NON FINANCIAL APPRAISAL PANEL
23rd September 2016

Introduction
Debbie Vogler

Agenda
Time

Item

0900

Registration & Refreshments

0915

Welcome & Introduction to the Day

0945

Confirmation of Criteria Weightings

1000

Review of the Criteria Evidence & Initial Individual Scoring

1200

Developing Questions about the Evidence

1215

Lunch Break

1245

Response to Questions about Evidence & General Discussion

1400

Confirm Initial Individual Scoring of Options

1415

Break for Refreshments [collation of initial scores]

1430

Feedback and Discussion on Initial Scoring

1600

Opportunity to Revise Scoring

1615

Confirmation of Revised Non-financial Scores

1630

Close

Code of Conduct
• Duty - to act in accordance with the law and the public trust placed in you.
• Selflessness - to take decisions solely in terms of public interest.
• Integrity – not to place yourself under any obligation that might be
thought to influence you in the performance of your duties.
• Accountability and Stewardship - to consider issues on their merits, taking
account of the views of others.
• Openness - to be as open as possible about your decisions and actions,
giving reasons for your decisions.
• Honesty – to declare any private interests relating to your public duties and
take steps to resolve any conflicts arising in a way that protects the public
interest.
• Respect – to treat fellow members with courtesy at all times

Confidentiality
At what point can discussions & conclusions be shared?
• The Programme publishes final documents once considered by Board
(including via CCG Board papers).
• Before then Panel members
• May not publish any of the information received (unless already
published on the Future Fit website).
• May share information within their nominating sponsor/stakeholder
organisation (as set out in the Programme Execution Plan) on
condition that those receiving the information understand and accept
the responsibility not to make that information more widely known.
• At no point should members make public the views of other panel
members.

Today’s Task

Today’s Task
To appraise the 4 remaining shortlisted options against nonfinancial criteria:
• Accessibility
• Quality
• Workforce
• Deliverability
• SIGNIFICANT – will impact all populations using hospital services within
Shropshire and Telford & Wrekin including patients from Powys.
• COMPLEX – appraising multiple (and potentially conflicting) sources of
information
• CHALLENGING – attending to the evidence, your own knowledge and
experience and the knowledge and experience of others
• Doesn’t give ‘the answer’

The Options
Princess Royal Hospital (Telford)
Option A

■

Emergency Care

■

Emergency Care

■

Complex Planned Care

■

Complex Planned Care

■

Non-Complex Planned Care

■

Non-Complex Planned Care

■

Women & Children’s Services
Emergency Care

■

Urgent Care (24hrs/day)

■

Urgent Care (24hrs/day)

■

Complex Planned Care

■

Complex Planned Care

■

Non-Complex Planned Care

■

Women & Children’s Services
Urgent Care (24hrs/day)

■

Emergency Care

■

Complex Planned Care

■

Urgent Care (24hrs/day)

■

Non-Complex Planned Care

■

Complex Planned Care

■

Option B

■

Option C1

Royal Shrewsbury Hospital

■

Urgent Care (24hrs/day)

■

Women & Children’s Services
Emergency Care

■

Complex Planned Care

■

Urgent Care (24hrs/day)

■

Non-Complex Planned Care

■

Complex Planned Care

■

Women & Children’s Services

■

Option C2

Overall Appraisal Tasks

ECONOMIC
APPRAISAL
Which option provides the
best value for money?

Financial
Appraisal
How do the costs of options
compare?

Non-Financial
Appraisal
What non-financial impact
will each option have?

PROGRAMME HIGH-LEVEL CRITICAL PATH 2016-17

PROMOTING EQUITY OF ACCESS
Inequities in health systematically put groups of people
who are already socially disadvantaged at further disadvantage*

• Which groups are currently disadvantaged in terms of
access?
• Does an option reduce or increase disadvantage for these
groups?
• Are groups with experience of other kinds of disadvantage
differentially affected by an option?
*Braveman P, Gruskin S. Defining equity in health. Journal of Epidemiology and Community Health. 2003;57(4):254-258.
doi:10.1136/jech.57.4.254.

PROMOTING QUALITY OF SERVICES
High quality care is only being achieved
when all three of the following dimensions are present*

To what extent could an option support the provision of:
• Care that is clinically effective– not just in the eyes of
clinicians but in the eyes of patients themselves?
• Care that is safe?
• Care that provides as positive an experience for patients
as possible?
*NHS England, ‘High Quality Care for All’

PROMOTING RECRUITMENT & RETENTION
The panel recognised that the local health economy is unsustainable without a
transformation in the way in which services are delivered.*

To what extent could an option improve the recruitment and
retention of staff in critical shortage areas?
• Emergency Medicine
• Critical Care
• Acute Medicine
*Stage 1 Report of the West Midlands Clinical Senate’s Independent Clinical Review Panel

DELIVERABILITY
To what extent is an option likely to be deliverable in terms of:
• The feasibility, complexity and duration of physical works,
and their ability to flex in response to future
requirements?
• Its acceptability to the public and other stakeholders (in
anticipation of consultation and approval processes)?

Any questions
about the process
today?

Weighting the
Criteria

Weighting the Criteria

Shortlisting
2015

Appraisal
2015

ACCESSIBILITY

29.0% (2)

25.1% (3)

26.4% (2)

25.8% (3)

QUALITY

32.3% (1)

31.2% (1)

27.5% (1)

27.1% (1)

WORKFORCE

27.4% (3)

27.3% (2)

26.4% (2)

27.0% (2)

DELIVERABILITY

11.3% (4)

16.3% (4)

19.7% (4)

20.1% (4)

Evaluation Criteria

Public
Public
Survey 2015 Survey 2016

Presentation of
Evidence &
Initial Individual
Scoring

• Understanding the Context
• The revised clinical delivery
model
• The ‘left-shift’
• Understanding and Appraising the
Evidence
• Access
• Quality
• Workforce
• Deliverability

Scoring Methodology

ACCESSIBILITY

QUALITY

WORKFORCE

DELIVERABILITY

Option A Option B Option C1 Option C2 Option A Option B Option C1 Option C2 Option A Option B Option C1 Option C2 Option A Option B Option C1 Option C2

Initial Individual Score
Revised Individual Score
(only insert if changed)

1. Score each criterion in turn, working option by option (range 1-7, higher is better).
2. If revising any scores after discussion, only insert changed scores.

The Revised
Clinical Delivery
Model

The Clinical Model for OBC
Non-financial appraisal

Dr Kevin Eardley, Mr Mark Cheetham and Mr Andrew Tapp
23 September 2016
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The proposal and how this improves services for patients
A single purpose built Emergency Centre:
• Better clinical outcomes with reduced morbidity and mortality
• Bringing specialists together treating a higher volume of critical
cases to maintain and grow skills
• Ensure 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 environment for specialist care
• Improved recruitment and retention of specialists
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The proposal and how this improves services for patients
Within the balanced site proposal, patients would benefit from:
• Being cared for in their nearest hospital as much as possible for
their acute service needs – Urgent Care, Outpatients, Diagnostics
and some inpatient specialties
• Receiving planned care within a defined service separate from
emergency care
• Improved pathways between primary and secondary care
providers delivering a seamless patient pathway.
• Timely access to care through the achievement of national
standards
• Improved access to an enhanced range of services within the
county i.e. Cardiology
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Sustainable Services Programme –
improving patient experience and flow

•

Current

Future

RSH
A&E

AMU

CAU

SAU

Emergency Site

PRH
A&E

AMU

AEC

CAU

Short
stay

Critical
Care

CDU

AEC

Day
Case

ITU

Short
stay

Planned Site

ED/
UCC

UCC

Inpts

Inpts

Day
Case

CDU

Inpts

Inpts

•

AEC/
CDU

CAU

Day
Case

ITU

Short
stay

Uncoordinated flow of patients

Coordinated & cohorted flow of patients

The options – balanced hospital sites
Option B ED and Critical Care at PRH
– Majority of planned care at RSH
– Urgent Care Centre, Outpatients, Diagnostics at both PRH and RSH
Option C1 ED and Critical Care at RSH
– Majority of planned care at PRH
– Urgent Care Centre, Outpatients, Diagnostics at both RSH and PRH
Option C2 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
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However, following the development of the SOC…
Further and more detailed discussions with the wider clinical body
(including primary and secondary care) raised concerns about:
1. Unplanned medical patients being admitted directly to the
planned care site
2. The resultant need to provide ‘critical care cover’ across two
sites
3. Safety and sustainability of Option C2
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NHS Transformation Unit review of Option C2
The remit of the review was to assess the feasibility of option C2
The Greater Manchester CRG Panel key findings;
To make C2 safe and sustainable both sites would require:
• Level 3 adult ICU
• Anesthetics (resident) with capability in both adults and children
• Full suite of Imaging
• Blood transfusion
• Acute medicine
• Access to (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
C2 would not meet the necessary standards of the Royal Colleges and 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 W&C services

28

Re-modelling pathways and Trust activity for the OBC
Within Option B and C1:
• Patients receive the right care, from the right staff at the right time
• All acute and unplanned patients to be admitted to the Emergency Site only
• Patients from the Emergency Site are transferred to the Planned Care Site as
soon as clinically appropriate
• Acute Medicine (Ambulatory Emergency Care) is delivered at the Emergency Site
only
• The number of patients on the Planned Care Site needing critical care is
minimised through the single route of admission
• 7-day working within medicine is delivered at both sites
• Cohorting and streaming of patients into the most appropriate service to
improve patient outcomes and deliver national standards
• Ring-fencing of planned care beds to reduce cancellations
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Urgent Care Centre
• 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
• Complaints/conditions to be treated at the Emergency Department include:
• anaphylaxis
• stroke
• severe chest pain
• multiple trauma
• compound fractures
• moderate burns
• poisoning
• Complaints/conditions to be treated within Urgent Care services are:
• sprains and simple fractures
• cuts and scrapes
• asthma
• ENT conditions
• scalds
• bites and stings

Allocation of A&E attendances – EC or UCC

31

Pathway of care for the admitted patient
Patient admitted to and treated
on the Planned Care Site

No

Is it a complex
planned
admission?

I need to
be
admitted

Yes

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

Yes

Is it a planned
admission?

No

No

No

•

Patient admitted to the
Emergency Site for either
• observation in AEC (<12 hrs)
Admitted to a short-stay ward (<72 hrs)
• Admitted to a specialty ward

Is the patient
clinically
appropriate for
transfer to the
Planned Care Site?

Yes

Does the
patient live
nearer to the
Planned Care
Site?

Yes

Admit patient to
the
Planned Care Site
for the remainder
of their episode
of care

The Potential OBC Solution - Essential Service Change (Options B and C1)
Service balance based on clinical adjacency needs and resolving workforce issues

Both Sites

Emergency Site

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

Emergency Department
Critical Care Unit (HDU, ITU)
Urgent Care Centre
Ambulatory Emergency Care (AEC)
Beds
approx 510 beds
Including:
Acute Stroke Unit
Coronary Care Unit
Women and Children’s
Orthopaedic trauma
Acute Medicine

Planned Care Site

Outpatients
(including Fracture Clinic)
Diagnostics
Day Case Renal Unit
Oncology/Haematology chemotherapy

Beds
approx 350
Including:
240 inpatient beds and
110 day case / endoscopy beds
Including:
Elective Orthopaedics
Breast Service
Frailty and Elderly Care
Rehabilitation

Integrated Care Pathways – LTC, Frail and Elderly etc

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

The ‘Left Shift’

Neighbourhood Transformation Groups

Community Fit and Rural Urgent Care Development are now
continuing as part of the STP Neighbourhoods Transformation
Programme

Neighbourhood Working Development

We’re adopting a placed based approach to:
1. Build resilient communities and develop social
action
2. Develop whole population prevention by linking
community and clinical work – involving
identification of risk and social prescribing
3. Design and deliver neighbourhood care models

What will functions will be carried out within
neighbourhoods?

Point of care
testing

Delivery of
‘care’
(social/health)

Diagnostics

Prevention and
lifestyle advice

Support for
people with
complex needs

Surgery

Support at end
of life

Outpatient
clinics

Signposting

………….But this could look different in different areas!

Examples of Neighbourhood Working
Initiatives in Development

• Neighbourhood Care Team development in Newport and South
Telford
• Extended Urgent Care in Bridgnorth focussing on frailty and
same day urgent access to local assessment, diagnostics and
treatment
• Extended Urgent Care in Ludlow through closer working
between primary care and MIU
• Community Hub development in Market Drayton
• Virtual clinics between GPs and Community teams in Whitchurch

Access

Future Fit Options Appraisal
Accessibility analysis
Andy Hood
23rd September 2016

First things first…

• The summary of Baseline access (page 66 of full pack)
relates to an earlier set of outputs. Since that, some of
the out-of-area activity was redistributed but the table
was not updated – affects Oswestry, South Shropshire
and Powys figures for both car and PT.
• The figures in the earlier option templates of the full
pack are however correct.

Revised summary access
Complex Planned
Average Journey Times
Mode of Transport
Public Transport Car/Ambulance
Bridgnorth
69.8
23.9
North Shropshire
77.0
31.5
Oswestry
99.5
42.5
Shrewsbury & Atcham
63.8
22.5
South Shropshire
70.8
47.9
Hadley Castle
48.2
13.8
Lakeside South
51.9
15.1
The Wrekin
37.1
10.6
Powys
69.8
48.8
Out Of Area
72.9
26.0
Overall Average
62.1
25.0
Outpatient (Non-Complex)
Average Journey Times
Mode of Transport
Public Transport Car/Ambulance
Bridgnorth
60.7
22.0
62.6
29.5
North Shropshire
Oswestry
57.8
23.1
Shrewsbury & Atcham
40.6
12.6
South Shropshire
55.7
35.5
Hadley Castle
48.4
14.1
Lakeside South
52.4
15.6
The Wrekin
36.5
10.7
Powys
61.7
37.5
Out Of Area
61.6
30.0
Overall Average
50.4
19.7

Emergency Care
Ambulance
26.0
30.3
27.0
12.5
38.9
14.1
15.9
10.6
39.6
24.8
20.9

Non-Complex Planned
Public Transport Car/Ambulance
76.8
29.4
63.7
31.3
67.5
26.9
40.8
12.5
58.4
39.3
63.7
19.9
64.8
20.3
49.9
14.7
58.0
37.2
81.3
38.0
58.5
24.0

Urgent Care
Public Transport Car/Ambulance
62.7
22.4
58.5
28.2
63.9
25.6
38.7
11.5
58.4
36.1
40.9
11.5
48.9
14.3
30.4
8.8
64.4
38.4
48.7
21.3
44.4
16.2

Women and Children
Public Transport Car/Ambulance
60.4
22.4
73.3
28.4
85.9
35.5
58.7
20.8
71.5
42.2
41.2
11.2
48.0
13.7
30.5
8.7
87.9
53.3
30.7
12.5
54.9
21.1

Overview of methods
• Essentially the same
approach as for the
previous options
appraisal (Sept 2015).
• The key features of the
analysis are:
•
•

•

Provider dataset for 2015/16, so purely SATH
activity
TRACC software, Ordnance Survey road
networks, proprietary road speeds datasets and
Public Transport schedules used for calculation of
journey times and distances
Differential approach i.e. only impacts of

•
•

•

Car/ambulance journeys only for emergency care
and Car & PT for planned care elements
Presented all activity using either travel mode as
impossible to distinguish who has used PT to
travel.
Several key measures reported at locality level
(times 9):
– Total attendances by type
– Attendances affected and impacts on
travel time – positive or negative
– Sensitivity adjustment if travel to
alternatives is allowed (current
assumption is no impact on SATH market
share)
– Impacts - numbers and journey times - for
equality groups (Elderly, young, genders,
BME, deprived*).

* Note caveat re: differences between Welsh and
English deprivation indices

•

Walk-through – Non-complex
planned
[1]
Option A = Baseline
assessment of patients
actual travel to ‘chosen’
sites.
Different

Non-Complex Planned
Average Journey Times
Mode of Transport
Public Transport Car/Ambulance
Bridgnorth
76.8
29.4
North Shropshire
63.7
31.3
Oswestry
67.5
26.9
Shrewsbury & Atcham
40.8
12.5
South Shropshire
58.4
39.3
Hadley Castle
63.7
19.9
Lakeside South
64.8
20.3
The Wrekin
49.9
14.7
Powys
58.0
37.2
Out Of Area
81.3
38.0
Overall Average
58.5
24.0

bands for
car / PT
times

• Average times for
comparison (page ??)
and series of LSOA*
maps for visual context
* LSOA = Lower Super Output Area. Individual data is
aggregated to this level for mapping (we don’t have
access to the postcode field)

•

Walk-through – Non-complex
Option B = All non-complex
plannedcare
[2]to be at Royal
Shrewsbury.

Journeys for this
type of care w/
baseline and
modelled average
time by locality.

Journeys for this
type of care that
have been
displaced and their
relative impacts.

Shows areas where
displaced patients
may be closer to an
alternative provider.

Impacts of
‘displacement’ on
protected or
equality groups.

•

Walk-through – Non-complex
Option C1/C2 = planned
All non-complex
[2]care to be at
Princess Royal.

•

Walk-through – Non-complex
(Baseline)
Option B = All non-complex
plannedcare
[3]to be at Royal
Shrewsbury.

Negative
impacts

Positive
impacts

•

Walk-through – Non-complex
Option C1/C2 = planned
All non-complex
[3]care to be at(Baseline)
Princess Royal.

Positive
impacts

Negative
impacts

General observations

Baseline and general observation:
•

No impacts to note in the baseline –
everyone is assumed to make the same
journeys for the same care in the future.

•

Generally, patients tend to use the site that is
closest to their home with the exception of
certain cases e.g. Stroke, Maternity, other
complex care which is virtually all delivered
at PRH currently.

•

Majority of population within 45 mins of a
site by car – due to population densities
Telford residents tend to live closer in
distance and time to their nearest (PRH) than
Shropshire or Powys residents

•

Public transport access is (naturally) limited,
much of population outside of urban centres
> 60 minutes from sites.

•

Travel by public transport typically takes 2-3
times longer than car journeys.

•

It appears patients choose their closest
alternative for emergency and urgent care as
well as routine appointments (outpatients)
but will travel further for more complex care
(may be a result of restricted choice i.e. site
specialism).

•

B of ‘displaced’
C1 activity C2
The total volumes
varies across the options:
Complex
190

1,104

1,104

Emergency &
Urgent

32,886

27,746

27,746

Non-complex
planned

15,240

39,709

39,709

1,615

18,361

1,615

-

-

-

49,931

86,920

70,174

Planned

Women &
Children
All other
Total

Generally speaking, if option site is
PRH for any aspect of care…
• Patients adversely
affected live in North
West & South West of
Shropshire and in
Powys.
• Anywhere up to 20 mins
additional travel for
some of those areas by
car or up to 40 minutes
by Public Transport.
Populations affected

• The exclusions in this
regard are complex care
and maternity for which
PRH is the principle or
only provider site
anyway so most activity
already goes here –
minimal impacts.

Generally speaking, if option site is
RSH for any aspect of care…
• Patients adversely
affected live in Telford &
South East of
Shropshire.
• Generally 10 to 20 mins
additional travel for
most of those areas by
car or 30 to 40 minutes
by Public Transport.
• Populations affected
tend to be younger,

Quality Evidence

Option A Quality
•

Currently of 743 time critical journeys:
• 1.3% (10) have an average travel time of >60mins (North & South
Shropshire and Powys)
• Average travel time is 20 mins (range 10-38 mins)

• Does not address long term clinical sustainability issues with increasing
short term measures to address safety eg premium locum staff
• Does not address clinical adjacency issues in surgery
• Duplication of services and rotas with variation of practice
• Variable access to senior decision makers with clinical outcomes at risk
• Multiple inter hospital transfers
• Difficulty in meeting waiting time standards
• Ongoing reliance on poor estate

Option B Quality
• Currently of 743 time critical journeys:
• 6.9% (51) will have an average travel time of >60mins (North &
South Shropshire 6 patients and Powys 45 patients)
• Average travel time is 26 mins (range 8-45 mins)
• Single site EC addresses long term clinical sustainability issues
• Separation of planned and Emergency care
• Majority patients accessing urgent care go to same hospital as now
• 7 day working achievable
• Access to senior decision maker improved
• Addresses current separation of W&C and surgery
• Estates and facilities improved
BUT
• Risk of inability to ring fence planned care beds in escalation
• Potential for Inter hospital transfers for critical care
• Post 72 hrs transfers will be required
• Separation of ambulatory and inpatient cancer care
• Trauma unit status?

Option C1 Quality
• Currently of 743 time critical journeys:
• 0.5% (4) will have an average travel time of >60mins (South
Shropshire 1 patients and Powys 3 patients)
• Average travel time is 25 mins (range 10-36 mins)
• Single site EC addresses long term clinical sustainability issues
• Separation of planned and Emergency care with improved RTT and fewer
cancellations
• Majority patients accessing urgent care go to same hospital as now
• 7 day working achievable
• Access to senior decision maker improved
• Addresses current separation of W&C and surgery
• Estates and facilities improved
• Colocation of cancer services
• Maintenance of trauma unit status
BUT
• Risk of inability to ring fence planned care beds in escalation
• Potential for Inter hospital transfers for critical care
• Post 72 hrs transfers will be required

Option C2 Quality
As per option C1 in terms of critical journey times and EC consolidation
benefits
BUT
• Increased risk due to separation of W&C services from critical codependencies on the EC site
• Significant concerns around timely and safe emergency care at the EC for
women and children
• Concerns around paediatric competencies being maintained at EC site
• Multiple tiers of medical staff required at both sites; challenging
workforce recruitment and sustainability
• Neonatal and paediatric retrieval teams requirements
• Does not address the separation of W&C services and surgery

Workforce

Deliverability

Option B – PRH – The Emergency Care Site

Option B – RSH – The Planned Care Site

Option C1 – RSH – The Emergency Care Site

Option C1 – PRH – The Planned Care Site

Option C2 – RSH – The Emergency Care Site

Option C2 – PRH – The Planned Care Site

Estates

Acceptability

NHS Future Fit
Telephone survey 3

Overview
•

Survey split into three sections: previous experience, views on options and
criteria and demographic criteria

•

Sample split equally across nine geographic areas using a market research
tool known as a stratified sample frame.

•

Potential respondents were telephoned using Random Digital Dialling

•

Responses were weighted to present results representative of the entire
population

•

The responses were close to the profile of the combined population
(previous census data)

Summary of findings

Key findings
•

Most respondents (60%) had an appointment with a healthcare
professional suggesting it was some form of planned care.

•

34% were visiting a GP; 22% PRH; and 17% RSH.

•

Around three quarters arrived by car.

•

Total journey time was less than 30 minutes for 75% of respondents,
regardless of mode of travel.

•

There was marginal difference in preference of the options of where the EC
located, there was less preference for the C2 option

•

Importance of the criteria showed preference for 1. quality of care, 2.
attracting and keeping staff, 3. accessibility for patients and 4. ease of
delivering the option coming last.

Key findings
Comparing the three proposals
%
%
%
scoring scoring scoring
1–4
5 - 6 7 - 10
Planned operations to be based at Telford with Emergency Care and
Women’s and Children’s services at Shrewsbury

44.9

23.9

31.1

Planned operations to be based at Shrewsbury with Emergency Care
and Women’s and Children’s services at Telford

41.0

23.6

35.4

Planned operations and Women’s and Children’s services to be
based at Telford with Emergency Care at Shrewsbury

45.1

26.9

28.0

1 = not at all appropriate and 10 = very appropriate

•
•

Evaluation criteria: 1) quality of care, 2) attracting and keeping staff, 3)
accessibility for patients and 4) ease of delivering the option
Evaluation criteria compared to cost: 21.6%, 26.9% and 51.3%

Key Questions
for Discussion

Identifying Key Questions for Discussion
What questions do you have about the information provided?
What do you need to have clarified?
• On your own list up to 3 questions.
• Discuss with others on your table.
• Agree the most important 3 questions between you.
• Questions will be addressed by advisors after lunch.

LUNCH

Responses to
Key Questions

Confirm Initial
Individual Scores
& Discuss

Opportunity to
Revise Scores

Next Steps

Next Steps
• Compilation of non-financial and financial results into overall economic
appraisal report
• Sign-off by David Evans as Programme SRO
• Report and evidence pack issued in confidence to Programme Board 28 Sept
• SaTH to consider draft OBC 29 Sept
• Programme Board 3rd Oct considers evidence and report to inform a
recommendation to CCG Boards
• Report, evidence pack and Programme Board recommendation issued to
CCG Board members (and published) 7th Oct
• CCG Boards consider identification of a ‘preferred option’

End to end pathway development
•

6 priority areas:
–
–
–
–
–
–

•

•

Heart disease
Diabetes
CKD
Preventing falls and
fractures
Respiratory
Frailty

Maintain
wellbeing/
prevention
(prediagnosis)

–
–
–

home is best
maximise use of
technology
Put patients in
control

Condition
stable,
maintenance
and
management

Condition
unstable,
deteriorating,
acute crisis

End of life

Define and describe what interventions are delivered by:

Pathway
development
through multistakeholder groups –
includes GPs, acute,
community, public
health, patient reps
Set of guiding
principles eg

Early
diagnosis,
treatment
and care
planning

Primary/community (generalists)
Specialist delivered in community
Specialist delivered in acute
Self care/putting patients in control
Must be deliverable and sustainable: so then define and identify any gaps in:
•
•

The activity ‘left’ shift assumptions the pathway will deliver against the acute
reconfiguration activity shift assumptions
The workforce required to deliver it (define skills, competencies, capacity)

Bridgnorth rural urgent care prototype
•
•
•

•
•
•

Local project group established – GP, MIU Nurse Manager, Community Hospital
Manager, CCC, ICS/IDT Manager, Dementia Service, Hospital League of Friends –
membership continues to expand (patient rep to be identified as a priority)
Scope of prototype defined – frail elderly acute admission avoidance – same day
access to assessment, diagnostics and treatment for Bridgnorth and surrounding
practices
Nature of the service model defined – nurse-led, team delivered with support
from GP and Point of Care Testing (POCT) – building on the existing DAART service
at Bridgnorth Hospital. Integrated pathways with primary care/community
teams/acute
Workforce – knowledge, skills and aptitudes required by nurses and GPs has been
defined
Activity modelling – activity analysis to determine likely local demand in progress
Next steps
– Project team to visit Urgent Care Centre in Crewe (3rd October) to see how
related ambulatory emergency care pathways work in practice
– Finalise the service model, criteria for referral, operating hours, workforce
requirements
– If additional investment required to test the prototype, produce business case
for CCG/STP approval

