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LETTER OF SUPPORT – WMAS

Our ref: MD/FoAHSW
17 June 2016
Dr Carl Ellson
Senior Responsible officer, FoAHSW and
Chief Clinical Officer South Worcestershire CCG
Simon Trickett
Senior Responsible officer, FoAHSW and
Chief Officer Redditch & Bromsgrove CCG and Wyre Forest CCG
Dear Simon and Carl
Re: The Future of Acute Hospital Services in Worcestershire (FoAHSW)
I am writing further to your letter of 12 May 2016 addressed to Michelle Brotherton, General
Manager. In July 2014, West Midlands Ambulance Service NHS Foundation Trust (WMAS)
supported the programme at that point in time. Since then, I am aware of the developments
that have taken place and the need for WMAS to reaffirm the commitment to continue to
support the programme’s objectives.
I can confirm that WMAS has been fully involved in the Future of Acute Hospital Services in
Worcestershire (FoAHSW) programme by way of membership of the Programme Board, the
Clinical Review Panels and other relevant working groups. We appreciate the involvement of
WMAS in this process from the programme’s inception and confirm that WMAS will continue to
be involved and in addition to Michelle Brotherton’s input, I will also personally be involved to
provide WMAS Executive input to the overall process.
The programme proposes changes to the clinical model of care delivery that WMAS believe is
in the interest of improving patient care and making better use of the overall available
healthcare resource. However, such changes do impact on the ambulance delivery model and
it is critically important that these changes are modelled and the resource implications
considered as part of the overall agreement on delivery of any changes to service delivery.
We have provided the modelling of the impact on WMAS and the consequential impact of the
required additional ambulance resources.
Our support for the FoAHSW proposals will be subject to reaching an agreement on the
increase in the ambulance resources set out in our modelling work that has been submitted. I
would emphasise that getting the ambulance delivery model right is a foundation on which the
success of the model will be predicated and we need to ensure the delivery of a safe and
effective urgent and emergency ambulance service across Worcestershire.

Continued…/

Continuation…/1
I recognise that there may be changes that result from clinical sustainability or service safety
that may occur outside of the planned process of the FoAHSW programme. Whilst we will do
our best to support such changes we must agree the resource impact on WMAS ahead of any
changes being implemented. None of the changes likely to happen due to clinical expediency
will be a surprise to any of us and we need to therefore agree the impact on WMAS at an early
stage. This has not happened in the past, for example, the Redditch maternity & gynaecology
services change meant we were metaphorically and literally left ‘holding the baby’ and this is
not the right approach to service change.
On a related note, in 2014, Michelle Brotherton expressed her concerns around the issue of
increasing ambulance turnaround delays at the Emergency Department of Worcester Royal
Hospital. Regrettably, I have to say that our concerns remain and despite work to improve the
situation, there continues to be unacceptable delays and we do need this situation to improve.

Yours sincerely

Mark Docherty
Director of Clinical Commissioning and Service Development
Executive Nurse

cc:

WMAS Directors
Michelle Brotherton, General Manager (West Mercia)
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LETTER OF SUPPORT - R&BCCG

Barnsley Court
Barnsley Hall Road
Bromsgrove
Worcestershire
B61 0TX
Tel: 01527 482900
Fax: 01527 557087
Email: richard.davies2@nhs.net

Sent by e-mail:
Simon Trickett, Chief Officer
Redditch & Bromsgrove and Wyre Forest CCGs
Carl Ellson, Chief Clinical Officer
South Worcestershire CCG
19th July 2016
Dear Colleagues
RE: The Future of Acute Hospital Services in Worcestershire
In my capacity as Chair and Clinical Leader of NHS Redditch and Bromsgrove Clinical
Commissioning Group, I can confirm my support for the clinically led proposals set out in the
business case for the Future of Acute Hospital Services in Worcestershire programme. I can
also confirm our Governing Body is supportive of the programme and has been involved in
working up the current business case.
The PCBC includes a set of modelling assumptions which the health economy will need to
continue to work together to ensure the programme delivers clinically sustainable services.
Yours sincerely

Dr Richard L Davies
Interim Clinical Chair and Clinical Lead
NHS Redditch and Bromsgrove Clinical Commissioning Group
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LETTER OF SUPPORT – WYRE FOREST CCG

Barnsley Court
Barnsley Hall Road
Bromsgrove
Worcestershire
B61 0TX
Tel: 01527 482900
Fax: 01527 557087
Website: www.wyreforestccg.nhs.uk
Email: simon.rumley@worcestershire.nhs.uk

Sent by e-mail:
Simon Trickett, Chief Officer
Redditch & Bromsgrove and Wyre Forest CCGs
Carl Ellson, Chief Clinical Officer
South Worcestershire CCG
3rd June 2016
Dear Colleagues
RE: The Future of Acute Hospital Services in Worcestershire
I am writing to you in my capacity as Chair and Clinical Leader of NHS Wyre Forest Clinical
Commissioning Group to express my support for the clinically led proposals set out in
programme’s business case.
NHS Wyre Forest CCG, firstly in shadow form, and then after April 2013 as a statutory body,
has played a full role in the creation of the current proposals.
One of the four NHS ‘reconfiguration’ Tests, identifies the need for reconfiguration proposals
to be supported by clinical commissioners. I am therefore pleased to confirm that the
proposals have the support of the CCG’s Governing Body and practice membership. It is
also recognised that the proposals need to remain both clinically and financially sustainable
and we believe they meet these requirements.
Yours sincerely

Dr Simon Rumley
Chair and Clinical Lead
NHS Wyre Forest Clinical Commissioning Group

THE FUTURE OF ACUTE HOSPITAL SERVICES IN WORCESTERSHIRE
PRE-CONSULTATION BUSINESS CASE

APPENDIX 45 –

LETTER OF SUPPORT – HEALTH & WELLBEING BOARD

Lucy Noon
Programme director
The Future of Acute Hospital Services in Worcestershire
13 July 2016

Dear Lucy,
Re: The Future of Acute Hospital Services in Worcestershire
I am writing to you to express the Health and Well-being Board's support for
the proposals being put forward by NHS partners as part of the Future of
Acute Hospital Services in Worcestershire programme.
The Health and Well-being Board provides strategic oversight of health and
social care in Worcestershire. We have been kept informed about the
emerging clinical consensus for the changes required to our local hospital
services. We appreciate the necessity for these changes and we are greatly
reassured that the proposals have been developed by our local clinicians.
The proposals are consistent with our Joint Health and Well-being Strategy
and its key priorities.

John H Smith OBE
Cabinet Member with
Responsibility for
Health and Well Being

Electoral Division
Evesham North West

I understand that NHS England has to assure the proposals prior to formal
consultation. The fragility of local acute services is well known and the Board
believes that it is important that the required changes are put in place as
soon as possible to ensure clinical sustainability. Therefore, as Chairman of
the Health and Well-being Board, I recommend these proposals to you and
hope that permission for early consultation can be given.
Yours sincerely

County Hall
Spetchley Road
Worcester
WR5 2NP
Home:
The Orchard
Malinshill Road
Hampton
Evesham
Worcs
WR11 2QG

John Smith
Cabinet Member for Health and Well Being
Chairman Health and Well-being Board

Tel: 01386 443157
Mob: 07967644801
Email: jhsmith@
worcestershire.gov.uk
Tel 01905 766639Fax 01905 766644www.worcestershire.gov.uk
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LETTER OF SUPPORT FROM NHSE SPECIALISED
COMMISSIONING SERVICES

Our Ref: ROC/KH-UP201481
Your Ref:
Mr Simon Hairsnape
Chief Officer
NHS Redditch and Bromsgrove CCG
Barnsley Court
Barnsley Hall Road
Bromsgrove
Worcestershire
B61 0TX
Dr Carl Ellson
Chief Clinical Officer
NHS South Worcestershire CCG
The Coach House
John Comyn Drive
Perdiswell
Worcester
WR3 7NS

Birmingham, Solihull & The Black Country
Area Team
St Chad’s Court
213 Hagley Road
Edgbaston
Birmingham
B16 9RG
Email address – rachel.oconnor@nhs.net
Telephone Number – 011382 51740

1 August 2014

Dear Mr Hairsnape and Dr Ellson
Reconfiguration proposal for Acute Services in Worcester Acute Hospitals
Trust
Thank you for your letter dated the 16 July 2014 outlining your next steps regarding
the above reconfiguration proposal for Worcester Acute Hospitals Trust (WAH).
We have considered the information provided in your pre-consultation business case
and we believe the impact for specialised services affected to be minimal. We
suggest therefore that Specialised Commissioners are engaged as a consultee
rather than NHS England needing to consult on these proposals.
The specialised services affected would be Neonatal services and in fact the recent
staffing issues at the Trust have led us, in partnership with the Trust, Neonatal
Networks and the CCG, to consider recent and more urgent action. A task and finish
group is scoping the options for a more immediate change in provision to ensure that
Neonatal care is provided at safe, efficient and accessible levels; with provision
being made at the Worcester site which is in fact in keeping with your proposals.
We trust this gives you the confirmation that you need for the Assurance Panel on
the 6 August 2014. We apologise if you have had any difficulties previously in
communication or engagement from Specialised Commissioning. Rachel O’Connor
has been recently appointed as our Head of Specialised Commissioning and would
be happy to discuss any of the above with you. Rachel can also attend the panel on
the 6 August 2014 if that would be helpful for the process.
High quality care for all, now and for future generations

Rachel can be contacted at rachel.oconnor@nhs.net or via her PA
natasha.girardi@nhs.net
We hope this provides you with the information needed for the panel next week.
Kind regards
Yours sincerely

Wendy Saviour
Director
Birmingham, Solihull and the Black Country
NHS England

High quality care for all, now and for future generations
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ACCESS TO “HEAT MAPS”

1 Access and Interpretation of FoAHSW ‘heat maps’

This appendix summarises how to access the Heat Maps and guidance on the interpretation of
the spatial data

1. Introduction
The Heat Maps were developed by the Future of Acute Hospital Services in Worcestershire to support
decision-making across three areas




Competition and Patient Choice
Public Consultation and Planning
CCG Governance

The following paper sets out how access these Heat Maps.

2. Access
The Heat Maps themselves are approximately 500 megabyte in size, and therefore cannot be accessed by
email transfer. Mott McDonald whom have undertaken the work, have set up a website which they can
be accessed.
The maps can be accessed through this FTP site: https://ftp.mottmac.com with the following credentials:
username: ne3016
password: 1QKdqrFMWH

Once logged in click on the Heat Maps link and commence download.
This data will be made available till 28/07/2014.

3. Interpretation
The heat maps are to be interpreted in the following way:
The service splits are defined using the main consultant speciality. Children refer to admissions under
Paediatrics (420), Maternity is specialties Obstetrics (501) and Midwife Episodes (560). Surgery is all
surgical specialties including General Surgery (100), Trauma & Orthopaedics (110) and Gynaecology (502).
Medicine is all the medical specialties, the largest ones being General Medicine (300), Gastroenterology

In Confidence
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(301), Medical Oncology (370) and Clinical Haematology (303) and Cardiology (320). The full list is on the
table attached to our email dated 17/06/14.
In terms of time period, the data refers to 2012/13 and the first 6 months of 2013/14. The data is
mapped by Lower Super Output Area (LSOA) in terms of the number of patients per square km. This is
calculated to standardise the data and therefore looks to eliminate the possibility of providing a false
representation of the trends. For example it is not advisable to map raw numbers per LSOA as these
provide falsely high numbers in rural areas due to the large size of the LSOA. Therefore an LSOA recording
a value of two is two patients per square km within that LSOA and not two patients within that LSOA.
The legend has been left as simple integers to provide a straight forward set of ranges. If in the unlikely
case that the figure for an LSOA is exactly the same as a range minimum/maximum the LSOA is included
in the higher range.

In Confidence
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1. Introduction
1.1

The ‘Future of Acute Hospital Services in Worcestershire’ programme

The three Clinical Commissioning Groups (CCGs) in Worcestershire (NHS Redditch and Bromsgrove
CCG, NHS Wyre Forest CCG and NHS South Worcestershire CCG) together with Worcestershire Acute
Hospital NHS Trust (WAHT), NHS England and the NHS Trust Development Authority are working 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’ programme. Hospital services are currently
provided from Worcestershire Royal Hospital (WRH) and the Alexandra Hospital (AH) in Redditch, with the
Kidderminster Hospital and Treatment Centre (KH) providing day case and short stay procedures and a
nurse-led minor injuries service.
1.2

The Integrated Impact Assessment

1.2.1

About impact assessments

Impact assessments are a key component of policy and act to guide and evaluate government investment.
The assessment process helps policy makers to think through the consequences of proposals, improving
1
the quality of advice to Ministers and encouraging informed public debate.
The Government defines impact assessments as both:
 A continuous process to help think through the reasons for government intervention, to weigh up various
options for achieving an objective and to understand the consequences of a proposed intervention.
 A tool to be used to help develop policy by assessing and presenting the likely costs and benefits and
the associated risks of a proposal that might have an impact on the public, private or third sector, the
2
environment and wider society over the long term.
Impact assessments have long been identified as a mechanism by which potential effects on health
outcomes and health inequalities can be identified and redressed prior to implementation. They provide:
“…a combination of procedures, methods and tools by which a policy, programme or project may
be judged as to its potential effects on the health of a population, and the distribution of those
3
effects within the population”.
The aim of impact assessments is to explore the positive and negative consequences of different options
and produce a set of evidence-based, practical recommendations, which can then be used by decisionmakers to maximise the positive impacts and minimise any negative impacts of proposed policies or
4
projects. It is important to note that the purpose of impact assessments is not to determine the decision
about which option would be selected; rather they act to assist decision-makers by giving them better
information on how best they can promote and protect the well-being of the local communities that they
serve.

_________________________
1

See: http://www.bis.gov.uk/impact-assessments
HM Government (2011): ‘Impact Assessment Overview’
European Centre for Health Policy (1999): ‘Health Impact Assessment: main concepts and suggested approach’ (Gothenburg
Consensus Paper), Brussels, www.who.dk/document/PAEGothenburgpaper.pdf,
4
Taylor, L. and Quigley, R. (2002): ‘Health Impact Assessment: A review of reviews’
2
3
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Impact assessment analysis is undertaken for all of the population but also highlights if and where certain
sections of the population will be affected, either geographical communities or, in particular, certain socio5
economic or equality groups. Assessment of impacts and recommendations for opportunities and
mitigations are based on the participation of relevant and informed stakeholders, thereby giving the impact
6
assessments independence and democratic legitimacy.
7

In 2010 the Department of Health (DH) refreshed its guidance on Health Impact Assessments (HIAs),
clearly setting out the requirements for a robust assessment:
“A good HIA will guide policy makers to consider the positive and negative impacts of
their proposed policy on health. It will identify any unintended health consequences that
may either lend support to the policy or suggest improvements to it. It will also contain a
clear analysis of whether the health of the whole population or just certain sections within
8
the population will be affected.”
1.2.2

Scope and objectives of this Integrated Impact Assessment

NHS Arden Commissioning Support Unit (CSU) commissioned Mott MacDonald to undertake an integrated
impact assessment (IIA) on behalf of the three CCGs of the Future of Acute Hospital Services in
Worcestershire its proposals. This is the report of the first phase of the IIA. The final IIA report will:
 Identify the impact on patient health outcomes as a result of the service review being implemented;
this needs to include quality of care and patient experience as well as exploring.
 Identify the impacts on vulnerable groups in the community, particularly considering the needs of
9
those with protected characteristics; it is critical to establish whether such groups could experience
disproportionate effects (over and above the impacts likely to be experienced by the general population)
as a result of proposals being implemented.
 Assess the travel and access impacts, to consider increases and decreases in journey times and
patterns; it is important to look at overall impacts as well as travel impacts for vulnerable groups.
 Set out conclusions about the extent to which proposals accord with the three aims of the Public Sector
Equality Duty and the extent to which the proposals will contribute to eliminating unlawful discrimination,
advancing equality of opportunity and fostering good relations.
 Develop an overall set of integrated conclusions on the comparative advantages and disadvantages of
the different options.
 Provide recommendations on ways in which positive impacts can be maximised for the population and
for those with protected characteristics and ways in which to mitigate or minimise any adverse effects.
It should be noted that the scope of this assessment covers the service changes proposed within the
Future of Acute Hospital Services in Worcestershire programme (see section 2 for more details) and
patients that currently look to the hospitals in Worcestershire as their provider of acute services.

_________________________
5

DH (2010): ‘Health Impact Assessment: A guide to carrying out a Health Impact Assessment of new policy as part of the impact
assessment process’
NHS Executive London (2006): ‘A short guide to Health Impact Assessment: Informing health decisions’ See:
www.londonshealth.gov.uk
7
This guidance was written to inform HIA of Government policy but has been used, along with other HIA good practice, to shape the
assessment approach.
8
DH (2010): Op. cit.
6

9

The protected characteristics are defined by the 2010 Equality Act. These are: age, disability; ethnicity; faith; gender, gender
reassignment; marriage and civil partnership; pregnancy and maternity; and sexual orientation.
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The resulting report will appraise the Programme Board and its decision makers of the health, equality and
access issues which need consideration and/or action during the decision-making process.
1.3

Purpose of this pre-consultation report

The pre-consultation document does not represent a complete impact assessment. Rather it is an interim
IIA based on available evidence at the time of publication. More details on the current exclusions from this
report and the additions required in next drafts are included in section 3.
This report considers each service area in isolation and examines the health, equality and wider impacts
that are likely to be experienced as a result of reconfiguration. For each service, the specific equality
groups and geographical areas that are likely to experience most impacts are also highlighted. In addition,
the report considers cross-cutting impacts and issues which are a feature for all four service areas. It
makes recommendations for actions that could be taken to mitigate any potential adverse impacts arising
from proposed changes to services identified by the impact assessment.
This report has been developed through desktop review, analysis, a programme of strategic engagement
as well as through an impact assessment forum where stakeholders were invited to share their views on
potential impacts and mitigating actions. Findings on potential impacts are presented, and these will be
validated further through review of the consultation findings.
1.4

Report structure

This pre-consultation report is structured as follows:
 Section 2 provides an overview of the Future of Acute Hospital Services in Worcestershire proposals
 Section 3 summarises our methodology underpinning the work undertaken to date, and work that will be
undertaken following the public consultation
 Sections 4 -7 are service specific chapters; within each an overview of the service model is outlined,
followed by discussion of the service specific impacts considering health impacts, the specific impacts
on relevant equality groups and travel and access impacts
 Section 8 outlines the overarching health and equality impacts
 Section 9 provides an overview of recommended mitigation actions, as well as next steps

313446/TPN/ITN/1/A
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2.

Future of Acute Hospital Services in
Worcestershire: programme proposals

This section of the report provides an overview of the drivers for change, before describing how the
programme’s proposals have been developed and their implications for the future model of care for patients
across Worcestershire.
2.1

Case for change

Across Worcestershire, it is recognised that there is a need for service provision to evolve and change to
ensure that it is clinically and financially sustainable for the future. Many of these drivers for change are not
unique and are relevant to health and social care services nationally. These challenges include:
 An ageing population who are living longer. Worcestershire’s elderly population is growing at more
10
than 3%, which is above the national average. Combined with the effects of changing lifestyle factors
such as obesity and physical inactivity, there are an increasing number of people who are living with
long-term conditions such as Type 2 diabetes or heart failure. This presents increased demand for
health and care services which often requires an urgent response.
 Developing a local health system which focuses on the prevention of illness and on the
development of community services to help people stay healthy or treat their conditions in their own
homes or in the local area. Therefore, whilst there is focus on hospital services, the review is also
looking at links for care between hospitals, GP surgeries and community care.
 For those patients who do require hospital care, concentrating specialist resources to improve
the quality and safety of care. This will enable services to take advantage of specialist teams of staff
and innovation in treatments (using new technologies or medicines). From recent changes to how
services are organised for conditions such as stroke, heart disease and trauma care, there is evidence
that this can provide better outcomes for patients.
 Ensuring that hospital services, meet best practice standards of care. In reorganising how hospital
care is provided, services should be better able to meet clinical standards which have been
demonstrated to improve care. This will address some of the current issues experienced in recruiting
and retaining sufficient doctors in some specialties to cover medical rotas across all sites and having to
use locum doctors or temporary staff as an alternative.
 Making the funding go further. With little or no growth in NHS funding, at a time when demand is
increasing, there is a need to ensure that the population of Worcestershire are offered a value for
money service that operates within its budget.
2.2

Future of Acute Hospital Services in Worcestershire programme

With the need for change identified, in January 2012 a Joint Services Review (JSR) was established to
review the acute services provided from the AH, KH and WRH. The JSR concluded in March 2013 when a
number of recommendations about service provision were made. The JSR identified two potential provider
Options, out of a long list of 13 which were based on the same overarching model of care:
 Under Option 1, WAHT would continue to run all three sites; and
 Under Option 2, services currently run by WAHT at the AH would run by an alternative provider or
providers.

_________________________
10

Worcestershire hospitals and Partners (2012): Why we need to change our hospital services in Worcestershire. Worcestershire
hospitals – fit for tomorrow. Engagement Phase
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Subsequently, WAHT were requested to undertake a more detailed analysis of these options for
reconfiguration and it was concluded that Option 1 would support the provision of sustainable and safe
health services by the Trust and that Option 2 would not.
In late 2013 and early 2014, an Independent Clinical Review Panel was convened to assess the clinical
quality, safety and sustainability of the outputs of work undertaken to develop Option 1 and/or Option 2 and
the resulting clinical model prior to public consultation; it examined each clinical area in turn. The findings of
the Panel were published in January 2014 and their recommendations have informed the final option that
will be taken forward to public consultation; based on Option 1 but with a number of modifications.
Individual task and finish groups have since been working up the details of the future service model. The
summary models for emergency care and planned care were approved by the Clinical Sub-Committee in
early June and the service model for women and children in mid-June. An overview of these service
models are described below.
2.3

Future service model

The features of the service model being proposed are outlined below:
 For emergency care, a ‘major emergency centre’ will be created at WRH, which will provide an
emergency department for both children and adults. At the AH a networked adult ‘emergency centre’ will
be established which will comprise of adult only emergency department services. Co-located at the AH
will be a 24/7 GP-led Urgent Care Centre (UCC) and a 24/7 nurse-led Minor Injuries Unit (MIU) which
will provide care to both adults and children. These services at the AH will also work closely with
community services, the Worcestershire ‘Well Connected’ programme and NHS 111 to support the
assessment and treatment of people outside hospital.
 For emergency general surgical care, a proposed consultant led emergency general surgery service
for Worcestershire will have a particular focus on major abdominal emergencies and will support the
further development of the level two trauma unit at WRH. The work of the task and finish group also
identifies that, in addition to emergency general surgery, emergency gynaecology surgery and surgery
for those patients with a high probability of fractures of the spine, levis, femur or knee, will be
consolidated at WRH.
 For elective surgery, a number of ‘centres of excellence’ will be developed for speciality specific areas.
All elective orthopaedics, urology (including urological cancer) and benign upper GI surgery will be
treated at AH, with a further ‘centre of excellence’ for all elective colorectal surgery, reconstructive
breast surgery, vascular surgery and head & neck cancer at WRH.
 For paediatric services, inpatient care is to be centralised in WRH with a day-time consultant-led
paediatric assessment unit (PAU) at the AH which would accept referrals from GPs and other
professionals (including those from the UCC). Children who require ongoing management will be
transferred from AH to WRH.
 For maternity services, consultant led obstetric maternity services will be centralised at WRH,
alongside neonatal and special care baby services. This option also incorporates the potential
development of a stand-alone midwife-led birth centre in the county.
The current day case, short stay or outpatient services provided from KH are likely to remain unchanged,
although the teams providing these services may work on a more integrated basis, utilising specialist
networks across Worcestershire.
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2.4

Options and next steps

On behalf of the three CCGs, NHS Arden CSU is currently leading the programme. Following agreement
and sign off of the model, and assurance from NHS England, the public will be invited to share their views
on the proposals during the public consultation phase, which is due to begin in September 2014.
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3. Methodology
3.1

Scope and objectives of this Integrated Impact Assessment

The IIA has been designed to be an iterative process that can be revisited and take on board evidence over
the course of the consultation process. Work is structured around two principal phases as set out below.
Table 3.1:

The IIA phases and tasks

Phase

Timing

Description and deliverables

Pre-consultation
interim impact
assessment

January to
August 2014

Activities undertaken include:


Desk research into clinical trends and need for services



Scoping of protected characteristics



Strategic stakeholder consultation



Equality engagement forum



Detailed travel and access baseline assessment and future travel time analysis by
both private and public modes11.

Output: A pre-consultation report identifying potential positive and negative health
impacts; impact groups particularly vulnerable to service changes (with a focus on
those covered by equality legislation); and detailed travel and access impacts for the
whole population as well as for vulnerable groups.
Postconsultation
impact
assessment

3.2

December 2014

Activities to be undertaken include:


Review of the public consultation findings and incorporation into the report.

Output: A final post-consultation assessment which incorporates the findings of the
consultation, providing final conclusions and recommendations, advice on monitoring
and evaluation and any next steps.

Background to the IIA approach

There is no prescribed process for undertaking IIAs, but the tasks that comprise the methodology are
informed by various national and local guidance and also experience and good practice in health
reconfiguration impact assessments. The key sources which have been, and will continue to be, used for
guidance and reference include:
 DH (2010): ‘Health Impact Assessment: A guide to carrying out a Health Impact Assessment of new
policy as part of the impact assessment process’
 Government Equalities Office (GEO) (2011): ‘Equality Act 2010: Public Sector Equality Duty – what do I
need to Know. A quick start guide for public sector organisations’
 Equality and Human Rights Commission (EHRC) (2012): ‘The essential guide to the Public Sector
Equality Duty’
 NHS (2012): ‘The Equality Delivery System for the NHS’

_________________________
11

Please note that the public transport travel analysis is further dependent on future decisions about the future subsidisation of bus
services in the county; and both private and public transport journey time analysis will also undergo a full set of further validation
checks prior to the pubic consultation.
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It should be noted that one of the principal requirements of the IIA is to help the CCGs meet their
requirements under the Equality Act and consider the needs of specific groups which are often vulnerable
or disadvantaged. A primary feature of the Equality Act, which was introduced in 2010, is the Public Sector
12
Equality Duty; this places certain responsibilities on public sector bodies (and others carrying out public
13
functions), specifying that they should be consciously thinking about the three aims of the Duty as part of
the decision-making process.
These aims are:
 The elimination of unlawful discrimination;
14
 Advancement of equality of opportunity between people who share a protected characteristic and
those who do not; and
 The fostering of good relations between people who share a protected characteristic and those who do
not.
Public bodies are required to have ‘due regard’ to the Duty, which means that equality issues must
15
influence the decisions that they reach. Compliance is not a ‘box-ticking’ exercise; the Government is
16
keen to see that public bodies have approached equality considerations with rigour and an open mind. In
essence, the Duty is designed around ‘protecting’ individuals who share certain types of socio-demographic
characteristics.
17

The protected characteristics are :
 Age: taking account of all age groups to understand whether any of them will experience
disproportionate impacts.
 Disability: including physical, sensory and mental impairments.
 Gender reassignment: understanding any differential impacts for trans-gender people.
 Pregnancy and maternity: understanding any differential impacts for women who are pregnant, new
mothers (with babies under six months old), or breastfeeding.
 Race or ethnicity: including ethnic or national origins, colour or nationality, particularly differential
impacts on Black, Asian and minority ethnic (BAME) groups. This equality strand also includes refugees
and asylum seekers.
 Religion or belief: assessing whether the proposals may impact disproportionately on individuals and
families because of their religion or faith, including lack of belief.
 Sex / gender: considering whether there are particular and possibly different impacts on men or
women.
 Sexual orientation: considering impacts on lesbians, gay men, and bi-sexual people.
 Marriage and civil partnership: understanding differential treatment of people who are married or
18
within a civil partnership (only applicable in terms of discrimination).

_________________________
12

The Equality Duty came into force in April 2011.
GEO (2011): ‘Equality Act 2010: Public Sector Equality Duty – What do I need to know?’
14
The protected characteristics are set out on the following page.
15
GEO (2011): Op. cit.
16
ibid
17
GEO (2010): ‘Equality Act’. These protected characteristics are covered by the new Equality Duty which replaces the existing three
separate duties which relate to gender; race and disability. In this report the terms ‘individuals with protected characteristics’ and
‘equality groups’ are used interchangeably but refer to the same nine strands.
18
In terms of marriage and civil partnership only one of the aims of the Equality Duty applies – this is the aim that relates to eliminating
discrimination.
13

313446/TPN/ITN/1/A

Integrated Impact Assessment
Confidential

It is clear that the Equality Duty must be satisfied during the decision-making process, not afterwards.
However, there is no prescribed process for assessing how and to what extent public bodies are to
19
uphold the Equality Duty. The Act removed the legal requirement to undertake an Equality Impact
Assessment (EqIA), replacing it with the need to undertake ‘equality analysis’ and giving the responsibility
to individual organisations for developing the most effective process to understand the potential effects of
their activities on different community populations.
A final point to make with regard to impacts on equality groups within this report: socially deprived
communities are not defined as a protected characteristic under the Equality Act. However, it is common
and good practice to include consideration of this group within EqIAs and equality analysis of policy
changes and service reconfigurations within the health sector due to the very well-documented links
between socio-economic disadvantage and poorer health outcomes. As highlighted in the 2010 Marmot
Review ‘there tends to be a social gradient in health – the lower the person’s social position, the worse his
20
or her health.’ Moreover, this assessment is not a standalone EqIA; it is an IIA that also incorporates a
21
HIA (see more in section 1.2.3.2 below); for HIAs DH guidance recommends that impacts on
socioeconomically disadvantaged groups should be included.
3.3

Methodology

The following section sets out the tasks that have been undertaken to date.
3.3.1

Defining the study area

The study area incorporates not only the county of Worcestershire but also an area of Warwickshire. This
has been included as patient activity data for the services subject to reconfiguration highlights that there
are significant flows from these areas to hospitals in Worcestershire.

_________________________
19

GEO (2010): Op. cit.
Marmot, M (2010): ‘Fair Society, Health Lives, Strategic Review of Health Inequalities in England post 2010’
21
DH (2010): Op. cit.
20
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Figure 3.1:

Source:

Study area

Mott MacDonald
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3.3.2

Scoping

A scoping assessment was undertaken to understand the protected characteristic groups most likely to
need the services subject to change under the proposals. This was informed by:
 Literature review: this involved a review of clinical and other published evidence to identify trends
associated with services under review and those equality groups most likely to experience certain health
conditions and, therefore, most likely to be affected service changes.
 Screening of equality groups: based on the literature review, for each service area under review
equality groups were ‘screened-in’ or ‘screened-out’. This ensures that the HIA/EqIA focuses on those
equality groups which are likely to experience disproportionate impacts (that is, impacts over and
above those experienced by the general population) from each service change.
 Socio-demographic analysis: equality group density data for Worcestershire was gathered in order to
understand the locations in which there are high numbers of those populations most vulnerable to
services changes. The mapping associated with this assessment can be found in B.2.
This scoping assessment identified that many of the protected characteristic groups are susceptible to
conditions, illness or events that require them to make greater use than the population as a whole of
services under review and this is illustrated in the matrix below. Where the cells in the table are blank, this
assessment has not found evidence to support the disproportionate demand for the service, by the
particular protected characteristic group. This is of course not to say that other groups will not need these
services, rather it is to suggest that there does not presently exist a body of strong clinical evidence
indicating a disproportionate need.
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Table 3.2:

Findings of scoping assessment
Service area

Social / demographic group

Emergency care

Paediatrics

Maternity and
newborn care

Age: Children






(neonates: aged 0-1
years)

Age: Young people


(young males)

Age: Older people




Disabled people
People with mental health
conditions and learning
disabilities

Planned care


(teenage mothers)


(disabled children)






(children with
learning
disabilities)







Gender reassignment
Marriage and civil
partnership
Pregnancy and maternity
Race and ethnicity






Religion and belief


(women of
childbearing age)

Sex

Sexual orientation
Deprived communities









3.3.3 Assessment of health and equality impacts
In undertaking this assessment of the health and equality impacts, the study has:
 Undertaken a programme of individual interviews with key strategic stakeholders including Clinical
Leads from NHS Redditch and Bromsgrove CCG, NHS Wyre Forest CCG and NHS South
Worcestershire CCG, as well as local public health and equality leads.
 Sought the views of the representatives from patient and protected characteristic groups through an
health and equality impact assessment forum.
 A literature review of available evidence on how the proposed reconfiguration changes may affect the
outcomes of health.
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3.3.4

Assessment of travel impacts

In undertaking the assessment of the transport impacts this study has comprised four main components:
Detail on this methodology is provided in more detail in Appendix A but key features of this include:
 Analysis of current and future travel times for each service area by private transport: in assessing
private transport accessibility, modelling was carried out using MapInfo Drivetime software to produce
travel time isochrones (time bands) at regular intervals across the study area for each hospital site.
These were combined to model the scenarios set out in the reconfiguration proposal.
 Analysis of current and future travel times for each service area by public transport: Public
transport accessibility modelling has considered two modes: national rail and bus services. Accessibility
was determined by creating isochrones at 30 minute intervals between the hours of 12:00 – 15:00 using
any combination of public transport travel modes. This uses the January 2014 public transport
timetables for Worcestershire and the surrounding area. We are aware that future bus services in
Worcestershire are subject to review and therefore this modelling may be revised once additional
information becomes available.
 Hospital site assessments: a review of the current accessibility of each of the three hospitals in
Worcestershire was undertaken. This considered current public transport provision and parking.
 Travel surveys: travel surveys with patients and visitors at the three hospital sites in Worcestershire
th
th
were undertaken between Monday 24 March and Saturday 29 March. The surveys focused on
identifying key travel information such as journey purpose (whether respondents were patients, visitors
or escorting a patient), main mode of transport and reasons for this modal choice.
3.4

Assumptions and limitations

It is important to set out the following assumptions on which this first phase of this IIA is based:
 The rationale and principles behind the proposals are not challenged. This IIA is not designed to
justify, defend or challenge the rationale or principles behind proposed reforms put forward by the
programme. It is being undertaken based on the assumption that any emerging proposals will be
designed with the objective of realising benefits for all people requiring the services under review,
thereby helping to improve outcomes for patients.
 The purpose of the review is to inform rather than decide. The objective is not to determine the
decision, but to assist decision makers by providing better information.
The following limitations should be taken into account when considering of the findings contained within this
draft pre-consultation report:
 In each of the service chapters, an indication of the numbers of people affected has been provided. It is
important to note that no independent patient activity modelling has been undertaken. Numbers have
been provided by the Central Midlands CSU.
 It is important to note that the quantitative analysis for public transport is based on the current public
transport provision. It is understood that the future public transport network will be impacted by a
reduction in bus subsidies across the county (which is currently being decided by Worcestershire
County Council). A later version of this report will take account of this as the required information was
not available in time to include this before publication.
 In the absence of activity data which assigns patient flows to wards or Lower Super Output Areas
(LSOAs), there is no quantification of the numbers of patients from equality group that could be affected.
Therefore impacts on equality groups are explained in terms of general density and distribution.
 Commenting that an equality group could be disproportionately affected does not mean that all or most
people from within this group will be affected.
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4. Emergency care: Assessment of
impacts
4.1

Service model for emergency care

4.1.1

Current provision

Across Worcestershire, emergency care for adults and children is largely provided at emergency
departments (ED, also referred to as A&E) at both WRH and AH, as are emergency surgery services. For
some specialist services such as stroke thrombolysis, vascular emergencies and primary percutaneous
coronary intervention (PCI), care has already previously been consolidated into a service provided at one
hospital site at WRH.
4.1.1

Future model

In the future, a ‘major emergency centre’ will be created at WRH which will treat both adults and children
and will be able to manage those people with more serious or life threatening emergency care needs. The
centre will be capable of assessing and initiating treatment for all patients and provide access to a range of
highly specialist services, including emergency vascular surgery or emergency trauma surgery. The
department will also maintain and build on its trauma unit status.
A networked adult ‘emergency centre’ will be established at AH which will be able to manage adult patients
with serious emergency care needs. It will not however be able to provide emergency care to seriously ill or
injured children, or adult patients requiring access to emergency surgery, or acute care for abdominal pain,
trauma, or major non-traumatic bleeds. These services will instead be provided at WRH (or the patients
next nearest hospital providing this service). The AH will however also provide all patients (both children
and adults) with access to a UCC and a MIU. The programme considers that as an integrated unit, the
emergency centre at AH will be capable of assessing and providing treatment for approximately 95% of the
current cohort of patients.
In terms of emergency surgery, the proposed consultant led emergency general surgery service for
Worcestershire will be consolidated at WRH and will provide emergency general surgical care, as well as
focus on emergency surgery for major abdominal conditions, trauma, gynaecology and surgery for those
patients with a high probability of fractures of the spine, femur or knee. Emergency urological surgery will
continue to be provided at AH only. Centralising emergency surgery at WRH will to facilitate access to
consultant expertise, appropriate facilities and clinically interdependent services such as critical care.
In the future, therefore, patients with specific conditions or with a need for emergency surgery will either be
diverted to the major emergency centre directly by ambulance or have assessment and treatment initiated
followed by safe transfer to WRH (or alternative tertiary care when necessary).
4.2

Patient volumes affected

Analysis undertaken by Central Midlands Commissioning Support Unit (CSU) has identified patient activity
volumes at the AH that would potentially be impacted by the reconfiguration proposals. This includes:
 Between 1,600 and 2,000 patients presenting as emergency admissions with gastrointestinal
conditions; and
 392 presenting as emergency admissions for fractures/dislocations of the spine, pelvis, femur or knee at
the Alexandra Hospital site would potentially be affected by the reconfiguration proposals.
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4.3

Potential health impacts

4.3.1 Emergency centres
Under the proposed service changes, the Major Emergency Centre at WRH and Emergency Centre at AH,
as well as acute medicine services at both hospitals, will be appropriately staffed by consultants in line with
good practice standards; as outlined in the original ICRP Report “The A&E departments at AH and WH fall
22
short of the recommended consultant workforce recommended by The College of Emergency Medicine” .
Under the proposals, consultant cover will be improved – as stated in the Summary Models of Care - “the
clinical care will be overseen by a networked body of Emergency Medicine consultants who will maintain
responsibility for the management or urgent and emergency care across the county. The expectation is that
consultant ‘shop floor’ cover will be provided for 8 hr/day five days per week with on call support from
consultants being provided 24/7. A network of 16wte consultants will cover both the Worcester and
Redditch sites as part of a cross-county rota”.
As identified within The Benefits of Consultant Delivered Care and Seven Day Consultant Present Care
benefits include: greater parity of care across a seven day week; high level of clinical competence
ensuring rapid and appropriate decision making; improved safety, fewer errors; improved outcomes for
patients which follow from timely diagnosis and clinically skilled interventions; skilled judgement and
performance leading to the most effective working and more efficient use of resources; GPs’ access to the
opinion of a fully trained doctor; patient expectation of access to appropriate and skilled clinicians and
23 24 25
information; and training opportunities for the benefit of junior doctors.
There is also evidence
which highlights that consultant-delivered care in an ED improves outcomes for some patient groups,
stating that the introduction of Major Trauma Networks in London with consultant-delivered resuscitation
26
and assessment of severely injured patients saved 58 lives in London in the first year of operation.
Further, in being able to deliver care within EDs in line with good practice standards and team working
practices, there is evidence this can have a significant impact on the length of time patients wait
27
between arrival in the department and admission to hospital or discharge. One study found that
departments where clinicians and nursing staff routinely worked together in teams (not just for specific
28
emergency events) were more effective at making quick clinical decisions. Rapid decision making is also
29
considered to have a wider impact on patient flow and aspects such as ambulance delays.

_________________________
22

ICRP report page 12

23

Academy of Medical Royal Colleges (2012) The Benefits of Consultant–Delivered Care

24

Academy of Medical Royal Colleges (2012) Seven Day Consultant Present Care

25

The London Trauma Office , from NHS England (2013) Transforming urgent and emergency care services in England: Urgent and
Emergency Care Review End of Phase 1 Report: Appendix 1 – Revised Evidence Base from the Urgent and Emergency Care
Review

26

NHS England (2013) Transforming urgent and emergency care services in England: Urgent and Emergency Care Review End of
Phase 1 Report: Appendix 1 – Revised Evidence Base from the Urgent and Emergency Care Review

27

NHS England (2013) Transforming urgent and emergency care services in England: Urgent and Emergency Care Review End of
Phase 1 Report: Appendix 1 – Revised Evidence Base from the Urgent and Emergency Care Review

28

Mason et al (2006) What are the organisational factors that influence waiting times in Emergency Departments; Report for the
National Co-ordinating Centre for NHS Service Delivery and Organisation R & D (NCCSDO)

29

The London Trauma Office , from NHS England (2013) Transforming urgent and emergency care services in England: Urgent and
Emergency Care Review End of Phase 1 Report: Appendix 1 – Revised Evidence Base from the Urgent and Emergency Care
Review
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As described above, the programme has reported that, as an integrated unit, the emergency centre at AH
will be capable of assessing and providing treatment for approximately 95% of the current cohort of
30
patients. Evidence from the Academy of Medical Royal Colleges identifies that a local hospital without
surgery/paediatric and orthopaedic 24 hour services may be able to care for 80-90% of the ED and medical
workload (and recognising that AH will provide planned surgery). In implementing this approach, it
highlights that there would also be a significant number of transfers to other hospitals and the need for
effective use of bypass protocols with the ambulance service. It comments that the logistical challenges in
arranging transfers and the resultant impact on patient care and on the workforce should not be
31
underestimated together with the clinical and financial viability of the service.
However, with regards to transfers, in their review of the available literature, Spurgeon et al (2010) report
that most research on clinical outcomes in hospitals suggests that case-mix, physician skill, infection
control, etc., are much more important than the time taken or physical distance travelled in transfers of
32
patient bodies or of information or other resources between specialty units. The above evidence is further
supplemented by the Kings Fund which report that whilst delay for people with life-threatening conditions is
linked to poorer outcomes, it is the timing of the start of appropriate treatment, rather than the timing of
arrival at hospital that affects the outcome. Therefore, interventions by paramedics and/or rapid access to
the specialist team once at the hospital can offset or overcome the risk created by the additional travel
33
time.
As part of the IIA forum, stakeholders felt that the development of Major Emergency Centre at WRH and
Emergency Centre at AH which would meet appropriate clinical standards could result in better care for
patients.
4.3.2 Emergency surgery
The proposals to reconfigure emergency surgery are in line with the strategic direction outlined by the
Royal College of Surgeons which believes that emergency general surgery should be delivered via
operational networks of providers to enable the patient to be treated at the most appropriate hospital
depending on the complexity of the case and the resources available to treat, aligned to common standards
34
of care and good patient transfer arrangements. This is in response to the increasing recognition that
services such as emergency surgery may be unsafe out of hours, and the provision of these services
35
needs to be concentrated in fewer centres that are better able to provide senior medical cover.
Accordingly the Royal College highlights that the reshaping of surgical services should occur where
improvements in the quality of care are needed and can be realised and where surgical units are unable to
36
meet minimum standards for safe service provision.

_________________________
30

Academy of Medical Royal Colleges (2007) Acute health care services,

31

Academy of Medical Royal Colleges (2007) Acute health care services,

32

Spurgeon P et al (March 2010) Evaluating Models of Service Delivery: Reconfiguration Principles Research Report. Produced for
the National Institute for Health Research Service Delivery and Organisation programme

33

Kings Fund (2011) Reconfiguring hospital services

34

The Royal College of Surgeons of England (2013) Royal College of Reshaping surgical services: principles for change

35

Ham C, Dixon A, Brooke B. Transforming the delivery of health and social care. London: The King’s Fund; 2012.

36

The Royal College of Surgeons of England (2013) Royal College of Reshaping surgical services: principles for change
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There is a body of evidence which supports the consolidation of specialist services such as trauma, as well
as stroke and vascular services, bringing together specialist resources and consultant expertise to
provide appropriate consultant presence and facilitating higher rates of interventions to be performed to
support staff in maintaining their skills and expertise. There is also evidence from several studies which
37
reports improved outcomes in trauma treatments in higher volume centres and the Royal College of
Surgeons of England has presented evidence which shows improved outcomes for major trauma patients
which were taken to a hospital with the appropriate range of specialists and access to specialist resources
38
and equipment to treat multiple injuries. Indeed more broadly, the Royal College also state that recent
unit-based audits in vascular surgery and the reorganisation of stroke care and trauma services have all
demonstrated that concentrating specialist surgical services into fewer, larger centres of excellence can
39
improve outcomes and in some circumstances save lives.
Whilst there is some debate as to the evidence which links volume and outcomes, some studies have
concluded that the evidence supports greater centralisation than is presently found in England at least, for
40
cardiology, some types of cancer surgery and major vascular surgery. Other studies have also identified
similar links (although they vary in magnitude) between specialist care and improved outcomes for
conditions which may require emergency surgery such as abdominal aortic aneurysm surgery, coronary
41
42
heart bypass surgery, coronary angioplasty , carotid enderarterectomy and myocardial infarction . It is
recognised that whilst there is evidence for an association between higher volumes and better outcomes,
researchers are often far from confident about just what should be inferred from the association; for
example some recent reviews of centralisation in particular procedures have emphasised that changes in
clinical outcomes are highly sensitive to physician incentives and clinical governance, and certainly
43
not driven exclusively by volumes or learning effects. One of these widely cited systematic reviews noted
44
however that no study reviewed found higher volumes to be associated with worse outcomes.
4.4

Potential equality impacts

The scoping assessment evidenced that the following equality groups experienced a disproportionate use
and demand for emergency care services. This has been supplemented with feedback from stakeholders
and patient group representatives:

_________________________
37

Farrington-Douglas J, Brooks, R (2007a) The future hospital: The progressive case for change; Institute for Public Policy Research

38

The Royal College of Surgeons of England (2007): ‘Provision of Trauma Care Policy; Briefing’

39

The Royal College of Surgeons of England (2013) Royal College of Reshaping surgical services: principles for change

40

Farrington-Douglas J, Brooks, R (2007a) The future hospital: The progressive case for change; Institute for Public Policy Research

41

Halm EA, Lee C, Chassin M (2002), Is volume related to outcome in healthcare? A systematic review and methodologic critique of
the literature. Annals of Internal Medicine 137(6): 511-520

42

Davoli M, Amato L, Minozzi S, Bargagli AM, Vecchi S, Perucci CA (2005), Volume and health outcomes: an overview of systematic
reviews, Epidemiologia e Prevenzione, 29, 3-4 Supp, 3-63.

43

Spurgeon P et al (March 2010) Evaluating Models of Service Delivery: Reconfiguration Principles Research Report. Produced for
the National Institute for Health Research Service Delivery and Organisation programme

44

Halm EA, Lee C, Chassin M (2002), Is volume related to outcome in healthcare? A systematic review and methodologic critique of
the literature. Annals of Internal Medicine 137(6): 511-520
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 Age (children) - The very young are prone to sudden acute illnesses, with young families tending to use
45
urgent care more than the average population . Young children under the age of five have high levels
46
of A&E attendance and high levels of emergency admissions . Evidence from the Royal College of
General Practitioners adds additional support, reporting that children and young people comprise over
47
25% of attendances at EDs. At the West Midlands level, 0-9 year olds make up the age group with the
second highest rate of attendance to use urgent and emergency care. Using admissions data from
Worcestershire Acute Hospitals NHS Trust 0-9 year olds have the third highest rate of attendances to
48
A&E .
 Age (young people) - compared to adults, young people, and particularly young men, experience
greater levels of violent crime victimisation, a common cause of emergency care provision. Those aged
16 to 24 were more likely to be a victim of violence than older age groups. The Office of National
Statistics notes that the likelihood of becoming a victim of violent crime decreased with age, with a much
49
higher proportion of adults aged 16-24 reporting they had been a victim than other age groups.
Evidence also suggests that violent crime such as wounding or assault also often impact young males.
50
In parallel, there is also evidence that young men are more likely to be involved in road traffic
51
collisions and therefore are more likely to require trauma surgery. Further to this, it was recognised
that a greater proportion of emergencies for young people may happen ‘out of hours’ e.g.
Friday/Saturday nights, and service accessibility would need to take account of this.
 Age (older people) – older people are a key user group of the services relating to emergency care
services. The age of patients undergoing surgery for abdominal aortic aneurism rises sharply from 60
onwards, being highest in the 70-79 age group bracket. This pattern is repeated for infrainguinal bypass
52
surgery and those undergoing amputation. Stroke statistics are stark with a linear increase in
53
prevalence from 6% in the 65 to 74 age group; jumping to 10% aged 75+. Hip fractures (also referred
to as fractured neck of femur) are more common in older people and are predominantly a phenomenon
of later life; the National Hip Fracture Database does reports the average age of a person with hip
fracture as 84 years for men and 83 for women (although it may occur at any age in people with
54
osteoporosis or osteopenia). At the CCG level, the rate of emergency admissions for fractured neck of
femur in Redditch and Bromsgrove is significantly higher than for the other CCGs. This is consistent
55
with the finding in the 2011 report of a high level of falls admissions for the CCG . Stakeholders also
identified the related impact on spouses, carers and relatives. Under the proposed service model for
emergency care, “patients with a high probability of fractured neck of femur [hip fractures] knee
fractures will be taken directly to the Major Emergency centre at WRH to avoid unnecessary transfer”.

_________________________
45

NHS (2009 a): ‘Health and Equality Impact Assessment Of Stroke and Major Trauma Service Reconfiguration’

46

NHS (2009 b): ‘The Hospital Element of Unscheduled Care.’

47

RCGP (2011) ‘Guidance for commissioning integrated urgent and emergency care’http://www.rcgp.org.uk/revalidation-andcpd/centre-for-commissioning/~/media/Files/CfC/CfC-Urgent-Emergency-Care.ashx

48

Accident and Emergency Attendances in England - 2012-13,(2014):Health and Social Care Information Centre

49

ONS (2012) http://www.ons.gov.uk/ons/rel/crime-stats/crime-statistics/period-ending-march-2012/sty-a-victim-of-crime.html

50

http://www.victimsupport.com

51

World Health organisation (2013) Road traffic injuries fact sheet

52

Vascular Society of Great Britain and Ireland (2009) : ‘The National Vascular Database Report 2009’, pp.32,53,66
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 Disability - The proportion of admissions to general hospitals which happen as emergencies is
substantially larger for people with learning disabilities than for those who do not have learning
56
disabilities (50 per cent versus 31 per cent). In addition, many of the conditions identified as
ambulatory care sensitive conditions (ACSCs), for example convulsions and epilepsy, and respiratory
57
diseases are more common among people with learning disabilities, which can put this group at risk of
58
requiring emergency care. People with Down’s syndrome are a particularly at risk groups because
they have a predisposition to lung abnormalities, a poor immune system and a tendency to breathe
59
through their mouth. The association between these diseases means they are often in greater need of
emergency care and surgery than other members of the general population. Having a long term mental
health disability like Alzheimer’s can also result in higher levels of emergency admission and can lead to
falls and other accidents. In 2012/13, 73% of hospital admissions for Alzheimer’s sufferers were
60
emergency admissions.
 Race or ethnicity - Being from a minority ethnic group is associated with a higher risk of emergency
care. Asian and black groups within the population are generally associated with the highest number of
61
emergency admissions. . The British Heart Foundation notes that ethnic background can increase the
risk of suffering from coronary heart disease. Groups particularly affected are Bangladeshi, Indian,
62
Pakistani and African Caribbean. African Caribbean populations have approximately double the risk of
stroke compared to similarly aged European origin populous. South Asians are also more susceptible to
63
stroke with high levels of diabetes in the population but not as high as Africa Caribbean groups .
 Sex / gender (men and women) – Evidence suggests that men and women have a higher propensity to
suffer from different types of conditions, but both of which may require emergency care. Research
shows that, compared to women, men are 28% more likely to be hospitalized for congestive heart
64
65
failure. Men are also six times more likely to have an abdominal aortic aneurysm than women. Hip
66
fractures however are reported to be four times more common in women , as is one of the likely risk
67
factors osteoporosis. Whilst both genders have a disproportionate need for different types of
emergency services, they are not screened in as separate groups because they do not have a
disproportionate need for emergency care as an entire service area (i.e. men do not have more of a
need for it then women and vice versa).

_________________________
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 Deprived communities - the Kings Fund identifies evidence from the UK, North America and Europe that
people who live in areas of socio-economic deprivation have higher rates of emergency admissions,
68
after adjusting for other risk factors. While deprivation in Worcestershire as a whole is significantly
69
better than the England average , deprivation in Redditch is ranked as significantly worse than the
70
England average indicating that this could be a higher risk area in terms of patient admissions.
For the reconfiguration option being considered, it is important to understand and assess the extent to
which these groups are disproportionately impacted by the proposed changes to emergency care. Across
Worcestershire and the part of South Warwickshire which would look to access services at the WAHT, a
comparison has been made between the proportion of these groups in the overall study area and with the
proportion of the areas in which there will be increased journey times in the future (ie because they will
need to use a different hospital). This is detailed in Table 4.1.
Table 4.1: Comparison of equality groups between the total study area and those areas affected by an increase in
travel times
Overall
study area

Areas experiencing an increase in travel times

Age 0-15 years

18%

19%

Age 16-24 years

10%

11%

Age 65+ years

19%

16%

Limiting long term illness (as a proxy for disabled people)

18%

17%

8%

11%

10%

20%

Emergency care

BAME groups
Deprivation

This shows that there are marked differences between the area impacted by the changes in travel times
compared with the overall study area, for those from deprived communities and BAME groups, particularly
the former. This suggests disproportionate impacts for this group.
4.5

Travel and access impacts

The travel and access impact assessment has been undertaken on the basis of analysis of the change in
travel times from the current situation to the ability of people to access a major emergency centre, which
will provide an ED for both children and adults and also emergency surgery. It is acknowledged that a high
proportion of adult emergency patients currently receiving treatment at AH (the programme estimates up to
95%) will be able to continue to do so.
Analysis undertaken by the Central Midlands CSU has identified that for approximately 70% of patients, the
next nearest hospital site is WRH and for a further 20% of patients, the next nearest site is Warwick
Hospital.

_________________________
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4.5.1

Current and future private transport analysis

Figure 4.1 illustrates the car transport journey times for the current configuration with regard to emergency
care. Figure 4.2 shows the future journey times to a major emergency centre. The table below indicates the
percentage of the total population that can access services in the current and future service configurations
within each of the specific time bands.
Figure 4.1:

Current private transport times

Table 4.2:

Private transport travel time change– emergency care

Travel time

Figure 4.2:

Future private transport times

Current

Future

Change

0-15 minutes

42%

24%

-18%

15-30 minutes

53%

62%

9%

30-45 minutes

5%

13%

8%

45-60 minutes

0%

0%

0%

100%

100%

Total

Current travel times
 Geographically the majority of the study area has access to emergency care centres within a 30 minute
drive time.
 There are pockets to the northwest and south of the study area boundary that have accessibility in
excess of a 30 minute journey time by car including Tenbury Wells and its surrounding area and
Harpley (northwest).
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Future travel times
 A significant area in Redditch will no longer have access to emergency surgery and some major
emergency services within a 15 minute car journey time.
 The future scenario indicates that the majority of private journey times (62 percent) will take between 15
to 30 minutes.
 The number of private journey times taking between 0-15 minutes will fall by 18 percent (from 42
percent to 24 percent after the service change). Private journeys taking between 15 to 30 minutes and
30 to 45 minutes will increase by 9 percent and 8 percent respectively.
4.5.2 Current and future public transport analysis
Figure 4.3 illustrates the public transport journey times for the current configuration with regard to
emergency care. Figure 4.4 shows the future public transport journey times to a major emergency centre.
The table below indicates the percentage of the total population that can access services in the current and
future service configurations within each of the specific time bands.
Figure 4.3:

Current public transport times

Figure 4.4:

Future public transport times

The areas which are not shaded cannot access the public transport network as they are beyond the permitted walking distance of a
public transport node and therefore do not produce a travel time value.
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Table 4.3:

Public transport travel time change – emergency care

Travel time

Current

Future

Change

0-30 minutes

29%

13%

-16%

30-60 minutes

45%

52%

7%

60-90 minutes

16%

25%

9%

90-120 minutes

1%

1%

0%

>120 minutes

9%

9%

0%

It should be noted that the population where journey time to access these services exceeds 120 minutes via public transport includes
those populations where the services are deemed inaccessible by public transport, based on the parameters applied in the transport
model.

Current travel times
 Geographically the majority of the study area has access to emergency care centres within a 60 minute
journey time by public transport.
 There are pockets to the northwest of the study area boundary that have accessibility in excess of a 90
minute journey time by public transport including Tenbury Wells and its surrounding area and areas to
the north and west of Kidderminster.
Future travel times
 A significant area in Redditch will no longer have access to emergency care within a 30 minute journey
time; the majority of these will experience a new journey time of between 30-60 minutes.
 The future scenario indicates that the majority of public transport journey times (52 percent) will take
between 30 and 60 minutes, this is an increase of 7 percent compared to the current scenario.
 The number of public transport journeys taking up to 30 minutes will fall by 16 percent (from 29 percent
to 13 percent after the service change).
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5. Paediatric care: Assessment of impacts
5.1

Service model for paediatric care

5.1.1 Current provision
Hospital based emergency and inpatient care for children is currently provided at both AH and WRH.
5.1.1 Future model
As described above, children will no longer be treated within the Emergency Centre at AH, although they
will be able to use the urgent care services provided on site. Supplementary to this, at both AH and WRH, a
PAU will be developed which will be operational Monday to Friday on an extended hours basis (10.0022.00) and weekends (10.00-14.00). This will provide assessment, care and observation for children and
young people who present with minor or moderate acute illness and/ or injury and who require ongoing
assessment by paediatric staff. Care within the PAU will be delivered by nurses with on call access to
consultants.
Inpatient paediatric medical and surgical care is to be centralised in WRH and therefore children who
present at the AH and who require ongoing management or inpatient medical or surgical care, will be
transferred from AH to WRH. Whilst paediatric surgery will only be provided at WRH in the future,
dedicated paediatric day case surgery will be provided at both KH and WRH.
5.2

Patient volumes affected

Activity analysis undertaken by Central Midlands CSU has identified that at the AH in 2013 there were
11,120 Emergency Department (ED) paediatric attendances; 1,190 attendances via ambulance and 9,930
walk-in attendances. Of these attendances, approximately 14% of ED attendances required admission;
equivalent to 1,520 admissions. In addition, direct admissions via referrals from outpatient clinics, GP
referrals, etc. accounted for a further 1,220 paediatric admissions.
The analytical modelling work undertaken by the CSU has identified that the impact of the proposed future
reconfiguration of paediatric services on activity volumes at the AH is:
 No change to the current 9,930 walk-in ED attendances who will be treated within the PAU and
MIU/UCC. However, 920 of these attendances will subsequently require to be transferred out and
moved to a hospital with a paediatric inpatient unit;
 All future ambulance arrivals (currently around 1,190 ED attendances) being re-directed to other sites;
and
 Approximately, half of all other paediatric admissions (via outpatients, GP referrals etc.) being redirected to another hospital site with a paediatric inpatient unit.
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5.3

Potential health impacts

5.3.1

Health outcomes

The national review of paediatric services, Facing the Future (2011), reported that to provide a safe and
sustainable quality paediatric service for children and young, a number of significant changes to services
were needed to achieve the nationally agreed service standards including reducing the number of inpatient
sites, as well as a number of interlocking workforce standards to increase the number of consultants whilst
changing working practices with increased use of resident consultants and, expansion of the number of
registered children’s nurses. This was in response to large-scale workforce pressures in many inpatient
paediatric units, and relatively poor health outcomes for the UK childhood population. The changes with
regard to the major emergency centre care and inpatient paediatrics proposed in Worcestershire, support
the direction of travel suggested in Facing the Future and will allow specialist consultant expertise to be
consolidated at WRH.
The Facing the Future review recognised that whilst there would be transitional difficulties in
implementing change, the benefits would be that “children and young people seen in paediatric
departments will receive high quality consultant-delivered care and be seen by medical trainees with
appropriate training or children’s nurses with the right skills set and knowledge. There will be safe and
sustainable services with the right number of trainees on each rota who will have excellent training
71
opportunities” .
There is a body of evidence which supports the principles of centralising and consolidating inpatient and
specialist services for children in order to provide the necessary critical mass of facilities and expertise
for doctors to maintain their paediatric skills and knowledge. This is reflected by the Children and
Young People’s Outcome Forum, which identified that children need to receive care close to home as
possible but those requiring highly specialised care need to access this when necessary and networks of
72
care are the effective way in ensuring equity of access. This is also supported by a Department of Health
73
review which highlighted evidence that:
 Children with high risk conditions have better outcomes when treated in specialist centres by doctors
who specialise in children’s medicine;
 Improved outcomes are achieved when patients are treated by specialised doctors who perform a high
volume of clinical work; and
 Whenever possible, taking care of children locally in less intrusive settings is in their best interests.

_________________________
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Royal College of Paediatrics and Child Health (2011) Facing the Future: A Review of Paediatric Services, p.3
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Children and young people’s health outcomes forum (2011) Recommendations to improve children and young people’s health
results: Report by the acutely ill themed group
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In response to the call for evidence for the benefits of consultant delivered healthcare, the Royal College of
Paediatrics and Child Health (RCPCH) reported that there is qualitative and anecdotal evidence that a
consultant-delivered service will reduce unnecessary admissions in emergency care, improve safety
and training and supervision; and therefore they support the role of the consultant in delivering care
74
aligned to the principles of quality, safety and sustainability. There is also some evidence that the
increased presence of consultant staff should theoretically lead to better outcomes in EDs. One ten year
study, which whilst focused on a tertiary paediatric ED, identified that as consultant numbers increased
(and all other staffing numbers were essentially unchanged), the percentage of children admitted
75
decreased by 27%, complaints fell by 41% and the average waiting time by decreased by 15%.
As well as the Facing the Future standards, it is considered that this consolidation will allow additional
standards to be achieved to improve service quality and safety.
76

As recognised by NCEPOD , there has been considerable debate on the best model for children’s surgery
in the UK both in terms of skills of health care professional and the appropriate facilities and there has
already been both clinical and organisational change to health care provision for children, including
specialisation and centralisation of children’s services, and modifications of staff training. In building on the
safety and quality of services it recommends that children admitted for surgery whether as an inpatient or
an outpatient must have immediate access to paediatric medical support and be cared for on a ward
staffed by appropriate numbers of children trained nurses and it is considered that this will be facilitated by
the proposed changes. It recognised that the proposed service model may require a small proportion of
children who self-present at AH to be transferred to WRH for emergency surgery. Accordingly, the
NCEPOD review recommended that for inter-hospital transfers, hospital teams working in both specialist
and non-specialist centres should be in a state of readiness for transfer of babies and children requiring
emergency surgery, and be prepared to provide high level and timely support for these transfers. Surgical
emergencies may require rapid triage, simultaneous with resuscitation and communication with tertiary
77
care providers.
Finally, the Facing the Future review supported the expansion of short stay paediatric assessment units
(SSPAUs), but highlighted the importance of access to paediatric consultant (or equivalent) opinion and
advice throughout all the hours they are open. The PAU at AH and WRH is nurse led but with access to on
call consultants where required. It is essential that this is effectively established to provide a safe and high
quality service. In the subsequent audit of progress, Back to Facing the Future commented that SSPAUs
are now an integral part of paediatric provision. It reports that their function seems to be largely twofold:
to manage capacity for the main paediatric unit and to act as a buffer to full admission for referrals
78
for minor conditions from primary care or A&E.

_________________________
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Other earlier national guidance reported that development of SSPAUs is likely to benefit patients and
increase efficiency, with the earlier discharge of patients. However it is recognised that whilst they possess
the potential to reduce hospital admissions, the case mix in inpatient beds may alter, with a greater
79
proportion of patients with a higher dependency scoring.
5.3.2

Quality of care

Stakeholders that have been engaged as part of the impact assessment process considered that the
centralisation of paediatric inpatient medical and surgical care will ensure that children receive services that
meet their needs in a timely way, and that those with ongoing conditions will benefit from continuity of care
delivered by a familiar specialist team.
Through the development of a PAU and the centralisation of inpatient paediatric care at the WRH,
stakeholders described how this focused provision of services could lead to services being delivered in a
more child and family friendly environment. Patient experience for the child and their family includes
providing facilities to allow audio-visual separation of children from adults, the use of paediatric pain scores
at triage, the provision of a resuscitation area specific for children, the employment of a senior nurse to lead
on paediatric issues and the employment of an appropriate liaison paediatrician
5.4

Potential equality impacts

The scoping assessment evidenced that the following equality groups experienced a disproportionate use
and demand for emergency care services. This has been supplemented with feedback from stakeholders
and patient group representatives:
 Age (children) - Children, particularly young children, are prone to sudden acute illnesses, with young
80 81
families tending to use urgent care more than the average population.
Statistical analysis by the
Kings Fund suggests that emergency admissions for acute conditions such as ear, nose and throat
82
infections are predominantly young children under the age of five. In terms of CCGs comparisons,
generally the South Worcestershire CCG has relatively low admissions rates compared to the county as
83
a whole. . Children and young people are also at higher risk of experiencing unintentional injuries –
which are a leading cause of death amongst children from birth to 19 years in England. The most
common cause is involvement in road accidents, with other common causes being drowning, poisoning,
84
burns and falls, which require immediate urgent and emergency care. Children are considered to have
a high likelihood of some conditions which may have an exacerbation of these which requires
emergency care. An example of this is asthma where on a national basis, one in 11 children receive
85
treatment for asthma (1.1 million). Some stakeholders raised concerns that a larger service may make
services less personal and alienate less confident young families and teenagers, however the
contrasting view is that it may allow services to be better tailored to the different needs of their patients.

_________________________
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 Disability - Children with disabilities are a key group to consider as demand for acute services from this
group is high. Over the past ten years there has been a significant increase in the number of children
with complex health needs, due to the survival of pre-term and low birth weight babies and advances in
86
medicine leading to earlier diagnosis of congenital and genetic conditions. Stakeholders commented
that children with learning difficulties may have to access services at hospital they are not familiar with.
As a result, some stakeholders were concerned that the hospital may not have specific knowledge of
their medical history or an understanding of their communication needs if they require overnight care (it
should be noted that this impact would only be relevant to children already in the system rather than
new patients). Children with learning difficulties may also require support from their carer whilst in
hospital. The provision of this may be difficult if their carer needs to travel further or no not have access
to transport.
 Race or ethnicity – Research has found that greater use of A&E departments occurs among children of
parents who are not fluent in English, because of lack of health advocates and difficulties in obtaining
87
out-of hours care. In addition to this, there is a cultural tendency for women from some BAME groups
88
to have larger families multiplying the paediatric healthcare needs of the family group. Comments from
stakeholders identified that families from BAME groups may be wary of accessing services outside of
their local area and this may act as a barrier to their engagement. Further, the experience of those
patients that do not speak English as a first language may be negatively impacted as a result of fewer
visits from family and friends, given that it is further to travel to these services.
 Deprived communities - There are well documented links between social deprivation, poor health and
higher injury rates in children and this can increase their need for hospital care. There is a large
disparity present in both injury and death from the unintentional injury of children from lower-income
households, which could be resultant from the inability of poorer families to install safety equipment in
89
the home, and a lack of safety awareness. As commented by stakeholders during the IIA engagement
tasks, families from deprived communities may be more likely to require public transport to visit their
children and may be find it difficult to fund the increased travel costs.
For the reconfiguration option being considered, it is important to understand and assess the extent to
which these groups are disproportionately impacted by the proposed changes to emergency care. Across
Worcestershire and the part of South Warwickshire which would look to access services at the WAHT, a
comparison has been made between the proportion of these groups in the overall study area and with the
proportion of the areas in which there will be increased journey times in the future (ie because they will
need to use a different hospital).
Table 5.1: Comparison of equality groups between the total study area and those areas affected by an increase in
travel times
Paediatrics

Overall study area

Areas experiencing an increase in travel times

Age 0-15 years

18%

19%

Limiting long term illness

18%

18%

8%

10%

10%

16%

BAME
Deprivation

_________________________
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The table above shows that there is some difference in terms of the percentage of BAME groups in areas
that will be affected by an increase in journey times as compared and those which won’t. There is a
significant difference for socio-economically deprived communities; 16 percent of those in the areas which
will experience an increase in travel times are from deprived communities compared with 10 percent across
the whole study area highlighting that there is likely to be a disproportionate impact.
5.5

Travel and access impacts

Analysis undertaken by the Central Midlands CSU has identified that for the majority of patients who would
need to access care at a different site, their next nearest site is WRH followed by Warwick Hospital.
5.5.1

Current and future private transport analysis

Figure 5.1 illustrates the private car journey times for the current configuration with regard to paediatric
care. Figure 5.2 shows the future private transport journey times to access paediatric care after the service
change. The table below indicates the percentage of the total population that can access services in the
current and future service configurations within each of the specific time bands.
Figure 5.1:

Current car transport times
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Private car travel time change – inpatient paediatric services

Table 5.2:
Travel time

Current

Future

Change

0-15 minutes

42%

24%

-18%

15-30 minutes

52%

57%

4%

30-45 minutes

5%

19%

14%

45-60 minutes

0%

0%

0%

100%

100%

Total

Current travel times
 Geographically, the vast majority of the study area has access to inpatient paediatric care within a 0 to
15 minute or 15 to 30 minute private car journey time.
 As with other service changes represented in this report, there are pockets to the northwest of the
study area boundary that sees accessibility in excess of a 30 minute journey time by car including
Tenbury Wells (and surrounding area) and Harpley.
Future travel times
 Following the change of inpatient paediatric services, geographically, there will be increases in car
journey time for many living in the Redditch area; from within a 15 minute journey time to over a 30
minute journey time.
 The future scenario indicates that, like the current scenario, the majority of private journey times to
access inpatient paediatrics services (57 percent) will continue to take between 15 and 30 minutes.
 The number of private journey times taking between 0 to 15 minutes will fall by 18 percent (from 42
percent to 24 percent after the service change), whilst the number of private journeys taking 30 to 45
minutes will increase by 14 percent.
5.5.2

Current and future public transport analysis

Figure 5.3 illustrates the public transport journey times for the current configuration with regard to paediatric
care. Figure 5.4 shows the future public transport journey times to access paediatric care after the service
change. The table below indicates the percentage of the total population that can access services in the
current and future service configurations within each of the specific time bands.
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Figure 5.3:

Current public transport times

Table 5.3:

Public transport travel time change – inpatient paediatric services

Travel time

Figure 5.4:

Future public transport times

Current

Future

Change

0-30 minutes

29%

13%

-16%

30-60 minutes

43%

40%

-3%

60-90 minutes

18%

36%

18%

90-120 minutes*

1%

1%

0%

>120 minutes

9%

9%

0%

*Reason for discrepancy in the change percentage between current and future travel times due to rounding: current = 0.4%, future =
0.5%, therefore change = 0.1%.

As mentioned in the text below
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Table 4.3, the greyed areas in Worcestershire where a hospital is deemed inaccessible by public transport
are included in the assessment of public transport journeys that take over 120 minutes. As a result,
sometimes the values for journeys taking over 120 minutes are higher than the journeys that take between
90 and 120 minutes.
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Current travel times
 Geographically the majority of the study area has access to paediatric care within a 60 minute journey
time by public transport.
 There are pockets to the northwest of the study area boundary that have accessibility in excess of a 120
minute journey time by public transport including Tenbury Wells and its surrounding area and areas to
the north and west of Kidderminster.
Future travel times
 After the service change a significant area in Redditch will no longer have access to paediatric care
within a 30 minute public transport journey time; the majority of these will experience a new journey time
of between 60-90 minutes.
 The future scenario indicates that, like the current scenario, the majority of public transport journey
times to access inpatient paediatrics services (40 percent) will take between 30 and 60 minutes.
 The number of public transport journey times taking up to 30 minutes will fall by 16 percent (from 29
percent to 13 percent after the service change), whilst the number of public transport journeys taking
between 60 and 90 minutes will increase by 18 percent
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6. Maternity and neonatal care:
Assessment of impacts
6.1
6.1.1

Service model for maternity and neonatal care
Current provision

The services being considered within this element of the reconfiguration proposals are those that are
provided for pregnant women and new born babies, particularly considering the care received during the
birthing experience. More broadly, antenatal, postnatal and day assessment services are currently provided
to women in a variety of both hospital and community locations and this will continue for the future.
For intrapartum care, consultant led maternity (obstetric) services are currently provided at both AH and
WRH, with women also having the choice of a home birth (where clinically appropriate). As a result of the
challenges mentioned above and to achieve workforce standards, it has been recognised that
90
consideration should be given to the need for the current number and configuration of delivery units.
6.1.2

Future provision

Under the future service model, intrapartum maternity services will be centralised at WRH, alongside
neonatal intensive care services. These services will no longer be available at AH. This means that under
current proposals women choosing to give birth within Worcestershire will have the option of delivery at
WRH in either the consultant led unit or along-side birth centre (where clinically appropriate), or a home
birth.
One of the recommendations of the Independent Clinical Review Panel is that the feasibility of a
standalone midwifery led unit should be explored as an alternative for pregnant (low risk) women in North
Worcestershire. At the time of developing this report, the development of this service was still under
consideration and therefore, this report has not considered this as a confirmed part of the future service
model.
6.2

Patient volumes affected

Analysis undertaken by Central Midlands CSU has identified that in 2013 there were 1,934 birth episodes
at AH.
6.3

Potential health impacts

6.3.1 Health outcomes
It is understood from stakeholders that maternity services at AH have been demonstrating an increasing
trend in caesarean sections and perineal repairs. The proposed service changes which would see a
centralisation at WRH would enable services to be delivered in line with best practice standards which has
the potential to reduce the rate of these complications. In parallel, the centralisation of services will
allow consultant expertise to be consolidated which is also associated with improved outcomes for
patients.
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90

Royal College of Obstetricians and Gynaecologists: Expert Advisory Group Report (2011): High Quality Women’s Health Care: A
proposal for change

313446/TPN/ITN/1/A

Integrated Impact Assessment
Confidential

There is evidence of the clinical benefits arising from increased consultant presence in delivery facilities,
with studies identifying links to falling caesarean section rates, a reduction in complication rates from
vaginal operative deliveries and a reduction in fetal distress leading to neonatal mortality and severe
91
disability. This is in part as a result of reducing variation in care; as one large population based cohort
study of almost 700,000 births identified that, although infants of high-risk births were more often born
during the daytime, infants born at night were at increased risk of early neonatal death. The authors
concluded that additional skilled and experienced staff would need to be available to ensure safe births
over 24 hours.92
The feasibility of a standalone midwifery led unit is also currently being considered for the population in
93
North Warwickshire. There is evidence which supports the cost effectiveness of midwifery led care and
94
findings from the Birthplace cohort study , concluded that, for low risk women, alternative settings such as
midwifery units appear to be safe for the baby and offer benefits for the mother, finding that:
 Women’s choice of place of birth (home, birth centre, alongside midwifery-led unit, team care labour
ward/obstetric unit) makes no difference in the likelihood of adverse outcome for lowest risk pregnant
women and their babies, except for first time mothers who have an increased likelihood of adverse
outcome if they plan a birth at home.
 Women who planned birth in a midwifery unit had significantly fewer interventions, including
substantially fewer intrapartum caesarean sections, and more ‘normal births’ than women who planned
birth in an obstetric unit.
 A spontaneous birth is three times more likely when low risk pregnant women plan to have their babies
at home, in a birth centre or an alongside midwifery led unit, regardless of where they eventually give
birth.
 On average, births planned in non-obstetric unit settings would be cost saving when compared with
births planned in an obstetric unit.
There is evidence that for neonatal intensive care services, an association between volume of cases and
outcomes has been identified95; and the proposed consolidation of services to one hospital in
Worcestershire would support his. However, it is also important to note that there is also some evidence
that high volume units showed high levels of nosocomial bacteraemia, and that units running close to
capacity showed worse outcomes than those with some “slack”. Large units with high volumes that also
have slack may however direct attention to questions of economic evaluation as well as of clinical safety.96
The size of the unit is therefore an important consideration.
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6.3.2 Quality of care
Matching level of need with level of care was viewed positively by some stakeholders that were engaged
during the IIA process. The consultant-led maternity services provided at WRH will enable the care of
patients with high risk births to be managed better through continuity of care by dedicated medical teams.
For women with low risk births, the midwifery-led unit at WRH will give women the opportunity to give birth
in a ‘normal’ environment where they may feel more relaxed and able to cope with labour, as well as
increasing the likelihood of women being looked after by a midwife that they are familiar with, allowing for
better continuity of care.
The potential for the development of a standalone midwifery led unit in North Worcestershire could also
provide a high quality service for those ‘low risk’ women in the area. Stakeholders have commented that it
is important however that any decisions regarding the feasibility of this unit are clinically sound and safe,
and learn lessons from other hospitals that have implemented similar services.
6.3.3 Patient transfers
If a standalone midwifery-led unit was to be established in North Worcestershire, it would be unable to
provide specialist care, such as epidurals or caesarean sections. Even though only ‘low risk’ mothers would
be able to book to use this service, if complications arose, patients would need to be transferred to the
nearest consultant-led service. Stakeholders were concerned that this would result in the need for the
emergency transfer of patients with late presenting complex births to the consultant-led service at WRH.
6.4

Potential equality impacts

The scoping assessment evidenced that the following equality groups experienced a disproportionate use
and demand for emergency care services. This has been supplemented with feedback from stakeholders
and patient group representatives:
 Age(0-1) – By their very nature, some newborns require neonatal care services.
 Age (teenage mothers) - Age plays a key role in the increased risk of preterm delivery, low birth weight
and neonatal mortality. There is evidence to suggest that teenage mothers are typically poorer antenatal
attendees and frequently have lower birth weight babies, higher infant mortality rates and a higher risk
97 98
of having a baby with congenital abnormalities.
These newborns are more likely to require periods
of stay in neonatal care. Pregnant teenagers also have particular care needs, with higher obstetric risks
99
and poorer outcomes. Stakeholders engaged throughout the IIA commented that, although the
number of teenage pregnancies across Worcestershire is not high, anecdotally there are a greater
number of teenage pregnancies in the north of the county compared to the south, particularly in
Redditch, an area of high deprivation.
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 Age (older mothers) - The Centre for Maternal and Child Enquires (CEMCE) review of maternal deaths
100
found that the highest maternal mortality rates were in older mothers. There is growing evidence to
suggest that larger numbers of women are becoming pregnant later in life. In 2011, the largest
percentage increase in fertility across England and Wales was for women aged 40 years and over,
101
followed by women aged 35 to 39 years with increases of 61 percent and 50 percent respectively. .
Births at an older age, particularly in the case of first time pregnancies, run greater risk of complications
102
during delivery and the need for emergency caesarean section. The Royal College of Midwives
maternity services report in 2013 stated that older women tend to require greater assistance from
103
midwives than younger women, this because older women tend to have more complicated births.
 Pregnancy and maternity - Naturally, pregnant women and mothers with new born children are the
group most likely to be affected by any changes to maternity and new born services, as these services
directly refer to the care of these two groups. Pregnancy and maternity - Naturally, pregnant women and
mothers with new born children are the group most likely to be affected by any changes to maternity
and new born services, as these services directly refer to the care of these two groups.
 Race and ethnicity – Research has shown that the numbers of women using local maternity services
104
who were born outside the UK are increasing year on year, particularly within urban areas. In addition
the maternal health outcomes for non-UK born women tends to be worse than the rest of the general
population, as these mothers tend to have more complicated pregnancies, have more serious
105
underlying medical conditions, and may be in poorer general health. More specifically, research
illustrates higher risks of maternal and infant mortality, and higher rates of low birth weight amongst
106
some BAME groups . In the UK, 8.1% (4,715) of all deliveries for Asian and Asian British mothers
were low birth weight compared to 6.3% (1,831) of black and black British mothers and 5.0% (21,530) of
107
white mothers . Other research suggests that certain sections of the UK’s South Asian population –
most notably Pakistani and Bangladeshi communities – are more likely to have large families, and
108
therefore high fertility and birth rates are common. National surveys also indicate that, as a whole,
women from BAME groups are more likely to ‘book late’, are less likely to receive antenatal care
109
regularly and therefore also tend to receive fewer antenatal check-ups. . They are also more likely to
110
have a longer postnatal stay and have longer postnatal contact.
 Gender (women of childbearing age) - There are obvious correlations between sex/gender and the need
for maternity services. Women, particularly those of childbearing age (16-44 years old) are therefore a
key user group of this service area. Stakeholders suggested that single mothers may have difficulty in
accessing maternity services that are not in their local area, particularly if they have young children.
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 Deprived communities - Factors such as poor diet and smoking can add to the complexity of a mother’s
pregnancy and children who are born into socially deprived families are more likely to be born
prematurely or undernourished and therefore need neonatal care. This could be largely linked to an
increased likelihood of poor diet and nutrition amongst mothers within deprived families whereby
financial constraints limited the quality or quantity of food consumed. There is an established link
between higher levels of teenage pregnancies in areas of deprivation, and between teenage
pregnancies and maternity complications. Therefore, this group may be more likely to require the
consultant led services provided at WRH in the future. Also, given that there is evidence that social
111
deprivation correlates strongly with neonatal morbidity and the need for neonatal unit admission ,
those living in areas of deprivation in North Worcestershire may have further to travel should their baby
require neonatal care.
For the reconfiguration option being considered, it is important to understand and assess the extent to
which these groups are disproportionately impacted by the proposed changes to emergency care. Across
Worcestershire and the part of South Warwickshire which would look to access services at the WAHT, a
comparison has been made between the proportion of these groups in the overall study area and with the
proportion of the areas in which there will be increased journey times in the future (ie because they will
need to use a different hospital). This is shown in Table 6.1.
Table 6.1: Comparison of equality groups between the total study area and those areas affected by an increase in
travel times
Overall
study area

Areas experiencing an increase in travel
times (both overall maternity and
consultant led maternity)

Age 0-1 years

1%

1%

Females 15-19 years (as a proxy for teenage mothers)

3%

3%

Females 35-44 years (as a proxy for mothers aged 35 and over)

7%

7%

Women of childbearing age (20-44 years)

15%

16%

Deprivation

10%

19%

Maternity & neonates

Travel time increases are the same for both overall maternity services and consultant led maternity
services. The table shows that the only discernible difference in terms is for those from deprived
backgrounds; whilst they comprise 10 percent of the overall study area, they make up 19 percent of the
population in areas in which there will travel time increases in future.
6.5

Travel and access impacts

This analysis is split down into two categories:
 all maternity services (including midwife led units)
 consultant led maternity services
Analysis undertaken by Central Midlands CSU has identified that when midwife led units are included, the
majority of the births which would have presented at the AH would in the future be cared for at Solihull
midwife led unit and WRH.
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When only consultant led units are considered, the majority of births at AH, would, in the future,
predominantly present at the WRH with some births presenting at Warwick Hospital and Birmingham
Women’s Hospital.

6.5.1

Current and future private car analysis

Figure 6.1 illustrates the private car journey times for the current configuration with regard to maternity
care. Figure 6.2 shows the future private transport journey times to access maternity care after the service
change. The table below indicates the percentage of the total population that can access services in the
current and future service configurations within each of the specific time bands.
Figure 6.1:

Current car transport times

Table 6.2:

Private car travel time change – maternity services

Travel time

Figure 6.2:

Future car transport times

Current

Future

Change

0-15 minutes

42%

24%

-18%

15-30 minutes

52%

69%

16%

30 - 45 minutes

5%

7%

2%

45-60 minutes

0%

0%

0%

100%

100%

Total
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Current travel times
 Geographically, the vast majority of the study area has access to maternity services within a 0 to 15
minute or 15 to 30 minute private care journey time.
 As with other service changes represented in this report, there are pockets to the northwest and south
of the Worcestershire county boundary that sees accessibility in excess of a 30 minute journey time by
car and include the following areas: Tenbury Wells and surrounding area (northwest) and Harpley
(northwest).
Future travel times
 Following the change of maternity services, geographically, there will be a increase in car journey times
for those living in the Redditch area; from within a 15 minute journey time to a journey time that takes
between 15 and 30 minutes.
 The future scenario indicates that the majority of private journey times to access maternity services (69
percent) will take between 15 and 30 minutes.
 The number of private journey times taking between 0 to 15 minutes will fall by 18 percent (from 42
percent to 24 percent after the service change), whilst the number of private journeys taking 15 to 30
minutes will increase by 16 percent.
Figure 6.3 illustrates the private transport journey times for the current configuration with regard to
consultant led maternity care and services. The difference here form the previous figures is that the Solihull
hospital has been removed as a potential provider because it is midwife led not consultant led. Figure 6.4
shows the future private car journey times to access consultant led maternity care after the service change.
The table below indicates the percentage of the total population that can access services in the current and
future service configurations within each of the specific time bands.
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Figure 6.3:

Current car transport times
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Future car transport times
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Table 6.3:

Private car travel time change – consultant led maternity care

Travel time

Current

Future

Change

0-15 minutes

42%

24%

-18%

15-30 minutes

53%

60%

8%

30 - 45 minutes

5%

15%

10%

45-60 minutes

0%

0%

0%

100%

100%

Total

Current travel times
 Geographically, the vast majority of the study area has access to consultant led maternity services
within a 0 to 15 minute or 15 to 30 minute private care journey time.
 As with other service changes represented in this report, there are pockets to the northwest and south
of the Worcestershire County boundary that sees accessibility in excess of a 30 minute journey time by
car and include the following areas: Tenbury Wells and surrounding area (northwest) and Harpley
(northwest).
Future travel times
 Following the proposed changes, geographically, there will be increases in car journey time for many of
those living in the Redditch area; from within a 15 minute journey time to a journey time that takes
between 30 and 45 minutes.
 The future scenario indicates that, like the current travel times, the majority of private journey times to
access consultant led maternity services (60 percent) will take between 15 and 30 minutes.
 The number of private journey times taking between 0 to 15 minutes will fall by 18 percent (from 42
percent to 24 percent after the service change), whilst the number of private journeys taking 15 to 30
minutes and 30 to 45 minutes will increase by 8 percent and 10 percent respectively.
6.5.1 Current and future public transport analysis
Figure 6.5 illustrates the public transport journey times for the current configuration with regard to maternity
care. Figure 6.6 shows the future public transport journey times to access maternity care after the service
change. The table below indicates the percentage of the total population that can access services in the
current and future service configurations within each of the specific time bands.
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Figure 6.5:

Current public transport times

Figure 6.6:

Future public transport times

The areas which are not shaded cannot access the public transport network as they are beyond the permitted walking distance of a
public transport node and therefore do not produce a travel time value.

Table 6.4:

Public transport travel time change – maternity services

Travel time

Current

Future

Change

0-30 minutes

29%

13%

-16%

30-60 minutes

45%

51%

6%

60-90 minutes

17%

26%

9%

90-120 minutes

1%

1%

0%

>120 minutes

9%

9%

0%

Current travel times
 Geographically the majority of the study area has access to maternity services and care within a 60
minute journey time by public transport.
 There are pockets to the northwest of the study area boundary that have accessibility in excess of a 120
minute journey time by public transport including Tenbury Wells and its surrounding area and areas to
the north and west of Kidderminster.
Future travel times
 After the service change a significant area in Redditch will no longer have access to maternity care
within a 30 minute public transport journey time; the majority of these experiencing a new journey time
of between 60-90 minutes.
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 The future scenario indicates that the majority of public transport journey times to access maternity
services (51 percent) will take between 30 and 90 minutes, (75 percent).
 The number of public transport journey times taking up to 30 minutes will fall by 16 percent (from 29
percent to 13 percent after the service change).
Figure 6.7 illustrates the public transport journey times for the current configuration with regard to
consultant led maternity care. Figure 6.8 shows the future public transport journey times to access
consultant maternity care after the service change. The table below indicates the percentage of the total
population that can access services in the current and future service configurations within each of the
specific time bands.
Figure 6.7:

Current public transport times

Figure 6.8:

Future public transport times

The areas which are not shaded cannot access the public transport network as they are beyond the permitted walking distance of a
public transport node and therefore do not produce a travel time value.

Table 6.5:

Public transport travel time change – consultant led maternity services

Travel time

Current

Future

Change

0-30 minutes

29%

13%

-16%

30-60 minutes

42%

48%

6%

60-90 minutes

19%

28%

9%

90-120 minutes

1%

1%

0%

>120 minutes

9%

9%

0%
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Current travel times
 Geographically the majority of the study area has access to consultant led maternity services within a
60 minute journey time by public transport.
 There are small pockets to the northwest of the study area boundary that have accessibility in excess of
a 120 minute journey time by public transport including Tenbury Wells and its surrounding area and
areas to the north and west of Kidderminster.
Future travel times
 After the service change a relatively large area in Redditch will no longer have access to consultant led
maternity care within a 30 minute public transport journey time; the majority of these experiencing a new
journey time of between 30 and 60 minutes.
 The future scenario indicates that, like the current scenario, the majority of public transport journey
times to access consultant led maternity services will take between 30 and 90 minutes (76 percent).
 The number of public transport journey times taking up to 30 minutes will fall by 16 percent (from 29
percent to 13 percent after the service change).
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7. Planned care: Assessment of impacts
7.1
7.1.1

Service model for planned care
Current provision

Planned (elective) surgery requiring an inpatient stay is currently provided across both AH and WRH,
although there are a number of areas where services have already been consolidated onto to one hospital
site, including for example urology and urological cancer services at AH. Day case surgery is also currently
provided a cross AH, WRH and KTC.
7.1.2

Service changes

In the future, for elective surgery, it is proposed that a number of centres for excellence are created which
would allow certain specialties to be consolidated onto one site. The table below provides an overview of
the proposed centres of excellence:
Centres of Excellence at AH

Centres of Excellence at WRH

Orthopaedic Elective Surgical Centre

Colorectal Resection Centre (builds on existing centre)

Upper GI Service (benign)
Urology and Urological Cancer Centre (builds on existing
centre)

Vascular Surgical Centre (builds on existing centre)
Major Upper GI and Bariatric Centre (builds on existing
centre)
Head and Neck Cancer Centre (builds on existing centre).

As mentioned above, some of these services have previously been consolidated on one site and therefore
the changes proposed are not considered to represent significant services change but rather present an
opportunity to strengthen and enhance current provision. The services which are subject to change (i.e.
they will be consolidated and are at present provided on multiple sites) are as follows:
Consolidation of services into Elective Centres of
Excellence at AH

Consolidation of services into Elective Centres of
Excellence at WRH

Inpatient upper GI (benign only)
Ambulatory inpatient general surgery

Inpatient gastrointestinal (GI) (upper and lower)
Inpatient gynaecology

Inpatient orthopaedics (although some short stay surgery
will continue to be provided at KTC).

Of these services, inpatient upper GI (benign) and ambulatory inpatient general surgery are currently
provided at WRH and AH, as is inpatient orthopaedics (with some short stay surgery at KTC); and in the
future, these patients will have to access these services at AH (or their next nearest hospital providing
these services outside of the Worcestershire boundary). Inpatient gastrointestinal is currently provided at
AH and WRH, as is inpatient gynaecology which also provides care at KTC. In the future, these patients
will all have to access services at WRH (or their next nearest hospital providing these services outside of
the Worcestershire boundary).
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For some specialties, the provision of day case surgery will also be subject to change, as indicated below:
Consolidation of day case surgery to AH and KTC
Day case gastrointestinal (upper and lower)
Day case ambulatory general surgery
Day case breast surgery
Day case gynaecology
Day case urology
Day case ENT/ oral

With the exception of day case ENT and oral, all of these services are currently provided across AH, KTC
and WRH. Day case ENT and oral are currently only provided at WRH and KTC. In the future, patients
currently receiving day case care at WRH will need to access services at their next nearest hospital.
There will be no change to existing planned medical admissions and inpatient service will continue to be
available at AH and WRH.
7.2

Potential health impacts

7.2.1

Health outcomes

The proposed changes under planned care see the creation of surgical centres of excellence for different
specialties across the AH and WRH hospitals. For example, this includes the creation of an elective
orthopaedic service at the AH, and the consolidation of elective gynaecology inpatient surgery at WRH.
Where appropriate, daycase or short stay surgery will continue to be provided from a number of hospital
sites. This is broadly aligned to the national vision articulated by the Department of Health in 2007 which
advocated more surgery provided locally (mainly as day cases and short stays), coupled with greater
112
specialisation for surgery being carried out at specialised centres, such as those for trauma and cancer.
Specialist services often use complex treatments for rare conditions. To achieve critical mass and enable
improved clinical quality, there is evidence that some services should be concentrated and centralised.
Numerous studies have demonstrated better results at high-volume hospitals with cancer surgery, and
113 114
other high-risk procedures.
There is also a robust evidence base that risk-adjusted peri-operative
115
mortality and long term conditional survival worsen as hospital surgical volume decreases. A number of
studies in recent decades have examined the relationship between high-volume hospitals, long term
116 117
survival and peri-operative mortality.
For example, as mentioned within the earlier section on
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emergency care, some studies have concluded that the evidence supports greater centralisation than is
presently found in England at least, for cardiology, some types of cancer surgery and major vascular
118
surgery. Other studies have also identified similar links (although they vary in magnitude) between
specialist care and improved outcomes for conditions such as oesophageal and pancreatic and prostate
cancer surgery, planned coronary heart bypass surgery, coronary angioplasty, carotid endarterectomy,
119 120
unruptured abdominal aortic aneurysm, knee arthoplasty and coronary artery bypass.
As described in
earlier, it is recognised that clinical governance may also play an important role as well as volumes and
121
learning effects. Another review of the evidence on volume, reported that even when looking at the
higher quality studies alone, they found very strong evidence of an association between volume and
outcome in the direction that high volume surgeons and high volume hospitals tend to have superior
122
outcomes compared to low volume surgeons and hospitals.
Consolidation of case load to dedicated centres enables specialisation by both individual doctors and
the overall units, which has been shown to improve outcomes. Specialisation of the surgical team is
reported to have been recognised for some time in the elective performance of a number of surgical
procedures including oesophagectomy, gastrectomy, abdominal aortic aneurysm repair, lunglobectomy and
123
colectomy; although it is recognised that surgeon and hospital volume also play an inherent role. Taking
the example of gynaecology cancer, it is considered that specialisation seems to improve survival
outcomes for patients. Whilst seeking reasons for the benefit of subspecialised care was beyond the scope
of the Cochrane Review, it was speculated that gynaecological cancer surgery can be challenging,
124
involving techniques not routinely encountered by generalists. More specifically, for advanced ovarian
cancer, several studies have demonstrated that women operated on by a subspecialty trained
gynaecological oncologist are more likely to be optimally debulked than women operated on by a general
gynaecologist. Interestingly, one study demonstrated that centralisation resulted in a two-fold increase in
optimal debulking rates for women with stage III-IV ovarian cancer, but there was no significant change in
survival, suggesting that survival in advanced ovarian cancer is influenced primarily by factors other than
125
surgical expertise.
In some hospitals, there is insufficient critical mass of patient workload to justify consultant presence to
provide 24/7 service and maintain high quality care and outcomes for patients. Therefore, under the
proposed reconfiguration, specialists will be concentrated in fewer hospitals, ensuring that patients receive
access to the appropriate clinical opinion on a timely basis. There is also evidence which suggests that
centralising specialist services can drive quality through a “physician/surgeon” effect. At a specialist centre,
physicians and surgeons will see more of a particular diagnosis or perform a greater number of

_________________________
242:540-544, 2005; discussion 544-547
118

Farrington-Douglas J, Brooks, R (2007a) The future hospital: The

progressive case for change; Institute for Public Policy Research
119

Halm EA, Lee C, Chassin M (2002), Is volume related to outcome in healthcare? A systematic review and methodologic critique of
the literature. Annals of Internal Medicine 137(6): 511-520

120

Davoli M, Amato L, Minozzi S, Bargagli AM, Vecchi S, Perucci CA (2005), Volume and health outcomes: an overview of systematic
reviews, Epidemiologia e Prevenzione, 29, 3-4 Supp, 3-63.

121

Spurgeon P et al (March 2010) Evaluating Models of Service Delivery: Reconfiguration Principles Research Report. Produced for
the National Institute for Health Research Service Delivery and Organisation programme

122

Murray G, Teasdale G (2005) Report of Volume/Outcome Sub-Group to Advisory Group to National Framework for Service
Change. NHS Scotland

123

Paterson-Brown S (2014) Core Topics in General & Emergency Surgery: Companion to Specialist Surgical Practice. Fifth edition

124

Morrison J (2012) Improving outcomes in gynaecological cancer: the benefits of subspecialisation

125

Morrison J (2012) Improving outcomes in gynaecological cancer: the benefits of subspecialisation

313446/TPN/ITN/1/A

Integrated Impact Assessment
Confidential

126

specific procedures, which can lead to the achievement of higher quality outcomes for patients.
127 128
As an example, one review of articles on different orthopaedic surgical procedures, particularly total
hip and knee replacements concludes that nearly all confirm that outcome, measured in terms of mortality,
re-admission, post-operative complications and length of stay after operation improved with the volume of
129
activity of hospitals and or surgeons.
Given the evidence that specialisation and centralisation can drive quality outcomes, there is a strong case
based on quality for change in service provision in the sector towards consolidation of skills and case-load
in fewer centres with greater patient volumes.
It is also important to note that the separation of emergency and planned surgery is in line with the
guidance of The Royal College of Surgeons of England who consider that this can result in fewer
cancelled operations due to emergency patients from disrupting planned activity and vice versa thus
minimising patient inconvenience and maximising productivity for the Trust. It is also considered to
reduce infection rates, and the presence of senior surgeons for both elective and emergency work can
enhance patient safety and the quality of care, and ensure that training opportunities are
130
maximised. As an example, the Chapel Allerton Orthopaedic Centre (part of Leeds Teaching Hospital
NHS Trust) reported that its early successes included reduced length of stay, very low infection rates,
131
positive effects on mortality and morbidity rates, and no recruitment and retention problems.
7.2.2

Quality of care

The creation of centres of excellence was generally viewed positively by stakeholders, even though this
would require them to travel further to access this care. Admissions would be appropriate, length of stay
would be decreased, and there would be fewer onward specialist referrals as all treatment would be
available onsite. As reflected above, stakeholders also considered that patient outcomes including recovery
times and survival rates, would improve for patients treated in centres of excellence, as patients would
benefit from receiving increased care by specialist teams.
As services would be consolidated at certain sites, stakeholders were concerned what impact this would
have on the capacity of services, and therefore the quality of care and waiting times for these services.
7.3

Potential equality impacts

The scoping assessment evidenced that the following equality groups experienced a disproportionate use
and demand for planned care services. This has been supplemented with feedback from stakeholders and
patient group representatives:

_________________________
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 Age - (older people) - Many conditions that require surgical intervention become more common with
age. Life expectancies and older people’s fitness are improving each year; however, comorbidities and
complex clinical conditions often increase alongside a person’s advancing biological age, with 65% of
132
people admitted to hospital being over 65 years old. Planned surgery and procedures are therefore
undergone by a greater number of older people, than the population in general. Research shows that
specific diseases are also more likely to affect older people. Cancer, as a proxy association with groups
typically requiring more elective general surgery care, primarily affects older people. For example, more
133
than 63% of cancer diagnoses are in people aged 65 and over. Ageing can also be a major
contributory factor to the weakening of bones. This is because bone density and mass significantly
reduces with age through the loss of calcium and other minerals which can cause bones to become
134
brittle and break easily or compress (such as compression fractures in the spine ). Therefore older
people and the elderly (particularly over the age of 75) are particularly susceptible to sustaining
135
136
fractures and/or broken bones
or indeed requiring joint replacements. . Stakeholders commented
that through the creation of different centres of excellence at different hospitals, older people may need
to travel further in order to reach the service they require. It was stated that older people tend to have
well established travel routines, and changes to this to enable them to access care in different locations,
will reduce their confidence about traveling to their place of care. This will not only impact the patient but
also elderly spouses, friends or relatives that want to visit. Receiving care in an unfamiliar environment
may also have a negative impact on elderly patients.
 Sex / gender (women) - By its very nature planned gynaecology surgery will occur in women. Unitary
incontinence (UI) for example is also a common condition for women – this is a condition that causes
the involuntary loss of urine as a result of weak pelvic floor muscles and nerves which help to hold or
release urine. Although this can affect both women and men, women experience UI twice as often as
137
men, and are more likely to be affected. It is also well documented that women are at greater risk of
developing some bone conditions such as osteoporosis than men which may result in a need for
orthopaedic surgery; an estimated one in two women and one in five men over the age of 50 will break
138
a bone as a result of osteoporosis. This is because women have smaller bones than men, and also
go through menopause later in life which dramatically reduces the body’s production of the oestrogen
hormone. This acts as a protective barrier for bones, therefore a natural reduction in this hormone
139
makes women more vulnerable to brittle bones and the need for future treatment. It is recognised
however that men may be more at risk for gastrointestinal conditions. For example, duodenal ulcers are
twice as common in men than in women, whereas gastric ulcer are more equally found in men and
140
women.
Men are also more likely to develop alcohol-related pancreatitis, while women are more
141
likely to develop it as a result of gallstones. As both men and women have needs for planned care
(albeit for different service areas) they are not screened in as discrete groups.

_________________________
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 Disability - It is commonly acknowledged that disabled people have poorer health, not just in relation to
their primary impairment or long-term health condition but because of reduced access to health services
and generally higher levels of social deprivation. This puts them at a higher risk of illness and means
142
they are likely to have a greater need for planned care and procedures . Longer travelling times were
highlighted by stakeholders as negatively impact disabled people with mobility difficulties, as well as
providing challenges for their carers in supporting them during their hospital stay. Further to this, people
with learning difficulties may find it difficult to travel further for treatment and may feel more anxious
about receiving treatment in an environment that they are not familiar with.
 Socio-economically deprived - Poorer people tend to make lower use of screening and immunisations
as well as other preventative services, placing them at greater risk of requiring planned procedures to
143
remedy poor health conditions. One of the key issues for this trend is lifestyle issues – people from
deprived communities are more likely to smoke and have substance abuse issues and less likely to
144
exercise regularly and eat fresh fruit and vegetables on a regular basis.
7.4

Travel and access impacts

Detailed quantitative transport modelling for planned care has not yet been carried out. We do however
propose to include this in the final interim report (if the sufficient information is available) which will address
potential issues for people needing to visit a different hospital in future.
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142

NCEPOD (2008): ‘Elective and emergency surgery in the elderly: study protocol’, p.2

143

The Marmot Review (2010) ‘Fair Society, Healthy Lives.’

144

Communities and Local Government (2010): ‘Improving health outcomes in deprived communities: Evidence from the New Deal for

Communities Programme’

313446/TPN/ITN/1/A

Integrated Impact Assessment
Confidential

8. Assessment of overarching impacts

This chapter presents the overarching impacts which have been identified as being common across the all
of the service areas which have been described in the preceding sections. The text below draws out the
positive and negative impacts that are considered to be experienced as a result of the implementation of
the proposals.
8.1

Potential health impacts: outcomes and system impacts

8.1.1 Patient transfers
Whilst it is anticipated that the majority of patients who will require specialist care provided at WRH will be
immediately directed to WRH (or their next nearest acute hospital) by ambulance, concerns were raised
about the potential need to transfer the small proportion of patients who self-presented to AH and would
require an emergency transfer to WRH. This would be relevant for emergency care for trauma or
abdominal pain, or emergency surgery, as well paediatrics and women requiring intrapartum care.
Whilst it is recognised that emergency transfer protocols will be established, this could have a negative
impact in terms of the increased risk to patient safety as a result of delay to treatment. As mentioned
earlier, there is evidence that case-mix, physician skill, infection control, are much more important to clinical
outcomes than the time taken or physical distance travelled in transfers of patient bodies or of information
145
or other resources between specialty units. This is further supplemented by the Kings Fund which
reports that whilst delay for people with life-threatening conditions is linked to poorer outcomes, it is the
timing of the start of appropriate treatment rather than the timing of arrival at hospital that affects the
outcome. Therefore, interventions by paramedics and/or rapid access to the specialist team once at the
146
hospital can offset or overcome the risk created by the additional travel time.
8.1.2 Capacity of services
Consolidating services within one hospital will inevitably result in an increased volume of activity at this site,
as well as resulting in increased demand from interdependent or clinical support services. Stakeholders
considered that capacity of centralised services was a key potential negative impact which could affect the
quality of patient care. For example, this could affect the timeliness of access to care, or, for paediatric care
it may have an impact on the services ability to provide services which are relevant and appropriate for the
different age ranges seen by the service. Whilst the centralisation of planned day case surgery at AH and
KH will provide additional capacity at WRH, it is recognised that previously this capacity has been used to
flexibly manage the availability of beds and that in the future; this will no longer be possible.
Stakeholders considered that bed availability and ‘bed blocking’ are current issues which could be further
exacerbated by these proposed changes. It is also considered that predicted increases in population size,
and the growing proportion of the population with long term conditions may also be a contributing factor in
increasing demand on services for the future; and it is essential that capacity constraints account for this.
The major emergency centre at WRH must have sufficient bed flexibility to cope with the concentration of
specialist major emergency cases.

_________________________
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Other stakeholders have commented however, that these changes are occurring within a wider context in
which there is a number of other programmes which are anticipated to have an impact in reducing the
demand for these services. This includes for example, developments in primary and community care to
improve access to clinical opinion, integrated care developments, as well as local work focused on specific
patient cohorts such as the frail elderly. In addition, developments such as the PAUs are also likely to have
some impact on avoiding inappropriate paediatrics admissions to inpatient services.
These potentially adverse impacts associated with capacity are also relevant to neighbouring hospitals
such as Birmingham Women’s Hospital to which some women from the North Worcestershire area may
choose to travel to give birth. To maintain safe and responsive services it is essential that they are able to
accommodate this additional activity with their own capacity constraints.
8.1.3

Ambulance capacity

The proposed service model is likely to have a negative impact on ambulance capacity through:
 Increased journey times taking patients who require access to specialist emergency care or paediatric
services at WRH (or the next nearest hospital).
 An increased number of emergency patient transfers for those patients who present at AH but require
the specialist services available at WRH.
Stakeholders felt this could have a negative impact on response and access times, particularly in rural
areas. It was also considered that there may be a requirement for additional training or use of diagnostic
tools to avoid unnecessary emergency transfers and ensure that patients are appropriately directed.
If a standalone midwifery led unit was to be implemented in the future, this may also result in increased
emergency transfers of patients to the consultant led service at WRH if complications arose during delivery;
exacerbating this issue further.
8.1.4

Clinical inter-dependencies

Whilst the work of the clinical task and finish groups and the Independent Clinical Review Panel has
considered the clinical inter-dependencies between services in detail, some stakeholders have identified
some areas of concern.
For example, for the small proportion of patients who present at the Emergency Centre at the AH but
require specialist emergency care provided at WRH, they will first be stabilised at AH before the transfer
occurs. In ensuring that this is safe, the future model of care has identified that a “substantial volume of
surgical elective work will continue to be undertaken at AH, necessitating 24 hour surgical middle grade
cover. This speciality will therefore also be able to provide an opinion where necessary to surgical
emergencies self-presenting to the AH Emergency Centre”. Some stakeholders have however raised
concern that with emergency surgery no longer provided at AH, there may not be sufficient consultant
cover available or consultants with a desire to be based at the AH to support the Emergency Centre and
acute medical take at AH when this expertise or stabilisation is required. This could negatively impact the
safety and quality of patient care, although the programme considers that this issue has been considered in
depth by the relevant clinical groups.
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Given that neonatology is a subspecialty of paediatrics and that paediatricians are part of the rotas for the
neonatal service, there are also inherent links between the proposed changes between paediatrics and
neonatal care. Indeed, Facing the Future, the national review of paediatric services recognised that the
closure of some paediatric inpatient units will have an impact on maternity care, particularly the availability
147
of trained medical staff to attend the delivery suite. . The Independent Clinical Review Panel considered
this as part of their review and identified that the service change described “would support the development
of separate paediatric and neonatal on–call rotas for children”; this is considered to be a positive impact.
8.1.5

Workforce impacts

Across all service areas, stakeholders considered that the proposals could result in benefits for staff. For
example, within medicine and surgery there has been an increasing focus on the sub-specialisation of
clinical staff, allowing them to develop specialist expertise in different specialties such as orthopaedics. The
consolidation of some services and the creation of centres of excellence would help to create more
sustainable rotas of these specialist teams, would facilitate staff to share learning and good practice, as
well as providing improved multidisciplinary and multi-sector team working. These improved working
practice arrangements could lead to higher levels of staff retention and the future recruitment of high quality
staff.
In terms of negative impacts, it is recognised that the proposals may result in some staff having to travel
further to the hospital in which they work. As an example, those providing midwifery services at AH are
likely to be required to relocate to WRH. Similarly with the consolidation of planned care into particular sites
the specialist staff with have to travel to new places of work. This may have an impact in terms of personal
costs to travel to their place of employment, as well as the inconvenience associated with additional
journey times.
Further, some stakeholders commented on the need to ensure that in implementing these proposals,
training and the maintenance of skills must be considered for staff, with particular focus on the paediatric
trained nursing staff working within the PAUs at AH and WRH.
8.1.6

Implications on the wider care pathway

Whilst recognising that integrated delivery pathways will be developed, some stakeholders raised concern
that, in practice, standards of patient after-care may be negatively impacted where there is a greater
distance between a patient’s treatment location and their place of residence. It was considered that this
geographical distance may also have implications for community and voluntary sector organisations, which
currently support the process of transferring and discharging patients. Stakeholders commented that these
not-for-profit organisations also experience intense pressure on resources and this may be further
exacerbated by the reconfiguration proposals; limiting their ability to provide support.

_________________________
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8.1.7

Clinical and financial sustainability

Some stakeholders have commented that the proposals for reconfiguration of Emergency Centre services
do not go far enough in developing a sustainable solution and that this could have a negative impact on the
sustainability of the health community in the longer term. They consider that this is from both a clinical and
financial perspective; in terms of having the appropriate clinical presence and access to clinically
interdependent resources to provide a safe and high quality service, whilst the health economy continues to
face a substantial financial challenge.
8.1.8 Patient choice
Nationally, it is recognised that the way in which health services are configured should support choice as a
principle and this is an important part of the NHS constitution. Whilst it is recognised that the proposals will
reduce choice of location for some specialist services, the drivers for change have to be balanced against
this.
As an example, in response to this issue, the expert advisory group of the Royal College of Obstetricians
and Gynaecologists concluded that, within current resources (financial, workforce, facilities), choice may
have to be influenced by the availability of services, as well as being aligned to the level of complexity and
risk. Women will be expected to make an informed choice based on the best care available: for example, in
neonatal networks the family may need to travel further to a level 3 intensive care unit because that is the
148
designated unit with the specialist resource, expertise and facilities.
8.2

Potential equality impacts

This assessment has identified that a number of the protected characteristic groups are more likely to have
a disproportionate need for the services subject to change. This is of course not to say that other groups
will not need these services, rather it is to suggest that there does not presently exist a body of strong
clinical evidence indicating a disproportionate need. The groups that are most likely to experience
disproportionate effects, and the evidence to support this is summarised below. The table also reviews the
149
type of impacts that these groups can expect to experience.

_________________________
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Royal College of Obstetricians and Gynaecologists: Expert Advisory Group Report (2011): High Quality Women’s Health Care: A
proposal for change

149

Note that the tables only feature the groups that have been scoped in as likely to experience disproportionate impacts; where a
group is not represented in one of the columns there is not considered to be a body of evidence which suggests that they have a
higher propensity to need the service than the general population. It does not mean that no-one from these groups is likely to need
the service.
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Table 8.1:

Emergency care

EMERGENCY CARE
APPRAISAL CRITERIA

Age - Children

Evidence highlighting
disproportionate impacts

The very young are prone to
sudden acute illnesses and
have high levels of A&E
attendance and high levels of
emergency admissions.
See section 4.4

Age - Young
people
Young men
experience greater
levels of violent
crime and are also
more likely to be
involved in road
traffic collisions.
They are therefore
more likely to
require emergency
care.

PROTECTED CHARACTERISTIC
Age- Older
Disability
people
Older
The proportion of admissions
people have to hospital which happen as
a higher
emergencies is substantially
tendency to
higher for people with
require
learning disabilities.
some types
See section 4.4
of surgery
See section
4.4

Race and ethnicity
Asian and black groups
are generally
associated with higher
number of emergency
admissions. Some
ethnic backgrounds are
at increased risk of
suffering coronary
heart disease, stroke
and diabetes.

Socio-economically
deprived communities
People who live in areas of
socio-economic
deprivation have higher
rates of emergency
admissions, after adjusting
for other risk factors.
See section 4.4

See section 4.4

See section 4.4

Types of impacts which may affect these groups

 Consultant cover will be improved through 8hr/day five days per week with on call support 24/7; evidence suggests that this will lead to improved outcomes
in trauma treatments, which will follow from timely diagnosis and clinically skilled interventions.
Health outcomes and patient
safety

 The seven day consultant care, there will also lead to a greater parity of care throughout the week and weekend leading to improved safety and outcomes for
patients.
 However, a small proportion of patients, which present at the AH or who have very serious conditions, could be affected by patient transfer from AH to WRH
possibly increasing risk of delay to treatment.
 In being able to deliver emergency care in line with good practice standards and team working practices, this could reduce the length of time patients wait
between arrival in the department and admission to hospital or discharge.
 However, there is some concern that standards of patient after-care may be negatively impacted where this is greater distance between a patient’s
treatment location and their place of residence. This is particularly likely to affect those without their transport.
Patients with learning
disabilities may be adversely
affected by needing to
receive treatment in a place
they are not familiar with.
Additional activity undertaken
at the Major Emergency
Centre at WRH could also
result in staff having less time
to provide the additional
support needs of those with a
learning disability.

Quality of care and patient
experience
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EMERGENCY CARE
APPRAISAL CRITERIA

Travel access

PROTECTED CHARACTERISTIC
Age - Young
Age- Older
Socio-economically
Age - Children
Disability
Race and ethnicity
people
people
deprived communities
Those who do not have access to their own car will be affected to a disproportionate extent by proposed changes. This is likely to affect the equality groups
identified in this table as they are traditionally less likely to have access to their own private transport as compared to other community groups.
The percentage of children in
The percentage of
The percentage of
The percentage of people
the areas that will be affected
young people in the
BAME people in the
from socio-economically
by increased travel times
areas that will be
areas that will be
deprived backgrounds in
(19%) is slightly higher than
affected by
affected by increased
areas that will be affected
the percentage of children in
increased travel
travel times (11%) is
by increased travel times is
the study area as a whole
times (11%) is
slightly higher than the
considerably higher than
(18%)
slightly higher than
percentage of children
the percentage of people
the percentage of
in the study area as a
from socio economic
children in the study
whole (8%)
backgrounds in the study
area as a whole
area as a whole
(10%)
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Table 8.2:

Paediatric care

PAEDIATRIC CARE
PROTECTED CHARACTERISTIC

Types of impacts which may affect these groups

Evidence highlighting
disproportionate
impacts

APPRAISAL
CRITERIA

Age - Children

Disability

Young children are prone to sudden
acute illnesses and unintentional
injuries and young families tend to use
urgent care more than average.

There has been a significant
increase in the number of
children with complex health
needs making them more likely to
require hospital admission

See section 5.4

Race and ethnicity
Greater use of A&E departments occurs among
children of parents who are not fluent in English.
See section 5.4

See section 5.4

Health
outcomes
and patient
safety

Socio-economically deprived
communities
There are well documented links
between social deprivation, poor health
and higher injury rates in children and
this can increase their need for hospital
care.
See section 5.4

 Evidence suggests that improved outcomes are achieved when patients are treated by doctors and nurses who specialise in children’s medicine and care and perform a
high volume of clinical work. Consolidation will allow additional standards to be achieved to improve service quality and safety.
 However, from children with serious conditions who do require transfer from the AH to WRH, there are some concerns that this could affect patient safety.
 Children will receive services that meet their needs in a timely way and that those with ongoing conditions will benefit from continuity of care delivered by a familiar specialist
team.
 Focused provision of services could lead to services being delivered in a more child and family friendly environment.

Quality of
care and
patient
experience

Travel access

 However, there are some concerns that standards of patient after-care may be negatively impacted where this is greater distance between a patient’s treatment location and
their place of residence.
There are some concerns that a larger
Children with learning difficulties
Families from BAME groups may be wary of
service may make services less
may have to access services in
accessing services outside their local area and this
personal and alienate less confident
an unfamiliar hospital which may
may act as a barrier to engagement. Further, the
young families and teenagers or may
not have specific knowledge of
experience of those patients that do not speak
not be as able to provide a service
their medical history or
English as a first language may be negatively
which is relevant and appropriate for
communication needs.
impacted as a result of fewer visits from family and
different age ranges.
friends, given that it is further to travel to these
services.
Children requiring access to hospital based emergency or inpatient care may have to travel longer distances and this may also have an impact in terms of managing existing
family commitments. Those from families who do not have access to their own car will be affected to a disproportionate extent by proposed changes.
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PAEDIATRIC CARE
PROTECTED CHARACTERISTIC
APPRAISAL
CRITERIA

Age - Children

Disability

Race and ethnicity

The percentage of children in the
areas that will be affected by increased
travel times (19%) is slightly higher
than the percentage of children in the
study area as a whole (18%)

Children with learning difficulties
may require support from a carer
whilst in hospital. This may be
difficult if their carer needs to
travel further or does not have
access to transport.

The percentage of BAME people in the areas that
will be affected by increased travel times (10%) is
slightly higher than the percentage of children in the
study area as a whole (8%)

Socio-economically deprived
communities
 The percentage of people from socioeconomically deprived backgrounds in
areas that will be affected by increased
travel times is considerably higher than
the percentage of people from socio
economic backgrounds in the study
area as a whole.
 Families from deprived communities
may be more likely to require public
transport to visit their children and may
be find it difficult to fund the increased
travel costs

313446/TPN/ITN/1/A 06 May 2014
C:\Users\HEA59024\Documents\Worcester IIA\Worcester NHS Impact Assessment v1.4.doc

59

i. Integrated Impact Assessment
ii. Confidential

Table 8.3:

Maternity and neonatal care

MATERNITY AND NEONATAL CARE
APPRAISAL
CRITERIA

Age 0-1s

Types Evidence highlighting disproportionate impacts
of
impac
ts
which
may
affect
these
group
s

By definition, babies
are the recipients of
neonatal care.

Health
outcomes
and

Age Teenage mothers
Maternal age is an
important risk factor for
poor pregnancy
outcomes. Teenage
pregnancy can lead to a
number of negative
outcomes including
increased risk of
prematurity. Teenage
mothers are more likely
to be poorer antenatal
attendees.
See section 6.4

Age Older
mothers
The highest
maternal
mortality rates
are in older
mothers. Older
women tend to
have more
complicated
births.
See section 6.4

Pregnancy
and maternity
Maternity
services are
used primarily
by pregnant
women and
nursing
mothers.
See section
6.4

PROTECTED CHARACTERISTC
Sex
Race and ethnicity
The maternal health
outcomes for non-UK born
mothers is worse than the
rest of the general
population as they tend to
have more complicated
pregnancies. In addition,
BAME women are also
more likely to have a longer
postnatal stay and have
longer postnatal contact
See section 6.4

Women, particularly
those of childbearing
age (16-44 years old)
are a key user group of
this service area.
See section 6.4

Socio-economically
deprived communities
 Children who are born
into socially deprived
families are more
likely to be born
prematurely or
undernourished and
therefore need
neonatal care.
 There is an
established link
between higher levels
of teenage
pregnancies in areas
of deprivation, and
between teenage
pregnancies and
maternity
complications.
 Social deprivation
correlates strongly
with neonatal
morbidity and the
need for neonatal unit
admission
See section 6.4

 The centralisation of services will allow consultant expertise to be consolidated which is also associated with improved outcomes for patients. There is also likely to be a
reduction in complication rates and patients with high risk births will be managed better through continuity of care by dedicated medical teams.
 However, there is the possibility of emergency transfer of patient with late presenting complex births which could delay access to a consultant led service.
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MATERNITY AND NEONATAL CARE
APPRAISAL
CRITERIA
patient
safety

Quality of
care and
patient
experience
Travel
access

Age 0-1s

Age Teenage mothers

Age Older
mothers

Pregnancy
and maternity

PROTECTED CHARACTERISTC
Sex
Race and ethnicity

Socio-economically
deprived communities

Neonatology is a
subspecialty of
paediatrics. At WRH
there will be increased
availability of trained
medical staff to attend
the delivery suite and
therefore offer care to
these infants.
Standards of patient after-care may be negatively impacted where this is greater distance between a patient’s treatment location and their place of residence.

Having further to travel to maternity and neo natal care will have implications for partners, birth supporters and visitors of women using these services. Those who do not have
access to their own car will be affected to a disproportionate extent by proposed changes; this is particularly likely to be an issue for teenage mothers, people from BAME
backgrounds and socio-economically deprived communities who are less likely to have access to private transport.
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MATERNITY AND NEONATAL CARE
APPRAISAL
CRITERIA

Age 0-1s

Age Teenage mothers

Age Older
mothers

Pregnancy
and maternity

PROTECTED CHARACTERISTC
Sex
Race and ethnicity
 Single mothers may
have difficulty in
accessing maternity
services that are not in
their local area,
particularly if they
have young children.
 The proportion of
women of child
bearing age is slightly
higher in areas which
will experience longer
travel impacts than in
the study area as a
whole.
 Pregnant women who
are considered to be
high risk may be
required to travel to
WRH more frequently
for monitoring. This
may also have an
impact on the safety of
the mother if there
was further to travel in
an emergency
situation.
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Socio-economically
deprived communities
The proportion of people
from socio-economically
communities is
considerably higher in
areas which will be
affected by longer travel
times in the overall
study area (19%).

i. Integrated Impact Assessment
ii. Confidential

Table 8.4:

Planned care

PLANNED CARE

Types of impacts which may affect
this group

Evidence
highlighting
disproportion
ate impacts

APPRAISAL CRITERIA

Age Older people
Comorbidities and complex clinical
conditions often increase with age and
planned surgery and procedures are
undergone by a greater number of older
people.

PROTECTED CHARACTERISTIC
Disability
Disabled people tend to have poorer health putting them at a
higher risk of needing planned care.
See section 7.3

See section 7.3

Socio-economically deprived communities
Poorer people tend to make lower use of
screening and immunisations as well as other
preventative services, placing them at greater risk
of requiring planned procedures to remedy health
conditions.
See section 7.3

Health
outcomes and
patient safety

 Specialised physicians and surgeons will see more of a particular diagnosis or perform a greater number of specific procedures; evidence shows that this can
lead to higher quality outcomes for patients and enhanced patient safety and quality of care.

Quality of care
and patient
experience

 The expected reduction in cancelled operations will minimise patient inconvenience and anxiety.

Travel access

 However, standards of patient after-care may be negatively impacted where this is greater distance between a patient’s treatment location and their place of
residence.
Older people tend to have well established
Longer travelling times may negatively impact disabled people
Those without private transport are likely to be
travel routines, and change may reduce
with mobility difficulties and provide challenges for carers.
those from lower income groups and are more
confidence about travelling to their place of
People with learning difficulties may find it difficult to travel
likely to be affected by increases in journey times.
care impacting the patient and their visitors
further and may feel more anxious about receiving treatment
in an unfamiliar environment.
As a result of the consolidation of some planned care services, some patients will need to travel longer distances to access planned surgery. The impact of
accessibility will be heightened for those who also need to travel further to attend the hospital for observation before surgery.
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This shows that the protected characteristic groups likely to experience disproportionate impacts (positive
and negative) are: children, disabled people, BAME groups, women and those living in deprived
communities.
For the areas most impacted by increases in travel times, the proportion of residents from BAME groups
and deprived communities are generally higher, compared with their proportional representation in the
overall population. Again this suggests disproportionate adverse impacts of the proposals for these groups
and highlights where mitigations might be necessary.
8.3

Potential transport and access impacts

8.3.1 Accessibility
Accessibility to hospital services was a topic which was frequently highlighted by stakeholders.
In terms of positive impacts, the provision of local urgent care, minor injury and PAU services was viewed
positively, ensuring that these services can be accessed locally for Worcestershire residents. The
continued provision of local emergency centre services at AH and antenatal care and maternity
assessment services were also felt to be positive.
Further, if a standalone midwifery-led unit was established in North Worcestershire, this would enable
those ‘low risk’ mothers living within this area to give birth locally, rather than having to travel to WRH (or
an alternative maternity service outside Worcestershire). In assessing the catchment area for this unit, it
will be important to consider both the critical mass of cases required to ensure that the service is clinically
viable, as well as the natural catchment area and the accessibility of this service for women in the area.
In terms of negative impacts, it is has been established that to access certain services, some patients
may have to travel to a different hospital, in a location further away from the place of residence and in an
unfamiliar setting; both of which can negatively affect the accessibility of services. This is likely to have an
impact for both patients and their visitors in terms of distance to access services, the implications on
journey time and cost. This is with particular regards to:
 Emergency care – Those needing to access specialist services at the major emergency centre or
emergency surgery services at WRH. However, it should be noted that patients requiring these services
are likely to access services via ambulance, and be diverted to the most appropriate hospital based on
their condition, potentially limiting negative accessibility impacts. Therefore accessibility impacts could
be more of an issue for visitors.
 Paediatric care - For those children requiring access to hospital based emergency or inpatient care,
some children and their families, notably those in the north of the county, would need to travel longer
distances to access these services and this was viewed negatively by stakeholders. It was felt that for
families of children who require an inpatient stay this may also have an impact in terms of managing
existing family commitments such as child care for other members of their family.
 Maternity and neonatal care – Negative impacts were identified relating to the accessibility of
consultant led maternity services and neonatal care under the proposals, particularly for pregnant
women who are considered to be high risk and may be required to travel to WRH more frequently for
monitoring, as well as having an impact on the safety of the mother if there was further to travel in an
emergency situation. There would also be implications for partners, birth supporters and visitors of
women using these services, as well as the families of neonates. Stakeholders commented that this
may be of particular issue to those reliant on public transport.
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 Planned care - As a result of the consolidation of some planned care services to particular hospitals,
some patients will need to travel longer distances to access the planned surgery that they need in the
future. Further to this, the impact of accessibility will be heightened for those who also need to travel
further to attend the hospital for observation before planned surgery. (Outpatient appointments however
will continue to be provided across all three hospitals in Worcestershire and therefore accessibility is not
an issue).
For those who access services themselves (rather than by ambulance) it was considered by stakeholders
that those living in rural communities and those who do not have access to their own car, and are therefore
reliant on the public transport services, will affected to a disproportionate extent by the proposed changes.
Some stakeholders involved in the engagement activities for the IIA suggested that this is likely to result in
additional pressures on community and public transport services.
However, to provide some context to these concerns about the future impacts on users of public transport,
it should be noted that existing travel patterns indicate low use of public transport modes to access all three
hospitals in the county. The travel survey results that are summarised in Appendix C show that the main
mode of travel for both visitors and patients to all of the hospitals within the study area is by car, with 51%
as car drivers and 34% as car passengers; combined bus and train use accounted for approximately 5%.
The key reasons that car is chosen as mode of choice were stated as time savings (37%) and a lack of (or
unrealistic) public transport alternatives (30%).
8.3.2

Car parking and congestion

The site assessments undertaken at each of the hospital sites (which can be found in Appendix D) and
comments made by stakeholders at the forum and also in the travel survey indicated that there is already a
pressure on parking at WRH. Currently, there is staff provision for 200 free car park spaces at Sixways
park & ride in addition to 769 staff and visitor parking at the hospital itself which includes 56 disabled
parking bays. There are pick up/drop off spaces available for up to 20 minutes located outside the main
hospital entrance available. Within the surrounding residential areas (the residential area accessed via
Leopard Rise to the north and B4636 Newton Road), street parking is controlled by single and double
yellow lines and permit controlled on street parking areas.
The modal split data included within the travel survey (see Appendix C) states that 46% of patients and
visitors currently travel to the WRH in cars (either as drivers or passengers). Of the patients and visitors
who drive to the WRH, 79% park at the hospital car park, 3% park on non-hospital car parks (including
Sixways Park and Ride), and 3% park on street.
The proposed reconfiguration, which will see several of the services concentrated at WRH (major
emergency centre; consultant led maternity services, inpatient paediatrics and some planned services) is
likely to lead to an increase in people travelling to the WRH by car and a resultant increase in demand for
parking; this additional pressure will not just be as a result of additional patients (as for some services,
particularly emergency care, patients are likely to be transported by ambulance) but also due to visitors and
staff (although no travel data is available for staff journeys). It is also our understanding that bus services
from the park & ride at Sixways to the WRH may be affected due to the withdrawal of local authority
funding. This may further reduce the parking capacity available for WRH and could put more pressure on
the onsite parking provision. If onsite parking is insufficient, increased parking on neighbouring residential
streets may result.
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In addition to this, whilst only a small proportion of hospital goers are presently using public transport as
150
their mode of choice, the predicted reductions in other bus services in the county may add further
demand for car travel and parking spaces.
8.3.3

Public and community transport

WRH is accessible by rail, bus and community transport with five bus stops located at or directly across
from the site, A regular bus service connects WRH to both Shrub Hill and Foregate Street railway stations
(approximately 1.5 and 2 miles away respectively) approximately every 30 minutes (bus routes W3 and
31A/31C). Dial-a-Ride and passenger transport services are available for journeys to WRH, including
‘Worcester Wheels’ and ‘Redditch Dial-a-Ride’.
Due to the potential withdrawal of local authority funds it is proposed that the 31A/31C bus routes
connecting Worcester City Centre to both rail stations and WRH will be reduced to an hourly service during
the day, with no evening or Sunday service. The proposed reconfigurations of services in addition to the
potential loss of public transport frequency both to WRH and nearby rail stations will most likely impact
already low levels of public transport (5% of combined bus and rail) use to WRH.
The impacts on specific services will be slightly different; for example patients for maternity and emergency
services will most likely travel by car or ambulance, as a public transport option will not be viable.
Therefore, staff and visitors are most likely to be affected by these changes. There will likely be an increase
in journey distance, time and costs to travel by public transport.
As mentioned by various stakeholders, access for particular demographics of the population (younger and
older people, those with no access to private transport and those living in rural communities) needs to be
assessed when developing mitigation measures.
The main issues surrounding public transport services at WRH are summarised in Appendix D.

_________________________
150

Waiting for confirmation from Worcestershire County Council
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9.

Mitigations and recommendations

This section discusses potential ways in which to mitigate or reduce the effect of the negative impacts
identified above, or to enhance the positive.
9.1

Responding to the health and equality impacts identified

As identified within the service specific chapters, both positive and negative impacts have been highlighted
with regards to the outcomes and quality of care. Below we seek to recommend ways in which to enhance
positive impacts to deliver greater benefits and mitigate any potential negative impacts.
9.1.1

Implementation and planning

To ensure the full realisation of the above positive impacts, it is important that the assumptions
underpinning the achievement of improved clinical outcomes are themselves achieved. There is an
essential role for clinical staff in planning and facilitating the changes in the working practices that will be
required.
In addition to the need for implementation to be clinically led, it is also essential that the implementation is
supported by a robust strategic plan. This plan would address the following key issues:
 Careful specification of how key milestones are to be achieved in a sustainable way including
consideration of appropriate phasing of the future model of care, for example with the establishment of
the PAU prior to the transfer of inpatient paediatrics services.
 Identification of a transparent change management process to ensure that changes in practice are
understood, owned and sustained. This would include the identification of a process for sharing good
practice and ongoing evaluation of clinical outcomes to enable the impact of the proposals to be
measured and assessed over time.
 The extent to which outcomes will be improved should be scrutinised and monitored to ensure that
reconfiguration delivers the expected improvements. Evaluation of changes or new services is good
practice in public policy delivery across all sectors and is often an effective way of capturing successes
and communicating these to stakeholders.
A range of other impacts both positive and negative have been identified and a set of recommendations are
provided to mitigate or reduce the effect of the negative impacts identified.
9.1.2

Communication and information

An important consideration in implementing proposals and in promoting accessibility is to ensure that the
future model of care is well communicated to the local population and so they understand how to access
and use services. Whilst there will be a formal consultation process undertaken to outline and seek views
on the proposed changes, it is important and necessary for the communication of the changes to be a
sustained activity that go beyond this into the implementation of changes.
Reconfiguration is unlikely to be instantly understood so educational activities would develop awareness
gradually, with clear message reinforced by all health and social care professionals across Worcestershire.
For some services such as emergency paediatric care and major emergency care, residents must have
clarity about services on offer at each hospital and terms such as ‘minor injury’, ‘urgent care’, ‘major
emergency’ and ‘paediatrics assessment unit’ will need defining and reinforcing to avoid any future
confusion.
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As well as where to present, communication also needs to further demonstrate the rationale behind the
changes and the potential for benefits to people’s health, wellbeing and clinical outcomes as a result of the
changes. It will be also important to make patients aware that outpatient services at local hospitals will not
change, and that these hospital based changes are supplemented by a range of other local developments
in primary and community care.
It is suggested that communication should take a variety of forms e.g. Council and other advice centres;
online; leaflets; press articles; through local community groups and voluntary associations; and directly by
the NHS to its staff, primary care and to local authority staff. There is also a need to target particular
equality groups and groups who are known to face issues of accessibility such as traveller communities, or
those who do not have English as their first language. Multi-media dissemination needs to be considered
without reliance on online options, which are not as accessible to many of the groups that this assessment
has identified as being disproportionately affected.
In addition, stakeholders highlighted the importance of sharing information between services and hospitals
151
across the Trust. An example was given of raising awareness of ‘My Hospital Book’ , which is an example
of good practice and will ensure that information about support needs and communication preferences for
people with learning disabilities are identified as soon as someone is admitted, regardless of the hospital
attended.
9.1.3 Patient transfer protocols and communication
Good communication between hospitals will be essential to reduce the effect that may be caused by
inappropriate presentations to the Emergency Care at AH, and protocols should be established to ensure
effective transfer, which minimises stress and anxiety for patients and their relatives. Many examples of
good practice exist and the learning from other organisations can be used to enable successful mitigation
strategies. This could also include the learning developed from the reconfiguration of stroke services locally
as well as the development of WRH and a trauma unit.
The summary model of emergency and planned care from the clinical task and finish group recognise the
importance of these transfer protocols and report that “transport protocols are currently being worked
through with the West Midlands Ambulance Service NHS Foundation Trust”. It is also essential that when
the ambulance service responds to an emergency situation, they are able to review the patient, and based
on this assessment, determine the most appropriate hospital to treat the patient’s needs. Having access to
appropriate diagnostic tools and staff training will be important to this.
9.1.4

Capacity of services and sustainability of proposals

The programme is currently undertaking a detailed modelling exercise and it is essential that this not only
assesses and tests the impact of changes to patient flows to hospitals within Worcestershire but also to
hospitals outside of the county to ensure that they are also able to accommodate any additional activity
with their own capacity constraints. This modelling must also consider the appropriate sensitivities including
capacity for the implications of future population growth so that proposals are sustainable for the future.

_________________________
151

My Hospital Book is a short booklet belonging to people with communication difficulties and contains information for carers and
health and care professionals on aspects such as ‘my support needs’, ‘how I get around’, ‘my communication preferences’ and
‘what I like to eat and drink
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Stakeholders recognised that developments in primary and community care will have an impact in avoiding
future attendances and admissions and where possible this should be considered.
Linked to this modelling, it is essential that the impact of longer journey times and increased patient
transfers is understood by West Midlands Ambulance Service NHS Foundation Trust to ensure that the
service has sufficient capacity and resources to deliver these, without negatively affecting the performance
of the service and response times for patients.
Beyond this activity modelling, it is essential that financial sustainability of services is tested to ensure that
the proposed model of care provides a sustainable solution for the health economy.
Stakeholders also commented on a need to develop and improve the Trusts current approach to bed
management and discharge management to other services (including community hospitals) to ensure that
available capacity is utilised as effectively as possible.
It was also considered that the development of a paediatric assessment unit and the centralisation of
inpatient paediatric care at the WRH presents an opportunity to ensure that services meet the needs of the
service users; as an example this could include developing a more specialised understanding and support
for children with learning disabilities and the opportunity to develop better inpatient experience for older
children/ teenagers.
9.1.5 Service inter-dependencies and workforce development
As identified within the impacts, there is a need to ensure that in implementing these proposals, training
and where appropriate the rotation must be planned to support staff in maintaining their skills, including for
example those paediatric trained nursing staff working within the PAUs at AH and WRH.
In implementing proposals, it was also suggested that the workforce planning requirements consider
specialist roles to support certain equality groups. For example, it was considered that learning disability
liaison nurses play an important role for patients who require emergency care and would be particularly
important if a patient self-presented at the Emergency Centre at AH but required Major Emergency Care at
WRH.
In considering the feasibility of the standalone midwifery led unit, it will be important to review whether there
are likely to be a sufficient number of ‘low risk’ births which are suitable for this facility in order for it to
achieve the level of births needed to delivery safe clinical outcomes, be sustainable, and be able to
maintain the skills of its workforce. It will also be important to understand whether there are sufficient
midwives locally to deliver this service.
9.1.6 Implications on the wider care pathway
Standards of patient after-care must be maintained, regardless of the distance between a patient’s
treatment location and their place of residence. Therefore, to ensure that patients do not experience
fragmentation of care, close working relationships between hospitals would need to be maintained and
enhanced as well as integrated delivery pathways in order to allow repatriation to a local hospital site where
appropriate, effective discharge, and transfers and rehabilitation, if required.
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It is considered that the following steps will be required:
 Proactive management of patients through the hospital pathway in line with best practice to ensure that
they can be transferred back to a local hospital and/or community rehabilitation facility. This would
minimise the period of time spent in an acute hospital and the need for family and friends to travel long
distances to visit.
 Integrated working between hospitals and the community with involvement of local social services.
9.1.7

Patient choice

The reconfiguration proposals would reduce the choice of hospital for some services; the knowledge that
people may not have to access a hospital site that they would usually choose can lead to a feeling of
negativity.
Effective communication as to why the concentration of services is taking place and where choice remains
would be key to reducing user anxiety and to avoiding any patient frustration about the need to use a
certain hospital for certain treatment.
It is considered that the benefits of a better care experience and improved clinical outcome, if well
explained, would materially decrease concerns of this nature. As most patient experience begins in the
community, GPs and primary care services would have a crucial role to play in making sure that this
communication effort is implemented and sustained.
9.2

Transport mitigations

This section of the report discusses measures that could be implemented to mitigate some of the
highlighted transport impacts. The key transport impacts outlined in earlier chapters at WRH following
reconfiguration of services include:
 Increase of journey time and cost for all service reconfigurations for both private car and public transport
users especially in and around Redditch. The public transport impacts are due to both a reduction in the
number of sites and a reduction of bus subsidies across Worcestershire.
 Geographically southern Worcestershire has limited accessibility to services prior to reconfiguration and
this is not predicted to improve following the proposed changes
 Potential loss of 200 staff car parking spots and Park and Ride provision with the potential closure of
Sixways P&R
 Increased pressure on current car parking provision at WRH site and surrounding residential areas
While there are impacts on both private car and public transport users, the patient survey highlights that the
vast majority of trips are currently made by car and therefore it is reasonable to suggest that the most
significant impacts in terms of scale and frequency will be for car users. Therefore while we discuss a
number of public transport mitigations to potentially improve the situation (and potentially reduce the need
for as many car trips) the most sizable impacts are likely to be around parking on a site already operating at
its limits.
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9.2.1

Sixways park & ride service and car park management

Over 80 percent of patients and visitors currently use a private vehicle as the mode of transport to access
WRH and all Worcestershire hospitals combined. It is therefore clear that the re-configuration will increase
pressure on parking at especially WRH for staff patients, carers and visitors. Options to mitigate this impact
include looking at various options such as park & ride, car park management and additional car parking. All
of these include some complex issues relating to feasibility and affordability and would need to be explored
in detail at a later stage to work towards a viable solution. However, outline proposals are presented below.
9.2.1.1

Sixways park & ride

While longer term options at the site can be considered, such as the construction of multi-storey facilities,
short-term mitigations are required. This could include looking at continuing the Sixways park and ride
services (W3 and 31A / 31C) which currently provide a link from offsite parking to WRH. This includes 200
staff parking spaces and 650 car park spaces overall.
Worcestershire County Council (WCC) and the local NHS Trust currently fund the P&R services jointly. The
service is currently going through a re-tender process and, in addition, WCC have indicated that they wish
to withdraw/reduce funding for the P&R services. The service is currently direct at “peak” times, with a
longer route at others. If this funding area was removed the additional funding could be provided by the
NHS to keep the service running.
We would suggest that assuming the service is continued that the site needs to be advertised as a viable
option for users to publicise this alternative to parking on site.
The W3 P&R service currently costs £260,000 per annum. It is likely that a detailed review of patient and
staff requirements, post re-configuration, will indicate the need for a significant service timetable change,
with more direct services for more of the working day to cover flexible shift patterns. The suggested initial
estimate for a revised service is an increase in the region of 40 to 50 percent, giving costs of £350,000 to
£400,000 per annum.
It is recommended that the business case should obtain up-to-date costs for continuing and / or improving
the Sixways park & ride services. These must reflect the results of the re-tendering exercise currently
underway. Actions should include:
 Review current usage data in consultation with WCC
 Review the service intervals / times of operations, to ensure that they are aligned with the revised
clinical service operations and staff needs
 Develop potential revised service sub-options for review, costing and discussion
 Develop outline costs for the sub-options
 Explore funding options with the WCC and others
9.2.1.2

Car park management

A key component of managing car parking will be further review of the current WRH travel plan based on
the scale of new users expected. This will utilise the patient data provided by Central Midlands CSU which
was not available in time to be included in this report (this will be included in the final interim assessment
report to be published before the consultation). Potential options however are discussed below.
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Car sharing or lift-sharing amongst staff can be an effective way to reduce congestion and ease pressure
on car parking spaces, especially at peak times. This could be supported by:
 Promoting car sharing and proposing to establish a car sharing database for staff if there is a sufficient
demand for one.
 Undertaking regular poster campaigns highlighting car sharing services such as liftshare.com and
events such as National Lift Share Day; these could be displayed on staff notice boards, other shared
spaces and also featured on the intranet with the associated link to liftshare.com
 Investigating additional car sharing initiatives, such as the implementation of a guaranteed ride home
scheme in the event of an accident or emergency at home or of staff requiring to stay past a scheduled
work shift.
 Promotion of additional advantages associated with car-sharing, including: sharing petrol cost and
environmental benefits and social opportunities.
9.2.1.3

Additional car park capacity

Whilst creating additional parking provision at WRH should not be considered in isolation from the other
options it could be a significant tool to reduce one of the main transport problems at WRH both currently
and after re-configuration. All options for additional car parking capacity would however require a level of
investment that would result in the need for detailed planning and full consideration of the costs verses the
benefits realised. Options provided for discussion would need to relate directly to the figures recently
produced by Central Midlands CSU to account for the expected additional number of users.
Options include:
 Allowing cars to park on street on roads surrounding the hospital (although it is likely that this approach
would be unacceptable to WCC and local residents)
 Additional surface parking options explored both on site and nearby.
 On-site multi storey car parking to replace existing designated car park areas.
9.2.2 Increase the use of patient transport services (PTS)
The analysis above has shown that, in terms of travel and access, there is a disproportionate transport
impact on BAME (Black, Asian and Ethic Minority) and deprivation equality groups, who are more reliant on
public transport and have a greater representation in the geographic areas that will experience increased
travel times. A possible mitigation is to increase the availability of PTS in these geographic areas, with an
emphasis on support for maternity and paediatric care patients.
The PTS service, currently operated by West Midlands Ambulance Service Trust, is nearing the end of its
contract and is currently being re-tendered by a CCG team. Current costs for PTS are in the broad range
£30 to £50 per trip. As the basis for business case planning, a suggested initial estimate for the increase in
the services is £100,000 per annum, i.e. equivalent to an additional 1000 return trips per annum. Actions
for the BC should include:
 Use of existing demographic and clinical service data to estimate the additional number of trips required
to support the key groups
 Obtaining usage data and corresponding costs from the existing PTS service with West Midlands
Ambulance NHS Trust
 Estimation of costs based on the current service costs
 Ensuring that the future requirements of the affected equality groups are made available to the PTS
contract re-let process that is currently underway
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This option could help to minimise the impact the reconfiguration has on those from BAME and socioeconomically deprived groups and has the potential to improve on the accessibility to services.
9.2.3 Improve WRH & AH bus service (350)
It is acknowledged that the reconfiguration of services from AH to WRH will increase journey times in some
geographic areas. Some six percent of patients, visitors and carers use bus services. The 350 service
provides a direct but irregular service between the two hospitals; it is funded by the WCC and operated by
two service providers. A mitigation option to help alleviate public transport journey times is to extend the
bus-operated service to provide a regular and predictable service that is suitable for staff, patient and carer
use as the 350 service is likely to become more important for staff and patients following the
reconfiguration.
WCC funding for the 350 is currently £55,000 per annum. As the basis for BC planning, a suggested initial
estimate for a revised service, meeting the needs of patients and staff travelling between the Worcester
Royal and the Alex, is to increase the spending on the service by 100%. This would give a total of
approximately £100,000 per annum.
Actions for the BC should include:
 Review of the current usage of the 350 services from the operators
 Estimation of usage following the re-configuration, for both patients and staff
 Development of potential sub-options, covering service operating hours, service intervals and vehicle
types, for review, costing and discussion
 Ensuring that the requirements are made available to the WCC, for inclusion in their service retendering process
The improvement of service 350 will help to improve public transport accessibility for staff patients who
would normally use AH for services before the reconfiguration as well as provide a viable transport option
for those within key equality groups with no access to a private vehicle.
9.2.4 Paramedic training and ambulance route review
It has been noted that there will be some increases in journey times for all reconfiguration scenarios for
staff, patients and visitors currently living near to AH and who will need to access WRH in future.
Stakeholders are concerned of possible impact of increased journey times on patients needing to access
emergency services either via ambulance or private car. It has also been noted that receiving emergency
care either on route or upon arrival to WRH may offset the negative impacts of increased travel times. As
such a possible mitigation to alleviate the impact of increased journey times would be a review of
ambulance emergency routing and paramedic training requirements.
9.2.5 Improving the bus services in selected areas
This report does not highlight issues with patient travel to KH, primarily because the re-configuration does
not envisage any significant changes to acute hospital services at this site. However, with the transfer of
some acute services from AH to WRH there is scope to reduce pressure on WRH by reviewing accessibility
to KH and potentially improving patient transport choices, thereby alleviating some it from some other
patient traffic.
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The transport survey report shows that KH has a wide catchment area, which includes Worcester and
Bromsgrove and as such, a transport option that should be investigated is improvement in services
between Worcester and Bromsgrove to the KH.
9.2.5.1

Associated actions

Actions to develop the BC should include:
 Review the existing travel survey data further, to identify possible transport improvement options
 Review, with WCC, usage of existing services
 Liaise with WCC concerning changes to bus services resulting from funding changes and from service
re-tendering processes
 Liaise with WCC to improve bus links to KH
 Improve awareness of emergency care services available at KH
 Review of patient and carer travel from South Worcestershire to the Worcester Royal
It has been noted that emergency care services are most likely to be accessed by ambulance or private
vehicle however, by improving information to patients about the option of utilising KH following the
reconfiguration may reduce journey times for those in the Bromsgrove and northern areas of
Worcestershire and will provide patients with both health and transport choices.
A review of existing bus services would need to be carried out alongside transport planners and bus
operators for feasibility and affordability. It would need to be proven that any additional bus services could
produce viable passenger levels to warrant the service.
9.2.6

Review standard travel plan areas within the context of the proposed reconfiguration and the scale of change

The current travel plans for the hospitals already contain a number of the areas discussed below. These
however may need to be revisited due to the added pressure being put on transport provision due to the reconfiguration. A number of the potential areas are listed below; these will need to be revisited once we
have been able to utilise the recently released future patient flow data as this will provide the information on
the level of change and therefore which measures would need full consideration in relation to the reconfiguration options.
9.2.6.1

Promotion of public transport

It is acknowledged that public transport use amongst patients and visitors to all three of the hospital sites is
low, approximately 5 percent. Some of the major barriers to public transport use may include a lack of
knowledge regarding bus services, the times and the areas that they serve. A sensible strategy, therefore,
would be to provide high quality information to ensure that lack of knowledge in itself is not a barrier to
public transport use. Again, this would need to be targeted to specific groups as suggested below.
The re-configuration itself provides an opportunity to promote public transport options as users are
potentially more open to explore the potential options when needing to visit a site for the first time than can
be persuaded to switch from car to public transport
The following suggestions could be introduced to encourage use of public transport amongst all of those
attending a hospital, including visitors, staff and any patients for whom public modes are an option.
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 Working with WCC to examine promoting new and existing services more widely and targeting specific
groups in relation to services offered at each hospital
 Work with public transport providers and hospital sites to improve awareness of discounted bus and rail
travel for patients in key equality groups
152
 Promote the online Travelwise journey planner and via the Worcestershire Acute NHS Trust website
to help patients and visitors plan public transport journeys to the site
In order to increase the use of public transport by staff the Trust could:
 Work in partnership with local bus operators in order to try and secure discounts for the cost on weekly,
monthly and annual bus tickets for their staff
 Post travel and journey planning information on staff intranet and in staff common areas.
 Issue journey planning information with new staff contracts
9.2.6.2

Non-vehicular modes of access

Non-vehicular modes refer to access by walking and cycling. Whilst this is unlikely to be relevant to many
patients (particularly patients for acute services) it is relevant for visitors and staff which could in turn assist
in slightly reducing the expected increase in pressures on car parking.
The following suggestions could be introduced to encourage use of non-vehicular modes amongst all of
those attending a hospital, including visitors, staff and any patients for whom these modes are an option.
 Increase in the provision of additional cycle parking at WRH; currently there is provision for 10 bikes
 Undertaking a review of lighting and signage for pedestrians and cyclists on site
 Update the Worcestershire Acute NHS Trust website to include a ‘Traveling by Bike’ section
 Working in partnership with Worcestershire County Council to improve pedestrian and cyclist access
and signage to the site
 Working in partnership with Travelwise in order to promote events such as national Bike Week and
Walk to Work Week
In order to increase the percentage of staff that travel to work by either walking or cycling, the following
measures should be considered:
 Using common areas such as the staff intranet, site website, distributed with pay slips and/or
newsletters to promote:
– health benefits of walking and cycling
– cycling routes to the site and making use of the Worcester City Cycle Map
– the Government’s Cycle to Work scheme, where staff can purchase a bike through their employer
and receive an associated reduction in income tax
 Establishing a Bicycle User Group (BUG) page on staff intranet and assign administrator to promote
cycling and gain feedback from those who use the cycling facilities
 Investigating the possibility of providing free cycle training and bike maintenance sessions for all staff
 Designating one day of the week as walk/cycle to work day

_________________________
152

The TravelWise FREE journey planner is a tool to help individuals to plan their journeys to their organisation. The planner provides
accurate up-to date information to help people plan their journey to your organisation by car, bus, rail, and cycling, as well as any
elements of the journey that need to be made by foot.
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9.2.6.3

Transport information and communication

It is important that travel information and options are well publicised and made available to employees,
patients and visitors in a variety of ‘user friendly’ formats, including considering the communication needs
of different groups within the community To ensure its effectiveness, any revisions to the WRH travel plan
due to the re-configuration will need to be supported by careful and targeted communication strategy. This
should look to consider the following:
 Regular updates to information available on the website and any supplementary publications that are
disseminated to ensure relevance and currency
 Sending information to residents in the areas most affected informing them of the proposed changes to
their services and an indication where they can obtain travel advice from
 Sending out public transport and travel planning information with appointment letters
 Raising awareness of sustainable travel information points including the ability to access to free phone
lines or smartphone apps connecting people to up-to-date travel information both at on-site travel
information points and on the Worcestershire Acute NHS Trust website
 Holding a staff launch for the revised travel plan launch, together with appropriate potential marketing
material
 Developing a travel plan induction information pack which could contain information regarding travelling
to the site by sustainable modes and this could be provided to all new staff when they commence work
at the hospital
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10. Conclusions and next steps
10.1

Conclusions

As identified within this report, the proposals for change have the potential to deliver significant positive
impacts in terms of clinical outcomes and in providing sustainable services for the future. From discussions
with the programme and review of the work of the Clinical Task and Finish Groups and Independent
Clinical Review Panel, it is clear that the potential impacts identified through this assessment have been
considered and are still being considered by the programme. In addition to these local considerations and
solutions, measures suggested in the section preceding this chapter could prove effective in minimising or
mitigating any adverse effects. Implementing these recommendations and particularly targeting the
services, geographic areas and equality groups that have been flagged as likely to be most affected by the
changes will assist in enhancing the effectiveness of the proposals but also augment the positive impacts
that are likely to accrue.
10.2

Next steps

This draft pre-consultation assessment report provides the findings from the first phase of this IIA. This preconsultation report will be updated prior to the start of the consultation to incorporate any more evidence
that is gathered up to this point. This is likely to include (but is dependent on the receipt of additional
information):
 Modelling and analysis of future patient activity volumes
 Refreshed modelling and analysis of public transport data in order to take into account decisions made
by the county council about the future of bus services subsidies
 Further detail added in in terms of transport mitigations strategies
This pre-consultation report will then be updated after the public consultation in order to:
 Incorporate relevant findings from the public consultation, to ensure that the IIA fully reflects impacts
raised by stakeholders during this process.
153
 Fully appraise the impacts based on all the information received, drawing on DH guidance and
154
155
guidance from the GEO and EHRC to accompany the Equality Act. This appraisal will consider
scale, likelihood and extent in terms of whether the impact will be experienced to the same extent by
any of the protected characteristic groups, as compared to the overall patient caseload.
 Update the mitigation section in light of new evidence, providing further detail
 Provide advice on monitoring and evaluation and any next steps.

_________________________
153

DH (2010): ‘Health Impact Assessment of Government Policy’

154

For example: GEO (2011): ‘Equality Act 2010: Public Sector Equality Duty – What do I need to know?’

155

EHRC (2012): ‘The essential guide to Public Sector Equality Duty’
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Appendix A. Assessment of travel impacts
In undertaking this assessment of the transport impacts this study has reviewed the accessibility of
Worcestershire Royal Hospital and include accessibility modelling for car and public transport, current and
future public transport provision and parking facilities.

A.1.

Methodology – Public Transport Accessibility

Accessibility was determined by analysing 180 minute isochrones at 30 minute intervals between the hours
of 12:00 – 15:00 using any combination of public transportation travel modes. Overall, there were 12
hospital sites considered to accommodate the proposed changes in services, including:
 Birmingham Women’s Hospital
 Birmingham City Hospital
 Birmingham Children’s Hospital
 Cheltenham General Hospital
 Gloucestershire Royal Hospital
 Queen Elizabeth University Hospital
 Russell’s Hall Hospital
 Sandwell General Hospital
 Solihull Hospital
 The Alexandra Hospital
 Warwick Hospital
 Worcestershire Royal Hospital
The modes of public transport (PT) considered included: national rail and bus. Accession software was
used to facilitate the model calculations and MapInfo GIS was used to interpret the results. Accession is a
PT modelling program that runs a series of calculations linking origin grid points to destination dataset
points via PT timetables and incorporates walking speed, wait and interchange times. Results can display
journey time data in either point or contour (polygon) format – in this case contour isochrones were used.
The contours can then exported into a GIS program to display results in maps, graphs or table format.
A.1.1.

2013 Network

Bus and rail timetable data was obtained from Department for Transport (DfT) ATOC.cif files and imported
into the modelling program for all of Worcestershire. Data released in October 2013 was utilised for all
accessibility calculations. All national rail services were considered within the models.
A.1.2.

Origin Dataset

A 150m origin grid was created to include Worcestershire County and parts of Warwickshire.
A.1.3.

Modelling Parameters

The following assumptions utilised to calculate each run are shown below in Table 10.1. The journey time
contour bands were calculated at 30 minute periods up until 3 hours when considering access by public
transport.
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Table 10.1: Public transport modelling assumptions to key services
Walking Calculation Type

Crow fly (straight line, from each origin point)

Average Walking Speed

4.8 km/hr

Straight Line walk distance factor

1.2

Maximum connection distance

0.8 km

Maximum connection between stops

0.5 km

Origin/Destination travel basis
Calculation type

A.1.4.

Outbound (travelling from Origins to Destinations)
Minimum time; 60 minute catchment limit; 15 minute intervals

Methodology – Car Accessibility Modelling

Private car modelling was carried out using MapInfo Drive time to produce travel time isochrones (time
bands) at regular intervals across Worcestershire, West Midlands and Gloucestershire for each hospital
site. These are then combined accordingly below to model various scenarios for alternative service
configuration options to reflect the public transport modelling scenarios.
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Appendix B. Locality profile
B.1.

Population profile of the Worcestershire

Having highlighted the groups which may have a disproportionate need for the services proposed for
reconfiguration under the Programme, below we provide an overview of the health characteristics of the
local population and where there are large proportions of population groups which could be
disproportionately impacted.
Table 10.2: Proportions living within each CCG catchment area
CCG Name

Total Population

Proportion

177,851

30%

22,939

4%

289,716

49%

97,975

17%

NHS Redditch and Bromsgrove CC
NHS South Warwickshire CCG
NHS South Worcestershire CCG
NHS Wyre Forest CCG
Study Area Total

588,481

Source: ONS, Census 2011

Population density across study area is also illustrated in the diagram below.
Figure 10.1: Population density across the study area

Source: ONS, Census 2011
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B.2.

Socio-demographic mapping

Whilst we have identified at a local authority level where they are higher than average levels of population
groups who may have a disproportionately higher need and or demand for those services proposed for
reconfiguration, to gain a greater understanding of where they may be high concentration of these
population groups, we have undertaken socio-demographic mapping. The maps are based on assessing
populations within individual Lower Super Output Areas (LSOAs) of geography. Each LSOA represents
approximately 1,500 residents.
The demographic profile of each of the protected characteristics includes the following:
 Children under 1
 Children under 16
 Young people between 20 and 29
 Young women between 15 and 19
 Women of child bearing age (between 15 and 44)
 Maternity and pregnancy (women aged 20 – 44)
 Older women between 35 and 44
 Older people over 65
 Limited long term illness
 Black, Asian and other minority ethnicity
 IMD deprivation indices
For the study area, both the density and proportion of the different population groups are mapped and
analysed and shown below.
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Figure 10.2: Proportion of children under one year of age
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Figure 10.3: Density of children under one year of age
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Figure 10.4: Proportion of children under 16 years of age
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Figure 10.5: Density of children under 16 years of age
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Figure 10.6: Proportion of young people 20 to 29 years
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Figure 10.7: Density of young people 20 to 29 years
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Figure 10.8: Proportion of adults over 65 years
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Figure 10.9: Density of adults over 65 years
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Figure 10.10: Proportion of young women aged 15 to 19
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Figure 10.11: Density of young women aged 15 to 19
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Figure 10.12: Proportion of women age 20 to 44
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Figure 10.13: Density of women age 20 to 44
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Figure 10.14: Proportion of women of child bearing age; 15 to 44
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Figure 10.15: Density of women of child bearing age; 15 to 44
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Figure 10.16: Proportion of women aged 35 to 44
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Figure 10.17: Density of women aged 35 to 44
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Figure 10.18: Proportion of those with a LLTI
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Figure 10.19: Density of those with a LLTI
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Figure 10.20: Proportion of people from BAME backgrounds
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Figure 10.21: Density of people from BAME backgrounds
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Figure 10.22: Indices of Multiple Deprivation
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Appendix C. Hospital travel survey report
Key Findings
Mott MacDonald was commissioned by Arden Commissioning Support to undertake travel surveys across
three hospital sites in Worcestershire:




Kidderminster
Worcestershire Royal (Worcester)
The Alexandra (Redditch)

These surveys were designed to understand the travel behaviour and patterns of patients and visitors
attending these three hospital sites, which are included in part of the ‘Future of Acute Hospitals in
Worcestershire’ Review.
Key findings of the research were:






Respondent sample
590 respondents were interviewed across the three hospital sites (Kidderminster: 212 (36%);
Worcestershire Royal: 160 (27%); The Alexandra: 218 (37%).
Almost half the total number of respondents were patients (47%), whilst 40% were the escort/carer
of a patient and 11% were visitors (63)
Key departments visited were:
– Emergency Medicine (All: 144 - 24%; Kidderminster: 52 - 24%; Worcestershire Royal: 38 - 24%;
The Alexandra: 54 - 25%)
– Maternity (All: 115 - 19%; Kidderminster: 12 - 6%; Worcestershire Royal: 68 - 43%; The
Alexandra: 35 - 16%)
Travel and access patterns
Key locations respondents travelled from to visit the hospital sites were:
– Kidderminster: Kidderminster, Stourport on-Severn, Worcester, Droitwich Spa, Redditch and
Bromsgrove
– Worcestershire Royal: Worcester, Great Malvern, Kidderminster, Bromsgrove, Evesham and
Droitwich Spa
– The Alexandra: Redditch, Bromsgrove and Hollywood



Most respondents had a journey time of less than 30 minutes to the hospital (All: 390 - 66%;
Kidderminster: 145 - 68%; The Alexandra: 175 - 80%), with the exception of Worcestershire Royal
Hospital where there were similar proportions of journeys lasting less than 30 minutes and between
30 and 59 minutes (less than 30 minutes: 70 - 44%; 30-59 minutes: 74 - 46%).



Car (as both driver and passenger), was the key mode of transport used to access each of the
hospital sites (overall: car driver: 298 - 51%; car passenger: 200 - 34%.
– Kidderminster: Car driver: 111 - 52%; car passenger: 67 - 32%
– Worcestershire Royal: car driver: 74 - 46%; car passenger: 64 - 40%
– The Alexandra: car driver: 113 - 52%; car passenger: 69 - 32%



Within further comments provided, the cost of hospital parking was a key issue raised by 48 out of
164 respondents.
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C.1.

Survey brief

As part of the impact assessment work commissioned by Arden Commissioning Support Unit, Mott
MacDonald was appointed to undertake travel surveys at the three hospital sites in Worcestershire:




Kidderminster
Worcestershire Royal (Worcester)
The Alexandra (Redditch)

The surveys focused on identifying key travel information such as journey purpose (whether respondents
were patients, visitors or escorting a patient), main mode of transport and reasons for this modal choice.
This report presents the findings of the travel surveys. The findings will also be incorporated into the
integrated impact assessment report.
C.1.1.

Methodology

The surveys were completed over a one week fieldwork period (Monday 24th March to Saturday 29th
March 2014) across the three hospital sites.
Table 10.3: Fieldwork dates and times
Date

Time
Kidderminster Hospital

th

Monday 24 March

09:00-15:00

Tuesday 25th March

11:00 – 17:00

Wednesday 26th March

13:00 – 19:00

Worcestershire Royal
Wednesday 26th March

09:00 – 15:00

th

Thursday 27 March

11:00 – 17:00

Friday 28th March

13:00 – 19:00
The Alexandra

Tuesday 25th March
th

Wednesday 26 March
th

09:00 – 15:00
11:00 – 17:00

Thursday 27 March

13:00 – 19:00

Saturday 29th March

13:00 – 19:00

A fieldwork schedule was developed in conjunction with Arden Commissioning Support Unit in order to
ensure that interviewers were located in areas of high footfall at each of the sites. Interviewer shifts were
also timed to ensure coverage of visiting hours at each of the hospitals.
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Interviewers were briefed to ensure that they interviewed a broad range of patients/visitors both in terms of
the services and departments being accessed and other demographic factors such as age and gender.
The survey was interviewer-administered, with data collected using a Computer Assisted Personal
Interviewing (CAPI) method via tablet PC onsite. Statistical analysis was undertaken using SPSS data
processing software. In total 590 respondents completed the survey across the three sites.

C.2.

Survey analysis

This chapter outlines the findings of the travel surveys undertaken at the three hospital sites.
C.2.1.

Hospital sites

Figure 10.23 below presents the proportion of the total respondents that were interviewed at each hospital
site during the fieldwork period.

Figure 10.23: Hospital sites

Base: 590 respondents (Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218)

Similar proportions of respondents were interviewed at Kidderminster (212) and The Alexandra (218)
hospital sites, whilst slightly fewer respondents were interviewed at Worcestershire Royal Hospital (160).
The number of interviews achieved were determined by footfall at each site, with interviewers positioned in
areas known for high footfall in order to ensure the maximum number of interviews possible. Closures to
visitors were in place at both Kidderminster and Worcestershire Royal during the time of fieldwork due to a
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Norovirus outbreak, which may have had an impact upon levels of footfall and consequently the number of
interviews completed within these respondent groups at these sites.
C.2.2.

Demographics

In order to provide a demographic profile of respondents, questions relating to age and gender were
included in the survey.
Figure 10.24 below shows the breakdown gender breakdown of respondents:

Figure 10.24: Gender

Base: All: 590; Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218

The key observations are:
 Overall there were 371 (63%) female respondents and 219 (37%) male respondents
 There were similar proportions of male and female respondents both in the overall sample and across
each of the individual hospital sites.
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Figure 10.25 below shows the age breakdown of the respondents:
Figure 10.25: Age

Base: All: 590; Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218

The key observations are:
 Both overall and across each of the hospital sites, those aged between 25 and 44 represent the largest
proportion of respondents (All: 34%), with this particularly pronounced at the Worcestershire Royal site,
where over half of respondents were within this age category (52%).
 Those aged 65 years or over were also well represented within the sample. They accounted for around
30% of respondents overall and within individual sites (All: 28%; Kidderminster: 36%; The Alexandra;
35%), with the exception of Worcestershire Royal where only 10% of respondents were aged 65 years
or over.
 Worcestershire Royal Hospital had a far greater proportion of respondents within the 19-24 years age
category (12%), compared with both the overall figure (All: 7%) and other individual hospital sites
(Kidderminster: 4%; The Alexandra: 6%).
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C.2.3.

Reason for and regularity of hospital visit

Respondents were then asked to indicate the purpose of their visit to the hospital, and whether they were
attending as a patient, visitor or escorting a patient to the site.
The overall findings are set out in Figure 10.26 below:

Figure 10.26: Purpose of hospital visit

Base: All: 590; Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218

Key observations are:
 Nearly 50% of the respondents were attending the hospital as a patient (47%), with 40% escorting a
patient.
 Only 10% of respondents reported visiting the hospital, however it is important to note that both
Kidderminster and Worcestershire Royal were closed to visitors during the time of fieldwork due to an
outbreak of Norovirus, which may account for the relatively small proportion of visitors at these
locations (Kidderminster: 3%; Worcestershire Royal: 11%).
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Figure 10.27 below shows often respondents typically visit the hospital.
Figure 10.27: Regularity of hospital visits

Base: All: 590; Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218

The key findings are:
 Most respondents (62%) stated that they attended the hospital ‘less than monthly.’
 A fifth of all respondents attend the hospital on a monthly basis; notably around a quarter of
respondents at Worcestershire Royal attend on monthly basis.
 Looking at very regular attendance, a slightly higher proportion of respondents at the Alexandra
Hospital reported visiting the hospital more than three times a week, compared with each of the other
sites.
Table 10.4 below presents the departments within each of the hospital sites attended by respondents
Table 10.4: Departments attended by respondents
Which department did/will your
appointment/visit take place?

All

Kidderminster

Worcestershire
Royal

The Alexandra
(Redditch)

N.

%

N.

%

N.

%

N.

%

Emergency Medicine

144

24%

52

24%

38

24%

54

25%

Maternity (Ante natal)

115

19%

12

6%

68

43%

35

16%

Other

63

11%

19

9%

10

6%

34

16%

Out Patients Department

42

7%

20

9%

2

1%

20

9%

Paediatrics

29

5%

2

1%

22

14%

5

2%
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Which department did/will your
appointment/visit take place?

All

Kidderminster

Worcestershire
Royal

The Alexandra
(Redditch)

N.

%

N.

%

N.

%

N.

%

Ophthalmology (Eye Clinic)

27

5%

22

10%

3

2%

2

1%

Imaging (X Ray)

21

4%

12

6%

2

1%

7

3%

Orthodontics

20

3%

16

8%

4

2%

Theatre Admission/Day Surgery/Surgical

18

3%

9

4%

1

1%

8

4%

Thoracic/Chest Clinic/Cardiology/Cardiac
Rehab

16

3%

5

2%

2

1%

9

4%

Oral/Facial

11

5%
1

1%

8

4%

2

1%
7

3%

11

2%

Orthopaedics

9

2%

Ear, Nose and Throat

7

1%

MAU/Medical Assessment Unit

7

1%

Cancer/Oncology

7

1%

1

0%

Endoscopy/Gastroscopy/Colonoscopy

7

1%

2

1%

Physio/Hydrotherapy

6

1%

Breast Clinic

6

1%

4

2%

Urology

5

1%

1

0%

Audiology

4

1%

4

2%

Dermatology

4

1%

2

1%

Renal Dialysis/Nephrology

4

1%

4

2%

Phlebotomy

4

1%

2

1%

1

1%

Gynaecology

3

1%

2

1%

1

1%

Minor Injuries Unit

3

1%

3

1%

Diabetic Centre

3

1%

1

0%

Rheumatology

2

0%

2

1%

Neo Natal/Post Natal

2

0%

Intensive Care
Total

2

0%

591156

100%

5

2%

6

3%

1

1%

4

2%

1

1%

5

2%

2

1%
4

2%

2

1%

1

0%
0%

2
2

213

100%

1%

1%

1

1%

1

0%

160

100%

218

100%

Base: All: 591; Kidderminster: 213; Worcestershire Royal: 160; The Alexandra: 218

This table highlights that the emergency medicine (144 - 24%) and maternity departments (115 - 19%)
represent the greatest proportions in the sample overall, with each accounting for around a quarter and fifth
of respondents respectively.
C.2.4.

Respondent journey information

Respondents were asked a range of questions relating to their journey to the hospital site on the day of
interview, including journey times, main mode and reasons for selecting this mode.

_________________________
156

The total base number for this question is 591 responses, rather than the total sample number of 590, as one respondent provided
a multiple response detailing visits to two departments within the hospital at the time of interview.
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C.2.4.1. Journey origins
The maps below indicate the origin postcodes of respondents for each of the hospital sites. Each marker
on the maps represents a unique postcode provided within the survey response, plotting respondents’
origin location on the day of their journey to the hospital. Within the Alexandra Hospital survey, there were
seven instances of two respondents travelling from the same origin postcode, whilst within the
Worcestershire Royal site there were two instances of this. In all other cases, each point represents one
respondent:
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Figure 10.28: Journey origins – Kidderminster Hospital

Base: 205

Respondents attending Kidderminster Hospital travelled from a range of locations surrounding the site,
particularly the south and east near Worcester, Droitwich Spa, Redditch and Bromsgrove. Travel from the
immediate vicinity of the hospital, from Kidderminster and near Stourport on-Severn is also highlighted
within this map.
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Figure 10.29: Journey origins – Worcestershire Royal

Base: 157

Respondents attending Worcestershire Royal Hospital travelled from a range of locations, broadly similar to
that identified amongst respondents travelling to Kidderminster hospital, however with a particular
concentration to the south near Great Malvern, Evesham and the immediate vicinity of the site in
Worcester.
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Figure 10.30: Journey origins – The Alexandra Hospital

Base: 206

Whilst there is a concentration of respondents who visited The Alexandra Hospital from within the
immediate vicinity of the hospital site, including Redditch, Bromsgrove and Hollywood, some respondents
had travelled from further locations such as near Hereford, Rissington, Chadlington, Evesham and Sutton
Coldfield.
For the majority of respondents, their journey origin on the day of the interview was their home address
(93%). For the remaining respondents (8%), a range of other locations were cited including work and family
or friends’ homes.
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C.2.4.2. Journey times
Respondents were asked what time they began their journey to the hospital on the day of interview. The
responses have been grouped into time categories and are presented in Figure 10.31 below:
Figure 10.31: Journey start time

Base: All: 590; Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218

Most journeys started between 9.00am and 11.59am (43%) and 12.00pm and 2.59pm (35%).
Respondents were then asked how long their journey had taken them from their origin location to the
hospital site they visited, as presented in Figure 10.32 below:

313446/TPN/ITN/1/A 06 May 2014
C:\Users\HEA59024\Documents\Worcester IIA\Worcester NHS Impact Assessment v1.4.doc

115

Integrated Impact Assessment
Confidential

Figure 10.32: Duration of journey

Base: All: 590; Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218

The key findings were:
 Overall, around two thirds of all respondents indicated that their journey took less than 30 minutes. The
proportion of journeys which took less than 30 minutes was particularly high amongst respondents
visiting The Alexandra Hospital site (80%), but much lower at Worcestershire Royal (under 50%).
 Around a quarter of respondents indicated that their journey time was between 30 minutes and 59
minutes. Although the proportion of respondents in this journey time category was considerably higher
at Worcestershire Royal (nearly 50%) and considerably lower for The Alexandra (12%).
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C.2.5.

Main mode of travel

The main modes of transport used by respondents were then explored within the survey, as outlined in
Figure 10.33 below:

Figure 10.33: Main mode of travel

Base: All: 590; Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218

The key findings are:
 Private car usage was high amongst respondents. Across the whole sample, over half of respondents
travelled as the driver of a car; the figures for each of the individual sites were all over 45%. A further
third of respondents overall reported travelling as the passenger in a car. This accounted for 498
people in total travelling as the driver or passenger in a car for their journey to hospital.
 Travel by all other modes of transport was very low. Travel by public transport was the next most used
mode (around 5% of total respondents) followed by using a taxi (around 4% of total respondents).
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C.2.6.

Travelling by private transport

Of those who travelled to hospital by private transport (car as driver or passenger, motorcycle or taxi), the
key reasons cited for this were time savings and the lack of a realistic public transport alternative, as shown
in Figure 10.34 below:
Figure 10.34: Main Reasons for Travelling by Private Transport (Car, Taxi, Motorcycle)

Base: (Multiple Response) All: 750 responses; Kidderminster: 272 responses; Worcestershire Royal: 210 responses; The Alexandra:
268 responses

The parking facilities used by those who attended each of the hospital sites using private transport are
presented in Figure Figure 10.35 below:
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Figure 10.35: Parking

Base: All: 522; Kidderminster: 184; Worcestershire Royal: 143; The Alexandra: 195

In terms of the parking facilities used by those who travelled by private transport (car as driver and
passenger, motorcycle or taxi), over 60% of respondents reported parking in the hospitals’ own on-site car
parks , with this particularly high amongst respondents at the Worcestershire Royal Hospital site.
Other key observations include:
 A higher level of on-street parking was evident at Kidderminster Hospital (over a third of respondents),
compared with the other two sites and the overall level observed.
 A slightly higher proportion of respondents indicated that they were dropped off at The Alexandra
Hospital, compared with both Kidderminster and Worcestershire Royal hospitals.
C.2.7.

Travelling by other modes

Of those who did not use private transport (car as driver or passenger, motorcycle or taxi) to access the
hospitals (68 [12%] respondents), the key reasons given were not being able to drive (23%) or not having a
car available (21%).
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Of those who did travel by bus (30 [5%] of total respondents), the following bus services and operators
were identified as being used for respondents’ journey to hospital:
Table 10.5: Bus Services/Operators
Bus Services Used
31/31a/31b

50

58

30

55/55a

143

32a

56

144

44

57

150/X150

First

Diamond

West Midlands

Arriva

Whistles

Bus Operators

Base: 29

C.2.8.

Modal choice by respondent type

The following chart explores the main modes of transport used to travel to the hospital sites by the different
respondent groups; patients, visitors and those escorting patients.
Figure 10.36: Main mode by visitor type

Base: Patients: 280; Visitors: 63; Escort to or carer for patient: 235
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The key findings are:
 For patients the main mode of travel was transport was as a passenger in a car (nearly 50%) followed
by travelling by car as a driver (around a third of patient respondents). The next most popular road was
public transport (8%).
 For visitors, travelling as a driver of a car was reported by the majority (64%), followed by being a
passenger of a car (30%).
 For patient escorts, being driver of a car represented the majority of respondents travel mode (nearly
70%), followed by being a car passenger (a fifth of escorts).
C.2.9.

Additional comments provided by respondents

Respondents were provided with the opportunity to give any further comments relating to their journey to
hospital at the close of the survey. These were thematically coded and are presented in Table 10.6 below:
Table 10.6: Other comments (Coded)
Other comments

N.

%

Car parking charges are expensive

48

26%

It was ok/fine/no problems

28

15%

Other

26

14%

Limited car parking spaces/car park full - need more spaces/disabled spaces

16

9%

Traffic problems/roads busy

14

8%

No public transport/direct public transport to hospital

10

5%

Irregular service/long wait for return transport

10

5%

Easy/easy today - sometimes can be congested/difficult in rush hour

9

5%

Good/pleasant journey

6

3%

Parking should be free/free for disabled

6

3%

Journey is too long/too far

6

3%

Quick journey
Total (Multiple Response)

5

3%

184

100%

Base: 164 respondents

The cost of car parking was a key issue, identified by over a quarter of those who provided further
comments (26%).
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Appendix D. Hospital transport site
assessments
D.1.

Introduction

The chapter is split into the three hospital sites:
 Worcestershire Royal Hospital
 Alexandra Hospital
 Kidderminster Hospital and Treatment Centre.

D.2.

Worcestershire Royal Hospital

D.2.1.

Location of hospital

Worcestershire Royal Hospital is located approximately two miles from M5 junction 6 and two miles from
Worcester city centre. The main vehicle entrance is located on Charles Hastings Way.
The main visitor access and parking is located on Charles Hastings Way. Charles Hasting Way connects to
the wider highway network via B4636 Newtown Road and B4638 Woodgreen Drive. Traffic on Charles
Hastings Way is two way up to the second roundabout within the hospital site. Up to the second
roundabout within the hospital site from the Newtown Road / Charles Hasting Way, Charles Hasting Way is
a two way carriageway. Within the site Charles Hasting Way is one way only in an anti-clockwise direction
throughout the site.
Newtown Road (B4636) is a single carriageway road with a bus lane westbound leading towards Worcester
Shrub Hill rail station and Worcester city centre. To the east of the site Newton Road links the hospital to
the A4440 Nunnery Way which has a national speed limit. Running parallel to the east of the A4440 is the
M5 motorway.
The nearest access to the M5 is at Junction 6 which is located 3.5km north of the hospital. Further access
to the hospital is via M5 Junction 7 which is located 4.4km south of the hospital. Both motorway junctions
are accessed from the hospital via the A4440. The A4440 carries approximately 21,100 vehicles a day and
the M5 carries approximately 85,400 vehicles a day.
Other A roads providing access to the hospital include the A38 and A44 to the south and the A449 to the
north. All of these roads provide direct access into Worcester City Centre. The A44 and A449 both have
links to the A4440.
D.2.2.

Private vehicles including parking

There are currently nine car parks located on-site at WRH providing 769 spaces including 56 disabled
bays. Following the opening of a new radiotherapy unit in 2014 provision for car parking will increase by an
extra 380 spaces.
Staff Parking
There are five segregated staff parking areas located on site. Access is via Charles Hasting Way which is
accessed via Newton Road on a one way clockwise system. There are two segregated staff car parking
sites located adjacent to Aconbury East, access is off the internal one way hospital road network and a
resident staff parking site located to the east of the WRH site via Malvern View from Newtown Road.
Following the opening of the new radiotherapy unit at WRH, 300 new car park spaces will be allocated in a
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segregated area for staff use. The current level of allocated on-site staff parking at WRH is unavailable at
this time.
Off-site there is additional available staff parking at Sixways P & R for up to 200 staff. This car park is
serviced by the W3 bus service operating approximately every 10 to 15 minutes.
Patient and Visitor Parking
Access to segregated visitor and patient parking is via Charles Hasting Way, accessed from Newton Road.
Up to the second roundabout within the hospital site from the Newtown Road / Charles Hasting Way,
Charles Hasting Way is a two way carriageway. Within the site Charles Hasting Way is one way only in an
anti-clockwise direction throughout the site. Access is one way to the west for Visitor/Patient Car Park 1
and to the south for Visitor/Patient Car Cark 2.
There is a further Visitor/Patient Car Park between the Aconbury East and West segregated buildings from
the main hospital area. This car park is primarily for patient and visitors to access the Orthotics,
Physiotherapy, Speech and Language, Occupational therapy, Nutrition and Dietetics, Ophthalmology (eye)
department and the Highfield Rheumatology services located at WRH.
The Charles Hasting Education Centre (CHEC) is located on site at WRH and has a designated (and
uncontrolled) parking area, located to the west of the hospital. CHEC operates on a free first come first
serve basis to those attending conferences. In the event that the CHEC car park is full the Centre
recommends using the patient car parks located on the hospital site.
The Trust operates both a 'pay on foot' and a 'pay and display' car park charging system. The 'pay on foot'
payment system works with a ticket provided at the barrier as you enter the car park. Pay machines are
situated inside the main entrance, inside A&E and in each of the main car parks. Parking charges range
from £3.00 for up to 2 hours, up to £7.50 for 6 to 24 hours. Standard parking charges apply for those
utilising disabled parking bays and away from designated parking area for patients/visitors there us also
coin operated ‘pay and display’ street parking available to the south of the hospital on Charles Hastings
Way.
The Worcester Acute Hospital NHS Trust has a Concessionary Car Park Policy for those who are visiting
an immediate relative who is a long-stay patient or are a patient receiving regular treatment, car park users
may be eligible for a reduced-fee parking pass. Depending on the reason for the hospital visit
concessionary prices are as follows:
 £1 per day: Available to patients/relatives of terminally ill, cardiac exercise, CCU, ITU, nuclear medicine
(patients attending more than four hours in a one day period), oncology, paediatrics or bereavement
 £1 weekly ticket:
 Patients who are visiting the Renal Unit for treatment on a long term basis can obtain a weekly ticket
to allow entry to the visitor car park
Visitors to a long stay patient (over two months) will be eligible to a £1.00 per week parking ticket
(valid for next of kin, two persons only)
 £8 weekly ticket:
 Relatives visiting patients who are in hospital for seven days or more can obtain a weekly ticket valid
for seven days to allow entry and exit to the car park. These tickets are only available to next of kin
(two persons only)
 Clinic Run Over: If out-patient clinics run over time, patients are eligible to only pay the minimum car
parking fee (two hour fee)
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 Life Long attendance Patients (eg. Dialysis): Patients who are likely to be attending, very frequently, lifelong will be entitled to pay a nominal fee of £10 per year.
Patients and relatives eligible for concessionary parking are required to fill out an application form and pay
their required fees at the WRH cashier office.
D.2.3.

Information on public transport provided by the hospital

Worcestershire Acute Hospitals NHS Trust website provides public transport information for patients and
visitors to the site. There are designated pages for car, bus, rail, car parking and travel costs associated
with accessing WRH. Each page has respective links to bus and rail timetables associated with services
that may be used for accessing WRH. The website is easy to use with clear linkages to any travel
information required by a patient or visitor. The hospital provides information regarding transport access on
site as inside the main reception area of the hospital there is a computer terminal which provides
information for journey planning and timetables for the local transport network.
D.2.4.

Public transport

D.2.4.1. Rail services
Public transport connections to Worcestershire Royal Hospital are by bus and rail. Worcester Shrub Hill
and Worcester Foregate Street rail stations are located 2.6km and 3.4km west of the hospital respectively.
There are regular bus services which link the rail stations to the hospital.
Both Worcester Shrub Hill and Worcester Foregate Street are served by London Midland and First Great
Western rail services. London Midland provides regular services into Birmingham, via Kidderminster and
Stourbridge Junction, and many of these services continue on to Dorridge or Whitlock’s End. There are
also less frequent services to Birmingham New Street, via Bromsgrove.
First Great Western services run to and from London Paddington, the majority of which are via the
Cotswold Line and Oxford. There are also services to Bristol Temple Meads, via Cheltenham, and
Gloucester, with many services continuing on to Weymouth or Brighton (to and from Shrub Hill) and
Southampton Central and Brighton (to and from Foregate Street). There are also services to Great Malvern
to and from both stations and services to Hereford to and from Shrub Hill.
The train services are summarised in the following tables.
Table 10.7: Worcester - Kidderminster – Birmingham train services
Route
Worcester - Birmingham
Operator
London Midland
Mon - Fri

Saturday

Sunday

Frequency Peak

Approx. hourly

Approx. hourly

Approx. hourly

Frequency Off Peak

Approx. hourly

Approx. hourly

Irregular

First Departure

05:30

05:44

09:26

Last Departure

22:27

22:47

22:29

Approx. 30 mins

Approx. 30 mins

Approx. hourly

Worcester Shrub Hill

Worcester Foregate Street
Frequency Peak
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Mon - Fri

Saturday

Sunday

Frequency Off Peak

Approx. hourly

Approx. hourly

Approx. hourly

First Departure

07:14

07:47

09:20

Last Departure

22:17

21:42

22:23

Mon - Fri

Saturday

Sunday

Frequency Off Peak

Approx. every 90mins to
2 hours

Approx. every 1 to 2
hours

Irregular

First Departure

08:26

07:39

10:25

Last Departure

00:01

00:01

23:49

Frequency Peak

17:09 and 17:46

Approx. every 30 mins

Approx. every hour

Frequency Off Peak

Approx. every 30 mins
to 1 hour

Approx. every hour

Approx. every hour

First Departure

07:09

08:13

10:30

Last Departure

23:08

23:01

21:15

Route
Operator

Birmingham - Worcester
London Midland

Worcester Shrub Hill
Frequency Peak

Service at 17:51

Worcester Foregate Street
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Table 10.8: Hereford - Worcester - Bromsgrove – Birmingham train services
Route
Birmingham - Worcester - Hereford
Operator
London Midland
Mon - Fri

Saturday

Sunday

Frequency Peak

Approx. every 15 to 30
mins

Approx. every hour

16:39, 17:09 and 17:11

Frequency Off Peak

Approx. every 10 – 30
mins

Approx. every 25 mins to
1 hour

Approx. every 10 to 90
mins

First Departure

05:56

06:30

09:05

Last Departure

23:06

22:59

19:42

Approx. every 20 – 25
mins

Approx. every 20 mins.

16:42, 17:12 and 17:14

Saturday

Sunday

Approx. every hour

Approx. every hour

Worcester Shrub Hill

Worcester Foregate Street
Frequency Peak

Route
Operator

Hereford – Worcester - Birmingham
London Midland
Mon - Fri

Worcester Shrub Hill
Frequency Peak
Frequency Off Peak

Every 10 mins to 2 hours

Approx. every 1 to 2 hours

Approx. every 15 to 40
mins

First departure

05:30

05:44

09:26

Last Departure

22:27

22:47

22:29

Frequency Peak

Every 5 to 20 mins

Approx. every 10 mins

Approx. every 30 mins

Frequency Off Peak

Every 10 mins to 1 hour

Every 20 to 30 mins

Approx. every 20 mins to
1 hour

First departure

05:31

06:09

09:20

Last Departure

23:39

23:28

23:22

Worcester Foregate Street
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Table 10.9: Birmingham – Dorridge – Leamington Spa train services
Route
Birmingham – Dorridge – Leamington Spa
Operator
London Midland
Mon - Fri

Saturday

Sunday

Frequency Peak

Approx. 30 mins

Approx. hourly

Approx. hourly

Frequency Off Peak

Approx. 30 mins

Irregular

Approx. hourly

First departure

05:30

05:44

09:26

Last Departure

22:27

22:47

12:26

Frequency Peak

Approx. 30 mins

Approx. 30 mins

Approx. hourly

Frequency Off Peak

Approx. hourly

Approx. hourly

Approx. hourly

First departure

07:14

08:56

09:20

Last Departure

22:17

21:42

17:27

Mon - Fri

Saturday

Sunday

Frequency Off Peak

Irregular

Approx. every 1 to 2 hours

Irregular

First departure

08:26

09:52

11:19

Last Departure

00:01

00:01

21:17

Frequency Peak

Approx. every 30 mins

Approx. every 30 mins

Approx. every hour

Frequency Off Peak

Approx. every 30 mins to
1 hour

Approx. every 30 mins to
1 hour

Approx. every 1 to 2 hours

First departure

07:09

08:51

11:35

Last Departure

23:08

23:01

21:25

Worcester Shrub Hill

Worcester Foregate Street

Route
Operator

Leamington Spa - Dorridge - Birmingham
London Midland

Worcester Shrub Hill
Frequency Peak

Worcester Foregate Street
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Table 10.10: Hereford and Worcester to Oxford and London train services
Route
Hereford and Worcester to Oxford and London
Operator
First Great Western
Mon - Fri

Saturday

Sunday

Frequency Peak

Approx. every 90 mins

Approx. every hour

Every hour

Frequency Off Peak

Approx. every 13 mins to
2 hours

Approx. every hour

Every one to two hours

First Departure

05:11

06:12

09:35

Last Departure

22:43

22:57

21:28

Frequency Peak

Approx. every 90 mins

Approx. every hour

Every hour

Frequency Off Peak

Approx. every 30 mins to
2 hours

Approx. every hour

Every one to two hours

First Departure

05:31

06:09

09:32

Last Departure

22:34

22:53

20:28

Mon - Fri

Saturday

Sunday

Frequency Peak

Irregular

Approx. every hour

Approx. every hour

Frequency Off Peak

Approx. every one to two
hours

Approx. every hour

Approx. every one to two
hours

First departure

06:19

07:46

10:34

Last Departure

22:41

22:04

22:12

Frequency Peak

Irregular

Approx. every hour

Approx. every hour

Frequency Off Peak

Approx. every one to two
hours

Approx. every hour

Approx. every one to two
hours

First departure

06:25

07:49

10:36

Last Departure

22:44

22:06

22:14

Worcester Shrub Hill

Worcester Foregate Street

Route
Operator

Oxford and London to Hereford and Worcester
First Great Western

Worcester Shrub Hill

Worcester Foregate Street

Both stations have step free access and cycle storage stands. Worcester Foregate Street Rail Station has
storage space for 24 bicycles and Worcester Shrub Hill rail station has storage space for 20 bicycles.
Worcester Foregate Street does not have a car park. Worcester Shrub Hill has a car park which is open
24hrs a day, 7 days a week, with 121 standard car parking spaces and five spaces for the mobility
impaired.
D.2.4.2. Bus services
The hospital is connected to the wider area by bus and there are five bus stops on the roads surrounding
the hospital. In addition, Worcestershire Royal Hospital currently has a park & ride service. These services
run Monday to Friday between Sixways park & ride, just off Junction 6 of the M5, and the hospital. Services
which connect the park & ride to the hospital include the W3 and 31A / 31C.
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The table below shows all of the bus routes that serve Worcestershire Royal Hospital.
Table 10.11: Worcestershire Royal Hospital bus stops and routes
Bus Stop Location

Bus routes

Newton Road

31A/31B/31C, 350, 357

Charles Hastings Way
Source:

31A/31B/31C, W3

Transport Direct

The following table provides a summary of the individual bus services to the hospital.
Table 10.12: Worcestershire Royal Hospital services
Service

Operator

Route

Frequency (Mon-Fri)

First/last service

31A

FirstGroup

Worcester – Hospital
– Warndon Worcester

Peak: 15 mins

0642 / 2328

Henwick Park –
Hospital

Peak: 30 mins

31B

FirstGroup

Off-peak: 30 mins
0733 / 1825

Off-peak: 30 mins

31C

FirstGroup

Worcester – Warndon
– Hospital –
Worcester

Peak: 30 mins
Off-peak: 30 mins

0645 / 2030

350

Dudley Coaches
Worcestershire County Council

Worcester – Astwood
Bank – Alexandra
Hospital - Redditch

Infrequent intervals
depending on school
term time

0917 / 1828

357

Diamond

Droitwich – Worcester

Infrequent intervals
(two full diagrams a
day)

0804 / 1507

W3

Worcestershire County Council

Sixways P&R –
Worcestershire Royal
Hospital

Peak: 10 mins

0655 / 1830

Off-peak: Infrequent
(services covered by
the 31C service)

D.2.4.3. Patient and Community Transport
Through accessing the WRH website it is possible to link through to the Worcestershire Community
Transport page. There are 14 community transport schemes currently operating within Worcestershire that
offer either a limited daily timetable or door-to-door accessibility to WRH. The patient and community
transport schemes available to accompany patients to hospital appointments include:
 Alfrick & Lulsley Community Car Scheme
 Malvern Dial-a-Ride
 Broadwas & Knightwick Community Car
 Pershore Volunteer Centre
Scheme
 Redditch Dial-a-Ride
 Bromsgrove Community Transport
 Suckley Community Cars
 Community Action Malvern
 Upton Community Care
 Community Transport Wyre Forest
 Upton Shuttle
 Droitwich Community Transport
 Worcester Wheels
 Evesham Community Cars
 Wyre Forest Dial-a-Ride
 Leigh & Bransford Community Car scheme
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D.2.5.

Walking and cycling facilities

The hospital has good access for pedestrians. There are pedestrian footways on all of the roads in the
vicinity of the site. There are dropped kerbs and tactile paving at each crossing point.
There are two signalised pedestrian crossings on Newton Road and another signalised pedestrian crossing
on Charles Hastings Way. In addition, there are zebra crossings on Charles Hastings Way in the vicinity of
entrances to departments, including at the main hospital entrance. There is lighting on all footways.
The hospital does not have specific infrastructure to provide accessibility to the hospital for cyclists. There
are no cycle lanes on the surrounding roads or advanced stop lines for cyclists at the pedestrian crossings
on Newton Road and Charles Hastings Way. There are 18 covered cycle stands available in the vicinity of
the main entrance to the hospital in Vistior/Patient Car Park 1.
D.2.6.

Disabled access

There are 56 designated disabled parking spaces. These are located in the vicinity of the main hospital
entrance, on the access road leading to A&E and outside both Aconbury and West WRH blocks.
Wheelchair users have access to almost all of the entrances on site, and where there is no wheelchair
access, alternative arrangements can be made ensuring that the hospital is accessible for disabled
patients.

D.3.

Kidderminster Hospital and Treatment Centre

D.3.1.

Location of hospital

Kidderminster Hospital and Treatment Centre (KH) is located to the east of Kidderminster town centre in
the County of Worcestershire.
The main vehicle access is located off Bewdley Road (A456). Bewdley Road is a single carriageway road,
leading east into Kidderminster Town Centre. Sutton Road (A4535) also runs adjacent to the west of the
hospital. Bewdley Road (A456) carries approximately 15,400 vehicles a day and Sutton Road (A4535)
carries approximately 11,800 vehicles a day.
Bewdley Road is connected to Proud Cross Ringway and Park Butts Ringway, approximately 400m to the
east of the hospital.
D.3.2.

Private vehicles including parking

There are currently three car parks located on-site at KH providing 191 spaces including 19 disabled bays.
Staff, Visitor and Patient Parking
There is one ‘Essential Users’ staff car park located adjacent to Hospital Block C at KH. There are two
staff, patient and visitor car parks that are not segregated at KH located off Bewdley Road, to the north of
the main vehicle entrance on either side of the KH main entrance. KH operates pay and display car parking
provision. Disabled parking bays are located within all car parks, including outside the main Treatment
Centre entrance. There are approximately 10 car park bays available for 20 minute pick up/drop offs in the
33355/TPN/ITN/1/A
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vicinity of the main entrance to the hospital. At the time of the site visit (12:30) parking was not
oversubscribed.
Car parking charges for patients and visitors at KH are similar to those at WRH ranging between £3.00 for
up to 2 hours up to £7.50 for 6 to 24 hours. Standard parking charges apply for those utilising disabled
parking bays.
KH is also included in the Worcester Acute Hospital NHS Trust Concessionary Car Park Policy (details of
eligibility requirements are listed in Section D2.2 above) and partakes in the NHS Travel Costs Scheme
which supports some patients within key community groups recover travel costs when visiting the hospital.
In order to be eligible for help with travel costs patents need to be in receipt of or included in an award of
someone receiving:
 Income Support
 Income-based Jobseekers Allowance
 Income-related Employment and Support Allowance
 Pension Credit Guarantee Credit
 Entitled to or named on a valid NHS Tax credit exemption certificate
 Named on a valid HC2 certificate (includes travel by your dependent children)
 Are a war pension and the treatment is for a disability that the Service personnel and Veterans Agency
accepts for treatment
Applicants need to be referred by a doctor or dentist by letter which needs to be accompanied to the KH
cashiers desk for a refund of a ‘pay and display’ ticket.
D.3.3.

Information about public transport provided by the hospital

Worcestershire Acute Hospitals NHS Trust website (www.worcsacute.nhs.uk) provides public transport
information for patients and visitors to the KH site. There are designated pages for car, bus, rail, car
parking and travel costs associated with accessing KH. Each page has respective links to bus and rail
timetables associated with services that may be used for accessing KH. The website is easy to use with
clear linkages to any type of travel mode information required by a patient or visitor.
There is no public transport information in the main reception to the hospital and there is one bus stop on
the site.
D.3.4.

Public transport

D.3.4.1. Rail services
Public transport connections to Kidderminster Hospital and Treatment Centre are by bus and rail. The
nearest rail station to the hospital is Kidderminster rail station, which is a 25 minute walk or an
approximately 2km drive to the east of the hospital by road.
Most services from Kidderminster rail station are operated by London Midland, which provide links to
Birmingham Snow Hill, Dorridge, Whitlock’s End, Worcester and Greater Malvern. The other service
provider is Chiltern Railways, which provides services to London Marylebone.
The rail services to Kidderminster Rail Station are summarised in the following tables.
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Table D.13:
Station
Route
Operator

Worcester - Kidderminster – Birmingham rail services
Kidderminster Rail Station
Worcester - Birmingham
London Midland
Mon - Fri

Saturday

Sunday

Frequency peak

Approx. every 8 – 20 mins

Approx. every 10 – 30
mins

Approx. every hour

Frequency off peak

Approx. every 5 – 30 mins

Every 15 mins

Approx. every hour

First departure

05:48

06:02

09:44

Last departure

22:46

23:05

22:47

Station
Route
Operator

Kidderminster Rail Station
Birmingham - Worcester
London Midland
Mon - Fri

Saturday

Sunday

Frequency peak

Approx. every 7 – 23 mins

Approx. every 7 – 23 mins

Approx. every hour

Frequency off peak

Approx. every 7 – 23 mins

Approx. every 7 – 23 mins

Approx. every hour

First departure

06:48

07:15

10:05

Last departure

23:41

23:41

23:29

Mon - Fri

Saturday

Sunday

Frequency peak

Approx. every 23 – 27
mins

Approx. every 30 mins

Approx. every 30 mins

Frequency off peak

Approx. every 30 mins

Approx. every 30 – 40
mins

Approx. every hour

First departure

06:48

07:15

10:05

Last departure

23:41

23:41

18:59

Table D.14:
Station
Route
Operator

Station
Route
Operator

Hereford - Worcester - Bromsgrove – Birmingham rail services
Kidderminster Rail Station
Birmingham - Hereford
London Midland

Kidderminster Rail Station
Hereford - Birmingham
London Midland
Mon - Fri

Saturday

Sunday

Frequency peak

Approx. every 30 mins

Approx. every 30 mins

Approx. every 30 mins

Frequency off peak

Approx. every 30 mins

Approx. every 30 mins

Approx. every hour

First departure

06:48

07:15

10:05

Last departure

23:41

23:41

23:29
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Table D.15: Kidderminster – Stourbridge Junction – Cradley Heath – Rowley Regis – Smethwick Galton Bridge – The
Hawthorns – Jewellery Quarter – London Marylebone rail services
Station
Kidderminster Rail Station
Route
Kidderminster – London Marylebone
Operator
Chiltern Railways
Mon - Fri

Saturday

Sunday

Frequency peak

Approx. every 15 – 45
mins

Approx. every 30 mins

Approx. every hour

Frequency off peak

Approx. every 15 – 45
mins

Approx. every 20 – 45
mins

Approx. every hour

First departure

06:09

06:37

09:44

Last departure

20:10

20:12

19:56

Mon - Fri

Saturday

Sunday

Approx. every 20 - 30
mins

Approx. every 30 mins

Services at 16:57 and
17:32

Station
Route
Operator

Kidderminster Rail Station
London Marylebone - Kidderminster
Chiltern Railways

Frequency peak
Frequency off peak

Approx. every 30 mins

Approx. every 30 mins

Approx. every hour

First departure

09:10

09:46

11:59

Last departure

23:41

23:41

23:29

Kidderminster rail station has no toilets or waiting rooms. The station has a fee paying car park which is
open 24 hours a day, 7 days a week. There are 224 standard spaces and six parking spaces for the
mobility impaired. Parking is free for disabled customers displaying valid International Blue Badges.
There is limited accessibility for disabled users at the station. There is one step to access the main
entrance, but there is a step-free side gate and a second side gate with one step for access; however these
side gates are locked when the booking hall is open. There is a step-free access to the “to Worcester”
platform via a ramp. The step free access between platforms is 240m long.
There are 36 cycle parking spaces available at the station. These stands are sheltered.
D.3.4.2. Bus services
There are bus stops on Bewdley Road, in the vicinity of the main entrance to the hospital.
The table below shows all of the bus routes that serve Kidderminster Hospital and Treatment Centre. Bus
stops on Bewdley Road have sheltered seating and those located on Blakebrook do not have sheltered
seating.
Table 10.16: Kidderminster Hospital and Treatment Centre bus stops and services
Bus Stop Location

Bus Routes

Hospital Access Road

12, 13

Bewdley Road

1, 2A, 2C, 125, 291, 292, 751, X3

Blakebrook

2
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Source:

Transport Direct

The following table provides the details for each bus service that stops in close proximity to the hospital.
Table 10.17: Kidderminster Hospital and Treatment Centre Services and Frequencies
Service

Operator

Route

Frequency (Mon-Fri)

First/last service

1

Whittle Coach & Bus

Kidderminster – Rifle Range

Every 40 mins

0751 / 1819

2

Diamond

Kidderminster – Habberley –
Bewdley – Bark Hill

Peak: 20 mins
Off-Peak: 30 mins

0620 / 1759

2A

Whittle Coach & Bus

Kidderminster – Bewdley Hill –
Wribbenhall – Bewdley – Bark Hill

60 mins

0724 / 1829

2C

Whittle Coach & Bus

Kidderminster – Crossley Park –
Bewdley Hil – Bewdley – Bark Hill

60 mins

0659 / 1759

12

Wyre Forest Dial-a-Ride

Circular (Franche – Puxton –
Hume Street Medical Centre)

90 mins

0925 / 1615

13

Wyre Forest Dial-a-Ride

Birchen Coppice – Foley Park –
Kidderminster Hospital

Infrequent (5 diagrams
a day)

0923 / 1652

125

Whittle Coach & Bus

Bridgnorth – Highley – Bewdley –
Kidderminster- Stourbridge

60 mins

0745 / 1736

291

R & B Travel

Tenbury Wells - Kidderminster

120 mins

0821 / 1806

292

Diamond

Kidderminster – Bewdley –
Ludlow

60 mins

0727 / 1827

751

R & B Travel

Kidderminster – Hopton Bank

One service every
Thursday

Arrive: 1010

Hourly

0709 / 1724

X3
Source:

Diamond

Stourport – Kidderminster –
Bromsgrove – Redditch

Depart: 1300

Worcestershire County Council (2014)

D.3.4.3. Patient and Community Transport Services
KH is also served by the Wyre Forest ‘Dial A Ride’ Service, which is known as ‘The Hopper’. The ‘Dial A
Ride’ service provides door-to-door transport Monday to Friday using minibuses for people who are unable
to access public or private transport, either due to a disability or where there is no public transport
alternative available. It has been noted that Worcestershire County offers 15 different patient and
community transport services and information is available for those in need of accessing KH via this option
can obtain information off the Worcestershire NHS website or call the community transport helpline for the
Tenbury, Bewdly and Kidderminster areas.
D.3.5.

Walking and cycling facilities

The hospital has good access for pedestrians. There are pedestrian footways on all of the roads in the
vicinity of the site. There are dropped kerbs and tactile paving at each crossing point.
There is a signalised pedestrian crossing on Bewdley Road outside the Treatment Centre. There are four
signalised pelican crossings at the Bewdley Road / Summer Place / Sutton Road signalised junction. The
area surrounding the site and within the site is well lit.
There is no cycle parking available at the hospital. Part of Bewdley Road to the north west of the hospital
has a cycle lane on both sides of the road, as well as advanced stop lines for cyclists at the pedestrian
crossings at the junction of Bewdley Road / Summer Place / Sutton Road.
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D.3.6.

Disabled access

There are 19 designated disabled parking spaces on site. These are located in the patient and visitor car
parks in the vicinity of the entrance to the Treatment Centre and the main entrance.
Wheelchair users have access to almost all of the entrances on site, and where there is no wheelchair
access, alternative arrangements can be made ensuring that the hospital is accessible for disabled
patients.

D.4.

Alexandra Hospital, Redditch

D.4.1.

Location of hospital

Alexandra Hospital is located in town of Redditch in north-east Worcestershire.
The main entrance to the hospital is on Quinneys Lane, which provides access to the wider highway
network via Woodrow Drive. Woodrow Drive is a single lane carriageway, with some sections of right turn
lanes off the main carriageway. The speed limit on Woodrow Drive is 40mph.
Alexandra Hospital is located to the south of Redditch town centre. Travelling west on Woodrow Drive
leads to the Alcester Highway (A441), which provides a link to Redditch town centre. 1.7km east of the
hospital is Birmingham Road (A435) which leads to Birmingham to the north and the areas of Studley and
Coughton to the south. The A441 carries approximately 26,500 vehicles a day. Other A roads in the vicinity
of the hospital include the A448, which is located to the south and west of the hospital, which provides a
link to Bromsgrove and the A38 in the north west to the A435 towards the south east.
D.4.2.

Private vehicles including parking

There are currently three car parks located on-site at AH providing 299 spaces including 33 disabled bays.
Staff Parking
Segregated staff and essential use parking (provided to those working unsociable hours with no other
viable transport options available to them other than private vehicle and those living in rural areas) is
available to the east of the hospital.
Patient and Visitor parking
Segregated car parking for patients and visitors is located to the north of the hospital and is accessible from
the main vehicular access via Woodrow Drive. Parking charges apply and the Trust operates both a 'pay
on foot' and a 'pay and display' car park charging system. The 'pay on foot' payment system works with a
ticket provided at the barrier at the car park entrance. Pay machines are situated inside the main entrance,
inside A&E and in each main car park. Parking charges range from £3.00 for up to 2 hours up to £7.50 for 6
to 24 hours. Standard parking charges apply for those utilising disabled parking bays.
There are approximately 10 car park bays available for 20 minute pick up/drop offs in the vicinity of the
main entrance to the hospital and AH is also partakes the Worcester Acute Hospital NHS Trust
Concessionary Car Park Policy (details of eligibility requirements are listed in Section D2.2 above)
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There is free parking available on some of the surrounding roads, including Woodrow South.
D.4.3.

Information about public transport provided by the hospital

Worcestershire Acute Hospitals NHS Trust website (www.worcsacute.nhs.uk) provides public transport
information for patients and visitors to the AH site. There are designated pages for car, bus, rail, car
parking and travel costs associated with accessing AH. The website is easy to use with clear linkages to
any type of travel mode information required by a patient or visitor needing to access AH
The hospital provides on-site support for the use of public transport to access the site. Inside the main
reception area of the hospital there is a computer terminal for information for journey planning and
timetables for the local network. In addition, there is a sheltered bus stop on site near the main entrance,
however, this stop has limited seating facilities.
D.4.4.

Public transport

Public transport connections to Alexandra Hospital are by bus and rail. The nearest railway station to the
hospital is Redditch Rail Station, located 6km north of the hospital. There are regular bus services which
link the rail stations to the hospital.
D.4.4.1. Rail services
All rail services are provided by London Midland; Redditch Rail Station is the southern terminus of the
Cross – City Line. Rail services run approximately every 30 minutes between Redditch and Lichfield Trent
Valley via Birmingham New Street and Four Oaks.
Table 10.18:
Station
Route
Operator

Lichfield – Sutton Coldfield – Birmingham - Longbridge – Redditch Rail Services
Redditch Rail Station
Lichfield – Redditch
London Midland
Mon - Fri

Saturday

Sunday

Frequency peak

Approx. every 30 mins

Approx. every 30 mins

Approx. every 30 mins

Frequency off peak

Approx. every 30 mins

Approx. every 30 mins

Approx. every 30 mins

First departure

06:52

06:52

09:24

Last departure

23:52

23:53

23:53

Mon - Fri

Saturday

Sunday

Frequency peak

Approx. every 30 mins

Approx. every 30 mins

Approx. every 30 mins

Frequency off peak

Approx. every 30 mins

Approx. every 30 mins

Approx. every 30 mins

First departure

06:27

06:27

09:27

Last departure

22:57

22:57

22:57

Station
Route
Operator

Redditch Rail Station
Redditch – Lichfield
London Midland

Redditch rail station has step free access for easy accessibility for disabled users. The station has a car
park which is available for use 24 hours a day, 7 days a week. There are 156 standard car parking spaces
and two parking spaces for the mobility impaired. There is a charge to use the car park, but is free for
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disabled rail users displaying valid International Blue Badges. There are also eight unsheltered cycle
parking stands at the station.
D.4.4.2. Bus services
The table below shows all of the bus routes that serve Alexandra Hospital.
Table 10.19: Alexandra Hospital Bus Stops and Routes
Bus Stop Location

Bus Routes

Quinneys Lane (On site)

55A, 57A, 58A, 143,150,247, 350

Woodrow Drive
Source:

55A, 56A, 143, 247

Transport Direct

The following table summarises the individual bus services to the hospital.
Table 10.20: Alexandra Hospital Services and Frequencies
Service

Operator

Route

Frequency (Mon-Fri)

First/last service

55/A

Diamond

Redditch - Alexandra Hospital –
Crabbs Cross – Walkwood Redditch

All day: 20 mins

0632 / 1934

Redditch – Crabbs Cross –
Alexandra Hospital – Oakenshaw Redditch

All day: 20 mins

Redditch - Woodrow –
Matchborough – Winyates – Church
Hill - Redditch

Daytime: Frequent intervals

56/A

57A

Diamond

Diamond

Evening: 60 mins
0717 / 2012

Evening: 60 mins
0542 / 2112

Evening: 60 mins

58A

Diamond

Redditch – Church Hill – Winyates –
Matchborough – Alexandra Hospital
- Redditch

Daytime: Frequent intervals
Evening: 60 mins

0618 / 2028

143

Diamond

Prince of Wales Hospital –
Bromsgrove – Redditch – Studley

Hourly

0709 / 1830

150

Johnsons

Redditch – Alexandra Hospital –
Wythall – Birmingham

AM Peak: 30 mins

0602 / 1741

Evesham – Alcester – Redditch –
Bidford-on-Avon - Studley

Peak: Irregular intervals

Worcester – Astwood Bank –
Alexandra Hospital - Redditch

Infrequent intervals
(seven full diagrams a day)

247
350

Source:

Diamond
Dudley Coaches
Worcestershire
County Council

Daytime: 60 mins
0702 / 1952

Daytime: 60 mins
Three daily
diagrams

Worcestershire County Council (2014)

D.4.4.3. Patient and Community Transport Services
AH is directly served by the Redditch ‘Dial A Ride’ Service and Redditch ‘Community Rides’. The
‘Community Rides’ service is operated by volunteers who use their own cars to provide door to door
journeys for people without transport. Passengers are charged a rate per mile for their journeys to cover
drivers' costs. It has been noted that Worcestershire County offers 15 different patient and community
transport services and information is available for those in need of accessing AH via this option can obtain
information off the Worcestershire NHS website.
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D.4.5.

Walking and cycling facilities

Between the junction with Woodrow Drive and the main hospital, there is a pedestrian footway on the
westside of Quinneys Lane and a segregated pedestrian / cycle route located to the east of Quinneys
Lane. In addition, during the site visit it was observed that there is no pedestrian signage on site to guide
pedestrians to other areas. Lighting along pedestrian footways on site is good and there are internal zebra
crossings on site with dropped kerbs.
There are 15 cycle lockers on site in the vicinity of the main entrance to the hospital.
In the area surrounding the hospital there is an off-road walking and cycling path parallel to the south side
of Woodrow Drive. This off-road route continues south on to Brickyard Lane and north on to Old Forge
Drive.
D.4.6.

Disabled access

There are 33 designated disabled parking spaces on site. Disabled parking spaces are located near the
main visitor entrance to the car park, in the south western corner of the patient and visitor car park.
Wheelchair users have access to all of the entrances on site and where there is no wheelchair access
alternative arrangements can be made ensuring that the hospital is accessible for disabled patients.
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Key Findings

Mott MacDonald was commissioned by Arden Commissioning Support to undertake
travel surveys across three hospital sites in Worcestershire:
Kidderminster
Worcestershire Royal (Worcester)
The Alexandra (Redditch)
These surveys were designed to understand the travel behaviour and patterns of
patients and visitors attending these three hospital sites, which are included in part of the
‘Future of Acute Hospitals in Worcestershire’ Review.
Key findings of the research were:
Respondent sample
590 respondents were interviewed across the three hospital sites (Kidderminster: 212 (36%);
Worcestershire Royal: 160 (27%); The Alexandra: 218 (37%).
Almost half the total number of respondents were patients (47%), whilst 40% were the escort/carer
of a patient and 11% were visitors (63)
Key departments visited were:
– Emergency Medicine (All: 144 - 24%; Kidderminster: 52 - 24%; Worcestershire Royal: 38 - 24%;
The Alexandra: 54 - 25%)
– Maternity (All: 115 - 19%; Kidderminster: 12 - 6%; Worcestershire Royal: 68 - 43%; The
Alexandra: 35 - 16%)
Travel and access patterns
Key locations respondents travelled from to visit the hospital sites were:
– Kidderminster: Kidderminster, Stourport on-Severn, Worcester, Droitwich Spa, Redditch and
Bromsgrove
– Worcestershire Royal: Worcester, Great Malvern, Kidderminster, Bromsgrove, Evesham and
Droitwich Spa
– The Alexandra: Redditch, Bromsgrove and Hollywood
Most respondents had a journey time of less than 30 minutes to the hospital (All: 390 - 66%;
Kidderminster: 145 - 68%; The Alexandra: 175 - 80%), with the exception of Worcestershire Royal
Hospital where there were similar proportions of journeys lasting less than 30 minutes and between
30 and 59 minutes (less than 30 minutes: 70 - 44%; 30-59 minutes: 74 - 46%).
Car (as both driver and passenger), was the key mode of transport used to access each of the
hospital sites (overall: car driver: 298 - 51%; car passenger: 200 - 34%.
– Kidderminster: Car driver: 111 - 52%; car passenger: 67 - 32%
– Worcestershire Royal: car driver: 74 - 46%; car passenger: 64 - 40%
– The Alexandra: car driver: 113 - 52%; car passenger: 69 - 32%
Within further comments provided, the cost of hospital parking was a key issue raised by 48 out of
164 respondents.

i

333355/ITD/ITN/1/A 16th May 2014
http://localhost:3579/UCdoc~EUNAPiMS/1561349216/Worcestershire Travel Survey Results Report - Final - 190614.docx

The Future of Acute Hospital Services in Worcestershire
Hospital Travel Survey Report

1. Introduction
1.1

Survey brief

As part of the impact assessment work commissioned by Arden Commissioning Support Unit, Mott
MacDonald was appointed to undertake travel surveys at the three hospital sites in Worcestershire:
Kidderminster
Worcestershire Royal (Worcester)
The Alexandra (Redditch)
The surveys focused on identifying key travel information such as journey purpose (whether respondents
were patients, visitors or escorting a patient), main mode of transport and reasons for this modal choice.
This report presents the findings of the travel surveys. The findings will also be incorporated into the
integrated impact assessment report.

1.2

Methodology
th

th

The surveys were completed over a one week fieldwork period (Monday 24 March to Saturday 29 March
2014) across the three hospital sites.
Table 1.1:

Fieldwork dates and times
Date

Time
Kidderminster Hospital

Monday 24th March

09:00-15:00

th

Tuesday 25 March

11:00 – 17:00

Wednesday 26th March

13:00 – 19:00

Worcestershire Royal
Wednesday 26th March

09:00 – 15:00

th

Thursday 27 March

11:00 – 17:00

Friday 28th March

13:00 – 19:00
The Alexandra

th

Tuesday 25 March

09:00 – 15:00

Wednesday 26th March

11:00 – 17:00

th

Thursday 27 March

13:00 – 19:00

Saturday 29th March

13:00 – 19:00

A fieldwork schedule was developed in conjunction with Arden Commissioning Support Unit in order to
ensure that interviewers were located in areas of high footfall at each of the sites. Interviewer shifts were
also timed to ensure coverage of visiting hours at each of the hospitals.

1
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Interviewers were briefed to ensure that they interviewed a broad range of patients/visitors both in terms of
the services and departments being accessed and other demographic factors such as age and gender.
The survey was interviewer-administered, with data collected using a Computer Assisted Personal
Interviewing (CAPI) method via tablet PC onsite. Statistical analysis was undertaken using SPSS data
processing software. In total 590 respondents completed the survey across the three sites.

2
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2. Survey Analysis
This chapter outlines the findings of the travel surveys undertaken at the three hospital sites.
2.1

Hospital sites

Figure 2.1 below presents the proportion of the total respondents that were interviewed at each hospital
site during the fieldwork period.

Figure 2.1:

Hospital sites

Base: 590 respondents (Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218)

Similar proportions of respondents were interviewed at Kidderminster (212) and The Alexandra (218)
hospital sites, whilst slightly fewer respondents were interviewed at Worcestershire Royal Hospital (160).
The number of interviews achieved were determined by footfall at each site, with interviewers positioned in
areas known for high footfall in order to ensure the maximum number of interviews possible. Closures to
visitors were in place at both Kidderminster and Worcestershire Royal during the time of fieldwork due to a
Norovirus outbreak, which may have had an impact upon levels of footfall and consequently the number of
interviews completed within these respondent groups at these sites.

3
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2.2

Demographics

In order to provide a demographic profile of respondents, questions relating to age and gender were
included in the survey.
Figure 2.2 below shows the breakdown gender breakdown of respondents:

Figure 2.2:

Gender

Base: All: 590; Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218

The key observations are:
Overall there were 371 (63%) female respondents and 219 (37%) male respondents
There were similar proportions of male and female respondents both in the overall sample and across
each of the individual hospital sites.

4
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Figure 2.3 below shows the age breakdown of the respondents:

Figure 2.3:

Age

Base: All: 590; Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218

The key observations are:
Both overall and across each of the hospital sites, those aged between 25 and 44 represent the largest
proportion of respondents (All: 34%), with this particularly pronounced at the Worcestershire Royal site,
where over half of respondents were within this age category (52%).
Those aged 65 years or over were also well represented within the sample. They accounted for around
30% of respondents overall and within individual sites (All: 28%; Kidderminster: 36%; The Alexandra;
35%), with the exception of Worcestershire Royal where only 10% of respondents were aged 65 years
or over.
Worcestershire Royal Hospital had a far greater proportion of respondents within the 19-24 years age
category (12%), compared with both the overall figure (All: 7%) and other individual hospital sites
(Kidderminster: 4%; The Alexandra: 6%).

5
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2.3

Reason for and regularity of hospital visit

Respondents were then asked to indicate the purpose of their visit to the hospital, and whether they were
attending as a patient, visitor or escorting a patient to the site.
The overall findings are set out in Figure 2.4 below:

Figure 2.4:

Purpose of hospital visit

Base: All: 590; Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218

Key observations are:
Nearly 50% of the respondents were attending the hospital as a patient (47%), with 40% escorting a
patient.
Only 10% of respondents reported visiting the hospital, however it is important to note that both
Kidderminster and Worcestershire Royal were closed to visitors during the time of fieldwork due to an
outbreak of Norovirus, which may account for the relatively small proportion of visitors at these
locations (Kidderminster: 3%; Worcestershire Royal: 11%).
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Figure 2.5 below shows often respondents typically visit the hospital.
Figure 2.5:

Regularity of hospital visits

Base: All: 590; Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218

The key findings are:
Most respondents (62%) stated that they attended the hospital ‘less than monthly.’
A fifth of all respondents attend the hospital on a monthly basis; notably around a quarter of
respondents at Worcestershire Royal attend on monthly basis.
Looking at very regular attendance, a slightly higher proportion of respondents at the Alexandra
Hospital reported visiting the hospital more than three times a week, compared with each of the other
sites.
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Table 2.1 below presents the departments within each of the hospital sites attended by respondents:

8
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Table 2.1:

Departments attended by respondents

Which department
did/will your
appointment/visit take
place?

All

Kidderminster

Worcestershire
Royal

The Alexandra
(Redditch)

N.

%

N.

%

N.

%

N.

%

Emergency Medicine

144

24%

52

24%

38

24%

54

25%

Maternity (Ante natal)

115

19%

12

6%

68

43%

35

16%

Other

63

11%

19

9%

10

6%

34

16%

Out Patients Department

42

7%

20

9%

2

1%

20

9%

Paediatrics

29

5%

2

1%

22

14%

5

2%

Ophthalmology (Eye
Clinic)

27

5%

22

10%

3

2%

2

1%

Imaging (X Ray)

21

4%

12

6%

2

1%

7

3%

Orthodontics

20

3%

16

8%

4

2%

Theatre Admission/Day
Surgery/Surgical

18

3%

9

4%

1

1%

8

4%

Thoracic/Chest
Clinic/Cardiology/Cardiac
Rehab

16

3%

5

2%

2

1%

9

4%

Oral/Facial

11

5%
1

1%

8

4%

2

1%
7

3%

6

3%

11

2%

Orthopaedics

9

2%

Ear, Nose and Throat

7

1%

MAU/Medical
Assessment Unit

7

1%

Cancer/Oncology

7

1%

1

0%

Endoscopy/Gastroscopy/
Colonoscopy

7

1%

2

1%

Physio/Hydrotherapy

6

1%

Breast Clinic

6

1%

4

2%

Urology

5

1%

1

0%

Audiology

4

1%

4

2%

Dermatology

4

1%

2

1%

Renal
Dialysis/Nephrology

4

1%

4

2%

Phlebotomy

4

1%

2

1%

1

1%

Gynaecology

3

1%

2

1%

1

1%

Minor Injuries Unit

3

1%

3

1%

Diabetic Centre

3

1%

1

0%

Rheumatology

2

0%

2

1%

Neo Natal/Post Natal

2

0%

2

1%

Intensive Care

2

0%

1

1

100%

160

Total

591

5

213

2%

100%

1

1%

4

2%

1

1%

5

2%

2

1%
4

2%

2

1%

1

0%
0%

2

1%

1%

1

0%

100%

218

100%

Base: All: 591; Kidderminster: 213; Worcestershire Royal: 160; The Alexandra: 218

1

The total base number for this question is 591 responses, rather than the total sample number of 590, as one respondent
provided a multiple response detailing visits to two departments within the hospital at the time of interview.
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This table highlights that the emergency medicine (144 - 24%) and maternity departments (115 - 19%)
represent the greatest proportions in the sample overall, with each accounting for around a quarter and
fifth of respondents respectively.
2.4

Respondent journey information

Respondents were asked a range of questions relating to their journey to the hospital site on the day of
interview, including journey times, main mode and reasons for selecting this mode.
2.4.1

Journey origins

The maps below indicate the origin postcodes of respondents for each of the hospital sites. Each marker
on the maps represents a unique postcode provided within the survey response, plotting respondents’
origin location on the day of their journey to the hospital. Within the Alexandra Hospital survey, there were
seven instances of two respondents travelling from the same origin postcode, whilst within the
Worcestershire Royal site there were two instances of this. In all other cases, each point represents one
respondent:

10
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Figure 2.6:

Journey origins – Kidderminster Hospital

Base: 205

Respondents attending Kidderminster Hospital travelled from a range of locations surrounding the site,
particularly the south and east near Worcester, Droitwich Spa, Redditch and Bromsgrove. Travel from the
immediate vicinity of the hospital, from Kidderminster and near Stourport on-Severn is also highlighted
within this map.

11
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Figure 2.7:

Journey origins – Worcestershire Royal

Base: 157

Respondents attending Worcestershire Royal Hospital travelled from a range of locations, broadly similar
to that identified amongst respondents travelling to Kidderminster hospital, however with a particular
concentration to the south near Great Malvern, Evesham and the immediate vicinity of the site in
Worcester.

12
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Figure 2.8:

Journey origins – The Alexandra Hospital

Base: 206

Whilst there is a concentration of respondents who visited The Alexandra Hospital from within the
immediate vicinity of the hospital site, including Redditch, Bromsgrove and Hollywood, some respondents
had travelled from further locations such as near Hereford, Rissington, Chadlington, Evesham and Sutton
Coldfield.
For the majority of respondents, their journey origin on the day of the interview was their home address
(93%). For the remaining respondents (8%), a range of other locations were cited including work and
family or friends’ homes.

13
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2.4.2

Journey times

Respondents were asked what time they began their journey to the hospital on the day of interview. The
responses have been grouped into time categories and are presented in Figure 2.9 below:
Figure 2.9:

Journey start time

Base: All: 590; Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218

Most journeys started between 9.00am and 11.59am (43%) and 12.00pm and 2.59pm (35%).
Respondents were then asked how long their journey had taken them from their origin location to the
hospital site they visited, as presented in Figure 2.10 below:

14
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Figure 2.10: Duration of journey

Base: All: 590; Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218

The key findings were:
Overall, around two thirds of all respondents indicated that their journey took less than 30 minutes. The
proportion of journeys which took less than 30 minutes was particularly high amongst respondents
visiting The Alexandra Hospital site (80%), but much lower at Worcestershire Royal (under 50%).
Around a quarter of respondents indicated that their journey time was between 30 minutes and 59
minutes. Although the proportion of respondents in this journey time category was considerably higher
at Worcestershire Royal (nearly 50%) and considerably lower for The Alexandra (12%).

15
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2.5

Main mode of travel

The main modes of transport used by respondents were then explored within the survey, as outlined in
Figure 2.11 below:

Figure 2.11: Main mode of travel

Base: All: 590; Kidderminster: 212; Worcestershire Royal: 160; The Alexandra: 218

The key findings are:
Private car usage was high amongst respondents. Across the whole sample, over half of respondents
travelled as the driver of a car; the figures for each of the individual sites were all over 45%. A further
third of respondents overall reported travelling as the passenger in a car. This accounted for 498
people in total travelling as the driver or passenger in a car for their journey to hospital.
Travel by all other modes of transport was very low. Travel by public transport was the next most used
mode (around 5% of total respondents) followed by using a taxi (around 4% of total respondents).

16
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2.6

Travelling by private transport

Of those who travelled to hospital by private transport (car as driver or passenger, motorcycle or taxi), the
key reasons cited for this were time savings and the lack of a realistic public transport alternative, as
shown in Figure 2.12 below:
Figure 2.12: Main Reasons for Travelling by Private Transport (Car, Taxi, Motorcycle)

Base: (Multiple Response) All: 750 responses; Kidderminster: 272 responses; Worcestershire Royal: 210 responses; The Alexandra:
268 responses

The parking facilities used by those who attended each of the hospital sites using private transport are
presented in Figure 2.13 below:
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Figure 2.13: Parking

Base: All: 522; Kidderminster: 184; Worcestershire Royal: 143; The Alexandra: 195

In terms of the parking facilities used by those who travelled by private transport (car as driver and
passenger, motorcycle or taxi), over 60% of respondents reported parking in the hospitals’ own on-site car
parks , with this particularly high amongst respondents at the Worcestershire Royal Hospital site.
Other key observations include:
A higher level of on-street parking was evident at Kidderminster Hospital (over a third of respondents),
compared with the other two sites and the overall level observed.
A slightly higher proportion of respondents indicated that they were dropped off at The Alexandra
Hospital, compared with both Kidderminster and Worcestershire Royal hospitals.
2.7

Travelling by other modes

Of those who did not use private transport (car as driver or passenger, motorcycle or taxi) to access the
hospitals (68 [12%] respondents), the key reasons given were not being able to drive (23%) or not having a
car available (21%).

18
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Of those who did travel by bus (30 [5%] of total respondents), the following bus services and operators
were identified as being used for respondents’ journey to hospital:
Table 2.2: Bus Services/Operators
Bus Services Used
31/31a/31b

50

58

30

55/55a

143

32a

56

144

44

57

150/X150

First

Diamond

West Midlands

Arriva

Whistles

Bus Operators

Base: 29

2.8

Modal choice by respondent type

The following chart explores the main modes of transport used to travel to the hospital sites by the different
respondent groups; patients, visitors and those escorting patients.

Figure 2.14: Main mode by visitor type

Base: Patients: 280; Visitors: 63; Escort to or carer for patient: 235

The key findings are:
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For patients the main mode of travel was transport was as a passenger in a car (nearly 50%) followed
by travelling by car as a driver (around a third of patient respondents). The next most popular road was
public transport (8%).
For visitors, travelling as a driver of a car was reported by the majority (64%), followed by being a
passenger of a car (30%).
For patient escorts, being driver of a car represented the majority of respondents travel mode (nearly
70%), followed by being a car passenger (a fifth of escorts).
2.9

Additional comments provided by respondents

Respondents were provided with the opportunity to give any further comments relating to their journey to
hospital at the close of the survey. These were thematically coded and are presented in Table 2.3 below:
Table 2.3:

Other comments (Coded)

Other comments

N.

%

Car parking charges are expensive

48

26%

It was ok/fine/no problems

28

15%

Other

26

14%

Limited car parking spaces/car park full need more spaces/disabled spaces

16

Traffic problems/roads busy

14

No public transport/direct public transport to
hospital

10

Irregular service/long wait for return
transport

10

Easy/easy today - sometimes can be
congested/difficult in rush hour

9

Good/pleasant journey

6

3%

Parking should be free/free for disabled

6

3%

Journey is too long/too far

6

3%

Quick journey
Total (Multiple Response)

9%
8%
5%
5%
5%

5

3%

184

100%

Base: 164 respondents

The cost of car parking was a key issue, identified by over a quarter of those who provided further
comments (26%).
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APPENDIX 50 –

QUALITY IMPACT ASSESSMENT – PLANNED CARE

Quality Impact Assessment
An impact assessment is a continuous process to ensure that possible or actual business plans or changes to NHS service delivery is assessed and the
potential consequences on quality are considered, and any necessary mitigating actions are outlined in a uniformed way.
Impact assessment is a continuous process to help decision makers fully think through and understand the consequences of possible and actual financial
and operational initiatives (e.g. Commissioning decisions, business cases, projects and other business plans). Impact Assessments must be undertaken as
part of the development and proposal stage of developing business plans and should also be reviewed on a monthly basis by the project leads, as part of
reviewing the actual impact throughout the implementation stage and during the final review after the business plan has been implemented.
Quality, Innovation, Productivity and Performance (QIPP) programmes in the CCG have an integrated Quality Impact Assessment process. For all other
business cases, projects or changes to service delivery, this template should be completed in accordance with the Quality Impact Assessment Policy.

Programme/Scheme/Business Case title:

The Future of Acute Hospital Services in Worcestershire (FoAHSW)

Scheme to commence:
Date of Quality Impact Assessment:

September 2016

Name of Scheme/Project Lead:

Women & Children

Quality lead:

Jo Galloway / Lisa Levy / Jan Stevens

Clinical leads/Trust

Rachel Duckett, Divisional Medical Director Women’s and Childrens
Services, Chris Tidman Chief Executive
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This Quality Impact Assessment will be regularly reviewed by the Quality and Service Sustainability Sub-Committee. The Quality Impact Assessment will be
reviewed and updated in line with the national maternity review, Better Births: Improving outcomes of maternity services in England, in due course.

Proposed Service Changes for Paediatrics, Maternity and Neonatal services
Paediatrics Model:
•

The Emergency Department at the Alexandra Hospital will be Adult only, the new co-located Urgent Care Centre will see both children
and adults. Minor paediatric services will still be delivered on the AH site.

•

The co-located Urgent Care Centre at the Alexandra Hospital will treat children with minor injuries and illnesses. GPs will be able to refer children to
the Urgent Care Centre for further investigations. Staff in the Urgent Care Centre will have immediate access to telephone and telemedicine
support from Consultant Pediatricians based at the Worcestershire Royal hospital site.

•

In-patient service for Paediatrics will be based on the Worcestershire Royal Hospital (WRH) site. Children presenting at the Alexandra
Hospital requiring an inpatient stay will be assessed, stabilised and transferred to Worcestershire Royal Hospital.

•

Clinicians trained in Advanced Pediatric Life Support (APLS) will be available 24/7 at the Alexandra Hospital.

•

ED staff will rotate between the Alexandra Hospital and Worcestershire Royal Hospital in order to maintain skills.

•

All ambulances will convey critically ill children directly to Worcestershire Royal Hospital or if more appropriate Birmingham Childrens
Hospital (as before).

•

The PAU currently on WRH site will continue to provide a 24/7 service. There will be an expansion of the Emergency Department (ED) at
WRH to receive an increase in patient flows and will include an enhanced, dedicated children’s area.
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•

Enhanced community nurses and health visitors will provide additional support to enable children to be monitored and treated in their
own homes in order to prevent avoidable admissions and long inpatient stays. There will be no paediatric surgery carried out on the
Alexandra Hospital site. Dedicated Paediatric day case surgical lists will continue at the Kidderminster Hospital & Treatment Centre
enabling WAHT to focus their expertise into specific lists.

•

Paediatric care will be provided within a clinical network of children’s services. This will be part of Worcestershire children’s hospital
and the network will share protocols and pathways of care, shared training, and staff rotation. Clinical care will be overseen by this
networked body of emergency and paediatric consultants who will maintain responsibility for the management of children’s urgent
care across the county.

•

GPs will be able to refer children to same or next day hot clinics with paediatric consultants at the Alexandra Hospital. The hot clinics
will run Monday to Friday.

Benefits:
•

Improved experiences for children, patients and their families and carers. By providing a joined up co-ordinated approach to paediatric
services within Primary Care, Secondary Care and Community Care working together in the best interest of the child or young person to
provide a seamless service.

•

A co-ordinated approach to paediatric services across the county will have an impact on the current number of admissions and lengths
of stay, with quicker access to senior staff and diagnostics available 24/7

•

Enhancing the community based children’s service will reduce unwarranted in-patient admissions and long hospital stays

•

Paediatric care will be provided within a clinical network of children’s services. This will be part of Worcestershire children’s hospital
and the network will share protocols and pathways of care, shared training, and staff rotation.

4

•

The co-ordinated approach to paediatric services will enable the trust to work towards meeting the 10 standards in the Royal College of
Paediatrics and Child Health (RCPCH) ‘Facing the Future’ document

•

Systems will be in place to ensure that all users can provide feedback on the service received, and to ensure that this feedback is acted
upon to improve patient experience such as: Friends & Family Test (FFT).

Maternity Model:
• Intrapartrum care will not be available on the Alexandra Hospital site. All consultant led maternity care will be moved and

centralised at WRH.
•

All ante-natal care and diagnostics will be provided to pregnant women in their local hospital or community setting.

•

All Outpatient and community based post-natal care will continue as now.

• Inpatient ante-natal and post-natal care will be centralised at Worcestershire Royal Hospital.
• In line with patient choice women choosing to birth within Worcestershire will have the options of delivery at Worcestershire Royal

Hospital, in the Consultant Led Unit or Along-side Midwife-led Birth Centre, or a home birth, led by midwives in the community.

Benefits:
•

The merger of nursing and medical staff will ensure a sustainable workforce allowing the team to build the capacity and quality of
maternity services needed for local populations.

• The provision of a sustainable working environment will have a positive impact on recruitment of middle grade doctors, and nurses

and midwives.
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• By changing the current obstetric inpatient services Trust will be able to work towards meeting the recommended level of

consultant cover (98 hours) at Worcestershire Royal Hospital.
• The centralization of obstetric services on to one site will address the concerns raised by the West Midlands Workforce Deanery

about the lack of current training experience available at the Alexandra Hospital site.
• A reduction in the previous trends identified of a higher number of preventable Serious Incidents (SI’s) (Grade 3) i.e. anal sphincter

injuries.
• A reduction in the number of caesarean sections and maternal readmissions resulting in better outcomes for new born babies.
• A reduction in referrals of newborn babies for therapeutic hypothermia.
• Improved experiences for staff due to an improvement in patient care and a more multi-disciplinary approach to team working with

improved integration across primary and secondary care, and increased opportunity to maintain and enhance skills.
• Improvement to training, opportunities for research, recruitment and retention, and development of specialist services, also

supporting the development of robust and sustainable maternity services for Worcestershire at Worcestershire Royal Hospital.

Neonatal Model:
• The Special Care Baby Unit (SCBU) facility will not be available at the Alexandra Hospital site. All babies requiring neonatal care will

be cared for at the Worcestershire Royal Hospital site. The Worcestershire Royal Hospital site will continue to provide intensive
care, high dependency care, special care/transitional care/ and community care for the county.
• Babies will continue to be managed in the network of care - Southern West Midlands Maternity and Newborn Network (SWMMNN)

- ensuring babies are born in the right place and receive high levels of care.
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• Neonatal outreach 24/7 reduces Special Care and Transitional Care cot days. This provides a quality service, reducing cot days and

supporting families during the transition from hospital to home. Meeting the standards in the Neonatal Toolkit high quality neonatal
services (2009).

Benefits:
• The centralization of nursing and medical staff will ensure a sustainable workforce allowing the team to build the capacity and

quality of neonatal services needed for their local populations.
• A co-ordinated approach to care with the same medical and nursing team caring for the baby and family throughout their episode of

care, from ITU, HDU, SC, TC and community care
• A reduction in crisis management due to continued staffing issues in both the nursing and medical teams
• Empowered workforce after several years of uncertainty and insecurity around service sustainability

Overall Benefits to: Paediatrics, Maternity and Neonatal Care with implementation of the Proposed New Models of
Care
• Safe and sustainable healthcare for the population of the county of Worcestershire.
• Improved patient flow through departments and services within the hospital.
• Ensuring appropriate care pathways for patients whilst addressing the economic challenge.
• The suggested re-configuration would meet the recommendations of The Royal College of Obstetricians and Gynaecologists and the

RCPCH national guidance.
• Improving staffing levels is known to improve quality of care, which impacts on morbidity and mortality.
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• Quality of care provision will increase ensuring patients have a positive experience of care and are seen by the right clinician in the right

place at the right time.
• Systems will be in place to ensure that all users can provide feedback on the services received, and to ensure that this feedback is acted

upon to improve patient experience such as: Friends & Family Test (FFT).

Risk

Outline of Risk

Probability(P):
1. Rare
2. Unlikely
3. Possible
4. Likely
5. Certain

Consequence(C);
1.Insignificant
2.Minor
3.Moderate
4.Major
5.Catastrophic

Score;
PxC

Mitigation from these risk

Probability(P):
1.Rare
2. Unlikely
3. Possible
4. Likely
5.Certain

Consequence(C);
1.Insignificant
2.Minor
3.Moderate
4.Major
5.Catastrophic

Score;
PxC

3

4

12

Progress

Paediatrics
1

Risk of inappropriate
presentations of children to
the wrong healthcare
settings to access urgent
care

4

4

16

➢ A comprehensive
communication campaign will
be implemented aimed at
• Stakeholders
• Public
➢ The expansion of the Emergency
Department (ED) at
Worcestershire Royal Hospital
(WRH) will include an enhanced
dedicated children’s facility.
➢ .

8

➢ Access to Consultant Paediatric
Hot Clinics via referrals from
GPs and Other healthcare
professionals
➢ Referrals are triaged by senior
medical clinicians
➢ Patients are stabilised and
transferred to WRH or BCH by
KIDS retrieval service
2

3
Inability to safely manage
the care of critically ill
children at AH due to
competent staff numbers to
manage paediatric
emergencies

4

12

➢

Stabilisation policies and clear
transfer guidelines will be
implemented.

1

3

3

➢ A&E and UCC teams, supported
by ITU and anaesthetic staff will
be able to resuscitate, stabilise
and transfer out the sick child.
Initiatives such as scenario
training and rotation of staff will
be put in place. A&E staff will
meet national standards on
Advanced Life Support (ALS) and
Neonatal Life Support (NLS)
national resuscitation training
standards.
➢ In the event a seriously sick
child presents at the Alexandra
Hospital, or a child’s condition
9

deteriorates whilst there,
Emergency Care doctors will be
available to provide
intermediate care, supported by
staff with Advanced Paediatric
Life Support skills and a resident
on-call anaesthetist.
➢ The West Midlands Children’s
Critical Care policy will be
adhered to. The pathways of
care put in place will be agreed
by all areas that see or admit
children.
➢ Pathways of care will be in place
with ambulance service
providers to ensure babies;
children and young people are
taken to the area that can
provide the appropriate care.
➢ The Trust policies and
procedures related to
safeguarding will be followed.

10

3

The ability of staff at AH to
appropriately manage a
child presenting with an
acute mental health issue

3

2

6

➢ Staff assessing and treating
2
children need to have undertaken
the: Child in Mind training on
children’s mental health,
developed by the RCPCH.

2

4

➢ Children will be managed in line
with the locally agreed CAMHS
pathways of care.
➢ Robust guidelines and policies to
be in place to support children’s
mental health.

11

4

4
The ability of WMAS to
deliver transfer of
emergency care for children
between AH and WRH for
the sickest children

4

16

➢ Undertake an impact analysis

3

3

9

➢ Robust guidelines and policies to
be in place to support transfer of
children if necessary.
➢ Monitoring of patient flow
change to be monitored weekly
initially.
➢ Rapid response to altered patient
flows to be implemented by
WMAS where necessary with
resources following the patient.

12

5

Risk of staff being available
if required for a paediatric
transfer.

3

3

9

Shortages in staff numbers if
staff from AH need to
accompany a sick child to
the WRH site.

➢ Already policies in place for sick
children to be retrieved by KIDs
the West Midlands regional
paediatric retrieval service
located and hosted at BCH.

2

3

6

3

4

12

➢ Already a policy in place for sick
babies Newborn Transport
Services (NTS).
➢ Policies will be in place to ensure
children are transferred safely
with the right team available to
support the child’s needs.

Maternity

1

Increased pressure on
5
obstetric services and
capacity at Worcestershire
Royal Hospital due to
closure of all births at AH
1700 births from the AH site
need to be absorbed by the
local health economy.

4

20
➢ The Along-side MLU, opened at
WRH in April 2015, can
accommodate an additional 1,000
births a year. WRH now has
capacity for 6,000 births a year.
➢ Work to scope the available
capacity within the local

13

neighboring health economies
has been undertaken. The
following available capacity has
been outlined:
-500 deliveries available at
Sandwell and West Birmingham
Hospitals NHS Trust ;
- 300 further capacity available at
South Warwickshire NHS
Foundation Trust ;
➢ Clear and safe policies regarding
booking for women in early
pregnancy will be in place.
➢ There will be an agreed process to
ensure patients have an informed
choice of care; ensuring clinical
care is at the forefront of the
change process.
➢ Pressure could be alleviated
including the reduction of activity
related to: caesarean section
rates, discharge policy, lengths of
stay, perineal tears, by the
application of benchmarking
standards. The Trust will need to
develop this with an aim to
reduce inpatient bed days and
improve patient care and flows.
➢ Meeting criteria for all levels of
14

care in line with national
standards - Maternity Matters
(2007).
Further work to be undertaken in
developing the home birth service
for the women of Worcestershire.

2

The risk of a woman
presenting at AH and
delivering at any stage of
pregnancy

3

4

12

➢ A&E staff will be able to assess
and organise the safe transfer of
women to an appropriate venue
for care.

1

4

4

5

4

20

➢ A comprehensive communication
campaign will be implemented
aimed at
• Pregnant women
• Stakeholders
• Public

3

Cost effectiveness and
sustainability of home
birthing services within
Worcestershire

5

5

25

➢ National criteria for home birth
will be followed.
➢ Implementation of clear criteria
for all levels of care in line with
national standards - Maternity
Matters (2007).
➢ Business case will be produced
outlining the services that need to
be developed to provide a county
wide maternity service that offers
woman a choice of birth settings.

15

4

The ability of WMAS to
effect transfers for woman
during any stage of
pregnancy for clinical care
from AH and WRH for
clinical reasons

4

4

16

➢ Undertake an impact analysis and 2
benchmark against similar
economies.

3

6

➢ Robust guidelines and policies to
be in place to support transfer of
women and newborns if
necessary.
➢ Monitoring of patient flow weekly
initially, Rapid response to altered
patient flows to be implemented
by WMAS where necessary with
resources following the patient

5

3

3

9

➢ A comprehensive communication
campaign will be implemented
aimed at
• Stakeholders
• Public.

3

3

6

Lack of capacity on the WRH 4
site to provide all neonatal
care

3

12

➢ 8 Special Care (SC) cots from AH
will be absorbed by transitional
care cots at WRH increasing from
6 to 10/12 cots.

3

2

6

Inappropriate referrals and
presentations due to
General Practitioners and
health care teams not being
aware of the changes in
maternity services across
the county

Neonatal
1

➢ Capacity on WRH neonatal unit to
absorb two extra cots.
16

➢ A Business Case will be produced
to increase the current neonatal
outreach services for 5 days a
week to 7 days a week within the
community. Reducing the need
for inpatient cots and supporting
babies by providing care in the
community.

2

Continued inability to
4
recruit to specialist neonatal
workforce. WRH provides a
Local Neonatal Care Unit
(LNCU) service, and there
are national staffing
standards that need to be in
place if the Trust wants to
continue to provide this
level of care for babies recruitment of nurses
trained in specialty is a
continuing problem

4

16

➢ Babies will continue to be
3
managed in the network of care
Southern West Midlands
Maternity and Newborn Network
(SWMMNN) ensuring babies are
born in the right place and receive
high levels of care.

4

12

➢ Nurse staffing levels must
increase with an aim to meet the
national standards regarding the
care of premature babies.
➢ Recruitment to practice
development posts to support
nurse education.
➢ Increase the numbers of nurses
on the neonatal speciality course
by 50% – this is part of the long
term plans to reach the national
standards for Neonatal care.
17

➢ Set up rotation opportunities in
Paediatric Intensive Care Unit
(PICU) at Birmingham Children’s
Hospital (BCH) to support training
updates for nursing staff.
➢ Holding open days to encourage
recruitment, these days will be
on-going. Going out to advert for
nursing staff on a regular basis.

3

Substantive issues around
5
medical cover for neonatal
care, rota currently being
supported by locum medical
staff

5

25

➢ Provide a sustainable medical
rota for neonatal and paediatric
services post implementation.

4

3

12

➢ Merging services on to the WRH
site will ensure the rota has
substantive staff on them and
reduce the need for locum staff.

18

4

5
Current neonatal outreach
services are funded from
within the budget for
neonatal inpatient services.
This is not sustainable post
reconfiguration unless
funded appropriately within
PBR.

4

20

Decrease in patient
experience of mothers,
discharged from hospital
before their babies, due to
their ability to stay close by
or easily travel to the WRH
site

3

6

3

9

➢ Review of funding required
ensuring sustainability of
neonatal outreach services.
➢ WRH team to review funding for
these babies and to ensure care
undertaken is input and recorded
to ensure the funding is in place.

Current Neonatal outreach
services only available 5
days a week

5

➢ Commissioners to consider a case 2
for neonatal outreach.

➢ A Business Case is required with
supporting evidence including the
impact on inpatient care if
neonatal outreach was provided 7
days a week.
4

4

16

➢ Review of accommodation for
families to ensure parents can be
as close to baby as possible.

3

➢ Review transport services for
families from the north of the
county, implementing changes if
required. Further work to be done
on what would be required and
how this will be funded.

19

6

The centralisation of
neonatal and paediatric
services onto one site may
lead to increased pressure
on the medical rota
overnight

3

4

12

➢ Review medical rotas to ensure
they meet the demands of the
services

3

2

6

➢ Benchmark against other
paediatric and neonatal units to
assess the required demands
➢ Review nursing roles and
implement extended roles where
required
➢ Weekly review of medical
workload and patient flows to
ensure the right staff is available
at the right time.
➢ Look at requirements to increase
overnight cover. This will be
determined by reviewing the
patient numbers and work flows
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This Quality Impact Assessment will be regularly reviewed by the Quality and Service Sustainability Sub-Committee.
Proposed Service Changes for Emergency Care
The proposed changes will enable patients to access emergency and urgent care through one front door; from there they will be triaged and directed to the
right service for their needs whether it is the emergency department, the urgent care centre or the minor injuries units. Patients will not have to choose
which service they need. The vast majority (95%) of emergency patients will continue to receive their care on the same site they do now. The clinical care
will be over seen by a networked body of emergency medical consultants who will maintain responsibility for the management of urgent emergency care
across the county. Improving clinical outcomes; As well as ensuring the Trust meets the national standards and recommendations regarding the provision
of urgent and emergency care and other non-emergency services across England.
•

24/7 adult-only Emergency Department (ED) at the Alexandra Hospital

•

Primary Care led Co-located Urgent Care Centres for Adults and Children at Alexandra Hospital and Worcestershire Royal Hospital



Full resuscitation facilities for adults and children at Alexandra Hospital with staff trained in Advanced Paediatric Life Support



Majors area for the stable but significantly ill patient and minors area fully integrated with the primary care urgent care centre at Alexandra
Hospital



A bedded clinical decisions unit (CDU) and observation unit which will maximise the use of ambulatory care pathways at Alexandra Hospital



24/7 Full diagnostic support including radiology and laboratory support at the Alexandra Hospital
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All emergency surgery (except emergency urology surgery) will take place at Worcestershire Royal Hospital, with a 24/7 surgical presence at the
Alexandra Hospital to provide surgical support to acute physicians



Will provide a service that is the optimum affordable, delivering the highest quality emergency service, taking into consideration the guidance from
national organisations including the College of Emergency Medicine (CEM).

Benefits


Fully integrated countywide service which will link closely with community based services to provide high quality of care for its at risk population



Certain aspects of emergency surgery and other highly specialised services will be centralised improving patient safety.



Integrated Emergency and Acute Medicine with common standards of care and integrated care pathways which maximise the use of safe
ambulatory care pathways leading to greater levels of admission prevention



Emergency departments will be staffed by a full range of clinical and nursing staff and will provide high levels of care for adults in a learning
environment. Emergency Department consultants will be employed on a countywide basis and rotate between the Alexandra Hospital and
Worcestershire Royal Hospitals.



Improved clinical outcomes for patients maximising their chances of survival and a good recovery



Improved experiences for patients and their families and carers – evidenced through the Friends and Family test scores



Improved experiences for staff due to improvement in patient care and a more multi-disciplinary approach to team working with improved
integration across primary and secondary care and increased opportunity to maintain and enhance skills



To continue to ensure patients and carers play a key role in the decisions that affect their lives



Safe and sustainable healthcare for the population of the county of Worcestershire



Financially sustainable services
3

Risk



Improved patient flow through departments and services within the hospital



Ensuring appropriate care pathways for patients whilst addressing the economic challenge



Improved access to urgent care whilst ensuring that on-going patient needs are met in the most appropriate way within the community and primary
care



Attraction and retention of better, more experienced staff: investment in and use of state of the art equipment; wide ranging resources from across
the hospital and maintaining the provision of access to high quality, safe services to the local population



Enhanced out of hospital urgent care services in order to avoid emergency admissions where possible



Delivery of consistently high quality and safe services



Evidence suggests that centres of excellence provide better outcomes for patients. They allow the concentration of clinical and physical resources in
a specific location



Centres of excellence will allow the co-location of consultant surgeon and anaesthetic teams accredited to the highest standard and specialising in
their field of expertise

Outline of Risk

Probability(P):
1. Rare
2. Unlikely
3. Possible
4. Likely
5. Certain

Consequence(C);
1. Insignificant
2. Minor
3. Moderate
4. Major
5. Catastrophic

Score;
PxC

5

4
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Mitigation of risks

Probability(P):
1. Rare
2. Unlikely
3. Possible
4. Likely
5. Certain

Consequence(C);
1. Insignificant
2. Minor
3. Moderate
4. Major
5. Catastrophic

Score;
PxC

4

4

16

Emergency Care
1

The A&E departments at AH &
WRH do not currently meet the
recommendations of the College
of Emergency Care (CEM) for



Exploring innovative and new ways of
working in the Emergency Departments,
including utilising advanced nurse
practitioners in Emergency Medicine and
physicians associates, to ensure

4

Consultant Workforce provision
in A&E.

Departments are staffed by a suitably
trained and qualified workforce.

CEM recommendations state
there should be a Consultant
Workforce of 20 WTE. Current
plans are based on 14-16 WTE
Consultants. This also impacts on
7 day working standards
introduced by NHS England (April
2014)

2

Transfer of larger volumes of
emergency patients than
anticipated to the WRH site
leading to capacity issues and
potential overcrowding and
increased hospital turnaround for
WMAS.

5

4

20



Development of a Business Case to
actively recruit ED consultants to the
Trust



Undertake negotiations required with
the Emergency Physicians in order to
meet the 7 day working standards
(currently nationally mandated contracts
prevents 7 day working to be met
without individual contract negotiations
or national amendment)



Accurate workforce and capacity
planning.



On-going work to reduce emergency
admissions and expedite flows into the
community across the county with clear
partnership working arrangements.



Expansion of the ED at WRH to include
a new enhanced Children’s facility



Clinics and support services to be
available locally

Increased necessity for travel for
both patients and relatives in
Redditch and Bromsgrove



The FoAHSW Programmes Transport
Task & Finish Group have developed a
number of transport options which will
be discussed as part of the consultation

Operating model for WMAS will
change due to increasing job



Additional HALO funding for 16/17 will
need to continue for the future

Health deterioration by the loss
of locally provided services

4

4

16

5

cycle time and potential impact
due to loss of AH trauma status
will reduce capability to respond
to patients in the community
3

Change in the models of care
including removal of major
emergency surgery for the AH
may cause loss of approval for
training posts.

4

4

16

The ability of staff at AH to
appropriately manage CAMHS
presentations

Additional ambulance resource to be
monitored and funded continually.



A proposal to rotate training posts is
suggested to cover both AH and WRH
(this is already agreed for Anaesthsatist
trainees)
WRH needs to produce a robust plan to
reassure Health Education West
Midlands that a training post for
emergency medicine and General
Practice meet the needs of the trainees



Refer back to risk 2 for WMAS

4



4

4

16

 Ensure relevant safeguarding training for
all Clinicians within the service /
departments that have a potential to
receive such presentations (Adult and
Children)

4

4

16

2

4

8

➢ Staff assessing and treating children need to
have undertaken the: Child in Mind training
on children’s mental health, developed by
the RCPCH.
➢ Children will be managed in line with the
locally agreed CAMHS pathways of care.
 Robust guidelines and policies to be in
place to support children’s mental health.
6

5

Capacity issues at WRH due to
conveyance of larger volumes of
patients than anticipated

5

5
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Self-presentation causes an
unpredictable increased demand
on WMAS to undertake transfers

4

12

3

4

12

 Clinical sensitivity analyses will be
required.

Refer back to risk 2 for WMAS

Risk of inappropriate
presentations of children to the
wrong healthcare settings to
access urgent care

3

 On-going work to reduce emergency
admissions and expedite flows into the
community across the county with clear
partnership working arrangements.

The ability of WRH to cope with
extra capacity if currently not
meeting the 4 hour national
target for ED

6

 Accurate workforce and capacity planning

 Expansion of the ED at WRH to include a
new enhanced Children’s facility
4

4

16

 A comprehensive communication
campaign will be implemented aimed at



Stakeholders
Public

 The expansion of the Emergency
Department (ED) at Worcestershire Royal
Hospital (WRH) will include an enhanced
dedicated children’s facility
 Access to Consultant Paediatric Hot Clinics
via referrals from GPs and Other
healthcare professionals
 Referrals are triaged by senior medical
clinicians
 Patients are stabilised and transferred to
7

WRH or Birmingham Childrens Hospital by
their KIDS retrieval service
7

Lack of clarity over management
and Governance arrangements
for the Emergency Department at
AH

4

3

12

 Clear management and governance
arrangements in place.

3

3

9

 Clear pathway, role and responsibilities.

Difficulty in providing emergency
resuscitation or management of
certain conditions
Refer back to risk 2 for WMAS
8

Lack of understanding of the level
of support from other specialties
to the Emergency Department at
AH

4

3

12

 Robust guidelines and policies to be in
place, including where transfers are
required.

2

3

6

10

Potential for non-approval of
medical training posts

4

5

20

 Change in models of care including
removal of major emergency surgery for
the AH may cause loss of approval for
training posts.

4

4

16

 A proposal to rotate training posts is
suggested to cover both AH and WRH (This
is already in place and agreed with the
West Midlands Workforce Deanery for
Anaesthetics).
 WAHT to provide an alternative mitigating
plan on strategy for ensuring the posts are
8

deanery approved
11

The ‘honeypot effect’ of an
Urgent Care Centre attracting
additional increased activity

4

4

16

 GPs will have a role to re-educate patients
and the local population to reduce further
attendances

3

4

12

4

4

16

 Pathways will be implemented to ensure
re-direction of activity where possible back
into the community

Patient expectations of rapid
access and treatment will lead to
increased attendances because of
perceived convenience

 A comprehensive communication
campaign will be implemented aimed at
 Stakeholders
 Public

12

Impact on other stakeholder
organisations including:
Worcestershire Health and Care
NHS Trust; Worcestershire
County Council: Social Care
Services and; Primary Care
Refer back to risk 2 for WMAS
Changes in service provision in
the emergency centre at AH and
the public perception that these
changes may lead to altered
patient behaviour in terms of

4

5

20

 New pathways will need to be developed
to facilitate early discharge and enhance
working relationships between acute and
community based care groups across the
county.
 Impact analyses to be undertaken
 Use of data from elsewhere in the country
where appropriate to allow planning.
 Monitoring of patient flow change.
 Rapid response to altered patient flows
(should these become apparent) with

9

how and to whom patients
present. This could have a
potential impact on other care
providers, increasing workload

resources following the patient.
 Robust Transfer policies to be agreed with
WMAS to provide continuity of flow and
avoidance of possible co-horting

Movement of a small cohort of
patients across the county for
surgical care; trauma surgery and;
paediatric care could have a
disproportionate or
unforeseeable effect on patient
flow.
13

Interaction of the draft clinical
model and NHS 111 signposting.
Lack of clarity may lead to
incorrect signposting.

3

3

9

 NHS 111 signposting of patients to the
most appropriate department / site

2

3

6

3

3

9

 Systems and processes in place to monitor
activity flow and implement actions of
lessons learned i.e. refinement of the NHS
111 signposting
 Work alongside the Clinical Governance
lead for NHS 111 to ensure DOS profiling is
accurate and reflective of the service
available

14.

Presentation of the frail elderly to
AH with undifferentiated
fractured neck of femur (#NoF)

4

3

12

 There will be clear policies in place to
ensure all #NoF cases are transferred to
WRH for Emergency Surgery.

10

 Any undifferentiated cases conveyed to
AH for diagnosis will be treated
accordingly and consideration given for
surgery via elective lists.

requiring Emergency Surgery and
not suitable for transfer to WRH
Refer back to risk 2 for WMAS
and places further risk on WMAS
to undertake primary and
secondary conveyance
15.

16.

 Robust monitoring and governance in
place.

Potential presentation of frail
elderly patients to AH with
undifferentiated #NOF and
complex co-morbidities requiring
emergency surgery who are too
fragile for transfer to WRH.

4

Insufficient workforce capacity of
middle grade doctors to fulfil
county wide rota requirements

4

3

12

 Diagnosis and treatment undertaken at AH

3

3

9

4

4

16

4

4

16

 Consideration given by Consultant for
elective surgery to meet best interests of
the patient
 Robust monitoring and governance in
place.
5

20

 Accurate workforce and capacity planning
 Flexibility of workforce
 Recruitment and retention processes

17.

Risk of insufficient capacity of
consultant workforce to cover
24/7 across AH and WRH sites

4

5

20

 Accurate workforce and capacity planning
 Ability to Increase the workforce capacity
planning to meet the CEM
recommendations for patient safety
 Undertake individual contract negotiations
with the Emergency Physicians in order to
meet the 7 day working standards
(currently nationally mandated contracts
prevents 7 day working to be met without

11

individual contract negotiations or national
amendment)
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Proposed Service Changes
The Acute Services Reconfiguration work led by the Trust sets out an ambition to develop existing specialised surgical services into ‘centres of
excellence’ for surgery with some services to be based on the Alexandra Hospital site and some at the Worcestershire Royal Hospital site. The
services listed below will be incorporated into ‘centres of surgical excellence:


Colorectal Surgical Resection Centre – Worcestershire Royal Hospital



Vascular Surgical Centre – Worcestershire Royal Hospital



Urology Surgical Centre – Alexandra Hospital



Orthopaedic Surgical Centre (elective) – Alexandra Hospital



Head and Neck Surgical Centre – Worcestershire Royal Hospital



Breast Surgery Centre – Alexandra Hospital



Benign Upper GI



Ambulatory urgent surgical care

The ‘centres of excellence’ will form part of an integrated pathway across the Worcestershire health economy, enabling specialised
rehabilitation services for patients in an appropriate setting with rapid discharge, supported by community care.
2

Benefits
•

Patients will be treated sooner and more effectively, and hospital episodes/length of stay will be reduced.

•

Improvement to the co-ordination between all parts of the healthcare system.

•

Greater structure to multi-disciplinary and cross-organisational working.

•

Improved targeting of investigations.

•

Improved and faster clinical decision making.

•

A named clinician who will follow the patient through the journey at all stages of care.



Improved experiences for staff due to an improvement in patient care and a more multi-disciplinary approach to team working with
improved integration across primary and secondary care and increased opportunity to maintain and enhance skills.



An empowered workforce after several years of uncertainty and insecurity around service sustainability.



Systems will be in place to ensure that all users can provide feedback on the service received, and to ensure that this feedback is acted
upon to improve patient experience such as: Friends & Family Test (FFT).



Improve patient outcomes due to enhanced patient care and reduction in inpatient days.

3

Risk

Probability(P)
1. Rare
2. Unlikely
3. Possible
4. Likely
5. Certain

Consequence(C)
1. Insignificant
2. Minor
3. Moderate
4. Major
5. Catastrophic

Surgical procedures
centralised at the Alexandra
Hospital and Worcestershire
Royal Hospital site, will
mean additional travel
(mileage) for some patients

5

3

The ability of West Midlands
Ambulance Services (WMAS)
to deliver services across
Worcestershire which
ensures patient safety and
includes the use of services,
correct conveyance and
capacity challenges.

3

Outline of Risk

Score
PxC

Mitigation from these risk

Probability(P)
1. Rare
2. Unlikely
3. Possible
4. Likely
5. Certain

Consequence(C)
1. Insignificant
2. Minor
3. Moderate
4. Major
5. Catastrophic

Progress
Score
PxC



Pre-assessment and after care
will be offered locally to the
patients residential address and
length of stay kept to a
minimum.

4

3

12



In cases where transfer will be
required by PTS this will require
modelling for inclusion in
financial planning.



Undertake an impact analysis
and benchmark against similar
economies.

2

3

6



Robust guidelines and policies
to be in place to support
transfer of patients.



Monitoring of patient flow
change to be monitored weekly

Planned Care
1.

2.

3

15

9

4

initially, Rapid response to
altered patient flows to be
implemented.


As the services change is for
elective surgery this will not
impact on emergency
ambulance services.

3.

Once elective services are
centralised and established it is
anticipated that extra capacity
may be required based on
demands from cross boundary
populations

3

3

9



Activity and financial modelling
will take place based on current
activity and demand data and
the future capacity
requirements.

3

2

6

4.

Difficulty in recruiting middle
grade doctors makes it difficult
to sustain surgical services at
the AH site

4

4

16



Introduce rotation of middle
grade doctors between the
Alexandra and Worcestershire
Royal Hospitals, where
appropriate, to make roles
more attractive.

3

4

12



Improve training and
opportunities for research to
improve recruitment and
retention of staff.



Undertake a recruitment
campaign highlighting the new
Centres of Excellence and there
benefits.
5

5.

WAHT is not meeting the 7 day
working standards as published
by NHS England (April 2014)
The 7 day working standard and
consultant cover 24/7
requirements will not be
achieved post centralisation;
the service would therefore
remain unsafe for some
surgeries and potentially
destabilise the service in future.
The Trust will need to negotiate
national contracts; there is a
risk that rotas will remain
unfilled and services would
remain unsafe

3

3

9



Consultant workforce cover
arrangements 24/7 for AH and
WRH will be put in place.



Centralisation of planed care
into centres of excellence will
enable the Trust to work
towards the 7 day working
standards for planned care.

2

3

6

 Continued recruitment to
recruit the required numbers of
middle grade doctors to fulfil
rota requirements, offering
county-wide working, and
training and research
opportunities.


At present Consultant cover
arrangements are based
around a mandated contract.
National negotiations are
currently taking place to
overcome this.



Centralisation of surgical
services will make surgical posts
more attractive to doctors in
training, by ensuring constant
and reliable numbers of surgical
procedures to ensure a robust
6

training and research
experience.
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THE FUTURE OF ACUTE HOSPITAL SERVICES IN WORCESTERSHIRE
PRE-CONSULTATION BUSINESS CASE

APPENDIX 51 –

PATIENT CARE IMPROVEMENT PLAN

Worcestershire Acute Hospitals NHS Trust Patient Care Improvement Programme 2016/17
Patient Care
Improvement Plan
Urgent Care & Patient Flow

Improvement

Project / Workstream
SAFER Bundle

Reduce % NEL patients staying longer than 7 days from 65% to 45%
Increase % patients discharged before Midday from 18% to 33%
Increase % NEL patients who are discharged on EDD to 50%

ED & Acute Care

Increase in % NEL patients staying less than 24 hours from 51% to 60%
Reduction in % NEL patients being admitted from 22% to 18%
Reduce time to initial assessment from 45/37 minutes to 15 minutes (95th percentile) for all ambulance/walk-in arrivals
Reduce % patients referred to ED by GPs from 79% to 45%
Reduce % patients spending greater than 12 hours in ED from 5% to 3.7%
Increase % patients reviewed by specialty in less than 1 hour from 46% to 75%

Frailty

Reduce % of over 75s who are stranded patients from 56% to 45%
Reduce LoS for NEL over 75s from 9.2 days to 7 days

Reducing Mortality

Management of Sepsis

Increase % of patients with calculated early warning score from 48% to 90%
Increase % of patients who met the criteria for sepsis screening and were screened for sepsis to 90%
Increase % of eligible patients who receive antibiotics within 1 hour of presentation and reviewed within 3 days by a medic
Increase % Sepsis Bundle Compliance from 29% to 80%

Mortality Reviews

Increase % of patient deaths for which Primary Review form sent to 100%
Increase % primary review forms sent within target time (10 days from date of death) to 90%
Increase % primary review forms returned within 14 working days from dispatch to 53%
Increase % primary review forms returned to 75%
Increase % secondary review forms received and presented within 60 days of request to 75%
Increase % secondary review forms received and presented to 75%

National Early Warning Scores

Reduce number cardiac arrests per 1000 admissions (cardiac arrests attended by Team) - target: ≤1.4/1000 bed days
Increase % patients with recorded resuscitation status - target: 90%
Increase proportion of clinical areas to which NEWS has been rolled out against plan to 100%
Increase proportion of staff trained to 95%
Reduce % of 2222 calls where earlier intervention was indicated to 0%

Worcestershire Acute Hospitals NHS Trust Patient Care Improvement Programme 2016/17
Patient Care
Improvement Plan

Improvement

Project / Workstream
Fractured Neck of Femur

Increase % patients undergoing surgery within 36 hours of admission (total patients) to >=85%
Increase % eligible patients undergoing surgery within 36 hours (as per national exception) to >=85%
Increase % of patients whose first inpatient bed was an orthopaedic bed to 90%
Increase % of patients discharged to normal place of residence
HSMR # NOF - target score: ≤100

OD & Engagemet

Leadership

Reduce staff turnover to 10%
Reduce comments about poor leadership during exit interviews to 0%
Staff Opinion Survey Score - staff feel recognised and valued by managers and the organisation increased to 3.42
Staff Opinion Survey Score - staff feel supported by their manager increased to 3.69

Workforce Plan

Increase number of new Physician Associate roles
Increase number of band 4 nurse roles
Increased number of ward administrator/housekeeping roles implemented
Reduced number of medical and dental agency shifts
Increased number of compliant rotas to 100%
Increased satisfaction with working patterns to 49%

Policies & Standards

B & H concerns raised to HR
Increased mandatory training compliance to 90%
Appraisal compliance % - Medical staff target 85%
Appraisal compliance % - Non-Medical staff target 85%
Staff Opinion Survey KF12 Improved Quality of Appraisals
Monthly Sickness Absence % - 3.5%

Engagement & Communication National Staff Opinion Survey results - improve engagement score to 3.79
Chat-Back survey scores - improve engagement score to 3.79

THE FUTURE OF ACUTE HOSPITAL SERVICES IN WORCESTERSHIRE
PRE-CONSULTATION BUSINESS CASE

APPENDIX 52 –

BENEFITS REALISATION PLAN

Future of Acute Hospital Services in Worcestershire
Benefits Realisation Plan

1.
REF

ACCESS TO SERVICES & PATIENT CHOICE
DESCRIPTION

INDICATOR

PERFORMANCE
Baseline

MONITORING
METHOD

REVIEW
DATE

LEAD
RESPONSIBILITY

Target

EMERGENCY CARE
1.1

Increased access to range of
services for patients
needing urgent and
emergency care

Increased number of services
available

A&E – WRH/ALX

A&E – WRH/ALX

SCDU – WRH/ALX

SCDU – WRH/ALX

MAU – WRH/ALX

UCC – WRH/ALX

GAU – WRH
(2016/17)

AEC – WRH/ALX

Local
monitoring

Quarterly

WAHT
Implementation
Lead

MAU – WRH/ALX
GAU – WRH
(2018/19)

1.2

A networked county-wide
A&E department will
strengthen the consultant
workforce towards the
recommendations as stated
by College of Emergency
Medicine (CEM) – in support
of the delivery of safe and
sustainable services

Increase in number of
Consultants (wte)

8.5 wte substantive
workforce (2015/16)

14 wte (end
2017/18 with
further increase by
2018/19)

Workforce
planning

Quarterly

WAHT Divisional
Director of
Medicine

1.3

Two A&E Consultants will be
on call for the county during
out of hours

A&E Consultants will be
available by telephone 24/7
and on site within 30 minutes

1 A&E Consultant
on call for county
(2017/18)

2 A&E Consultants
on call for county
(2018/19)

Workforce
planning

Quarterly

WAHT Divisional
Medical Director
for Medicine
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REF

DESCRIPTION

INDICATOR

PERFORMANCE
Baseline

1.4a

Patients access services in
the most appropriate
setting (including in primary,
secondary and community
care settings), thereby
reducing inappropriate
hospital admissions

1.4b

MONITORING
METHOD

REVIEW
DATE

LEAD
RESPONSIBILITY

Target

Reduced A&E attendances

126,158
attendances
(2018/19 projection
pre-reconfiguration)

110,093
attendances
(2018/19
projection postreconfiguration)

Trust activity
data

Quarterly

WAHT Director of
Finance

Reduction in hospital
admissions : emergency
attendance conversion rates
for adults

26.7% (2015/16)

20.0% (2018/19)

Trust activity
data

Quarterly

WAHT Director of
Finance

Better able to deliver against
Trust’s plan for elective activity

12% negative
variance from plan
(2015/16)

<1% negative
variance from plan
(2018/19)

Trust activity
data

Quarterly

WAHT Director of
Finance

Reduced length of stay for
elective patients

3.0 days (2015/16)

2.5 days (2018/19)

Trust activity
data

Quarterly

WAHT Chief
Operating Officer

Cross-county rota’s will be filled
as recommended by Royal
College guidance

No cross-county
rotas in place – only
single site-specific
rotas

Multi-disciplinary
county-wide rotas
(2015/16)

Workforce
planning (end
2018/19)

Quarterly

WAHT Divisional
Medical Director
for Surgery

PLANNED CARE
1.5a

Patients will be treated
sooner and more effectively

1.5b
1.6a

Greater structure to multidisciplinary and crosscounty working

160930_FoAHSW Benefits Realisation Plan
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REF

DESCRIPTION

INDICATOR

PERFORMANCE
Baseline

1.6b

Increased number of
Consultant-led clinics

MONITORING
METHOD

REVIEW
DATE

LEAD
RESPONSIBILITY

Target
Single countywide
rotas will reduce
the individual
consultant on call
commitment, and
release consultant
time for other
planned activity

Workforce
planning

Quarterly

WAHT Divisional
Medical Director
for Surgery

Increase
homebirth
capacity by 10%
(end 2017/18)

Trust
dashboard
figures

Quarterly

[Updated figure tbc]

WAHT Dividional
Medical Director
for W&C

21.3% (2015/16)

35% in 2018/19

Trust
dashboard
figures

Quarterly

WAT Divisional
Medical Director
for W&C

OBSTETRICS
1.7a

Worcestershire Health
economy will meet the
national standards in
Maternity Matters (2007)
DH-offering choice of place
of birth, depending on their
circumstances:

Increase in the % of home
births

29.6% (2013/14)

• Home Birth
• Midwife lead care
(MLU)
• Obstetric led care
• Choice of place of
postnatal care
1.7b

% of midwife led Deliveries at
WRH

160930_FoAHSW Benefits Realisation Plan
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REF

DESCRIPTION

INDICATOR

PERFORMANCE
Baseline

MONITORING
METHOD

REVIEW
DATE

LEAD
RESPONSIBILITY

Target

PAEDIATRICS
1.8a

Improved and more
appropriate access to joined
up, co-ordinated paediatric
services within Primary,
Secondary and Community
Care

Increase in hospital short- stay
admissions (No of children with
0-24 hours)

82.9% (2015/16)

90% (2018/19)

Trust length of
stay data

Quarterly

WAHT Chief
Operating Officer

1.8b

Reduction in hospital
admissions : A&E attendance
conversion rates for children

13.7% (2015/16)

10% (2018/19)

Trust activity
data

Quarterly

WAHT Chief
Operating Officer

1.8c

Hospital services meet
requirements of the RCPCH and
NHS Toolkit standards

7 out of the 10
recommended
standards (2013)

Meet all 10
standards (2017)

Local
monitoring

Quarterly

WAHT Divisional
Medical Director
for W&C

1.9

Increased access to crosscounty multi-disciplinary
working and consultant-led
care, providing early senior
review ensuring consistency
of practice and correct
decision making (thus
reducing variation in care)

Cross-county, multi-disciplinary
teams implemented

Currently partially
met

Cross-county
MDTs
implemented

Local
monitoring

Quarterly

WHAT
Implementation
Lead

1.10

Enhanced access to
Consultant led care

Reduced requirement for
Consultants to act down

Regular
requirement to fill
gap in dual site
rotas

Occasional
requirement, due
to greater staff
centralisation at
WRH

RCPCH
guidelines;
local
monitoring;
workforce
planning

Quarterly

WAHT Divisional
Medical Director
for W&C
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2.

CLINICAL QUALITY & SAFETY
REF

DESCRIPTION

INDICATOR

PERFORMANCE

MONITORING
METHOD

REVIEW
DATE

LEAD
RESPONSIBILITY

Baseline

Target

2012/13 HSMR
=112

HSMR ≤ 100

Hospital
Standardized
Mortality Ratio
(HSMR)

Quarterly

WAHT Medical
Director

EMERGENCY CARE
2.1

Improved clinical
outcomes for patients as a
result of centralisation of
services and staff

Reduction in mortality
prevalence

2.2

Improvement in access to
emergency care

Following emergency care
standards are met:

2.3

Improvement to care for
patients admitted at
weekends, leading to
decreased mortality and
lengths of stay

160930_FoAHSW Benefits Realisation Plan

•

Time to Initial
Assessment (TTIA –
95th percentile of all
patients)

46 minutes
(March 2016)

15 minutes
(March 2019)

Trust
Dashboard

Quarterly

WAHT Chief
Operating Officer

•

Emergency Access
Standard

87.9%
(2015/16)

≥ 95%
(2018/19)

Trust
Dashboard

Quarterly

WAHT Chief
Operating Officer

43.9%
(March 2016)

90%
(March 2019)

Trust Quality
Report

Quarterly

WAHT Chief
Operating Officer

Time to first Consultant
Review – patients seen
and assessed by a suitable
Consultant within 14
hours of arrival at hospital
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REF

DESCRIPTION

INDICATOR

PERFORMANCE
Baseline

MONITORING
METHOD

REVIEW
DATE

LEAD
RESPONSIBILITY

Target

PLANNED CARE
2.4

Improved clinical
outcomes for patients as a
result of being treated
quicker, with improved
and faster clinical
decision-making

Primary Hip Replacement
Patient Reported Outcome
Measures (adjusted postoperative Q scores)

EQ – VAS rating =
77 (2015/16)

Improved score
(2018/19)

EQ index score =
0.80 (2015/16)

Improved score
(2018/19)

Oxford hip score =
40 (2015/16)

Improved score
(2018/19)

Groin Hernia Patient
Reported Outcome
Measures (adjusted postoperative Q scores)

EQ – VAS rating =
78

Improved score
(2018/19)

EQ Index Score =
0.87

Improved score
(2018/19)

National
PROMS data
collection

Annually

Divisional
Director of
Medicine for
Surgery

National
PROMS data
collection

Annually

Divisional
Director of
Medicine for
Surgery

OBSTETRICS
2.5

Reduction in the numbers
of preventable serious
incidents

% of 3rd or 4th degree tear
per 1,000 births

2.7% (2015/16)

Less than 2.7%
(2018/19)

Trust
dashboard
figures

Quarterly

WAHT Divisional
Medical Director
for W&C

2.6

Reduction in number of
serious events

Reduction in number of
serious incidents

15 (2015/16)

Less than 15
(2018/19)

Trust
dashboard
figures

Quarterly

WAHT Divisional
Medical Director
for W&C

2.7a

Reduction in instrumental
deliveries

% of all deliveries as
ventouse and forcep

10.9%
(2015/16)

Less than 10.9%
(2018/19)

Trust
dashboard
figures

Quarterly

WAHT Divisional
Medical Director
for W&C

160930_FoAHSW Benefits Realisation Plan
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REF

DESCRIPTION

INDICATOR

PERFORMANCE
Baseline

2.7b

MONITORING
METHOD

REVIEW
DATE

LEAD
RESPONSIBILITY

Target

% of deliveries as normal

59.4%
(2015/16)

More than
59.4% (2018/19)

Quarterly

WAHT Divisional
Medical Director
for W&C

2.7

Optimisation in the
numbers of Caesarean
Sections

% of all deliveries as a
caesarean section
(elective and non-elective)

29.6%
(2015/16)

Less than 27%
(2018/19)

Trust
dashboard
figures

Quarterly

WAHT Divisional
Medical Director
for W&C

2.8

Reduction in the numbers
of maternal re-admissions

% of maternal emergency
re-admissions per year
(within 28 days of all
discharges)

6.2%
(2015/16)

Less than 5%
(2018/19)

Trust
dashboard
figures

Quarterly

WAHT Divisional
Medical Director
for W&C

2.9a

Reduction in mortality
rates

Number of late
Intrauterine Foetal deaths
and Stillbirths per 1,000
births

[tbc]

[tbc]

No increase

Quarterly

WAHT Divisional
Medical Director
for W&C

2.9b

Number of neonatal
deaths per 1,000

[tbc]

[tbc]

No increase

Quarterly

WAHT Divisional
Medical Director
for W&C

2.9c

Number of perinatal
deaths per 1,000

[tbc]

[tbc]

No increase

Quarterly

WAHT Divisional
Medical Director
for W&C

(stillbirth plus early neonatal
deaths (under 7 days)

160930_FoAHSW Benefits Realisation Plan
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REF

DESCRIPTION

INDICATOR

PERFORMANCE
Baseline

MONITORING
METHOD

REVIEW
DATE

LEAD
RESPONSIBILITY

Target

PAEDIATRICS
2.10

Improved clinical
outcomes resulting from
reduced variation in care /
increased multidisciplinary working and
increased Consultant-led
care

Numbers of preventable
serious incidents - Grade 3
+ incidents

2 (2015/16)

0 (2018/19)

Trust
dashboard
figures

Quarterly

WAHT Medical
Director

2.13

Providing an enhanced
hospital at home
community based service
to avoid un-necessary
admission to hospital for
control of long term
conditions or common
ailments

Increase in hospital short
stay admission rates - % 024 hour length of stay

82.9% (2015/16)

90% (2018/19)

Trust activity
data

Quarterly

WAHT Chief
Operating Officer

160930_FoAHSW Benefits Realisation Plan
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3. ENVIRONMENTAL QUALITY OF SERVICES

[Section to be completed as part of detailed work of WAHT’s Outline Business Case for the implementation of the FoAHSW proposals]
REF

DESCRIPTION

INDICATOR

PERFORMANCE

MONITORING
METHOD

Baseline

Target

[TBC]

[TBC]

[TBC]

REVIEW
DATE
[TBC]

LEAD
RESPONSIBILITY
[TBC]

3.1

Facilities are in line with users’
requirements (e.g. parents with
pushchairs, visually impaired,
wheelchair users)

[TBC]

3.2

Facilities meet the requirements
of clinical service

Staff survey

n/a

90% satisfied
or above

WAHT Survey

Annual

Head of Estates

3.3

Environment meets Health &
Safety Executive standards

Health & Safety assessment

n/a

100%
compliance

WAHT Survey

Annual

Head of Estates

3.4

Compliance with DDA Act

Trust DDA Assessment

[TBC]

[TBC]

[TBC]

[TBC]

[TBC]

3.5

Meets relevant HBN
requirements

[TBC]

[TBC]

[TBC]

[TBC]

[TBC]

[TBC]

3.6

ICT

All facilities providing
comprehensive network and
ICT capability in line with
local ICT Strategies

n/a

100%

WAHT Survey

Annual

Head of Estates

3.7

Building physical condition

Percentage of building
graded A (new: expected to
perform adequately)

n/a

100%

WAHT Survey

Annual

Head of Estates

Percentage of building
graded B (sound with minor
deterioration)

n/a

0

160930_FoAHSW Benefits Realisation Plan
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REF

3.8

3.9

DESCRIPTION

Functional suitability

Statutory and Safety
Requirements

160930_FoAHSW Benefits Realisation Plan

INDICATOR

PERFORMANCE
Baseline

Target

Percentage of building
graded C (needs major repair
soon) or D (serious risk of
breakdown

n/a

0

Percentage of building
graded A (high degree of
satisfaction)

n/a

100%

Percentage of building
graded B (acceptable)

0

Percentage of building
graded C (below acceptable
standard) or D
(unacceptable)

0

Percentage of facility graded
A (new buildings complying
with statutory and fire-code
guidance

[TBC]

> 60% Grade
A

MONITORING
METHOD

REVIEW
DATE

LEAD
RESPONSIBILITY

WAHT Survey

Annual

Head of Estates

Construction
completion
& annual
thereafter

Head of Estates

Annual
condition
survey
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4. EFFECTIVE USE OF RESOURCES
REF

DESCRIPTION

INDICATOR

PERFORMANCE
Baseline

MONITORING
METHOD

REVIEW DATE

LEAD
RESPONSIBILITY

Target

EMERGENCY MEDICINE
4.1

4.2

Improved skills mix / use of
staff

Reduced use of
locum/temporary staff

160930_FoAHSW Benefits Realisation Plan

Increased use of
Emergency Nurse
Practitioners
(contracted wte)

Workforce
Planning

Quarterly

Divisional
Director of
Nursing for
Medicine

6 (20181/9)

Workforce
Planning

Quarterly

Divisional
Medical Director
for Medicine

0

3

Workforce
Planning

Quarterly

Divisional
Medical Director
for Medicine

Reduced number of
locum doctors in post
in Medicine

4 Locum Doctors

≤4

Workforce
planning

Quarterly

WAHT HR
Director

Agency spend –
nursing (A&E)

£1.1m (2015/16)

£600k (2018/19)

Trust finance
data

Quarterly

WAHT Finance
Director

Agency spend –
medical (A&E)

£576k (2015/16)

£294k (2018/19)

Trust finance
data

Quarterly

WAHT Finance
Director

WRH 8.74 wte
AGH 5.66 wte
(2015/16)

WRH 12.0 wte
AGH 8.0 wte
(2018/19)

Increased use of
Physicians Associates

0 (2015/16)

Integrated Paramedic
roles

P a g e | 11
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REF

DESCRIPTION

INDICATOR

PERFORMANCE
Baseline

MONITORING
METHOD

REVIEW DATE

LEAD
RESPONSIBILITY

Target

PLANNED CARE
4.4

4.5

Reduced use of
locum/temporary staff

Increased use of Physician
Associates

Reduced number of
locum doctors in
Surgery

3 Locum Doctors

≤3

Workforce
planning

Quarterly

Divisional
Medical Director
for Surgery

Agency spend –
medical (General
Surgery, Urology &
T&O)

£3.4m (2015/16)

£1.7m (2018/19)

Trust finance
data

Quarterly

WAHT Finance
Director

Agency spend nursing

£737k (2015/16)

£376k

Trust finance
data

Quarterly

WAHT Finance
Director

Number of Physician
Associates

0 (2015/16)

12-18 (2018/19)

Workforce
planning

Quarterly

Divisional
Medical Director
for Surgery

(2018/19)

OBSTETRICS
4.6

Enhanced level of Labour
Ward Consultant cover

RCOG Medical
Workforce Guidelines
recommendations

60 hours
(2015/16)

98 hours per
week (end
2018/19)

Local
monitoring;
Workforce
planning

Quarterly

W&C Medical
Director

4.7

Improved recruitment and
retention of middle-grade
doctors

Reduction in the
numbers of locum
doctors in post

6 vacancies
(2 Locums) WTE

0 vacancies (0
Locum) WTE

Workforce
planning

Quarterly

WAHT HR
Director

4.8

Improved recruitment and
retention of midwives

Number of vacancies
for qualified nurses &
midwives for all W&C

Average of 17
(2015/16)

Less than
average of 17
(2018/19)

Workforce
planning

Quarterly

Div Director of
Nursing W&C

4.9a

Reduced use of temporary /
locum staff

Agency spend nursing

£83k (2015/16)

£42k (2018/19)

Trust finance
data

Quarterly

WAHT Finance
Director

160930_FoAHSW Benefits Realisation Plan
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REF

DESCRIPTION

4.9b

INDICATOR

PERFORMANCE

MONITORING
METHOD

REVIEW DATE

LEAD
RESPONSIBILITY

Baseline

Target

Agency spend –
medical

£0 (2015/16)

£0 (2018/19)

Trust finance
data

Quarterly

WAHT Finance
Director

Agency spend –
nursing (Paediatrics &
Neonatal)

£107k (2015/16)

£55k (2018/19)

Trust finance
data

Quarterly

WAHT Finance
Director

Agency spend –
medical (Paediatrics
& Neonatal)

£734k (2015/16)

£374k (2018/19)

Trust finance
data

Quarterly

WAHT Finance
Director

Staff
recommendation of
the organisation as a
place to work or
receive treatment

3.52 (2015 staff
survey score
result)

3.80 (2018)

Annual staff
opinion survey

Annual

WAHT HR
Director

Junior Doctors
satisfaction surveys

92% for ALX
(EM, Surgery,
O&G,
Paediatrics
total)

≥ 95% for ALX

JEST surveys

Annual

WAHT Medical
Director

≤ 3.50%
(March 2019)

Trust
dashboard

Quarterly

WAHT HR
Director

PAEDIATRICS
4.10a

Reduced use of temporary /
locum staff

4.10b

GENERIC
4.12a

Improved staff satisfaction

4.12b

[WRH scores
tbc]
4.13c

160930_FoAHSW Benefits Realisation Plan

Staff sickness rates
(overall Trust)

4.17%
(March 2016)
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REF

DESCRIPTION

INDICATOR

PERFORMANCE
Baseline

MONITORING
METHOD

REVIEW DATE

LEAD
RESPONSIBILITY

Target

4.14

Improvement to training,
opportunities for research,
recruitment and retention,
and development of
specialist services

Increased number of
clinical trials

77 trials open
(September
2016)

82 trials open
(September
2019)

Local Trust
data

Yearly

WAHT Medical
Director

4.15

Increase in numbers of
trainee Doctor posts filled

Trainee fill rates Trust

84% (August
2016)

More than 90%
(2018/19)

Workforce
planning

Half Yearly

WAHT Medical
Director

4.16

Improved staff retention

Staff turnover rates

13.0%
(March 2016)

9.0 – 10.0%
(March 2019)

Trust
dashboard

Quarterly

WAHT HR
Director

4.17a

Reduced number of medical
vacancies

Consultant vacancies
– Trust

54.95
(August 2016)

Less than 25
(2018/19)

Workforce
planning

Quarterly

WAHT HR
Director

Career / Training
Grade vacancies –
W&C, Surgery &
Medicine

92.6
(August 2016)

Less than 50
(2018/19)

Workforce
planning

Quarterly

WAHT HR
Director

4.17b

160930_FoAHSW Benefits Realisation Plan
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5. PATIENT EXPERIENCE

REF

DESCRIPTION

INDICATOR

PERFORMANCE
Baseline

MONITORING
METHOD

REVIEW
DATE

LEAD
RESPONSIBILITY

Target

EMERGENCY CARE
5.1a

Improved patient
satisfaction

5.1b

Friends & Family Test –
A&E/MIU (% of patients
who would recommend
care/service to friends &
family)

70.22% (2015/16)

≥ 75% (2018/19)

Friends and Family
Test results

Annual

Chief Nursing
Officer

Reduced number of
complaints

2013/14 Complaints
= 599
[Updated figures tbc]

Reduction of 20%
by 2017

Friends and Family
Test; implementing
lessons learned
from previous
complaints and or
investigations;
Monitoring of
continued subject
of complaint.
Ombudsman
PALS

Half Yearly

Trust HR
Director

Friends & Family Test –
Surgical Wards (% of
patients who would
recommend care/service to
friends & family)

75.58% (2015/16)

≥ 78% (2018/19)

Friends and Family
Test results

Annual

Chief Nursing
Officer

PLANNED CARE
5.2a

Improved patient
satisfaction

160930_FoAHSW Benefits Realisation Plan
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REF

DESCRIPTION

5.2b

5.3

Less disruption to
patient care

INDICATOR

PERFORMANCE

MONITORING
METHOD

REVIEW
DATE

LEAD
RESPONSIBILITY

Baseline

Target

Reduced number of
complaints

2013/14 Complaints
= 599
[Updated figures tbc]

Reduction of 20%
by 2017

Friends and Family
Test; implementing
lessons learned
from previous
complaints and or
investigations;
Monitoring of
continued subject
of complaint.
Ombudsman
PALS

Half Yearly

Trust HR
Director

28 day breaches as a % of
cancelled operations

20.1% (2015/16)

Less than 5%
(2018/19)

Trust dashboard

Quarterly

Trust Chief
Operating
Officer

Friends & Family Test –
Obstetrics (% of patients
who would recommend
care/service to friends &
family)

82.49% (2015/16)

≥ 85% (2018/19)

Friends and Family
Test results

Annual

Chief Nursing
Officer

OBSTETRICS
5.4a

Improved patient
satisfaction

160930_FoAHSW Benefits Realisation Plan
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REF

DESCRIPTION

5.4b

INDICATOR

PERFORMANCE

MONITORING
METHOD

REVIEW
DATE

LEAD
RESPONSIBILITY

Baseline

Target

Reduced number of
complaints

2013/14 Complaints
= 599
[Updated figures tbc]

Reduction of 20%
by 2017

Friends and Family
Test; implementing
lessons learned
from previous
complaints and or
investigations;
Monitoring of
continued subject
of complaint.
Ombudsman
PALS

Half Yearly

Trust HR
Director

Friends & Family Test –
Paediatrics & Neonatal (%
of patients who would
recommend care/service to
friends & family)

83.33% (2015/16)

≥ 85% (2018/19)

Friends and Family
Test results

Annual

Chief Nursing
Officer

Reduced number of
complaints

2013/14 Complaints
= 599
[Updated figures tbc]

Reduction of 20%
by 2017

Friends and Family
Test; implementing
lessons learned
from previous
complaints and or
investigations;
Monitoring of
continued subject
of complaint.
Ombudsman
PALS

Half Yearly

Trust HR
Director

PAEDIATRICS
5.5a

5.5b

Improved patient
satisfaction

160930_FoAHSW Benefits Realisation Plan
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THE FUTURE OF ACUTE HOSPITAL SERVICES IN WORCESTERSHIRE
PRE-CONSULTATION BUSINESS CASE

APPENDIX 53 –

FOAHSW STRATEGIC RISK LOG

FoASHW - STRATEGIC RISK REGISTER
Last Updated: July 2016

9

4

3

12

Finance Sub-Committee will continue to oversee the financial challenges between CCGs and Trust and continue
to re-develop the finance chapter of the Pre-Consultation Business Case in readiness for the NHS England
Assurance in June 2016. Continued monitoring of contracts and costs for members of the Programme Structure.
The Financial model is progressing and the risk will be reassessed on completion.

Last Updated

9

2

2

4

Controls can
reduce risk but
cannot fully
mitigate

2

2

4

Controls can
reduce both
likelihood and
impact of risk

3

2

6

06/05/2016

06/05/2016

3

01/07/2016

3

3

06/05/2016

On-going

3

Regular review of the Communications Concordat. Continued stakeholder agreement that one single message
is delivered. Greater transparency with key stakeholders and the wider public including proactive media
releases and updates. Include Clinical Engagement via the Clinical Stakeholder Forum for cross-boundary
interest. Clinical Leads will present the proposed clinical model to members of the clinical stakeholder forum
June 2016. May 2016 significant progress achieved with far greater consistency being achieved across
stakeholders.

Risk Rating

9

Prioritisation of key deliverables for CCGs which can dovetail into the work of the reconfiguration.
Communication of CCGs with the Programme Team to highlight action to be taken via Programme Board to
assist in delivery of the Strategic Vision with feedback to the relevant CCG Governing Body. CCGs to develop
commissioning intentions addressing quality concerns, financial challenges, and other reconfiguration
initiatives.

Impact

On-going

Controls can
reduce risk but
cannot fully
mitigate

Likelihood

Planned Completion Date

16

Programme Timeline development to take into consideration all likely delays, and maintained as changes occur.
Quality & Service Sustainability Sub-Committee continues oversee the risk assessment of services and
mitigation of current identified risks. QSS reports to Programme Board detailing risks identified and mitigating
actions taken. Service specific task and finish groups have been established to implement mitigating actions
and report back to QSS and Programme Board. PB and QSS continue to work with NHSE and NHS
Improvement to ensure progress through assurance to consultation within a reasonable timescale. Programme
Board to establishes a short life ad-hoc Paediatrics Task & Finish group to respond to remaining concerns of the
Proposed Clinical Model following the completion of the work by ECRG. Final report of the Paediatric Task and
Finish Group incorporated into the work of the ECRG group to create a final enhanced clinical model. Final
Clinical Model has been approved by Programme Board and all three CCG Governing Bodies in January 2016.

On-going

Expected affect
on status of risk

On-going

Likelihood

Current Status

Impact
3

Risk Rating

Failure to deliver significant service reconfiguration resulting in
significant financial challenges for both commissioner and
provider.

Live

4

Live

3

Lack of robust collaborative and consistent communications is
detrimental to the integrity of the programme and undermines
public interest and confidence.

3

4

Residual Risk

Actions planned

Live

2

Inability to deliver CCG strategic vision, including improvements
in quality of care, patient safety and experience and integration
of services across pathways because of focus upon
reconfiguration process

4

Controls planned or taken

Live

Delays in progress against timeline may negatively impact on the
sustainability of acute services in terms of quality and patient
safety.

Programme Board

1

Programme Board Programme Board

Risk Description

Programme Board

Risk
ID

Risk Owner

Current Risk Assessment

Last Updated: July 2016

Risk Rating

3

3

9

3

3

9

01/07/2016

1

5

5

06/05/2016

4

4

16

Regular meetings Finance Sub-committee

9

Senior Responsible Officers to ensure that there is agreement by all parties on the clinical models. Pre
consultation engagement identified general support for the proposed model. Continued engagement through
the Stakeholders group. Robust speaker's pack including FAQs to be produced before start of consultation.
Partners to publicly declare their support for the model. ED Redesign group under the chairmanship of NHS
England has completed its work to refine the ED model. A short life ad hoc Paediatrics task & finish group was
established to respond to the remaining concerns outlined following the final meeting of the ECRG. GPs and
hospital consultants have been engaged and asked to contribute to the work. Trust Medical Director to lead
clinical engagement work ensuring commitment to the model is achieved in advance to the WMCS review of
the ED model. Draft model shared with all Consultants and GPs with opportunity for engagement. The draft
Paediatric Model was reviewed at QSS, CCG Executive meetings, and accepted by all parties at Programme
Board. A draft full proposed clinical model of care, incorporating the paediatric model, is being produced and
will be presented to Programme Board and CCG Governing Bodies for approval, in advance of the WMCS
review. The second refinement of the ED model reflects the majority of concerns raised. Recognition that
although there is consensus the clinical view still might not be unanimous. More detailed work around the
Urgent Care Centre and Midwifery Led Unit needs to be shared.

Should reduce the
risk

06/05/2016

NHS England and NHS Improvement in communications to discuss processes. Proposal NHS Improvemnet
supply letter detailing support for capital in principle in order to satisfy NHS England's Assurance Process.

Last Updated

Impact

4

Expected affect
on status of risk

06/05/2016

Likelihood

Planned Completion Date
On-going

16

Impact
4

Likelihood
4

3

2

On-going

Current Status

12

3

2

On-going

Inability to achieve clinical consensus of the proposed clinical
model and refined ED model

3

01/12/2015

8

Risk Rating

Slippages in the timeline due to incomplete Strategic Outline Case
(SOC). Setbacks in finalising activity and capacity modelling could
cause potential delays in the completion of the Pre-Consultation
Business Case and consequently NHS England Assurance process.

Live

7

4

Working with NHSE and NHS Improvement, critically appraise both the work to date and pre-consultation
business case and address those areas which fail to meet with required standards. Work with NHSE to
understand the standards required and identify mitigating action where required. early pre-consultation
engagement with stakeholders will reduce the risk of challenge, proactive measures to highlight via the media
current stability of services and identified mitigation. Commissioned Legal Review (Weightmans LLP) to
undertake scrutiny of all JSR, and FoAHSW documentation advising on any areas where mitigation is required,
prior to Public Consultation. Establishment of a Clinical Stakeholder Forum to encourage transparency for the
programme and receive support from neighbouring organisations where required. Review of current version of
business case to be completed before any planned NHS England Assurance Panel (tentatively expected June
2016). Significant refresh of certain chapters including service sustainability, financial modelling, Trust
implementation proposals, to be completed.

Live

Slippages in the timeline due to uncertainty over the NHS
Improvement capital process and NHS England Assurance
process. Conflicting requirements and dairies could potentially
delay the programme.

Residual Risk

Live

Programme Board

6

Controls planned or taken

Actions planned

Live

Pre-consultation Business case and supporting actions fails to
adequately address the NHSE assurance tests and potentially
leads to legal challenge or referral to Independent
Reconfiguration Panel

Programme Board

5

Programme Board

Risk Description

Programme Board

Risk
ID

Risk Owner

Current Risk Assessment

Last Updated: July 2016

5

15

3

4

12

Continue dialogue with NHS England and NHS Improvement. Ensure Local Health Economy is working together
to produce a Sustainability and Transformation Plan by July 2016. Regular updates to Programme Board.

Last Updated

10

2

5

10

3

3

9

06/05/2016

5

06/05/2016

Should reduce the
risk

3

2

06/05/2016

On-going

Reputation of
both programme
and
communication
process is
positively
maintained

Central co-ordination of key messages, engagement with the press, publicity materials and press releases from
within the Programme. Ensure that communications are only issued at key milestones and when there is clarity
about the programme direction. Active management of key organisations and individuals to ensure that they
are on-message. Monitoring of key media outlets and social media. Clinicians to be central to all public
engagements. Detailed speaker's pack and FAQs to be prepared. Key meetings to be attended by
representatives of all three CCGs, the acute Trust and clinicians

Risk Rating

01/11/2015

If detailed
financial
specifications can
be agreed this will
reduce the risk of
differences being
exposed

Impact

16

Review and refresh of the financial modelling and affordability planned in January 2016. A programme of
Finance Sub-Committee meetings is to be established informing the pre-consultation business case and
providing costs in readiness for an NHS England Assurance Panel. Financial model will inform the Trust's
strategic outline case which should be completed in June 2016

Likelihood

Planned Completion Date

Expected affect
on status of risk

On-going

4

Risk Rating

4

Impact

Challenges across the Local Health Economy may delay the
progress of the programme. Local Health Economy is working
together, with NHS England and the NHS Improvement to
develop a solution.

Likelihood

Programme Board

11

Current Status

Conflicting messages are given out at different meetings during
both the pre-consultation and consultation periods

Live

Programme Board

10

9

Residual Risk

Actions planned

Live

Risk Owner

Lack of clarity as to whether the clinical models are affordable to
all partners leads to distrust of proposals by the public

Risk
ID

Controls planned or taken

Live

Risk Description

Programme Board

Current Risk Assessment

Last Updated: July 2016

Last Updated

12

Regulators
provide a clear
steer to
Programme
Board on the
parameters for
accessing capital

2

4

8

Influence in terms
of the decisionmaking and
potential changes
to future
settlements

2

3

6

There will be a
clear
understanding of
the implications
of a delay in
agreement,
however
mitigations will

3

3

9

06/05/2016

Expected affect
on status of risk

01/07/2016

4

06/05/2016

4

3

06/05/2016

16

A clear timeline from the Acute Trust in terms of the sustainability of services. Continued monitoring within the
Programme Board of the risk to services, via the Quality & Service Sustainability Sub-Committee.
Implementation of a dashboard to measure how a service is performing to include a trigger point for
emergency mitigation to be undertaken. Establishment of a Clinical Stakeholder Forum takes in the
opportunity to share information cross-boundary with other providers and commissioners who may be
affected in this likely event. NHSE and NHS Improvement have confirmed governance requirements prior to
emergency changes being implemented.

4

Risk Rating

16

Review and revise financial model, quantifying impact on the Trust's on-going financial position. Maintain
continued engagement with NNHS Improvement. The model contributes to the outline STP. Risk to remain at
current risk score 16 until draft STP is completed.

4

Impact

16

Continued engagement from the NHS Improvement to determine whether the profile of support required for
the Programme will be supported. Engagement between the NNHS Improvement and NHS England to clarify
jointly the position of the regulators and to provide parameters in which the financial model can be developed.
Clear understanding within the Programme of the process and parameters for accessing capital to support
implementation Trust to continue to development of business cases. NNHS Improvement has provided their
support to deliverability of the current proposed clinical model.

Likelihood

Planned Completion Date

Live

Continue to engage key members of the Programme Board; Clinical Leads and the Programme Team to support
development. Continued review of the re-development of the Pre-Consultation Business Case with NHS
England will cover off any additional information required. Significant refresh of certain chapters including
financial modelling, benefit realisation and workforce strategy.

On-going

4

12

On-going

Continued monitoring of vulnerable services which via delay
could lead to acute hospital services becoming unsafe and
requiring temporary emergency intervention.

Live

17

4

4

On-going

Financial Sub-committee

Proposed clinical model does not contribute to the sustainability
of the Trust and its financial position.

15

4

Actions planned

On-going

Likelihood

Live

14

Lack of clarity regarding the Trust's ability to access capital during
2016/17 through the NHS Improvement, impacts on Programme
Board's ability to pass all NHSE assurance tests. Suspension of
progress on capital projects and capacity issues at Worcestershire
Royal Hospital, impacting on the ability of WAHT to sustain
further emergency changes.

Residual Risk

Risk Rating

Current Status

Executive Team

3

Controls planned or taken

Impact

Risk Owner

13

Outstanding work to re-develop the chapters of the PreConsultation Business Case, particularly around finance, will lead
to delay in progression to Public Consultation should the
programme not successfully pass through the NHS England
Assurance process.

Live

Risk Description

Quality & Clinical
Sustainability SubCommittee

Risk
ID

Financial Subcommittee

Current Risk Assessment

Last Updated: July 2016

June 2016 trigger points met decision made to enact emergency changes. Due to complexity over changes the
centralise of paediatrics at Worcestershire Royal Hospital is planned to occur in September 2016. Detailed
planning and communications with public taking place to mitigate risks of a 'very sick' child presenting at AH
once services have been transferred.

3

3

9

06/05/2016

Last Updated

9

4

4

16

Expected affect
on status of risk

06/05/2016

3

04/07/2016

16

Risk Rating

4

Impact

4

Paediatric workforce at Redditch has been noted as difficult to sustain, January 2016. Potential temporary
closures may have to be made at short notice. The Trust is endeavouring to address the current staffing issues
and are reviewing staffing several times a day to ensure services remain safe. No significant incidents have
been reported and daily monitoring continues. The Trust is monitoring emergency activity to coincide with the
removal of high dependency beds to Worcestershire Royal Hospital. Beds at AH have been reduced from 18 to
10/12. Recruitment for paediatric nurses continues, numbers have increased slightly due to recruitment in
March 2016.

Likelihood

Serious Abdominal Surgery moved to WRH in February 2014. Children's emergency surgery centralised to WRH
in December 2014. Two to three transfers from AH on average a week. Judged on a case by case bases due to
pressures on theatre capacity at WRH. On-going monitoring continues.

Planned Completion Date

16

On-going

4

3

On-going

Risk Rating

4

Impact

16

Likelihood

4

Live

Current Status
Live

4

The Women & Children service declared on 30 October that they have reached the trigger points for Obstetrics
middle grade rotas and Neonatal Nursing to enact temporary emergency changes. The fragility of Neonatal
nursing rotas had become increasingly fragile due to unexpected short term staff sickness and the inability to
recruit long-term or, identify available staff through agency working. A change to all consultant led deliveries at
the AH transferred to WRH at midday on Thursday 5 November for initially a period of 6 months. Any booked
Caesarean section births were also transferred to WRH. Following a review of the temporary changes in
February 2016 it was agreed that de-escalation triggers had not been met and that services would remain
centralised at WRH for a further 12 months until after consultation. Communications to stakeholders and public
sent.

Residual Risk

On-going

Paediatric workforce at the Alexandra Hospital remains fragile.
Triggers points met June 2016 and temporary emergency changes
17.3 planned to be enacted September 2016. Concerns over public
awareness and coordination of the new Urgent Care Centre at AH
in time for September 2016.

Controls planned or taken

Actions planned

Live

Temporary emergency changes to emergency surgery enacted.
17.2 Concerns over the sustainability of emergency changes if further
delays occur.

Quality & Clinical Sustainability SubCommittee

Due to delays trigger points have been met for Obstetrics and
Neonatal Services and all deliveries have been centralised at
17.1 WRH. Continual monitoring to ensure safety is maintained and
impacts on other services are minimised. Concerns over the
sustainability of emergency changes if further delays occur.

Quality & Clinical Sustainability SubCommittee

Risk Description

Quality & Clinical Sustainability
Sub-Committee

Risk
ID

Risk Owner

Current Risk Assessment

Last Updated: July 2016

4

16

4

4

16

Continued recruitment strategies should be undertaken both Nationally and Internationally. Continued
monitoring of Workforce numbers is required to determine trigger points where it may no longer be possible to
sustain the service and emergency measures need to be undertaken.

Last Updated

12

4

4

16

4

4

16

06/05/2016

4

06/05/2016

4

3

06/05/2016

On-going

The process
established by
the
reconfiguration
programme will
mitigate the risk,
however this
mitigation might
impact other risks
such as timelines

Implementation of a robust Appraisal process for Locum doctors to ensure quality and safety of services do not
become compromised. Continue to advertise nationally and internationally for a substantive workforce, by
making the posts attractive through advertising the proposed changes that will take place and building positive
reputation and confidence in sustainable services. Substantive adverts to be placed. The Women & Children
service declared on 30 October that they have reached the trigger points for Obstetrics middle grade rotas (and
Neonatal Nursing) to enact temporary emergency changes. All deliveries at the AH transferred to WRH (or
alternative providers) at midday on Thursday 5 November for a period of 6 months. Although this change has a
positive impact on workforce numbers and rota sustainability, the workforce remains fragile.

Risk Rating

On-going

The process
established by
the
reconfiguration
programme will
mitigate the risk,
however this
mitigation might
impact other risks
such as timelines

Impact

16

Increased communication and engagement across the workforce of the Trust and health economy to provide
details of the reconfiguration work currently being undertaken has started to take place in particular re the
Emergency Care Redesign Group. Reassurance that the model proposed will increase workforce numbers and
confidence in long term employment leading to delivery of high quality care and improvements to patient
experience. Discussions with neighbouring providers to be undertaken to confirm availability of capacity etc. to
support the continuation of existing services. Highlighting and communicating the positives of the CQC report
both internally and externally.

Likelihood

Planned Completion Date

Expected affect
on status of risk

On-going

4

Risk Rating

4

Impact

Quality & Clinical Sustainability SubCommittee

20

Due to the co-dependencies for Obstetrics and Paediatrics, both
services should continue to be located together. Therefore
should the paediatric service at AH become wholly unsustainable
and require emergency action this would also impact on the
obstetric and gynaecology service.

Likelihood

Current Middle Grade workforce levels covered by Locum
recruitment. Whilst the quality and safety risks continue due to
Locum filled rotas the Trust continues to make every effort to
recruit Middle Grade doctors both nationally and internationally.

Current Status

Quality & Clinical Sustainability SubCommittee

19

Live

Risk Owner

18

Organisational morale during the period up to and including
implementation of service changes has a high potential to
decrease significantly; this can lead to higher rates of staff
sickness and potential loss of high quality staff through
alternative employment arrangements (i.e. Resignation of A&E
Consultants: February 2015). Recruitment of new substantive
post holders is increasingly difficult due to uncertainties of future
service delivery and locations, and organisational reputational
damage. Though the Trust has now managed to secure adequate
workforce to maintain services for the foreseeable future. Issues
regarding workforce morale and ability to recruit will be further
exacerbated by the CQC, the national statutory regulator
declaring the Trust as inadequate.

Residual Risk

Actions planned

Live

Risk Description

Controls planned or taken

Live

Risk
ID

Quality & Clinical Sustainability
Sub-Committee

Current Risk Assessment

Last Updated: July 2016

Should reduce the
risk

Live

Last Updated

4

4

16

3

4

12

2

4

8

06/05/2016

FoAHSW Implementation Group (FIG) contingency planning and mitigating risks. FIG established to ensure if
further emergency changes need to take place they are planned with longer timescales. Partner organisations
would be given more notice on changes and would be given the opportunity to work with the Trust to mitigate
risks prior to changes being implemented.

8

06/05/2016

12

4

06/05/2016

4

2

06/05/2016

3

Risk Rating

Risk to be quantified by the three CCGs.

8

Local providers notified of the centralisation and requested to monitor unannounced attendances and booking
trends. During the first month (Nov 15) WAHT were asked to facilitate 6 transfers of care to other providers.
Warwick Hospital held an event in Redditch during December to attract maternity bookings as they have
capacity for an additional 300 births per year. Booking and delivery numbers at WAHT will be closely
monitored.

Impact

12

Actions planned

Likelihood

4

4

Risk Rating

3

2

Impact

Gynae elective surgery has been adversely affected by the temporary maternity changes due to bed
reconfiguration to manage maternity work load. Full utilisation minor operating at KTC/Evesham has taken
place. Efforts are being made to secure additional out of hours middle grade cover to allow further
intermediate operating at Alex site. Monitoring of elective cancelations and RTT compliance continues.

Likelihood

16

Current Status

Planned Completion Date

The inability of partner organisations and the wider health
economy to cope with the impacts of further emergency changes
at Worcestershire Acute Hospitals NHS Trust.

On-going

25

4

On-going

The ability to recruit GPs and the sustainability of current Primary
Care services could have a negative impact on the numbers
attending A&E and ability to recruit GPs to the county's Urgent
Care Centres.

4

Formal
reconfiguration of
services will
mitigate the risks
and allow robust
planning for
service delivery
and workforce

On-going

24

Formal
reconfiguration of
services will
mitigate the risks
and allow robust
planning for
service delivery
and workforce

On-going

Temporary maternity and neonatal changes have affected
physical bed capacity thus reducing elective gynaecology capacity
and increasing waiting times.

Expected affect
on status of risk

Live

23

Residual Risk

Live

Risk Owner

21

Temporary centralisation of maternity and neonatal services to
WRH site may lead to reduced maternity activity. Potential for
women to access care at other maternity providers both planned
and unplanned. These changes may have negative publicity for
both provider and commissioners.

Controls planned or taken

Live
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Sub-Committee
Sub-Committee

Risk
ID

Quality & Clinical Sustainability
Sub-Committee

Current Risk Assessment

Last Updated: July 2016

Closed Risks - Under monthly review

3

4

12

01/06/2016

4

4

16

01/06/2016

Last Updated

Risk Rating

16

Acute Trust have strengthened the review process in line with Monitor guidance
The number of patients waiting over 100 days are regularly monitored and discussed in CQR, as well as
performance meetings
WAHT have a review process that is in line with Monitor guidance and aligned to the requirements of the
CQUIN.
Activity reported on weekly by WAHT to Commissioning Team.
Monthly, long waiter monitoring. Fortnightly, telephone conferences, between Acute Trust and CCGs to discuss
cancer waiting times
Monthly meetings with Cancer Team to discuss performance issues.
Individual patients followed up by Cancer Commissioner, with WAHT to check progress till treated.
Remedial action plan due on 17/5/2016

Impact

16

Communications opened with Health Education West Midlands to express concerns and challenge proposals.
Julie Grant, NHS Improvement, has offered to broker discussions. Formal letter from Post Graduate Dean at
Health Education West Midlands confirming that a small number would be lost in August 2016 with the
majority deferred until August 2017. Potential for rotation of trainees suggested. Assurance given that services
would be sustainable in the short term and detailed analyses is taking place to put together plans for 2017.

Likelihood

Planned Completion Date

4

Actions planned

On-going

Impact

Current Status
Live

Likelihood
4

4

Residual Risk

On-going

Increases in cancer waiting times due to workforce issues. Cancer
patients on the 62 day cancer pathway breaching that threshold
then going on to wait more than 100 days for first definitive
treatment. Interdependencies with FoAHSW programme.

4

Controls planned or taken

Risk Rating

27

Notification from Health Education West Midlands of the
potential removal of anaesthesia and critical care training posts
from the Alexandra Hospital.

Live

26

Risk Description

Quality & Service Sustainability Quality & Service Sustainability
Sub-committee
Sub-Committee

Risk
ID

Risk Owner

Current Risk Assessment

Expected affect
on status of risk

Last Updated: July 2016

Timeline and agenda to be confirmed as soon as possible. To reiterate the importance of the report and
assessment being proportionate to the scope of the review. Early preparation of evidence for submission.

Should reduce the
risk

4

16

2

2

4

Last Updated

Should reduce the
risk

4

01/06/2016

Risk level to be assessed. Claire Marchant, Chief Executive, Worcestershire County Council, investigating
decision.
Funding confirmed for 2016/2017 and 2017/2018

Risk Rating

The process
established by
the
reconfiguration
programme will
mitigate the risk,
however this
mitigation might
impact other risks
such as timelines

Impact

A national directive to increase the Home Birth Team to meet the national choice agenda should be
implemented as soon as possible. It has recently been suggested that WRH could further increase their capacity
to accommodate a further additional 1000 births, by moving the Gynaecology service from its current location.
Plans should be considered by this sub-committee and presented to FoAHSW Programme Board before any
action to implement this is taken. An alongside MLU is now available to all Mums across Worcestershire based
on the WRH site. There has been a number of temporary overnight closures of the AH NNU due to short term
staff sickness and an inability to fill the shift at short notice. The transfer of Emergency Gynae cases to WRH
from AH has taken place. In week one, 21 women from Redditch were seen: 2 via Ambulance (1 x GP call and, 1
x patient call), 4 patients were admitted directly on the day. The Women & Children service declared on 30
October that they have reached the trigger points for( Obstetrics middle grade rotas and) Neonatal Nursing to
enact temporary emergency changes. A change to all consultant led deliveries at the AH will transfer to WRH at
midday on Thursday 5 November for a period of 6 months. Any booked Caesarean section births will transfer
to WRH. The fragility of 405 rotas has become increasingly fragile at short notice due to unexpected short term
staff sickness and the inability to recruit long-term or, identify available staff through agency working.

Actions planned

Likelihood

6

Planned Completion Date

16

Expected affect
on status of risk

Risk closed as services relocated to WRH site

2

Risk Rating

Impact

Likelihood
3

4

Residual Risk

Closed

Slippages in the Programme Timeline due to delays in the West
Midlands Clinical Senate Review process, including panel
availability, production and sign off of their final report.

4

Controls planned or taken

On-going

Closed

12

Live

Current Status

Quality & Clinical Sustainability SubCommittee

22

Formal notice received for Community Children's Nursing Services
provided by Worcestershire Health and Care NHS Trust. Funding
planned to cease on 1st April 2017. An enhanced Community
Children's Nursing offer forms a key element of the paediatric
model. Removal of funding for the service would potentially
undermine the paediatric element of the proposed clinical model.

Temporarily Closed 5/1/16

16

Obstetric and Neonatal services across the Trust remain
extremely fragile and mitigation is mitigating risk at the lowest
level; including the goodwill of a member of staff working
additional shifts to support the service from de-stabilisation. In
the event that greater than expected numbers of deliveries take
place this has the potential to temporarily close the service. An
operational business plan is currently being developed, together
with clearly defined trigger points which would prompt a request
for centralisation on patient safety grounds
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