressed in terms of today’s prices,

= Equivalent Annual Cost (EAC) - the average annual impact at today’s prices.

The analysis considers periods of both 30 years and 60 years.
Non-financial Appraisal
The non-financial appraisal criterion covers accessibility, quality, workforce and deliverability.

Full descriptions of the options were developed which addressed all four criteria. The criteria were
weighted for importance.

Economic Appraisal
This final appraisal combines the outputs of the financial and non-financial appraisals in order to
assess the overall value for money offered by each option.

There are a number of standard methodologies recommended by HM Treasury which can be used at
that stage, alone or in combination. The Future Fit appraisal process covers two approaches:
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a) Weighting financial and non-financial scores

A non-financial score for each option is derived from the weighted total of the score for each non-
financial criterion, giving a maximum of 100 ‘benefit points’. A financial score is derived from
awarding 100 points to the option with the lowest EAC. More costly options are awarded points in
inverse proportion to this. The two scores for each option are then combined and the impact of
different financial and non-financial weightings can be tested. Weightings used in this analysis are
25:75, 50:50 and 75:25.

b) Calculating the cost of each non-financial benefit point

Here, the NPC is converted into an EAC for each option and a cost per benefit point is calculated. The
option with the lowest cost per benefit point would be the preferred option.

14.1.1 Options

In delivering the clinical model, clinicians and public representatives originally identified over 40
ideas of how services could be changed and reconfigured. A panel in 2014 grouped these ideas into
13 scenarios (for detail of this process please access nhsfuturefit.org)

In 2015, those scenarios were appraised and a recommendation was made to the Future Fit
Programme Board which reflected the five options which had scored most highly. At this time the
Future Fit Programme Board accepted this recommendation and in addition:

=  Accepted that the ‘do minimum’ also needed to be included on the shortlist as required
by national guidance; and

= Agreed that two ‘obstetric variants’ should also remain under consideration pending
further clarity being gained about the relative location of consultant-led obstetrics
services and the proposed Emergency Centre.
Eight options were then taken forward and developed into physical solutions with associated
revenue and capital costs.

In August 2015, the Future Fit Programme Board was advised that:
a) The options involving a new site (D, E1, E2, F) were not affordable, and;

b) The remaining options (B, C1, C2)*’were potentially affordable in that they would cover their
own costs and contribute to the Trust’s underlying financial position.

The Future Fit Programme Board therefore agreed to recommend to Sponsor Organisation Boards
that the new site options be excluded from further consideration.

At the same time, work was undertaken to test previously excluded options. The Future Fit
Programme Board accepted the conclusion that the result of the shortlisting process had been
robust. As a result, the revised shortlist was reduced to four options. This recommendation was
approved by all Sponsor Organisation Boards.

7 Option B — Emergency Site at PRH, Option C1 — Emergency Site at RSH, Option C2 — Emergency Site at RSH
with Women & Children’s at PRH

100



In September 2015, the Future Fit Programme was unable to move forward due to the wider
financial position in the local health economy. As a result, the Trust was then asked to develop
solutions which addressed its most pressing workforce challenges and to do so within the resource
available locally. This appraisal undertaken in September 2016 addresses the same four options but
has considered them in terms of the revised delivery solutions developed by the organisation.

- Princess Royal Telford Royal Shrewsbury Hospital

A No change No change

. W&C

WE&C

W&C

Emergency Centre

Urgent Care Centre | = Local Planned Care W&C

Diagnostic & Treatment Centre

Women & Children’s
Services

Figure 29: Revised delivery solutions
14.2 Non-Financial Appraisal

14.2.1 Panel

Future Fit Programme Board in 2015 that the non-financial appraisal should be undertaken by a
larger group than used for the original shortlisting to enable a wider and more balanced
representation. It maintained the approach of asking for nominations from those bodies which are
sponsor or stakeholder members of the Programme (except those conflicted by a subsequent

scrutiny role).

The full panel was convened again on 23 September 2016 at Shrewsbury Town Football Club, and
fifty members were in attendance, along with technical advisors, members of the programme team
and observers from the Joint HOSC and Powys Community Health Council. The names of panel
members are listed in the non-financial appraisal report (Appendix 14a).
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. SPONSOR/STAKEHOLDER MEMBERS REPRESENTATION

Telford & Wrekin Clinical Commissioning Group 2 clinicians, 1 manager
Shrewsbury and Telford Hospital NHS Trust 8 clinicians, 4 managers
_—
Shropshire Patient Group 3 patients (1 had to leave early
before scoring)
Tood 8 Wik et RoundTable  pstems
Healthwatch Shropshire 3 patients
Powys Patients (via PtHB) 3 patients
Shropshire Council 1 social care

1 public health

West Midlands Ambulance Service NHS FT 1 clinician

Robert Jones & Agnes Hunt Hospital NHS FT 1 clinician

LMC/GP Federation 1 clinician

NHS England 1 commissioner

Table 26: Non-financial appraisal panel members

14.2.2 Evidence

The panel was supplied with evidence which addressed the four non-financial criteria. This was
supplied to the panel in advance of the appraisal (both electronically and in hard copy), and
presentations of the evidence were made on the day. Substantial time was also set aside to enable
panel members to seek clarification about the evidence provided.
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Accessibility

The travel time analysis for this criterion was based on actual activity levels at SaTH during 2015-16.
This enabled an assessment to be made of the travel time from each full postcode to each hospital
site.

It models the impact of each option in terms of that historic activity, to show what the impact would
have been were the configurations described in each option to have been in place. It is broken down
into the following categories:

= Urgent Care

= Emergency Care

=  Complex Planned Care

= Non-complex Planned Care
= Qutpatients

=  Women and Children’s Services.

For attendances at the Emergency Department, road travel times only are presented since admission
is expected to be by ambulance only; for Planned Care Site, road and public transport times are
presented. Both reflect off-peak conditions (9a.m. to 4 p.m.) when the bulk of activity takes place.

The focus of this analysis is on the differential impact of each option - that is, the marginal change
that would result from implementing Options B, C1 and C2* by comparison with Option A (the ‘do
minimum’).

This impact is further broken down in terms of nine geographic localities and, so far as has been
possible from the available data, of groups with protected characteristics (e.g. gender, ethnicity, age
and deprivation).

A narrative summary of the analysis was provided in the option templates, including detailed data
tables and maps.

Maps show the differential effects of assuming all activity continues to take place on a SaTH site. To
reflect patient choice, data tables also show the impact of travelling to a nearer alternative provider.

Shaded areas on the maps reflect the average travel time for each Lower Super Output Area (LSOA),
each of which has a population of between 1,000 and 3,000. It is important that panel members are
mindful of the relative geographic size of LSOAs since there is no material difference between a large
red rural area and a small red urban area.

Quality

There were two main components in relation to the quality criterion. The first concerned the impact
of the options on time critical journeys to EC; the second summarised the impact of each option on
the three quality domains of safety, effectiveness and patient experience.

3 Option B — Emergency Site at PRH, Option C1 — Emergency Site at RSH, Option C2 — Emergency Site at RSH
with Women & Children’s at PRH
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a) Care of patients with time-critical conditions

Data is provided on time-critical ambulance conveyance times by locality. This information relates to
‘Red 1’ (West Midlands Ambulance Service) and ‘Category A’ (Welsh Ambulance Service) with a
handful of additional incidents where the chief complaint was recorded as Red 1, Cardiac Arrest or
Life Threatening lliness. These are considered, at point of triage, as being the most time critical
episodes of ambulatory care.

b) Other clinical quality considerations

Summary tables providing an indication of the potential impact of each option in terms of the three
quality domains were developed. The key considerations addressed were the favourable and adverse
impacts of:

i) Consolidating emergency and planned services on single sites;
ii) Whether or not Women and Children’s activity is located on the Emergency Site; and

iii) The extent of new or significantly refurbished facilities, and the physical disposition of
services within each site, which might also be considered to have an impact on both patient
and staff experience.

Workforce
Clinical workforce shortages are an increasingly critical element of the programme’s case for change.

The impact of these shortages were set out in relation to Option A. For the other options, the
potential of each option to improve recruitment and retention was summarised.

Deliverability

For this criterion, the estates work required to deliver each option was summarised, drawing on work
undertaken by external technical advisors. Outline plans and timescales were presented to the panel
workshop.

Beyond physical deliverability, there are also differential issues in terms of the acceptability of each
option to the public and other stakeholders, with supporting evidence from a stratified telephone
survey.

The assurance success factors are detailed in the table below:
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Quality

Deliverability

Offer comprehensive access to all surgical and
medical sub-specialties within the county

To provide a flexible range of services based on
clinical need

Repatriation of clinical activity to within the
county

To continually improve clinical outcomes as a
result of higher volumes of patients through a
consolidated service

To be able to provide an urgent response for
emergency, surgery and critical care

To maintain expertise and skills with high levels of
recruitment and retention in the county
Improved working environment attracting health
professionals to county

To deliver a sustainable 18 week RTT across the
surgical sub-specialities

Sustainable future for the Trust and acute services
for the county

Table 27: Assurance Success Factors

Creation of centres of excellence e.g.
Cardiology, Bariatric and Breast services
Consolidation of services

Same day admission

Protected elective bed base

Scheduling and theatre utilisation
Ambulatory care

23 hour stay facility

Consolidated services increase volumes
which improves outcomes

All patients managed through a
standardised recovery system
Co-location of skills and expertise

Out of hours theatre teams

Improving workforce recruitment and
retention

Robust and shared teaching
Sustainable financial position for the
Trust

Estates maintenance backlog addressed
Modernisation of facilities and services

Care closer to home where possible

Increased activity levels

Increase in Day surgery versus Inpatient activity ratios
Reduction in out of county transfers

Speciality Centres of Excellence

Improved standard mortality rate
Reduced length of stay
Reduction in Re-admission rates

Levels of recruitment

Staff turn-over

Access to training

Compliance with national staffing standards
Financial performance

Ability to generate internal capital for reinvestment
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Weighting Criteria

The panel was asked to assign a relative weighting to each criterion. To inform this, the panel was
presented with the weightings agreed in the shortlisting process and in the 2015 appraisal, and with
a weighting derived from the public telephone survey.

Panel members agreed to use the same weighting used in the 2015 appraisal as shown in the table
below (taken from the Appraisal Report).

Evaluation Criteria Shozrgis;mg Apféffal SWCZ%M Su:/zslgcow waegi;::icrl‘g
ACCESSIBILITY 29.0% (2) | 25.1% (3) | 26.4% (2) | 25.8% (3) 25.1%
QUALITY 32.3% (1) | 31.2% (1) | 27.5% (1) | 27.1% (1) | 31.2%
WORKFORCE 27.4% (3) | 27.3% (2) | 26.4% (2) | 27.0%(2) | 27.3%
DELIVERABILITY 11.3% (4) | 16.3% (4) | 19.7% (4) | 20.1% (4) | 16.3%

100.0%

Table 28: Agreed Non-financial weightings (Source: Non-Financial Appraisal Report, Future Fit)
Additional weightings were used to test the sensitivity of the results, and these are set out in
Appendix 14a.

14.2.3 Scoring Options

Panel members were asked to score each of the four options against each of the four criteria using a
range of 1-7, where a higher number indicated a stronger performance against a criterion.

Panel members recorded their own scores initially, and these were then combined and weighted to
produce initial weighted totals. The totals were presented back to the panel which was then invited
to discuss any areas of particular divergence in scores.

Following discussion, panel members were given the opportunity to revise any of their scores if they
wished to; however the panel felt their scores did not need revising.

14.2.4 Non-Financial Results

The following table (taken from the Appraisal Report) summarises the results of the non-financial
appraisal. Detailed results can be found in Appendix 14a.

o Aareea ota eighted Score
elg g Option A Option B Optic Optio
ACCESSIBILITY 25.1% 59.8 45.2 65.1 47.7
QUALITY 31.2% 39.0 65.0 91.5 24.7
WORKFORCE 27.3% 26.0 67.0 76.8 26.2
DELIVERABILITY 16.3% 19.6 40.5 42.4 22.2
00.0% 44.4 6 2 08
RANK 3 2 1 4
DIFFERENCE | 47.7% 21.1% 0.0% 56.2%

Table 29: Summary of Non-financial scores (Source: Non-Financial Appraisal Report, Future Fit)
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A number of sensitivity analyses were undertaken to test the validity of the results. This included
breaking down weighted scores in terms of the following groupings:

Clinicians and non-clinicians (where the former includes social care and public health
professionals);

Geographic groupings (those whose organisations are solely focused on Shropshire,
Telford & Wrekin or Powys plus other non-geographic organisations), and

The type of body represented (commissioners, SaTH, other providers and public or
patient representatives which included Local Authority representatives).

The following table (taken from the Appraisal Report) summarises the scores from these groupings.

Scoring Analysis

OVERALL

Total Weighted Scores

Option A Option B OptionC1  Option C2

Clinicians

Non-clinicians

Shropshire

Telford & Wrekin

Powys

Non-geographic

Commissioners

SaTH

Other Providers

Public/Patient

Table 30: Summary of Non-financial Sensitivity Analysis

The colour coding highlights the highest scoring options (deep green) through to the lowest scoring
options (deep red). It enables an at-a-glance assessment of any areas of significant divergence
between groups.

a) Weightings

i)

i)

b) Scoring

i)

Applying equal weightings to all criteria resulted in the same ranking though with a
slightly reduced margin of 19.4% between Options C1 and B.

Applying the weightings derived from the public telephone survey also resulted in the
same ranking though with a reduced margin of 20.2% between Options C1 and B.

Since Option C1 outperformed Option B against all criteria, no change in the weightings
could switch the ranking. If the only criterion was Deliverability (a test applied in the
previous appraisal) awarding a 100% weighting to deliverability would therefore still
result in Option C1 coming first, albeit by a reduced margin of 4.6%.

The most significant difference in scoring between the leading options relates to the
accessibility and quality criteria under which Option C1 scored 43.9% and 40.9%,
respectively, higher than Option B.

Adding in scores for the Shropshire patient representative who had to leave early (using
the average of other Shropshire patient representatives) very marginally increases
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Option C1’s leading margin to 21.2%.

iii) Adding in scores for the missing GP Federation representative (using the average of
other GP panel members) very marginally reduces Option C1’s leading margin to 21.0%.

iv) Option C2 scored lowest across all groupings, followed by Option A (except in the case of
Powys members where Option A was ranked 2™ and Option B 3™).

V) If the only scores counted are those of the CCG representatives, the outcome switches
with Option B leading Option C1 by a margin of 5.2%.

vi) If options are assessed in terms of the maximum scores awarded against each criterion,
Options B and C1 are equal 1%

vii) If options are assessed in terms of the minimum scores awarded against each criterion,
Option C1 comes 1* by a very substantial margin, indicating that the panel regarded it as
the ‘least worst’ option as well as the best.

viii) Finally, to test the impact of extreme scores, scores of zero and 1 were raised to 2 and
scores of 7 were reduced to 6. Again, no change of ranking resulted, although Option
C1’s margin reduced to 16.8%

The 2015 appraisal, in recording the same preference for Option C1 over other options, noted that
the panel appeared to have a concern about increasing the disadvantage of those who already have
to travel further, especially for emergency care.

In the present appraisal, it was further noted that some of the disadvantages of the change options
(B, C1 and C2) had been mitigated through the more balance site model offered in the revised
delivery solutions.

The significant change in scoring for Option C2, resulting in it moving from 3™ to 4™ ranking, reflects
the new clinical evidence that had become available since last year, therefore precluding on clinical
grounds the potential for Women and Children’s services to remain at PRH under where the
preferred site for Emergency Care is RSH.

14.3 Financial Appraisal

14.3.1 Introduction

The shortlisted options have been fully evaluated in line with the requirements of Department of
Health Business Case Guidance and the HM Treasury Green Book to assess which option represents
potentially the best value for money (VfM).

The economic analysis thus:

= Covers an appraisal period that ensures a full 60-year operational use of new facilities is
reflected, using a discount rate of 3.5%;

= Excludes VAT from all cash flows;

= Reflects capital cash flows at current cost levels calculated by discounting outturn cash
flows by 2.5% GDP deflator;

= Makes provision where appropriate for a residual asset value to be included at the end
of the appraisal period;

= No provision is made for any potential Opportunity Costs;
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® Includes lifecycle costs for building and engineering elements based on standard NHS
asset lives and replacement cycles, and lifecycle of equipment, with replacement
occurring between 5-15 years depending upon the classification of the asset;

= |ncorporates cash flows for all revenue costs;
= A quantified assessment of risk has not been undertaken;
= Assumes a price base of 2016/17.

All these cost inputs have been modelled to establish, for each option:

= The Net Present Cost (NPC) of the discounted annual cash flows over the whole
appraisal period;

= The Equivalent Annual Cost (EAC), being an annualised equivalent of the NPC.

14.4 Cost Inputs

14.4.1 Capital

A capital cost assessment of the short listed options has been undertaken by Rider Hunt based on
NHS Departmental Cost Allowances (DCAGs), applied to the proposed schedules of accommodation.

The costing has been undertaken in accordance with Department of Health guidance for the costing
of capital schemes. Separate costs forms have been produced for the individual sites and options
with levels of optimism bias, VAT recovery and inflation assessed individually to provide more
realistic costings.
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123,554 153,837 145,450
16,062 19,999 18,908
400 400 400
12,867 14,797 13,862

28,090 36,795 34,770
34,048 42,668 40,335

Total at PUBSEC 227,376 283,878 268,270
195 Reporting

Level

Total at Outturn (at 249,613 311,636 294,497

PUBSEC 214)

Table 31: Capital Costs of Options

Key assumptions are:

The completion on site of each option has been separately identified;

The Cost Index at Reporting Level is defined by the Department of Health to provide a
consistent means of comparison between different projects: the current PUBSEC Index
level is 195 with the costs being updated to the latest index, PUBSEC 214;

Formal indices are no longer published in respect of equipment costs therefore, the
costs are based on relative percentage requirements within new build, refurbishments
and backlog areas;

Professional fees have been included at 13% across all options;
Planning Contingencies have been incorporated at 10% across all options;

Optimism Bias has been calculated utilising HM Treasury’s and Department of Health
standard template and the percentage additions reflect the relative nature of each
project. For each option the optimism bias has been assessed for each site separately to
make it more appropriate to the works within each site;

VAT is potentially recoverable on all construction projects and is generally related to the amount of

refurbishment work but can also be recoverable against some elements of new build. For all options,

recovery has been included at 100% against all fees and this is shown in the cost forms as zero VAT in

accordance with the standard NHS forms.

14.4.2 Revenue

Baseline 2016/17 revenue costs and forecasts for each option have been provided by SaTH as part of

the analysis supporting the affordability assessment. The economic appraisal uses these figures, with

110



the exception of the provision for inflation, in order to provide a consistent 2016/17 price base.
Capital charges are also excluded from the Value for Money (VfM) analysis.

Baseline revenue costs for 2016/17 are shown below.

Revenue
Expenditure Expenditure
£000s
Pay 233,691
Non Pay 102,699
Total VM 336,390

Table 32: Baseline Revenue Costs 2016/17

Sustainable services project changes represent:
= Additional staffing (E4.6m under Option A only);

=  Workforce reductions comprise of three separate elements, new ways of working and
new roles, efficiencies and savings directly related to service change and pathway
redesign

=  Further reductions in workforce relate to activity changes, duplicate costs and IT;
= Savings are site and option specific;

=  Within the development options, there is a net savings range of some £3.2m, between
Option C2 (lowest) at £11.4m and Option B (highest) at £14.6m.

The clinical model described within the Sustainable Services Programme is consistent across Options
B and C1 with a variation relating to Women and Children’s in Option C2. Therefore, there are only
two true variables to be considered across each of the options which are:

=  Workforce
= Capital
The workforce savings/costs associated with each option are shown in the table below:
Option A Option B Option C1 Option C2
£000s £000s £000s £000s

Sustainable Services Project Savings 4,600 (14,589) (14,203) (12,377)
Table 33: Revenue Cost (Savings) - in 2020/21 at 2016/17 price base

(Savings)/Costs

14.4.3 Opportunity Costs and Residual Values
No specific provision has been made for Opportunity Costs since:

=  Full lifecycle provision has been made for all facilities including elements refurbished on
a light touch basis and those simply retained as they are, as well as New Build and Major
Refurbished facilities.

= In respect of Residual Values, provision reflects the assumption that New Build and
Major refurbished elements will be maintained to their as built standard and therefore
the residual value remains.

14.5 Financial Analysis Outputs

14.5.1 Summary of VfM analysis — 60 Year Appraisal Period

Details of the economic model are attached in Appendix 14a. The economic impact of the cash flows
is described in the table below.
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Net Present Cost 9,356,590 8,555,517 8,659,431 8,705,510

Equivalent Annual Cost 351,473 321,381 324,070 325,794
Economic Value 4 1 2 3
Marginal EAC over 1st Ranked 30,092 0 2,689 4,413

% over Option First Ranked 9.4% 0.0% 0.8% 1.4%

Table 34 Economic Costs of Options - 60 year appraisal period

The table below provides a summary of the marginal EAC of each option, over that for Option B, split
between Capital and Revenue elements:

Capital EAC | Revenue EAC | Total EAC
Variance £000s | Variance £000s | Variance £000s

Option C1 2 2,734 315 2,689
Option C2 3 1,674 2,739 4,413

Option A 0 (10,413) 40,505 30,092

Table 35 Summary of marginal EAC of each option

From the analysis that has been undertaken it is evident that, in economic terms:

= The cost of each of the development options (excluding Option A) falls within a relatively
tight band range of just 1.4%;

=  QOption B is preferred by a margin of 0.8% (EAC £2.689m) over Option C1;
= The Do Nothing (Option A) is least preferred, by a margin of 9.4% (EAC £30.092m).
14.5.2 Sensitivity Analysis — Appraisal Period

In order to test the robustness of the economic analysis, an appraisal has also been undertaken to
assess the VfM position over a 30-year appraisal period.

Cost inputs and assumptions mirror those detailed above with the exception of Residual Value,
where it is assumed that 50% of the value of new/major refurbished facilities would be retained at
the end of the 30-year period.

A summary of the outcome of this sensitivity is shown in the table below:
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£000s £000s £000s £000s

Net Present Cost 7,478,605 6,889,470 7,039,144 7,072,871

Economic Value

% over Option First Ranked 8.6% 0.0% 0.8% 1.3%

Table 36: Economic Costs of Options — 30 Year Appraisal Period

This analysis confirms that under a shorter appraisal period:

=  Whilst there is less net annual revenue cost impact under Option A, it remains least
preferred by a margin of 8.6%;

= QOption B again remains preferred by a margin of 0.8%;

14.5.3 Sensitivity Analysis — Income and Expenditure

A sensitivity analysis has been undertaken relating to demography, QIPP, CIP, repatriation and
sustainable services workforce reductions. It has compared initial assumptions and the percentage
move required for there to be an impact on affordability on each option; this is detailed in the table
below:

Element of Sensitivity Assumptions within Model Option C1 Option C2

Net QIPP Loss £10.5m over 4 years 168% 125% 118%

_---

Repatrlatlon Net gain of £6.0m over 4 years -19% 57% 68%

— -...

Table 37: Sensitivity Analysis
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14.6 Financial Conclusions

On the basis of the analysis undertaken:
= Option B is preferred from a financial perspective on the basis of the figures provided;

= The Value for Money margin between all the development options is relatively close
with the exception of option A. This is the case even though there are substantial
differences in the initial capital requirements of each of the change option. Once viewed
from the perspective of whole life costs (as required by guidance), however, these
differences become minimal. For example, although Option B has a capital requirement
of £250m and Option C1 of £312m (c.25% more), the final difference in terms of
equivalent annual cost is just £2.7m (0.8%)

14.7 Overall Conclusion

As noted in Section 14.1, two alternative methods have been used to combine the results of the
Non-Financial and Financial Appraisals in order to test for robustness. The outcomes for this form the
basis for discussions within the Future Fit Programme Board. The outcomes from the Appraisals are
outlined below:

Option B and Option C1 are deliverable and affordable for the Trust and the wider health system.
= Option B scored the highest in the financial appraisal
=  Option C1 scored the highest in the non-financial appraisal

=  Option C2 scored the lowest of all options in the non-financial appraisal and third in the
financial appraisal
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15 The Preferred Option

15.1 Preferred Option

The Future Fit Programme Board will meet to review the Report on the Appraisal of Options
(Appendix 14a) on 30 November 2016. The outcome of this meeting will determine the basis of the
formal consultation with the public.

15.2 Design Strategy

The drivers behind the design strategy are consistent across both sites and evident through each of
the options:

=  Providing high-quality patient focused spaces

= Improving flows internally and externally and reducing conflicts and cross flows between
service, patient and public movements

= Creating a more compact building footprint

= Embedding Lean Principles from the outset

= Separating Public, Blue Light and Service Traffic
= Improving departmental adjacencies

= Rationalising entrances and improving wayfinding

15.3 Engineering Strategy

The engineering services will be adapted, and where necessary system capacities increased, at each
site to suit the proposed new developments and in line with the proposed phasing. The implications
on each primary service have been considered and have been discussed with the Trust’s Estates
personnel for each option and are set out in detail in the Engineering Strategy Reports in Volume 3 of
the Technical Design Proposals section of the Estates Annexee.

15.4 Equipment Strategy

The equipment requirements for each option are being established. These requirements will be
assessed and a capital cost assigned based on clinical need and priority. Further detailed refinement
will be undertaken as part of the Room Data Sheet development.

The Trust will establish an equipment matrix that details which party is responsible for all facets of
equipment, e.g. procurement, maintaining and replacement. Product assemblies will also be
produced in line appointed contractors to aid standardisation across the Trust.

The transfer of existing hospital equipment will be utilised where possible although a process of
evaluation will be carried our during the Room Data Sheet development. Where two departments
are amalgamating, a process of standardisation will take place.

The following criteria will be used to assess the existing equipment nearer the time of transfer:

= Equipment complies with Infection Prevention and Control (IPC) standards and
requirements

=  Costs associated with all transfers are tested for value for money against the purchase of
a new replacement
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= Consumables, durables, spare parts and service will be available for the remaining life
expectancy of the item

= [tems comply with the most up to today regulations and is considered safe

=  Compatibility with other equipment (new and existing) and future ways of working
=  Equipment replacement programme for each area

= [tem can be physically accommodated within the new facilities

The Trust is committed to maintaining the agreed investment in the equipment replacement
programme to ensure that equipment is available at the time of transfer. If the equipment condition
degrades from the initial assessment to the point of transfer a priority process will be undertaken to
establish the feasibility of replacement equipment and/or alternative options.

As with all Capital schemes; the Trust is fully aware of the need to ensure access to new
developments prior to practical completion to enable the completion of Trust commissioning
activities in advance of handover from the primary contractor. Beneficial access rights will need to be
considered and will be set out in the contract documentation.

15.5 Phasing & Decanting

The Phasing Strategy ensures that operational delivery of safe patient services are provided through
minimising the construction programme and limiting the amount of temporary accommodation and
departmental decants.

On each site an enabling package will construct the base supporting infrastructure for the new
scheme, and provide accommodation for the departments and services currently occupying the
footprint of the new build. Where the new construction is built on existing car parking areas these
spaces will need to be re-provided before the major phases of work are commenced.

The construction and departmental decants on each site are interrelated and the phasing strategy for
each site has been developed holistically for each option.

Planning will take place with clinical and operational teams along with the builders to ensure services
are maintained with as little disruption as possible whilst protecting the privacy and dignity of
patients.

When the new-build elements of the major phases are complete and occupied there are subsequent
phases of construction where vacated spaces are refurbished and remodelled to suit their new uses.

The Phasing and Decant Strategy is described in detail in Appendix 15a

15.6 Estates Strategy and Alignment

The Estates Strategy has been developed in parallel to the Outline Business Case. The conclusions of
the 6 Facet surveys, that were commissioned earlier this year (2016), have formed the basis of the
Estates Strategy and informed the detail around backlog maintenance within this OBC. The strategy
has taken into consideration the impact each option has upon the estate in terms of infrastructure
and reduction in backlog.

As the Estates Strategy (Appendix 2c) considers all the options proposed in the SSP it will need to be
amended to reflect the preferred option and position of the Trust Board once the Full Business Case
(FBC) process commences.
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16 Commercial Case

16.1 Goods and services to be procured

In order to achieve the objectives of the Sustainable Services Programme as set out in this OBC, a
number of goods and services need to be procured, which include:

=  Professional services

= Construction and associated works
=  Temporary facilities

=  Equipment

It is currently assumed that there is no requirement for land purchase, legal advice, or specialist
medical equipment (e.g. CT/ MRI) to be procured to deliver the SSP programme.

16.2 Professional Services

As set out in The Management Case (section 18), the Trust has an experienced and capable in-house
project team ‘The Transformation Team’, which ensures that ownership and co-ordination of the
project at both a strategic and a detailed level remains within the Trust. This also limits the need for
the Trust to purchase extensive external support, as the in-house team is able, for instance, to lead
on business case production, clinical planning, and the procurement of furniture and equipment.

The Trust does however still require specialist advice and does not have all of the required capability
within the in-house team. This additional support is therefore procured separately by the Trust.

The following professional services have been commissioned to date:

=  Architect- AHR (Lead appointment)

=  M&E Engineer- DSSR

= C&S Engineer- Capita

= Technical Project Manager- Rider Hunt

= Quantity Surveyor / Cost Advisor- Rider Hunt
=  Specialist Healthcare Planner- SHP

= Design / Technical Advisors and Surveys (Environmental, Ecology, BREEAM, Transport,
Highways, Planning, Helipad etc.)

All of the above comprise design and technical services, and are procured through the NHS Shared
Business Services (SBS) Framework, with AHR Architects as the lead appointment.

If any further specialist advice is required, then this will be purchased either through the SBS
Framework, or via direct appointment in line with the Trust’s standing financial instructions.

As mention earlier in section 4; an external review of this OBC has been undertaken by Deloittes. The
full report can be found in Appendix 4f.

16.3 Procurement Strategy

It is assumed at this stage that the project will be capitally funded, using a Public Dividend Capital
(PDC) route. The Trust is however aware of the potential shortage of availability of capital, and as
such would explore alternative funding routes should sufficient capital not be available. Alternative
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sources to be considered would include private loans, a PFl solution, property-led funding solutions
e.g. Joint Ventures, and/or property development solutions.

The Trust is also considering a number of commercial opportunities to reduce the overall capital cost
of the project, including revenue-led solutions for the construction of new multi-storey car parks,
and energy supply contracts to fund new energy plant and buildings; as well as enabling increased
revenue opportunities through cafes, restaurants, and retail.

16.3.1 Procurement of Construction Works

Assuming the required capital is able to be obtained, the Trust will procure the construction work
using the Department of Health’s ProCure22 (P22) procurement route, which is the default option for
NHS construction projects. The Trust has had a good recent experience of using ProCure21+ for the
Future Configuration of Hospital Services (FCHS) project, and one of the key lessons learnt from the
Post Project Evaluation was that ‘the use of ProCure21+ as a procurement route allowed the scheme
to be delivered to the required quality within the budget’.

The working assumption for the OBC is that the works will be let as an overall ‘Scheme’ to a single
Principal Supply Chain Partner (PSCP) under P22, with separate ‘Projects’ being let as they are ready
to be procured, which is likely to involve multiple major projects and multiple minor projects. This
allows the overall SSP project to be procured as a single project, including the work at both the RSH
and PRH sites being procured through a single ProCure22 appointment. This ensures a single point
of responsibility for the delivery of the project and means the PSCP needs to manage any
interdependencies.

It is however likely that some of the more minor projects which are not on the critical path, and/or
some of the early enabling works, may be procured directly by the Trust using a traditional
procurement route rather than through P22.

The Trust’s advisors (Rider Hunt) have discussed the suitability of the SSP project being procured
through the ProCure22 Framework with the DH’s P22 Implementation Advisor for Midlands and East
(Andrew Mitchell). Andrew has confirmed that the project falls within the remit of the ProCure22
Framework, has supported the use of the framework and that it fits with our projected scale of work
and timescales, and that a full call off for the project is possible under the new framework.

16.3.2 ProCure22 Framework Selection Process

The Trust will follow the approved ProCure22 selection process as set out in the ProCure22 Guide, to
maintain a robust and fair process which ensures the Trust select the correct PSCP, and mitigate the
risk of any challenge to the outcome. The Trust will fully engage with the P22 Implementation
Advisor at all stages in line with best practice. The selection process will be run by the Trust’s in-
house Transformation Team, supported by Rider Hunt. Rider Hunt have extensive experience of using
the P21/P21+ framework (including the previous SaTH FCHS project), and have supported Trusts with
many selection processes under the framework.

16.3.3 Commercial and Legal Issues

It is not envisaged that there will be any significant procurement-related commercial or legal issues
arising, due to the Trust utilising the ProCure22 Framework, which is the default option for NHS
construction projects.

The Trust will fully comply with all required procurement legislation, as well as the Trust’s own
standing financial instructions (SFls).
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16.3.4 Procurement process and Milestones

Assuming that the project remains capitally funded, the procurement process is relatively simple,
due to the use of the ProCure22 framework.

The Trust will undertake the selection of the ProCure22 partner (Principal Supply Chain Partner
(PSCP)) during the development of the FBC. The timescales for the selection are currently under
review, due to the need to verify that a capitally funded route is possible, and to allow the new P22
framework to be fully established, prior to any selection being commenced.

It is anticipated that the procurement process will commence early in 2017, and will then proceed in
line with the recommended timescales specified within the framework.

16.3.5 Market Interest

It is envisaged that there will be significant interest in the SSP scheme due to its size, and also due to
the fact that the ProCure22 framework is relatively new.

It is also anticipated that there will be significant interest from the supplier and sub-contract market
at both a local level and from the nearby areas of Manchester, Birmingham, and Stoke, due to the
scheme’s size and location.

16.3.6 Contract Structure and Terms

The Trust will adopt the standard ProCure22 contract (Engineering and Construction Contract- NEC3)
for both the ‘Scheme’ and any ‘projects’ drawn down from the scheme, complemented by the
specific project details.

Any direct works procured outside of P22 will use standard forms of contract, such as JCT or NEC.

16.3.7 Benefits of ProCure22

Both P21 and P21+ provided the NHS with the tools to deliver improved estate performance while
lowering construction and maintenance costs. ProCure22 is built upon the successes of these
frameworks and will continue to support the NHS to masterplan their estate reconfigurations, carry
out extensive maintenance and refurbishment programmes and deliver small and major capital
construction work, with the following benefits:

= Speed — Access to advice and Estate Development expertise very quickly with PSCP
appointment within a very short timescale.

= Cost certainty- Ability to control cost and get cost certainty by agreement to a
Guaranteed Maximum Price (GMP).

= Quality — Close integration of the supply chain and client ensuring agreed quality
standards are achieved.

= Value — Agreed rates and profit and overheads set at Framework level. Savings
generated from package re-tendering after agreed Guaranteed Maximum Price is
returned 100% to the Client, assuming no specification changes. Free VAT recovery
service. Free Training to NHS and Social Care clients.

= Resource — The ability to use various funding methods to support the development of a
scheme.

=  Supported — Free support from the Department of Health from a dedicated team of
Implementation Advisors (lA); also including free training, guidance documentation,
template contracts and other tools. The IA will have an on-going monitoring role to
ensure project success.

=  Assured — PSCPs and supply chains are pre-vetted on appointment to Framework which
complies with current government standards for construction procurement.
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Strategic — NHS Clients can aligning the delivery of their estate strategies with their
P21+work and so create relationships with suppliers. As and when a project is initiated
by a client, a supply chain is already on-site to provide feasibility, planning, costing and
design advice.

The Client does not provide a long-term guarantee of work, but approves work to be done (initially

identified in the scheme selection High Level Information Pack) as and when they need to, when

funding is available, and if they are content that their PSCP is performing well. This arrangement is

compliant with the Public Contract Regulations and provides maximum flexibility for Clients.

16.3.8 Ability of ProCure22 to contribute to DH initiatives

The ProCure22 will help the Trust deliver the following strands of work:

Cost Efficiency Savings enabling the NHS to deliver the cost efficiency savings required
through best use of the financial resources available for capital investment.

Implementation of Building Information Modelling software on all P22 schemes.

The development of standardised products, designs and repeatable rooms with bulk
buying solutions. Sharing of designs and other design information through a centralised
database under the NHS Royalty-Free Licence.

Through collaboration with the NHS and Supply Chains (PSCPs and Supply Chain
Members) further develop the P21+ Repeatable Rooms and Standard Components.

Include access by Social Care Clients in line with DH Policy.

16.3.9 Value for Money from ProCure22

The ProCure22 Framework offers excellent value for money for the Trust, through:

Ability to respond to the emerging Clinical Pathway design requirements, be future
ready & provide for flexible service models (briefing tool available)

Efficient & economical management control of change mid-process.

Fast track start without OJEU or legal fees being incurred.

Ability to achieve programme delivery to schedule.

Cost certainty in advance of construction (and contract engrossed).

Reduced risk of clinical incident & minimal clinical impact.

Reduced risk of H&S failures impacting on Patients, Visitors, Staff or Contractors.
No litigation on P21 or P21+.

Access to earlier design (Royalty-free access).

Competitively tendered rates and margins as agreed at the outset of the P22
Framework, covering rates and margins as agreed at the outset of the P22 Framework
covering:

Free VAT Recovery service

Mandatory DH supported selection process for appointment of PSCPs and risk
management

Gateway authorisation at each stage controlling exposure, without termination penalty
Structured approach to cost management:

= Monthly updates on forecast out-turn throughout

= Target cost for each stage (stages 1-3 pre-construction and stage 4 construction)

= Restrictions to the schedule of cost components
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=  Well drafted contract enabling clear approach to disallowable cost

=  Procurement strategy agreed with NHS PM

= Client PM and CA involved to the extent they require

=  Open Book process and Robust Audit and Governance
= On-going training to the Client and stakeholders covering
=  Monthly Monitoring System in place enabling early identification of difficulties.
= Defect free delivery (contract change enabling defect free delivery).

= PSCP post GMP re-tendering without change in specification, 100% benefit to the
employer

= Expenses limited to DH/NHS levels (i.e. travel and accommodation).
= Anti-apathy and anti-dithering clauses

=  DH support to project conclusion

16.3.10 Incentivisation

The ProCure22 Framework incentivises the PSCP to make further savings once the Guaranteed
Maximum Price (GMP) has been agreed, through a process of offering 50% of any post-GMP savings
made through increased efficiency (but not buying gain) back to the PSCP as a ‘gainshare’- up to a
limit of 95%. The PSCP takes all the risk of exceeding the GMP.

16.3.11 Risk Allocation

The allocation of risk is a key area within the ProCure22 contract. The project risks will be managed
by the Trust and ProCure22 PSCP jointly and on an open book basis. Regular formal Risk Reviews will
be held between the Trust and PSCP, and the standard P22 risk register will be used as a basis for risk
identification and management, which takes into account Trust risks as well as construction risks, and
will then be bound into the Trust’s contract with the chosen PSCP. This risk managed approach is
supported by the NEC3 ‘early warning’ system which requires risks to be identified, formally
reviewed and agreed actions implemented.

An in-depth risk review will be carried out prior to submission of the GMP, and a fully costed P22 Risk
Register will be included within the Trust’s ‘Stage 4’ contract with the PSCP.
16.3.12 Accounting Treatment

The accounting treatment of the Sustainable Services project proposal will be undertaken by
applying the current accounting guidance as laid out in the HM Treasury Green Book. Currently the
Trust recognises that the assets will be recognised on the Trust’s balance sheet along with the
corresponding PDC funding.

16.3.13 Personnel Implications

Personnel implications are described in more depth in the Workforce section. The Trust is not
anticipating any Transfer of Undertaking Protection of Employment (TUPE) at this stage of staff
although as plans develop in relation to the FBC and the wider system changes this position may
change.

16.3.14 Commercial Feasibility and Deliverability

The Trust considers that Options B and C1 are commercially feasible and deliverable.
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16.4 IM&T Procurement

IM&T procurement for the Trust will be wider than the Sustainable Services Programme (SSP)
however it is recognised that IT development is a key enabler to the programme. The detailed behind
the IM&T strategy can be found in section 12.

16.5 Equipment Procurement

The Trust understands that a significant amount of new furniture, fittings, and equipment needs to
be procured as part of delivering the SSP project. The equipment is deemed to be general equipment
and furniture, as no specialist medical equipment (such as CT, MRl etc.) is required.

The current assumption is that the project will procure all new furniture and equipment, except for
any specialist items, or any items which have been recently purchased. The exception to this is the
relocation of the Women and Children’s Unit, which has a full set of new equipment which will
transfer with the service.

The Trust is intending purchasing the majority of the new furniture and equipment itself, using
existing buying arrangements; but will review if alternative options offer better value (e.g.- is it
cheaper to procure pendants through the P22 PSCP?). The Trust will also review if any commercial
deals could be done for any more specialist equipment.

The Trust will develop a detailed equipment strategy as part of the FBC, which will set out what
equipment will be procured and when.

The Trust’s Transformation Team have recent experience of procuring furniture and equipment for a
major capital project, through the Future Configuration of Hospital Services (FCHS) Project. The
Transformation Team will therefore lead and manage this process, with detailed support from clinical
and non-clinical teams, Medical Engineering and Procurement.

A specific Equipment Workgroup, which reports into the Project Steering Group has already been
established to manage this process.

16.6 Temporary Facilities

The Trust has identified that a number of temporary facilities are likely to be required to facilitate the
implementation and phasing of the SSP project.

Wherever possible the requirement for temporary accommodation will be mitigated through the
phasing strategy. If temporary accommodation is still required, the preference is for this to be
incorporated within the proposed new building footprint (e.g. temporary stores located within the
new multi-storey car park), or to be provided within the existing buildings (e.g. the Estates Offices
relocating to the existing Copthorne Building).

There will however inevitably be a need to provide some additional temporary accommaodation (such
as additional outpatients capacity at RSH, and additional theatre capacity at both RSH and PRH,
during the refurbishment of these areas).

The specific requirements for this additional temporary accommodation will be developed during the
FBC, which will be procured through a capital or revenue route, based on best value, which is likely to
be a competitive tender, or by utilising existing Trust arrangements.
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16.7 Travel and Transport

The Trust’s Travel and Transport vision can be found within the Framework Travel Plan that was

developed in 2014 and is located within Appendix 16a. Site specific opportunities associated with the

Travel and Transport aspirations will be developed further during the Full Business Case (FBC).

AHR architects commissioned travel consultants, JMP, to inform the proposals regarding road access

and car parking. The full JMP report can be located within the Estates Annexe.

16.8 Commercial Opportunities

The Trust will look to benefit from potential commercial opportunities which will arise as a result of

delivering the SSP project. This is likely to include:

Further developing the in-house ‘Caffe Bistro’ catering offering, which has been a hugely
successful part of the new Women and Children’s Building at PRH across both sites

Reviewing whether further in-house retail or catering opportunities could be realised-
particularly within the new feature atria areas at both sites

Potential for outsourcing retail or catering to other public or private sector organisations
Reviewing the sale of any potentially surplus land to developers

Outsourcing the construction and operation of the new multi-storey car parks to a
private firm; or reviewing alternative pricing structures and keeping the operation of
these in-house

Outsourcing the new energy centres to a private firm under an ‘energy supply
agreement’, similar to the current arrangements the Trust has in place

Seeking opportunities to work with other public sector or charitable organisations (e.g.
provision of a new cancer centre at PRH with Lingen Davies)

Other commercial opportunities, such as private patients, training facilities etc.

All of this will be developed further at FBC stage.

16.9 Charitable Funding

The Trust will look to explore possible charitable funding routes to fund aspects of the project, which

will be developed further at FBC stage.

16.10 Commercial Design Issues

The proposed design will take full advantage of latest best practice in relation to:

Design review
Government Construction Strategy
HBN/ HTM requirements, BREEAM, Infection Control, and single rooms

DH energy and sustainability targets

In addition, the proposed scheme utilises best practice from the P21+ repeatable room initiative and

the P21+ standard components, which will be developed further at FBC stage. This is all set out in
more detail in Section 10 of this OBC and in the Estates Annexe.

123



17 The Financial Case

17.1 Capital

A capital cost estimate for each of the shortlisted Options, B, C1 and C2, has been undertaken by
Cost Advisors Rider Hunt. These estimates follow best practice and the guidance within the NHS
Capital Investment Manual and are presented on OB forms in the standard format. The work has
been split into SSP Baseline works, Estates Implications and Backlog works, and into new build
departments and refurbished departments.

The works costs for new build departments are built up using the Healthcare Premises Cost Guides
rates per m2 (HPCGs) applied to the building areas shown within AHR schedules, plus appropriate
on-costs. The HPCG rates have been adjusted accordingly for number of storeys, and the areas have
been adjusted by the addition of 30% to allow for main plant rooms. Communication space is shown
separately on the AHR Architects (AHR) schedules and has been priced separately within the cost
estimates.

For the refurbishment areas, a percentage of the new build rate has been taken based on the level of
refurbishment indicated on the AHR schedules. There has been no adjustment to the areas of
refurbishment for plant space.

Demolitions have been calculated on a volumetric basis using a typical demolition rate from previous
similar projects.

External works are included based on the areas shown on AHR’s schedules, with splits between hard
and soft landscaping taken as a percentage.

Drainage has been priced separately to the buildings based on the total area of new build, and to the
external areas based on the total area from AHR’s schedules. Additions have been included for
attenuation from the Capita (Civil and Structural Engineers) schedules.

Allowances for items such as ground conditions, retaining walls and cut and fill have been taken from
Capita’s report and priced using rates from similar previous schemes.

Prices in the estimates for vertical circulation are for the lifts and escalators only as itemised on
AHR’s schedules, as the space requirement has already been included in the communication space
above.

Allowances highlighted in the DSSR (Mechanical and Electrical Engineers) reports have been included
for services buildings, abnormal services, diversions and connections.

The capital cost of boilers, boiler houses, energy centres and the like has been excluded from the
estimates, as the assumption for OBC is that the new energy centres will be outsourced to a private
firm under an “energy supply agreement”, similar to the current arrangements the Trust has in place.

The capital costs of multi-storey car parks have been excluded from the estimates as the assumption
for OBC is that the construction and operation of the new multi-storey car parks will be outsourced
to a private firm or the Trust will review alternative pricing structures and keep the operation in
house.

The capital cost for the Chemotherapy Day Case Centre at PRH in all options is excluded from the
estimate as this is anticipated to be funded through other Public Sector or Charitable organisations.

The capital cost for the Midwifery-led Unit (MLU) and any other associated legacy Women and
Children’s accommodation at RSH in all options has been excluded from this estimate as this is
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funded from the Public Dividend Capital (PDC) obtained from the previous Future Configuration of
Hospital Services (FCHS) scheme.

Numerical references in the side margin are to AHR’s drawings and schedules.

Work has initially been priced at PUBSEC 195, which is the current Department of Health Reporting
Level and then updated to PUBSEC 214 which is the current index value for 4" quarter 2016 (present)

Inflation beyond 2016 has not been included in the estimates or on the Business Case forms.

The works costs have been adjusted for working in Shropshire based on the BCIS Location Study,
2000 boundaries, currently 0.98.

Additional costs have then been added to the above works costs to include for:

= Fees, which are based on 13% of the works costs, as advised by the Trust
=  Non-works costs, which are an allowance based on similar recent developments

=  Equipment, which is included at either 12% for Option B or 11% for Options C1 and C2,
as advised by the Trust, based on recent experience of similar projects. Equipment costs
are deemed to include for all general equipment, and general IT infrastructure, but
exclude any specialist medical equipment (such as CT, MRI etc.), and any specialist IT
requirements (such as EPR or iPads, etc.).

= Planning contingency, which is based on 10% of the works cost
= Optimism Bias, which is set out below
= VAT at the current rate of 20%

= VAT Recovery, at an assumed level of recovery based on 100% recovery for fees, and a
rate of 20% for refurbishment works.

It is currently assumed that there is no requirement for land purchase.

It is currently assumed that there is no requirement for legal advice to deliver the SSP programme.
No specialist medical equipment (e.g. CT/ MRI) has been included.

Other exclusions are listed with the High Level Cost Estimates.

The level of Optimism Bias has been calculated based on the approved guidance, and based on the
level of development and confidence in the scheme at OBC stage. This calculation is included in
Appendix 17a.

The costs are shown on Business Case forms 1-4 for each option, included in Appendix 17b, with a
separate set of High Level Cost Estimates giving more detail, included in Appendix 17c.
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123,554 153,837 145,450

16,062 19,999 18,908

400 400 400

12,867 14,797 13,862

Contingencies 12,355 15,384 14,545

Optimism Bias 28,090 36,795 34,770

VAT 34,048 42,668 40,335

Total at PUBSEC 195 227,376 283,878 268,270
Reporting Level

Total at Outturn (at 249,613 311,636 294,497

PUBSEC 214)

Table 38: High level cost estimates

17.2 Overall Affordability and Key Planning Assumptions

In developing the strategy for an affordable option, the Trust has taken into account the following:

Projections of income based on the Future Fit Phase 2 modelling including a forecast on
demographic changes

= Efficiencies arising from the removal of duplicate rotas, reduction in Junior Doctor
intensity payments, co-location of services and the co-horting of surgical specialities

= |Increased facilities and ward costs associated with modern and national standards for
new wards

= Application of inflation
= Net additional cost of capital

= Repatriation of activity currently being performed for local residents in organisations
outside the local health economy

= Increase of tariff payments in line with the current Sustainability and Transformational
fund allocation

= Continued CIP delivery

A summary of the analysis can be found in Table 36 with a detailed analysis showing the impact on
the Trust’s Income & Expenditure in Table 37 and the key planning assumptions detailed in Table 38
below:
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£000s £000s £000s £000s £000s
Recurrent 2016/17 Baseline Position JREIRTE)) (16,553) (16,553) (16,553) (16,553)
Less SSP Incremental Finance Costs 2,000 2,000 2,000 2,000

Recurrent 2016/17 Baseline Position JNEERTE)) (16,553) (14,553) (14,553) (14,553)

Revenue Impact

Demographic Growth 28,584 28,584 28,584 28,584 28,584
Increased Cost of Demography (11,501) (28,584) (11,501) (11,501) (11,501)
(17,295) (17,295) (17,295) (17,295)
QIPP Savings 6,800 6,800 6,800 6,800
Inflation (38,790) (38,790) (38,790) (38,790) (38,790)
Tariff Uplift 8,221 8,221 8,221 8,221 8,221
CiP 30,978 30,978 30,978 30,978 30,978
10,000 10,000 10,000 10,000 10,000
(4,000) (4,000) (4,000) (4,000) (4,000)
4,630 4,630 4,630 4,630 4,630
14,589 (4,600) 14,589 14,203 11,377
(6,000) (6,000) (6,000) (6,000)
(6,000) (5,433) (8,684) (7,867)
5,664 (10,114) 6,231 2,594 584

Table 39: Affordability and key planning assumptions

The table above demonstrates the affordability of the options at both RSH and PRH to the Trust
resulting in recurrent financial surplus for Options B, C1 and C2.

Option C1 however enables the Trust to maximise the potential for repatriation of activity currently
being performed for local residents in provider organisations out of the county. The income and
expenditure analysis for the Trust is shown in the table below:
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£000s

Baseline 336,026
Tariff Uplift
Demography

Repatriation

Developments

Total Income 336,026
Pay

Baseline (232,302)

Cost of Demography
Savings of QIPP

Cost of Repatriation

Developments
CIP

Total Pay (232,302)

Non Pay

Baseline (104,088)

Cost of Demography
Savings of QIPP

Cost of Repatriation
Developments

cip

Total Non Pay (104,088)

Finance Costs
Baseline (16,189)

Total Finance Costs (16,189)

Total Expenditure (352,579)

Total Income and QEGEEE)]
Expenditure

Table 40: Trust’s income and expenditure

Tariff Uplift
Inflation (blended)

Efficiency Factor

Table 41: Planning Assumptions

0.3%
2.8%
2.0%
2.6%

£000s

336,026
8,221
28,584
0
10,000
4,120
386,951

(232,302)
(18,252)
(20,009)
0

(2,800)
510
21,685
(4,600)
(255,769)

(104,088)
(17,378)
(8,575)

0

(1,200)

0

9,293

(121,947)

(16,189)
(3,160)

(19,349)
(397,065)
(10,114)

0%
2.2%
2.0%
2.9%

£000s

336,026
8,221
28,584
(17,295)
10,000
4,120
369,656

(232,302)
(18,252)
(8,050)
4,760
(2,800)
510
21,685
14,589
(219,861)

(104,088)
(17,378)
(3,450)
2,040
(1,200)

0

9,293

(114,782)

(16,189)
(3,160)
(9,433)
(28,782)
(363,425)
6,231

0%
2.2%
2.0%
2.6%

£000s

336,026
8,221
28,584
(17,295)
10,000
4,120
369,656

(232,302)
(18,252)
(8,050)
4,760
(2,800)
510
21,685
14,203
(220,247)

(104,088)
(17,378)
(3,450)
2,040
(1,200)

0

9,293

(114,782)

(16,189)
(3,160)
(12,684)
(32,033)
(367,063)
2,594

0.9%
3.1%
2.0%
2.7%

£000s

336,026
8,221
28,584
(17,295)
10,000
4,120
369,656

(232,302)
(18,252)
(8,050)
4,760
(2,800)
510
21,685
11,377
(223,074)

(104,088)
(17,378)
(3,450)
2,040
(1,200)

0

9,293

(114,782)

(16,189)
(3,160)
(11,867)
(31,216)
(369,072)
584
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The planning assumptions outlined above as based on those within national guidance and are
aligned to those within the Sustainability and Transformation Programme (STP).

Local Health Economy Position

The affordability of the Sustainable Services Programme should also be considered within the wider
context of the overall health system’s financial sustainability, which is contained within the STP

The table below sets out the key financial elements of the STP in terms of commissioner and

provider sustainability.

I N

Inflation/Demography cost [NEL%:)] (41.0) (95.8)
pressures

= ---

QIPP savings LHE Providers 2.1 (32.1)

Provider Trust Efficiency
Programme

Transformatlon (36.0) (32.0)

(VIY) of Transformation
savings

Reconflgu ration

Orthopaedic Rebasing

Rationalisation of services

Table 42: Key financial elements of STP
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18 Management Case

18.1 SSP Project Management Arrangements

The Trust recognises that the successful delivery of the Sustainable Services Programme (SSP) is a
significant task, which will require robust project management and a real commitment from
everyone involved to ensure its success. The Trust has thorough arrangements in place for the on-
going management of the project, and is committed to ensuring its successful outcome.

The Trust has successfully managed the project to date, and has delivered a SOC approval and this
OBC within a clear management and governance structure. The post-OBC management therefore
builds on these arrangements which have worked well to date, making suitable provision for the shift
in emphasis to a more detailed stage of the project, with more detailed planning required.

The Trust is managing the Sustainable Services Programme as a single project. It is being managed
internally, complemented by external advisors where appropriate.

A governance structure is in place with defined roles for individuals; and a series of groups, teams
and boards. This is ensuring all team members understand their role and responsibilities, and is
providing a clear and auditable route for decision making and the escalation of risks and issues.

Risks, issues, and progress against the key milestones, are managed and monitored by the
Transformation Team, which are reviewed each month within the Steering Group meeting, and any
corrective action taken if required.

A budget for each stage of the project is established at the outset of the stage, and the on-going
costs are controlled and monitored by the Transformation Team, including fees for external
consultants. An overall capital and revenue budget has been established for each of the shortlisted
option as part of this OBC, as set out in the Financial Case.

The proposed benefits of the project have been defined during the OBC, and a benefits management
process has been established to ensure these are achieved.

A robust project brief is continuing to be developed, and the design will be managed and controlled
by the Transformation Team and the Technical Project Manager, to ensure it complies with the brief
and will meet all relevant statutory requirements and guidance, with any derogations agreed and
documented.

Appropriate contract administration will be established as the project progresses.

The management of the project is based on Prince2 and best practice, amended to suit the needs of
the Trust and the project.

A commissioning, completion, and post-completion process will be established, which will include a
Post-Project Evaluation, in line with best practice and embracing the principle of ‘soft landings’.

The Trust has recently undertaken a major reconfiguration programme, the Future Configuration of
Hospital Services (FCHS). In addition to retaining a number of key internal and external project team
members from this project, a detailed lessons learnt process was carried out, both of which are
helping inform the Sustainable Services Programme and ensuring knowledge transfer.

All of these project management arrangements are set out in more detail below.

The Trust confirms that adequate time, resource, and expertise is being allocated to the project to
ensure its successful delivery.
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18.2 Lessons learnt from previous projects

The Trust undertook a thorough post-project evaluation for the recent Future Configuration of
Services Project (FCHS). This proved to be an interesting and helpful experience for the Trust, and
resulted in a detailed report being produced, which included a number of lessons learnt.

The Trust has already been using this to help inform the SSP project, and will continue to ensure the
lessons learnt are reviewed at key project stages to provide the benefit of these for the SSP project.

Some of the key lessons learnt from the FCHS project, as identified within the formal Post Project
Evaluation were;

= A major project can be successfully delivered within SaTH with the right team,
appropriate planning and resource, and full support from an Executive level

= The level of dedicated Project Team resource to manage such a complex scheme is
enormous and should not be underestimated

= Managing the project internally with a dedicated project team, supported by external
advisors who knew the site worked well- as it ensured complementary skills and
resource, but ownership stayed with the internal team

= Requirements and demands on both the Clinical teams and existing Trust support
services (e.g. Estates, FM, IT) is extensive and requires exceptionally large amounts of
input and resource from them, which is in addition to the day job

= Clear governance and decision making throughout is essential, and needs to include
excellent record keeping and ensuring that key decisions are not lost if personnel change

= Extensive planning is required for transition, and requires significant resource from the
project team and clinical teams to deliver the actual move of services

All of these lessons have been implemented in the planning for the SSP project.

18.2.1 Transformation Team

The Trust has a dedicated project team to deliver major capital projects, the ‘Transformation Team’.
This was established in 2011 as the ‘Future Team’ to manage the Future Configuration of Hospital
Services (FCHS) Project, and has been developed and enhanced to deliver the SSP project.

This team is led by the Trust’s Associate Director for Service Transformation, and comprises
management staff, clinical staff who have been seconded into the team, project managers, and
administrators- all of whom are full time dedicated resource to the SSP project. This team
successfully delivered the FCHS project, and had extensive experience of the clinical functions
affected by the SSP project.

18.3 Project Governance, Meetings, Management, and Reporting

The project is resourced from within the Trust, complemented by external specialist consultants. The
governance of the project is carefully structured with clearly defined roles for individuals; and the
establishment of a series of groups, teams and boards. This ensures all team members understand
their role and responsibilities, and provides a clear and auditable route for decision making and the
escalation of risks and issues.

In order to achieve the successful delivery of this OBC, there has been considerable work undertaken
by a number of groups and individuals to date, and there are therefore already a robust set of
programme structure and governance arrangements in place. These have been developed in
discussion with the relevant Centre Chiefs and Business Managers, and reflect the need to support
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and maintain the clinical leadership of the programme. These arrangements have all been agreed
and signed off by the Trust Board.

The governance arrangements are regularly reviewed and updated where required to reflect the
development of the project, and to allow for the increase in activity and detail which will be required
through the FBC and then beyond.

Structured and productive meetings are held in order to discuss project issues, to seek input from
stakeholders, to report on and assess progress, and to make key decisions. A number of different
types of meetings are required at different levels. Broadly, these follow the agreed governance
structure, complemented by detailed support meetings (e.g. clinical or design), and other ad-hoc
groups as required.

The current SSP Governance Structure (rev 6 of 19 May 16) is shown in the Figure below:
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Figure 30: SSP Governance Structure v6 19 May 16
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The Trust Board is ultimately responsible for the delivery of the project within SaTH. The Board
receive regular project updates, and formally approve major documents at key milestones, including
the SOC, OBC, and FBC.

The Trust’s Sustainability Committee is a sub-group of the Trust Board, responsible for objective
scrutiny of the Trust’s financial plans, major investment decisions and performance. The committee
is chaired by a Non-Executive Director and is attended by a number of Executives, Non-Executives,
and Care Group Leads. The SSP project forms a significant part of the Sustainability Committee’s
agenda, as it is responsible for reviewing all capital expenditure and business cases. This committee
acts as the senior objective reviewing body for the project on behalf of the Board.

The Sustainable Services Project Steering Group is the decision making group for the Sustainable
Services Programme comprising members of the Executive Team, Clinical Directors, Care Group
Managers, and Senior Nurse representation. It provides direction to the Project Team and oversees
the whole of the SSP. The Steering Group meet monthly, to review progress and programme, risks
and issues, and to receive written and verbal reports from each workstream. The Steering Group is
the main escalation point for key decisions, approves all key items of work, and manages the
project’s budget. The Steering Group reports into the Sustainability Committee.

The Sustainable Services Project Team is the main ‘doing group’ for the SSP project, and co-
ordinates the work being undertaken by the workstreams. It is chaired by the Finance Director
(Project Director) and is attended by the leads of each of the workstreams. The Project Team meets
fortnightly, or more often at key stages of the project.

The key elements of the project are managed by 5 No. Primary Workstreams (Clinical, Technical,
Estates, IT, and OBC), supported by 6 No. Support Workstreams (Finance, Workforce, Support
Services, Equipment, Comms, and Cancer Services). Each workstream is wholly responsible for the
delivery of their element of the SSP project, and has a dedicated workstream lead. Each of the
workstream leads attends the Project Team and Steering Group meetings, and provide a formal
update report each month. Each of the workstreams meet as required (e.g. Clinical Working Groups,
or Technical Team meetings), and have their own terms of reference and agreed deliverables. A
number of the workstreams are large undertakings in their own right, and also comprise various sub-
groups and committees.

All meetings are minuted as required, with all actions collated on rolling action logs and added to the
Issues Register as required. The Transformation Team maintain overall control and co-ordinate all
project meetings.

Regular reporting of key project issues is undertaken at all levels to ensure the project remains on
course for successful completion, and to allow corrective action to be taken if required.

The Transformation Team lead on the production of all update reports and presentations required for
the various meetings, and ensure all meetings take place as required.
18.3.1 External Advisors

Wherever possible the Trust is resourcing the project internally from within the Trust, however it
recognises that some external support, advice, and expertise is required to complement the in-house
teams and provide additional capability and/or capacity. These external roles predominantly relate
to technical items (e.g. design, cost advice, technical project management) and IT (IT advisors).

Further details of these appointments are set out in the Commercial Case (section 16).
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18.3.2 Commitment of Resource

The Trust is committed to the delivery of the Sustainable Services Programme (SSP) and will resource

the development and transformation as required.

18.4 Links and Interdependencies

As with all major change programmes there are a number of links and interdependencies that can

influence the successful outcome of delivery. These are outlined in the table below:

Security of funding to deliver the full model of care
and therefore benefit from the efficiency gains.

Recruitment of workforce with necessary skill sets to
deliver model of care

Uptake of funded development course e.g. Advanced
Clinical Practitioners, Nurse Associates.

Public understanding and uptake of re-designed
services e.g. going to the right place at the right time

Change in local and national political landscape

Instability of current clinical model forces the
escalation of contingency plans being implemented In
a compressed timescale that may be inconsistent with
the proposed clinical model.

Unforeseen events influencing future national
priorities

Public opposition to change creating negative
perception of model of care, creating anxiety and
confusion for staff and patients

Table 43: Links and Interdependencies

Development of the STP in particular integrated pathways
with:

= Social Services

=  Voluntary Sector

= Neighbourhoods

= @GP Practices

= Community Services

Supporting new ways of working and role development as
part of the workforce STP plan

Local and Specialised commissioner support and
consistency in the delivery of agreed commissioning
intentions, |

Delivery of the Operational Delivery Plan to deliver internal
efficiencies

Delivery of 7 day working within unscheduled care

Resource, capacity and resilience within organisations to
deliver the change

Delivery of the IT agenda across the health economy to
support delivery of the integrated pathway.

Media support to deliver the right public message

18.5 Programme, Key Dates, and Phasing

The proposed timetable for the next stages of the SSP project up to the completion of the FBC and
commencement of work on site is shown in the table below. These proposed dates provide the
fastest possible route to delivering the SSP benefits, balanced with the need to ensure adequate
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planning, engagement, approvals, and due diligence are undertaken; as well as allowing sufficient
periods for the Trust to obtain the necessary approvals from NHS Improvement, Department of
Health, and HM Treasury as appropriate.

Trust Board formally approve SOC - 31 Mar 16
Shropshire and Telford & Wrekin CCG’s approve SOC 10 May 16 29 Jun 16
NHSI site visits to PRH and RSH - 7 Sep 16

Shropshire/ T&W STP Non-Financial Options Appraisal - 23 Sep 16
DRAFT OBC, inc finance and affordability completed - 28 Sep 16
Trust Board review DRAFT OBC, inc finance and affordability (Private) & - 29 Sep 16

Warm-up Presentation (Public)

West Midlands Clinical Senate Review 17 Oct 16 31 0Oct 16
Future Fit Programme Board - 30 Nov 16
Submission of Pre-Consultation Business Case to NHS England - 30 Nov 16
Trust Board formally approve final OBC - 01 Dec 16
Submit OBC to NHSI for approval (inc all Appendices) - 5 Dec 16
NHSI OBC approval period (local and national, inc DH and HMT) 5 Dec 16 31 May 17
Public Consultation (12 weeks) No later than 5 Jan 17
Develop FBC (in parallel with OBC review and Public Consultation) 5Jan 17 Sep 17
Decision Making Business Case (DMBC) mid Mar 17 mid Jun 17
Full Planning Application (allow 16 weeks) (Enabling works will require 13 Mar 17 30Jun 17

separate application)

Commence Enabling Works at PRH / RSH (assumed date, subject to Trust) - 3 Apr17
Final Commissioner Decision 30 Jun 17 30 Jun 17
Procurement process (assuming P22 route) 1 Apr 17 30Jun 17
NHSI FBC approval period (local and national, inc DH and HMT) Oct 17 Mar 18

Table 44: Milestone Dates for SSP

The detailed construction and delivery phase programme and dates vary depending on which option
is chosen. All of the options however comprise:

= Aninitial programme of site clearance, service diversions, and enabling works

= A main new build stage, followed by initial transition and implementation (including new
clinical and workforce models)
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= A refurbishment and reconfiguration stage, followed by further transition and
implementation (including new clinical and workforce models)
An initial detailed review of the phasing and sequencing has taken place during the OBC, which
shows that all 3 options are deliverable.

The overall duration of the delivery and implementation stage for each option is:

= All Options: Obtain all approvals and undertake site enabling works to create a clear site-
approximately 2 years

Followed by:

= Option B- 4.5 years, with SSP benefits delivered after 2.5 years
= QOption C1- 5 years with SSP benefits delivered after 3 years
=  QOption C2- 5 years with SSP benefits delivered after 3 years

This results in the implementation of the new clinical model and the associated benefits of SSP being
delivered by the end of the 2020/21 financial year, with all remaining backlog delivered by the end
of 2022/23.

All of these dates are deemed to include construction, fit-out, and decanting. The ability of
undertaking the enabling work in parallel with the FBC approval requires agreement with the Trust
and the ability to obtain sufficient capital funding. All dates remain outline at this stage and require
further work and verification.

Time management is required to ensure that the project’s required outcomes are achieved in a
timely manner, and that the project meets all of its required deadlines.

The Trust retains overall control of the programme and delivery dates for the project, as well as the
overall phasing and sequencing. These are managed on a day to day basis by the Transformation
Team, who produce and update the Master Programme and Phasing Plan for the project. The Master
Programme will be fully developed for the preferred option during the FBC to fully identify all
milestones, gateways, and interdependencies; including the critical path activities; which will be
developed in conjunction with a detailed Phasing Plan.

The Master Programme is reviewed and approved by the SSP Steering Group. Any significant
changes to the Master Programme must be implemented through the formal change management
process and approved by the Steering Group.

The Project Manager reports all progress against the key activities as part of the monthly progress
report; and will also report when slippage against key dates (particularly those on the critical path)
occurs. If slippage against key dates occurs, the Project Manager will seek suitable solutions and
mitigation; and escalate to the Project Team and Steering Group if required. Any key programme
risks are recorded on the risk register.

18.6 Management of Risk

The Trust needs to be confident that the project’s aims and objectives are able to be delivered within
the defined constraints. There is therefore a need to closely manage the financial, strategic, clinical,
and technical risks associated with the project, to ensure that these do not jeopardise its successful
delivery.

There are a number of significant risks associated with the planning and delivery of the Sustainable
Services Programme. All risks are identified within the individual workstreams and in dialogue with
all relevant stakeholders. These risks, their mitigation, and supporting actions are reviewed and
managed by the Transformation Team and through the governance structure in place; which aligns
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with the normal Trust operational risk management processes and procedures. All identified risks
are documented in a project risk register and assessed for likelihood and potential impact and given
a RAG rating.

The Programme Risk Register is reviewed at each Project Team meeting, and formally reviewed and
updated on a monthly basis by the Project Steering Group, including specifically reviewing all Red
rated risks. A copy of the latest Risk Register is in Appendix 18a.

The management of risk is important, as it allows early identification of potential risk items, which
can then be managed, rather than just being covered by contingency; which maximises confidence in
achieving the desired outcomes and the business benefits. Management of risk also allows the Trust
the confidence to take greater risks which can potentially improve the project outcome. The Risk
Management process will help to:

= |mprove the certainty of project delivery in terms of cost, time, quality and stakeholder
expectations

= Highlight the important issues and focus the team’s efforts on these
= Put the team in control of the risks;

= Encourage improved communication and understanding of the project amongst the
team and the project stakeholders by articulating the stakeholder requirements;

=  Enable better, informed decisions

= Assess the appropriate level of contingency funds required to manage the various risks
so that funds may be released for other project areas

Risk management will be carried out throughout the course of the project. This will include risk
workshops to suit the project stage, enabling identification, management and mitigation of the risks;
and establishment of a contingency fund within the cost plan. Risk identification has commenced at
an early stage, and risk reduction analysis will be encouraged throughout the duration of the project.

The Transformation Team manage the overall programme-level risks using the agreed Trust risk
management process for the SSP programme, including strategic, financial, business, and clinical risk-
which is documented in the SSP programme risk register.

In addition, the Technical Project Manager manages the technical risks, including design, site,
planning and the like- which is documented within a Technical Risk Register. Once the ProCure22
partner is appointed, this will become the NEC contractual risk register within the P22 contract.

The Trust has allocated a suitable contingency within the capital and revenue costs to cover the risks
identified.

18.6.1 Control of Change

All projects are subject to change throughout the course of the project. Change management is
required to ensure the impact of the change on the project’s quality, cost, and time do not outweigh
the advantages gained. The project scope and brief is still being developed, but will become
increasingly fixed during the FBC.

All key project documentation, including the Trust Brief, Clinical Model, Workforce Plans, IT Strategy,
Approved Design, Master Programme, Revenue Cost Model, Capital Cost Plan, Phasing, and
Transition Plans will all be approved and formally signed off at the appropriate points by the
appropriate party. This will be the SSP Steering Group or the Sustainability Committee/ Trust Board.
The approval process will be led by the Transformation Team.
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Once these documents have been signed off, any proposed changes need to be carefully considered,
including the potential impact, and if required taken back to the appropriate party for the change to
be authorised. The Project Manager will own the change control process, and administer a project
change register and change approval form, which will document all significant proposed changes, the
impact of the change, and who needs to authorise. They will then seek appropriate sign-off for the
change, and ensure that the change is implemented, and appropriate documentation is updated as
required.

Any potential change which may have an impact on the project is included on the risk register.

In relation to the design and build elements, once the Trust is in contract with a ProCure22 partner
the NEC3 Contract has a robust management process for dealing with change, using the early
warning and compensation event process. This will be administered by the Technical Project
Manager, with any changes which have a significant impact on programme, cost, or quality escalated
to the Project Team or Steering Group for approval as required.

Management of Transition

The Trust has recent experience of implementing a major change programme, and will be able to use
this experience to the benefit of the SSP project.

The reconfiguration will be implemented in a staged and systematic way that causes the least
amount of disruption to services. The implementation will be carried out on a phased basis, to align
with the completion of the various stages of the work.

The Clinical Working Groups will oversee the transition required within each Clinical Centre. Within
each clinical area (e.g. ED, Critical Care, Women and Children’s) a number of Clinical Implementation
Teams will progress change within each clinical specialty.

Implementation will be driven within each Clinical Centre, led by the Centre Chief and Centre
Manager but with full support from the Transformation Team and corporate Operational Leads.
Implementation plans with a detailed critical path will be developed for each service. These will be
based on the phasing and decanting plans identified by the construction times. Each Implementation
Plan will be used as the basis for the formal management of change process and the communication
and engagement activities within each service area.

New ways of working and the implementation of new care pathways will be phased and
appropriately project managed. The Trust has also engaged with other Trusts who have undertaken
similar major configuration process to seek lessons learnt and best practice from elsewhere.

Communication and engagement internally within the Trust, with partners and stakeholders and with
patients and the public will be managed by the Transformation Team working closely with the Clinical
Centres. As progress is made towards key changes, focussed and targeted communications activities
will be completed. This is likely to include the planning for and identification of VIPs (Very Important
Patients) who need to access services at a time of change. A Task and Finish Group will be set up
within each Centre, and with the support from the Director of Quality and Safety/Chief Nurse and
the Transformation Team will be responsible for the safe and appropriate management of the VIPs
across both sites.

The workforce section (Section 11) describes in more detail the planning work that is being
undertaken to ensure the Trust’s clinical teams and staff are ready for the implementation of the new
ways of working.

The Health Informatics section (Section 12) describes in more detail the work that will be undertaken
to ensure the Trust’s clinical and IT teams are able to implement the new IT systems and processes.
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Quality Impact Assessment (QIA)

As part of the plan to put patients first and continually drive up quality, the Trust has implemented
the widespread use of Quality Impact Assessments (QIA) for all service developments and plans.
QIAs assess the impact any change will have on the quality of care patients receive and also aid the
identification of risks within each clinical area. These impacts and risks are then assessed and scored
and form the basis of action plans and areas for further work. The Chief Nurse/ Director of Quality
and Safety receive a copy of each QIA when completed. The risks at service level are recorded on the
Centre Risk Registers or escalated to the Corporate Risk Register where they rate 15 or above. The
on-going monitoring of the QlAs is part of the Centre’s and Trust’s governance and risk management
process.

Project-specific Quality Impact Assessments (QIAs) are currently being developed within each Centre
and will continue to be updated and used as the basis for measuring impact and supporting the
management of risk. These reviews have already identified key issues such as:

= Acutely ill patients arrive at the Planned Care Site requiring Emergency Care

= The Trust's ability to maintain safe Emergency Services on both sites could be
compromised whilst the sustainability plan is implemented

= The Trust may not be able to recruit sufficient nursing and medical staff

The production and implementation of the QlAs are the responsibility of the Clinical Workstream,
who will ensure these are produced, adequately reviewed and consulted on and are then
implemented. Any key issues or risks which are identified within the QIAs (further detailed in
Appendix 18b) will also be reflected within the project risk register and issues log as the programme
progresses.

Business continuity plans are in place with the Trust for safe, on-going delivery of patients.

18.7 Benefits Management and Realisation

It is essential that the Trust identify the benefits of the proposed change and how these will be made
real, so that there is a tangible improvement for patients that can be seen, felt and measured. The
Trust has therefore established a practical and achievable benefits realisation management approach
as an integral element to the SSP project.

Benefits are the measurable improvements that result from an improved outcome, realised through
the reconfiguration programme. The benefits management process therefore identifies, defines,
tracks, realises and optimises these benefits.

The Economic Case sets out the desired benefits which the Trust aims to realise, and then shows how
the chosen proposed solution will optimise these benefits. In summary the benefits the SSP project
aims to realise are:

= To be able to offer comprehensive access to all surgical and medical sub-specialties
within the county

= To continually improve clinical outcomes as a result of higher volumes of patients
through a consolidated service

= To be able to provide an urgent response for emergency, surgery and critical care
= To deliver a sustainable 18 week RTT across the surgical sub-specialities

= To maintain expertise and skills with high levels of recruitment and retention in the
county

= To provide a flexible range of services based on clinical need
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= Repatriation of clinical activity to within the county
= Sustainable future for the Trust and acute services for the county

These benefits are captured in a benefit management plan, which is included in Appendix 18c.

The detailed understanding of the benefits and how these link to the service specific benefits will be
captured on a Benefits Map. The Benefits Map will show the relationship between the end benefits,
and a series of deliverables and outcomes. This ensures that the project’s deliverables and benefits
have been correctly identified and that the dependencies are clearly understood.

The Benefits Realisation Plan is a stand-alone document and will be developed and amended as the
programme progresses. Progress will be monitored by the Transformation Team, and reviewed at the
SSP Steering Group.

Quantifying, Measuring and Tracking Benefits Measurement effort will be focussed on the key
benefit which will deliver the greatest impact. Full sensitivity analysis will be carried out for benefits
that are assessed as critical to the programme and the associated key assumptions will be tested at
agreed intervals with significant variation in achievement requiring action. Where benefits are
straightforward and predictable a high level of confidence can be attached to the measures and
estimated result. Benefits derived from changing attitudes or behaviour will have a lower level of
confidence and will require almost continual testing. The SSP Steering Group will be responsible for
determining what and when to measure to ensure the focus is maintained on what really matters.

18.8 Engagement

As work within the Sustainable Services Programme is aligned to the health economy’s Future Fit
Programme, communication and engagement with patients, the public and wider stakeholders is
within the Future Fit Programme and managed accordingly.

Involvement and support from the Clinical Commissioning Groups and liaison with NHS Improvement
has been held throughout the OBC process. Monthly project updates have been provided to the
Future Fit Programme Board.

Plans for the Public Consultation have been developed, in partnership with the Future Fit Programme
Team.

The on-going engagement plans are discussed in further detail within Section 5 of this OBC.

18.9 Assurance

The project will undergo all required internal and external assurance, including formal review by the
West Midlands Clinical Senate as part of Stage 2 NHSE Assurance, and regular reporting to the Joint
Overview and Scrutiny Committee. It is also envisaged that the project will undergo a ‘Gateway’
Review.

The on-going assurance plans are discussed in further detail within Section 4 of this OBC.

18.10 Completion, Handover, and Defects

The Trust recognises that there is a series of post-project activities which it needs to undertake
following completion of the main build elements, include ongoing defects management, managing
in-use issues, and undertaking appropriate post-project review and analysis.

Due to the phased nature of the SSP project, this post-project management and evaluation will take
place after all main stages of the projects, and will be used to inform future stages.

The preparation for completion and handover will follow ‘soft landings’ principles.
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Although ProCure22 works on the principle of ‘no defects at completion’, there may still be defects
present. Any defects noted at completion will be recorded on the Supervisor’s Notice of Defects at
Completion. These defects will be closed out in a timely manner, and managed by the Estates and
Facilities Team, supported by the Technical Project Manager and the Transformation Team.

The Trust will put in place a system for managing the recording of any on-going issues and defects,
which will need to be closed out by the PSCP according to the periods specified in the contract.

The final agreed Guaranteed Maximum Price for each of the projects called off from the programme
of works (amended in line with any post-contract variations) will be agreed as the project progresses.

The final amount of actual cost to be paid to the PSCP (the ‘Final Account’) will be provided by the
PSCP and certified by the Technical Project Manager within 3 months of completion, which will
include any gainshare under the contract.

There is no retention on ProCure22.
The Trust will also ensure that all VAT reclaims are processed.

The final account of any non-P22 works will be managed by the Technical Project Manager, using the
procedures set out in the contract (e.g. JCT).

18.11 In-Use Monitoring and Evaluation

Once the facilities are operational the Trust will monitor the usage of the new facilities to ensure that
they are operating as intended, and the benefits are being realised. This will be formally recorded
via the post-project evaluation and benefits realisation processes.

Again, this process will be undertaken after all key stages to help inform future phases of the project.

18.12 Post Project Evaluation

The Trust is committed to undertaking a post-project evaluation after all key SSP stages through a
formal evaluation methodology, with involvement from all appropriate internal and external
stakeholders.

These Post Project Evaluations will be undertaken as an integral part of the monitoring of benefits
realisation and ProCure22 requirements, and will follow best practice. The process is in 4 stages:

Initial documentation issued to all parties to re-state the initial project objectives and what was
intended to be achieved and then what was actually achieved,;

Evaluation and feedback session with all key staff, including lessons learnt (typically held within 6
months of completion)- to comprise a walk-round of the new facilities and then a series of structured
sit-down workshops

Formal post-project evaluation report, including lessons learnt, formal KPI recording, and benefits
realisation

Follow up session (typically held within 2 years of completion)

The evaluation will cover all aspects of the project, including the end product and the process,
reviewing what was actually achieved against the original aims and objectives, recording actual
performance (benefits, KPIs etc.), discussing what went well and what didn’t go well, and ensuring
any lessons can be learnt for future phases of the SSP project and for future Trust projects.

18.13 Change Management

Service change and organisational development are integral features of the Trust as we improve the
services we provide to our patients, communities and the quality of working life for our staff.
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The Trust has a robust communication and engagement plan (Appendix 18d) detailing staff
engagement. In addition, change in the Trust is managed under the Trust’s Management of
Organisational Change policy (Appendix 18e) which sets out a framework and principles for the
management of organisational change within the Trust and aims to provide a positive and
transparent approach that will facilitate the timely and successful implementation of change.

18.14 Final Account

The final agreed Guaranteed Maximum Price for each of the projects called off from the programme
of works (amended in line with any post-contract variations) will be agreed as the project progresses.

The final amount of actual cost to be paid to the PSCP (the ‘Final Account’) will be provided by the
PSCP and certified by the Technical Project Manager within 3 months of completion, which will
include any gainshare under the contract.

There is no retention on ProCure22.
The Trust will also ensure that all VAT reclaims are processed.

The final account of any non-P22 works will be managed by the Technical Project Manager, using the
procedures set out in the contract (e.g. JCT).
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19 Conclusion and Recommendation

This document presents the Outline Business Case for the Trust’s Sustainable Services Programme. It
details the Trust’s solutions to sustainably address the significant challenges to the safety and quality
of patient services.

The OBC describes the organisation’s commitment to the creation of two balanced hospitals. Each
site will continue to provide essential services for the population served including: Urgent Care,
Outpatients, Diagnostics and Midwifery Led Care. In addition to this; one site will provide Emergency
Care (which will include the single ED and Critical Care Unit) and the other site will provide Planned
Care (which will include the Diagnostic Treatment Centre).

The OBC identifies the high-level capital costs associated with the required new build and
refurbishments to enable this vital service change. The workforce and revenue impact of the
proposed changes are also identified. The financial impact is described within the context of the
Trust and local health systems long term financial sustainability and deficit reduction plans.

Option B and Option C1 are deliverable and affordable for the Trust and the wider health system.

= Option B scored the highest in the financial appraisal
=  Option C1 scored the highest in the non-financial appraisal

=  Option C2 scored the lowest of all options in the non-financial appraisal and third in the
financial appraisal

The OBC has been developed in accordance with the requirements of NHSI and the DH Capital
Investment Manual and HM Treasury’s The Green Book: Appraisal and Evaluation in Central
Government.

The Trust Board is asked to:

= Review the Outline Business Case for the Trust’s Sustainable Services Programme.

=  Approve the Outline Business Case for submission to Commissioners and NHSI for the
on-going progression of the programme and public consultation.

(Trust Board minute to follow)
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INTRODUCTION

This document represents the Strategic Outline Case for the acute service elements of the Future Fit
Programme; known internally as Sustainable Services, it describes the Trust’s plans to address the
significant challenges to the safety and sustainability of patient services specifically in emergency and
critical care.

This work builds on the discussion and feedback from staff, patients and the public within the Future
Fit Programme to address the most significant of workforce challenges. The Trust was requested to
progress this work by the Future Fit Programme Board in October 2015.

This Strategic Outline Case demonstrates that there are potential solutions which address the Trust’s
workforce challenges in A&E, Critical Care and Acute Medicine by developing a single Emergency
Centre, a single Critical Care Unit and a Diagnostic and Treatment Centre with Urgent and Planned
Care service provision at both PRH and RSH. This is in line with the Future Fit Clinical Model and the
options developed in partnership with clinicians, staff, patients and the public.

The Strategic Outline Case also describes the ‘backlog maintenance’ of the estate at both PRH and
RSH.

The proposed solutions describe an alternative way of implementing the options previously
identified within Future Fit. Previous solutions proved unaffordable. They were also viewed as being
too stark in terms of the differences between the two hospital sites; with one very large and busy
and one much smaller with lots of redundant space. The revised solutions therefore move away from
the ‘hot’ and ‘cold’ site solution to a much more evenly balanced distribution of services which
would deliver recognisable, vibrant hospital sites 24/7 within the communities served.

The workforce opportunities and impact of the potential solutions is included, with an emphasis on
new ways of working and new and expanded roles. The capital costs associated with each solution
and the revenue impact is also identified along with the interdependency with the health systems
sustainability and deficit reduction plans.

This Strategic Outline Case also introduces the opportunities these service changes may have for
addressing the Trust’s historical backlog maintenance challenges. Detailed surveys concluded in
Autumn 2015 found that areas of the Trust’s estate are failing and significant investment is required.

Reconfiguration of services also offers the opportunity to develop the concept of Clinical Centres of
Excellence.

We acknowledge and recognise the impact these changes will have on patients and the public and
are committed to working hard to understand and mitigate this impact where possible over the
coming months. However, we believe we have identified solutions that could address our most
significant workforce challenges, be affordable and maintain and improve patient experience in
vibrant hospital services in both Shrewsbury and Telford.



THE PROBLEM WE ARE TRYING TO SOLVE

NHS services within Shropshire face an increasing challenge of delivering high quality, safe and
sustainable acute services. This is within a climate of rising demand, reducing levels of funding and
on-going changes within the workforce.

Like all hospitals, the greatest asset of Shrewsbury and Telford NHS Trust (SaTH) is its workforce. This
workforce is skilled and well trained; striving to deliver high quality patient centred care, all day,
every day. However, the Trust does not have all the staff it needs in the right locations. The
organisation is faced with difficulties in recruiting to essential medical and nursing clinical roles;
within the Emergency Departments, Critical Care services and other areas across the Trust. This
means a heavy reliance on temporary staff and increased pressure on teams. Continued and
innovative solutions to address this recruitment challenge have been explored: recruitment drives
nationally and overseas; sharing posts and rotas with neighbouring Trusts; and creating new roles
such as fellowships and advanced practice have all failed to provide a sustainable solution. Day to day
operational plans are in place to ensure the care and safety of patients within the Trust’s clinical
services but a long term solution is urgently needed.

This need for a long lasting, sustainable solution is being addressed through a process of health
economy wide transformational change. In line with the aspirations of the Future Fit Programme and
its clinically-led models of care, the Trust has worked to address the urgent workforce challenges in
A&E and Critical Care.

Guidance from the Trust Development Authority (TDA) has been used in the development of this
Strategic Outline Case (SOC). It is based on three core principles for service reconfigurations:

= The Options are developed with people, not for them
= |ts focus is redesign, not relocation; and

= A whole systems view is taken, with genuine integration and joint planning

The SOC has six sections:

Section 1: details the strategic context

Section 2: describes the heath service need, the case for change that is the foundation of the SOC
Section 3: outlines the options being considered

Section 4: details the potential solutions for delivery of the options

Section 5: sets out the affordability of those solutions

Section 6: describes a timetable and outline for deliverability



1. STRATEGIC CONTEXT

The local health system faces a combination of challenges to deliver sustainable and high quality
services for the populations it serves.

These challenges and their potential solutions have been debated within the county for many, many
years. This has predominantly focussed on the provision of acute hospital services in Shrewsbury and
Telford and at times, has also included the community hospitals in Whitchurch, Bishops Castle, Ludlow
and Bridgnorth.

In 2013, SaTH alongside the two Clinical Commissioning Groups (CCGs), Shropshire Community
Healthcare NHS Trust (ShropComm) and Powys Teaching Health Board (PTHB) all committed to work
collaboratively as partners within the Future Fit Programme. All organisations agreed to engage fully
with their patient populations and work with their health, social care and voluntary sector partners to
shape the future of local healthcare services in order to secure the long-term sustainability of high
quality patient care.

During 2014, this work produced an overarching clinical model. Activity and capacity modelling was
undertaken to reflect the implications of the clinical model and a short list of site options was
developed.

In September 2015, the short list of options was subject to a full options appraisal. At this time, the
Future Fit Programme Board agreed to defer reaching any conclusion about recommending a ‘preferred
option’ to the Future Fit Programme’s Sponsor Boards, until it was assured that there was an approvable
case for investment.

In October 2015, therefore, the Future Fit Programme Board identified two key pieces of work that
needed to be undertaken:

= A system wide financial deficit reduction plan

= Business case development to address the Trust’s immediate workforce challenges within A&E
and Critical Care

Both these pieces of work have been progressed in parallel.

1.1 Shropshire and Telford and Wrekin Health Economy

Shropshire Clinical Commissioning Group (CCG) covers a large geography with issues of physical isolation
and low population density within a mix of rural and urban ageing populations. Telford & Wrekin CCG
has a large, younger urban population within areas of rurality; Telford is also ranked amongst the 30% of
most deprived populations in England.

Both CCGs are dependent on services provided by the Trust and those provided by Shropshire
Community Healthcare NHS Trust (ShropComm) for the majority of their populations hospital care. Both
commissioners are also aware of the needs of some of the Powys population who also use services from
the Trust.

1.2 Commissioner Support
To follow following CCG Board meetings in March 2016 (Appendix 1a).

1.3 The Shrewsbury and Telford Hospital NHS Trust

SaTH is the main provider of district general hospital services for around half a million people in
Shropshire, Telford & Wrekin and mid Wales.

1.4 Services and Activities

The majority of the Trust’s 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, daycases,
diagnostics, inpatient medicine and critical care. Following recent service reconfigurations, inpatient
adult Surgery (excluding breast) is provided at RSH, with Women and Children’s Services (consultant-led

3



obstetrics, neonatology, inpatient and daycase paediatrics and inpatient Women’s Services), 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 Trust is
challenged with duplicate costs and inefficiencies inherent in many service structures.

Services PRH RSH

A&E

Outpatients

Diagnostics

Inpatient Medical Care

AU NN B NE N BN

Critical Care

DN N N NI B N BN

Inpatient head & neck surgery

AN

Inpatient acute and elective surgery

AN

Surgical Assessment Unit

AN

Ambulatory Care

Inpatient women & children

Outpatient children

NENIRNIEN

Children’s Assessment Unit

Inpatient Oncology Care

Midwife-led maternity services

AN R NE BN RN

Daycase surgery and procedures

Elective Orthopaedics

Orthopaedic Trauma

NI RNRNIRN
*
<

Breast Surgery

Table 1: Services provided at PRH and RSH

*RSH activity is provided by Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation Trust

Alongside services at PRH and RSH the SaTH provides community and outreach services including:

=  Consultant-led outreach clinics (held in Community Hospitals and the Wrekin Community Clinic
at Euston House, Telford)

=  Midwife-led units at Ludlow, Bridgnorth Community Hospital and RJAH in Oswestry
= Renal dialysis outreach services at Ludlow Hospital
=  Community services including midwifery, audiology and therapies
During 2014/15 the Trust saw:
= 47,431 elective and daycase spells (1.2% increase on 2013/14)
= 47,151 non-elective inpatient spells (2.4% increase on 2013/14)
= 7,143 maternity and transfer spells (19.0% decrease on 2013/14)

= 401,806 outpatient appointments (due to counting and coding methods changing in year a
meaningful comparison to prior years is not possible)

= 109,360 accident and emergency attendances (2.5% increase)

A full analysis of SaTH’s patient activity is provided at Appendix 1b.



1.5 Workforce
The Trust employs approximately 5,000 staff as summarised by staff group in table 2 below:

Workforce Category WTE ‘
Medical and Dental 544
Administration and Estates 996
Healthcare assistants and other support staff 1235
Nursing, midwifery and health visiting staff 1466
Nursing, midwifery and health visiting learners 40
Scientific, therapeutic and technical staff 819
Total 5100

Table 2: Summary of 2013/14 Workforce Whole Time Equivalents (WTEs) by Staff Group including internal bank excluding
agency and locums

The Trust has an ageing workforce profile with >50% of nursing and midwifery registered staff, >20%
medical and dental staff, > 25% Healthcare scientists, >33% of admin and clerical and >50% estates and
ancillary staff able to retire within 10 years.

1.6 Finances
SaTH turnover for 2014/15 was £316.8m of which income from patient care accounted for £295.7m. The
majority of the clinical income came from the following three largest volume commissioning bodies:

= Shropshire CCG (Income £126.7m, 43%)
= Telford and Wrekin CCG (Income £88.5m, 30%)
= NHS England (Income £47.8m, 16%)
Of the remainder of clinical income:
= 10% came from other commissioning organisations, including Welsh commissioners

= 1% came from “other clinical income” which consists of income from private patients, overseas
visitors and the NHS Injury Cost Recovery Scheme

A summary of the Income & Expenditure (I&E) position is shown in Table 3 below.



Heading £m

Income:

Patient Care 295.7
Education, training & research 11.2
Other revenue 9.9
Total Operating Income 316.8

Expenditure:

Pay 216.9
Non-Pay 88.6
Depreciation & Amortisation 10.5
Clinical Negligence 6.5
Impairments 8.4
Total Operating Expenses 331.2
Surplus/(deficit) for the financial year (14.5)
PDC payable 6.1
Retained surplus/(deficit) for the year (20.633)

Table 3: SaTH Income and Expenditure 2014/15

Table note: For reporting purposes the following are excluded:

Impairments relating to plant, property and equipment 8.363
Adjustment in relation to donated asset elimination 0.140
Surplus/(deficit) at year end (12.130)

1.7 The Estate

Full details of SaTH’s estate are contained within the Trust’s Estate Strategy, which is in the process of
being updated to reflect the findings of the six facet estate surveys, completed in the latter part of 2015
by Property Surveyors Oakleaf and NIFES. This was a scheduled refresh of the survey and the panel
which appraised the options in 2015 was made aware that a new survey was due.

A summary of the survey outcomes and the approach to deliver a new estates strategy is attached in
Appendix 1c.

As previously detailed, 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:

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 replace 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

= anew Women’s and Children’s Centre was opened in 2014

= 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

Existing Site Plans for RSH and PRH are included in Appendix 1d and Appendix 1le.

1.8 Estate Condition

Six facet estate surveys were completed in the latter part of 2015 by Property Surveyors Oakleaf and
NIFES. They were commissioned to undertake assessments of respectively the Royal Shrewsbury (RSH)
and Princess Royal (PRH) Hospitals to establish the condition and performance of the existing estate. The
six estate facets assessed were:

=  Physical Condition

=  Functional Suitability

=  Space Utilisation

= Quality

=  Statutory Compliance (Fire and Health & Safety requirements)
=  Environmental Management

Each facet was broken down into building systems and fabric elements, plus comments included in the
reports about any significant issues noted within each block to give context to the backlog findings. Each
element was then given a grade of A (as new) to D (life expired and/or serious risk of imminent failure).
Where assets had a remaining life assessed at less than five years then a cost estimate was provided to
either repair or replace the item (backlog).

As part of the surveys the backlog maintenance cost to bring the estate assets that were below
condition B in terms of their physical condition and/or compliance with mandatory fire safety
requirements and statutory safety legislation up to condition B (sound and operationally safe) were
identified. All of the backlog condition surveys were based on the approach described in the
Department of Health’s ‘A risk-based methodology for establishing and managing backlog’ (2004).

Costs to replace, remove or upgrade assets that already met condition A or B criteria, for example for
modernisation or best practice purposes have not been classified as backlog.



A summary of the key estate asset information is shown below in Table 4:

Estates Criteria PRH RSH Offsite’  Total

Gross Internal Area (m?) 46,765 61,400 1,477 | 109,642
Net Book Value (Em) 82.0 78.2 4.0 164.2
Capital Charges Relating to Buildings (Em) 57 55 0.3 115
Total Backlog (Years 0-5) (Em) 20.3 83.2 0.4 103.9
Functional Suitability Backlog (£m) 70 62.3 69.3

Table 4: Summary of SaTH Estates Data — September 2015

Table Notes: 1. Offsite area comprises the Queensway Decontamination Unit and some Business
Support Departmental space within the Shrewsbury Business Park. 2. All backlog costs (unless otherwise
state) are expressed as ‘gross’ works costs (that is the base cost to undertake the works, plus a 50%
uplift to cover costs such as VAT, Consultants fees, decanting and temporary services. 3. NBV and Capital
Charges as at 1st April 2015.

Tables 5 and 6 provide a summary of the proportion of the facilities (at each of the main sites) graded
between condition ‘A’ (excellent/new) and condition ‘D’ (life expired/unacceptable), with condition ‘B’
generally acknowledged to be a satisfactory standard.

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 5: RSH Facilities — Summary of Six Facet Estates Survey Assessment by Grade as a % of GIA

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 6: PRH Facilities — Summary of Six Facet Estates Survey Assessment by Grade as a % of GIA
Table Notes: The data has been derived from the Oakleaf surveys completed in September 2015.

Over a five year investment horizon the total backlog gross cost across both main hospital sites is
estimated at £103.5m, which includes £50.3m of items assessed as ‘high’ or ‘significant’ risk.



2. HEALTH SERVICE NEED

Acute hospital services provided by SaTH are of a good standard, recognised in the Care Quality
Commission report published in 2015. Most 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 the
current hospital configuration is not sustainable due to the healthcare and workforce issues including:

=  Changing healthcare needs of the population now and into the future
= Quality standards that are required and that individuals and organisations aspire to deliver

= A need for improved productivity and a reduction in inefficiencies (in line with the Carter Review
and the Trust’s work with the Virginia Mason Institute)

=  On-going developments in medicine and technology
=  Workforce changes in terms of skills, availability and training

In addition, there are a number of estates issues, including:

= Level of backlog maintenance
=  Poor quality existing facilities

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

2.1 Healthcare and Workforce Need

A high level assessment of the heath economy’s service need against the health-service need criteria
identified within the NHS Trust Development Authority Capital Regime and Investment Business Case
Approvals Guidance for NHS Trusts is attached at Appendix 2a.

2.1.1 The Call to Action

Discussions and debate involving local clinicians, staff and many members of the public regarding the
current service provision was developed during the major consultation exercise undertaken in November
2013 in response to the national Call to Action for the NHS. At this time, people started to accept 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 outputs from Call to Action can be found on the
Future Fit website (www.nhsfuturefit.org). This marked a turning point in terms of progressing a
programme of works that would review and develop a new service configuration.

2.1.2 The Case for Change

Local clinicians, patients and members of the public who participated in the Call to Action recognised the
need to tackle two things: the real and pressing local service issues and challenges faced by health
services nationally that have an impact locally with the key challenge locally being workforce. The issues
and challenges identified in the Call to Action include:

= 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

= |mpact of accessing services



= The quality of the patient facilities and the Trust’s estate

Medical workforce challenges

Running duplicate services on two sites presents many workforce challenges and can result in a poor
employee experience for some of the Trust’s medical teams. This compounds an already challenging
recruitment environment and leads to difficulty in recruiting the right substantive workforce.

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 Trust is
unable to achieve Royal College guidance standards in many areas. With the current staffing
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.

Emergency Department Staffing

The 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 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 the 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.

Critical Care Staffing
In Critical Care, the Trust’s staffing levels are again below the recommended standards. The core
standards require:

= Care must be led by a consultant in Intensive Care Medicine
=  Consultant work patterns must deliver continuity of care

= |n general, the consultant/patient ratio must not exceed a range between 1:8 to 1:15 and the ICU
resident/patient ratio should not exceed 1:8.

= A consultant in Intensive Care Medicine must be immediately available 24/7, be able to attend
within 30 minutes and must undertake twice daily ward rounds

=  Consultant intensivist led multi-disciplinary clinical ward rounds within Critical Care must occur
every day (including weekends and national bank holidays)

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. The Trust is one of very few nationally
that have not been able to split its Anaesthetics and Critical Care rotas. 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.

The 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.

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
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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).

‘Involvement of a minimum 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 there is a comprehensive arrangement in place to
provide days off in lieu.*

The 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.

Non-medical challenges

The 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 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 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.

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 frailer people,
often with multiple long-term conditions, to continue to live with dignity and independence at home and
in the community.

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.

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.

! Royal College of Physicians (2012)
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Clinical standards and developments in medical technology

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.

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 has a history of deferring the resolution of
structural issues. This has resulted in short-term or one-off fixes rather than making difficult decisions in
order to reach sustainable long-term solutions. As a result significant change to provide services that are
clinically and financially sustainable is required through innovative solutions.

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.

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.

2.2 Estates Constraints and Drivers

In addition to the direct clinical need, there is also a need to address a number of issues with the existing
estate. As described in Section 1.8 (above), there is residual backlog maintenance of over £100m across
the 2 sites, which needs addressing, and a significant amount of the existing estate, particularly at RSH,
does not conform to modern standards.

Any development at either RSH or PRH will have to fit in with and link to the existing hospital. There are
also a number of constraints to development at either site, which are set out below.

2.2.1 Royal Shrewsbury Hospital

The RSH hospital buildings were predominantly built in the 1960s and 1970s, with over 75% of the site
constructed between 1965 and 1984. Although there have been new developments (such as the new
cancer centre) a lot of the core healthcare provision is still being provided from old buildings. Although
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the service is able to be delivered safely, the areas in which some services are provided are challenged in
relation to space, conformity to modern building standards and development opportunities.

Historic development at RSH has been largely uncoordinated as the Trust has responded to individual
service needs. This has resulted in a site with few potential development zones as it is surrounded by
urban housing development on two sides.

Any development at RSH therefore needs to be contained within the site constraints. There is very little
spare land to develop on, and that which is present is currently utilised for car parking which would need
to be re-provided. The site is also split level which presents challenges for new development. The existing
buildings do not lend themselves to reuse or re-designation, and it is difficult to find areas for new
buildings which are able to link into the existing core healthcare areas of the site.

2.2.2 Princess Royal Hospital

The Princess Royal Hospital comprises a 2 storey nucleus hospital opened in 1988. The building was
extended in 1999 to provide a new rehabilitation unit, and again in 2014 to provide a new purpose built
Women’s and Children’s Centre.

The age profile of the building is therefore generally acceptable and the building is designed as a purpose-
built hospital, albeit the original template design is to a different set of space standards to new buildings.

The condition of the PRH hospital is generally fair, although there are a number of backlog items which
need addressing.

At the PRH site the nucleus arrangement lends itself to further development with the potential to expand
the buildings in a number of arrangements. Areas of the existing building also lend themselves to
redevelopment and re-designation.

Any new development at the PRH site therefore needs to work within these constraints.

2.3 Determination of Trust Requirements for a Potential Solution

In order to develop a potential solution that addresses the challenges within A&E and Critical Care and
responds to the issues with the existing estate, the Trust established the Sustainable Services Programme
within the health economy wide Future Fit Programme.

2.3.1 Future Fit Clinical Model

As part of the Future Fit Programme a Clinical Reference Group (CRG) comprising fifty senior clinicians and
leads from health and social care patient representatives, met in November 2013 which began the
discussions and debate around the whole system design principles. The CRG agreed that there were three
main area of health care delivery. These are:

=  Acute and episodic care
= Long-term conditions
=  Planned care

In taking the work forward to address the Trust’s immediate workforce challenges and the identification
and development of a potential solution for Sustainable Services, senior clinical leaders within the
individual Care Groups have come together within a structure of Clinical Working Groups (CWG). A series
of CWG meetings have been held which included the Trust’s key senior clinicians (medical and non-
medical; nursing; therapies etc.) and senior operational managers. The CWG discussed the application of
the Future Fit model of care to the immediate workforce challenges faced by the Trust.

2.3.2 Sustainable Services Clinical Working Group Outputs

Building on from the work of the Clinical Reference Group (CRG) and progressing discussions around the
immediate workforce challenges, the Sustainable Services Programme potential solution remains in line
with the service principles set out within Future Fit:

Acute and Episodic Care
Nearly 65% of the patients that currently attend the Trust’s A&E departments do not have life or limb
threatening illness or injury and could therefore potentially be seen and treated in an Urgent Care Centre.
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The remaining 35% of patients could be treated within the Trust’s single Emergency Centre (EC) as shown
in the figure below.

115,771

Please notethat the sbove assumes a FYE of the RSH UCC
Data Period October 2014-September 2015
Figure 1: Emergency and Urgent Care Centre Patient Activity Numbers

Urgent Care Centres

Urgent Care Centres

The Urban Urgent Care service will be provided on each hospital site and where co-located alongside the
Emergency Department will be accessed through a single front door. Patients will access the service as a
‘walk-in" or via ambulance if it is considered to be clinically appropriate by the paramedic. The UCCs will
have access to diagnostics and where appropriate, staff can draw upon the knowledge and expertise of
specialist clinicians within the ED and other specialties in order to provide patients with an efficient and
seamless service. The Urban UCCs will be open 24/7. A draft service outline is attached at Appendix 2b.

The Future Fit model for the delivery of rural urgent care continues to progress and is due to be finalised
at the end of March 2016. This will enable patients, where clinically appropriate, to be seen and treated in
a facility that is more local to them than the UCCs in either Shrewsbury or Telford. A network approach to
urgent care with real-time communication and support for staff will be key to its deliverability.

Emergency Centre and Critical Care

For patients that are acutely ill with life or limb threatening injuries and require immediate diagnosis and
treatment, they would be taken to the EC. The EC 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. Access to the EC will
be gained only via transfer from a UCC or Ambulance.

The EC will also serve as a Trauma Unit and will be co-located with a single Critical Care Unit (subject to
discussion and approval by the Trauma Network). There will also be full and immediate access to
diagnostics (Radiology, Pathology), Haematology (Blood Bank) and Pharmacy.

Planned Care
Outpatients and outpatient procedures will be undertaken at both sites. The majority of day case surgery
and care would be delivered on the non-EC site via the Diagnosis and Treatment Centre (DTC).
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2.3.3 Future Fit Activity Modelling

Within the Future Fit Programme, NHS Midlands & Lancashire Commissioning Support Unit (CSU) was
commissioned to support the health system to develop a range of models to estimate future activity
levels. Details of this process are included within Appendix 2c.

Phase 1 modelling estimated the levels of activity that the Trust and Shropshire Community Trust might be
expected to manage in 2018/19 taking into account demographic change, a range of commissioner
activity avoidance schemes and provider efficiency schemes. Aspects of demographic change were also
considered and modelled.

A range of commissioner activity avoidance strategies was then analysed and considered based on the
subsets of acute activity that commonly form the basis of commissioner Quality, Innovation, Productivity
and Prevention (QIPP) plans. These included areas such as: Conditions amenable to ambulatory care; fall
related admissions; Patients who left A&E without being treated; Obesity related admissions etc. A full list
is provided in Appendix 2d.

The provider efficiency strategies considered during the modelling utilised the Trust’s and other acute
providers Cost Improvement Plans (CIPs) in both elective care and urgent care. The aim being to reduce
the bed usage for admitted patients or the resource impact of outpatient and A&E activity. This included
areas such as: enhanced recovery; frail elderly step-down care; A&E number of investigations etc.

The outputs of the first phase of activity modelling were summarised in two documents;

=  Modelling Future Activity Levels Shrewsbury & Telford Hospital NHS Trust, May 2014;
=  Modelling Future Community Hospital Provision in Shropshire and Telford, February 2014.

Figure 2 shows the headline changes in acute activity, resource use and costs between the baseline year
2012/13 and 2018/19, under the two demographic scenarios.

Moderated Improvement No Change
in Age Specific Health Status in Age Specific Health Status

All Admissions
Elective admissions

Emergency Admissions 0.0%
Maternity and Other Admisions -1.8% W
All OQutpatient Attendances N 0.9%
QOutpatient procedures [ 10.9%
First outpatient attendances -4.6% N
Follow-up outpatient attendances -1.8% Il
A&E altendances . 31%
All bed days 1.7% Il
Elective bed days N 10.7%
Emergency bed days -98% 4.5% I
Maternity and Other bed days -1.7% Il

Overnight Beds (@ current occupancy) -50% -3.3% I
Overnight Beds (@ 85% occupancy)

Total Costs 3.9%
Inpatient Costs 4.2%
Outpatient Costs 2.9%
A&E Costs 3.6%
Average Emergency Length of Stay -73% -4.8% .
Cost per Bed day 6.1%

Figure 2: Headline changes in acute activity, resource and costs between 2012/13 and 2018/19

A second phase of modelling, Phase 2, was also undertaken. The outputs are summarised in the
document:

=  Modelling the Activity Implications of the Future Fit Clinical Model, December 2014.

This Phase 2 modelling built on the initial models to estimate the consequences of more radical redesign
proposals generated by the three clinical redesign workstreams. The headline outputs are:
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=  69% of front door urgent care activity incorporating activity currently in a number of different
services could be managed at an Urgent Care Centre, with the remaining 31% (circa 68,000
attendances) requiring care in the Emergency Department (ED)

= 75% of the activity being managed by the Urgent Care Centres will take the form of minor injuries
or ailments, 12% as Ambulatory Emergency Care, 8% as frailty management and 5% as others

=  Approximately 35,000 follow-up outpatient attendances managed by the local planned care
centres could take place virtually

= Of the 10,000 emergency admissions associated with either frailty or long term conditions in
2012/13, the phase 1 models suggested these admissions could fall by 8% by 2018/19 (largely as a
consequence of improvements in primary care management and through better use of
community hospitals)

= The Phase 2 models suggests that a further 24% could be avoided by reducing the prevalence of
the key risk factors that give rise to Long Term Conditions (e.g. smoking, high cholesterol, high
blood pressure) and through greater integration of community and primary care.

2.3.4 Sustainable Services Activity Modelling

The Trust’s future activity is aligned to the Future Fit principles however the baseline has been amended
from a 2012/13 out-turn to 2014/15 out-turn. Table 7 below shows the baseline and projected future
activity for the Trust.

2014/15 Outturn Projected 2019/20

Elective Daycase 42,775
47,431

Elective Inpatient 6,806
Non Elective 47,151 42,902
Non Elective Other 8,137 8,647
First Attendance 91,927
Follow Up Attendance 401,806 166,862
Outpatient Procedure 109,656
A&E 109,360 112,836

Table 7: Baseline and Projected Activity

2.3.5 Capacity Modelling
The activity modelling was used to calculate the capacity requirements for the future. In doing this, the
following throughput and utilisation assumptions have been made as shown in Table 8 below:
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Category Capacity

Modelling

Assumption
Inpatient % occupancy* 90%
Daycase turnover rate 1.5
Theatre weeks per year 52
Theatre sessions per week 10
Theatre minutes per session 210
Theatre end utilisation** 80%
Outpatient attendances per room per year: 1* attendances 2,500
Outpatient attendances per room per year: follow-up attendances 3,500
Outpatient attendances per room per year: outpatient procedures 2,500

Table 8: Throughput and Utilisation Assumptions

* 90% inpatient occupancy rate relates to the main medicine and surgery bed pools, with remaining beds
calculated at 85% occupancy.

** Theatre end utilisation takes account of multiple factors, including cancelled sessions as well as non-
operating time within sessions (due to gaps between patients etc.), and logistical scheduling issues

The resulting amended capacity requirements for the future are summarised in table 9 below:

Bed Category Projected Inpatient
Bed Requirements

(Sustainable

Services)

General Beds (including Fit to Transfer) 649
Adult Critical Care 30
Paediatrics 38
Maternity (excluding Delivery Suite) 42
Neonatology 22

Total beds 781

Plus 55 Fit to Transfer Community Provision

Table 9: Projected Inpatient Bed Requirements 2018/19

Work has been undertaken to quantify and plan for inpatients that no longer require acute hospital care.
This cohort of patients equates to those who are classified as ‘Fit to Transfer’. Within Future Fit it was
agreed that care for these patients does not need to take place within the Emergency site.

Both CCGs have invested in the development of integrated health and social care services to improve the
transfer of patients into community settings. Further work has also been led by the System Resilience
Group to prototype a new model of Discharge to Assess for patients with complex discharge
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needs. Partners across the health and social care system will continue to build on these initiatives to
further reduce the numbers of patients delayed in acute hospital beds who could more appropriately
receive their on-going treatment and care in their own homes or in community facilities.

2.4 Assumptions for a Potential Solution
The above work generates a number of assumptions, which need to apply to all potential solutions:

= The emergency route in to the Trust (UCC & EC) will be via a single door

= Bed numbers are based on the assumptions of Future Fit with adjustment for 2014/15 baseline as
detailed above

= |f existing wards are staying as wards, no works will be undertaken

= (Critical Care — physical capacity will be provided for 30 spaces. More work is required to
understand the staffed capacity initially

= New build wards will be 50% single occupancy and have 32 beds, unless the service requirements
require a smaller bed base (e.g. paediatrics and maternity)

= Trust wide service efficiencies and improvements in space utilisation and scheduling will be
delivered — focussing on Outpatients, Theatres, Diagnostics and offices

2.5 Functional Requirements

Strategic Healthcare Planning (SHP) were engaged to support the Trust using the activity modelling from
Future Fit, the amended modelling to reflect the 2014/15 baseline, the capacity modelling and the
assumptions all described above, SHP identified the functional requirements and developed some outline
Schedules of Accommodation (Appendix 2e).

2.6 Clinical Centres of Excellence

Implicit within the discussions amongst clinicians within Future Fit and Sustainable Services is the concept
of Clinical Centres of Excellence. For some services, consolidating the inpatient bed base or the majority
of service delivery onto one site will support and enable the progression of this clinical vision. This work
requires further discussion and planning during the development of the Outline Business Case and is
something the Trust is committed to delivering in key clinical areas.

2.7 Possible Variations

Within the Future Fit Options, Obstetrics and Neonates was identified as a potential variant; that is,
services that should be tested to determine whether they could be delivered on a different site to the
Emergency Centre, Critical Care, Acute Surgery etc.

This variant remains under consideration and its further exploration will need to:

= beclinically led
= use best practice and national guidance to frame the discussion
= |earn from other hospitals and health systems delivering similar models of care

= be tested against measures of risk, quality and safety, deliverability and sustainability.
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3. DEVELOPMENT OF OPTIONS

During 2015, The Future Fit Programme Board established an Evaluation Panel to make recommendations
on both the Options to be considered and the Criteria against which such judgements would be made.
Each programme sponsor and stakeholder organisation was given the opportunity to nominate a member
of the Evaluation Panel.

The Panel’s early work included the development of a wide range of potential scenarios from which a long
list was created. A number of pre-consultation public engagement events also informed the development
and evaluation of options.

The Evaluation Panel was also responsible for recommending the criteria against which long listed options
would be evaluated with the pre-consultation publicengagement events also informing the development
and weighting of thecriteria.

Four criteria were proposed initially, to which the Programme Board added a fifth by separating out
workforce considerations from wider quality impacts. This resulted in the following broad criteria:

= Accessibility;
= Quality;

=  Workforce;

= Deliverability;
= Affordability.

The Evaluation Panel and the wider Future Fit Programme identified potential scenarios for how the
approved Clinical Model could be delivered. Key assumptions, at that time, were:

= Emergency Care will be provided from a single location;

= A new “greenfield” site needs to be considered, either to provide all acute services or Emergency
Care and some other services;

= |t would be possible to deliver all acute services from a single location;
=  Two “Urban” Urgent Care Centres will be provided, one at PRH and the other at RSH.

= On this basis the Future Fit Programme Board identified a long list of 13 options (including a Do
Minimum Option 1) for consideration.

These scenarios were reduced to a manageable short list of options in line with Department of Health
(DH) Capital Investment Manual and Her Majesty’s (HM) Treasury Green Book guidance. The options
comprise:

= A ‘do minimum’ option (as required by the Treasury)

= Seven options for the location of the Emergency Centre and the Diagnostic and Treatment Centre
(all of which deliver the approved clinical model)

= Urgent Care Centres at both PRH and RSH sites under all options.

The potential to locate consultant-led obstetrics (and neonatal care) either at the Emergency Centre or at
PRH was identified as a variant to these options for further exploration.
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Option A Provider and Commissioner strategies implemented but
no major service change, including A&E

Option B EC/Obs&Neo/UCC/LPC DTC/UCC/LPC
Option C1 DTC/UCC/LPC EC/Obs&Neo/UCC/LPC
Option C2 DTC/Obs&Neo/UCC/LPC EC/UCC/LPC

Table 10: Initial Options

These options were fully developed for appraisal in September 2015. However in the light of the deficit in
the Local Health System, an affordable case for investment could not be made. In response, the Future Fit
Programme Board commissioned the development of a whole-system deficit reduction plan and asked the
Trust identify alternative solutions to its most pressing workforce challenges.

3.1 Potential Solutions

Further to the outcome of the capacity modelling exercise and the determination of the functional
requirements (as set out in Section 2 above), the Trust considered how services could be delivered across
the two sites (PRH and RSH). Senior clinicians, together with operational and corporate leads and the
project team, identified a number of ways services could be delivered. This was based on the need to
provide:

= one Emergency Department(ED) (within a single Emergency Centre)
=  one Critical Care (CC) Unit, to be co-located with the EC

= two Urgent Care Centres (UCC), one at each site

= abalance of activity across the two sites (PRH and RSH)

The site which accommodates the EC, CC Unit and a UCC would then become the Emergency and Acute
site. The site which accommodates the DTC and stand-alone UCC would become the Acute and Planned
site. Whilst not directly required to address the Trust’s emergency workforce challenges, this
configuration also has the potential to provide the services within a Diagnostic and Treatment Centre at
the Acute and Planned site.

This potential solution addresses all of the Future Fit change options:

=  Emergency and Acute at PRH and Acute and Planned at RSH (Option B)
= Emergency and Acute at RSH and Acute and Planned at PRH (Option C1)

As referenced in section 2.8, and in the context of Future Fit, a further variation of the Emergency and
Acute at RSH and Acute and Planned at PRH is the location of the Women & Children’s Services (Option
C2). This variant will be discussed in section 4.2.

Based on the core requirement of one EC and CC Unit, the clinical teams identified those services that had
a clinical and workforce interdependency with these two emergency services.

The development of the potential solution was progressed over time. The process and outcomes were
determined by detailed considerations and discussions with the clinical and non-clinical teams within the
Clinical Working Group structure.

The possible balance of services within across an Emergency and Acute and a Planned and Acute
configuration has been identified. It is agreed that this will need much more discussion and work as the
Trust progresses with a potential solution to its workforce challenges. The detail of this work so far is
attached in Appendix 3a.
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3.2 Range of Potential Solutions

A number of potential solutions were considered for delivering the Future Fit Options. In line with
guidance, a ‘do nothing option’ was included. The solutions considered are shown in Figure 3 below and
include:

= Solution 1 —do nothing

= Solution 2 — implementing the changes to create an Emergency and Acute site and an Acute and
Planned site without any changes to the existing estate

= Solution 3 — implementing the changes to create an Emergency and Acute site and an Acute and
Planned site with changes to the estate for the key services listed above (new build and
refurbishment) but without any other transfer and/or changes to any other services

=  Solution 4 — implementing the changes to create an Emergency and Acute site and an Acute and
Planned site with changes to the estate for the key services (new build and refurbishment) and
the transfer of further essential services to the Emergency and Acute site. These essential services
were determined by the clinical teams as those that have a clinical pathway or workforce
interdependency

= Two additional solutions were also considered, which challenged the need for an Urgent Care
Centre at each site. Solution 5 co-located a single UCC at the Emergency and Acute site and
Solution 6 co-located a single UCC at the Acute and Planned site.

NEW NEW
NEW NEW BUILD/RE
BUILD/RE BUILD/RE BUILD/RE FURB
FURB FURB FURB UCC only
UCC on UCC on UCC only am [ED
both sites both sites on ED site sites
NEW NEW NEW NEW
1ED and BUILD/ BUILD/ BUILD/ BUILD/
1CC in REFURB: REFURB: REFURB: REFURB:
existing 1ED and 1ED and 1ED and 1ED and
estate 1CC 1CC 1CC 1CC
r ] L2 ) [ ] [a] [C=1 [
. ED, CCU UCC only
Do Minimal ED and and UCC only 2t non-ED
nothing Capital CCU only essential at ED site Frn
option option option GERILES option .
e option

Figure 3: Potential Solutions

3.3 Evaluating the Potential Solutions

The Clinical Working Group and the Trust’s Core Group (project, technical, corporate, IT, estates and
facilities leads) determined that the following considerations were key to the deliverability of these
potential options:

= Quality — Improving the clinical quality of services
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= Access — Maximising access to services

= Environment — Optimising the environmental quality of services

=  Workforce — Meeting staff recruitment, retention, training, teaching and staff support needs
= Deliverability — Practicality and timeliness of delivery

= Resources — Making more effective use of resources

=  Future-proofing — Strategic fit

= Affordability* — Is the option likely to be affordable in the short/medium term

*It was acknowledged that detailed capital costs were not available at this time however, it was agreed
that the affordability criteria should be included due to its significance in the projects progression.
However a sensitivity analysis has been undertaken which excludes it to understand the true non-financial
scoring.

The potential solutions were evaluated by the Clinical Working Group at a dedicated meeting on 25
November 2015. Following initial discussion, Solution 5 and Solution 6 were immediately discounted
because they do not address the needs of the public in terms of access to urgent care, would result in
unnecessary travel for many and do not fit with the national strategy around emergency and urgent care
delivery. These solutions were also felt not to be adequately aligned with the Future Fit clinical model.

The remaining solutions were scored as follows:

Criteria Weight Option Option 2 Option 3 Option 4
1

PRH RSH PRH RSH PRH RSH
Workforce 20% 2.02 2.02 2.02 4.04 4.04 12.12 10.10
Quality 19% 7.68 3.84 3.84 5.76 5.76 13.43 13.43
Affordability* 18% 3.64 5.45 1.82 7.27 3.64 14.55 10.91
Deliverability 12% 12.12 3.64 3.64 4.85 3.64 8.48 4.85
Access 10% 4.04 2.02 2.02 3.03 3.03 5.05 5.05
Resources 8% 1.62 0.81 0.81 1.62 1.62 4.85 4.04
Future-proofing 6% 0.00 0.00 0.00 0.61 0.61 3.64 3.03
Environment 6% 1.21 0.00 0.00 0.61 0.61 3.64 2.42
TOTAL 100% 32.32 17.78 14.14 27.78 22.93 65.76 53.84
Rank 3 6 7 4 5 1 2

Table 11: Solutions Scoring

The above scoring shows that Solution 2 (implement without any change/build) and Solution 3
(implement with change/build to ED, CC Unit and UCC only) scored lower than Solution 1 (do nothing).
Options 2 and 3 were viewed by the clinical teams as being impossible to deliver and would actually make
the situation worse than if nothing were done.

Alongside Option 1 (do nothing), Solution 4 (ED, CC Unit, UCCs and Essential Service change) was
therefore concluded to be the only viable option.
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Further details of the scoring and evaluation process are included in Appendix 3b.

Further to the outcome of the above Evaluation, the Trust has progressed with Solution 4 as the
remaining viable delivery solution for the Future Fit options. It is hereafter referred to as ‘'The Potential
Solution’ without prejudice to which option is finally identified for implementation.
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4. THE POTENTIAL SOLUTION

4.1 Description of the Shortlisted Options

The potential solution for Options B, C1 and C2 (with the Emergency and Acute site being at either RSH or
PRH (and the Planned and Acute being on the alternate site) has then been developed to an initial level of
detail. At this stage, this is to understand the impact, further assess its feasibility and to calculate the
capital and revenue cost impact. This has included:

= Afurther review of the clinical services at each of the sites in more detail

= Understanding the workforce impact

= Developing possible physical solutions and the associated design standards

=  Starting to understand the estates impact, including site-wide infrastructure and backlog position
= Exploring the impact on Facilities Management

= The IT considerations

=  The impact on the wider hospital sites

= Deliverability and phasing

Each of these items is set out in more detail below:

4.2 Further Review of the Clinical Services
Following the evaluation of the range of solutions, the Trust team revalidated the detail of how the
services will be split across the two sites for the potential solution.

A wider Clinical Working Group discussed the service configuration in detail on 8 February 2016 and
agreed areas for further discussion and that all of the work developed for the potential solution within
this SOC is based on the associated inpatient bed number splits.

This detail has also been shared and discussed at a number of key meetings (Executive Away Day 13
January 2016; Trust Board 28 January 2016; Future Fit Programme Team 4 February 2016; Future Fit
Programme Board 18 February 2016).

As introduced in sections 2 and 3 above, the Trust’s potential solution needs to include consideration of
the potential variant of the separation of Obstetrics and Neonates from the Emergency Centre (Option
C2). The Future Fit Programme identified the need for further work to be undertaken on this variant,
including understanding clinical evidence to support it. It was agreed that the national ‘Maternity Review’
that was due to conclude in December 2015, and the parallel report of the Royal College of Obstetricians
and Gynaecologists would help to inform this debate.

In addition to this, the Trust has undertaken high-level scoping of the impact of all Women and Children’s
Services (Obstetrics, Neonatology, Paediatrics and Gynaecology) being co-located on the Acute and
Planned site and not the Emergency and Acute site. At this stage, this has been from a workforce and
potential estate solution only. Detailed discussions with clinical leaders and teams will need to be
undertaken during the development of the OBC. This work will need to include the evidence described
above.

During these clinically led discussions further variants may be identified with the potential to align
services clinically and still maintain two balanced sites.

4.3 Workforce Impact

The impact of the potential solution on the Trust’s workforce has been considered, including the potential
impact on recruitment, requirements for relocation of staff, opportunities for workforce transformation,
and the impact on the revenue position.
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The workforce risks associated with emergency medicine and critical care are addressed and as such the
employment offer and ability to recruit improves, due to less onerous on call within acute medicine for
example. Further work with regard to role development and workforce transformation would however be
an enable and the potential solution identified would be able to support further developments.

= The workforce implications of the potential solution are summarised below:
= Reduction in duplicate costs saved through consolidating some services

= More favourable recruitment in challenged specialities due to single emergency department and
critical care configuration

=  Minimal new build impact on soft and hard facilities management
= Able to support workforce transformation opportunities and improvements for educating and

training multi-disciplinary trainees

4.4 Possible Physical Solutions

The Trust has engaged AHR Architects to develop some initial layouts as to what the possible physical
solutions could look like. This piece of work has considered potential locations for development at each
of the sites, and has developed some initial block plans, with variants for PRH or RSH as the Emergency
and Acute site. This work has considered:

= the likely layout and physical size of each of the key components (ED, CC Unit, UCC, Wards)
= clinical adjacencies and links to the existing services being maintained at each site
= provision of a ‘big front door’ for the collocated ED and UCC

= the need for future flexibility and potential for further development, service change and
consolidation

= an opportunity to improve the overall hospital layout and flow
= an opportunity to create a new entrance and focal point at both sites
= deliverability and the need to minimise the impact on existing hospital services

These block layouts are included in Appendix 4a.

The block plans are designed as a series of ‘component parts’ that provide flexibility for further
consolidation and change overtime, by adding to the core requirement of the potential solution. This
provides a potential longer term vision for both hospital sites within an evidence-based Development
Control Plan (DCP) for each site (Appendix 4b).

The layouts create a compact and efficient solution and are that built around a ‘hot core’ of clinical
activity (ED, imaging theatres etc.). The layouts also respond to the need to simplify patient and public
routes, especially at the RSH site.

It is important to note that these layouts are only an initial view of what might be developed, to check the
feasibility and relative scale of the potential solution and to inform the capital costs. The layouts require
working up to the next level of detail as part of developing the OBC.

These layout plans were reviewed in detail by the Clinical Working Group at the meeting on 20 January
2016 and were unanimously supported.

The new main entrance areas at each site will contribute significantly to the experience of patients, the
public and staff and improve everyone’s overall impression of hospital care provided by the Trust. The use
of modern, uplifting and ‘non-institutional’ design has the potential to create a real hub of activity (coffee
shops, retail, wayfinding etc.) whilst delivering patients and visitors into the heart of the hospital.
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4.5 Design Standards
All new build and refurbished accommodation (where there is a change of use) required to deliver the
potential solution will comply with all applicable standards with regard to:
= modern space standards
= control of Infection
= fire
= privacy and Dignity
= accessibility
Department of Health standards, such as HTMs (Health Technical Memorandums) etc.

This will be further discussed and developed at OBC.

4.6 Estates Impact Including Site-wide Infrastructure and Backlog
The Trust Estates team have reviewed the impact of the potential solution on the existing estate both in
terms of site-wide infrastructure and the backlog position.

As stated above, all of the new and refurbished accommodation will be provided to modern standards
which will provide an improved patient and staff experience in these areas. It will also improve the quality
of the estate and the general environment — both recognised to be important contributors to the delivery
of better healthcare.

The proposed development will address some of the areas of poor estate identified by the recently
completed six facet estate surveys. It will provide additional high quality accommodation in the form of
new build and refurbishment and will have some small impact on the backlog position at both sites which
are affected by the development.

The impact of the option on the backlog (condition and statutory compliance) position is provided within
Table 12 below:

Total Residual

Emergency and Site Reduction Acute and Site Reduction Total Reduction "
Acute Site (Em) Planned Site (£) (Em) Gross Condition
& Statutory (£€m)
RSH (Option C) 15.7 PRH 0.8 16.5 87.0
PRH (Option B) 0.6 RSH 12.8 134 90.1

Table 12: Backlog Impact

It can be seen that the reduction in backlog associated with the potential solution ranges from £13.4m to
£16.5m depending on which Option is finally selected. This results in a residual backlog position of
£87.0m under Option C (RSH is the Emergency and Acute Site) and £90.1m under Option B (PRH is the
Emergency and Acute Site). All figures are gross.

The Trust recognises that the majority of backlog issues will therefore not be addressed. It is
acknowledged that this therefore needs to be resolved. The cost pressure associated with capital charge
consequence of resolving the backlog (to category B or above) is described in Section 5.

The addition of a significant amount of new estate will create pressures on some of the existing estates
services at each site and hence will require some investment in new engineering services infrastructure.
A very high level initial review of this has been undertaken by the Trust’s Estates team, supported by DSSR
Consulting (Mechanical & Electrical) Engineers. Details of the review outcome are provided in Appendix
4d. Further work and costing of the estate and site wide infrastructure will be undertaken in the OBC.
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The provision of new estate will also increase the maintenance requirements. These have been
considered within the workforce modelling.

4.7 Facilities Impact

As with estates, the addition of a new and changes to the existing estate at each site will require changes
to facilities management. Pressure on some existing facilities services such as catering linen/laundry,
portering, security, sterile services, and telephony should be noted and will need to be progressed in the
OBC.

A very high level initial review of the impact of the potential solution on the existing facilities provision
has been undertaken by the Trust Facilities team. Details of this review are provided in Appendix 4c.

The provision of new and changed estate will also increase the facilities management requirements for
both hard and soft facilities management, which have been considered within the workforce modelling.

4.8 Impact on the Wider Hospital Sites
The addition of new buildings and refurbishments may have a ‘knock-on’ effect to the existing clinical,
non-clinical and support services at both sites including:

® |maging, Pathology, Mortuary, Pharmacy, Therapies

=  (Clinical administration, Education, Research and Training

= Medical Records and Medical Engineering

=  Spiritual care, staff welfare, support services, outdoor space
= Staff offices, corporate functions, residences

=  Car parking

A high level review and mapping of this impact has commenced and will be developed further in the OBC.

4.9 IT Considerations

An integrated and resilient IT network and infrastructure is a vital enabler within the Sustainable Services
and Future Fit programmes. The model of care is built on the premise that clinical teams are connected
and are able to interact with systems, view images, data and results at the point of need.

In line with this, the Trust’s IT Strategy (Appendix 4e) focuses on sustained and incremental improvements
to the organisation’s infrastructure and systems. Key to all developments within this strategy is their need
to deliver tangible improvements to patient care. All developments also require a resilient infrastructure
in which they can safely and securely operate.

Over time, as with much of the NHS, the IT infrastructure and capacity within the Trust has struggled to
keep pace with service needs and advances in technology such as the move to mobile devices, a need for
wireless connectivity and advanced system protection.

The IT developments, as an enabler to the implementation of a new model of care, will require
investment from all organisations within the health economy. A Local Health Economy group is
progressing this work led by David Evans (T&W CCG) and Dr Steve James (Shropshire CCG). The focus is on
the integration and sharing of information as well as the challenges with the economy’s infrastructure.

IT leads within the Trust are therefore clear that an incremental and ‘best of breed’ approach is required
at SaTH. The system will continue to be developed from what is in place, take the best of others
experience and combine a network of different systems in such a way that the user is not aware of the
complexity behind. This results in a responsive IT network with a user interface that is easy and
straightforward to use. This is outlined in Appendix 4f.
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There are three levels of IT development that requires investment to deliver the IT system needs of the
future. For SaTH, these costs form part of the Trust’s capital and affordability position:

Level 1: Development and improvement to the network including end-points, switches, wireless
capability etc.

Level 2: Investment in the IT infrastructure including increasing processing and storage capacity
within the data centres; cooling and power management in computer rooms to manage
increased traffic whilst maintaining availability, confidentiality and integrity.

Level 3: Connection and front end improvements including the clinical portal, pharmacy (e-
prescribing), electronic patient records and other as yet unspecified developments that
demonstrably improve workflow across clinical teams and organisations.

The potential solution will require investment, to a greater or lesser extent, in current systems to ensure
they meet the ‘minimum standard’ required. This includes the ability for any clinician to access
information from any data point, on a mobile or static device within any patient area. This minimum
standard will also need to be delivered within community facilities, if staff are to be able to deliver timely
and appropriate care around the needs of the patient.

4.10 Deliverability and Phasing

The phasing and deliverability of the options under the potential solution has been considered at this
stage and a potential phasing plan produced. This aims to achieve the fastest possible delivery whilst
attempting to minimise capital costs and impact on the existing hospitals.

Initial phasing plans are included in Appendix 4g which demonstrates the potential solution is achievable.
Indicative dates and an initial programme are included in Section 6.2. This will all be developed further as
part of the OBC.
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5. AFFORDABILITY

5.1 Capital

A high level capital cost estimate for the potential solutions has been undertaken by Rider Hunt Cost
Advisors. These estimates follow best practice and the guidance within the NHS Capital Investment
Manual and are presented on OB forms in the standard format.

The works costs are built up using the Healthcare Premises Cost Guides rates per m2 (HPCGs) applied to
the building areas shown within AHR Architects’ block plans, plus appropriate on-costs.

The HPCG rates have been adjusted accordingly for items such as storey height, and the areas have been
adjusted to allow for main plant rooms and communication between departments.

For the refurbishment areas, a percentage of the new build rate has been taken based on the type of
refurbishment indicated on the schedules.

External works are included based on the items shown on AHR’s block plans as well as general allowances
for items such as drainage.

General allowances have been made for items such as bad ground, diversions, connections, and
breakthroughs. Additional costs have then been added to the above works costs to include for:

= fees, which are based on 15% of the works costs, as the HPCG guidance

= non-works costs, which are an allowance based on similar recent developments

= equipment, which is assumed to be all new and included at 15%, as the HPCG guidance
= |ocation adjustment, based on Shropshire

= planning contingency, which is based on 10% of the works cost

= optimism Bias, as set out below

= inflation, which is included based on the PUBSEC indices

= VAT at the current rate

= VAT Recovery, at an assumed level of recovery based on 100% recovery for fees only
All site-wide impact and infrastructure costs are excluded from these capital cost estimates, and are
included separately within the SOC.
No costs for land purchase have been included as there is none deemed to be required.

