EVALUATION PANEL

Workshops 1 & 2
17th June 2014

INTRODUCTION
Mike Sharon, Programme Director
Peter Spilsbury, Director of the Strategy Unit, Midlands and Lancashire CSU

INTRODUCTION
The Story So Far…….

Call to Action
Case for Change
Clinical Model
Developing Options

OPTION COMPONENTS
What do we mean by an ‘option’?
• The focus of FutureFit is:
To agree the best model of care for excellent and sustainable acute and
community hospital services that meet the needs of the urban and rural
communities in Shropshire, Telford and Wrekin, and Mid Wales.
• The Clinical Model sets out the desired overall shape and character of the system
for local health care.
• We now need to set out ways in which that model of acute and community
hospital services could be delivered.
• There are a number of key components to the model (e.g. Emergency Centre,
Urgent Care Centres).
• There is an infinite number of ways in which these components could be
configured locally.
• Each of these ways is potentially an ‘option’ –

a unique combination of the
number, location and co-location
of the model’s components.

INTRODUCTION
1. Drivers

2. Ideas
• Workshop 1
Generating Ideas
• Workshop 2
Proposing Criteria

3. Long List
Public
Engagement
• Workshop 3
Weighting Criteria
• Workshop 4
Evaluating Options
•

5. Preferred
Option

4. Short List
Public
Engagement
• Appraisal
Financial
Non-financial
•

•
•
•

Public
Consultation
Decision
Outline
Business Case(s)

Clinical
Model

An infinite range of ways
to implement the model
needs to be reduced to a
provisional long list of
around 12.
Criteria for evaluating
the long list also need to
be drafted.

Following extensive
engagement the long list
& evaluation criteria are
confirmed by Board, and
descriptions of the
options developed.
Agreed criteria are then
weighted and the
options scored against
the criteria.
A recommended short
list is proposed to Board.

Following confirmation
of the short list, options
are further developed
alongside more
engagement on the
model and the agreed
list.
The detail of this stage is
yet to be agreed by
Board.

A preferred option
emerges from the
appraisal process –
and subject to various
approvals – that
option will be subject
to Public Consultation
and fully developed
within one or more
Outline Business
Cases.

COST BENEFIT ANALYSIS
• Shortlisted options will be fully developed and subject to two parallel evaluations:
• Financial (all cost & benefits that can be monetised)
• Non-financial (qualitative benefits which cannot be monetised)
• In the non-financial evaluation, options will be assessed against the evaluation
criteria we are beginning to develop today.
• Each option will be scored against each criterion, and those scores weighted to
reflect the agreed relative importance of the criteria. This results in total benefit
point score for each option which can then be ranked.
• The financial evaluation also results in a ranked list of options.
• Different methods can be used for combining the results of the financial and nonfinancial evaluations in order to determine which offers the best value for money:
• The Equivalent Annual Cost per Benefit Point can be calculated (with or
without financial versus non-financial weightings). The preferred option is the
one with the highest overall score.
• The Equivalent Annual Costs and Benefit Point scores can be kept separate
and their relative merits subject to discussion and agreement.

INTRODUCTION
Time

Item

Lead

0900

Gathering & Refreshments

0915

Introduction

Mike Sharon/Peter Spilsbury

0930

Demography & Geography

Peter Spilsbury

0945

Components of the Clinical Model

Bill Gowans

1015

Generating Ideas

Mike Sharon

1030

Group Task (with coffee break)

Mike Sharon

1130

Plenary Debate

Mike Sharon

1230

Lunch

1315

Introduction to Evaluation Criteria

Peter Spilsbury

1330

Evaluation Criteria or Benefits
Realisation Criteria? (with tea break)

Peter Spilsbury

1415

Feedback

Peter Spilsbury

1430

Measuring Criteria

Peter Spilsbury

1530

Final Plenary

Peter Spilsbury

1600

Next Steps & Close

Mike Sharon

WORKSHOP 1
identifying a
provisional long list
of options

THE POPULATION WE SERVE
Peter Spilsbury, Director of the Strategy Unit, Midlands and Lancashire CSU

Population Summary

Population Summary

AREA
Shropshire
Telford &
Wrekin
North
Powys

Population
306,100 57%
166,600

31%

64,690

12%

537,390 100%

Population numbers for main
settlements have been sourced from
internet sites and rounded up to the
nearest thousands. Their purpose is
simply to give a rough idea of scale.

Main settlements
Popn
Popn %
Albrighton
5,000
0.9%
Bishop's Castle
2,000
0.4%
Bridgnorth
12,000
2.2%
Broseley
6,000
1.1%
Church Stoke
2,000
0.4%
Church Strettton
3,000
0.6%
Cleobury Mortimer
2,000
0.4%
Craven Arms
3,000
0.6%
Ellesmere
4,000
0.7%
Llanfair
2,000
0.4%
Ludlow
10,000
1.9%
Market Drayton
11,000
2.0%
Montgomery
2,000
0.4%
Much Wenlock
2,000
0.4%
Newport
11,000
2.0%
Newtown
6,000
1.1%
Oswestry
17,000
3.2%
Shifnal
6,000
1.1%
Shrewsbury
68,000
12.7%
Telford (less Wellington/Newport)
132,000
24.6%
Wellington
25,000
4.7%
Welshpool
7,000
1.3%
Wem
6,000
1.1%
Whitchurch
9,000
1.7%
353,000
65.7%

DEMOGRAPHIC MAPS

Map 1

DEMOGRAPHIC MAPS

Map 2

DEMOGRAPHIC MAPS

Map 3

DEMOGRAPHIC MAPS

Map 4

DEMOGRAPHIC MAPS

Map 5

DEMOGRAPHIC MAPS

Map 6

DEMOGRAPHIC MAPS

Map 7

DEMOGRAPHIC MAPS

OPTION COMPONENTS
Dr Bill Gowans, Clinical Design Workstream Lead

OPTION COMPONENTS

Emergency &
Urgent Care

Planned
Care

Long Term
Conditions

EC

DTC

CU

UCC

LPC

HH

OPTION COMPONENTS
Emergency Centre
• One
• No ‘walk ins’ - Access via 999 or internal transfer via UC network
• Assessment & Ambulatory care units
• Trauma unit (as part of trauma network)
• Required clinical adjacencies:
o Radiology & Pathology
o Blood bank
o Pharmacy
o Critical Care Unit
o Emergency surgery – trauma and general
o Short Stay Beds – at least for <3 day LOS
o Paediatric unit (or emergency paediatric care)
o Maternity Unit (or emergency maternity care)
o Urgent Care Centre (?)
• Potential co-locations / clinical adjacencies:
o Acute Medical Unit?
o Specialty units: Elderly/Stroke, Cardiology, GI medicine?
o Diagnostic and Treatment Centre?
• Site?

EC

OPTION COMPONENTS
Urgent Care Centres
• Some
• Providing paediatric, adult, frailty and mental health urgent care
• Access via - Walk in, telephone triage, ‘planned’ urgent care, ambulance
• Ultrasound & Plain Xray
• Simple blood tests
• Observation units – paediatric (6hrs) and adult (12hrs)
• Pharmacy
• Potential for integrated social and mental health services
• Required clinical adjacencies:
o Ambulatory rehabilitation services
• Potential Co-locations / clinical adjacencies:
o GP OOH?
o Community Unit – medium acuity beds and rehabilitation?
o Health Hub – voluntary and community services?
o Local Planned Care facilities?
o GP urgent care?
• Number?
• Sites?

UCC

OPTION COMPONENTS
Diagnostic and Treatment Centre
• One
• 80% planned surgery
• Most day case - some beds (e.g. planned orthopaedics)
• Major diagnostics – including U/S, MRI, CT, Nuclear
• Planned endoscopy
• Pathology
• Required clinical adjacencies
o HDU
• Potential co-locations:
o Emergency Centre
(operationally separate)?
• Site?

DTC

OPTION COMPONENTS
Local Planned Care Services
• 70% of assessment, diagnostics and follow up
• Done by a variety of professionals
• Standardised assessment
• Not requiring a separate structural ‘unit’
• Consultation rooms with virtual facilities
• Use UCC diagnostics
• Potential sites / co-locations
o UCCs?
o Community Units?
o Health Hubs?
o Primary Care premises?
o Existing community hospital facilities?
o Other community facilities?
• Number?

LPC

OPTION COMPONENTS
Community Units
• Medium acuity beds, (higher acuity than currently
available in community hospitals or care homes)
• High intensity in patient and ambulatory reablement
and rehabilitation
• Potential co-locations
o UCCs?
o Health Hubs?
o Existing community hospital facilities?
o Existing acute hospital facilities?

CU

OPTION COMPONENTS
Health Hubs
• Patient empowerment through a blend of localised
prevention, information, self management, navigation and
advocacy services
• Partnership between statutory, voluntary and community
services
• ‘Owned’ by local communities
• Localised but consistent services
• ‘The place I go to when I have a question or a problem’.
• Potential co-locations
o Community Units?
o Urgent Care Centres?
o Planned Care facilities?
o Existing community hospital facilities?
o Other existing community facilities?

HH

GENERATING IDEAS
Mike Sharon, Programme Director

GENERATING IDEAS
•
•

Individually produce c.3 options - 6 components on maps in given colours
Discuss each option as a group - do you think any may not be feasible?
- what main themes or issues do you find?

DTC

HH

CU

LPC

UCC

EC

GENERATING IDEAS
PLENARY
• What was your thinking behind the option
development?
• Are any options clearly not feasible? If so, why?
• What information would be needed to take a more
informed view of option feasibility?

WORKSHOP 2
identifying
provisional criteria
to be used in the
evaluation of longlisted options

GENERATING EVALUATION CRITERIA
Peter Spilsbury, Director of the Strategy Unit, Midlands and Lancashire CSU

DEVELOPING EVALUATION CRITERIA

EVALUATION CRITERIA
• Prospective
• Differentiating/relative
• Used to assess expected
benefits of options
• Inform identification of
shortlist and of preferred
option

BENEFIT REALISATION CRITERIA
• Retrospective
• Absolute
• Used to assess delivery of
expected benefits
• Inform post-project
evaluation

DEVELOPING EVALUATION CRITERIA
INTRODUCTION
• Non-financial evaluation criteria needed to enable transition from long
list to short list (and then to evaluate the short list)
• Important to make criteria measurable to avoid financial bias
• Can be intentionally or unintentionally biased – great care needed to
make them powerful – some philosophical/ethical debate needed too
• Provisional criteria (and potential measures) to be developed by panel
• Programme Board to finalise in September, informed by public
engagement (to be endorsed by sponsor Boards and Joint HOSC)
• Criteria will need to reflect the programme’s objective, goals and
Clinical Model:
Programme Objective
To agree the best model of care for excellent and sustainable acute and
community hospital services that meet the needs of the urban and rural
communities in Shropshire, Telford and Wrekin, and Mid Wales.

DEVELOPING EVALUATION CRITERIA
Programme Goals – agreed in Programme Execution Plan
The key benefits to be secured from the programme are:
• Highest quality of clinical services with acknowledged excellence in our
patch;
• A service pattern that will attract the best staff and be sustainable clinically
and economically for the foreseeable future;
• A coherent service pattern that delivers the right care in the right place at the
right time, first time, coordinated across all care provision;
• A service which supports care closer to home and minimises the need to go
to hospital;
• A service that meets the distinct needs of both our rural and urban
populations across Shropshire, Telford & Wrekin and in Wales, and which
anticipates changing needs over time;
• A service pattern which ensures a positive experience of care; and
• A service pattern which is developed in full dialogue with patients, public and
staff and which feels owned locally.

GROUP TASK
Peter Spilsbury, Director of the Strategy Unit, Midlands and Lancashire CSU

GROUP TASK
The agreed Clinical Model includes 21 principles/ statements of requirement:
Is each of these an Evaluation Criterion or a Benefits Realisation Criterion?
1. Improve care for you and your family?
2. Promote independent living?
3. Develop community capacity?
4. Clearly define ‘tiered’ levels of care?
5. Offer needs led and equitable access?
6. Provide specialist care which achieves critical mass?
7. Deliver generalist services and specialist assessment / follow up
closer to home?

DEVELOPING EVALUATION CRITERIA
Is each of these an Evaluation Criterion or a Benefits Realisation Criterion?

8. Resolve or minimise transport issues?
9. Empower patients by facilitating excellent Information, Selfmanagement, Navigation and Advocacy?
10. Enable a sustainable workforce with fully staffed clinical
teams?
11. Promote community mobilisation and partnerships?
12. Empower communities to address the wider determinants of
health?
13. Redistribute existing funds with no new money?
14. Integrate health and social care so they run ‘in parallel’?

DEVELOPING EVALUATION CRITERIA
Is each of these an Evaluation Criterion or a Benefits Realisation Criterion?

15. Enable Integrated Care Records to be accessible in all care
settings?
16. Use Multi-disciplinary Teams effectively without interrupting
/ draining routine community and primary care?
17. Enable continuity of care by generalists?
18. Provide easy access for generalists to specialist support?
19. Facilitate direct communication between responsible
clinicians?
20. Use existing facilities and estates most effectively?
21. Meet the needs of people living in rural and urban settings?

GROUP TASK
•

Working first as individuals then in groups
•

Categorise the 21 questions as evaluation criteria,
benefit realisation criteria or both

•

Identify additional evaluation criteria not covered by
questions

•

Add your top 5 to the template

•

Rank them in your own priority order

•

Consider how each might be measured

•

Add any key comments

GROUP TASK
•

Plenary Discussion
•

Share outputs of group discussions

•

Explore key issues

•

Identify criteria for public engagement

•

Consider how criteria might be measured

NEXT STEPS

NEXT STEPS
1. Drivers

2. Ideas
• Workshop 1
Generating Ideas
• Workshop 2
Proposing Criteria

3. Long List
Public
Engagement
• Workshop 3
Weighting Criteria
• Workshop 4
Evaluating Options
•

5. Preferred
Option

4. Short List
Public
Engagement
• Appraisal
Financial
Non-financial
•

•
•
•

Public
Consultation
Decision
Outline
Business Case(s)

Clinical
Model

An infinite range of ways
to implement the model
needs to be reduced
through over 200
potential options to a
provisional long list of
around 12.
Criteria for evaluating
the long list also need to
be drafted.

Following extensive
engagement the long list
& evaluation criteria are
confirmed by Board, and
descriptions of the
options developed.
Agreed criteria are then
weighted and the
options scored against
the criteria.
A recommended short
list is proposed to Board.

Following confirmation
of the short list, options
are further developed
alongside more
engagement on the
model and the agreed
list.
The detail of this stage is
yet to be agreed by
Board.

A preferred option
emerges from the
appraisal process –
and subject to various
approvals – that
option will be subject
to Public Consultation
and fully developed
within one or more
Outline Business
Cases.

NEXT STEPS
1
2
3
4
5
6
7
8
9
10
11
12
13

Key Milestone
Approval of short-listing process
Clinical Model finalised
Workshop 1: Generation of provisional long-list
Workshop 2: Identification of provisional short-listing
criteria
Engagement on Clinical Model, Provisional Long List &
Evaluation Criteria
Preparation of description of long-listed options
Workshop 3: Criteria weighting
Workshop 4: Option scoring
Analysis of Results and identification of short-listed
options
Engagement on the short-listed options
Development and Appraisal of Short Listed Options
Commissioner Decision on Preferred Option
Public Consultation (following NHSE Assurance)

Work to be
completed by
15th May
28th May
18th June

Programme
Board sign-off
21st May
10th June
25th June

18th June

25th June

End Aug

17th Sept

Mid Sept
End Sept
End Sept

-

8th Oct

15th Oct

End Jan 2015
End May 2015
tbc

24th June 2015
End June 2015
tbc

