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Chair’s Foreword
The NHS is constantly facing new challenges as our ability to treat a wide range of
health conditions improves. New techniques are developed, new technologies, new
drugs, all requiring highly skilled multidisciplinary and multi-professional teams. To
maintain and improve their expertise these teams need to be using and developing
their skills on a day to day basis. At the same time we need to recognise the difficulty
faced by patients and the public accessing services that are some distance from home.
Strong community services and better integration of health and social care are critical
to the future of all health services.
We were consistently impressed by the focus on the best interests of patients described
by commissioners and provider teams that we met during the review and we hope that
by bringing an independent expert clinical voice to the programme we can contribute
in a positive way to the ‘Future of Acute Hospital Services in Worcestershire’. We
recognise that the provision of safe and sustainable health services requires safe and
sustainable organisations with sufficient numbers of patients to maintain skills and
expertise.
We have aimed to achieve a balance between access to local services and improving
the quality of those services, only supporting proposed changes where we felt that this
was in the best interest of the whole population of Worcestershire. We believe that our
recommendations support the development of clinically safe and sustainable health
services both now and in the future.
I would like to express my thanks to the panel members for their time and thoughtful
contributions, to Worcestershire Acute Hospitals NHS Trust, the three Worcestershire
CCGs, West Midlands Ambulance Service, Worcestershire County Council’s Public
Health Department and West Midlands Strategic Clinical Networks for their
presentations and contributions to our discussions and my particular thanks to the NHS
England Local Area Team for supporting and coordinating the review process.
Nigel Beasley, Consultant ENT Surgeon
co-Chair East Midlands Clinical Senate
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1. Summary Recommendations
Recommendation 1
1.1 The Independent Clinical Review Panel supports a modified version of Option 1
(see Recommendation 3). This version of Option 1 describes a service that will
provide high quality, safe and sustainable care for the population of
Worcestershire. The Panel recommends that this version of Option 1 is taken
forward to Public Consultation.
Recommendation 2
1.2 The Independent Clinical Review Panel does not support Option 2. Option 2 will
result in a significant inequality in the provision of safe and sustainable services to
the population of Worcestershire, having a particular impact on the populations of
Wyre Forest and South Worcestershire. The Panel recommends that Option 2 is
not taken forward to Public Consultation.
Recommendation 3
1.3 The Independent Clinical Review Panel recommends that Worcestershire Acute
Hospitals Trust, working with its commissioners and provider partners, establish a
networked ‘Emergency Centre’ at the Alexandra Hospital.
Recommendation 4
1.4 The Independent Clinical Review Panel recommends that Redditch & Bromsgrove
CCG should consider commissioning a stand-alone Midwifery-Led Unit in North
Worcestershire.
Recommendation 5
1.5 The Independent Clinical Review Panel recommends that the Worcestershire CCGs
and WAHT should urgently review the safety and sustainability of emergency
general surgery at the AH.
Recommendation 6
1.6 The Independent Clinical Review Panel recommends that the Worcestershire
CCGs, working with Worcestershire County Council, review the provision of public
transport between North Worcestershire and the Worcestershire Royal Hospital
in order to support access to high quality, sustainable and safe healthcare for the
population of Worcestershire.
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2. Background
2.1

The Worcestershire Joint Services Review (JSR), which commenced in January
2012, was concluded in February 2013. The overarching model of care,
developed through the JSR was as follows:
 ‘Consolidate Inpatient Paediatric Services onto the WRH site to ensure we
can meet and sustain clinically safe services, with local access for Paediatric
Assessment at Alex and WRH sites.’
 ‘Consolidate Consultant Obstetric Services onto the WRH site aligned with
Paediatrics to ensure that we can meet and sustain clinically safe services,
with Midwifery Led Units at both Alex and WRH sites.’
 ‘Establish a Major Accident and Emergency Department at the WRH site
which has the capacity and capability 24/7 to receive major emergencies
for the County and operate as a Trauma Unit AND
 Establish a networked Local Emergency Unit at the Alex site which has the
capacity and capability to receive and manage medical urgent cases and
ambulatory emergency cases 24/7.’

2.2

The JSR identified two potential provider Options, out of a long list of 13, which
satisfy the criteria of achieving clinical sustainability. Under Option 1,
Worcestershire Acute Hospitals NHS Trust would continue to run all three sites.
Under Option 2, services currently run by Worcestershire Acute Hospitals NHS
Trust at the Alexandra Hospital would run by an alternative provider or
providers. The Joint Services Review Board, the Worcestershire Clinical Senate,
WAHT and the Worcestershire CCGs all supported the further development of
these two Options. There has, however, been considerable public opposition to
these proposals, most notably through the ‘Save the Alex’ campaign group.

2.3

Worcestershire Acute Hospitals NHS Trust was requested by the
Worcestershire CCGs to undertake a more detailed analysis of each of the
Options, and produced the ‘Acute Services Reconfiguration Project’ report in
September 2013. This report suggested that Option 1 would support the
provision of sustainable and safe health services by the Trust and that Option 2
would not.

2.4

The three Clinical Commissioning Groups in Worcestershire (NHS Redditch and
Bromsgrove CCG, NHS Wyre Forest CCG and NHS South Worcestershire CCG),
Worcestershire Acute Hospital NHS Trust, NHS England and the NHS Trust
Development Authority have all committed to work together to develop and
improve the configuration of hospital services for the population of
Worcestershire as part of the ‘Future of Acute Hospital Services in
Worcestershire’ (details of the programme structure are provided in Appendix
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6). As part of this process they asked for an ‘independent external review of the
models of care that have been proposed’.
2.5
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The Independent Clinical Review Panel was therefore convened in November
2013 with a specific request to ‘assess the clinical quality, safety and
sustainability of the outputs of work undertaken to develop Option 1 and/or
Option 2, and to confirm the clinical quality, safety and sustainability of the
clinical model(s) prior to public consultation.’ The full Terms or Reference of
the panel and the Project Brief are at Appendices 4 and 5, the membership of
the panel is at Appendix 1 together with a summary Declarations of Interest at
Appendix 2. The agendas for the three panel meetings held are provided at
Appendix 3.

3. Review by Clinical Area
A. Paediatrics
Current Position




WAHT provides inpatient units at WRH (31 beds) and AH (19 beds), with 18 NNU
cots at WRH and 18 SCBU cots at AH and separate on-call arrangements at each
site.
The current service provided by WAHT is judged to be safe, with low morbidity
and mortality for paediatric and neonatal care, short lengths of stay and high
patient satisfaction.
WRH has a rota with 7 consultant posts, 9 middle grades (8 currently filled) and 9
SHOs. AH has a rota with 5.8 consultant posts, 6 middle grades (2.6 are currently
filled) and 8 SHOs. The RCPCH standard is 10 each of consultants, middle grades
and SHOs on each site. Gaps in the rota are filled by locums.

Case for Change
o There is a higher than expected admission rate for acute illness, and a longer
length of stay for children with bronchiolitis, at the AH site compared to WRH,
despite a higher complexity of caseload at WRH.
o WAHT has been unable to recruit middle grade doctors to cover the AH site,
despite multiple adverts both in the UK and abroad. There is concern about the
safe, integrated practice of locum doctors providing cover.
o The current service at WAHT meets only 7 of the 10 standards in the RCPCH
‘Facing the Future’ document.
o The West Midlands Deanery report in 2010 highlighted a concern with staffing
shortages at middle grade: “There needs to be planning for long term rota
shortages at middle grade which should include looking at reconfiguration.”.

Options
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The panel supports the move of inpatients services for the sickest children at the
Alexandra Hospital to Worcestershire Royal Hospital (Option 1). The panel is of
the opinion that Option 1 delivers the required workforce consolidation at the
WRH site to meet the standards set out in ‘Facing the Future’ (RCPCH December
2010), would support the development of separate paediatric and neonatal oncall rotas at WRH, would support the development of further sub-specialty
services for children, and would support the recruitment and retention of high
quality staff.







The panel is of the opinion that Option 2 did not deliver any benefits in terms of
workforce consolidation, provision of separate neonatal rotas or support
development of sub-specialty services for children in Worcestershire.
The panel was of the opinion that it would not be possible for another provider to
deliver safe and sustainable inpatient services for sick children at the Alexandra
Hospital site.
The panel had concerns regarding the potential unmanaged outflow of patients
from the Redditch and Bromsgrove area under Option 2.

Recommendations
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The panel supports Option 1. This Option describes a service that will improve
the quality, safety and sustainability of care for children in Worcestershire as a
whole.
The panel does not support Option 2. The benefits to the population of
Worcestershire as a whole are unclear, and the panel has concerns about the
capacity of other providers to manage the outflow of sick children from the
Redditch and Bromsgrove area.
The panel recommends that the medical staffing model of the proposed PAU at
the AH is reviewed to ensure that senior medical cover is provided for the full
duration of its opening. Early, senior and experienced paediatric medical review
will be required to institute timely intervention and management, and avoid
unnecessary admission.
The panel recommends early consultation and development of policies and
systems to support safe transfer of children from the AH to WRH, for admission
to the paediatric ward for ongoing management.
The panel recommends that the proposed PAU at the AH (and the transfer
policies) must be up and running before closing inpatient beds at the AH.
The panel recommends that the CCGs and WAHT explore the possibility of setting
up a ‘hospital at home’ team of community children’s nurses to support early
discharges at the proposed Paediatric Assessment Unit at Redditch.
The panel recommends that, in order to ensure a clear and sustained message is
given to the public and other clinicians about the most appropriate place to seek
help and advice for sick children:
i.
access to the Paediatric Assessment Unit is via referrals from GPs and
other health professionals (e.g. health visitors, midwives, nurses, etc.);
ii.
phone referrals are triaged by a senior medical clinician who can direct
sick children to the most appropriate site;
iii.
a countywide network of outpatient, PAU and inpatient services should
be developed called the ‘Worcestershire Children’s Hospital’.
A more detailed statement regarding the future provision of children’s and
maternity services in Worcestershire has been prepared by members of the panel
at Annex 1.

B. Obstetrics
Current Position





WAHT provides inpatient units at WRH (10 bed delivery suite / 1 theatre / 35 bed
ante-natal/post-natal ward for some 4,300 births) and AH (8 bed delivery suite / 1
theatre / 26 bed ante-natal/post-natal ward for 2,300 births); with separate oncall arrangements at each site.
The current service is judged to be safe, with overall low morbidity and mortality,
short lengths of stay and high patient satisfaction.
WRH has 60 hours of consultant cover (40 hours obstetrics only) with a rota of: 9
consultant posts, 8 middle grades (5.8 of which are currently filled) and 8 SHO
equivalents. AH has 40 hours consultant cover with a rota of: 5 consultant posts,
8 middle grades (only 5 of which are currently filled and 3 are middle grade
locums) and 8 SHOs. Based on the number of births at each site, the RCOG
college standard for the hours of consultant presence would be: 98 hours per
week with 3 doctors in training /Staff grade and Associate Specialist (SAS) doctors
at WRH; and 60 hours with 2 doctors in training /SAS doctors at AH (per Safer
Childbirth, RCOG 2007)

Case for Change
o There is a trend towards a higher number of preventable Serious Incidents (Grade
3), anal sphincter injuries, Caesarean sections, maternal readmissions and
referrals of new born babies for therapeutic hypothermia at the AH compared to
WRH; despite a higher complexity of cases at the WRH.
o WAHT have been unable to recruit middle grade doctors to cover the AH and
WRH sites, despite multiple adverts both in the UK and abroad. There is concern
about the safe, integrated practice of locum doctors providing cover.
o WAHT is unable to meet the recommended level of consultant cover (60 hours)
at the AH and the level of cover (98 hours) at WRH.
o The West Midlands Deanery has expressed concern about the lack of training
experience at the AH site. This may lead to the withdrawal of middle grade
trainees in future, but in the meantime has been partially resolved by cross-site
programmes.
o The co-dependency of obstetrics with paediatric services and recommended colocation of both services are key to any case for reconfiguration.

Options
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A consultant-led maternity service at the AH is dependent on the availability of
paediatricians to resuscitate and look after new born babies. The panel supports
the move of consultant-led maternity services at the Alexandra Hospital to
Worcestershire Royal Hospital (Option 1).








The panel considered other options for paediatric support to a consultant-led
maternity unit at the Alexandra Hospital, including the appointment of
community paediatricians, but did not find these options to be safe and
sustainable in the long term.
The panel did not consider it would be possible for any other providers to deliver
a safe and sustainable consultant-led maternity service at the Alexandra Hospital
site.
The panel is of the opinion that Option 1 aligns with ‘High Quality Women’s
Health Care: a proposal for change’ (RCOG 2011) and delivers the required
workforce consolidation at the WRH site to meet the RCOG standards in ‘Safer
Childbirth’ (RCOG 2007). Option 1 would also provide early senior review of
women in labour and improve trainee supervision, has the potential to permit
the development of further sub-specialty maternity services, and would support
the recruitment and retention of high quality staff.
The panel could see no clinical benefit to the Worcestershire population of
Option 2; this option would not support the consolidation of the medical
workforce required for the development of safe and sustainable obstetric
services in Worcestershire.

Recommendations
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The panel supports Option 1. This Option describes a service that will improve
the quality, safety and sustainability of maternity care in Worcestershire.
The panel does not support Option 2. This Option does not provide clear clinical
benefits to the population of Worcestershire as a whole.
The panel recommended that WAHT explore the option of offering other
providers the opportunity to provide ante-natal care and outpatient services at
the Alexandra Hospital for women who choose to have their delivery at another
hospital, supporting patient choice and locally-accessible care. The panel
recognises that WAHT already works in partnership with other providers, offering
similar services in other speciality areas.
The panel recommends that the CCGs and WAHT also explore the option of
providing a 7-day Maternity Assessment and Day Case Unit at the AH, providing
ante-natal and post-natal care (but not intra-partum care).
Although the panel were not asked to consider the provision of a “stand-alone”
Midwifery-led Unit in North Worcestershire, it felt that this model of care should
be considered as a way of providing maternity care closer to home for women
with low-risk pregnancies. It will be important for the CCGs and WAHT to test this
option with the public in North Worcestershire, working alongside the West
Midlands Maternity and Children’s Strategic Clinical Network.
A more detailed statement regarding the future provision of children’s and
maternity services in Worcestershire has been prepared by members of the panel
at Annex 1.

C. Emergency Medicine (A&E)
Current Position
o Full “Type 1” A&E departments are provided at WRH and AH, with Minor Injuries
Units at KTC (provided by WAHT) plus Bromsgrove, Evesham, Malvern and
Tenbury; and GP Out of Hours services located at WRH, AH, KTC and Malvern.
o There are around 65,000 A&E attendances at WRH and 55,000 at AH each year.
o WRH has 4.5 ED consultants and 4 middle grade doctors; and AH has 4 ED
consultants and 4 middle grade doctors. The College of Emergency Medicine
(CEM) recommendation is for 10 consultants per unit receiving up to 80,000
attendances.

Case for Change
o The A&E departments at AH and WRH fall short of the recommended consultant
workforce recommended by the CEM.
o The provision of a Type 1 A&E department is dependent on 24 hour availability
of: general surgery, laboratory services, inpatient paediatrics, acute medicine,
radiology, trauma services and critical care.
o The proposed move of inpatient paediatrics in particular will have a significant
impact on the safety and sustainability of a Type 1 A&E at the AH.

Options


The panel recognises that provision of the current Type 1 Emergency Department
at the Alexandra Hospital is not safe and sustainable, particularly with the
removal of inpatient paediatrics from the Alexandra site.
 The panel was concerned, however, that the proposed model of a stand-alone
Medical Assessment Unit at the AH that only accepted GP referrals would result
in a very significant number of patients with medical problems (around 6,000 per
annum, based on last year’s data), particularly frail older people, being taken by
ambulance to Worcestershire Royal Hospital for assessment and treatment. The
panel was also concerned that the alternative, a Medical Assessment Unit
accepting patients directly from ambulances, would result in a significant number
of patients with surgical and orthopaedic problems, particular frail older people,
being assessed by acute physicians specialising in medical disorders, rather than
emergency physicians (A&E doctors) who have the expert knowledge to assess
and initiate treatment for all patients before safe transfer to the appropriate
team.
 The panel therefore does not support the closure of the Emergency Department
at the Alexandra Hospital.
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Recommendations
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The panel proposes that Worcestershire Acute Hospitals Trust, working with its
commissioners and provider partners establish a 24/7 adult-only Emergency
Department at the Alexandra Hospital. This would sit alongside the proposed
24/7 GP-led (WAHT provided) Urgent Care Centre and 24/7 nurse-led (WAHT
provided) Minor Injuries Unit (both the UCC and MIU treating adults and
children) as part of a new networked “Emergency Centre” at the Alexandra
Hospital (“Urgent and Emergency Care”, NHS England, November 2013). This new
‘Emergency Centre’ would work closely with community services, the
Worcestershire ‘Well Connected’ programme and NHS 111 to support the
assessment and treatment of people outside hospital, minimising the number of
people requiring emergency care and reduce unnecessary hospital admissions.

D. Acute & Speciality Medicine
Current Position
o Acute Medical Assessment Units (MAUs) are provided at WRH and AH
o Heart Attack and Hyper-Acute Stroke Services are provided at WRH
o Outpatients are provided at AH, WRH and KTC; plus Droitwich, Evesham, Malvern
and Tenbury.
o There are 10,000 MAU admissions at AH and over 15,000 at WRH.
o There are a total of up to 379 medical beds (199 at WRH and 180 at AH including 28 reserve beds); and a total of 115 MAU beds (50 at AH and 65 at
WRH).
o The WRH MAU includes 22 short-stay beds, 12 Assess & Treat beds, 8 high-care
beds and an ambulatory care clinic. The AH MAU includes 20 short-stay beds, 4
Non-Invasive Ventilation beds, a triage area and an ambulatory care clinic.
o WRH has 8 CCU beds and AH has 4 CCU beds.
o The medical workforce includes 27 consultants at WRH across a range of
specialties, with a rota of 1:14; and 12 consultants at AH with a rota of 1:9 (1:8 at
weekends).
o Reported standardised hospital mortality (SHMI = 103.1; and HSMR = 106.6) is
within expected range, and there are strong outcomes for stroke / Primary PCI.

Case for Change
o Increased consultant presence is required on the medical admissions units at AH
and WRH

Options
o The panel supports the continued provision of acute and speciality medical
services on the AH and WRH sites under Options 1 and 2
o The panel feels that Option 1 supports the development of a strong countywide
acute and medical service for the population of Worcestershire with increased
consultant presence on the medical admissions units at the AH and WRH 9am to
9pm (currently 9am to 5pm) and the potential to develop further speciality
services at the AH and WRH sites including geriatric, neurology and renal services.
o The panel feels that while Option 2 might result in improved services at the AH
site, no further development would be possible at the WRH or KTC sites, due to
the reduced catchment population, and this Option would therefore not be in the
best interests of the population of Worcestershire as a whole.
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Recommendations
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The panel supports Option 1 with an integrated workforce supporting a strong,
county-wide acute medical service and the potential to develop further specialty
services at the AH and WRH sites.
The panel does not support Option 2, this would not provide an integrated
workforce supporting a strong county-wide acute and medical service, and would
not be in the best interests of the population of Worcestershire as a whole.

E. Acute and Elective General Surgery and Orthopaedics
Current Position
o Emergency general surgery is provided at WRH and AH; with day case and routine
elective procedures at WRH, AH and KTC; and some low-risk day cases at
Evesham.
o WRH operates a 1 in 9 surgical rota with a surgeon of the week. AH has 5
surgeons covering a 1 in 7 surgical rota.
o WRH has 8 higher surgical trainees, runs a Surgical Clinical Decisions Unit, has a
dedicated ”NCEPOD” emergency surgical procedures lists and has a Surgical High
Dependency Unit. AH has 7 staff grades and runs a Surgical Admissions Unit.
o Orthopaedic surgery is provided at WRH and AH together with inpatients, trauma
surgery (including children over 2 at WRH), day case and outpatients. There is
also a service at KTC for selected inpatients, patients transferred for
rehabilitation, day cases and outpatients.

Case for Change
o WAHT internal data suggested a higher than expected mortality after selected
emergency general surgery procedures at the AH, and a slightly lower than
expected mortality at WRH.
o WAHT wishes to further develop the Level 2 Trauma Unit at WRH, with
management of semi-elective trauma (e.g. wrist fractures, hand injuries and
fracture clinics) at the AH and KTC.
o WAHT wishes to invest in the creation of ‘Centres of Excellence’ for all elective
Orthopaedics, Urology (including Urological Cancer) and Benign Upper GI Surgery
at AH; with the creation of further ‘Centres of Excellence’ for all elective
Colorectal Surgery, Reconstructive Breast Surgery, Vascular Surgery and Head &
Neck Cancer Surgery at WRH.
o There is a need to meet 7-day working standards (NHS England, December 2013)
for surgical services by April 2014.

Options
o

o
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The panel expressed concern about the higher than expected mortality after
emergency general surgery at the AH, and supported the need for the
Worcestershire CCGs and WAHT to address this outside of this Review.
The panel is of the opinion that Option 1 supports the development of a
consultant-led emergency general surgical service for Worcestershire with a
focus on major abdominal emergencies, the further development of the Level 2
trauma Unit at WRH and ‘Centres of Excellence’ for elective surgery at both the
AH and WRH. This configuration of services will improve training, opportunities
for research, recruitment and retention of staff and development of specialised
services.

o

The panel is of the opinion that while Option 2 may support the development of
a ‘Centre of Excellence’ at the AH it does not provide the workforce
consolidation required to deliver a consultant led emergency general surgery
service and enhanced Level 2 trauma Unit at the WRH site and may disrupt
critical interdependencies between general, orthopaedic and gynaecological
surgery with some specialised services such as vascular surgery and
interventional radiology. This is likely to result in a reduced range of services for
patients in Worcestershire as a whole.

Recommendations





Page | 17

The panel supports Option 1. This Option describes a service that will improve
the quality, safety and sustainability of surgical care in Worcestershire as a whole.
The panel does not support Option 2. While this might result in improved
services at the AH site no further development would be possible at the WRH or
KTC sites, due to the lack of workforce consolidation and loss of critical
interdependencies between general and specialised services and this option
would therefore not be in the best interests of the population of Worcestershire
as a whole.
The panel expressed concern about the safety and sustainability of emergency
general surgery at the AH, and supported the need for the Worcestershire CCGs
and WAHT to address this outside of this Review.

F. Specialised Services
Current Position
•

Urological Cancer
o Specialist urology cancer services are provided for the population of
Worcestershire through a networked model of care, with out-patients, day case
and diagnostics provided from AH, WRH, KTC, Malvern, Bromsgrove, Tenbury and
Evesham. Inpatient services are based at the AH.
o The team works closely with regional vascular surgery, colorectal, gynaecology,
nephrology and Palliative care teams.
o The service supports complex reconstruction for benign conditions (e.g. urethral
diverticula, incontinence surgery, colorectal - urinary fistulas and complex stone
surgery)
o There is a well-established MDT, operating as part of a joint MDT with
Gloucestershire and Coventry.

 Haematology
o There is a Level 2 haematology centre at WRH, with chemotherapy and outpatient
clinics at AH and KTC and supported care and outpatient clinics (including
Healthcare at Home) provided in Bromsgrove, Evesham and Malvern.
o The current service is IOG compliant, as it serves a population of 0.5M.
o Activity includes over 2,900 chemotherapy day cases (1,568 at WRH, 582 at AH and
786 at KTC); and over 750 new referrals (362 at WRH, 259 at AH and 137 at KTC)
o There are 15 beds at WRH including 7 isolation rooms (4 pressurised), with
outreach to AH and KTC. Total inpatients number 866 (Length of Stay is currently
5.1 days).
o Chemotherapy is provided locally; with radiotherapy delivered at UHCW or
Gloucestershire Hospitals Foundation Trust (the WAHT radiotherapy centre is due
to open in December 2014).
o Patients with acute leukaemia receiving intensive therapy with curative intent are
treated at the inpatient unit at WAHT. The Trust has a fully-functioning MultiDisciplinary Team which achieves Peer Review compliance (81.3% in July 2013 by
Internal Validation).
 Vascular and Interventional Radiology
o Elective & emergency vascular care (AAA, stroke, limb ischaemia, diabetic vascular
disease, trauma) are provided at WRH; with Interventional radiology at AH.
o Outpatient clinics and venous interventions are provided at KTC and Hereford;
with further outpatient clinics at Bromsgrove, Evesham and Malvern and
Abdominal Aortic Aneurism Screening in community locations.
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o The Vascular and Interventional Radiology service supports a number of interdependent specialties, including: diabetes, TIA/stroke, ITU, A&E/trauma, obstetrics
and gynaecology, respiratory medicine, colorectal/general surgery, trauma,
urology, cancer services and cardiology.
 Head & Neck Cancer
o Head and Neck Cancer services are part of the Three Counties Head & Neck Cancer
Service, with a combined weekly MDT supporting patients from Worcestershire,
Gloucestershire, Herefordshire & some parts of Wales (with a combined
population of 1.4 million).
o There are two resection centres (at WRH and Gloucester), with both centres
deemed IOG compliant as treating in excess of 100 new cases per year. This
pathway was approved by the National Cancer Action Team in 2009.
o Out-patient (two week wait) services with diagnostics and minor surgery are
provided at AH, KTC, WRH and Hereford.

Case for Change
 WAHT wishes to maintain and improve the current level of specialised services
provision for the population of Worcestershire.

Options
 The panel found that Option 1 would allow WAHT to continue to provide and develop
a wide range of specialised services to the population of Worcestershire.
 The panel found that Option 2 would result in WAHT being unable to provide a range
of specialised services to the population of Worcestershire and Herefordshire due to a
reduced population base and reduced caseload. This includes: vascular surgery,
interventional radiology, Level 2 Haematology, Urological Cancer and Head and Neck
Cancer. The panel was particularly concerned about the impact this will have on access
to specialised services for the population of Wyre Forest, South Worcestershire and
Herefordshire.
 The panel found that Option 2 may disrupt critical interdependencies between general,
orthopaedic and gynaecological surgery with some specialised services such as
vascular surgery and interventional radiology. This is likely to result in a reduced range
of services for patients in Worcestershire as a whole.
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Recommendations
 The panel supports Option 1. This Option describes the continued provision and
development of specialised services across Worcestershire and Herefordshire.
 The panel does not support Option 2. This Option would have a significant impact on
the ability of WAHT to provide specialised services, and other dependent services, to
the population of Worcestershire and Herefordshire.
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4. Summary and Conclusions
4.1

The panel supports the move of inpatient services for the sickest children at
the Alexandra Hospital to Worcestershire Royal Hospital (Option 1). The panel
was of the opinion that it would not be possible for another provider to deliver
safe and sustainable inpatient services for sick children at the Alexandra
Hospital site. The panel had concerns about the capacity of other providers to
manage the outflow of sick children from the Redditch and Bromsgrove area
under Option 2. The panel strongly recommends that the proposed Paediatric
Assessment Unit at the Alexandra Hospital, and a safe and sustainable way of
moving sick children from this unit to WRH, must be up and running before
these inpatient beds are closed.

4.2

A consultant-led maternity unit at the Alexandra Hospital is dependent on the
availability of paediatricians to resuscitate and look after new born babies. As a
consequence of the need to move inpatient paediatric services from the
Alexandra Hospital to Worcestershire Royal Hospital (Option 1), the panel
supports the move of consultant-led maternity services at the Alexandra
Hospital to Worcestershire Royal Hospital (Option 1). The panel considered
other options to support a consultant-led maternity unit at the Alexandra
Hospital, including the appointment of community paediatricians, but did not
find these options to be safe and sustainable in the long term.

4.3

The panel was not asked to consider the provision of a stand-alone Midwiferyled Unit in North Worcestershire, but feel that this model of care should now
be considered as a way of providing maternity care closer to home for women
with low-risk pregnancies. It will be important for the CCGs and WAHT to test
this option with the public in North Worcestershire, working alongside the
West Midlands Maternity and Children’s Strategic Clinical Network.

4.4

The panel also suggested that WAHT explore the option of offering other
providers the opportunity to provide ante-natal care and outpatient services at
the Alexandra Hospital for women who choose to have their delivery at
another hospital, supporting choice and locally-accessible care. The panel
recognises that WAHT already works in partnership with other providers,
offering similar services, in other clinical areas.

4.5

The panel recommends that the CCGs and WAHT explore the option of
providing a 7-day Maternity Assessment and Day Case Unit at the AH,
providing ante-natal and post-natal care.
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4.6

The panel does not support the closure of the Emergency Department at the
Alexandra Hospital. The panel was concerned that the proposed model of a
stand-alone Medical Assessment Unit at the Alexandra Hospital that only
accepted GP referrals, or accepted patients directly from ambulances, would
result either a in a very significant number of patients with medical problems
being taken to Worcestershire Royal Hospital for assessment, or patients with
surgical and other problems being assessed by doctors specialising in medical
disorders, rather than emergency physicians (A&E doctors) who have the
expert knowledge to assess and initiate treatment for all patients before safe
transfer to the appropriate team.

4.7

The panel proposes that Worcestershire Acute Hospitals Trust, working with its
commissioners and provider partners establish a 24/7 adult-only Emergency
Department at the Alexandra Hospital. This would sit alongside the proposed
24/7 GP-led Urgent Care Centre and 24/7 nurse-led Minor Injuries Unit as part
of a new networked ‘Emergency Centre’ at the Alexandra Hospital. This new
‘Emergency Centre’ would work closely with community services, the
Worcestershire ‘Well Connected’ programme and NHS 111 to support the
assessment and treatment of people outside hospital, minimising the number
of people requiring emergency care and reduce unnecessary hospital
admissions.

4.8

The panel expressed concern about the safety and sustainability of emergency
general surgery at the AH, and supported the need for the Worcestershire
CCGs and WAHT to address this outside of this Review.

4.9

The panel found that Option 1 would allow WAHT to continue to provide and
develop a wide range of specialised services to the population of
Worcestershire. The panel found that Option 2 would result in WAHT being
unable to provide a range of specialised services to the population of
Worcestershire and may disrupt critical interdependencies between some
general and specialised services resulting in a reduced range of services for
patients in Worcestershire as a whole.

4.10

There must be a clear communication with the public about the range of
services that will be available at each of the three hospital sites in
Worcestershire.

4.11

The panel recognised the importance of improving public transport between
the AH and WRH to support Option 1, and urges the Worcestershire CCGs
working with the Worcestershire County Council to develop a strategy to
ensure that patients and the public can access health services across
Worcestershire wherever they are provided.
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4.12

Page | 23

The panel recognised the need for a more detailed consideration of ambulance
requirements to support both Options; including protocols for the safe transfer
of care.

5. Glossary of Abbreviations and Terms used in this Report




































Accident and Emergency - A&E
Alexandra General Hospital – AH
Abdominal Aortic Aneurysm - AAA
Cardio-Pulmonary Resuscitation - CPR
College of Emergency medicine – CEM
Clinical Commissioning Groups – CCG
Critical Care Unit - CCU
Emergency Department - ED
Improving Outcomes Guidance - IOG
Information Technology – IT
Intensive Therapy Unit - ITU
Joint Services Review – JSR
Joint Strategic Needs Assessment – JSNA
Key Lines of Enquiry – KLOE
Kidderminster Treatment Centre - KTC
Medical Admissions Unit - MAU
Midwifery-led Unit - MLU
Minor Injuries Unit - MIU
Multi-Disciplinary Team - MDT
National Clinical Advisory Team – NCAT
Neonatal Unit - NNU
NHS Trust Development Agency – TDA
Paediatric Assessment Unit – PAU
Percutaneous Coronary Intervention – PCI
Royal College of Paediatrics and Child Health – RCPCH
Royal College of Obstetricians and Gynaecologists – RCOG
Senior House Officer - SHO
Special Care Baby Unit - SCBU
Staff grade and Associate Specialist doctors - SAS
Surgical Assessment Unit - SAU
Trans–Ischaemic Attack - TIA
Type 1 A&E – A consultant-led 24 hour service with full resuscitation facilities and
designated accommodation for the reception of accident and emergency patients
Urgent Care Centre - UCC
Worcester Acute Hospitals Trust – WAHT
Worcestershire Royal Hospital – WRH
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Annex 1

Independent Clinical Review Panel Statement regarding the future
provision of Paediatrics and Maternity (Obstetric) Services within
Worcestershire

1. Introduction
1.1 A case has been made by the clinical team employed by Worcestershire Acute Hospitals NHS Trust
to change the paediatric services at Redditch from an inpatient unit to a Paediatric Assessment
Unit and discontinue the consultant obstetric services so that all the available resources for
inpatient work can be concentrated on the Worcester site. The main reason given is the lack of
adequately skilled manpower which is mainly dependent on locums and considered not to be
sustainable. The Trust perceives that attempting to maintain the status quo will lead to a
reduction in the quality of service for patients and does not believe that the current two-site
model is sustainable. Furthermore, by basing all inpatient services on the Worcester site it is
argued that the range and quality of services for all patients across the county will be improved.
1.2 Although it is generally accepted in the health economy that the current service configuration
cannot continue unchanged, Redditch and Bromsgrove CCG are of the view that some deprived
patients living in and around Redditch will find it very difficult to travel to Worcester. As a
consequence they have requested the consideration of a second option which evaluates the
services that an alternative Trust might provide on the Redditch site. In particular, the retention of
consultant obstetric services is a clear ambition. Expert advice is required from the panel about
the potential for an alternative provider to sustain this service and the reasons underpinning any
advice given. The purpose of this document is to provide the expert view requested.
1.3 Owing to the requirement for effective neonatal resuscitation and support of the critically ill
newborn, it is not possible to consider maternity services without giving due consideration to
paediatrics. Indeed it is beyond dispute that inpatient consultant-led obstetrics requires colocation with neonatal services, the minimum level of provision being classed as a Special Care
Unit. Alternative models for sustaining consultant obstetrics exist and these will also be
considered.
1. Neonatal Resuscitation
2.1 The British Association of Perinatal Medicine has reviewed the minimum requirements for
effective resuscitation. To quote from the 2010 Service Standards1:
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“Every maternity unit, whether or not on-going care of sick babies is undertaken, must have
clearly established arrangements for the prompt, safe and effective resuscitation of babies and
for the care of babies who require continuing support, either in the maternity unit or by safe
transfer elsewhere. As a general principle all units should have an established plan to provide
stabilisation for sufficient time to allow expert help to arrive. The duration of the stabilisation
will vary depending on the anticipated response times locally. The nature of these
arrangements (especially when specialised help is not available on site) should be made clear
to women when they book for delivery”.
2.2 It is clear from this report that every obstetric unit must have the capability to resuscitate severely
asphyxiated and extremely pre-term babies and stabilise them, pending the arrival of a transport
team, if neonatal intensive care is not available on-site. The caveat in the last sentence of the
above excerpt is to cover midwifery-led units. This is because even though arrangements might be
in place to deliver extremely preterm and other high risk infants elsewhere, occasionally mothers
will arrive at the place where they are booked in an advanced stage of labour. Resuscitation of
these babies is not trivial, and is certainly not confined to the ability to correctly place an
endotracheal tube as described in detail by BAPM in 20052. None of these skills are easy to
maintain when rarely required or practiced.
2.3 The most basic service required to provide resuscitation and care for the newborn infant is
termed a special care unit (SCU) and this has been defined in the neonatal toolkit3 as follows:
“Special care units (SCUs) provide special care for their own local population. Depending on
arrangements within their neonatal network, they may also provide some high dependency
services. In addition, SCUs provide a stabilisation facility for babies who need to be transferred
to a neonatal intensive care unit (NICU) for intensive or high dependency care, and they also
receive transfers from other network units for continuing special care.”
2.4 Although obstetric units supported by an SCU will generally have arrangements within their
network to transfer babies in utero if expected to deliver before 34 weeks, in reality mothers will
occasionally arrive in a late stage of labour with an extremely preterm or severely asphyxiated
baby and so the paediatric staff need to be trained to deal with this eventuality. Because it is a
rare occurrence, unit staff require regular visits to a neonatal intensive care unit (NICU) to
maintain skills and competence.
2.5 The required medical cover for a SCU has been defined by the Neonatal Toolkit3 as follows:
“Special care units have:
• 24-hour availability from a consultant paediatrician (or equivalent non-consultant career
grade doctor); out-of-hours cover is provided as part of a general paediatric service;
• 24-hour cover of resident experienced support (ST4 and above or ANNP); out-of-hours cover
is usually as part of a general paediatric service; and
• 24-hour cover for provision of direct care (ST1–3 or ANNP); out-of-hours cover is usually
provided as part of a general paediatric service.”
2.6 The British Association of Perinatal Medicine have further defined the staffing requirements of a
SCU1:
“Requirements for a Special Care Unit (SCU)
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Departments will usually be linked with a general paediatric department. Tier 1 staff must be
trained in resuscitation of the newborn and be appropriately supported. The overall team
should constitute a group of staff who can safely meet the needs of newborn babies from low
risk pregnancies, and unexpected emergencies, as defined by the local network.
Recommended numbers of staff for a Special Care Unit:
• Tier 1: Rotas should be EWTD compliant and have a minimum of 8 staff who may cover
paediatrics in addition.
• Tier 2: Shared rota with paediatrics comprising a minimum of 8 staff.
• Tier 3: A minimum of 7 consultants on the on call rota with a minimum of 1 consultant with a
designated lead interest in neonatology.
It is recognised that in some settings that tiers 1 and 2 may be able to merge especially where
appropriate skilled nursing support exists.
For all levels of unit it is not appropriate for a consultant to provide out of hours cover to two
geographically separate sites simultaneously. Similarly where a consultant or CCT holder is
working at tier 2 another consultant should provide tier 3 cover, i.e. a single consultant cannot
simultaneously cover at tier 2 and tier 3 if such cover is normally provided by two separate
clinicians of appropriate training and experience.”
2.7 It is inherent in the guidance above that a Special Care Unit is co-located with an inpatient
paediatric unit. This is because the tiers of medical staff which are required to deal with infrequent
but potentially life threatening emergencies do not have sufficient work as the majority of special
care is delivered by neonatal nurses. A stand-alone SCU could not attract and retain the staff
required to provide the 24 hour cover because:
 Insufficient workload for training or professional development
 Problem maintaining skills
 The posts are unattractive particularly in an environment where there are insufficient staff
nationally to fill all advertised posts.
It follows that provision of a SCU is dependent on having a viable paediatric inpatient unit.
2.8 Providing an Obstetric Consultant-led maternity unit without an SCU is not recommended by
BAPM or the neonatal toolkit. However other models have been tried in hospitals where inpatient
paediatrics is not sustainable to provide cover during the hours when a co-located Paediatric
Assessment Unit (PAU) is not open. The inference is that staff can be pulled from PAU to deal with
neonatal emergencies, but this predisposes that staff covering this unit have the skills. This of
course puts a constraint on the staff that can be used to staff the PAU and maintaining the
neonatal skills of this group is a problem. Nevertheless the following have been or are being tried.
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1) Advanced Neonatal Nurse Practitioners (ANNPs)
2.9 This solution cannot be recommended as a sustainable model to deal with this problem whenever
it arises because:
a) ANNPs are in short supply nationally.
b) There are serious problems in maintaining ANNP skills unless they rotate through a NICU
and NICUs are unlikely to want to use their ANNP resource in this way.
c) Insufficient workload, which means this precious and expensive resource, is effectively
wasted.
d) In dealing with serious emergencies they still require the timely support of senior medical
staff on site which is impossible to provide without undermining the staffing of the
nearest neonatal unit.
2) Consultant Community or Ambulatory Paediatrician providing resident night cover
2.10

3

This solution cannot be recommended because:
a) At least 10 consultants will be needed to provide this cover.
b) They will rarely have any work to do during the night, but this will still require funding as
hours
c) They may be recruited with the necessary skills, but unless they work regularly on a NICU
as well these skills will be lost.
d) Paediatricians are in short supply and this requirement will make community/ambulatory
posts much less attractive

The sustainability of paediatric inpatients
Current Workload

3.1 According to the Report Acute Service Reconfiguration Project (WAHT Sept 2013) the NonElective Admissions currently run at 5,032 per annum at Worcester and 2,813 per annum at the
Alexandra. It is estimated that about 1,618 per annum would need to transfer to Worcester for
admission if the in-patient unit at the Alexandra were to be replaced with a Paediatric
Assessment Unit. This indicates that currently only around 1,200 admissions are not preventable,
which average 3.2 admissions per day, although seasonal variation will mean higher numbers in
the winter.
3.2 In the six months from 1st April – 30th September 2013, the Alexandra Hospital had 834 patients
with a stay greater than 24 hours. This equates to 1,668 patients per year. This probably
represents the majority of patients who would require transfer, although it is likely to be an
overestimate because the statistics record any patient in hospital at midnight as being a stay in
excess of 24 hours, since admission times are not recorded in Hospital Episode Statistics.
3.3 Five-year data for all admissions in children under 16 years excluding well babies for Worcester
and the Alexandra has also been provided by WAHT. The figures for admissions to the Alexandra
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are similar to the above taking into consideration that day cases and elective patients are also
included, as are any children admitted to a surgical speciality such as orthopaedics or ENT:
Sum of Admissions Column Labels
Row Labels
Alexandra Hospital Kidderminster Treatment Centre Worcestershire Royal Hospital OTHER
2008/09
3037
521
6981
153
2009/10
3122
473
6636
120
2010/11
2902
485
6713
96
2011/12
2928
586
6402
9
2012/13
3267
475
6555
36
Grand Total
15256
2540
33287
414

3.4 The RCPCH is unequivocal in its advice that where a smaller unit is in reasonable proximity
to a medium sized unit that the services should be re-configured to centre inpatient
services onto one site. The definition of small and medium sized unit by admissions has
been defined by the RCPCH4

3.5 Using this definition, Redditch is a medium sized unit, but much nearer a small than a large
unit and Worcester meets the definition of a large unit. In 2011, the RCPCH published the
Facing the Future standards5 which recommends consultant presence at times of peak
activity in order to ensure that when units are at their busiest, the most experienced and
skilled members of the team are present. Following a recent audit of compliance with the
above standards, the RCPCH concluded6 that:
“It is apparent from our audit, as it was when we drafted the standards, that there are
too many units in the UK to provide a safe and sustainable service. Reconfiguration
needs to happen to deliver the best possible care to children and young people’.

3.6 The current configuration of paediatric services nationally is not sustainable for the
following reasons:
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a) The effect of EWTD on number of doctors required to sustain acute 24 hour rotas.
b) Requirement to reduce numbers of trainees to match the future need for consultants.
c) Major recruitment problems to smaller units which is going to get worse for above
reasons.
d) Insufficient workload for training and maintaining skills in smaller units in view of the
large numbers of doctors required to meet rota requirements.
e) Insufficient workload to sustain specialist paediatric services in small and medium
sized units.
f) Current configuration is providing poor outcomes compared to European
comparators7;8
3.7 To overcome these issues and based on extensive modelling the RCPCH have made the
following recommendations4:
“The fundamentals of our proposal are the following interlocking recommendations:
• Reduce the number of inpatient sites from 218 to approximately 170 with 32 new 14hour SSPAUs (the moderate reconfiguration option) and increase the number of
consultants from 3,084 to 4,625 WTEs whilst changing working practices with
increasing use of resident consultants.
• Increase the number of advanced children’s nurse practitioners, the number of
advanced or enhanced neonatal nurse practitioners and the number of GP’s trained in
paediatrics.
• Decrease the number of ST trainees from 3,000 to 1720 WTEs (3,500 to 2,020
persons)”.
3.8 To achieve ‘Facing the future standards’ the RCPCH advises at least 10 consultants on the
Rota to provide a consultant delivered care4. Given the current activity level for the
Alexander Hospital, it will not be cost effective to expand the number of consultants to
meet this requirement. Indeed, it is unlikely to be possible to recruit this number of
consultants even if unlimited funds were available, given the national manpower
constraints. Even if such an expansion were achieved, it would be difficult for the
Paediatricians to maintain their expertise over time.
4. Conclusion
4.1 There is very strong evidence that obstetrics and paediatrics should be co-located and that
special care requires the presence of 24 hour paediatric inpatients to provide a sustainable
service. Currently Worcestershire Acute Hospitals NHS Trust is struggling to supply the
necessary skilled medical manpower to staff both units acutely. In view of the national picture
regarding manpower, it is extremely unlikely that this issue would be resolved by changing
supplier. Furthermore the problem is set to get worse as further reduction in middle grade
manpower is undertaken. Option 1 provides a solution which is in line with the
recommendations made by the RCPCH. Using Option 2 to attempt to retain consultant-led
maternity services in Redditch is seriously flawed and extremely unlikely to succeed.
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Appendix 1
Arden, Herefordshire & Worcestershire Area Team

Independent Clinical Review Panel
(Future of Acute Services in Worcestershire re: Worcestershire Acute Hospitals NHS Trust)
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She graduated in Medicine at the Stellenbosch University, South Africa, in 1996 and
completed a medical rotation in the United Kingdom in 1997, following which she
decided to become a GP. Caron was the Chair of Shropshire CCG until she was
appointed to her current post. Caron's commitment is to develop an organisation that is
focussed on quality, safety and meeting the needs of the patient, she is actively involved
in the Top Leaders Programme and working in collaboration with the Burdett Trust to
embed these principles within the organisation.

Cheryl A Sherratt (RGN, RSCN, BSc Hons)
Assistant Director of Nursing (Quality and Safety)
NHS England Shropshire and Staffordshire Local Area Team
Cheryl is an experienced registered general and paediatric nurse having worked in both
acute and community settings. She has worked as a commissioner for Children and
Young People’s services and has conducted service reviews and reviews across
pathways of care. She has been an active member of Partners in Paediatrics for many
years and is now an Assistant Director of Nursing in NHS England.
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Dr Chizo Agwu (MBBS, MRCP, PCME, MSc, FRCPCH)
Consultant Paediatrician & Clinical Director of Paediatric services
Sandwell & West Birmingham NHS Trust
Chizo is Honorary Snr. Clinical Lecturer at University of Birmingham. Principal Regional
Examiner, West Midlands for the Royal College of Paediatrics and Child Health.
National Chairman, Association of children’s diabetes clinicians (ACDC). I am the
clinical director of a large integrated acute/community Paediatric directorate which
underwent a successful reconfiguration of services across 2 hospitals. I was also clinical
lead for the project redesigning pathways for children presenting with acute short Term
illness. This Project was part of the ‘Designing high quality acute Paediatric services
across the Birmingham & Solihull health economy’.

Dr David Hughes
Executive Chair
North Staffordshire CCG
I am responsible for leading the transition to local health services being commissioned
by clinicians, whilst being supported by an experienced management team. I have
worked in North Staffordshire since 1986, as the GP principal in Moorlands Medical
Centre in the town of Leek. I am a well-known GP with strong relationships across North
Staffordshire, Stoke on Trent and the whole local health economy.

Professor Donald W Milligan
Director of Research
Heart of England NHS Foundation Trust
Professor Milligan qualified in Leeds in 1975 and became a consultant in Haematology
at East Birmingham (now Birmingham Heartlands) Hospital in 1986. He established the
haemato-oncology and stem cell transplant Unit there. He was Clinical Director until
2012. He has an interest in clinical research and has published widely and chaired the
NCRI Haematological Studies Group for six years. He is interested in doctors in
management and was Medical Director of the Pan Birmingham Cancer Network from
inception to 2012.

Elizabeth A Allen (RGN, RM Dip HE (Hons))
Elizabeth qualified as a registered nurse at the Royal Free Hospital 1987. Qualified as a
registered midwife at Guy’s & St Thomas’ Hospital 1992, gaining experience in clinical
midwifery practice and operational management across childbirth continuum. Head of
Midwifery, Milton Keynes Hospital 2008 gaining further leadership, strategic planning
and organisational management experience. Has lived and worked in the UK and
overseas and is fluent in five European languages. Currently undertakes project midwife
consultancy work for Birthrate Plus® workforce planning and bank midwifery at Tommy’s
Charity.
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Dr Jonathan Odum
Medical Director
The Royal Wolverhampton Hospital NHS Foundation Trust
Dr Jonathan Odum was appointed as a Consultant Physician and Nephrologist in
Wolverhampton in 1993. He has held several medical managerial positions in the Trust
including: Clinical Director Renal Services; Clinical Director Medicine; Divisional Director
Medical and Emergency Services and most recently took up post as Medical Director in
April 2011. His interests are service development and quality of service delivery.

Kieran McCormack (BSC MBBS MRCGP)
Clinical Director for Quality and Improvement
NHS Shropshire CCG
Kieran is GP Principal at Worthen Medical Practice Shropshire

Mary Montgomery
Clinical Lead
Birmingham Children’s Hospital NHS Foundation Trust
Medical training UCL, London. BSc 1991. MBBS 1994. MRCPCH 1997. FRCPCH 2013
Paediatric Intensive Care Training UK and Canada. Consultant in Paediatric Intensive
Care and PIC Transport from 2004, at Great Ormond Street, CATS and the Royal
Brompton Hospital. Clinical Lead for KIDS and Paediatric Intensivist at Birmingham
Children’s Hospital from 2010. NHS Leadership Academy Clinical Fellow 2012-2013.
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Michelle Brotherton
General Manager for West Mercia
West Midlands Ambulance Service NHS Foundation Trust

Nick Sherwood
Consultant in Anaesthesia and Critical Care
Sandwell & West Birmingham Hospitals NHS Trust
In the past he has assessed hospitals with the West Midlands SHA inspection team and
is now a CQC specialist advisor. He has also worked collaboratively with the Midlands
Critical Care Network, HPA and WHO during pandemic flu.
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Paul Wilson
Consultant ENT surgeon
Head West Midlands Postgraduate School of Surgery
University Hospital of North Staffordshire NHS Trust

Dr Rob Cooper (FRCP, FFPH)
Consultant in Public Health Medicine and Associate Postgraduate
Dean (Public Health) and Head of the Postgraduate School of Public
Health for the West Midlands LETB (Local Education Training Board)
part of NHS HEE (Health Education England).
After qualifying at Birmingham Medical School in 1980 he undertook training in Public
Health and also some in General Practice. Previously (1990-1998) he was Director of
Public Health for Solihull.

Robert M Kirby (MB, ChB, FRCS, MD)
Consultant Surgeon (Special interests in Gastro-enterology and
Breast disease).
University Hospital of North Staffordshire NHS Trust
Robert has been a Consultant Surgeon at UHNS in Stoke on Trent since February 1991
(Clinical Director for General Surgery 2002 -2009) and UHNS Hospital Dean and is the
Director of Undergraduate Academic Surgery and Senior Clinical Lecturer for University of
Keele Medical School

Professor Rob Sayers
Professor of Vascular Surgery
University Hospitals Leicester NHS Trust
Member of the Council of the Vascular Society and Chairman elect of the Research
Committee. Previously Head of Service for Vascular Surgery in Leicester and deputy
Chair of the East Midlands Vascular review.

Roger Kockelbergh
Consultant urological surgeon
University Hospitals Leicester NHS Trust
Roger is Chairman of the NCIN urology group and Chairs the clinical reference group for
the national prostate cancer audit. Until recently he was Clinical Director, Chairman of
BAUS Section of Oncology and National Clinical Lead for NHS Improvement. He enjoys
watching rugby and is a keen cyclist and mountain walker.
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James (Jim) Davidson
Consultant in Emergency and Paediatric Emergency Medicine
University Hospital Coventry & Warwickshire NHS Trust
Jim is Clinical Director of the Emergency Department of University Hospital Coventry
and Warwickshire. He is a lead reviewer for the West Midlands Quality review service for
both Emergency Medicine, and the Critically Ill Child programs, and sits on the steering
group for this program
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Consultant in Emergency Medicine
Derby Hospitals NHS Foundation Trust
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Martin was a Consultant Surgeon and Medical Director at City Hospital Birmingham and
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previously chaired the Breast Group of the National Cancer Intelligence Network and
was a member of the Council of the Association of Surgeons and the Specialist Advisory
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Associate Medical Director Clinical Strategy
Richard is working closely on Future of Acute Hospital Services in Worcestershire along
with supporting the development of clinical strategy in Arden, Hereford and Worcester
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Carol Reece
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Lonnie provides professional high level administration support to the Medical Directorate
and is responsible for managing the daily diary commitments and complex and sensitive
business and communication on behalf of the Medical Director.
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Personal
pecuniary
interest

Personal family Non-personal
interest
pecuniary interest

Personal non-pecuniary interest

Nigel
Beasley
(Chair)
Adele Dean

None

None

None

None

None

None

None

Adrian
CanaleParola
Andrew Tapp

None

None

None

Employee of West Midlands Ambulance
Service NHS Foundation Trust
None

None

None

None

None

Andy
Spencer

None

None

None

Caron
Morton

None

None

Cheryl
Sherratt
Chizo Agwu

None

None

Patients at Cleobury
Mortimer Medical
Practice use
secondary care
facilities within
Worcestershire
None

I used to meet Andrew Short along with our
managers and commissioning representatives
about bi-monthly when we were both clinical
leads of two different West Midlands Newborn
Networks in order to ensure that the networks
worked together on joint projects and learned
from each other. I think it was about 5 years
ago when he relinquished this role.
None

None

None

None

David
Hughes
Don Milligan

None

My husband (Mr
Sam Agwu) is an
Obstetrician at
Worcestershire
Acute Hospitals
NHS Trust
None

None

None

None

None

None

Elizabeth
Allen

Birthrate Plus
project at
Coventry &
Warwickshire
None

None

None

Employed by Heart of England NHS
Foundation Trust. Changes at Redditch may
impact on some services at Solihull Hospital.
Previously level 4 care advice has been
provided to the Haematology MDT at
Worcestershire Royal Hospital.
None

None

None

None

None

None

None

None

Name

Jonathan
Odum
Kieran
McCormack
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None

Mary
Montgomery
Michelle
Brotherton

None

None

None

None

None

None

None

Nick
Sherwood
Paul Wilson

None

None

None

Employed by West Midlands Ambulance NHS
Foundation Trust and manage the Emergency
and Urgent Care Operations for
Worcestershire
None

None

None

None

None

Rob Cooper

None

None

None

None

Rob Kirby

None

None

None

None

Rob Sayers

None

None

None

None

Roger
Kockelbergh
James
Davidson
Iain Lennon

None

None

None

None

None

None

I have a tertiary referral practice which
includes some patients from Redditch.
None

None

None

None

None
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Arden, Herefordshire & Worcestershire Area Team
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DAY 1
Independent Clinical Review Panel
(Future of Acute Services in Worcestershire re: Worcestershire Acute Hospitals NHS
Trust)
Monday 4 November 2013, 8:15am – 5pm
Hilton Hotel, Birmingham Road, Bromsgrove, B61 0JB
Directions: http://www3.hilton.com/en/hotels/united-kingdom/hilton-birmingham-bromsgrove-hotel-BHXBRHN/maps-directions/index.html

AGENDA
Item
8:15

1

Arrival Refreshments & Panel Pre-meet

8:55

2

Declaration of Interest

9:00

3

Session 1:
Introduction and review of information submitted

10:30

4

Comfort & Refreshment Break

10:45

5

Session 2:
Case for change and options proposed for:
Paediatric / Obstetric
Presentation (10 mins) from WAHT Clinical Lead & Q&A (80 Mins)

12:15

6

Lunch

12:45

7

Session 3:
Case for change and options proposed for:
Obstetric / Paediatric
Presentation (10 mins) from WAHT Clinical Lead & Q&A (80 Mins)

14:15

8

Comfort & Refreshment Break

14:30

9

Session 4:
Commissioner View
14:30: Redditch & Bromsgrove CCG
15:00: South Worcestershire CCG
15:30: Wyre Forest CCG

16:00

10

Panel Discussion

16:25

11

Feedback to the Clinical Sub-Committee
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16:50

12

Closing Remarks

17:00

13

Ends

Arden, Herefordshire & Worcestershire Area Team
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DAY 2
Independent Clinical Review Panel
(Future of Acute Services in Worcestershire re: Worcestershire Acute Hospitals NHS
Trust)
Tuesday 19 November 2013, 8:15am – 6pm
Hilton Hotel, Birmingham Road, Bromsgrove, B61 0JB
Directions: http://www3.hilton.com/en/hotels/united-kingdom/hilton-birmingham-bromsgrove-hotel-BHXBRHN/maps-directions/index.html

AGENDA
Item
8:15

1

Arrival Refreshments & Panel Pre-meet

8:45

2

Declaration of Interest

8:50

3

To Note the additional information provided following Day 1

9:00

4

Session 1:
Impact and Proposed change of other Services:
 Emergency Medicine (A&E) incl. Trauma
Presentations from Clinical Leads (10 mins) and Q&A (80 mins)

10:30

5

Comfort & Refreshment Break

10:45

6

Session 2:
Impact and Proposed change of other Services:
 Acute & Elective Medicine
 Acute & Elective General Surgery incl. Orthopaedics
 Anaesthetics & Critical Care
Presentations from Clinical Leads (5 mins) and Q&A (25 mins)

12:15

7

Panel Discussion

12:30

8

Lunch

13:00

9

Session 3:
Case for change and options proposed for:
 Specialised Services
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13:00 – 13:20; Urology
13:20 – 13:40; Haematology
13:40 – 14:00; Vascular / Interventional Radiology
14:00 – 14:20; Head & Neck
14:20 – 14:40; Bariatric
14:40 – 15:00; Cardiology Services (PPC/ICD)

 Diagnostics
Presentation from Clinical Lead (5 mins) and Q&A (15 Mins)

Summary overview of presentations
15:30

8

Comfort & Refreshment Break

16:00

9

Session 4:
Panel discussion; draft opinion and recommendations

17:00

10

Feedback to Worcestershire Acute Hospitals NHS Trust Clinical
Team

17:25

11

Feedback to the Clinical Sub-Committee

17:50

12

Closing Remarks

18:00

13

Ends

Arden, Herefordshire & Worcestershire Area Team
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DAY 3
Independent Clinical Review Panel
(Future of Acute Services in Worcestershire re: Worcestershire Acute Hospitals NHS
Trust)
Tuesday 3 December 2013, 8:45am – 5:45pm
Hilton Hotel, Birmingham Road, Bromsgrove, B61 0JB
Directions: http://www3.hilton.com/en/hotels/united-kingdom/hilton-birmingham-bromsgrove-hotel-BHXBRHN/maps-directions/index.html

AGENDA
Item
8:45

1

Arrival Refreshments

9:00

2

Panel Pre-Meet

9:30

3

Declaration of Interest

9:35

4

Session 1:
Review additional information / presentations from Day 1 & 2 and Panel
Discussion

11:00

5

Comfort & Refreshment Break

11:15

6

Session 2:
11:15 – 11:45: Presentation from Independent Clinical Review Panel
member Michelle Brotherton West Mercia General Manager for West
Midlands Ambulance Service NHS Foundation Trust – ‘Potential Impact
to service following the proposed reconfiguration of Worcestershire
Acute Hospitals NHS Trust’
11:45 – 12:15: To meet with members of the West Midlands Strategic
Clinical Network (SCN)
12:15 – 13:15: Panel Discussion

13:15

7

Lunch & Refreshments

13:45

8

Session 3:
13:45 – 14:15: To meet with Peter Fryer - Public Health, Worcestershire
County Council
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14:15 – 14:45: Presentation followed by Q&A: ‘Well Connected’
programme – Simon Trickett Chief Operating Officer – South
Worcestershire CCG on behalf of the Health & Social Care Strategic
Partnership Committee
14:45 – 15:15: Panel Discussion
15:15

9

Comfort & Refreshment Break

15:30

10

Session 4:
Panel Discussion to finalise opinion and recommendations

17:00

11

Feedback to the Clinical Sub-Committee

17:30

12

Closing Remarks

17:45

13

Ends

Appendix 4

Future of Acute Hospital Services in Worcestershire
Independent Clinical Review Panel
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Terms of Reference
Members




Nigel Beasley (Consultant ENT Surgeon and Co-Chair) Nottingham University Hospitals NHS Trust
and East Midlands Clinical Senate – Chair
Adele Dean (Head Nurse - LTC, Obstetrics, Neonates), West Midlands Ambulance Service NHS
Foundation Trust
Adrian Canale-Parola (GP Principle), Coventry & Rugby CCG



Andrew Tapp (Consultant Obstetrician Gynaecologist and Medical Director for the Women and
Children’s Care Group), Shrewsbury and Telford Hospital NHS Trust



Andy Spencer (Consultant Paediatrician/Neonatologist), University Hospital of North Staffordshire
NHS Trust
Caron Morton (Accountable Officer / GP), Shropshire CCG




Cheryl Sherratt (General and Paediatric Nurse), NHS England Shropshire and Staffordshire Area
Team



Chizo Agwu (Consultant Paediatrician and Clinical Director of Paediatric Services), Sandwell &
West Birmingham Hospitals NHS Trust






Don Milligan (Consultant in Haematology), Heart of England NHS Foundation Trust
Elizabeth Allen (General Nurse and Midwife), Consultant at Birthrate Plus and Bank Midwife at
Tommy’s Charity
Iain Lennon (Consultant in Emergency Medicine), Derby Hospitals NHS Foundation Trust
James Davidson (Consultant in Emergency Medicine), University Hospital Coventry & Warwickshire
NHS Trust
Jonathan Odum (Consultant Physician and Nephrologist / Medical Director), The Royal
Wolverhampton Hospitals NHS Trust
Kieran McCormack (Clinical Director for Quality and Improvement / GP Principle), Shropshire CCG



Mary Montgomery (Clinical Lead), Birmingham Children’s Hospital NHS Foundation Trust



Michelle Brotherton (General Manager for West Mercia), West Midlands Ambulance Service NHS
Trust
Nick Sherwood (Consultant in Anaesthesia and Critical Care Medicine), Sandwell & West
Birmingham Hospitals NHS Trust
Paul Wilson (ENT Surgeon), University Hospital of North Staffordshire NHS Trust
Rob Cooper (Consultant in Public Health Medicine and Associate Postgraduate Dean (Public
Health), Health Education West Midlands
Robert Kirby (Consultant Surgeon and Hospital Dean), University Hospital of North Staffordshire
NHS Trust
Rob Sayers (Professor of Vascular Surgery), University Hospitals of Leicester NHS Trust
Roger Kockelbergh (Consultant Urological Surgeon), University Hospitals of Leicester NHS Trust












Note 1 –The Chair and Independent specialty members will be approved by the Clinical Sub-Committee
Note 2 – Martin Lee, (Medical Director – NHS England), Simon Angelides, (Programme Director – FoAHSW)
and Richard Hancox (Assistant Director Clinical Strategy, NHS England Area Team) will be in attendance
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Note 3 - Other senior, local clinical advice will be co-opted onto the Independent Clinical Review Panel, as
required, at the discretion of the Chair and by agreement of the Clinical Sub-Committee.
Aims
To assess the clinical quality, safety and sustainability of the outputs of
work undertaken to develop Option 1 and/or Option 2.
To confirm the clinical quality, safety and sustainability of the clinical
model(s) prior to public consultation; and to review any changes to the
agreed clinical models as a result of public consultation.

Objectives
a) To adopt the objective criteria, as developed by the Clinical Sub-Committee, against which the
clinical models developed as part of the programme are to be assessed
b) To consider and assess the clinical models developed by the Worcestershire Acute Hospitals
NHS Trust (WAHT) in respect of Options 1and 2, against the agreed clinical criteria
c) To ensure the Clinical Review Panel consider all relevant documentation, as directed by the
Clinical Sub-Committee
d) To consider the final clinical model(s) prior to public consultation against the agreed criteria
and make recommendations on whether to support the model(s) to the Clinical SubCommittee
e) The Independent Clinical Review Panel may be reconvened
i.
To review the feedback received on the clinical models as a result of public consultation,
and recommend to the Clinical Sub-Committee any proposed changes to the clinical model
ii.
To assess the clinical model, as modified following public consultation, against the agreed
criteria; including making recommendations on whether to support the model(s) to the
Clinical Sub-Committee
Reporting arrangements
The Independent Clinical Review Panel will report to the Clinical Sub-Committee.
Meetings




Meetings will be scheduled in accordance with the requirements of the overall Programme Plan (to
be determined), or determined by the Chair
Agendas and papers will be made available five working days in advance of the meetings; action
notes will be logged and published following meetings, for approval at subsequent meetings
An actions and agreement log will be agreed as a result of each meeting, to ensure there is a
complete record of the decisions taken which will be submitted to the Future of Acute Hospital
Services in Worcestershire – Programme Board (hereafter known as the Programme Board)

Roles and responsibilities of members
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To attend meetings and to contribute as required



To ensure that any recommendations made to the Clinical Sub-Committee accurately represent
the consensus of opinion within the Independent Clinical Review Panel
To declare any interest that is relevant to the Independent Clinical Review Panel



Resources


A Programme Support Officer will provide administrative support to the Independent Clinical
Review Panel, including setting up the meetings, taking action notes and other duties that are
appropriate



The Programme Support Officer will circulate the actions and agreement log and take
comments within an agreed timeframe as appropriate
The Independent Clinical Review Panel will request any additional resources, including the
commissioning of any further work, from the Clinical Sub-Committee, via the Programme Manager



Delegated Authorities
The Independent Clinical Review Panel does not have any delegated authority from: 1) Worcestershire
Acute Hospitals NHS Trust, 2) Redditch and Bromsgrove CCG / Wyre Forest CCG / South Worcestershire
CCG Governing Bodies, 3) NHS England or 4) the NHS Trust Development Agency; and will be making
recommendations to the Clinical Sub-Committee.

Frequency


Meetings will be held as directed by the Chair. It is envisaged that three meetings of the
Independent Clinical Review Panel will be held in November / early December 2013, with a
possible follow-up meeting in January 2014

Term




The Independent Clinical Review Panel is part of the Future of Acute Hospital Services in
Worcestershire programme governance structure. It will be established for the term as defined by
the sub-committee
The Independent Clinical Review Panel should provide recommendations to the Clinical SubCommittee in relation to clinical matters that are relevant to the programme

Working Arrangements




The meeting will be chaired by (to be confirmed)

Meetings will be held in private
A standing agenda will be provided that will include discussion of the action log from the
previous meeting, key decisions and new actions and the plan for taking these actions forward
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The output from each meeting will be a detailed actions, agreement and commissioning log with
responsibility assigned for each action
In addition to any actions, agreement and commissioning log, a series of recommendations will be
documented and submitted to the Clinical Sub-Committee for consideration.

Appendix 5:

Future of Acute Hospital Services in Worcestershire
Clinical Sub-Committee
Gateway 1 Brief
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Document Purpose
To provide an outline brief to the Clinical Sub-Committee as to the requirements, objectives and outcomes
within this phase of the programme.
Note: This Sub-Committee Brief is current draft and has yet to be approved within the FoAHSW Programme
Structure

Project details
Project Name

Future of Acute Hospital Services in Worcestershire

Project SRO

TBC

Project Director

Simon Angelides

Project Manager

Sarah Walker

Current document details
Version

00b

Version date

05/08/2013

Status

Second Draft

Source file location

TBC

Clinical Sub-Committee | Gateway 1 / Brief
1.

Background

The three Clinical Commissioning Groups in Worcestershire (Redditch and Bromsgrove CCG, Wyre Forest
CCG and South Worcestershire CCG), have jointly initiated a programme of work that has replaced the Joint
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Services Review (JSR) previous undertaken to determine the future of the acute hospital services that are
to be provided to the population of Worcestershire. In conjunction with Worcestershire Acute Hospital
Trust (WAHT) and with the NHS England Local Area Team, this programme will aim to determine a shared
strategic vision for future acute services within the county.
2.

Purpose – Gateway 1

To support the Future of Acute Hospital Services in Worcestershire programme of work, Gateway 1 has
been agreed which will run from September XX for twelve weeks, to December XX. The purpose of
Gateway 1 is undertake an assessment of Option 1 and Option 2 provided by WAHT, in terms of its overall
viability and where and if its viability cannot be determined within this gateway, to determine what further
evidence is required to make that assessment. From a clinical perspective, this assessment will be
undertaken by the Clinical Review Panel,
As an input to this the three Worcestershire CCGs will provide a prospectus which will outline their medium
term commissioning intentions. These prospectuses will remain in draft until they have been assured by
NHS England. In addition the original JSR Case for Change will also be identified and used as an input.
3.

Purpose – Clinical Sub-Committee | Gateway 1

The purpose of the clinical sub-committee for Gateway 1 will be to provide the necessary support to the
Clinical Review Panel as required, specifically in providing the clinical framework in which the Clinical
Review Panel will undertake its review and to ensure that all available material is provided to the Clinical
Review Panel as required. The Clinical Sub-Committee will take the output of Gateway 1 and make a set of
recommendations as to how and requirements for subsequent work could be addressed.
Where support is required to the Clinical Review Panel or Sub-Committee, Sub-Committee will then instruct
the Programme Director to commission resources as appropriate.
4.

Clinical Sub-Committee in the Context of the Wider Programme

Whilst Gateway 1 primary purpose will be provide support to the Clinical Review Panel, the Programme will
also initiate four sub-committees which will consider the wider context of the programme and develop the
thinking necessary to support a re-configuration. These Sub-Committees will report into the Programme
Board which will in turn make recommendations in relation to the overall programme of work. See
Programme Governance Structure for the governance structure on a page. The roles and overall
responsibilities of the programme structures are set out in the table below.

Title

Role

Programme Responsibility

Programme
Board

To bring together the key
decision makers within
Worcestershire Health and

a) To approve recommendations to be submitted to
statutory bodies
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Social Care Community

b) Provide executive oversight and guidance

Internal Trust
Programme

To ensure that the Trust
internally and within its clinical
and medical community
undertakes the support and
guidance necessary for the Trust
to support the programme

a) To provide assurance from acute clinical community

Finance SubCommittee

To bring together the assurance
provided by NHS England and
the Trust Development
Authority

a) To assure on behalf of the Programme Board, that
the modelling and assumptions provide a sound
financial basis for a sustainable health economy

Stakeholder SubCommittee

To bring together all the
activities which need to be
commissioned to support the
Case for Chang e within one
structure

a) To undertake the Equality Impact Assessment

Clinical Review
Panel

To determine the clinical viability
of the CCG Prospectus, Option 1
and Option 2

a) To consider the optional appraisal approach and
clinical standards to determine the clinical viability

To champion the role of the
Public / Patient

a) To commission the wider communications plan

Public / Patient
Sub-Committee

To guide the engagement with
the patient / public

5.

b) To ensure the requirements from the Trust
perspective are appropriately managed (e.g. capital)

b) To consider other activities, developments and
outcomes that need to be considered

b) To commissioning additional input necessary to
make an assessment against responsibility

b) To commission pre-consultation engagement
c) To agree the public consultation plan

Out of Scope – Clinical Sub-Committee | Gateway 1

The Clinical Sub-Committee will not be responsible for making any decisions or carrying out any direct
actions for the programme. The Clinical Sub-Committee will only be required to make recommendations to
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the Programme Board to which it reports and to provide an independent view to the Programme Board of
the financial elements of the work up of Options 1 and Options 2 as presented by WHAT on 31 July and
supporting detailed work.
6.

Timescales – Clinical Sub-Committee | Gateway 1

The proposal is that Gateway 1 will be completed within twelve weeks.
The Sub-Committee is expected to meet for the duration of the FoAHSW programme
7.

Outcomes – Clinical Sub-Committee | Gateway 1

By way of outcomes for Gateway 1 Clinical Sub-Committee, will:
1. Provide the necessary infrastructure and support mechanism to allow the Clinical Review Panel
to undertake its assessment
2. Support the independent Clinical Review of Option 1 and Option 2 as presented by WHAT
3. Identification of any additional commissioning required, from a Clinical Review Panel, to
ensure that the work-up of the Options is sufficient to allow the programme to progress and
instruction to the Programme Director to commission appropriately.
4. To provide to the Programme Board a series of recommendations to allow the completion of
the Clinical Review of Option 1 and Option 2
8.

Governance – Clinical Sub-Committee | Gateway 1

Due to the scale and complexity of this project, it is imperative that robust governance mechanisms are put
in place to support the project and decision-making throughout the process, however due to the tight
timescales in which to reach a preferred way forward, the governance arrangements also need to flexible
enough to enable accelerated decision-making.
The Programme Board will establish a Programme Management Team, and Programme Office that will
manage the business of the programme, and will liaise with the various assurance functions required by
stakeholders on behalf of the sub-committee.
It is important to note the pre-requisite inputs that will be required to support successful delivery of the
FoAHSW programme:
1. Effective scoping at the outset;
2. Clear and robust governance and accountability to support accelerated decision-making
3. Sufficient and timely access to resources (staff, systems, external expertise as required)
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9.

Risks and Issues – Clinical Sub-Committee | Gateway 1

A risks and issues log will be maintained by the FoAHSW Programme Team with key risks. Any key risks and
issues identified by the Sub-Committee will be escalated to the overall Programme Board and subsequently
to the programme team as appropriate.
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Appendix 6
Programme Governance Structure:

Appendix 7
List of Information and Data submitted to the Independent Clinical
Review panel
1. Background Document – NHS England November 2013
2. Trust Quality Accounts 2012/13 (from Trust Website)
3. The National Clinical Audit and Patient Outcomes Programme
(NCAPOP) Trust Audit Submissions and Action Plans for: 1)
2)
3)
4)
5)
6)
7)
8)
9)
10)
11)
12)
13)
14)
15)
16)
17)
18)
19)
20)
21)
22)
23)
24)
25)
26)
27)
28)
29)
30)
31)
32)
33)
34)
35)
36)
37)
38)
39)
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Adult Community Acquired Pneumonia
Adult Critical Care - ICNARC
Emergency Use of Oxygen
Medical & Surgical NCEPOD
National Joint Registry
Non-InvasiveVentilation
Renal Cholic
Severe Trauma - TARN
Comparative audit of Blood Transfusion Programme
Bowel Cancer - NBOCAP
Head & Neck Cancer - DAHNO
Lung Cancer -NLCA
Oesophago-Gastric Cancer - NAOGC
Acute Coronary Syndrome or Acute MI - MINAP
Cardiac Arrythmia - HRM
Coronary Angioplasty
Heart Failure - HF
National Cardiac Arrest Audit - NCAA
National Vascular Registry
Adult Asthma
Adult Bronchiectasis
Paediatric Bronchiectasis
Diabetes Adult - NDA
Diabetes (paediatric) - NPDA
Inflamatory Bowel Disease - IBD
National Review of Asthma Deaths
Pain Database
Carotid Interventions Audit - CIA
Fractured Neck of Femur
Hip Fracture Database - NHFD
Sentinal Stroke National Audit Programme - SSNAP
Elective Surgery - National Proms
Child Health Programme - CHR-UK
Epilepsy 12 Audit (Childhood Epilepsy)
Matrenal Infant & Newborn Audit - MBRRACE-UK
Neonatal Intensive & Special Care - NNAP
Paediatric Asthma
Paediatric Fever
Paediatric Pneumonia

4. Maternity Activity


WAHT births - by hospital and patient postcode area, 5-year data

5. Paediatric Activity


WAHT Inpatients - by hospital and patient postcode area, 5-year data

6. A&E Activity



A&E Attendances - by hospital and patient postcode area, 5-year data
A&E admissions - by hospital, acuity (including minor trauma) and patient postcode area, 5year data

7. Specialist Services






Head & Neck Cancer - WAHT outpatient, day case and inpatient episodes by patient
postcode area, 5-year data
Urological Cancer - WAHT outpatients, day case and inpatient episodes by patient postcode
area, 5-year data
Haematology (Level 2) - WAHT outpatient, day case and inpatient episodes by patient
postcode area, 5-year data
Vascular Surgery - WAHT outpatient, day case and inpatient episodes by patient postcode
area, 5-year data
Bariatric Surgery - WAHT outpatient, day case and inpatient episodes by patient postcode
area, 5-year data

8. Individual Consultant Outcomes for WAHT (per NHS Choices):











Adult cardiac surgery – No data available
Vascular surgery - No data available
Thyroid and endocrine surgery
Bariatric surgery
Interventional cardiology
Orthopaedic surgery
Urological surgery
Colorectal surgery
Upper gastrointestinal surgery – No data available
Head and neck cancer surgery

9. Doctor Foster (Per Doctor Foster website):



HSMR
WAHT Profile - by hospital site:
o General Services Information
o Patient Safety
o Trust Board Activity and Patient Safety
o Stroke Medicine
o Trauma & Orthopaedics
o Paediatrics
o Palliative Care
o Care of the Elderly
o Staffing
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10.Workforce - by Department / site and in total for the Trust








Consultant
SAS Grade (Associate Specialist Grade, Staff Grade/Specialty Doctor, Other Grades)
Training Grades
Qualified Nurse
Unqualified Nurse
HCA
AHP (by specialism)

11.Patient Experience (from CQC Website):


WAHT CQC Report (2013) - by site:
o Standards of treating people with respect and involving them in their care
o Standards of providing care, treatment & support that mets people's needs
o Standards for caring for people safely and protecting them from harm
o Standards of staffing
o Standards of quality and suitability of management



WAHT Patient Surveys:
o What inpatients said about this trust - April 2013
o What service users said about maternity care - December 2010
o What outpatients said about this trust - February 2012
o Survey of people's experiences of accident and emergency services - December 2012

12. Quality Dashboard Report (from NHS England Area Team):


Latest version NHS England Arden, Herefordshire & Worcestershire Area Team

13. Travel Times Analysis:




Ambulance times between acute hospitals within 30 miles of any of the Worcestershire
hospitals (mean and range)
Public Transport times including buses and trains between Worcestershire and Redditch,
plus first and last service and frequency.

WAHT Activity by Site:



WAHT activity by specialty, activity type and hospital site (for each of the last 3 years)
WAHT activity by specialty, activity type, hospital site and CCG (for each of the last 3 years)
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Further Data Requirements identified as at 4th November 2013
A. Data requested From WAHT:
i. Activity
14.Route of referral (i.e. GP/ walk in / ambulance) for emergency
attendance for paediatrics, maternity (including in labour) and A&E for
the Worcester and Alex sites.
15.For Option 1 and 2: predicted number of deliveries in co-located
Worcester MLU and Worcester Consultant-Led Unit.
16.Paediatrics – current average LOS; and number of >24 hour stays at each
site.
17.A “one side of A4” summary of activity for the current service / Option 1
/ Option 2 (worst case) for each of: maternity, paediatrics and A&E; by
site (i.e. a very compact version of the tables at the end of the ASR
document).

ii. Workforce
18.Workforce: analysis of current consultant establishment and filled posts
for training grades (split by ST1/2 and ST3/ higher) for both paediatrics
and obstetrics by site.
19.Summary of GMC survey of training of junior doctors for maternity,
paediatrics and A&E
20.West Midlands Deanery visit report re Obstetrics

iii. Audit
21.ICNARC Report: ”Quality Indicators and Outcomes” – for the latest
available quarter and showing 5 year average.
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iv. Dashboards
22.Maternity Dashboard

v. Other Reports
23. Any recent (last 2 years) Royal College reports re Paediatrics, Obstetrics,
Emergency Medicine and Surgery (including drafts of current reports if
available)
24. Peer Review of Care of Critically Ill people.

B. Other Data Requirements:
i. Specialised Services
25.NHS England Birmingham and Black Country Report on the Future of
Specialised Services at WAHT

ii. Finance
26.Capitation position of each CCG (from Brian Hanford, NHS England
Arden, Herefordshire and Worcestershire Area Team Director of
Finance).
C. Feedback on CCG Commissioning Intentions:
27.Letters from the Worcestershire Health & Wellbeing Board to Redditch
and Bromsgrove CCG and South Worcestershire CCG re their
Commissioning Intentions.
28.Submission from Redditch and Bromsgrove District Councils (et al) About
the CCG’s Draft Prospectus on the future of Acute Hospital services in
Worcestershire
http://redditch.whub.org.uk/cms/pdf/Response%20to%20RBCCG%20dra
ft%20prospectus%20consultation%20BDC%20RBC%20SDC.pdf
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D. Other Hyperlinks:
29.Worcestershire Joint Strategic Needs Analysis (includes population data
mapping):
http://www.worcestershire.gov.uk/cms/jsna.aspx
30.Worcestershire Health & Wellbeing Board Strategy:
http://www.worcestershire.gov.uk/cms/democraticservices/committees-and-panels/holder/health-and-well-beingboard/joint-strategy.aspx
31.Worcestershire Health and wellbeing Board Minutes:
https://public.worcestershire.gov.uk/web/home/DS/Documents/Forms/
AllItems.aspx?RootFolder=%2Fweb%2Fhome%2FDS%2FDocuments%2FC
ommittees%2C%20Panels%20and%20Reviews%2FHealth%20and%20We
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Appendix 8

Future of Acute Hospital Services in Worcestershire
1.

Generic Key Lines of Enquiry

Suggested Questions
Key Lines of Enquiry:
Standard KLOEs
1. Does the proposed service meet the expectations of the NHS Outcomes Framework and the principles and values of the NHS Constitution?
2. Does the proposed service meet the care principles and standards set out within recent Royal College reports?
3. Does the proposed service match the CCGs’ Commissioning Intentions for 2014/15; and if not, is the expectation within the Commissioning Intentions
reasonable?
4. Does the proposed service meet the relevant specification for prescribed services?
NB The NHS Outcomes Framework cross-refers to Safety and Patient Centred Care; and the NHS Constitution cross-refers to Patient-Centred Care,
Effectiveness and Sustainability (see Sections 2-5 below).
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Notes
Main Recommendations:
 The Independent Clinical Review Panel supports a modified version of Option 1. This version of Option 1 describes a service that will provide high
quality, safe and sustainable care for the population of Worcestershire.
 Option 2 will result in a significant inequality in the provision of safe and sustainable services to the population of Worcestershire, having a particular
impact on the populations of Wyre Forest and South Worcestershire.
Paediatrics:
 The current service at WAHT meets only 7 of the 10 standards in the RCPCH ‘Facing the Future’ document.
 The West Midlands Deanery report in 2010 highlighted a concern with staffing shortages at middle grade.
 The panel is of the opinion that Option 1 delivers the required workforce consolidation at the WRH site to meet the standards set out in ‘Facing the
Future’ (RCPCH December 2010)
 The panel recommends early consultation and development of policies to support the safe and sustainable transfer of sick children from the AH to WRH.
 The panel recommends that the proposed PAU at the AH (and the transfer policies) must be up and running before closing inpatient beds at the AH.
 The panel recommends that a clear and sustained message be given to the public and other clinicians about the most appropriate place to seek help and
advice for sick children.
Obstetrics:
 WRH has 60 hours of consultant cover (40 hours obstetrics only) with a rota of: 9 consultant posts, 8 middle grades (5.8 of which are currently filled) and
8 SHO equivalents. AH has 40 hours consultant cover with a rota of: 5 consultant posts, 8 middle grades (only 5 of which are currently filled and 3 are
middle grade locums) and 8 SHOs. Based on the number of births at each site, the RCOG college standard for the hours of consultant presence would
be: 98 hours per week with 3 doctors in training / Staff grade and Associate Specialist (SAS) doctors at WRH; and 60 hours with 2 doctors in training /
SAS doctors at AH (per ‘Safer Childbirth’, RCOG 2007).
 WAHT is unable to meet the recommended level of consultant cover (60 hours) at AH and the level of cover (98 hours) at WRH.
 The West Midlands Deanery has expressed concern about the lack of training experience at the AH site. This may lead to the withdrawal of middle grade
trainees in future.
 The panel is of the opinion that Option 1 aligns with ‘High Quality Women’s Healthcare: a proposal for change’ (RCOG 2011) and delivers the required
workforce consolidation at the WRH site to meet the RCOG standards in ‘Safer Childbirth’ (RCOG 2007).
 Although the panel were not asked to consider the provision of a “stand alone” Midwifery-led Unit in North Worcestershire, it felt that this model of
care should be considered as a way of providing maternity care closer to home for women with low-risk pregnancies. It will be important for the CCGs
and WAHT to test this option with the public in North Worcestershire, working alongside the West Midlands Maternity and Children’s Strategic Clinical
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Network.
 The panel recommends that the CCGs and WAHT also explore the option of providing a 7-day Maternity Assessment and Day Case Unit at the AH,
providing ante-natal and post-natal care (but not intra-partum care).
Emergency Medicine (A&E):
 WRH has 4.5 ED consultants and 4 middle grade doctors; and AH has 4 ED consultants and 4 middle grade doctors. The College of Emergency Medicine
(CEM) recommendation is for 10 consultants per unit receiving up to 80,000 attendances.
 The A&E departments at AH and WRH fall short of the recommended consultant workforce recommended by the CEM.
 The provision of a Type 1 A&E department is dependent on 24 hour availability of: general surgery, laboratory services, inpatient paediatrics, acute
medicine, radiology, trauma services and critical care. The proposed move of inpatient paediatrics in particular will have a significant impact on the
safety and sustainability of a Type 1 A&E at the AH.
 The panel was concerned, however, that the proposed model of a stand-alone Medical Assessment Unit at the AH that only accepted GP referrals would
result in a very significant number of patients with medical problems (around 6,000 per annum, based on last year’s data), particularly frail older
people, being taken by ambulance to Worcestershire Royal Hospital for assessment and treatment. The panel was also concerned that the alternative, a
Medical Assessment Unit accepting patients directly from ambulances, would result in a significant number of patients with surgical and orthopaedic
problems, particular frail older people, being assessed by acute physicians specialising in medical disorders, rather than emergency physicians (A&E
doctors) who have the expert knowledge to assess and initiate treatment for all patients before safe transfer to the appropriate team.
 The panel therefore does not support the closure of the Emergency Department at the Alexandra Hospital.
 The panel proposes that Worcestershire Acute Hospitals Trust, working with its commissioners and provider partners establish a 24/7 adult-only
Emergency Department at the Alexandra Hospital. This would sit alongside the proposed 24/7 GP-led (WAHT provided) Urgent Care Centre and 24/7
nurse-led (WAHT provided) Minor Injuries Unit (both the UCC and MIU treating adults and children) as part of a new networked “Emergency Centre” at
the Alexandra Hospital (“Urgent and Emergency Care”, NHS England, November 2013). This new ‘Emergency Centre’ would work closely with
community services, the Worcestershire ‘Well Connected’ programme and NHS 111 to support the assessment and treatment of people outside
hospital, minimising the number or people requiring emergency care and reduce unnecessary hospital admissions.
Acute & Specialty Medicine:
 The panel feels that Option 1 supports the development of a strong countywide acute and medical service for the population of Worcestershire with
increased consultant presence on the medical admissions units at the AH and WRH 9am to 9pm (currently 9am to 5pm) and the potential to develop
further speciality services at the AH and WRH sites including geriatric, neurology and renal services.
 The panel feels that while Option 2 might result in improved services at the AH site, no further development would be possible at the WRH or KTC sites,
due the reduced catchment population, and this Option would therefore not be in the best interests of the population of Worcestershire as a whole.
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Acute & Elective General Surgery and Orthopaedics:
 WAHT internal data suggested a higher than expected mortality after selected emergency general surgery procedures at the AH, and a slightly lower
than expected mortality at WRH.
 The panel is of the opinion that Option 1 supports the development of a consultant-led emergency general surgical service for Worcestershire with a
focus on major abdominal emergencies, the development of a Level 2 trauma Unit at WRH and ‘Centres of Excellence’ for elective surgery at both the
AH and WRH. This configuration of services will improve training, opportunities for research, recruitment and retention of staff and development of
specialised services.
 The panel is of the opinion that while Option 2 may support the development of a ‘Centre of Excellence’ at the AH it does not provide the workforce
consolidation required to deliver a consultant led emergency general surgery service and enhanced Level 2 trauma Unit at the WRH site and may
disrupt critical interdependencies between general, orthopaedic and gynaecological surgery with some specialised services such as vascular surgery and
interventional radiology. This is likely to result in a reduced range of services for patients in Worcestershire as a whole.
 The panel supports Option 1. This Option describes a service that will improve the quality, safety and sustainability of surgical care in Worcestershire as
a whole.
 The panel does not support Option 2. While this might result in improved services at the AH site no further development would be possible at the WRH
or KTC sites, due to the lack of workforce consolidation and loss of critical interdependencies between general and specialised services and this Option
would therefore not be in the best interests of the population of Worcestershire as a whole.
 The panel expressed concern about the safety and sustainability of emergency general surgery at the AH, and supported the need for the
Worcestershire CCGs and WAHT to address this outside of this Review.
Specialised Services:
 The panel found that Option 1 would allow WAHT to continue to provide and develop a wide range of specialised services to the population of
Worcestershire.
 The panel found that Option 2 would result in WAHT being unable to provide a range of specialised services to the population of Worcestershire and
Herefordshire due to a reduced population base and reduced caseload. This includes: vascular surgery, interventional radiology, Level 2 Haematology,
Urological Cancer and Head and Neck Cancer. The panel was particularly concerned about the impact this will have on access to specialised services for
the population of Wyre Forest, South Worcestershire and Herefordshire.
 The panel found that Option 2 may disrupt critical interdependencies between general, orthopaedic and gynaecological surgery with some specialised
services such as vascular surgery and interventional radiology. This is likely to result in a reduced range of services for patients in Worcestershire as a
whole.
 The panel supports Option 1. This Option describes the continued provision and development of specialised services across Worcestershire (and
Herefordshire).
 The Panel does not support Option 2. This Option would have a significant impact on the ability of WAHT to provide specialised services, and other
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dependent services, to the population of Worcestershire and Herefordshire.
Alignment with CCG Commissioning Intentions:
 Option 1 accords with South Worcestershire CCG’s and Wyre Forest CCG’s Commissioning Intentions. Redditch & Bromsgrove CCG have also been fully
engaged in the review process; and may conclude that specific changes are required to hospital services beyond the current period of its 2014/15
Commissioning Intentions. The CCG has confirmed that it will review its commissioning intentions beyond this point, in view of the findings of the
Independent Clinical Review Panel and in light of future public engagement and consultation.
Alignment with Prescribed Services Specifications:
 There is a well-established Urology MDT, operating as part of a joint MDT with Gloucestershire and Coventry.
 The current haematology service is IOG compliant, as it serves a population of 0.5M
 The Trust has a fully-functioning Haematology Multi-Disciplinary Team which achieves Peer Review compliance (81.3% in July 2013 by Internal
Validation).
 There are two Head and Neck resection centres (at WRH and Gloucester), with both centres deemed IOG compliant as treating in excess of 100 new
cases per year. This pathway was approved by the National Cancer Action Team in 2009.
 All Trusts have been asked to review their self-assessment scores for compliance against the standards for specialist services; and where a service is not
fully compliant the provider needs to apply for derogation to continue to provide these services. Based on its self-assessment, the specialist
commissioners have proposed that WAHT seek derogation in a number of areas, including: chemotherapy services; vascular services; cardiology
(implantable cardioverter defibrillator and cardiac resynchronisation therapy); specialised rheumatology and Neonatal Critical Care.
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2.

Patient-Centred Care

Suggested Questions
Area to be explored:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Does the service support collaboration and integration, providing seamless care within and beyond the hospital setting?
Does the service support coordinated care – especially for older people and those who have multiple co-morbidities?
Does the service support continuity of care – coordinated and delivered by a single, consultant-led clinical team?
Is there a senior clinical lead responsible for the care of each patient?
Is there both holistic assessment and holistic care for vulnerable patients
Does the service provide a unified approach to health promotion and support self-management to prevent crises and manage exacerbations, where
possible?
Does the service support equity – patients can determine their own health care / the needs of the many are balanced with a regard to those of the
few?
Will the service provide the patient with a positive experience of care?
Does the service support patient choice?
Will the service provide care that is accessible to patients?
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Notes
Main Recommendations:
 Option 2 will result in a significant inequality in the provision of safe and sustainable services to the population of Worcestershire, having a particular
impact on the populations of Wyre Forest and South Worcestershire.
 The Independent Clinical Review Panel recommends that Worcestershire Acute Hospitals Trust, working with its commissioners and provider partners,
establish a networked ‘Emergency Centre’ at the Alexandra Hospital.
 The Independent Clinical Review Panel recommends that Redditch & Bromsgrove CCG should consider commissioning a stand-alone Midwifery-Led
Unit in North Worcestershire.
Paediatrics:
 The panel does not support Option 2. The benefits to the population of Worcestershire as a whole are unclear, and the panel has concerns about the
capacity of other provider to manage the outflow of sick children from the Redditch and Bromsgrove area.
 The panel recommends early consultation and development of policies to support the safe and sustainable transfer of sick children from the AH to WRH.
 The panel recommends that the proposed PAU at the AH (and the transfer policies) must be up and running before closing inpatient beds at the AH.
 The panel recommends that a clear and sustained message be given to the public and other clinicians about the most appropriate place to seek help and
advice for sick children.
Obstetrics:
 The panel considered other options for paediatric support to a consultant-led maternity unit at the Alexandra Hospital, including the appointment of
community paediatricians, but did not find these options to be safe and sustainable in the longer term.
 The panel does not support Option 2. This Option does not provide clear clinical benefits to the population of Worcestershire as a whole.
 Although the panel were not asked to consider the provision of a “stand alone” Midwifery-led Unit in North Worcestershire, it felt that this model of
care should be considered as a way of providing maternity care closer to home for women with low-risk pregnancies. It will be important for the CCGs
and WAHT to test this option with the public in North Worcestershire, working alongside the West Midlands Maternity and Children’s Strategic Clinical
Network.
 The panel recommends that the CCGs and WAHT also explore the option of providing a 7-day Maternity Assessment and Day Case Unit at the AH,
providing ante-natal and post-natal care (but not intra-partum care).
Emergency Medicine (A&E)
:
 The panel were concerned that (without an Emergency Department at the hospital) this would result in a very significant number of patients with
medical problems (around 6,000 last year, based on last year’s data), and particularly frail older people, being taken by ambulance to Worcestershire
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Royal Hospital and other hospitals for assessment and treatment.
 The panel therefore does not support the closure of the Emergency Department at the Alexandra Hospital.
 The panel proposes that Worcestershire Acute Hospitals Trust, working with its commissioners and provider partners establish a 24/7 adult-only
Emergency Department at the Alexandra Hospital. This would sit alongside the proposed 24/7 GP-led (WAHT provided) Urgent Care Centre and 24/7
nurse-led (WAHT provided) Minor Injuries Unit (both the UCC and MIU treating adults and children) as part of a new networked “Emergency Centre” at
the Alexandra Hospital (“Urgent and Emergency Care”, NHS England, November 2013). This new ‘Emergency Centre’ would work closely with
community services, the Worcestershire ‘Well Connected’ programme and NHS 111 to support the assessment and treatment of people outside
hospital, minimising the number or people requiring emergency care and reduce unnecessary hospital admissions.
Acute & Specialty Medicine:
 The panel supports the continued provision of acute and speciality medical services on the AH and WRH sites under Options 1 and 2.
 The panel feels that Option 1 supports the development of a strong countywide acute and medical service for the population of Worcestershire with
increased consultant presence on the medical admissions units at the AH and WRH 9am to 9pm (currently 9am to 5pm) and the potential to develop
further speciality services at the AH and WRH sites including geriatric, neurology and renal services.
 The panel feels that while Option 2 might result in improved services at the AH site, no further development would be possible at the WRH or KTC sites,
due the reduced catchment population, and this Option would therefore not be in the best interests of the population of Worcestershire as a whole.
Acute & Elective General Surgery and Orthopaedics:
 The panel is of the opinion that Option 1 supports the development of a consultant-led emergency general surgical service for Worcestershire with a
focus on major abdominal emergencies, the development of a Level 2 trauma Unit at WRH and ‘Centres of Excellence’ for elective surgery at both the
AH and WRH. This configuration of services will improve training, opportunities for research, recruitment and retention of staff and development of
panel specialised services.
 The panel is of the opinion that while Option 2 may support the development of a ‘Centre of Excellence’ at the AH it does not provide the workforce
consolidation required to deliver a consultant led emergency general surgery service and enhanced Level 2 trauma Unit at the WRH site and may
disrupt critical interdependencies between general, orthopaedic and gynaecological surgery with some specialised services such as vascular surgery and
interventional radiology. This is likely to result in a reduced range of services for patients in Worcestershire as a whole.
 The panel expressed concern about the safety and sustainability of emergency general surgery at the AH, and supported the need for the
Worcestershire CCGs and WAHT to address this outside of this Review.
Specialised Services:
 The panel found that Option 1 would allow WAHT to continue to provide and develop a wide range of specialised services to the population of
Worcestershire.
 The panel found that Option 2 would result in WAHT being unable to provide a range of specialised services to the population of Worcestershire and
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Herefordshire due to a reduced population base and reduced caseload. This includes: vascular surgery, interventional radiology, Level 2 Haematology,
Urological Cancer and Head and Neck Cancer. The panel was particularly concerned about the impact this will have on access to specialised services for
the population of Wyre Forest, South Worcestershire and Herefordshire.
 The panel found that Option 2 may disrupt critical interdependencies between general, orthopaedic and gynaecological surgery with some specialised
services such as vascular surgery and interventional radiology. This is likely to result in a reduced range of services for patients in Worcestershire as a
whole.
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3.

Effectiveness

Suggested Questions
Area to be explored:
1.
2.
3.
4.
5.
6.
7.

Does the service provide efficient care: will patients receive the right interventions at right time?
Does the service reflects sound clinical evidence and meet local / national standards for effective treatment and care?
Does the service have the potential to deliver high quality outcomes?
Will the service provide early, senior review?
Does the service provide effective communication systems – supporting accurate diagnosis?
Will the service provide rapid access to specialist care, as required?
Are there any unintended consequences left unaddressed by the model (e.g. the impact on “clinical adjacencies”)?
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Notes
Main Recommendations:
 The Independent Clinical Review Panel recommends that Worcestershire Acute Hospitals Trust, working with its commissioners and provider partners,
establish a networked ‘Emergency Centre’ at the Alexandra Hospital.
 The Independent Clinical Review Panel recommends that the Worcestershire CCGs and WAHT should urgently review the safety and sustainability of
emergency general surgery at the AH.
Paediatrics:
 There is a higher than expected admission rate for acute illness, and a longer length of stay for children with bronchiolitis, at the AH site compared to
WRH despite a higher complexity of caseload at WRH.
 The panel supports Option 1. This Option describes a service that will improve the quality, safety and sustainability of care for children in
Worcestershire.
 The panel does not support Option 2. The benefits to the population of Worcestershire as a whole are unclear, and the panel has concerns about the
capacity of other provider to manage the outflow of sick children from the Redditch and Bromsgrove area.
 The panel recommends that the medical staffing model of the proposed PAU at the AH is reviewed to ensure that senior medical cover is provided for
the full duration of its opening. Early, senior and experienced paediatric medical review will be required to institute timely intervention and
management, and avoid unnecessary admission.
 The panel recommends early consultation and development of policies to support the safe and sustainable transfer of sick children from the AH to WRH.
 The panel recommends that the proposed PAU at the AH (and the transfer policies) must be up and running before closing inpatient beds at the AH.
 The panel recommends that a clear and sustained message be given to the public and other clinicians about the most appropriate place to seek help and
advice for sick children.
Obstetrics:
 A consultant-led maternity service at the AH is dependent on the availability of paediatricians to resuscitate and look after new born babies. The panel
supports the move of consultant-led maternity services at the Alexandra Hospital to Worcestershire Royal Hospital (Option 1).
 The panel are of the opinion that Option 1 would provide early senior review of women in labour and improve trainee supervision.
 The panel recommended that WAHT explore the option of offering other providers the opportunity to provide ante-natal care and outpatient services at
the Alexandra Hospital for women who choose to have their delivery at another hospital, supporting patient choice and locally-accessible care. The
panel recognises that WAHT already works in partnership with other providers, offering similar services in other speciality areas.
 The panel recommends that the CCGs and WAHT also explore the option of providing a 7-day Maternity Assessment and Day Case Unit at the AH,
providing ante-natal and post-natal care (but not intra-partum care).
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Emergency Medicine (A&E)
 The provision of a Type 1 A&E department is dependent on 24 hour availability of: general surgery, laboratory services, inpatient paediatrics, acute
medicine, radiology, trauma services and critical care.
 The panel recognises that provision of the current Type 1 Emergency Department at the Alexandra Hospital is not safe and sustainable, particularly with
the removal of inpatient paediatrics from the Alexandra site.
 The panel was concerned that the proposed model of a stand-alone Medical Assessment Unit at the AH that only accepted GP referrals would result in a
very significant number of patients with medical problems (around 6,000 per annum, based on last year’s data), particularly frail older people, being
taken by ambulance to Worcestershire Royal Hospital for assessment and treatment. The panel therefore does not support the closure of the
Emergency Department at the Alexandra Hospital.
 The panel proposes that Worcestershire Acute Hospitals Trust, working with its commissioners and provider partners establish a 24/7 adult-only
Emergency Department at the Alexandra Hospital. This would sit alongside the proposed 24/7 GP-led (WAHT provided) Urgent Care Centre and 24/7
nurse-led (WAHT provided) Minor Injuries Unit (both the UCC and MIU treating adults and children) as part of a new networked “Emergency Centre” at
the Alexandra Hospital (“Urgent and Emergency Care”, NHS England, November 2013). This new ‘Emergency Centre’ would work closely with
community services, the Worcestershire ‘Well Connected’ programme and NHS 111 to support the assessment and treatment of people outside
hospital, minimising the number or people requiring emergency care and reduce unnecessary hospital admissions.
Acute & Specialty Medicine:
 The panel feels that Option 1 supports the development of a strong countywide acute and medical service for the population of Worcestershire with
increased consultant presence on the medical admissions units at the AH and WRH 9am to 9pm (currently 9am to 5pm) and the potential to develop
further speciality services at the AH and WRH sites including geriatric, neurology and renal services.
 The panel feels that while Option 2 might result in improved services at the AH site, no further development would be possible at the WRH or KTC sites,
due the reduced catchment population, and this Option would therefore not be in the best interests of the population of Worcestershire as a whole.
Acute & Elective General Surgery and Orthopaedics:
 The panel expressed concern about the higher than expected mortality after emergency general surgery at the AH, and supported the need for the
Worcestershire CCGs and WAHT to address this outside of this Review.
 The panel is of the opinion that Option 1 supports the development of a consultant-led emergency general surgical service for Worcestershire with a
focus on major abdominal emergencies, the development of a Level 2 trauma Unit at WRH and ‘Centres of Excellence’ for elective surgery at both the
AH and WRH. This configuration of services will improve training, opportunities for research, recruitment and retention of staff and development of
specialised services.
 The panel expressed concern about the safety and sustainability of emergency general surgery at the AH, and supported the need for the
Worcestershire CCGs and WAHT to address this outside of this Review.
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Specialised Services:
 The panel found that Option 1 would allow WAHT to continue to provide and develop a wide range of specialised services to the population of
Worcestershire.
 The panel found that Option 2 would result in WAHT being unable to provide a range of specialised services to the population of Worcestershire and
Herefordshire due to a reduced population base and reduced caseload. This includes: vascular surgery, interventional radiology, Level 2 Haematology,
Urological Cancer and Head and Neck Cancer. The panel was particularly concerned about the impact this will have on access to specialised services for
the population of Wyre Forest, South Worcestershire and Herefordshire.
 The panel found that Option 2 may disrupt critical interdependencies between general, orthopaedic and gynaecological surgery with some specialised
services such as vascular surgery and interventional radiology. This is likely to result in a reduced range of services for patients in Worcestershire as a
whole.
 The panel supports Option 1. This Option describes the continued provision and development of specialised services across Worcestershire (and
Herefordshire).
 The Panel does not support Option 2. This Option would have a significant impact on the ability of WAHT to provide specialised services, and other
dependent services, to the population of Worcestershire and Herefordshire.
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4.

Safety

Suggested Questions
Area to be explored:
1. Will there be the environment, resources and time to enable staff to improve the processes of care and acquire the necessary skills to reduce risk to
patient safety?
2. Is there a specific, named and recognised clinician known to the patient responsible for the coordination of care for every patient at every phase of
treatment?
3. How will patients be involved in their care planning and in every organisational process and at every step in their care?
4. Are staffing levels consistent with the scientific evidence on safe staffing, adjusted to patient acuity and the local context?
5. Is there strong teamwork and communication and coordination within and among teams?
6. Will there be proactive assessment of, and accountability for, safety and quality?
7. How does the service propose to use peer review to facilitate learning?
8. Will there be routine collection, analysis and response to local measures of early warning signs of quality and safety problems?
9. How are staff supported to implement guidance on reporting of Serious incidents; and appropriate action is taken in response to incidents?
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Notes
Main Recommendations:



The Independent Clinical Review Panel supports a modified version of Option 1. This version of Option 1 describes a service that will provide high
quality, safe and sustainable care for the population of Worcestershire.
The Independent Clinical Review Panel recommends that the Worcestershire CCGs and WAHT should urgently review the safety and sustainability of
emergency general surgery at the AH.

Paediatrics:
 There is concern about the safe, integrated practice of the locum doctors providing cover.
 The panel was of the opinion that it would not be possible for another provider to deliver safe and sustainable inpatient services for sick children at
the Alexandra Hospital site.
 The panel supports Option 1. This Option describes a service that will improve the quality, safety and sustainability of care for children in
Worcestershire as a whole.
 The panel recommends early consultation and development of policies to support the safe and sustainable transfer of sick children from the AH to
WRH.
 The panel recommends that the proposed PAU at the AH (and the transfer policies) must be up and running before closing inpatient beds at the AH.
Obstetrics:
 There is a trend towards a higher number of preventable, Serious Incidents (Grade 3), anal sphincter injuries, Caesarean sections, maternal
readmissions and referrals of new born babies for therapeutic hypothermia at the AH compared to WRH; despite a higher complexity of cases at the
WRH.
 There is concern about the safe, integrated practice of locum doctors providing cover.
 A consultant-led maternity service at the AH is dependent on the availability of paediatricians to resuscitate and look after new born babies. The panel
support the move of consultant led maternity services at the Alexandra Hospital to Worcestershire Royal Hospital (Option 1).
 The panel considered other options for paediatric support to a consultant-led maternity unit at the Alexandra Hospital, including the appointment of
community paediatricians, but did not find these options to be safe and sustainable in the longer-term.
 The panel did not consider it would be possible for any other providers to deliver a safe and sustainable consultant-led maternity service at the
Alexandra Hospital site.
 The panel supports Option 1. This Option describes a service that will improve the quality, safety and sustainability of maternity care in
Worcestershire.
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Emergency Medicine (A&E)
 The provision of a Type 1 A&E department is dependent on 24 hour availability of: general surgery, laboratory services, inpatient paediatrics, acute
medicine, radiology, trauma services and critical care.
 The proposed move of inpatient paediatrics in particular will have a significant impact on the safety and sustainability of a Type 1 A&E at the AH.
 The panel recognises that provision of the current Type 1 Emergency Department at the Alexandra Hospital is not safe and sustainable, particularly
with the removal of inpatient paediatrics from the Alexandra site.
 The panel was concerned that the proposed model of a stand-alone Medical Assessment Unit at the AH that only accepted GP referrals would result in
a very significant number of patients with medical problems (around 6,000 per annum, based on last year’s data), particularly frail older people, being
taken by ambulance to Worcestershire Royal Hospital for assessment and treatment.
 The panel therefore does not support the closure of the Emergency Department at the Alexandra Hospital.
 The panel proposes that Worcestershire Acute Hospitals Trust, working with its commissioners and provider partners establish a 24/7 adult-only
Emergency Department at the Alexandra Hospital.
Acute & Elective General Surgery and Orthopaedics:
 WAHT internal data suggested a higher than expected mortality after selected emergency general surgery procedures at the AH, and a slightly lower
than expected mortality at WRH.
 The panel expressed concern about the higher than expected mortality after emergency general surgery at the AH, and supported the need for the
Worcestershire CCGs and WAHT to address this outside of this Review.
 The panel expressed concern about the safety and sustainability of emergency general surgery at the AH, and supported the need for the
Worcestershire CCGs and WAHT to address this outside of this Review.
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5.

Sustainability

Suggested Questions
Area to be explored:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

Does the proposed level of staffing match need (including the acuity of patients)?
Does the proposed service provide sufficient expertise for optimal patient care?
Does the proposed service provide sufficient generalist as well as specialist capacity?
Will the professional skill mix match demand?
Will the service deliver care which is clinically sustainable within local, regional and national workforce contexts?
Will the proposal provide high quality education and training – including supporting CPD and the maintenance of professional skills and knowledge?
Does the proposal meet relevant training accreditation standards?
Will the proposal support staff recruitment and retention?
Will the proposal facilitate improvements in innovation in clinical practice?
Will the proposal support involvement in research?
Does the proposal make provision for effective Information systems supporting clinical decision-making, including diagnosis and treatment, as well
as supporting safety, learning, quality improvement and research?
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Notes
Main Recommendations:
 The Independent Clinical Review Panel supports a modified version of Option 1. This version of Option 1 describes a service that will provide high
quality, safe and sustainable care for the population of Worcestershire.
Paediatrics:
 WAHT has been unable to recruit middle grade doctors to cover the AH site, despite multiple adverts both in the UK and abroad.
 The current service at WAHT meets only 7 of the 10 standards in the RCPCH ‘Facing the Future’ document.
 The West Midlands Deanery report in 2010 highlighted a concern with staffing shortages at middle grade.
 The panel was of the opinion that it would not be possible for another provider to deliver safe and sustainable inpatient services for sick children at the
Alexandra Hospital site.
 The panel is of the opinion that Option 1 delivers the required workforce consolidation at the WRH site to meet the standards set out in ‘Facing the
Future’ (RCPCH December 2010), would support the development of separate paediatric and neonatal on-call rotas at WRH, would support the
development of further sub-specialty services for children, and would support the recruitment and retention of high quality staff.
 The panel supports Option 1. This Option describes a service that will improve the quality, safety and sustainability of care for children in
Worcestershire as a whole.
 The panel does not support Option 2. The benefits to the population of Worcestershire as a whole are unclear, and the panel has concerns about the
capacity of other provider to manage the outflow of sick children from the Redditch and Bromsgrove area.
 The panel recommends early consultation and development of policies to support the safe and sustainable transfer of sick children from the AH to WRH.
 The panel recommends that the proposed PAU at the AH (and the transfer policies) must be up and running before closing inpatient beds at the AH.
 The panel recommends that a clear and sustained message be given to the public and other clinicians about the most appropriate place to seek help and
advice for sick children.
Obstetrics:
 WAHT have been unable to recruit middle grade doctors to cover the AH site, despite multiple adverts both in the UK and abroad.
 WAHT is unable to meet the recommended level of consultant cover (60 hours) at AH and the level of cover (98 hours) at WRH.
 The West Midlands Deanery has expressed concern about the lack of training experience at the AH site. This may lead to the withdrawal of middle grade
trainees in future.
 The panel considered other options for paediatric support to a consultant-led maternity unit at the Alexandra Hospital, including the appointment of
community paediatricians, but did not find these options to be safe and sustainable in the longer-term.
 The panel did not consider it would be possible for any other providers to deliver a safe and sustainable consultant-led maternity service at the
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Alexandra Hospital site.
 The panel is of the opinion that Option 1 aligns with ‘High Quality Women’s Healthcare: a proposal for change’ (RCOG 2011) and delivers the required
workforce consolidation at the WRH site to meet the RCOG standards in ‘Safer Childbirth’ (RCOG 2007).
 The panel supports Option 1. This Option describes a service that will improve the quality, safety and sustainability of maternity care in Worcestershire.
Emergency Medicine (A&E)
 WRH has 4.5 ED consultants and 4 middle grade doctors; and AH has 4 ED consultants and 4 middle grade doctors. The College of Emergency Medicine
(CEM) recommendation is for 10 consultants per unit receiving up to 80,000 attendances.
 The A&E departments at AH and WRH fall short of the recommended consultant workforce recommended by the CEM.
 The provision of a Type 1 A&E department is dependent on 24 hour availability of: general surgery, laboratory services, inpatient paediatrics, acute
medicine, radiology, trauma services and critical care.
 The proposed move of inpatient paediatrics in particular will have a significant impact on the safety and sustainability of a Type 1 A&E at the AH.
 The Panel recognises that provision of the current Type 1 Emergency Department at the Alexandra Hospital is not safe and sustainable, particularly with
the removal of inpatient paediatrics from the Alexandra site.
 The panel was concerned, however, that the proposed model of a stand-alone Medical Assessment Unit at the AH that only accepted GP referrals would
result in a very significant number of patients with medical problems (around 6,000 per annum, based on last year’s data), particularly frail older
people, being taken by ambulance to Worcestershire Royal Hospital for assessment and treatment. The panel was also concerned that the alternative, a
Medical Assessment Unit accepting patients directly from ambulances, would result in a significant number of patients with surgical and orthopaedic
problems, particular frail older people, being assessed by acute physicians specialising in medical disorders, rather than emergency physicians (A&E
doctors) who have the expert knowledge to assess and initiate treatment for all patients before safe transfer to the appropriate team.
 The panel therefore does not support the closure of the Emergency Department at the Alexandra Hospital.
 The panel proposes that Worcestershire Acute Hospitals Trust, working with its commissioners and provider partners establish a 24/7 adult-only
Emergency Department at the Alexandra Hospital. This would sit alongside the proposed 24/7 GP-led (WAHT provided) Urgent Care Centre and 24/7
nurse-led (WAHT provided) Minor Injuries Unit (both the UCC and MIU treating adults and children) as part of a new networked “Emergency Centre” at
the Alexandra Hospital (“Urgent and Emergency Care”, NHS England, November 2013). This new ‘Emergency Centre’ would work closely with
community services, the Worcestershire ‘Well Connected’ programme and NHS 111 to support the assessment and treatment of people outside
hospital, minimising the number or people requiring emergency care and reduce unnecessary hospital admissions.
Acute & Specialty Medicine:
 The panel supports the continued provision of acute and speciality medical services on the AH and WRH sites under Options 1 and 2.
 The panel feels that Option 1 supports the development of a strong countywide acute and medical service for the population of Worcestershire with
increased consultant presence on the medical admissions units at the AH and WRH 9am to 9pm (currently 9am to 5pm) and the potential to develop
further speciality services at the AH and WRH sites including geriatric, neurology and renal services.
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The panel feels that while Option 2 might result in improved services at the AH site, no further development would be possible at the WRH or KTC sites,
due the reduced catchment population, and this Option would therefore not be in the best interests of the population of Worcestershire as a whole.

Acute & Elective General Surgery and Orthopaedics:
 The panel is of the opinion that Option 1 supports the development of a consultant-led emergency general surgical service for Worcestershire with a
focus on major abdominal emergencies, the development of a Level 2 trauma Unit at WRH and ‘Centres of Excellence’ for elective surgery at both the
AH and WRH. This configuration of services will improve training, opportunities for research, recruitment and retention of staff and development of
specialised services.
 The panel is of the opinion that while Option 2 may support the development of a ‘Centre of Excellence’ at the AH it does not provide the workforce
consolidation required to deliver a consultant led emergency general surgery service and enhanced Level 2 trauma Unit at the WRH site and may
disrupt critical interdependencies between general, orthopaedic and gynaecological surgery with some specialised services such as vascular surgery and
interventional radiology. This is likely to result in a reduced range of services for patients in Worcestershire as a whole.
 The panel supports Option 1. This Option describes a service that will improve the quality, safety and sustainability of surgical care in Worcestershire as
a whole.
Specialised Services:
 There is a well-established Urology MDT, operating as part of a joint MDT with Gloucestershire and Coventry.
 The current haematology service is IOG compliant, as it serves a population of 0.5M
 The Trust has a fully-functioning Haematology Multi-Disciplinary Team which achieves Peer Review compliance (81.3% in July 2013 by Internal
Validation).
 There are two Head and Neck resection centres (at WRH and Gloucester), with both centres deemed IOG compliant as treating in excess of 100 new
cases per year. This pathway was approved by the National Cancer Action Team in 2009.
 The panel found that Option 1 would allow WAHT to continue to provide and develop a wide range of specialised services to the population of
Worcestershire.
 The panel found that Option 2 would result in WAHT being unable to provide a range of specialised services to the population of Worcestershire and
Herefordshire due to a reduced population base and reduced caseload. This includes: vascular surgery, interventional radiology, Level 2 Haematology,
Urological Cancer and Head and Neck Cancer. The panel was particularly concerned about the impact this will have on access to specialised services for
the population of Wyre Forest, South Worcestershire and Herefordshire.
 The panel found that Option 2 may disrupt critical interdependencies between general, orthopaedic and gynaecological surgery with some specialised
services such as vascular surgery and interventional radiology. This is likely to result in a reduced range of services for patients in Worcestershire as a
whole.
 The panel supports Option 1. This Option describes the continued provision and development of specialised services across Worcestershire (and
Herefordshire).
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 The Panel does not support Option 2. This Option would have a significant impact on the ability of WAHT to provide specialised services, and other
dependent services, to the population of Worcestershire and Herefordshire.
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Appendix 9
Minutes of the Panel Review Days held on 4th November, 9th November and 3rd
December 2013

Arden, Herefordshire & Worcestershire Area Team
Notes of the
Indpendent Clinical Review Panel
(The Future of Acute Hospital Services in Worcestershire)

Day 1
Panel Attendees:
 (NB) Nigel Beasley (Consultant ENT Surgeon and Co-Chair) Nottingham
University Hospitals NHS Trust and East Midlands Clinical Senate – Chair
 (AD) Adele Dean (Head Nurse - LTC, Obstetrics, Neonates), West Midlands
Ambulance Service NHS Foundation Trust
 (AC-P) Adrian Canale-Parola (GP Principle), Coventry & Rugby CCG
 (AT) Andrew Tapp (Consultant Obstetrician Gynaecologist and Medical
Director for the Women and Children’s Care Group), Shrewsbury and Telford
Hospital NHS Trust
 (AS) Andy Spencer (Consultant Paediatrician/Neonatologist), University
Hospital of North Staffordshire NHS Trust
 (CM) Caron Morton (Accountable Officer / GP), Shropshire CCG
 (CS) Cheryl Sherratt (General and Paediatric Nurse), NHS England
Shropshire and Staffordshire Area Team
 (CA) Chizo Agwu (Consultant Paediatrician and Clinical Director of Paediatric
Services), Sandwell & West Birmingham Hospitals NHS Trust
 (DM) Don Milligan (Consultant in Haematology), Heart of England NHS
Foundation Trust
 (EA) Elizabeth Allen (General Nurse and Midwife), Consultant at Birthrate
Plus and Bank Midwife at Tommy’s Charity
 (JO) Jonathan Odum (Consultant Physician and Nephrologist / Medical
Director), The Royal Wolverhampton Hospitals NHS Trust
 (KMc) Kieran McCormack (Clinical Director for Quality and Improvement / GP
Principle), Shropshire CCG
 (MM) Mary Montgomery (Clinical Lead), Birmingham Children’s Hospital NHS
Foundation Trust
 (MB) Michelle Brotherton (General Manager for West Mercia), West Midlands
Ambulance Service NHS Trust
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(NS) Nick Sherwood (Consultant in Anaesthesia and Critical Care Medicine),
Sandwell & West Birmingham Hospitals NHS Trust
(PW) Paul Wilson (ENT Surgeon), University Hospital of North Staffordshire
NHS Trust
(RC) Rob Cooper (Consultant in Public Health Medicine and Associate
Postgraduate Dean (Public Health), Health Education West Midlands
(RS) Rob Sayers (Professor of Vascular Surgery), University Hospitals of
Leicester NHS Trust
(RK) Roger Kockelbergh (Consultant Urological Surgeon), University Hospitals
of Leicester NHS Trust

Apologies:
Darren Kilroy
In Attendance:
Simon Angelides – Programme Director
Martin Lee – Medical Director
Richard Hancox – Assistant Director (Clinical Strategy)
Carol Reece – Programme Manager (Clinical Strategy)
Jag Tomlinson – Programme Manager (Clinical Strategy)
Lonnie Blankley – Senior Admin Support (NOTE TAKER)
NB opened the review meeting and welcomed the Panel members.
ML Introduced the Clinical Review Process and provided background history of the
Future of Acute Hospital Services in Worcestershire Programme. ML highlighted the
significant public and political interest in the proposed Options 1 and 2 and local
sensitivities within the population of Worcestershire particularly those residents
located within Redditch; concerns include the potential downgrading of A&E and
removal of paediatric inpatient beds and obstetric services currently being provided.
The reasons behind the proposals were noted which require review by this panel.
The financial position of the Trust was noted and that they are not presently pursuing
Foundation Trust status.
The clinical experience of the panel will help reach recommendations to put forward
to the CCGs and Trust in order to pursue public consultation if appropriate.
Panel members were asked to ensure any outstanding Declarations of Interest were
notified.
The Terms of Reference of the Panel were reiterated, with the aim to determine the
viability of services across the County and ensure quality and safety.
NB advised the Panel that geography and location will be considered on day 3 of the
review when the WMAS will feed back having heard the proposal from each service
area being reviewed over the course of the 3 days.
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NB reminded the Panel of the Confidentiality requirements outside of the Panel
meetings; discussions with others parties need to be declared within Declaration of
Interests.
Introductions were made around the room.
Session1:
Background information has previously been circulated to panel members to
understand the context of the requirement for independent review. Further
information has been provided for each panel member today in the form of a 700
page Background Document.
ML gave the Panel members an outline background to the Future of Acute Hospital
Services in Worcestershire Programme. This started with a process led by NHS
Worcestershire and the Trust as a Joint Service Review (JSR). Since the abolition of
PCTs in March 2013, the Trust has further defined the options arising through the
JSR and produced an Acute Services Review (ASR) Report.
Following the 3 day review process, a report will go to the Clinical Sub-Committee of
the Future of Acute Hospital Services in Worcestershire Programme for approval. If
approved, the Clinical Sub-Committee will forward the Panel recommendations to
the Programme Board. Any proposals made will be subject to full public
consultation.
This review will be focussed on clinical evidence and the panel are encouraged to
challenge and scrutinise the evidence involved and commit to understand the case
for change in order to provide a robust report and recommendations.
The role of this Panel is set out in the Terms of Reference:
 To attend meetings and contribute as required
 To ensure that any recommendations made to the Clinical Sub-Committee
accurately represent the consensus of opinion within the Independent Clinical
Review panel
 To declare any interest that is relevant to the Independent Clinical Review
panel
RH outlined the contents of the panel Information Pack:
The Clinical Review Process document included sets out the background to the
review and describes the options developed by the JSR. There are four areas of
assessment: Patient-Centred Care; Effectiveness; Safety; and Sustainability; as well
as specific service issues relating to: Urgent and Emergency Care; Emergency
Medical Services; Paediatrics; Maternity services and Specialised Services.
Ensuring each of the 5 domains of the NHS Outcomes Framework is met as well as
adherence to the NHS Constitution are also of uppermost importance.
NB explained that short presentations will be made by the Clinical Leads from the
Trust followed by a Q&A session; the Panel are advised to ask for more detailed
information as needed and identify a patient scenario if this will help to prompt more
in-depth questions.
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Today the Panel will hear from the Clinical Leads for Paediatrics and Maternity plus
presentations from each of the 3 Commissioners within the area.
Day 2 will be intense; there is a lot of ground to cover and a packed agenda for the
day. Day 3 is quite flexible and will be used to review what has already been heard
and an opportunity to formulate recommendations to take to the Sub-Committee.
A discussion ensued and the Panel identified some specific information
requirements:












Route of referral (i.e. GP/ walk in / ambulance) for emergency attendance for
Paediatrics, Maternity (including in labour) and A&E for the Worcester and
Alex sites.
For Option 1 and 2: predicted number of deliveries in co-located Worcester
MLU and Worcester Consultant-Led Unit.
Paediatrics – current average LOS; and number of >24 hour stays at each
site.
A “one side of A4” summary of activity for the current service / Option 1 /
Option 2 (worst case) for each of: maternity, Paediatrics and A&E; by site (i.e.
a very compact version of the tables at the end of the ASR document).
Workforce: analysis of current consultant establishment and filled posts for
training grades (split by ST1/2 and ST3/ higher) for both Paediatrics and
obstetrics by site.
Summary of GMC survey of training of junior doctors for Maternity,
Paediatrics and A&E
West Midlands Deanery visit report re Obstetrics
ICNARC Report: ”Quality Indicators and Outcomes” – for the latest available
quarter and showing 5 year average.
Maternity Dashboard
Any recent (last 2 years) Royal College reports re Paediatrics, Obstetrics,
Emergency Medicine and Surgery (including drafts of current reports if
available)
Peer Review of Care of Critically Ill people.

A further discussion ensued and the Panel requested a copy of the specialised
commissioning report ahead of day 2 on 19 November.
ACTION: LB to follow up and circulate a copy of the report to the Panel
ML gave an overview of the Public view on the reconfiguration. Concerns noted
include the potential loss of A&E services at the Redditch site. There is a public
‘Save the Alex’ campaign and the Trust has made local presentations about the
proposed options 1 & 2.
NB asked if the case for change was agreed by all CCGs following the JSR. The
Panel consensus was to ask the CCGs during their presentations this afternoon to
confirm their acceptance of the original case for change proposed. (N.B.
Stakeholder commitment has previously been obtained as attached.)
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WITH SIGNATURES
Commitment to Independent Clinical Review of the Future of Acute Hospital Services in Worcestershire FINAL 08102013.pdf

A Panel discussion ensued.
The Terms of Reference set out aims and ask the Panel to examine Options 1 & 2; it
was noted this does not include looking at services provided by another specific
named provider. The JSR however makes it clear that Option 2 includes an
alternative provider although the legalities surrounding this are complex.
NB called a break to the meeting in order to review the data available in the Panel
Information Pack.
The Panel reconvened at 10:45am.
Session 2:
The review Panel was joined by a Clinical Team from Worcestershire Acute
Hospitals to review Paediatrics.
Members of the Panel noted above were joined by:
Andrew Short, Consultant Paediatrician – Worcestershire Acute Hospitals NHS Trust
(WAHT)
Patti Paine, Head of Midwifery & Gynaecology – WAHT
Rabia Imtiaz, Consultant Obstetrician – WAHT
Angus Thompson, Consultant Obstetrician & Gynaecologist – WAHT
Chris Fearns, Director of Strategic Development, WAHT
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Future of Acute Hospital Services in Worcestershire
Evaluation Panel Assessment Day - 4th November 2013
Session 2: Paediatrics
Notes
Presentation by A Short
The following points were noted:
 Admission rates for acute illness are higher at Redditch than Worcester; there is a higher length of stay for bronchiolitis at
Redditch.
 The main challenge is workforce - specifically middle grade posts. There are safety concerns relating to employment of
Locums.
 Trust has a desire to move to 7-day working.
 Patients currently travel into Birmingham for some highly specialised services.
 Two sites are not sustainable in the future; centralisation of services would lead to development of expertise and a centre of
excellence.
 Health Education West Midlands Deanery recognises that training at Redditch and Worcester can be isolating on a rota that
should have 10 substantive middle grades but currently has 2.6.
 Previous work with the NHS Institute for Innovation and Improvement has been carried out to improve Children’s urgent and
emergency care in A&E; this forms only a small part of the overall package. The Trust is working with its partners behind the
scenes to make improvements. Other providers have been visited to understand how their services work.
 It was noted the last external review carried out by the Royal College took place in 2006.
Option 1
 Will allow consolidation for consultant and middle grade staff on-call rotas, meeting the required RCPCH standards
 Will develop Worcester Royal Hospital (WRH) as a Children’s hospital
 Patient-centred care will be the focus of the reconfiguration, providing improvements and avoiding unnecessary admission.
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 Better local provision of sub-specialties
 Better decision making and rapid access
 Moving to 7-day service
Option 2:
 It is unclear what services that will be offered within the County under an alternative provider
 Concerns raised: loss of training numbers and use of locums to fill rotas
 Only offers sustainability for the next 5-10 years and is not a sustainable solution for the County
 There is an assumption that no services will be provided at the Alexandra Hospital site in Redditch
 No change to patient-centred care
A Q&A session followed and the following points were made:
 Middle grade workforce issues with use of junior staff to fill rotas across two sites.
 Patient flows out of the County would impact on current resource in Redditch
 Paediatric orthopaedic surgery - potential workforce issue for any emergency trauma cases in Redditch. (Elective and day
case surgery would continue to be carried out at Kidderminster Treatment Centre as part of future plans, with any high risk /
high dependency patients transferred to Worcester).
 Current safety of services; the Trust confirmed that everything possible is being done to mitigate risk. Although there are
variations in outcomes, there is a plan for future improvement. Locums used to fill rotas are part of the reason that outcomes
have suffered.
 The potential of using Redditch as a Paediatric Assessment Unit with a workload split: implementation of a 9am-5pm rota;
having a consultant of the week; having an out of hours consultant for general Paediatrics. The plan in time is to move to 12
consultants and split the Neonatal and Paediatric rota to manage emergencies. Although this is not essential under Option 1,
it is believed this will provide the best quality service. Planning for Option 1 would require 13 Consultants across 2 sites.
 The rotas can be covered with 14 consultants (middle grades also included); the Trust has been through this scenario
previously during the closure of Wyre Forest Birth Unit.
ACTION: The Trust was asked to share the 14 consultant rota model, to provide assurance and demonstrate how this
could work
 Health Education West Midlands Deanery is supportive of the plan to reconfigure. (There are currently two trainees at
Redditch; one of which is community based. A centralised option would provide better opportunities for learning to GP
trainees and foundation-year junior doctors).
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The management of the unit would include a public message to the effect: don’t drive to Urgent Care Centre/A&E or Minor
Injuries Unit (MIU) at Redditch with an unwell child outside of these hours. Arrangement for MIUs is a 999 ambulance to an
inpatient unit. Public education would be required to help residents understand the changes.
Under Option 2, should another provider take over the Redditch site that doesn’t provide women’s and children’s services,
fragmentation would occur. For example: gastro / general surgery could migrate to Birmingham or Warwickshire dependent
on population base; other specialist services would lose critical mass and would be in danger (or even lost). The service
overall could be worse than it is today.
Nursing numbers for Neonates: locally provided at Worcester with Special Care Unit at Redditch; all nurses work crossCounty to cover both units. Combine to centralise. Paediatrics is similar. Due to sickness or a change in dependency the
Trust has the flexibility to change the balance of resources across both sites, and is part of the normal routine. Nurses are
very keen on an assessment service. This would encourage phlebotomy skills to be brought to the ward and excellent
consultant support to 4/5 nurse specialists to share clinics, building up skills and expertise along the way. Numbers of A&E
nurses not currently very strong – looking at rotating for support.
Under Option 2 it was imagined that the Trust would provide no services at Redditch and is therefore hard to recognise what
the patient flows would look like.
The ethos of the Paediatric Assessment Unit is that no child stays overnight and the unit closes at 10pm, with support from
the ‘hospitals at home’ service; or via transfer to an in-patient unit (ward). Realistically, numbers may not be high, but there
would need to be a transport system in place to get the patients moved straight away. Children presenting to Redditch A&E
now are safe but there is still a risk for very sick children at A&E. There is a Paediatric Early Warning System (PEWS)
implemented. There will be no increase in Neonatal numbers; at 34+ weeks gestation will be moved to a post-natal ward
which would be co-located within a midwifery led unit as part of the maternity footprint. There is capacity for extra beds. The
unit would be located as close to A&E as possible.

In Summary:
 Running a very safe service with good outcomes
 Beginning of divergence of outcomes across sites
 Unable to staff with middle grades – locum relied on.
 Take from good service to great service and consolidate on one site to enable this – in a space that is big enough
 Strengths in Option 1; Only possible in Option 1 not Option 2
 Volume & skills issues: small numbers of sick children – sustainability – skills not maintained
 Stalled in detailed piece of work – clarity of Options 1 and 2 – details of service specification can be worked up.
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PAU service needs to be up and running before closing any other service
Commitment from staff – but needs detailed work
Workforce needs to be adequate for service model proposed (e.g. separate rotas)

94 | P a g e

Session 3:
The review Panel was joined by a Clinical Team from Worcestershire Acute
Hospitals to review Obstetrics.
Members of the Panel noted above were joined by:
Andrew Short, Consultant Paediatrician – Worcestershire Acute Hospitals NHS Trust
Patti Paine, Head of Midwifery & Gynaecology – Worcestershire Acute Hospitals
NHS Trust
Rabia Imtiaz, Consultant Obstetrician – Worcestershire Acute Hospitals NHS Trust
Angus Thompson, Consultant Obstetrician & Gynaecologist – Worcestershire Acute
Hospitals NHS Trust
Chris Fearns, Director of Strategic Development, Worcestershire Acute Hospitals
NHS Trust
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Future of Acute Hospital Services in Worcestershire
Evaluation Panel Assessment Day - 4th November 2013
Session 3: Obstetrics
Notes
Presentation by A Thompson
The following points were noted:
 Worcester currently has up to 4,300 births per year; with a 10-bedded delivery suite and one theatre.
 Redditch currently has up to 2,300 births per year; with an 8-bedded delivery suite and one theatre.
 There is low morbidity and mortality.
 The NHS Litigation Authority rates the Trust at level 2 for maternity.
 There is a high level of patient satisfaction.
 A Maternity dashboard is used to Red-Amber-Green (RAG) rate against performance and outcomes.
 The Trust is currently delivering more babies than it is staffed to deliver.
 The Trust is not providing a standard number of consultants to cover at Worcester, and middle grades are red RAG-rated due
to the use of locum staff to fill rotas.
 There are a number of 3 or 4 degree anal sphincter tear injury rates reported
 There is no Midwifery-led care
 Workforce: Worcester has 8 FTE consultants plus one locum consultant; 10 FTE consultants are required to meet the Royal
College standard. 5.8 middle grades vs required 8 FTE; this is being increased via locums. Redditch – five consultants, four
middle grades (one lTS and three long-term locums – two have recently finished and are looking to recruit more). A Teaching
fellow has recently been employed to increase the numbers.
 There is Service fragility due to annual leave / sickness / consultant travel times
 Specialist early pregnancy and gynaecology services at Worcester
 Emergency access – triage and Gynae Assessment Unit at Worcester; 24/7 service. Not available at Redditch (9am – 5pm
Monday – Friday service).
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Ratio of 3 and 4 degree tears are higher at Redditch
Caesarean section rates are higher at Redditch
Maternal re-admission rates lower in Worcester and higher in Redditch
Hospital acquired infection rates higher in Redditch
Service safety: deemed to be a safe unit. CQC has reviewed Serious Incidents (SIs) over the last 24 months and they are
similar rates across the region. 3% of SIs are the same as West Midlands with different complexities
Patient-centred care is offered to most, but not all patients
Travel is involved for specialist services.
Senior clinical leadership at Redditch has no continuity
There is limited choice for patients as there is currently no Midwifery Led Unit (MLU)
Effectiveness: the challenge is to provide timely senior involvement
High locum expenditure; Non-compliance of 98hrs - gaps filled by locum
Inadequate consultant supervision
Acuity tool available for midwives on both sites
The Deanery inspection raised major concerns in 2012 – provide training through County-wide working and the Deanery
accepted to keep the trainees at the moment (although there will be a reduction across the region over the next couple of
years).
Medical staffing crisis if nothing is done in five years’ time. There are four retirements expected over the next two years
Require certainty to attract candidates after reconfiguration
Mitigation to support: Country-wide recruitment (clinical fellowships) locums short- and long-term – over-staff if possible
Appraisal and competency for locums – high quality
Review SIs and share learning
Increase communications
Upgrade and improve services

Option1:
 Consolidation at Worcester; this would require three additional delivery rooms plus 23 additional beds; co-located with an
MLU at Worcester would Improve patient choice
 Increase range and quality of Obstetric and sub-specialty combined rota
 Develop and deliver specialised consultant-led care
 National guidance about the expectation that this will become more frequent; suggestion in terms of Option 1 is one hub and
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one spoke
 Change is inevitable; Option one provides the highest quality, most sustainable care
Option 2:
 Difficult; WAHT provides services from Worcester and Kidderminster with no provision from Redditch
 Travel from Redditch catchment area is unknown
 It is anticipated all training would move to Worcester
 Option 2 will destabilise the existing care provided throughout the whole County
Option 1
Patient-centred care: consultant-led care; integrated and collaborative working; local access; day assessment; referral out of
County; increased choice via MLU; specialised services; consistency; midwifery-led care
Effectiveness: Provides early senior review; consistency; appropriate intervention; rapid access; effective treatments;
communications; risk of unintended consequences would be reduced
Safety: Consultant presence; staffing level compliant with national standards; learning and developing with positive impact; coordination of care; consistency and quality; communication
Services and Training: Far more opportunities than at present; Gloucestershire works on a similar model; recruitment and
retention; problems with gynaecological nursing recruitment; improved support, supervision and training; offer of specialised
services; improved research and innovation
Option2:
Impact: - Uncertain who will provide the care; where/location; future of staff training; patient flows; inter-dependencies with other
specialist services. Urology is in jeopardy – the Trust has lost two surgeons already
Patient-centred care: - uncertain
Provision: - uncertain
Community midwifery:- uncertain
Effectiveness: - outflow of patients from the local area
Disjointed and dysfunctional
Safety: - How safe is it? What services will be continued? Services that would continue would be adversely affected
Sustainability: not long-term

98 | P a g e

A Q&A session followed and the following points were made:












Midwifery is expected to be co-located in order to see more patients. More women would choose to go there as consultants
will be on site. The Trust has tried to consult with patients, however the commissioners removed the Midwifery-Led Unit
(MLU) option from the JSR; it is therefore an option which is not currently on the table. In terms of patient safety, it was
considered that Option 1 would be the best option. The Unit would operate with 16 middle grade doctors in a two-tier system.
The model assumes 70% of the current workload at Redditch will go into Worcester and be managed by capping (booking
only a certain number of deliveries).
A risk was noted regarding a Unit built to cope with ‘x’ amount of births per year which number may increase. Out of area
flows should also be taken into consideration.
Redditch & Bromsgrove patients already have treatment in Worcester by choice for multiple births or complex delivery.
Countywide, 33% of births are midwifery-led care and proportion is similar on both sites; the Trust has tried to influence
commissioners about standalone care. There is lots of work to be carried out if the model is to meet the need.
Public transport links are not strong, and there are pockets of deprivation in the Redditch area. ‘Save the Alex’ is a big feature
of the re-configuration. Whilst people can access Birmingham easier, due to the rail travel; a commissioner-led piece of work
to fully review the transport implications will be required and would have to include things like a shuttle bus service and
moving people around the County.
The ambulance service receives a high amount of 999 calls from patients in the first stages of labour. The Trust said they
would develop a strong triage service; 24/7 operation where expectant mothers can talk to triage to make a decision on
requirement to travel as an effective management system, working with the ambulance service to implement. The ambulance
service said that from a logistics point of view a conversation would need to take place to ensure that a calculation is made of
additional transport times if the only point of delivery is Worcester. It was also noted that lots of patients dial 999 as a
transport option. Educating the public would need to be a high priority; this is already an existing problem with some patients
booked into Worcester, but delivering elsewhere.
Community midwifery would remain the same; there would be an option to move staff around on rotation and the members of
staff are already prepared for working via rotation around the County at present through two units; a number of midwives in
Worcester travel outside of the County to provide midwifery-led care; short-stay means relatives are only travelling for a short
time. Fathers can already stay overnight.
ML added that Impact Assessments are being carried out on the commissioning analysis from within Worcestershire to
measure patient flows. There needs to be engagement by the CCGs with the local population about the proposed changes to
services in Worcestershire as well as any material impact outside of the County.

99 | P a g e

In Summary:
 Obstetrics – even more divergent service quality as they currently stand; e.g. tears and SIs
 Workforce issues; middle grade locums sustainability
 Deanery visit: need to understand outcome
ACTION: LB to request a copy of the report following the Deanery visit in 2012.






Option 1 provides a consolidation of the standards set by the Royal College of Obstetrics & Gynaecology
Providing a great service; inter-dependency with specialised services
Adequate training requirements because of the mitigations; fragility - not sustainable in its current form
Specialist services development supported by Option 1 but not necessarily Option 2
Preferred Option 1 because of uncertainty and impact to other services.
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Session 4:
The review Panel was joined by members of each of the three Worcestershire CCGs
(separately)
Members of the Panel noted above were present, and joined by:
Jonathan Wells, Chair and Clinical Lead
Simon Hairsnape, Chief Officer for
Redditch & Bromsgrove CCG (R&B CCG)
A presentation was made by Jonathan Wells. The following points were noted:
 The CCG represents GPs within the Redditch and Bromsgrove area with 22
practices and a population of 177,800.
 The area is coterminous with three local Councils: Redditch Borough,
Bromsgrove District and Worcestershire County.
 There is a mixed population, with high levels of deprivation; poor educational
attainment, high levels of alcohol consumption, high smoking rates, high
COPD rates; high rates of obesity and unhealthy eating.
 Redditch is largely made up from the overspill community of Birmingham
 There is a good rail link to University Hospitals Birmingham NHS Foundation
Trust. A poor public transport network exists between Redditch and
Worcestershire Acute Hospitals NHS Trust, whereby you would have to catch
a train to the centre of town at ‘Foregate Street’ and catch a bus to the
hospital.
 The Alexandra Hospital (AH) serves a population of over 200,000.
 There is a local public campaign group: ‘Save the Alex’
 R&B CCG is not against an option to centralise services, although there is not
a reason to support all changes proposed
 Sustainability is of great public concern, particularly around A&E services
where the CCG feels it should at least provide a minimum 14 hour service.
 There are 15,000 new homes planned to be built in Redditch over the next 15
years. Currently there are 2,100 births at Redditch per year and poor
transport links to Worcester (as above)
 R&B CCG is aware of a smaller Paediatric Assessment Unit functioning at
George Eliot Hospital in Nuneaton. To build a Unit in the South of the County,
however, would drive patients North into Birmingham
 R&B felt that Option 2 would need to match the services already provided in
Redditch; should an alternative provider at Redditch be University Hospitals
Birmingham NHS Foundation Trust, there are 3 trains per hour to aid patient
transport
 The CCG’s Commissioning Intentions shown within its draft prospectus are
based on the needs and wants of the local population. Hotspots are A&E and
Obstetrics
 R&B CCG strongly supports clinically-led change; the review process should
be about patient services
 The CCG advised the Panel that there is no consensus amongst the CCGs re
the models proposed; and confirmed that the case for change has not formally
been signed off.
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A Q&A session followed and the following points were made:




Some informal discussions have taken place with an alternative provider
although R&B CCG is yet to hear what services would be available - no offer
has been revealed and there is still a possibility that other providers would be
interested. There would need to be open competition and market testing
following procurement, in line with legal advice.
The Trust has had financial issues since 2001-02. The JSR process looked at
both financial and clinical viability. £14m of revenue support was provided to
the Trust from NHS Worcestershire.

ENDS.
Anthony Kelly, Chair and Clinical Lead
Simon Trickett, Chief Operating Officer for
South Worcestershire CCG (SWCCG)
A presentation was made by Anthony Kelly and the following points were noted:
 SWCCG serves a population of 295,000 over a wide geography
 Proposals are clinically-driven and prioritised by GPs
 46% of GP referrals go to WAHT
 SWCCG signed up to the JSR process in January 2012; no change was not
an option
 There is a differing interpretation of the options available. For the population
of Worcestershire the services offered should be of the highest quality &
safety.
 2 years on from the start of the process, still unable to move forward
 The CCG’s Commissioning Intentions are that the quality, safety and
sustainability of services is the highest priority
 Currently the acute hospital services in Worcestershire are clinically and
financially unsustainable
 Whole health economy focus is important
 Options 1 and 2 should be properly assessed; Option 2 could cause problems
in delivery.
 Do not expect AH to close; complimentary to WRH.
A Q&A session followed and the following points were made:





Centralisation via Option 1 ensures the best possible use of clinical resource.
Option 2 could be the answer but would create problems if it means service
reductions in the remainder of the County and WRH becoming destabilised.
Main challenge for the public will be accessibility. Review process needs to
ensure delivery of high quality, safe and sustainable services. The County
Council fully understands the implications for transport provision. An Impact
Assessment will be completed, to include transport. An MLU at Redditch is
something to look at, so long as the provider is happy to explore its viability.
We are 12 months on from the beginning of this process, and the Trust is
unwilling to enter into conversations with other providers due to competition
laws. The CCG is fully supportive of reviewing Option 2.
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NB noted that if the Panel had any further questions for the CCG, these could
be collated and submitted later.

ENDS.
Simon Gates, Chair
Simon Hairsnape, Chief Officer for
Wyre Forest CCG
A presentation was made by Simon Gates and the following points were noted:
 Wyre Forest CCG is responsible for a population of 112,000, consisting of
many older persons and deprived families
 Kidderminster General Hospital was downgraded to Kidderminster Treatment
Centre (KTC) offering diagnostics; intermediate care; MIU; step-up / stepdown community beds; day case surgery
 There was a previous MLU in Kidderminster with increased perinatal mortality
 CCG’s key priority is to decrease the health gap
 The Commissioning Intentions of the CCG are supportive of the case for
change, particularly since as the population changes their health needs
change too
 The CCG has ready access to services, locally
 It is key to ensure that the focus is on high quality of care and rapid access to
senior clinicians
 Option 2 feels unsafe, given the issues within Wyre Forest at the time of the
Kidderminster MLU
A Q&A session followed and the following points were made:





The preferred option would be to downgrade Redditch. This provides more
resource to focus on community care but is not currently an Option that is
available.
It would be helpful to test out both Options, although there are major concerns
about Option 2 with a loss of services and specialised commissioning.
Emergencies would not be accommodated. For example: Birmingham
providing services would not be possible without electives; UHB could move
down to run Redditch and retain the A&E service as currently provided. A
model could include the TUPE of staff from Redditch to UHB and should see
delivery of similar services to Option 1 but by an alternative Provider. The
CCG remains open-minded.
All CCGs are unable to reach a consensus view. The PCTs started this
process in 2012 and it was hopeful for a decision by 31 March 2013. Once
the CCGs were established the process became more difficult.

ENDS.
A PANEL DISCUSSION ENSUED
The following comments were noted;


Option 1 seems to be the preferred option with Option 2 deemed non-viable.
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What would Option 3 look like? There is a model of sustainability assuming a
partner can be found, depending on funding and the business case. Option 2
would have to look different.
Under Option 2, specialised commissioning would destabilise in Worcester
within 2 years.
Whilst the Panel are able to assess Option 1, there are concerns about travel
options for deprived families. There is currently no capacity in WRH to fulfil
Option 1, which needs to be worked into the plan.
Whatever option is recommended, it should be fully functioning.
Would it be possible to see the Impact Assessments being carried out?
What is the intention from local alternative providers under Option 2 as a joint
enterprise?
What can Redditch retain that is safe and sustainable?
Recommendations are advisory to the Clinical Sub-Committee, reporting to
the Programme Board to agree a Gateway and reach a decision for next
steps.

Feedback to the Clinical Sub-Committee:
The review Panel was joined by members of the Clinical Sub-Committee:
Simon Gates, Chair – Wyre Forest CCG
Karen Kerr, Senior Clinician – Worcestershire Acute Hospitals NHS Trust
Jonathan Wells, Chair – Redditch & Bromsgrove CCG
Jo Galloway, Executive Nurse – Redditch & Bromsgrove CCG and Wyre Forest
CCG
Mari Gay, Executive Nurse – South Worcestershire CCG
Simon Hairsnape, Chief Officer – Redditch & Bromsgrove CCG and Wyre Forest
CCG
The following points were noted:














WAHT Paediatrics: delivering a safe service but want to deliver a great
service.
Significant middle grade staffing issues, which are unsustainable
Some evidence of outcomes diverging. WRH good; AH will deteriorate further
to the lower end of the bell curve.
Staffing levels are required to be increased for services to remain sustainable
Option 1: easily met at Worcester and is favoured
PAU would reduce the need for admissions
Some issues are not worked through i.e. staff sickness
Links to WMAS
Option 2: leaves WRH potentially vulnerable
Sustainable although unable to provide sub-specialty care
Obstetrics inter-dependency - it is extremely clear that the service is unable to
offer consultant-led Paediatrics at Redditch
Paediatric inpatients require middle grade plus consultant for newborn
resuscitation
Staffing issues with rotas at Redditch

104 | P a g e













Middle grade training issues (Deanery Report has been requested to highlight
the issues in more detail)
Option 1: consolidation to create a big enough team at Worcester
MLU at Redditch could be an option, though not favoured given the history in
Wyre Forest with increased peri-natal mortality; this option could be explored
as part of discussions but is not an option currently available and therefore
unable to develop further. This could be a potential bolster to Paediatrics and
Neonatal by maintaining outpatients at Redditch
Option2: not favoured as there are no additional benefits to safety and
sustainability
Diverging outcomes – SIs / 3 and 4 degree tears
The process is clearly complex and not all models are sustainable
JSR gives the impression that the CCGs have signed up to a case for change;
case for ED change has not yet been heard by the Panel, although it is clear
the case for change is not signed off. The Panel decision could therefore be
ignored.
The Panel is looking at the whole Worcestershire healthcare community level
and is not concentrating on the provider but the sustainability of services
being offered. Option 2 remains negative in the view of WAHT.
There is a possibility of an option 3 or 4, but not in this process.

ACTION: Bring forward to meeting on 19 November a discussion about Option
2.


It is absolutely clear at this point that the current situation of provision of
Paediatric, Obstetric and ED services is not sustainable across the County of
Worcestershire.

NB confirmed the panel would give an indication / recommendation of Option 1
safety and sustainability and Option 2 (WAHT / alternative provider)
ENDS.
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Arden, Herefordshire & Worcestershire Area Team
Notes of the
Indpendent Clinical Review Panel
(The Future of Acute Hospital Services in Worcestershire)

Day 2
Panel Attendees:
 Nigel Beasley (Consultant ENT Surgeon and Co-Chair) Nottingham University
Hospitals NHS Trust and East Midlands Clinical Senate – Chair
 Andrew Tapp (Consultant Obstetrician Gynaecologist and Medical Director for
the Women and Children’s Care Group), Shrewsbury and Telford Hospital
NHS Trust
 Andy Spencer (Consultant Paediatrician/Neonatologist), University Hospital of
North Staffordshire NHS Trust
 Caron Morton (Accountable Officer / GP), Shropshire CCG
 Cheryl Sherratt (General and Paediatric Nurse), NHS England Shropshire and
Staffordshire Area Team
 Don Milligan (Consultant in Haematology), Heart of England NHS Foundation
Trust
 Elizabeth Allen (General Nurse and Midwife), Consultant at Birthrate Plus and
Bank Midwife at Tommy’s Charity
 James Davidson (Consultant in Emergency Medicine), University Hospital
Coventry & Warwickshire NHS Trust
 Kieran McCormack (Clinical Director for Quality and Improvement / GP
Principle), Shropshire CCG
 Mary Montgomery (Clinical Lead), Birmingham Children’s Hospital NHS
Foundation Trust
 Michelle Brotherton (General Manager for West Mercia), West Midlands
Ambulance Service NHS Trust
 Nick Sherwood (Consultant in Anaesthesia and Critical Care Medicine),
Sandwell & West Birmingham Hospitals NHS Trust
 Paul Wilson (ENT Surgeon), University Hospital of North Staffordshire NHS
Trust
 Rob Cooper (Consultant in Public Health Medicine and Associate
Postgraduate Dean (Public Health), Health Education West Midlands
 Rob Sayers (Professor of Vascular Surgery), University Hospitals of Leicester
NHS Trust
In Attendance:
Martin Lee – Medical Director
Richard Hancox – Assistant Director (Clinical Strategy)
Carol Reece – Programme Manager (Clinical Strategy)
Jag Tomlinson – Programme Manager (Clinical Strategy)
Lonnie Blankley – Senior Admin Support (NOTE TAKER)
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NB opened the review meeting and welcomed the Panel members; introductions
were made around the table. It was noted that Darren Kilroy had unfortunately had
to withdraw from the Panel. James Davidson Clinical Director for A&E at University
Hospital Coventry & Warwickshire NHS Trust has agreed to join the Panel for the
review of Emergency Medicine today.
A special thank you was made to the support team from NHS England for the hard
work in pulling together the data spec and additional data requirements following
Panel Review Day 1.
NB said that Option 1 was made clear in the proposals from WAHT whilst Option 2
remains unclear. Assuming an alternative provider would take over the AH, the
Panel were asked to comment on the sustainability and safety of the services, rather
than best and worst case scenarios.
It was queried whether there was a reason not to ask local alternative providers to
present to the Panel.
ML noted that this would be difficult, as there may be more than one local alternative
provider potentially interested in providing services at the AH. It was also noted that
whilst NHS England and the CCGs have taken joint legal advice; the Trust has also
received advice from other legal representatives and it would be difficult to arrange a
meeting with another provider(s) during the process of considering reconfiguration
before moving to the procurement stage.
NB reminded the Panel that the aim was to ensure the services proposed would be
safe and sustainable.
ACTION: RH to work up a draft short report on behalf of the Panel ahead of
Day 3; this should be clear and well-reasoned, with the intention that the Final
Report be made publicly available.
Session One – Impact and Proposed Change of Other Services – Emergency
Department (A&E) including Trauma
Presentation Summary
Emergency Department
Some background information was provided re the current pressures Emergency
Departments (EDs) are facing. The population is getting older, winters seem to be
getting colder and the number of Trusts not achieving the 4 hour target is increasing.
The recent Keogh report: ‘Transforming urgent and emergency care services in
England’ (NHS England December 2013) has a bearing on the current Review,
advising on the levels of emergency care to be available nationally.
Worcestershire has a mixed economy in regards to A&E, Out of Hours and Minor
Injury Units (MIU). The “Type 1” EDs at Worcester and Redditch are managed by the
Trust. An MIU is also situated at Kidderminster.
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There are workforce issues at the Redditch site, and concerns have been expressed
regarding manpower particularly with impending retirements. The Trust has no
concerns regarding the performance of the EDs; both are busy, with Worcester
generally under slightly more pressure.
999 calls from the Evesham and Broadway population are conveyed to the Redditch
site. The loss of inpatient Paediatrics and 24/7 Paediatric cover, loss of inpatient
Obstetrics and Gynaecology and 24/7 cover and the loss of Emergency Surgery
could all have an impact on the ED at Redditch. There are a number of service
“pillars” supporting ED, to enable it to fully function.
Option 1
The Trust remains flexible on how this is Option can be delivered, and it was noted
that the Trust is required to be “Keogh” compliant. An integrated Urgent Care Centre
(UCC) is proposed to replace the current “Type 1” ED at Redditch. The Medical
Assessment Unit (MAU) at Redditch will continue to function and deal with urgent
medical cases. The AH will continue to have enhanced “front door” geriatric
assessment, Level 3 ITU and HDU.
The risks and benefits of an integrated UCC model were highlighted. An integrated
UCC model will provide care locally for 75% of current attendances. It is
acknowledged that there is a trade-off between local convenience of access and
travelling further for safe services. The MIU at Kidderminster would continue as
now. There would be an expanded “Type 1” ED and Trauma Centre at Worcester;
with a GP-led UCC and a Paediatric Assessment Unit (PAU) co-located with the ED.
Option 2
Services will be provided by the Trust at Worcester and Kidderminster only. There
may not be a “Type 1” ED at Redditch under this Option, although the local CCG has
declared that it wishes this service to remain at the AH
The impact of the Keogh Report means that there may not be an “Emergency
Centre” in Redditch, and NHS Trusts/FTs will need to ensure compliance with the
Keogh recommendations.
Trauma
The current trauma services at Worcester and Redditch manage inpatients,
outpatients, day cases and trauma surgery. Major trauma patients are conveyed to
University Hospitals Birmingham (UHB) and University Hospitals Coventry and
Warwickshire (UHCW) before being repatriated back to their local hospital.
Kidderminster also takes selected inpatients, patients transferred for rehabilitation,
day cases and outpatients (both new and follow-up fracture clinics).
Option 1
This will result in the Trauma Unit at Worcester being fed by the ED.
Semi-electives will be performed as much as possible at the Kidderminster and
Redditch sites.
Changes have occurred within trauma, resulting in increased specialisation.
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The Trust wants to follow the Keogh principles as much as possible so the patients
get the best treatment and travel is minimised.
Patients will have their specialist trauma care at UHB or UHCW then be repatriated
back to Redditch or Kidderminster.
The Trust is looking to improve quality through the provision of sub-speciality care.
Option 2
The Trust is concerned that this Option may mean more patients travelling to
Kidderminster. (Kidderminster will continue to provide the same services, as above).
Redditch patients will go to a Level 2 Trauma Unit at Worcester, resulting in an
increase in trauma cases there.
It is felt that the ability to separate streams will become hard and the Trust wants to
ensure that a safe and sustainable service is maintained.
There is a need to provide stabilisation of paediatric trauma before transfer to
Birmingham Children’s Hospital.
In Summary:
 At the moment Redditch, Worcester and Kidderminster are providing an
excellent ED service
 There are concerns regarding the future of ED. If there are changes to
Obstetrics and Paediatrics it will be difficult to support a 24/7 ED. ED
workforce issues are not the prime reasons for change.
 The Trust is proposing a Keogh-style Urgent Care Centre, and not an
ambulance-receiving 24/7 ED. There is however real potential in what a local
Emergency Centre might look like and a real opportunity to influence change
 Paediatrics is a lynch-pin of ED care; but there is a question regarding the
possible separation of children and adults in ED.
 EDs are a very emotive subject.
A Q&A session ensued, and the following was discussed:






There is movement to have Medical Assessment Unit (MAU) consultant cover
9am-9pm, with SHO and Registrar cover overnight. If a patient is admitted
overnight they are seen by a junior doctor, and then by a consultant the
following morning. Consultants have two ward rounds (12 hours apart). The
drive is front-door assessment. Both MAUs have consultant cover.
There is agreement from WAHT that 24/7 onsite surgical opinion will be
sought. There will be a consultant surgeon on site 10 hours a day and middle
grade overnight
If a patient needs critical care they will be transferred.
Critical care has concerns and is not comfortable if the ED at the AH does not
have senior Paediatric input. If a sick child turns up at AH, critical care
colleagues will need to be involved and have a duty of care to help out.
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If WMAS manage undifferentiated patients and bring fewer patients to the AH,
the 75% of current attendances will be managed. The Trust’s modelling allows
for more admissions via MAU.
MAU is moving to having a consultant on site. If there is a more senior
presence at the front door you are less likely to admit patients.
From an ED perspective, the workforce for Option 1 or Option 2 will be very
similar. There will need to be a re-jig of the nursing staff and more Emergency
Nurse Practitioners will be needed. Option 2 will make the Worcester site
busier from an ED perspective. Option 2 has bigger implications than just ED.
WMAS will need to take the Redditch patients requiring ED care elsewhere.
Sir Bruce Keogh’s report is not precise over the different levels of care,
although at Emergency Centres anyone can attend and receive treatment.
The report states that there will be the same number of Emergency Centres
as current Emergency Departments.
A missing component from the Keogh Emergency Centre model is the level of
ED consultant presence required. We need to identify the pros and cons of
having ED cover onsite, and what level of case should be taken to the unit.
A 14 hour ED is not in the Keogh report. The Cheltenham model has no
Paediatrics on-site. They have a cross-County network that deals with this.
They have no ambulances overnight.
The majority of patients using the ED at Redditch will be for minor injuries.
If there is a 12 hour ED you are setting yourself up for a higher number of
ambulance transfers.
The Trust is aware of the emotive issues. There needs to be reassurance to
the public that there is something there still worth having.
All the focus is on Paediatrics and there is a real danger in saying it’s all down
to Paediatrics. There needs to be other reasons.
If the ‘blue baby’ scenario is a rarity, then it is difficult to maintain skills to deal
with it. If there is an Emergency Centre there needs to be something that
mitigates the ‘blue baby’ scenario.
Paediatrics view is that it is acceptable to concentrate the inpatient Paediatric
work and the ambulance work at Worcester. There will still be access to
critical care at Redditch.
The sicker end of Paediatrics will go from Worcester to Birmingham Children’s
Hospital.
Adult-only EDs are do-able. There is nothing specific in the Keogh report
regarding Paediatrics. The question is: what is the “kite mark” of an
Emergency Centre?
Patients not assessed via MAU would need to go elsewhere. 9,500 to 10,000
patients per year attend MAU at AH, most of which are within core hours.
The MIU will be the first port of call for walk-in patients. If there is agreement
on pathways, some ambulatory work will just get mopped up. The MIU could
“tick most boxes” - most of the ED functions can be undertaken.

Session 2:
The review Panel was joined by Clinical Teams from Worcestershire Acute Hospitals
to review: Acute & Elective Medicine; Acute & Elective General Surgery including
Orthopaedics; and Anaesthetics & Critical Care.
Members of the Panel noted above were present, joined by:
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Dr. Tony Scriven – Consultant Cardiologist and Divisional Medical Director for
Medicine
Dr. David Aldulaimi – Consultant Physician and Gastroenterologist
Dr. Graham James – Consultant Surgeon and Divisional Medical Director for
Surgery
Mr. Steve Pandey – Consultant General Surgeon
Mr. Charles Docker – Consultant Orthopaedic Surgeon
Dr. Gareth Sellars – Consultant in Intensive Care Medicine and Anaesthesia
Dr. Julian Berlet – Consultant Anaesthetist
Shelley Goodyear – ICCU Matron
Christine Fearns – Director of Strategic Development
Mark Wake – Chief Medical Officer
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Future of Acute Hospital Services in Worcestershire
Evaluation Panel Assessment Day - 19th November 2013
Session 1.1: Acute and Elective Medicine
Notes

Presentation made by Tony Scriven & David Aldulaimi
The following points were noted:













Over the last 10 years admissions have increased reflecting changing patient need
50 recommendations have been set out by the Trust; 12 will be shared today
There are two acute receiving units within the Trust; PCI & stroke (380 medical beds); and up to 150 MAU beds
Worcester: in 2012–13 there was an average of 43 admissions per day via MAU; Redditch: an average of 27 admissions per
day
MAU at Worcester has 65 beds; 50 at Redditch
Worcester has 8 CCU & 29 Stroke beds; Redditch has 4 CCU beds
Improve recruitment of medical staff; current situation 9am – 5pm presence looking to extend: 9am – 9pm with overnight
cover by middle grades and SHOs.
ITU will remain unchanged; Elective / day case and outpatient surgery will remain unchanged or could increase (24/7 on site
cover). 8am – 6pm consultant cover with middle grades 24/7; same at weekends. Plans to continue to expand surgery will
make for a very busy hospital – particularly surgical – this will see a change to admissions.
Cross-site cover: there is disparity in the consultant workload for non-elective and medical on call which requires addressing
in the long term. In order to try and improve staffing in Redditch there are a couple of plans in prospect to sort out the rota
(currently 1 in 8 / 1 in 9 at AH, compared with WRH 1 in 14). Need to appoint more physicians at AH to allow approx. 1 in 12.
Option to merge the rota to County-wide across both sites. Need to also move to 7-day working.
Workforce issues at AH to be supported as part of the cross-site cover – existed on separate sites as separate departments.
Cross-site working will see new appointments made on a Countywide basis. There are plans to work cross-site in the long
term (will take approximately 2 years to integrate). There are benefits to be had and this is part of longer term improvement.
Currently in Acute Medicine performance is good (top 20% in Friends & Family Test). A number of patients transfer daily
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from one unit to another, which creates delays.
Safety; number of locums raise concern. Exacerbated by review process over the last 2 years; difficult to appoint due to
uncertainty. Looking to attract good quality candidates.
Effectiveness: good stroke and PCI standards / reasonable efficiency.
Safety – Deanery concerns are being worked through

Trust has been looking at the 2 Options available and the evaluation of each. The Trust’s aspiration is to continue running services
across the County. Acute Medical Services will be sustained and improved, offering time-critical services.
Changes to the Emergency Department at AH will affect the MAU. The feeling is that patient safety will be maintained and the
changes are manageable. The model for urgent care following publication of the Keogh Report should be taken on board.
Under Option 2; service reduction at the Alex would have a major knock-on effect on acute admissions to WRH, permanently
jeopardising elective surgery.
Medical specialties:
27 consultants (various) – WRH
12 consultants plus 2 vacancies - AH
Bed capacity 199 – WRH
152 plus 28 reserve - AH





WRH site; issue of having medical cases in non-medical beds to be addressed by operational procedures; provide local
services with local access.
Challenges: recruitment and retention; demographics – more joined up operational practices across health and social care,
using ideas from the recent Keogh report. Greater integration of services for older people.
New divisional structure in place over the next month - leading to more integration. Struggling to fulfil the workforce plan.
Enhanced geriatric assessment required.
Oncology business case has been put forward
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Evaluation:



Build on current service: cross-site working and flexibility in larger departments - will attract the best candidates in priority
areas.
Changes to A&E at AH would not affect electives.

Option 2 would see the main hospital at WRH with Kidderminster Treatment Centre offering the same services as now; and
diversion of medical admissions from the AH to WRH.
Summary:
Option 1: better to improve and maintain services; deliver developments as set out by RCPCH and Keogh Report
A Q&A session ensued and the following points were discussed:


Acute physicians are difficult to recruit and there has been a growing dependency on locums. The Trust has a strategy to
appoint hybrid physicians; linking to Universities to make posts more attractive.



There are A&E performance issues at WAHT. Beds at WRH are full and cancelled procedures are climbing on both sites.



Whilst Option 1 is clearly defined, an enhanced MAU would provide the ability to pick up extra Emergency Medicine workload.
Without an ED on site, patients would still go to Redditch unless diverted elsewhere. MAU can take any level of sickness; a
greater number of patients would be taken to MAU.

ACTION: CF was asked to provide summarised activity data, including demand assumptions (on one side of A4)

Future of Acute Hospital Services in Worcestershire
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Evaluation Panel Assessment Day - 19th November 2013
Session 1.2: Emergency and Elective General Surgery
Notes

Presentation made by Steve Pandey
The following points were noted:


The views put forward and proposals for reconfiguration are the consensus of all surgeons at Worcestershire Acute Hospitals
NHS Trust.



This service is the most urgent case for change due to the current challenges faced.



Mrs Smith (assumed name) – gave consent to show her photograph and describe her story. Three weeks ago she presented
with peritonitis at 7am; by 8am she had been seen by a anaesthetist and surgeon; transferred to theatre and resuscitation
and underwent an emergency operation by the surgeon (predicted mortality 70% on arrival). She was subsequently
transferred to ITU where she stayed for four days, followed by surgical HDU for three weeks whilst recovering. She was seen
daily by a by surgical physiotherapist, a pain nurse, tissue viability nurses and was finally moved to a step-down rehabilitation
unit. This is an example of the sort of patient we see today and a good example of what can be achieved – a safe, high
quality experience provided with efficiency and representing value for money. There is a move to concentrate specialist
services onto fewer, larger sites to provide:
 consultant-led service
 specialist teams on site
 integrated clinical pathways
 support and necessary resources available on site



WRH: 1 : 9 consultant rota with surgeon of the week; rota operates Monday – Thursday and Friday – Sunday; 8 higher
surgical trainees; a Surgical CDU, dedicated NCEPOD ward and Surgical HDU.
Redditch: 1 : 7 rota plus 1 locum; no dedicated surgeon of the week; rota operates Monday – Thursday and Friday – Sunday;
7 staff grades including locums; Surgical Assessment Unit (trainees taken away 5 years ago).
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Challenges: there has been a need for change over the past few years, but Trust has been unable to move forward. As a
result the Trust has been unable to recruit; there is low staff morale; use of locums and retirements pending. Loss of training
recognition has been a severe blow – leaving no middle grade cover. Services are unequal between WRH and AH.

Some worrying trends were noted in the presentation re divergence in mortality (HSMRs) for selected procedures between AH and
WRH.
ACTION: The Trust was asked to share this information with Panel members.
The reality is there are increasing concerns about the safety and sustainability of the service at AH, and the Trust has invited the
Royal College of Surgeons (RCS) to review services at WAHT. Short-term plans are in place to mitigate the risks.
Option 1 entails:
 Consolidation of all emergency surgical services to WRH as soon as possible; a County-wide rota (GI surgeon), consultantled service; emergencies undertaken by specialist - not generalist; with dedicated support on site
 AH: daytime consultant-led urgent care; surgical review of inpatients; minor theatres; hot clinics
 Electives: set up “centres of excellence” across both WRH and AH
 “Hub and spoke” model allowing clinics providing care closer to home
 Effective consultant-led service; early senior review of patients; on-call team with correct skill mix; high volume centres;
improve outcomes and range of services; consistency; integration.
 Safety: consultant presence; improved staffing levels; consistency; prioritisation; patient-centred care; with centres of
excellence; enhanced experience.
 Sustainability: improved staffing levels; mentorship; high quality training; single emergency rota; inter-dependencies/clinical
networks.
Option 2:


Difficult to understand what this will lead to; elective will be concentrated on WRH; emergency flow will come in as unplanned;
have an impact on elective services.
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A presentation was made by Charles Docker - Elective Orthopaedics:



WRH provides full breadth of surgery; AH to have Orthopaedic Centre; Kidderminster Treatment Centre will continue to carry
out day case surgery
There can be issues with beds at WRH; outlier emergency and trauma cases are a priority over electives due to theatre
capacity.

Option 1:
 AH centre of excellence; day cases; op services.
 WRH no elective orthopaedic surgery.
 Kidderminster Treatment Centre: day case and outpatient services.
 Patient centred and experience of care.
 Senior clinical lead
 Local access to services
Option 2:
 Without AH, all complex surgery would be carried out at WRH; Kidderminster Treatment Centre will carry out low-risk surgery
and outpatient services.
 Less patient-centred care and poorer patient experience;
 No senior clinical lead
 Access would be focussed on Kidderminster and Worcester
 Less effective, due to emergency demand which overwhelms service; concern given risks
 Safety: no named clinician; staffing doesn’t meet standards
Effectiveness: High quality outcomes; senior review; right interventions; rapid access; clinical adjacencies
Safety: Named clinician; staffing; focus on quality and outcomes; optimised governance re incidents
Sustainability: Staffing; skill mix; recruitment and retention; education and training at Redditch; research and innovation
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Summary:
 Meets demographics of the population
 Improvement of quality and outcomes for patients
 Safety
 Best staff and trainees
 Gold standard service
A Q&A session ensued and the following points were discussed:


A piece of work needs to be carried out by the Trust on moving elective low-risk surgery to another site; Breast and
Orthopaedic moved over to AH will increase theatre capacity available at WRH.



Manpower has eroded over the last few years, due to the uncertain future. An integrated service model is to be looked at with
posts advertised as County-wide to attract applicants. A combination of surgeons from both sites will provide cover as a 1:12
rota. Staff are prepared for the production of a business case.



Option 2 assumes an alternative provider in Redditch to consume its own work, and the Trust acknowledges that any provider
would face the same challenges of unplanned in-flow with an impact on elective delivery. A reduction in population served by
WAHT would impact on both the ability to provide Head and Neck and also Vascular surgical services. It would also impact
on Colorectal sub-specialty services; with loss of specialist team alignment and a loss of ability to provide more complex
work. Orthopaedics would be much the same; looking to re-locate much of the surgery.

118 | P a g e

Future of Acute Hospital Services in Worcestershire
Evaluation Panel Assessment Day - 19th November 2013
Session 1.4: Anaesthetics / Critical Care
Notes

Presentation made by Julian Berlet – Clinical Director
The following points were noted:







The service is currently provided County-wide
Their journey started 4-5 years ago; there are now: 51 Consultants; 31 WTE doctors in training; 13,000 sessions (+) per
annum and an out of hours service.
There are seven theatres at AH; with one theatre for day case; five theatres at Kidderminster; and nine theatres at WRH.
Turnpike house – Pain clinic. Malvern – Pain and intervention
Patient-centred care is delivered by an integrated team; attracting County-wide applicants
Effectiveness: very few cancellations
Safety: recruitment issues with resident applicants, therefore undertaking overseas recruitment; but gaps on current rotas

Option 1
Able to cope: there is a big enough team with the ability for flexible working. The expectation is that WRH will perform complex
inpatient and emergency cases, with expansion to a four tier service. AH has major elective inpatient resident anaesthetist support.
Kidderminster sees day cases and short stay patients.
One concern was noted: trainees are received from two different schools – AH trainees are from Warwick Medical School and WRH
trainees are from Birmingham. Training configuration across the County would be helpful to aid rotation and would be more
attractive to applicants
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Option 2:
Is a concern. There is currently very good directorate-directorate support; immediate airway support is readily available and
respected for airway management. This service also supports vascular surgery and urology. There is greater pressure at AH; with
more electives at Kidderminster. The same situation at the AH as regards recruitment has previously been overcome, and therefore
don’t want to have to readdress the same problem again.
Loss of Redditch population would also see a loss of trainees.
A presentation was made by Gareth Sellors – Clinical Director
Plan to maintain a countywide service.









Two ICUs – WRH has eight beds but runs at six level 3 beds. AH has 6 beds.
2nd Intensivist based at WRH (but deployment County-wide) - three Intensivists available across the County.
16 consultants and 105 WTE nurses.
Patient-centred care: eight consultants on each site.
Effectiveness: Low mortality: Redditch 0.88; WRH 0.89.
Rapid access; admitting sicker and older patients
Sustainability: research underway; accredited.
Safety: quality indicators

Option 1:
Safety net; ensures inpatient safety to match risk. The directorate is proven to respond flexibly. It is clear that wherever general
medicine is located, you will need ventilated beds. Level 3 capacity is available.
WRH expansion would have an impact on the service: would need to open a minimum of two more beds – this would leave the
service at maximum capacity due to building constraints. This is a feasible option though and plans, finance and a service model are
all available.
Implications: ITU at AH is sustainable at present; need to look at rotation of consultants - already happening. Nurse rotation is work
in progress.
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Option 2:
Single ITU at WRH; with repatriation of resource from Redditch to WRH. Variety of consultants already have County-wide jobs, with
large Worcester components to jobs; Would need to run ten Level 3 ITU beds at WRH 24/7; and continue to support HDUs.
There is a concern that the proposal would fragment care of the critically ill patient within Worcestershire.
Sustainability: problem of service with less than 1,000 patients would lead to rapid loss of consultants and WAHT would struggle to
recruit the same calibre of staff. The service would also be unable to continue with research and innovation.
The service would not remain sustainable by itself. It is important to work together; this Option wouldn’t appeal to nurses or
Intensivists.
Consultant rotation is already established. Matron is working on a County-wide rotation of nurses.
Need to match resources to need – with demographic of ageing and sicker patients.
Major capital required for a build in the future.
A Q&A session ensued and the following points were discussed:


Sicker children from Redditch would be welcomed. The Trust is very clear that it will provide resuscitation and support to
children arriving during the PAU open hours, but won’t have paediatric consultant support available at AH outside these
hours. The commitment to respond doesn’t change. If specialist advice is required, colleagues would be called to see who is
nearest. Changes to patient flows are expected and anticipated, accepting that if paediatric patients attend as walk-in, we
would do as so many others would do – cope and provide the best care possible.



There will be a requirement to transfer patients. Training would therefore be required, including for paramedics as part of a
multi-disciplinary team. Transport could operate in-house, if required, although we would be reliant on the ambulance service
in the first instance. Transport requirements are difficult to model, and we would expect to work with WMAS to look at patient
flows.
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In Summary:
Acute & Elective Medicine
 Presently running a good service, but would like to run a better service.


There are concerns re patient flows.



Questions remain about pre-hospital care and triage.



Options 1 and 2 make a difference; Option 1 is sustainable and creates opportunities to develop the service.

General surgery
 There is a specific concern re mortality rates at both AH and WRH.


No trainees at AH. Department is using middle grades and struggling.



Proposal to move most services to WRH; electives would be split.

Critical care
 Safe and sustainable.


Staffing issues but plans in place to mitigate.



Option 2 would lead to loss of services, and may impact on ability to provide this service.
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Session 3a – Urology
Presentation by Mr Adel Makar
The Trust has developed specialist Urology cancer services over the last 10 years,
supporting a population of c600k population across Worcestershire and surrounding
areas. There is current dispensation for serving a population of less than 1 million;
however, it is believed to be one of the biggest departments in the Country. A “hub
and spoke” model is used, with in-patients based at AH. 80% of urology patients are
treated at the hospital closest to the patients’ home - outpatients, day cases and
diagnostics are provided from AH, WRH and KTC as well as Malvern, Bromsgrove,
Tenbury and Evesham.
The service has saved circa £100,000 by treating patients in outpatient clinics rather
than patients remaining as inpatient.
In addition, patients have exposure to non-cancer intervention through interdisciplinary working with vascular surgery, colorectal surgery, gynaecology,
nephrology, pelvic surgery, laparoscopic urology, uro-gynaecology, reconstructive
urology, andrology, endo-urology , percutaneous kidney surgery and palliative care
teams.
The service has a dedicated Urology ward area, and a specialised theatre, fully
equipped with state of the art facilities and access to three CT scanners, two 1.5
Tesla MRI scanners and one 3 Tesla MRIs.
The Urology consultants provide a 24/7 on-call rota. Current staffing level is six
consultants with an aspiration to increase to 7-8 consultants. The unit mentors SPRs
within other Trusts in order to share and spread best practice. Multi-Disciplinary
Team video-conference takes place every Friday afternoon from 13.30pm – 17.30pm
to discuss all specialised cancer patients and future plans.
Future developments for the unit are to expand the survivorship programme
(currently there are 3,000 patients alive with prostate cancer). The service is also
looking at the introduction of robotic surgery. Current performance is of a high
volume, high quality service which is forward-looking and sustainable.
Option 1


Will continue to deliver future plans.

Option 2


Will curtail future plans, and take the service back 11-12 years.

A Q&A session ensued and the following points were discussed:


Out of the eight Urology specialist teams in the West Midlands, only one is
above the one million population criteria, therefore WAHT is not alone.
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Heartlands is the only larger Unit. The joint MDT meetings held on a Friday
afternoon, however, cover a 2.1 million population.
Robot surgery has been in Wolverhampton for the last 18 months. We can
confidently say only six patients have opted to travel to Wolverhampton. In
addition, there are future plans for Robot surgery within WAHT.
It was noted that NHS England is responsible for commissioning prescribed
services. There are 143 clinical specialised services listed. The Cancer
Manual is quite vague on definitions; but identification codes do state whether
CCGs or NHS England commissions a particular service. In the main, NHS
England commissions only chemotherapy and all other aspects of cancer
treatments are commissioned by CCGs. It was confirmed that an IOGcompliant service could not be provided from a single site at WRH.

I
Session 3b - Haematological Services
Presentation by Dr Salim Shafeek
The service has been in operation for 11-12 years and provides a Level 2 Inpatient
service at WRH – with 15 beds including seven isolation rooms, four of which are
pressurised – with an average length of stay 5.1 days. In addition, chemotherapy
and outpatient clinics are based in Redditch (7 chairs) and Kidderminster (10 chairs).
Supportive care is delivered locally within Bromsgrove, Great Malvern and Evesham.
Patients aged 16+ are offered the choice of treatment either at WRH or Birmingham.
The service is IOG-compliant as the population base is 0.5 million. The service is
attracting the Dudley and Hereford population through the Choose and Book system.
The service provides 7-day working, with full laboratory coverage. In addition there is
a 24/7 consultant telephone on-call service for health professionals and 24/7 cancer
patient access to telephone advice from the Haematology Ward, which may lead to a
review, treatment and/or admission. An acute oncology helpline is also available
between 9am and 5pm weekdays.
Medical cover is provided by on-call consultants working a 1:7 rota. Inpatient
services are supported by one SPR and two specialty doctors (with partial weekend
cover). The service has electronic records and chemotherapy prescribing.
MDT meetings take place twice a month and include colleagues from UHB FT and
HEFT
Option 1


will support the service moving from Level 2 to Level 3

Option 2


Will lose the critical population of half a million, downgrading the service to
Level 1
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A Q&A session ensued and the following points were discussed:






The partial weekend cover represents juniors only; consultants work a 1:7 oncall rota.
There are plans for the junior workforce to rise from four to five. Currently
there is only one weekend not covered by consultants.
If taking work from Birmingham, WAHT would look to employ a nurse
specialist.
The service is dependent on surgical support for biopsies.
WAHT currently performs more than 30 stem cell transplants and are sending
around 24 out of County. With extra resource we could easily support the
requirements for a Level 3 service.

ACTION CF to check spells data and resend to panel.
Session 3 c – Vascular Surgery & Interventional Radiology
Presentation by Professor Richard Downing
A 24 bed (four bed HDU) arterial service is located at WRH. Outpatient clinics are
also held at Hereford and Kidderminster, with some varicose veins treated at these
sites. Abdominal Aortic Aneurysm (AAA) Screening is delivered in the community
The service was established in 2002, serving a population of 750,000-800,000 from
Worcestershire, Herefordshire and in-flow from Wales and South Birmingham.
A consultant-delivered, elective & emergency vascular service is provided 24/7
(including AAA, Stroke, Limb ischaemia, Diabetic vascular disease, Trauma, etc.). All
emergency cases are transferred to WRH (protocols agreed with A&E, radiology &
WMAS).
Consultant-led vascular clinics, with vascular laboratory, leg ulcer and podiatry
support, are provided at WRH, Hereford, AH, Princess of Wales Community Hospital
(POWCH), KTC, Malvern and Evesham. Venous interventions are provided at WRH,
Hereford and KTC. The service is a recognised AAA screening provider for
Herefordshire and Worcestershire; and is supportive of inter-dependent specialties
including: Interventional Radiology; Diabetes; Cardiology; TIA/Stroke; ITU;
A&E/Trauma and complex surgery. The unit is a GMC-accredited vascular training
centre.
There are weekly MDT and monthly audit meetings; with data entry into the National
Vascular Registry. The service delivers more arterial interventions than any other
unit in the Region, with outcomes in accordance with national standards. In addition,
the unit has an active research portfolio and participates in under-graduate and postgraduate teaching.
The current workforce consists of five consultant vascular surgeons, with a plan to
appoint a 6th consultant within the year as mandated by Prescribed Services
commissioners. Derogation is in place in the interim, as the service runs safely and
effectively and complies with the remaining two core standards. The consultants
125 | P a g e

work a 1 : 5 emergency on-call rota and the whole consultant team is able to
undertake all recognised arterial interventions, excluding intra-thoracic procedures.
In addition, the team also includes three FY1, three FY2/CT, two SPRs, a nurse
consultant, leg ulcer nurse specialist, surgical nurse practitioner and three (soon
rising to four) vascular scientists.
The service is a very patient-centred, safe service with adequate infrastructure.
Option 1


Will progress the service and enhance the on-call rota.

Option 2


The impact is really unknown, but assuming that the Redditch and
Bromsgrove population is lost, the service will fall below the requirements.

A Q&A session ensued and the following points were discussed:





a local audit showed patients requiring leg amputations have a smaller
survival chance if on a non-vascular surgical list.
If WAHT increases to six surgeons there is more flexibility and capacity for
surgery.
The HSMR data is worrying following amputation.
Under Option 2 WHAT would not be able to provide a vascular service.

Presentation by Dr James Heron.
WRH is the main Interventional Radiology site, from which all arterial intervention,
venous, hepato-biliary and embolization care including trauma are provided.
Urological IR is provided at AH and diagnostic vascular imaging at WRH and KTC.
The current service was developed alongside vascular surgery, with extensive codependencies and serving the same population as vascular surgery .This is a
consultant-delivered elective and emergency service.
All non-urological emergency cases are transferred to WRH, excluding tertiary
hepatobiliary and thoracic aortic IR. Two Interventional Radiology suites are at WRH
and one is at AH. There is consultant Interventional Radiology presence at WRH,
AH and KTC. The service is supported by inter-dependent specialties, e.g.
obstetrics, gynaecology, respiratory, colorectal/general surgery, trauma, urology,
cancer services and cardiology.
Option 1


Would represent no proposed change to service provision.

Option 2
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Would mean the population would fall below the minimum requirement.
Herefordshire & Worcestershire vascular and non-vascular IR patients would
need to travel to alternative centres outside of the County, capacity allowing.
Emergency care will either involve transfer to a centre with IR facilities or the
best alternative care available, with associated higher mortality, morbidity and
cost.
In summary, it is anticipated that Interventional Radiology would no longer be
viable under this option.

A Q&A session ensued and the following points were discussed:




In the past two years, WAHT has increased its consultant workforce to four.
Under Option 1, the service would become more attractive, supporting further
recruitment.
The service supports an estimated 2,000 births

Session 3 d - Head and Neck Cancer Services
Presentation by Mr Chris Ayshford
The Head & Neck Cancer Service meets the needs of a very vulnerable, older and
socio-economically disadvantaged group of patients, where there are rising numbers
of Head & Neck Cancers with rehabilitation a major component requiring local,
integrated services.
WAHT is part of the Three Counties Head & Neck Cancer service, with a networked
MDT. This supports residents within Worcestershire, Gloucestershire, Herefordshire
and some parts of Wales, with a population of c1.4 million. The service sees 115 to
120 new diagnoses per year, of which 20% are from the Redditch & Bromsgrove
area.
There is a dedicated Head and Neck theatre and a specialist Head &Neck ward with
nurses specialised in nursing altered airways; as well as access to ITU and on-site
support from vascular, general and reconstructive surgeons, including strong links to
UHBFT, HEFT and BCH. WAHT will shortly have an Oncology Centre at WRH.
There are five head and neck surgeons, two oncologists (with an additional
oncologist joining soon), two clinical nurse specialists, two dieticians, two speech
and swallowing therapists, a counsellor and a prosthetic service. All consultants work
across all sites. Free transport is provided for patients who need to travel to
Cheltenham for radiography.
Option 1


Would provide good patient-centred care, an oncologist and oncology care
delivered at WRH rather than Cheltenham

Option 2
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The population size served would decrease, and the service would therefore
not be IOG-compliant.
The surgical workforce will move out of the area
There would be a fragmentation of the service, with the loss of seamless,
cohesive pathways as currently set up (and noted as good practice by Peer
Review )
Loss of consistency of care as the County would be served by different MDTs
Inequality of access as surgeons work in different MDTs
Delays in care (through overburdening of other providers) and diagnostics
Reduced access, with further to travel required, creating more difficulty for
patients
Loss of specialist ward & its benefits
Loss of emergency access to specialist care
Loss of specialist management of altered airways across the Trust

A Q&A session ensued and the following points were discussed:



There may be insufficient capacity available in other units under Option 2.
50 – 65 major resections are undertaken per year. WAHT surgeons also go
out of area to deliver surgery.

Session 3e - Bariatric Services
Presentation by Mr Martin Wadley
The service is a specialist Tier 3 & 4 Bariatric service.
The weight management service includes two consultant physicians – Diabetes and
Metabolism -, three consultant Upper GI/Bariatric surgeons, a bariatric dietician,
bariatric CNS, consultant psychologist, Anaesthetics and Radiology, a dedicated
Theatre with a table capable of supporting 250 kilograms, a separate wards to
provide dignity to patients, an OPD facilities, a fully functioning MDT and a Patient
Support Group.
50% of patients accessing the service come from the Redditch and Bromsgrove
area. There has been a decrease in the number of patients requiring gastric banding
surgery.
Option 1


Supports the planned service expansion, with recruitment of a 4th bariatric
surgeon.

Option 2



Under Option 2, the Trust assumes it will lose the Redditch and Bromsgrove
population and operate only from WRH and KTC.
Loss of the North Worcestershire population will lead to reduced referrals into
the Tier 3 service. A reduction in surgical numbers will leave the service
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unable to meet minimum caseload recommendations (IFSO and BOMMS) for
a Bariatric Unit
This Option will lead to capacity issues for Upper GI surgery on two sites
Loss of the MDT and multi-disciplinary care.

A Q&A session ensued and the following points were discussed:


46 cases are commissioned per year. The service has completed 30 cases to
date and has 19 on the waiting list. IOG requires 125 cases p.a.

Session 3 f – Cardiology
Presentation by Dr Anthony Scriven
The service provides 1,000 angioplasty procedures per year. An MDT meets twice
monthly and includes Wolverhampton and Coventry. PCI would not be immediately
affected by either Option, and the service could continue if the Redditch and
Bromsgrove population went elsewhere.
No questions were raised.
Session 3G – Diagnostics
Presentation by Dr Umesh Udeshi, and Dr Chris Catchpole,
There is a single, County-wide radiography service; with patients being imaged in a
unit closest to their home. 25 Consultant radiologists work across the County and
have developed other sub-specialities such as liver imaging. The service supports 7day working and specialist rotas.
Option 1


Will allow sub-specialised care to continue to develop, and lead to an
attractive service to recruit to.

Option 2



Under this Option, the service would lose 30-35% of its activity and the
proportionate number of consultants.
7-day working rota would no longer be viable if staffing numbers decreased.

A Q&A session ensued and the following points were discussed:



Losing the AH site would impact on the 7-day working and the extended hours
service would be threatened
Breast radiography screening is commissioned differently. The assumption is
that this would continue, with an assessment service being provided at
Bromsgrove. If WAHT did lose a breast radiologist, it may be difficult to recruit
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to the rest of the service, and this may cause disruption to the pathway of care
for patients.
Pathology services
Pathology services will support the reconfiguration of services as follows
Option 1


Full diagnostic support and outpatient services provided to all three sites,
including:
o 24 hour ‘hot’ service to AH and WRH to support urgent care
o review of support required to KTC, based on changes to activity profile
o full diagnostic service to Primary care
o access to routine and specialist investigations
o support for MDTs

Option 2







Full diagnostic support to 2 sites (and outpatient services) including:
24 hour ‘hot’ service to WRH to support urgent care
Review of support required to KTC, based on changes to activity profile
Full diagnostic service to primary care (albeit potential IT issues if not
providing care to Redditch and Bromsgrove patients)
Access to routine and specialist investigations
Support for MDTs

A Q&A session ensued and the following points were discussed:


If the Alex was lost there would be a significant reduction in activity.

In Summary:
A lot of work has been undertaken over the last 10-12 years with a careful look at
care pathways in terms of IOG-compliance. Further work is currently being
undertaken in respect of Urology.
The Panel has seen details of high quality, safe and compliant services.
Option 2 would produce a fragmentation of services, increased travelling for patients
requiring complex care and would bring stagnation to the services and an inability to
develop new services.
Session 4:
Panel Discussion:
Key points noted:
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NB & RH to produce a draft Report formed of a brief summary of each of the
main areas; to include: the current position, case for change and options; to
be shared on Day 3.



Nothing in the first 2 days has suggested that Option 2 (albeit there is limited
information available on this Option) will be viable and safe. An alternative
provider would face substantial challenges with paediatrics and obstetrics,
and this Option could cause substantial damage and fragmentation to a wide
range of services.



Had specialist commissioners been included in the original Case for Change,
Option 2 would probably not have been considered. The Panel needs to
ensure that any decision made is based on the safety and sustainability of the
services, allowing the CCGs to then take forward appropriate proposals to
consultation.



Option 1 is supported, with the caveat that it requires more work – particularly
around ED, paediatrics and obstetrics. The CCGs will need to look at a way of
communicating this carefully with the public.



Option 1 is favoured by the Panel. Option 2 is not sustainable from the
perspective of consultant-led obstetric care. There is an option for an MLU,
although this is not currently being considered.



Status quo is ok - but clearly not in the near future. Services at AH need to be
provided in a sustainable way. The closest provider of sustainable services is
WAHT – it would be unbalanced to change. Specialised services are already
on the margins of sustainability for the long term.



One caveat: Option 1 will mean some change in flow of patients to WRH. The
CCGs would also need to check that other providers would be able to cope
with an increase in flow. If Option 1 is the ultimate solution, this will result in
some spare capacity at AH, thereby allowing some of Option 2 to enter in with services provided by an alternative provider. No estate should be left
unused – if other providers could rent space, then why not?



Under Option 2, specialised services patients from Redditch would move
North, not South to WRH. This could lead to fragmentation and create IT
issues. No evidence has been heard from UHB FT, so the Panel has been
unable to make a wider judgment..



Option 1 will benefit the population of Worcestershire as a whole, including
Redditch and Bromsgrove.



Emergency Surgery may currently be provided “on the doorstep” in Redditch,
but outcomes could be better if provided at WRH under Option 1.



WAHT is currently providing a high quality of care, having already centred
most specialist care at WRH with satellite services at AH. The Panel has
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heard from many clinicians across WAHT. Option 2 would lead to services
deteriorating for Worcestershire as a whole.


More work around Keogh-compliance is required for ED.



It makes perfect sense for training to be provided in larger units. Many
specialties have already done this, the rest will follow.



Option 1will lead to better-integrated services. Geographically, looking at
Worcestershire as a whole, it is difficult to argue with Option 1.



There is a concern for the future of specialist services if a large amount of the
Worcestershire population is removed under Option 2.



It is not known what cost an alternative provider would expect to be paid over
and above what is already being paid for the services provided at AH. Would
another provider bring a wider range of service than expected to make this a
viable and sustainable proposition to them?



Loss of income from tertiary services could have an adverse effect on the
whole County.



Option 2 brings no service benefit, but poses considerable adverse impact.



Another secondary or tertiary supplier of services in Redditch would cause
disruption to the current range of services which have been built up over the
years. Is there an advantage to Option 2? Possibly keeping services local to
Redditch, although an alternative provider would face the same issues - the
issues won’t simply go away, but would be inherited.



Option 1 is supported. Reconfiguration (with appropriate communication and
information to staff) is required to take obstetrics and paediatrics to the next
level. These are well-developed services. The case for change for maternity
is about recruitment and safety. SIs is a weaker argument for change, as you
would potentially see similar in other localities.



The Paediatrics case for change is about recruitment. There is some concern
re the complexity of PAU pathways (e.g. the scenario of the “blue baby”),
which creates a headache for implementation.



The Panel’s draft Statement regarding Paediatrics and Obstetrics is based
upon guidance from the Royal Colleges. The problems being experienced
locally are consistent with national problems relating to manpower. Smaller
units, in particular, are struggling.



Royal College advice is about amalgamating units to maintain expertise,
provide training and excellent care. Option 2 does not solve any problems –
there are no spare Paediatricians.
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Clearly from the Panel’s discussions, the retention of Paediatrics is essential
for other services, i.e. for A&E.



A decision has to be that inpatient Paediatrics is centralised at WRH. The
status quo is unsustainable. Option 2 is wholly unsustainable in any form –
money will not solve Paediatrics as there is simply not the staff available.



The numbers of children requiring complex care is tiny - too small to support
inpatient Paediatrics at Redditch.



Option 1 is the only one that works in terms of viability and sustainability although the Panel is not sure it works completely. An MIU will see children,
but without an ED, these patients are more likely to become inpatients.



There needs to be community support for Paediatrics. Health Visitors will be
required on site to push the care back into the community.

“OPTION 1B” could look like…..


An MIU with no PAU but community Paediatric nursing and an outpatient
department. Care would be pushed back into the community, with support
services for the deprived population. A consultant based model for both sites
won’t work.



Remove the AH PAU and provide an expert consultant rota to inpatients and
outpatient department plus training and support.



Invest in community Paediatrics.



In Option 1B – could have an ED that doesn’t take Paediatrics. Or just an
MIU – Adult only



No concerns have currently been presented re staff in ED. There is an
argument for reconfiguration following the loss of Paediatrics and Obstetrics.
Junior doctors like going to Redditch for ED experience.



ED – to become an Emergency Centre, 24hrs per day. Challenges with
staffing. Would support the MAU.



Major emergency surgery needs to leave Redditch now.



Too many variables – a unit like KTC wouldn’t work in Redditch. Urgent Care
Centre?



Adult-only 24hr ED? Still need to remove surgery.



Transport emergency surgery to a centre of excellence.
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Model for surgery does work, but very busy at WRH – general surgery /
different staffing model; current staffing: five consultants (two to retire), two
locums and one vacancy.



These are just some initial, disjointed thoughts: it would be interesting to hear
from other clinicians (e.g. diabetes / respiratory) to hear another argument.

Bottom line: Option 1 is the only sustainable service model.






If the MAU is not staffed by A&E doctors but the consultants there are the
‘-ologists’, they will admit more patients and thereby create a bottleneck. If
staff grades are running the centre, patients will be transferred to WRH.
Capacity in Option 1 could go into MAU instead of MIU; safe staffing without
an ED – Solihull moved to an MIU with a GP assessment unit and MAU.
Panel has not heard from geriatricians – there is an ageing population. Is an
MAU caring for the frail elderly an MAU or elderly care facility? Short-term
care with a view to discharge isn’t really an MAU. There is an elderly care
unit at KTC. Are there efficiency concerns?
Elderly care would form part of the MAU.

Summary:
Consensus: major acute general surgery at Redditch requires urgent attention and is
not sustainable
ACTION: HSMR at AH; data is required from the Trust for the Panel to review
Do CCGs know about the HSMR concerns?
ML had previously visited the Redditch site regarding the emergency general surgery
issue. The data was not shared but concerns had been made clear. The problem will
not go away. What if the Royal College of Surgeons’ Report iscritical? Paediatrics
are not sustainable (due to safety and staffing) and nor is maternity (due to staffing).
Simon Angelides noted that an Integrated Impact Assessment (IIA) is currently being
completed. The CCGs are undertaking this as a statutory requirement. The IIA
includes “heat maps” showing where people are travelling from at Redditch.
Transport will undoubtedly be one of the areas of concern to be discussed through
public consultation.
Maternity: MLU at Redditch? There are examples available from around other parts
of the UK, covering 20% of the population. CCGs and Trust may be willing to explore
this option, although there has been a bad experience with the Wyre Forest Birthing
Unit which closed due to poor pathways. Patient choice about place of birth is
important, as discussed in the maternity and midwifery Panel session. It would be for
the clinicians to explain why this couldn’t happen.
Consider evaluating an MLU?
The Panel will want to raise this with the Trust and CCGs.
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ACTION: Consider the possibility of exploring during an informal discussion
before 3 December a fully functioning Redditch MLU with community
paediatrics plus GP Urgent Care Centre 24/7 plus an adult-only A&E. Then
have a sustainable admissions unit.
If WRH reconsider – would there be CCG / public support around a model like this?
Feedback to WAHT Clinical Team
The following key points were noted:


Due to the divergence of HSMR rates, major acute general surgery at
Redditch is not sustainable.



Making additional money available for Paediatric staffing will not work.



Option 1 is broadly supported.



Option 2 is not supported; this would cause damage and fragmentation of
services and loss of interdependencies (e.g. vascular).



Patient choice is key



There is no understanding of what services an alternative provider would offer
under Option 2



An alternative provider would still have the same issues at Redditch that are
already present.



The Trust should seriously consider the recommendation to work up a
proposal for an MLU.



There are concerns re paediatric safety and the sick child. Training would be
required for a GP-led Urgent Care Centre and ambulatory care personnel.
Enhanced care in the community could reduce the acute flow.



Serious consideration should be given to patient and ambulatory access
across the County. The Trust would be advised to carry out a piece of work
and work with the councils to put forward the case to increase the bus
services.

ENDS
Feedback to Clinical Sub Committee
The Panel were joined by the following members of the Clinical Sub-Committee:
Anthony Kelly
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Mari Gay
Jo Galloway
Jonathan Wells
Simon Trickett
Simon Hairsnape
Mark Wake
Graham James
Karen Kerr
NB advised the group the Panel had today taken the opportunity to have a short
discussion and develop a sense of direction, following the presentations from the
WAHT clinical teams. Not all points however had yet been explored in great detail,
and the Panel’s initial findings are still subject to change.
The following key points were noted:


The status quo is not viable, nor is it sustainable for the future



There is a concern re HSMR rates for selected Emergency General Surgery
procedures at Redditch which requires immediate attention.



Observations show there are safety and staffing issues which will not be
solved by money. It was noted that recruitment initiatives had been
undertaken without success, and other localities were similarly struggling to
recruit.



Option1:
 Is broadly supported by the Panel, although the proposals require more
work (e.g. ED, MAU and PAU)
 There are concerns around changes to flows of the Redditch and
Bromsgrove population, which would lead to other providers having to
pick up the out-flows.
 There is an opportunity to free up estate and make an offer to
alternative providers on the Redditch
 There are concerns about how a PAU would work with an MIU on site.
Would patients be admitted without an effective ED filter? The same
concerns were raised re the MAU.
 A 24/7 GP-led Urgent Care Centre would be an excellent idea, with the
correct training for GPs and Ambulance personnel
 The Panel felt that an MLU at AH should be explored for greater patient
choice (Wyre Forest was recognised as a poor example but there are
other standalone units providing more positive examples)



Option 2:
 Would see substantial damage to the Trust and its ability to deliver
services, and could make services inaccessible across the rest of the
County.
 Would lead to loss of inter-dependencies
 The capacity of an alternative provider is unknown; but this Option
would be bad for Worcestershire as a whole
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 No detailed modelling is available
 The Panel will provide its opinion about Safety and Sustainability only
 There are concerns about outflows of patients from Redditch


The contents of the joint Councils’ report was noted by members of the Panel
- particularly in respect to public transport. It was suggested that the CCGs
and local Councils would need to work together to improve transport between
AH and WRH.

ENDS.
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Arden, Herefordshire & Worcestershire Area Team
Notes of the
Indpendent Clinical Review Panel
(The Future of Acute Hospital Services in Worcestershire)

Day 3
Panel Attendees:
 Nigel Beasley (Consultant ENT Surgeon and Co-Chair) Nottingham University
Hospitals NHS Trust and East Midlands Clinical Senate – Chair
 Adele Dean (Head Nurse - LTC, Obstetrics, Neonates), West Midlands
Ambulance Service NHS Foundation Trust
 Adrian Canale-Parola (GP Principle), Coventry & Rugby CCG
 Cheryl Sherratt (General and Paediatric Nurse), NHS England Shropshire and
Staffordshire Area Team
 Chizo Agwu (Consultant Paediatrician and Clinical Director of Paediatric
Services), Sandwell & West Birmingham Hospitals NHS Trust
 David Hughes (GP and Clinical Lead), North Staffordshire CCG
 Don Milligan (Consultant in Haematology), Heart of England NHS Foundation
Trust
 Elizabeth Allen (General Nurse and Midwife), Consultant at Birthrate Plus and
Bank Midwife at Tommy’s Charity
 Iain Lennon (Consultant in Emergency Medicine), Derby Hospitals NHS
Foundation Trust
 James Davidson (Consultant in Emergency Medicine), University Hospital
Coventry & Warwickshire NHS Trust
 Kieran McCormack (Clinical Director for Quality and Improvement / GP
Principle), Shropshire CCG
 Mary Montgomery (Clinical Lead), Birmingham Children’s Hospital NHS
Foundation Trust
 Michelle Brotherton (General Manager for West Mercia), West Midlands
Ambulance Service NHS Trust
 Nick Sherwood (Consultant in Anaesthesia and Critical Care Medicine),
Sandwell & West Birmingham Hospitals NHS Trust
 Paul Wilson (ENT Surgeon), University Hospital of North Staffordshire NHS
Trust
 Rob Cooper (Consultant in Public Health Medicine and Associate
Postgraduate Dean (Public Health), Health Education West Midlands
 Roger Kockelbergh (Consultant Urological Surgeon), University Hospitals of
Leicester NHS Trust
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In Attendance:
Martin Lee – Medical Director
Richard Hancox – Assistant Director (Clinical Strategy)
Carol Reece – Programme Manager (Clinical Strategy)
Jag Tomlinson – Programme Manager (Clinical Strategy)
Lonnie Blankley – Senior Admin Support (NOTE TAKER)
NB Opened the meeting and welcomed all members.
An early DRAFT Report was circulated to the Panel today and contains initial views
and recommendations. The report has been modified slightly by the Chair, but
remains very open for discussion. A discussion will take place on each area in order
to achieve broad agreement.
NB added that if there are any specific concerns as a Panel, it is important these are
addressed before the Report is made public. It would be important to ensure full
Panel support to any recommendations which are made; and there should be clarity
around each recommendation and a clear evidence base. The Emergency Care
Report recently provided by Sir Bruce Keogh provides some clarity but lacks
absolute detail. The Keogh Report, however, needs to be taken on board regarding
any recommendations made in respect of the ED. There is an opportunity for the
Trust and CCGs to make clear what is meant by an Emergency Centre.
Introductions were made around the table.
Session 1
NB advised the meeting that a conference call had been held with WAHT on 25
November 2013 following Panel Day 2 regarding the Urgent Care Centre model and
how this may work.
The Keogh Report does not anticipate closing any EDs as part of his review.
Redditch and Bromsgrove have always spoken about retaining certain levels of
emergency care on the Alex site to prevent flows going in to Birmingham. It is clear
that Birmingham have no capacity to take emergency, children and women.
The Trust has communicated that senior clinicians will be running the unit but we
have not defined what/who these are. Further clarification is required from the Trust.
The emergency department have said that they can’t run the department without
paediatrics or obstetrics on site; so as a Panel we said: why not run an adult-only
emergency department?
A Panel discussion ensued and the following points were discussed:
WMAS has conducted an audit and confirmed that circa 47% of patients are treated
on site and 53% taken to ED. Ambulances are often used as a taxi service for
maternity care. WMAS is working towards having a more highly skilled workforce,
including advanced paramedics. Monitoring of nursing home calls also takes place,
identifying frequent users. It is also noted that “confirm and challenge” days are
carried out with crews – where they are challenged by GPs as to whether the patient
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really needs to be seen in A&E. The last confirm and challenge day was three weeks
ago, and only one patient was deemed not needing to be seen at A&E (this was a
GP-referred patient).
Moving forward, GPs will do a better job in keeping patients in the community and
there will be big shifts in supporting frail elderly patients at home.
Redditch & Bromsgrove CCG had confirmed that GPs in their area have not been
asked to run a GP service at the AH, therefore the Trust would need to employ GPs
to staff such a unit.
It was noted that over the last 2 weeks, WRH have been Red “RAG” rated every day
in regards to four hour A&E waits.
Paediatrics
Concerns were noted from WMAS regarding transport and clinical intervention if the
number of sick children requiring to be transferred will increase.
Centralisation provides an enhanced, safer model at the WRH site. The public may
be less interested in whether a service is sustainable than whether it is accessible
locally at AH regardless. Messages to the public would require careful management,
particularly during a transition stage.
The PAU will be open for 12 hours a day during the week and 8 hours a day at the
weekend. The Unit would accept admissions from the nurse-led MIU or the GP-led
UCC but would not accept children via ambulance. Patients walking into a PAU
would need to be triaged along with the GP referrals that would be triaged on the
phone. The hospital would really need to have its own transport system with planned
transport times. The Panel recommendation is to support this model, but with triage
capability - and diverts of sick children to Birmingham or Worcester if needed.
An in-house ambulance could operate to transfer children at certain times of the day.
The ambulance would be staffed by trained technicians and used for patients who
need a longer length of stay than 23 hours. Children would be stabilised prior to
transfer, so there would never be a need to rush a patient transfer and, if needed,
nurses and / or a doctor will travel with the child. When the transport is not being
used for the transport of children it could be used to transfer surgical patients
between sites.
A consultant, middle grade and lower grade staffing model has been described for
the PAU, with the consultant seeing patients in clinic during the mornings. It will be
important to take advantage of experience from successful PAUs.
Currently, the Trust receives six admissions a day, of which three are in for less than
a day and three stay longer. Patients may walk-in via the MIU or Emergency Centre.
To reduce “bounce back”, the use of hospital at home paediatric nurses should be
considered. This could be by home visits or by phoning and speaking to parents for
advice and reassurance. The biggest issue is providing a clear message to the
public particularly around opening hours. The aim is to make clear that WRH is the
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children’s hospital for inpatients and not the AH. Anyone in ED is able to stabilise a
sick child.
Consultant-led Obstetrics and Gynaecology – are they sustainable?
This is not viable unless outpatient ante-natal care is provided 7/7. Ante- and postnatal services would need to be maintained locally for high-risk patients. They will
not mind travelling for delivery, but checks need to be local.
No panel members were in favour of having a consultant-led service at Redditch.
Midwifery-led unit
It is important that options and choice are available. The issues in Kidderminster are
well known and there is a need to be able to demonstrate safety. It is important for
women to have this option. The other issue is transfer rates: currently there is a 15%
transfer rate, with most transfers for women with a failure to progress in labour and
requiring a blue light transfer. More work is needed for the public to have an option
and to have clear pathways and consequences and risks made clear (the same
messages that are given re home deliveries). The capacity issues at WRH would
need to be addressed if there was no MLU in Redditch, but flow would potentially go
outwards - MLUs give inward flows
A good example is the Shropshire MLU which is linked to consultant-led obstetric
services, thereby providing a safe and sustainable model. An MLU may encourage
midwives to go and work there.
Emergency Care
Acute general surgery in Redditch faces an imminent problem, the CCGs and Trust
may need to reconfigure this service more promptly, prior to full public consultation.
Minor injuries would need to be managed well - a nurse-led MIU and GP-led Urgent
Care Centre could manage low- to medium-risk cases. They will have the necessary
critical care at AH to stabilise patients prior to transfer. There are bound to be some
patients that don’t fit the criteria. An MAU cannot run without an ED on site, and
there are concerns that the WRH site cannot take the additional flow. A robust
screening system would be required at the front door - however that starts to feel like
an ED. Patient safety is paramount and the public needs clarity as to the service
provided.
It is critical to signpost ambulances to the right place of care, and the simplicity of
message to the public is equally so. Branding, and message, alongside the issue of
transport are all important
Session 2:
Presentation by Michelle Brotherton, WMAS
There are 2 hubs in the Worcestershire area, located in Bromsgrove & Worcester;
each is a base for double-crewed ambulances. Advanced paramedics are also
located within Local Communities.
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WMAS Ambulances have been realigned into hubs and “make-ready” stations. This
ensures that ambulances are available and ready to deploy without crews needing to
check their vehicle safety levels, but only having to check the availability of controlled
drugs prior to deployment on the road. A number of standby positions and response
posts are available for crews. There is a status system plan, based on every hour of
the day and day of the week, which identifies which crew are available and close by
to respond to the next emergency call.
There are 21 double-crewed ambulances available in Worcestershire, seven Rapid
Response Vehicles at community stations plus two cars in Bromsgrove and three in
Worcester. An Emergency Community Paramedic is operational on a twelve hour
shift rota (12 til12). Overnight there are nine double-crewed ambulances available of
which seven are in community stations, plus one 24 hour car in Worcester.
Conveyances to Redditch (July 2013-June2014) are over 10,000, with approximately
17,000 going to WRH. (Stroke and PPCI are only received at WRH).
WMAS is currently below performance target on “red” calls (the target is 75%
response within 8 minutes; WMAS is achieveing73.5% at present).
A summary of potential impacts of hospital reconfigurations might include:
 affects patient safety & experience
 delayed attendance and conveyance
 can affect ambulance performance targets
 financial implications
 impact on current mode of operation
 increased job cycle
The conveyance time between AH and WRH is approximately 34 minutes.
If no ED is located at AH, there is a risk that local ambulance resources would be
drawn away for longer periods of time during conveyance to WRH; therefore
resources would be required to be sent from other areas to cover.
If a call is received for deployment to a maternity case and is despatched as birth
imminent: two double-crewed ambulances are conveyed as there are two potential
patients (i.e. mother and child) that would require treatment.
Ii is important to note that all cars are rostered with paramedics – most of whom are
advanced trained.
66% of the ambulance workforce in Worcestershire consists of paramedics. There is
usually one paramedic rostered on each ambulance crew, although on occasion
(due to staff sickness) there might be two technicians.
Delays are deemed high risk by WMAS: there have been twelve SI’s in the last year;
including three delays where there were not enough ambulances available (in
Shropshire).
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In the past, WMAS has not been included within reconfiguration planning until the
last minute. It was therefore suggested that the Trust and CCGs should be asked to
include the ambulance service in their discussions from an early date.
The reconfiguration proposals in Worcestershire may lead to a rise in 999 calls.
There is also a large amount of deprivation in the Redditch area which gives a
potential for further increase in demand. If AH is no longer able to receive
conveyances for ED, there will be a transfer of activity to WRH.
Four hour A&E targets are being missed at WRH, with ambulance handovers often
taking 30 minutes. A HALO team is available to help deal with the capacity issues
and ambulance turnaround times, which sometimes results in management of
patients in corridors on spare WMAS stretchers. The number of hospital diverts over
past three months has also increased and patients from Worcestershire have been
conveyed to AH due to the need to balance out hospital capacity and demand.
Following the previous changes at Kidderminster, four additional ambulances were
required to be added to the fleet. There are further impacts from such change on
recruitment and staffing as well as fleet and maintenance requirements.
The Stations are currently aligned to patient flows; there could be a requirement for a
bigger estate to manage the reconfiguration proposed; as well as roster redesign to
accommodate changes in conveyance rates.
A Q&A session followed and the following points were noted:




It was confirmed that following NHS 111 introduction there had been spikes in
demand for ambulance services. If NHS 111 feel an ambulance is required
this shows on the despatch system and an ambulance is despatched. Only
40% of NHS 111 ambulance call outs however require a patient to be
conveyed to ED.
There was concern whether WRH would be able to cope with the demand if
workload increases. There are already delayed discharges from critical care
back to the wards, raising a question about the activity and demand
modelling.

Action: Data was requested from WAHT on Length of Stay



Option 2 limits the Trust’s availability to move other services out to another
site.
It was discussed whether WAHT could create an in-house transfer system to
militate against the two biggest risks: sick children and acute general surgery
(i.e. in both cases sick but stabilised patients who are fit for transfer); and
noted that this would need to be commissioned by the CCGs. There was a
specific request, however, to include WMAS in any discussions between the
CCGs and WAHT regarding transport.

West Midlands Maternity and Children’s Strategic Clinical Network SCN)
Members of the Panel were joined by the following representatives from the SCN:
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Anna Morton
Mary Passant
Rob Gornall
Alison Bedford-Russell
Kate Burley
NB welcomed members of the SCN to the meeting.
Maternity & Children’s SCN
It was noted that Worcestershire had previously had the highest peri-natal mortality
rate in the Country, although more recently the service had seen significant
improvements. The Worcestershire review is seen as providing an exciting
opportunity to “raise the bar” for maternity and children’s services, and it is important
that this opportunity is not missed.
Based on an ipsos mori poll, the population are not in favour of stand-alone MLUs,
and therefore women may not use them. The preference is for a co-located unit or
for women to deliver at home. As an example, the cost at Sandwell and Solihull
MLU is upwards of £3,000 per delivery; and is not meeting what women want in the
view in the SCN.
Cancer SCN
It was discussed that an alternative provider under Option 2 has the potential to
damage services - for example, urological cancer services and haematology for
leukaemia care.
There needs to be a look at the local population - not just an artificial Worcestershire
boundary. Looking to the future, larger population-bases will be required to provide
cancer services. E.g. London currently has eight providers for urological cancer, and
it looks possible that this may go down to just two.
A small population-base can also destabilise other services as the specialist services
become unsustainable. If the population of Redditch and Bromsgrove is removed,
the service would not be sustainable; patients would flow out from Worcestershire.
SCNs are in the process of carrying out reviews of specialist services.
A Small change (i.e. 200,000) in population can affect a unit’s IOG-compliance.
For Urology, there are a number of established centres around the Country, but
others where options to meet IOG standards remain open for discussion.
Patients are seeking out centres with robots, and although they are a loss leader
services will buy them if this will attract patient flows.
Population-base requirements are increasing, but it is important that patients receive
IOG-compliant services.
A Q&A session ensued, and the following points were made:
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Maternity services
In terms of establishing women’s views, ipsos mori is very important. Although an
MLU is not generally a first choice, where it is chosen most women would opt for colocation with a consultant led unit. Stand-alone units can work however, provided
robust risk management and clinical governance processes are in place.
It would be important to understand where women would go to if no service is
available in Redditch. Would this group of women by influenced by the experience in
Kidderminster?
Modelling work in respect of the MLU in Solihull included asking women where they
would choose to deliver. Women said they would choose a unit based on the
reputation rather than travel time. There is a co-located unit at Heartlands and
women are not choosing to go to the stand-alone unit in Solihull.
Birmingham Women’s Hospital is currently undertaking a project looking at the future
demand for services, and a business case needs to be on the table by the Summer
of 2014. It is predicted that activity may grow from 7,000 to 10,000 births, so this is
an important project. The activity from Redditch could potentially be accommodated
by this planned service expansion at BWHCT, so it will be important for the
Worcestershire CCGs to engage in this planning. The Quality Improvement Team
will be carrying out capacity reviews across the whole of the West Midlands.
It is important that women have a choice of delivery at home; in an MLU or in an
acute obstetric unit. The Shropshire and Wales models work well; women will tell us
if they will use the service.
The Panel needs to make a clear recommendation that the CCGs should at least
explore the option of a MLU with the local population.
It was discussed by the SCN however that the Solihull stand-alone unit was
produced at the cost of £ millions, but women are now choosing to go to a co-located
unit. In fact, women are happy to bypass the stand-alone unit to go to co-located
service with close proximity to emergency care. Following a very strong message
given by the Solihull population for an MLU; 2 years later this has become a “white
elephant”.
It was also noted that a review of the Shropshire MLU had been undertaken due to
governance issues. The unit works well for low risk delivery; but further work is
required to make the systems more robust.
The challenge is that each area is totally different, and the populations are so varied
across the West Midlands.
To run an MLU requires highly skilled staff.
Capacity needs planning. The VITA project at BWH includes a planned expansion by
25% of consultant-led services. Project VITA emerged from a project looking at
capacity across Birmingham.
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Paediatrics
Royal College of Paediatrics and Child Health guidance suggests there is a piece of
work to be carried out locally.
Until 10pm at night, children can be brought in to the PAU; although the PAU will be
accessible only via MIU or GP referral – there will be no walk-in patients. At AH,
however, there are only 450 presentations via GP and 9,052 that have not come via
the GP; therefore this argument is flawed. These 9,000 children could be seen by a
GP with the right Paediatric skills. PAU is a good concept; although it is quite
expensive and not quite as effective as an inpatient service. This will require close
monitoring and auditing.
The SCN noted that they had appointed a GP to help with their reviews.
In summary:
The Panel view is that inpatient Paediatrics at AH is not safe and sustainable,
although the transfer issues need to be worked through.
There are some good examples of PAUs, but this service will needs clear
signposting and appropriate triage.
A consultant-led obstetric service at AH is not safe and sustainable.
The CCGs’ views re MLUs are important. The CCGs also need to feed into the
capacity planning work at BWH. It is imperative not to repeat the experienced of the
Kidderminster Birthing Unit .
Of 400 women, only 60 said they would go to a stand-alone MLU, but half to a colocated MLU. Formal public consultation may be required, focussed on the choice
agenda for pregnant women.
The Panel has no clear view re emergency care. Further discussion is required.
There is a concern about taking away the ED at Redditch where there is no inpatient
Paediatric service. Is the service safe and sustainable for receipt of walk-in patients?
The required population-bases for cancer services are up for review. Future service
sustainability will be based upon larger populations. Clinicians are aware of these
upward trends aimed at improving outcomes.
The Panel supported the recommendation to transfer the Acute General Surgery
service to WRH.
Session 3
Peter Fryer (PF) – Public Health, Worcester County Council
Public Health is broadly supportive of the direction of travel, given that the review
process is now clinically-led. There has been a concern that over the last 2 years a
process has been underway with no clear outcome. From the population health
perspective, Options 1 or 2 have no significant difference.
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The main drivers are Obstetrics and Maternity services, as population numbers are
insufficient for providing a sustainable service. Once those services go, A&E
becomes more challenged. A&E attendances per head of population are higher in
the Redditch area. Community-based services in Wyre Forest are much stronger
since the hospital redesign, and the Public Health view is this as generally a good
thing.
The Wyre Forest (Kidderminster) maternity unit was a half-way house and saw a
spike in peri-natal mortality rates. Once this service was removed, the spike went
down. If something is to be provided it must be provided properly and be properly
resourced.
Option 1 would seem to be the Option with a quicker implementation time, and it
appears the only difference is that of time between Option 1 and 2.
The evidence base shows that having fewer, larger hospitals is the way to go. This
frees up financial resources that could be used to generate community-based
services.
A Q&A session ensued and the following points were discussed:
There is a risk that Option 2 may reduce specialised services in Worcester due to a
reduced population base served. This would incline to support Option 1, although the
numbers are unknown. Services for the under 65 are at greater risk.
It is almost impossible to state a preference. Under each Option, services are very
similar. Travel direction is different as Redditch looks north to Birmingham, although
south Redditch goes towards Worcester. Public Health has no view on the patients’
view.
GPs in primary care offer a lot more access to services. Further information on
service availability can be provided, if required.
There are no major socio-demographic differences between Redditch and Wyre
Forest. Birth rates have remained fairly stable. The Redditch population is younger
and birth rates higher.
CHD mortality over the last 20 years has come down in all areas of Worcester.
Option 2 offers a threat for Worcester acute as it reduces the size of the hospital and
there is potential for further changes.
It would be hoped that as Public Health is now part of the Council it could influence
transport issues; although it is still in the early days of being located in the council.
The Worcestershire “Well Connected” Programme - presentation by Simon
Trickett
The history of the “Well Connected” programme is linked to the work that is being
carried out by the Independent Clinical Review Panel. McKinsey came in and
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showed that ED admissions were low but could be improved compared to the very
best.
The next steps of the programme are to make sure that the enablers within the
project remain important. The Integration Transformation Fund is now driving
conversations between health and social care partners.
A Q&A session ensued and the following points were discussed:
2011/12 was a quiet year and admissions to A&E fell by 11%. Figures to date this
year seem to suggest we are heading for another fall.
If another provider was introduced in North Worcestershire, the boundaries would
change along with the complexity. The integration agenda in the community and
primary care model is becoming more important and this would present greater
complexity of pathways.
A panel discussion ensued re specialised services and the following points
noted:
The majority of specialised services are provided at the Worcester site.
Until this morning it was fairly clear that Option 1 was the only way to go and
anything else would make Worcester unsustainable based on the population driver.
It appears, however, that the population-base requirements are likely to increase
further. Over a period greater than 10 years we cannot be sure that Option 1 would
remain sustainable, but in the short-term Option 1 is preferable.
IOG figures that were set 10 years ago have not yet been achieved. We have to go
with what we know now, rather than what we might know.
The national Clinical Reference Groups will produce recommendations and things
may change. We cannot, however, pre-empt what these future changes may entail.
Option 1 allows WAHT and the local population to be included in these
conversations.
NB noted that a DRAFT Panel Report with an initial draft structure had been
circulated to the Panel Members. Appendices will be included that include minutes of
these meetings. Suggestions were sought from the Panel on other
recommendations to be made.
The Panel was then asked whether any members had any comments on the DRAFT
Report and its structure, which would be picked up in the next session.
Session 4: Panel Discussion to finalise opinion and recommendations
NB highlighted that there was a need to focus particularly on Paediatrics and the
Emergency Department at AH.
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Two scenarios were proposed for the Panel to discuss in three sub-groups. Scenario
one consisted of a single mum with two children, one 18 months old and the other
three years old, with the 18 month old child being unwell. Scenario two consisted of
an 83 year old lady being found by her daughter collapsed on the floor in the
morning. The sub groups were asked to describe the services that would be
available at the AH and WRH sites for both scenarios.
The views of the three groups were:
Group One:
The group felt that there should be an adult-only Emergency Department (ED),
nurse-led Minor Injures Unit (MIU) and GP-led Urgent Care Centre (UCC) on the AH
site with a full ED on the WRH site.
It was noted that the development of community services would also be required,
including “hospital at home” for children, within the list of services available for
referral from NHS 111.
The group thought that Option 1 was the best option with “beefed-up” community
services.
Group Two:
The group felt that a stand-alone MAU at the Alexandra Hospital site would not be
safe and that emergencies should not be sent to the AH site.
It was felt that only GP transfers via ambulance could be made to an assessment
unit.
No conclusion was reached on the emergency physician rotation on the WRH site.
It was believed that the release of staff resource from the AH site would give more
staffing at the WRH site.
Group Three:
The group felt that a child could be sent to a Paediatric Assessment Unit (PAU)
during the daytime or to a GP-led Urgent Care Centre to be treated.
There are concerns about capacity, and WRH receiving more ambulances. The ED
at WRH has failed to meet the four hour targets for ED on a number of occasions
and has been highlighted as red RAG-rated for this target. Additional ambulance
conveyances will therefore have a significant impact on performance.
It was noted from the Kidderminster reconfiguration that if you withdraw a service
completely new models will develop.
The group was nervous about undifferentiated patients presenting to acute medical
physicians within an AMU.
Further discussion ensued:
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Robust modelling is required: under Option 1, 25% of attendances (15,000 patients)
will go to WRH. Patients who are very ill and need to be transferred will be
transferred via ambulance.
The view from the Trust is that the current ED problem relates to patient flow.
Birmingham are keen to avoid the patient flows going north.
A Welsh review has highlighted that PAUs are co-located with an inpatient unit or an
A&E (or both). Most children that access the Sandwell PAU for example are walk-in.
There needs to be a filter somewhere.
There are key differences between an UCC with a MIU and a Medical Admissions
Unit (MAU) with Emergency Medicine Physician Support. If you have emergency
ambulances going to a site you will need an ED there. Potentially, any women under
55 years will be a risk presenting with abdominal pain. You could put in a GP to
either manage frail elderly patients or keep them at home to be seen by someone
within the community.
75% of admissions will be medical admissions. A downgrade from an ED to an UCC
with a MIU would need to be based on robust arguments. There are 8,000
admissions of which 6,500 are via ED. Option 1 could be recommended in the
medium-term but Emergency Physicians would need to be involved. It takes over 30
minutes to drive from the AH to WRH.
Capacity issues are significant: approximately 40 out of every 500 patients are not
meeting the four hour ED target. Birmingham cannot cope with the extra patients.
Removing capacity at Redditch is not a viable option. This needs to be taken into
account.
Redditch can never be an ED that deals with everything. If AH is an Emergency
Centre, then it needs all of the basic services as well. There will be a high volume of
pregnant ladies and abdominal cases.
A message needs to be conveyed to the public that inpatient children’s services and
consultant-led maternity deliveries will not be available at the AH.
We are considering two models of emergency care. Model one is where patients are
taken via ambulance to an Emergency Centre which differentiates patients; and
model two is where patients are taken elsewhere via an ambulance.
It may be possible to provide an “adult-only” Emergency Centre at the AH; if we
suggest this, it will be a pilot – one of the first in the country. We could recommend
this option is investigated. There needs to be publicity regarding what happens to
children.
The integration of primary care and secondary care is in its early days. Worcester
has received additional funding and they are minded to move services into the
community. They will be looking at pilot sites regarding partnership working.
An Emergency Centre at AH could be integrated with NHS 111. The Centre would
see and assess and resuscitate patients (though not including children as a
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Paediatrician will not always be on site). You will always get paediatric walk-in
patients, and Paediatrics is part of a doctor’s medical training: e.g. around 5,000
children are seen at the Queen Elizabeth (QE) Hospital in Birmingham even though
it is an adult-only ED.
GPs need to be involved with this. They will cap 90% of patients who turn up.
NB confirmed agreement amongst the Panel, as follows:
 There should be an Emergency Centre at AH with Emergency Physicians that
will include a MIU, UCC , and links with NHS 111 and community services
 Children (clearly defined) will go to the MIU. If seriously ill, ambulances (via
protocol) will take them elsewhere.
Feedback to the Clinical Sub-Committee
NB introduced Healthwatch who informed the clinical sub-committee that they were
impressed with the Panel review process which was both positive and open. It was
also noted that there was clear concern for patients and that the panel was open to
challenge.
The clinical sub-committee were advised of the following key points:
Presentations had been given and discussions have been made. The key elements
of the proposal go back to the Joint Services Review (JSR). There are some areas
which are clear, some which are not and one area which will be innovative.
Paediatrics
 In relation to safety and sustainability the Panel does not feel that an inpatient
paediatric unit at AH is an option. The Panel does not think that any provider
could provide this.
 Transportation of sick children is a significant issue.
 There needs to be reassurance to staff regarding jobs.
 The panel is supportive of a PAU being established.
 There is concern over the staffing level for the PAU model proposed by the
Trust.
 The population could identify with a “Worcestershire Children’s Hospital”.
Obstetrics and Gynaecology
 Obstetrics and Gynaecology is not sustainable without an inpatient paediatric
unit.
 The panel has heard of some good examples and some not so good
examples of MLUs. Some models are standalone, some are co-located; both
of which can work well. The panel does not however have a strong view, and
felt that this option should be tested by the CCG with the local population.
Acute General Surgery
 At the Alexandra Hospital site there are concerns regarding higher mortality
for a selected range of emergency general surgical procedures, which needs
to be addressed urgently.
 There will be an impact on other services if this service is taken away.
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 Good transport is needed.
Acute Medical
 The panel has concerns about a stand-alone MAU with undifferentiated
patients arriving via ambulances. Currently 8,000 patients are admitted, of
which 6,500 are via ED. Acute physicians will end up becoming Emergency
Physicians by proxy.
 The alternative is a Medical Admissions Unit where the patients will not go to
the AH site but to WRH.
 With the MAU, older people’s access is an issue.
 The main concern with the MAU is that it will receive undifferentiated patients.
Urgent and Emergency Care
 The definitions within the Keogh report are fluid.
 There is an opportunity for WAHT to establish an Emergency Centre at the
AH to deal with adults, closely linked with community services, NHS 111 and
working in parallel with the UCC and MIU
 You could bring GPs into ED where they will work like an ED clinician
although there are reservations about this.
 There are three big factors i.e. access, quality and capacity.
 Worcester is struggling to meet the four hour waits for ED, and the Panel is
concerned about the number of patients that would be arriving at WRH.
 The panel is aware that UHB do not want more patients arriving as they are at
capacity.
 The key driver is to keep patients in County.
 The panel understand that we are defining something new. This will be about
assessing, initiating treatment and transferring patients.
 The panel chair is happy to have the conversation with Professor Keith
Willetts regarding the support required. The Keogh report states that the
national review of emergency care reconfiguration is not about closing EDs.
 There need to be “beefed-up” community services to help stream patients so
that they can stay at home. An Emergency Centre must work with community
services.
Cancer Services
 Populations may change.
 Cancer services are moving to treat larger populations.
 The Panel favours Option 1, as this allows Worcester to remain in the
conversation regarding the longer term provision of cancer services.
 With Option 2 the Trust will lose the services.
 There is a need to define the model further.
A discussion with the Clinical Sub-Committee followed and the following points were
noted:


The Trust is extremely grateful to the panel regarding the time and expertise
that has been provided. The Trust is relieved regarding the approach to
specialised services. The Trust is interested in the innovative approach
regarding the ‘front door’. The comments made about paediatrics and
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obstetrics are understood. They are pleased that quality and safety is high on
the agenda.
The CCGs are pleased that the Panel has taken into account the access
problems and looked at patients aged over 65. There are concerns regarding
the four hour waits at the Worcester site. They have read the Keogh report
and are keen to look at the innovative solution
There is still a problem for patients being transferred to Worcester, as well as
concerns regarding patient flows north into Birmingham. Transport is key and
needs to be addressed. The Panel has asked a public health consultant to
discuss the issue of transport with the council.
The Panel has identified that inpatient paediatrics and acute general surgery
are not sustainable. There is an opportunity to develop elective care
servicesand the Trust is keen to do this. A Type 1 ED is not an option.

ENDS.
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