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Introduction 

The purpose of this document is to record the initial 

achievements of local clinicians, patients and partner 

organisations in their work together on the NHS Future Fit 

programme. 

 

It sets out the foundations on which subsequent stages of the 

programme can build. 

 

Local clinicians were mandated to do this work – and to 

continue engaging the public in it – as a result of the Call to 

Action process in 2013. 

 

 



Call to Action 



Call to Action Public Survey 

• c.3,000 responses (not stratified) 

• Access then quality were key public priorities 

• Key themes were: 

– More/improved local services/more care out of hospital (28%) 

– Improve hospitals (16%) 

– Resources (14%) 

– Improve/more staff education (10%) 

 

 



Call to Action Conclusions 

There was real consensus between public and clinicians that: 

• There is a case for making significant change; 

• The process should be clinically-led and with extensive public 
involvement; 

• There are real opportunities to better support people in managing 
their own health and to provide more excellent care in the community 
and at home; 

• Hospitals are currently misused as a result of poor design of the 
overall system and the lack of well understood and properly resourced 
alternatives; 

• It is possible to design a new pattern of services that can offer 
excellence in meeting the distinctive and particular needs of both 
rural and urban populations, and; 

• Proposals should not be constrained by history, habit and politics. 

 

 



Summary of Programme Progress to Date 

Date  Deliverable 

November 2013 
• Call to Action process identified public and clinical support for 

making significant change 

January  2014 • Full Case for Change developed and programme initiated 

May 2014 • NHSE Stage 1 Strategic Sense Check 

June 2014 
• Clinical Model developed through workshops with c.300 

clinicians plus patient representatives 
• Long list of 13 options developed by stakeholder group 

August 2014 
• Conversion of Clinical Model into activity and capacity 

implications completed (‘Phase 2’ modelling) 

January 2015 
• WM Clinical Senate Stage 1 Review completed -  
…there is an unsustainable health model ……which warrants a 
need for fundamental change and improvement 

February 2015 • Short list of 6 delivery options plus 2 obstetric variants agreed 

August 2015 
• Option development completed 
• Proposed reduction of shortlist to 3 options/1 obstetric variant 

September 2015 • Option appraisal completed 



Phase 1 

 



Key Products by Phase 

 Phase 1 (October 2013 - January 2014) 
o Programme Set-up 

o Determining the High-Level Clinical Model 

 Phase 2 (February 2014 - August 2014) 
o Determining the Overall Model of Clinical Services 

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

o Determining the Feasibility of a Single Emergency Centre 

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

 Phase 3 (August 2014 - September 2015) 
o Identification of options and option appraisal 

o Preparation of Strategic Outline Case(s)  

 Phase 4 (tbc) 
o Preparation for Public Consultation, submission of Pre-Consultation Business Case and 

NHSE Formal Assurance 

o Public Consultation on preferred option(s) 

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



Case for Change 

Challenges 
 

• Availability of key 
workforce groups 

• Changes in our 
population profile  

• Changing patterns of 
illness  

• Higher expectations  

• Clinical standards 

• Developments in 
medical technology  

• Economic challenges  

 

Opportunities 
 

• Achieve better clinical outcomes  

• Highly attractive services to rebuild 
staff morale  

• Better adjacencies between services  

• Improved environments for care 

• Better match between need and 
levels of care 

• Reduced dependence on hospitals 
as a fall-back  

• Co-ordinated and integrated system 
of care  
 



Case for Change 

Since the Programme began, the economic challenges facing the NHS have increased 

and workforce risks have escalated. 
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Communications and Engagement  



Phase 2 



Phase 2 (February 2014 - August 2014) 

• Determining the Overall Model of Clinical Services 

• c. 300 clinicians worked together in sub-groups, cross-cutting theme 
groups and Clinical Reference Group to develop and endorse a new 
Clinical Model. 

• Model reviewed by WM Clinical Senate which confirmed unsustainability 
of current configuration 

• Identification and quantification of the levels of activity and capacity in 
each part of the Model 

• Clinicians (with patients and managers) undertook 2 phases of modelling 

• Phase 1 modelled the impact on acute & community hospitals of 
implementing commissioner and provider efficiency strategies but with 
no major service change 

• Phase 2 involved clinicians agreeing key activity assumptions based on 
the implementation of the Clinical Model.  

• The resulting activity and capacity impact was then modelled & 
assumptions revisited to test potential for further efficiencies. 



Phase 2 (February 2014 - August 2014) 

• Determining the Feasibility of a Single Emergency Centre 

• A study was commissioned to test the feasibility of delivering a single 
emergency centre and a planned care centre at PRH, RSH and a 
potential new site 

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

• Extensive pre-consultation engagement activities were undertaken 
with patients to inform the development of the Clinical Model, a long 
list of site scenarios and the criteria against which scenarios should be 
assessed. 

• An evaluation panel was formed of nominated representative of 
Programme Board Sponsors & Stakeholders which: 

• Generated 40 ideas for the configuration of services 

• Proposed a long list of 13 scenarios for acute/community sites 

• Identified five evaluation criteria 

 



  
 

 

Clinical Model – design principles 



Clinical 

Design 

Process 



Consensus 

Evidence 

Needs led 
Experience based 
Principles 
Models of Care 
‘Common good’ 
Collective responsibility 

Clinical Vision 

Reconciling 
Sense checking 
Modelling 
Planning 
Future proofing 
Sustainability 

Modelling 
Options 

Consultations 
Reviews 

Service description 

Clinical 

Design 

Process 



Emergency and Urgent Care Model 



Emergency and Urgent Care Model 



Planned Care Model 



Long Term Conditions Model 



Activity and 

capacity 

modelling 



Establish 
Reference Group 

and confirm 
baseline 

Reference Group 
Meetings 

Report Results 

Workshop Content 

1 

Review and confirm objectives and scope 

Agree conceptual model & model components 
 
Set inpatient parameters (admission avoidance) 
  

2 Set inpatient parameters (LoS Reduction) 

3 

Set demographics parameters 

 

Set A&E parameters 

4 Set outpatient parameters 

5 
Review initial results 

Adjust parameters 

Activity & Capacity Modelling Process 



Acute 

Activity 

IP 

OP 

AE 

Demographic 

Change 

Activity 

Avoidance 

Strategies 

Provider 

Efficiency 

Strategies 

Reconfiguration 

Baseline 

Patient Flows 

Changes Results 

2018/19 

Acute 

Activity 

IP 

OP 

AE 

Overview of Modelling Approach 

Non-acute 

alternatives 



Activity & Capacity Modelling 

 Long Term Conditions & Frailty 

• c10,000 NEL admits associated with frailty or LTCs in 
2012/13.  

• Phase 1 - admits fall by 8% by 2018/19 (after 
demographic change which ADDS 5%), largely through 
improvements in primary care management and through 
better use of community hospitals.  

• Phase 2  - a further 24% avoided by reducing the 
prevalence of the key risk factors that give rise to LTCs 
(e.g. smoking, cholesterol, blood pressure) and through 
greater integration of community and primary care.  
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Long Term Conditions  

Emergency Admissions and Bed Days 

Baseline 
2012/13 

After  
Phase 1 

Modelling 

UCC 
Avoided 

Reduced 
Prevalance 

ICS 
Avoided 

Final 
2018/19 

Circulatory 4,115 4,174 125 856 406 2,787 

Diabetes 365 331 7 64 27 233 

Cancer 1,133 1,165 2 130 153 880 

Dementia 65 44 0 5 13 27 

Respiratory 1,486 1,521 45 163 186 1,126 

Other LTC 747 744 26 77 641 

Frailty 2,044 1,207 18 159 1,030 



Activity & Capacity Modelling 

 Acute & Episodic Care 
 
• 69% of front door urgent care activity at UCC 

(incorporating activity current managed in ED, direct GP 
admissions community hospital step-up admissions, MIU and 
WIC attendances, DAART assessments and GP OoH PCC 
contacts) 

• 31% (c 68,000 attendances) requiring the emergency 
centre.  

• 75% of UCC activity  is minor injuries or ailments, 12% as 
ambulatory emergency care, 8% as frailty management 
with 5% taking other forms.  
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Acute and Episodic Care – Allocation of Activity - Summary 

19,044 18,631 

2012/13 2018/19 

Phase 1 

 
476 

 
1,588 

A&E  

Attendances 

Community  

Hospital Step-Up  

Assessments 

108,332 110,628 

Direct  

Admissions  

17,878 18,266 MIU 

38,611 39,068 WiC 

3,525 3,719 DAART 

27,314 27,754 GP OoH PCC 

1 

2 

68,455 

155,407 

OoA A&E  

Attendances 
5,409 5,498 

1 

Emergency 

Centre 

Urgent Care  

Centres 

1,291 
LTC  

Avoided 

51,455 

2,289 

57,886 

3,206 

3,919 

14,711 



Activity & Capacity Modelling 

 Planned Care 

 

• 67% of the planned care activity in 2018/19 would take place 
in Local Planned Care Centres, 29% at a Diagnostic and 
Treatment Centre and 4% in an Emergency Centre.  

 

• Approximately 35,000 follow-up outpatient attendances 
managed by the local planned care centres could take place 
virtually.  
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Planned Care – Allocation of Activity (Bed Days) - Summary 
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Phase 1 Model 

365,188 
(0) 

SaTH 

Outpatient 

Attendances 

SaTH 

Elective 

Admissions 

Other 

Elective 

Admissions 

79,334 
(20,453) 

200 
(144) 

368,445 
(0) 

83,628 
(23,875) 

215 
(151) 

2012/13 2018/19 

18,930 
(17,798) 

129,765 
(6,228) 

303,593* 
(0) 

Emergency Centre 

Diagnostic and 

Treatment Centre 

Local Planned 

Care Centres 

*of which 34,821 virtual 



Activity & Capacity Modelling 
Change in acute beds requirement 

 

455 

3 

290 

13 

-67 

-34 

36 

-8 

4 

-14 
-20 

82 

656 

20 

63 

RTT
Adjustment

Admission
Avoidance

LoS Reduction Demographics Interaction Repatriate PCI Reduced LTC
Prevalnce

ICS Avoided

Baseline 12/13 Phase 1 Phase 2 Occupancy @
85%

Final 18/19

Intensive Rehab

DTC

Emergency Centre

Telford

Other Sites

Shrewsbury



Activity & Capacity Benchmarking 

 Phase 2 projections were compared against regional and 
national comparators, indicating that: 

 

• Matching the performance of the most efficient West 
Midlands providers and SaTH’s national peer group could 
save c.20% additional bed days and 120-145 beds; 

 

• Additional annual savings to commissioners could range 
between £7.5m (matching regional Top Quartile 
performance) and £15m (regional Top Decile). 



Feasibility Study 

 



Long List 

 



Phase 3 



Phase 3 (August 2014 - September 2015) 

• Identification of options and option appraisal 

• Long list of scenarios appraised and shortlist recommended 

• Programme Board and Sponsor Board accept recommendations, add back 

Obstetric variants (pending further clinical work) and commission further 

(separated) work on rural urgent care solutions 

• Shortlist options more fully developed and appraised 

• Shortlisting decision reconsidered and confirmed on basis of more 

detailed financial information 

• Preparation of Strategic Outline Case(s)  

• Options set out in SOC 

• New site options removed on affordability grounds (margin of £12-14m 

pa over remaining options) 

• Remaining options generate a surplus which would partially offset the 

underlying deficit 

• Commissioners develop letters of support for SaTH 

• SOC approved by SaTH Board and forwarded to NHS TDA. 



Clinical Model – networked 
components 

Consolidates  all non-elective activity on a single site, 
plus complex planned procedures (c.20%). 658 beds. 
 

Consolidates all non-complex elective procedures on 
a single site. 20 beds. 
 

Non life threatening urgent care continues on both 
existing sites. 
 

Routine planned care appointments continue on both 
existing sites. 
 

Consultant-led obstetrics/neonates  to be sited either 
with EC or DTC. 71 beds. 
 
N.B. Ambulatory cancer care unaffected – remains at RSH. 



The Clinical Model - Site Configuration Options 

Princess Royal Telford Royal Shrewsbury Hospital 

A No change No change 

B 

C1 

C2 



Financial Appraisal 

Costs – 60 Years Option A     

£000s 

Option B     

£000s 

Option C1    

£000s 

Option C2   

£000s 

Net Present Cost (NPC) 9,228,692 8,600,197 8,684,792 8,710,968 

Equivalent Annual Cost (EAC) 344,477 321,017 324,175 325,152 

Ranking 4 1 2 3 

Marginal EAC over 1st Ranked 23,460 0 3,158 4,135 

% over Option 1st Ranked 7.3% 0.0% 1.0% 1.3% 

Switch Value (23,460) 3,158 (3,158) (4,135) 

• Option B is preferred by a margin of 1% over Option C1 

 

• Range of 1.3% between change options (B, C1, C2) 

 

• The Do Nothing Option A is least preferred by a margin of 

7.3% 



Non-financial Appraisal 

  Scoring the Options 
 

• Undertaken individually after clarification of evidence 

• Each option scored against each criterion on scale of 1-7 

• Initial scores fed back and used as focus for discussion 

• Opportunity to revise scores in light of discussion 

• Option C1 ranked 1st  - remains 1st in sensitivity analysis 

 

 



Overall Economic Appraisal 

  
Option A Option B Option C1 Option C2 

Non-Financial Score 127.8 229.1 257.2 148.7 

Benefits Margin below 1st -50.3% -10.9% - -42.2% 

Non-financial Rank 4 2 1 3 

Total EAC (£m) 344.5 321.0 324.2 325.2 

Financial Margin above 1st 7.3% - 1.0% 1.3% 

Financial Rank 4 1 2 3 

Cost £m per Benefits Point 2.7 1.4 1.3 2.2 

Overall Margin below 1st 113.9% 11.2% - 73.5% 

Overall Rank 4 2 1 3 

Combined Scores (50:50) 

Overall Margin below 1st 

71.4 

28.2% 

94.5 

5% 

99.5 

- 

78.3 

-21.3% 

Overall Rank 4 2 1 3 



Next Steps 

  In October 2015, the Programme Board was informed that the approval of any business 
case would depend on the development of wider plans to reduce the growing financial 
deficit in the local health economy. Board therefore agreed: 

1. To note the outcomes of the process for appraising shortlisted options; 

2. To defer reaching any conclusion about recommending a ‘preferred option’ to 

Sponsor Boards, until the Board is assured that there is an approvable case for 

investment; 

3. To ask for an update at its November meeting on how commissioners and providers 

plan to take forward parallel discussions on dealing with the remaining financial 

deficit; 

4. To ask SaTH to bring forward proposals for an interim solution to its workforce 

challenges that will ensure the ongoing safety of clinical services, and; 

5. To ask its Core Group of Sponsor Chief Officers to urgently agree, and communicate 

to Board members, the implications of the current position for each of the 

Programme’s workstreams and the overall Programme timetable. 


