Workshop Evaluation — rationale behind scores

C8: Centralise elective upper gastrointestinal to Cheltenham General Hospital (CGH) — Models G & H

Quality Pre Workshop - Evidence from Pre Workshop Scores | Pre Workshop Scorer Comments Workshop Scores ‘Workshop Scorer comments
What would be better What would be worse |Table 2 |Table 3 Table 7 |What would be better [What would be worse [Other comment |What would be better
1.1 What is the likely effect of this solutionon | No cancellations for planned care [A few patients who have had planned care and need  |Don't Know |Don't Know |SI Better Reduction in cancellations. [Reduction in cancellations is offset by Protected electives, away from EGS Deteriorating Pt, split site with EGS, 3 county centre, spec comm -
patients receiving equal or better outcomes of urgent re-admission might be admitted to GRH and |Concentration of experienced staff at looking after the deteriorating patient. The| would be beneficial (reduced risk of transfer risks Glos chosen as resection centre.
care? Supported by the findings of the New need to be transferred to CGH. lone location "deteriorating patient” model does not cancellations) Failure to rescue could lead to poor Enhanced recovery implemented
Zealand report Strategy 10 - Improving Planned patients who become unwell in hospital after ISlightly better for colorectal pts if |describe surgical input. There is an Reduced risk of SSI (Surgical Site loutcomes - 24/7 emergency 100 complex cases 25 - 30%
elective care through separating acute and  |their operation would not have on site access to the |centre established at CGH. Colorectal increased risk to patients safety. Infection) and MRSA Reduction in cancellations return rate
elective surgery, 2012. EGS team. |cases are increasing nationally, |Strategy 10 document suggests that high |Complication rate for upper Gl is high - [Existing cancer centre for S/West
The ‘deteriorating patient’ model would support all lespecially cancer, and more advanced Ivolume, non-complex cases are best suited| moving away from emergencies might  |(at GRH)
IThis would be evidenced by patient pathways|patients on the CGH site with 24/7 specialist care testing (genomic medicine) and o geographical separation from EGS make worse for access to out of hours [No benefit of centralisation, as.
and for cancer patients, the cancer patient  [including resident overnight ITU consultant cover. This treatments emerging. This will require Difficult to judge as unclear about the theatre / diagnostics. already centralised (to GRH)
experience survey. team would rapidly identify and liaise with the surgical different skills and competencies as Jability to staff the model with Consultant Would disrupt existine, effective, well
team in GRH, should review or surgery be required. well as support from AHPs, e.¢ land foundation year doctors so would this established pathways (and specialist staff|
While under the expert care of the deteriorating patient. dietitians. model we able to deliver improved quality leg ITU re Oesophageal patients)
lteam, a Standard Operating Procedure would define If dedicated theatre time for planned lof care? [Significant concerns around safety of a
[the clinical circumstances under which a surgeon would Isurgical lists this should improve wait | deteriorating patient out of
[travel to the CGH site, or the patient would be times for surgical pts. hours/weekends
|transferred to GRH
1.2 What is the likely effect of this solutionon | Dedicated planned care team protected from [No impact 'SI Better Don't Know Dedicated team - not called away to Elective patients are currently seen by the [1Werse [Significant concerns on model regarding |Significant concerns on model
patients being treated by the right teams with the |EGS demands. lemergencies. upper Gl team Isurgical cover overnight and at weekends|regarding surgical cover overnight|
right skills and experience in the right place and at For colorectal pts it is a clearer case to |- May be a hybrid model. and at weekends - May be a
the right time? Supported by the findings of the Royal assess. increase in major elective surgeries hybrid model
College of Surgeons — separating emergency For other surgical specialities it will |complication rates resulting in further  |Do all UGI patients get reviewed
and elective surgical care Report, September take time to establish especially with interventional surgery at weekends now?
2007. staff movement and upskilling.
requirements.
It should improve wait times.
1.3 What is the likely effect of this solution on Planned in-patients in upper Gl surgery CGH patients would need to be seen at weekends and  [Don't Know  |Don't Know (S| Better Weekend consultant review would |Evidence accumulating since 2007 that 5! Worse. [5! worse. [similar No w/e cover dependent on case mix.
continuity of care for patients? would have a dedicated specialist team led  |this would possibly require additional weekend not take place with current |separating planner from emergency care is Royal College guidance suggest
by a consultant week to week whilst Iworking. staffing levels effective if there is sufficient theatre, that this model may be
remaining under a single consultant’s care. If no Consultant available at staffing and support services capacity. Will contradictory to advice
[weekend to support board round  |be able to gain reputation as surgical
it difficult to comment on lcentre' for Gloucestershire.
impact on continuity of care
1.4 What s the likely effect of this solution on the |No impact No impact Simmifar Simmilar Simmilar simiac smitr simiar [FrBerar [separated from emergencies
opportunity to link with other teams and agencies
to support patients holistically?
1.5 What is the likely effect of this solution on the (Ward environment dedicated to planned care No impact S| Better Don't Know  [Similar |dedicated ward Planned care minimises disruption |No evidence to suggest capacity to deliver [S!Better [portKnow [Simitar [ol Better. Planned is ring-fenced New risk of transfer but can be
quality of the care environment? without being adversely impacted by the and disturbance which is this has been identified Benefits of being away from the done safely.
delivery of EGS particularly important to lemergency site.
dementia patients and those with
certain mental health conditions.
1.6 What is the likely effect of this solutionon  |No impact No impact [Similar [Similar [Similar Planned nature would mean advice etc. [smitar [smitar [simitar [smitar
encouraging patients and carers to manage self- |would be automatic.
care appropriately?
1.7 What s the likely effect of this solutionon | No impact Planned patients who become unwell in hospital after [Don't Know [s| Worse all specialised staff at one hospital tient: q rk needed on what happens to[SWose [t Deteriorating Pt, split site with EGS,
enabling patient transfers within a clinically safe their operation may require transfer to GRH (f stable). transfer re-admissions following surgery in terms transfer risks
e frame? The ‘deteriorating patient’ model would support al lof medical continuity/responsibility (Concerns over complex patients
patients on the CGH site with 24/7 specialist care Increased number of transfers between
including resident overnight ITU consultant cover. This sites for deteriorating pts? Will there be
Iteam would rapidly identify and liaise with the surgical |dedicated theatre time and expertise?
Iteam in GRH, should review or surgery be required. |OOH cover?
While under the expert care of the deteriorating patient.
[team, a Standard Operating Procedure would define
|the clinical circumstances under which a surgeon would
|travel to the CGH site, or the patient would be
|transferred to GRH
1.8 What is the likely effect of this solutionon  |No change to current as already centralised |An acute or deteriorating patient at CGH may require |Don't Know S| Worse Patients may require transfer, Presuming existing protocols for [siworse Can be done but could be more
enabling emergency interventions within a to one site (GRH). [transfer to GRH or the surgeon to travel to CGH. access to emergency theatre may  [deteriorating pt will be reviewed and complicated. More complex
ally safe time-frame? IThe ‘deteriorating patient’ model would support all be compromised revised if changes supported? patients.
patients on the CGH site with 24/7 specialist care |weekend issue of staffing may
including resident overnight ITU consultant cover. This prove a problem
lteam would rapidly identify and liaise with the surgical
team in GRH, should review or surgery be required.
[While under the expert care of the deteriorating patient
team, a Standard Operating Procedure would define
|the clinical circumstances under which a surgeon would
|travel to the CGH site, or the patient would be
|transferred to GRH
|Access to emergency intervention may be
compromised by lack of dedicated emergency theatre
in CGH
IThis would be evidenced by monitoring Key
1.9 Whatis the effect of this solution onthe [No impact For some patients there would be an increase in travel [Don'tKnow [s|Worse [slBetter [Itwillaffect pts, carers and staff if _[Increased travel times for some _[as the treatment is elective, prior planning [Smiar [imiar
ihood of travel time impacting negatively on |time to CGH for planned care admissions. This would |transfers between sites. If planned, |should not affect outcomes. by the patient and their family/carers
patient outcomes? not negatively influence patient outcomes. information should be provided to pts Ishould have taken place
re alternative travel available and car
parking costs.
1.10 What is the likely effect of this solution on  |Reduce the risk of cancellations to planned ~ (No impact |Similar Don't Know  |SI Better Fewer cancellations means less Out of hours cover is not in place [similar Reduced elective cancellations Lack of w/e planned review
patient safety risks? care. likelihood that patients' condition will |weekend cover issue could create |Separates from emergency services.
|deteriorate and become an emergency |safety concerns
|centralized staffing should improve
staff availabil




Access Pre Workshop Information Pack - Evidence from Workstreams | Pre Workshop Scores Pre Workshop Scorer Comments Workshop Scores Workshop Scorer comments
What would be better What would be worse [Table 2 [Table 3 Table7 |What would be better What would be worse Table2  [Table3  [Table6  [Table7  |Whatwould be better |What would be worse (Other comment

2.1 What is the likelihood of this solution meeting |Improve ability to achieve national waiting ~ |No impact Don'tKnow  [Don'tKnow [Similar: Improved waiting times [SBetter [t Better [t Better [smitar Reduced elective cancellations (Centralised now (at GRH) so largely ‘same|
the requirements of the NHS Constitution and The [time standards. Jas now’ but affects different cohort of
INHS Choice Framework? This would be evidenced by comparison with people

national standards and internal audit. Interdependencies noted

[Tech: robot in CGH (might need another
lone)

2.2 What is the likely effect of this solution on [N change to current as already centralised |No impact S| Better Similar S| Better no choice of hospital for the patient to decide [Smilar il [snlar [smitar
simplifying the offer to patients? to one site (GRH).
2.3 What is the likely effect of this solution on the [Travel analysis tc, but any service moving  |Travel analysis tbc, but any service moving from |Similar Similar Don't Know No TIA to determine exactly il 5l Worse: i [SiWorse Can be mitigated as planned. Further analysis on # required
travel burden for patients? from GRH to CGH willreduce travel times for [GRH to CGH will increase travel times for as the treatment i elective planning

residents of Cheltenham, the Cotswolds, and  |residents of Gloucester, the Forest of Dean and should have taken place before

some areas of Stroud and Berkley Vale. parts of Tewkesbury/Newent/Staunton admission
2.4 What is the likely effect of this solution on Improve ability to achieve national waiting ~ [No impact Similar Similar Improved ability to achieve national No true evidence to substantiate this [3 Better S Better 5! Better st etter. Reduced elective cancellations
patients' waiting time to access services? time standards. waiting times assessment

[This would be evidenced by monitoring Key Less cancellations dependant on allocated bed space

Performance Indicators (cancellations)
2.5 What s the likely effect of this solution on the See 2.3 See 2.3 Similar Similar s Worse further and more expensive for people in the S s [SWorse Further analysis on # required
travel burden for carers and families? west of the county and FOD
2.6 What is the likelihood of this solution No impact No impact Similar Similar Don't know [only one hospital to equip [t S Beter simic
supporting the use of new technology to improve
access?
2.7 What is the likelihood of this solution No impact No impact Similar Similar |What about cover at weekends (Similar Sl Worse [Smitar [Simitar No change
improving or maintaining service operating hours?
2.8 What is the likelihood of this solution Planned inpatient upper Gl service at CGH. |No planned inpatient upper Gl service at GRH. [Similar Similar Swapping single site from GH to CGH [Simir S S e
improving or maintaining service operating Remains on one site just a different
locations? one.
2.9 What is the likelihood of this solution having a |Further analysis required Further analysis required Similar Similar Similar further analysis required ELT R orttnw [ insufficient information
positive impact on equality and health inequalities
as set out in the Public Sector Equality Duty 2011
and the Health and Social Care Act 20122
2.10 What is the likelihood of this solution Growth modelling not yet available Growth modelling not yet available Don'tKnow  [Don'tKnow  |Don't Know [Smdlar [Doa't Know S Better st etter. linsufficient information
accounting for future changes in population size
and demographics?




satisfactorily taken into account and

Report?

the Fit for the Future Outcome of Engagement

8

Solutions inc p

« Re-open CGH ED overnight
* IGIS centralised to CGH site
+IGIS hub options

as a result of public feedback are:

will expect such service to be provided on both

sites.

Deli ili Pre Wo P Pack - Evidence from Pre P St Pre p Scorer Comments Workshop Scores Workshop Scorer comments
What would be better What would be worse Table 2 Table 3 Table 7 Mhat would be better What would be worse | What would be better |What would be worse |Other comment
3.1 What is the likelihood of this solution being |Subject to consultation and statutory notice |No impact Don't Know  [Similar Don't Know What is the timeframe? Currently Capacity moves to free up. Elective rota [some concerns around staffing Junior |Priorities 1) EGS 2) Daycase 3)
delivered within the agreed timescale? period, this option could be delivered within the model is undeliverable in terms cover. land lower grade rotas colorectal 4) Upper Gl
the agreed timescale. of staffing, theatre space Interventional Radiology would be |GRH is dedicated cancer centre;
[This would be evidenced by statutory available would we need to be re-
|timescales and indicative implementation Nutritional team would/could still laccredited or just 'lift and shift'
timetable. accompany on ward rounds to CGH?
Low priority on the list as already
benefits from centralisation
3.2 What s the likelihood of this solution meeting |No impact No impact Don'tKnow [Don'tKnow [similar, need to ensure sufficient trained _[Smiar simiac [Cancer centre - designated at
the relevant national, regional or local delivery staff are available (GRH - would this need to be
timescales? looked at again
3.3 What is the likelihood of this solution having |Bed capacity already exists to deliver this Insufficient foundation year doctors to provide |Don'tKnow  |Don'tKnow  |Don't Know Insufficient F1 staff. Insufficient [st worse [st worse. st Better [s1Worse
the implementation capacity to deliver? option 24/7 rota at CGH. Insufficient consultant consultants to provide weekend
Staffing capacity at middle grade medical | numbers to support weekend review (ward review of patients
staff level already exists to deliver this option.|rounds) of elective patients in CGH.
3.4 What is the likely effect of this solution on See 3.3 See 3.3 |Similar Don't Know ! worse similar |Staffing requirements F1 and
access to the required staffing capacity and consultants split across sites
capability to be successfully implemented?
3.5 What is the likelihood of this solution having |All support services for elective Upper GI The impact on access to Department of Critical |Don't Know  [Similar Similar st worse similar Theatre capacity?
access to the required support services to be currently exist at CGH site. Care would need to be assessed. DCC element, DCC transfer, IR
successfull plemented? hub
Genomics GRH Access to DCC
3.6 Whatis the likelihood of this solution having |No impact Beds and theatre capacity would need tobe [Don't Know _|SI Worse 51 Better [Theatre capacity is lacking [Swore [Bortknow, [oontknow, Theatre capacity required - req
access to the required premises/estates to be identified on the CGH site to deliver this option further modelling
successfully implemented?
3.7 What is the likelihood of this solution having  [No impact No impact |Similar S| Better [similar [similar [similar [similar No additional requirement
access to the required technology to be
successfully implemented?
3.8 Does this solution rely on other models of care |Agreed middle grade rota would pro Consultant on-call rota for elective centre would |Don't Know Don't Know Consultant and F1 rotas would need [SWerse [Don't Know st worse st worse |Staffing needed
/ provision being put in place and if so, are they |cover for planned care centre at CGH need to be agreed as insufficient consultant to be developed. Requires additional Significant interdependencies but
deliverable within the timeframe? numbers to support weekend review (ward staff insufficient info.
rounds) of elective patients in CGH (if EGS in
GRH).
Insufficient foundation year doctors to provide
24/7 rota at CGH.
Acceptability Pre Workshop Pack - Evidence from Pre Scores Pre Workshop Scorer Comments Workshop Scores Scorer
Table2 [Table3 [Table7 Table3 |Table 6 [Table7 comment
7.1 What is the likelihood that this solution has  [All solutions have been developed with reference to the Outputs of Engagement Report. Sl Better [Similar Similar Many respondents will have identified elective surgery cancellations as an issue though many sty

Pitch - c.f to current:
positive. Lack of data on deliverability.
A lot of upheaval for potentially less gain

(20-30%) (colocation with EGS)
In line with 'pure’ CoEx of Elective / Emergency Split

01d 'option 4" has been considered (full Eiective / Emergency split)
Benefits of EGS/EI split, but negatives is staff impact/workforce restrictions

Engagement Report - No specific questions but supports future of CGH
o clear clinical benefit to change; elective separation

Not really suggested/supported by UGI team (weekend rota/return to theatre ratio




Workforce Pre Workshop Pack - Evidence from Pre Workshop Scores Pre Workshop Scorer Comments Workshop Scores ‘Workshop Scorer comments
What would be better What would be worse [Table 2 able |What would be better Ehn would be worse Table2 |Table3 |Table6 _[Table?7
4.1 What s the lkely [Asing] provide and flexible use of |Potential for GRH Upper GI nursing staff to be reallocated _[Don't Know Don't Know [Better use of resources workforce, theatres |A single unit already exists. The [Fwarse s Jsworse [Spit from EGS Complex patients/specialist skills
improving workforce capacity d planned particularly theatres). from current wards. lefficiencies of single unit are offset by Not attractive to existing team, and  |(already in 1 place) and could risk loss of|
reducing the risk of temporary service changes? Specialist nursing teams would continue to be required to the inability to staff the elective and [would be hard to attract/retain new ~|cancer network status.
ISupported by the findings of the New Zealand report Strategy 10 |cover both sites, EGS rotas at F1 and consultant level people. Similar themes to Colorectal to CGH
|~ Improving elective care through separating acute and elective [This would be evidenced by staff establishment. if the unit is on a separate site from
Jsurgery, 2012.
Ineed for transport and staff parking at
|A single unit would deliver group working optimising the ability ceH
to cross cover and back il sessions
improved flexibility to cover unexpected absence.
4.2 What s the likely effect of this sol [seca1 Seea1 Don't Know Specialist nursing staff have significant [ Worse I Warse imiar [Spit from EGS reduces efficiency
optimising the efficient and effective use of workloads with patients undergoing both
clnical staff? panned and emergency care. Separation of
€65 from inpatient CR work will result in
inefficiencies with increased travel between
stes
Planned care without fear of disruption
4.3 What s the likely effect of this solutionon [No impact No impact [Similar —[similar [s| Better smar [ smar [
supporting cross-organisational working across the
patient pathway?
4.4 What s the likely effect of this solution on _[Option to expand the role of nurse specialists and practitioners _[No impact [SiBetter [Don't Know |Option to expand role of specialist nurses, [Fwers s [AWerse™ siir St from EGS
supporting the flexible deployment of staff and for delivery of planned care May be able to incorporate expanded roles
the g models? |Opportunity to introduce Physician to support for nurses within the team
the delivery of planned colorectal care within the timeframe
4.5 What s the likely effect of this solution on _|Ward environment dedicated to planned care without being _|Potentialfor existing GRH nursing staff to be reallocated S| Better _[similar _[Don't Know [Dedicated environment sl [miar [ [Spit from EGS
supporting staff health and wellbeing and their  [adversely impacted by the delivery of EGS from current wards. This could impact morale and staff Work load predictabity promotes stability
ability to self-care? [This would be evidenced by staff well-being metrics. Ihealth and well-being.
This would be evidenced by staff rotas and staff well-being
Imetrics.
4.6 What s the T [Ward to planned care without being | There may be some staff dissatisfaction in respect of staff _[SI Better _[Don't Know Workload predictability promotes stability Need to make the county an attractive _[Smir i s positve for Cheltenham staff negative for any GRH nurses
improving the recruitment and retention of ladversely impacted by the delivery of EGS would improve who prefer GRH as base. place to live. Affordable housing etc.
permanent staff with the right skills, values and |desirability to work as an upper Gl specialist
competencies? [The expanded/improved opportunities as described above in
terms of training and development and advancement of new
roles highy likely to have a positive impact on staff retention
Jand the ability to recruit new staff.
[This would be evidenced by staff rotas, recruitment and
retention metrics
4.7 What s the likely effect of this solution on |No change to current as already centralised to one site (GRH). _|No impact Don't Know [Similar Sl Better |Planned exposure to clinical procedures |If on a separate site from EGS this will FWorse—— [simitr smar [t Destabilise F1 rotas
retaining trainee allocations, providing ensures training needs will be met. reduce the learning experience. Feedback
opportunities to develop staff with the right skills, likely to be worse. Lack of viable F1 rota
values and competencies? puts retention of F1s at risk.
4.8 What s the likely effect of this solution on _|No change to current as already centralised to one site (GRH). _[Separation of planned Upper Gl from the EGS site would | Don't Know [Similar_[S! Better [Trainees and trainers may frequently be [FWers ™ e i [Fmir Education supervision split on 2 sites
maintaining or improving the availability of reduce time trainers and trainees are on the same sit. \working on different sites
rai -
role?
4.9 Whatis the likely [Ward to planned care without being | No impact [SiBetter [similar _[similar st [smiar [Fworse—[smiar Cancer status risk
enabling staff to maintain or enhance their Jadversely impacted by the delivery of EGS
capabilities/ competencies? This option would optimise the learning environment for all staff
410 What is the likely effect of this solutionon [see 4.1, 4.8, 4.9 No impact Don't Know [Similar Sl Better. ot e it [SmsLess cancellations better for a volume
enabling staff to fulfil their capabiliy, utiising all of activity
of their skills, and develop within their role?
411 What i the likely effect of this solution on _[Further analysis required Further analysis required Don't Know [Similar |51 Worse Need for ample transport and staff e oorinew—[smiar faviore Lower number of cancer P1s in this
the travel burden for staff? e.g. relocation time parking at hospital cohort so impact on CNS less so
and cost. (GRH - CGH but could offset.
[4.12 What s the likely effect of this solution on | No change to current as already centralised to one site (GRH). | No impact [Similar —[similar _[sI Better [Clinical supervision will be similar, smtar [mir TWorse s et
maintaining clinical supervision support to staff? leducational supervision will be
diminished




A4 - Re-open Cheltenham Emergency Department overnight, with corresponding transfer of capacity from GRH to CGH for acute medical admissions

overnight — Model C

ikelihood of travel time impa
patient outcomes?

negatively on

For some patients accessing services overnight, the
travel time to the ED may reduce. However the key
influence on patient outcome is the time from arrival
to being seen and treated by an appropriate clinician
with the right competencies. Arguably this will be
the same at both hospitals

Evidence; travel time analysis

at night

[Would result in confusion regarding
where paramedic & other emergency
lambulance staff take patients

1.10 What is the likely effect of this solution on
patient safety risks?

Existing difficulties in recruiting sufficient
medical and nursing staff. This would not be

improved with this option.

Evidence: 2 recruitment drives over the past year

did not result in recruitment

sl worse

[There would not always be appropriate
Isenior staff at CGH
Rotas will remain impossible to staff

If just ED resource then Pts
requiring full range of services that
attend CGH will need onward
transfer to GRH

Quality Pre idence from Pre Scores Pre Scorer Comments Scores Workshop Scorer comments
What would be better What would be worse Table 1 Table 5 What would be better Iﬂhﬂ ‘would be worse Other comment Table 1 Table 5 |What would be better What would be worse Other comment
1.1 Whatis the likely effect of this solution on | No better or worse than the current model. Small Don't Know  [SIWorse |t will be better for those in urgent A |It's clear that getting the right clinical | National guidelines are separation of emergency care [Worse [$1worse it can be staffed it would improve | Much lower throughput
patients receiving equal or better outcomes of [number of residents in the Cheltenham locality may and E need overnight but care s still [staff in CGH will not happen and to have two centres would not be feasible in terms Speciality service access not there
care? access EM services overnight more quickly, but this available overnight and statistics  [Staffing issues will affect patient care |of co and available staff. Anyone need emergency care may increase transfers to Glos
does not address the issues of access to specialist seem to indicate that there has been [lack of middle grade and senior staff to  |for life threatening conditions is likely to be blue Lack of senior medical practitioners
advice i mortality provide 24/7 cover at both CGH & GRH  ighted anyway. My caveat would be post op for worse. National standards for
Evidence — performance against 4 hour target [with the current system. There is insufficient demand, opening at |families to visit as this 'feel good helps recovery. sepsis, unwell children not met -
night would draw resource from GRH to ~[There must be good cause behind closing/ reducing the worse outcomes. Also no Gynae or
cGH €D from 8pm, surely if patient care being impacted was paeds on CGH. MH liaison team
The department cannot me staffed occurring or it was felt that patients were being put at capacity. Walk-in that are v unwell
lappropriately. Furthermore appropriate |risk- then surely it would have stayed open. | would better services at GRH; no 24 hr
support behind the ED will unlikely be  |need more information about patient care, before the MRI. Pts behaviours have changed
available meaning delayed and poorer  |ED closed versus reopening it. From reading the pack it already. Also negative impact on
standard of care suggests that there would not be enough staff to (GRH/ overall County compliance
provide adequate care.
1.2 What is the likely effect of this solutionon |see 1.1 SIWorse [S|Worse |Could lead to quicker diagnosis and _|It's clear that getting the right clinical | Dependent on other service reconfiguration [F1worse [F1worse
patients being treated by the right teams with the reduced hospital stay. staff in CGH will not happen Focusing acute unplanned care in one place s the only
right skills and experience in the right place and at If the full ED team is there overnight ~|Could be delays in accessing suitably |option with available resources.
the right time? there is a much better chance of |qualified specialisms 1 would expect the approach of getting it right first time
swifter and therefore better care. would reduce double handling, thus using time more
efficiently. The end result being that the patient
receives a good level of service and care
1.3 What is the likely effect of this solution on | Potentially this option may reduce the number of [Similar S Worse May increase transfers. Unlikely thata | There will be a mixture of less transfers from CGH at the|[S1Worse [F1worse
continuity of care for patients? residents in the Cheltenham locality being admitted single clinician would be availableto  |walk-in clinic but more within hospital once a patient is
overnight at GRH and transferred to CGH the next provide singular cover admitted. Hard to quantify and also figures should be
day. Evidence - patient transfers Specialties increasingly centraliseto | weighted by the impact of such a transfer
deliver high quality high volume care.  |Better on site care s clearly better but patients may
This will result in delay and increased |still be in the wrong place for their specialist needs.
transfer. think that emergency cardiac surgery would still need
to g0 out of county at night.
1.4 What is the likely effect of this solution on the |No impact No impact Similar [ongoing treatment based on different | Depends on where the other teams are but few [smitar [smitar No impact
opportunity to link with other teams and agencies sites (probably none) can appropriately staff services 24/7
to support patients holistically? |Again the lack of sufficient middle &  [supporting unplanned access to services on both sides
senior staff cover would compromise |of the county.
holistic care
1.5 What is the likely effect of this solution on the |No better or worse than the current configuration [Similar [similar [Managing two sites for 24 hours would _|Impossible to meet needs on two sites in a high quality [Smiar [smitar No change to physical
quality of the care environment? be harder timely fashion. environment
all aspects are seriously affected by
staffing issues
Two ARE departments would increase
the financial impact on all aspects of
care.
1.6 Whatis the likely effect of this solutionon | No impact No impact [Similar [Similar [Availability 24/7 of ED cover will mean _|Knowing that both hospitals are open 24h will mean _[smiar Not relevant for this cohort
encouraging patients and carers to manage self- that more minor illnesses & injuries will ~|patients don't try to hang on until morning to avoid
care appropriately? need to be treated at CGH due to lack of [going to Gloucester
patient understanding of the other
alternatives such as MIlU, GP, Pharmacist
1.7 What is the likely effect of this solutionon | No better or worse than the current model. This [Similar [SIWorse [Patients in the Cheltenham area More patients will need to be transferred |At night the distance between the two hospitals is not_[1Worse [$1Worse For urology and vascular pts at CGH will [Ifstroke patient in Cheltenham - | Assuming protocols are same as
enabling patient transfers wi option may reduce the number of residents in the [would access appropriate care sooner |Chaos across the county poor anyway, during the day blue lighted patients reduce transfers worse GRH for SWAST
time frame? Cheltenham locality admitted overnight at GRH and due to close proximity should not be seriously affect by traffic. with radiology, spec
transferred to CGH the next day IF they are taken to the right, most appropriate centre at GRH only incl stroke, paeds,
Evidence: patient transfers in the first place it would be better. The best place gynae & frailty so increase transfers.
might indeed be Cheltenham which is fine but i their Need to model # impact.
speciality is Gloucester then they are in the wrong
place
1.8 What is the likely effect of this solution on | No better or worse than the current model. Patients [There would not always be appropriate _|it would require specialist staff to be at both hospitals _[fIWarse [F1worse Takes longer to do a CT at CGH.
enabling emergency interventions within a requiring emergency care would receive the same senior staff at CGH 24/7 Cascade effect on resources, to
clinically safe time-frame? service lack of middle & senior staff cover for  [Better for the emergency intervention but not work well need to "open entire
24/7 working necessarily for immediate follow up. hospital". If not staffed and you fill
(Getting patients to services or clinicians it - worst of all
to patients will inevitable cause delay.
1.9 Whatis the effect of this solution on the Don't Know  [S| Worse |Less travel time for those in the East [smiar [$1worse Introduces risks

Introduces new risks
Negative impact on GRH rotas.
Impacts clinical risk




Access Pre ion Pack - Evidence from Pre Score: Pre Scorer Comments Scores Workshop Scorer comments
What would be better What would be worse Table 1 Table 5 Mhat would be better |What would be worse Table 1 [Table 5 | What would be better What would be worse Other comment
2.1 What s the likelihood of this solution meeting |Arguably this option would provide more Don'tknow [Similar Overnight choices limited with |1 personally think that a lot of confusions exits over what constitutes [SBetter [similr Pt choice not relevant to this
the requirements of the NHS Constitution and The |capacity to improve performance against this some patients having to go outside |'emergency’ care and the feeling is that the proposal is to remove service. Impact on 4 hr is in NHS
NHS Choice Framework? target the county accident and emergency care when in fact only true emergency car is constitution
Evidence: performance against 4 hour target departments split between two (impacted by the closure. . The overriding opinion of Cheltenham
hospitals within the county based patients is that CRH is a general hospital and should be kept as
such and for that reason not reopening reduces their choice. Whilst
recognising the local pride | believe it is however misplaced e.g.
pregnant mothers not wanting Gloucester on birth certificates as
Cheltenham is regarded as' superior’ This is however not a valid reason
for making a choice of venue. | believe that showing how the care
would be better, quicker etc. could re-educate
If ED treatment is quicker overnight in Cheltenham then great but the
follow up care needed might be in Gloucester. All depends on
individual medical demand. Even if CGH ED was open overnight then it
still might make more medical sense to go to Gloucester...or indeed
out of county.
2.2 What s the likely effect of this solution on | Potentially makes the offer simpler, as the SI Better Don'tKnow |Patients will know they can it is opened it stops patients having to think of options but this s Better Siabr If changed could simply message
simplifying the offer to patients? same service description. However some always go to their nearest would not necessarily improve care or flow. Wider education on these but can ED do everything that Pts
lemergency activity e.g. paediatrics, stroke hospital matters would help. need
and gynaecology would still go to direct to Maintaining two ED sites 24/7 is just what the public are demanding Current perception is that ED s
GRH given the engagement feedback closed from 20:00
Difficult for patient to weigh up the offer...they just want to be
mended
2.3 What s the likely effect of this solution on the | Travel analysis th, but services moving from |Service already in place so no increase in travel |S| Better Don'tKnow |Better for Cheltenham area Clearly less travel to get to nearest hospital, though this will be [SiBetter simita Depends on the presentation
travel burden for patients? Gloucester to Cheltenham will reduce travel ~|burden for patients in the Gloucester catchment residents reduced because some patients will need to be transferred to either +tive o -tive
time for residents of Cheltenham, the area. Gloucester anyway
Cotswolds, and some areas of Stroud and Itis purely dependent on the availability travel options of patients and
Berkley Vale. family. This could be overcome with sway increased 99 bus service
50 many different factors influence this issue
Outpatient services will not change. With the exception of a small
number of patients who live in walking distance of CGH, most will
have travel times for unplanned care but efficient service on arrival.
2.4 What is the likely effect of this solution on |See 2.1. No better or worse than current Don't Know ED waiting time may/would |Much harder to properly staff two |Itis possible that if only true emergency services are closed at [Swerse 1 Better May improve RTT If pulled from GRH, would be worse |Depends on staffing - not as
patients’ waiting time to access services? model for accessing specialist services reduce but | have no idea Cheltenham and correct triage is in place with supporting services e'g If fully staffed could lead to cancelled planned care |efficient.
how this would impact on |Unlikely to achieve waiting times | AMI that ED waiting times could be reduced. Referral to treatment, cGH
other waiting times. due to lack of middle & senior staff |especially with new electronic patient records could be faster with
24/7 specialist teams in place.
unable to staff and manage patient
flow.
2.5 What is the likely effect of this solution on the |See 2.3 See23 SI Better sI Better (Would reduce travel for [Admitted patients will be transferred to the most appropriate hospital [5Better [similr Asper2.3
travel burden for carers and fami Cheltenham area anyway and this will be the determining factor, rather than which ED
IF Cheltenham is nearer for they chose
the patient then it makes
sense to assume its easier
for relatives.
2.6 What is the likelihood of this solution No better or worse than the current option | No better or worse than the current option Don't Know Harder to resource two locations  |it would be wrong to assume that Gloucester would have better = e
supporting the use of new technology to improve cost implications and specialist [technology, it depends on the medical need and available technology.
access? staffing.
Cost of maintaining two A&E could
limit technological advancement
2.7 What s the likelihood of this solution This option would increase the service, Similar Don't Know Staffing issues The public is demanding 24/7 ED in CGH & perceive that CGH ED s [similr e Increase in hours
improving or maintaining service operating hours? |operating hours for a consultant led ED at Impossible to support busy out of |closed between 8pm & 8am currently If fully staffed
hours service on multiple sites. |Better because ED staff would be there but not necessarily other
follow up' staff. This issue could be the same in Gloucester
2.8 What is the likelihood of this solution No better or worse than current option No better or worse than current option S| Worse S| Worse Two easier than one for patients harder for staff S Better St Better If fully staffed adds location after
improving or maintaining service operating If you open and run an ED department it needs, by its very nature, to 20:00
locations? be staffed and equipped appropriately.
2.9 What is the likelihood of this solution having a | Further analysis required Further analysis required Similar Similar Both sites should be equally accessible. Transport is again key [simitar simitar
positive impact on equality and health inequalities This is something that would need to be more fully assessed bit
as set out in the Public Sector Equality Duty 2011 whatever happens may need additional accommodation and this
and the Health and Social Care Act 20127 would be more fundable on one site than both.
2.10 What i the likelihood of this solution Growth modelling not yet available Growth modelling not yet available Don'tknow |Similar will make us less able to cope with |Given the likely countywide population growth particularly in the over [SIWerse [simitar Reduces resilience
accounting for future changes in population 70's group more services will be required not less
and demographics?




Deliverability Pre Workshop Information Pack - Evidence from Pre Workshop Scores | Pre Workshop Scorer Comments Scores | Workshop Scorer comments
What would be better What would be worse Table 1 What would be better [What would be worse Table 5 |What would be better What would be worse Other comment
3.1 What s the likelihood of this solution being Based on experience over the past few years it will be [Don't Know Hard to recruit staff Not feasible without numerical evidence and Deliverability is subject to
delivered within the agreed timescale? difficult to recruit the staff needed to support delivery infrastructure inadequate  |feasibility studies recruitment (not easy). Clinical
of this model and no space to improve.  |Highly unlikely due to recruitment difficulties & view is unanimous and strong
Evidence: Recruitment rounds in 2019 unsuccessful in retention of existing staff feeling against solution. People
recruiting suitable candidates. would leave
NCAT report on Gloucestershire Hospitals May 2013
3.2 Whatis the likelihood of this solution meeting |No impact No impact Don't Know [There would not always be
the relevant national, regional or local delivery appropriate senior staff at
timescales? CGH
3.3 What is the likelihood of this solution having It is unlikely that there will be the implementation Hard to recruit staff [There appear to be unresolved issues about
the implementation capacity to deliver? capacity to deliver this option. This is linked to our lguaranteeing consistent stiffen levels through
historical difficulties to recruit. recruitment
Evidence: Recruitment rounds in 2019 unsuccessful in
recruiting suitable candidates. NCAT report on
Gloucestershire Hospitals May 2013; NHS Employers
Terms and Conditions of Service for NHS Doctors and
Dentists in Training (England) Updated 2019
3.4 What s the likely effect of this solution on See33 This seems to be an example of spreading Clear requirement for extra staff
access to the required staffing capacity and available assets to thinly to be viable in the to deliver. Recruitment is
y to be successfully implemented? short term ongoing issue across NHS and
Given the current recruitment and retention locally. A lot of effort and
issues it is highly unlikely that a 24/7 ED at CGH innovation expended. No
could be properly & safely staffed certainty in achieving.
3.5 What is the likelihood of this solution having |Additional support staff will be need to be recruited [we cannot support all services in all locations. CT lack of availability. Sub
access to the required support services to be to support this option overnight, This includes |An ED without appropriate support will fail. specialty not on site (Gynae, Obs,
successfully implemented? laboratory, diagnostic and portering staff Paeds and stroke)
3.6 What s the likelihood of this solution having  |It should be possible to accommodate this Similar Similar Both EDs currently exist. Splitting the load over [Similar [Simiter No change
access to the required premises/estatestobe |option within current estate. Some minor he two areas will make use of existing facilities
successfully implemented? works may be required No major changes required to premises at CGH
Evidence: Estates plan The space does not exist to develop everything
that is necessary.
3.7 What is the likelihood of this solution having  |No better or worse than current option 'Sl Worse Don't Know [Similar [Similar Staffing issue No change
access to the required technology to be If the facilities/technology are there to run
successfully implemented? during the day it should be able to run at night
although with greater use there will be greater
deterioration.
3.8 Does this solution rely on other models of care |Yes it would require a range of support services Don't Know  |Don't Know Per capita population we do not have the staff [StWorse [ Worse. Support services/radiology
/ provision being put i place and if so, are they providing overnight cover to achieve this. staffing
deliverable within the timeframe? more ED patients need more beds and urgent Transport for assessment
follow up care. The consequences of extending Impact on HR function to support
ED time are far reaching for other connected recruitment - significant
services
Acceptability Pre Workshop Information Pack - Evi from Wor Pre Workshop Scores Pre Workshop Scorer Comments Workshop Scores | Workshop Scorer
I Tablel |Table5 Tablel |[Table5
7.1 What is the likelihood that this solution has  |All solutions have been developed with reference to the Outputs of Engagement Report. SIWorse | Don't Know |Most of the 'pressure for this has been from 'interested sources' e.g an MP in a marginal seat  [similar Responds to engagement

satisfactorily taken into account and

the Fit for the Future Outcome of Engagement

Report?

to ions inc p

« Re-open CGH ED overnight
« IGIS centralised to CGH site
« IGIS hub options

as a result of public feedback are:

looking to be heard. From talking to people, and from his response in parliament it is clear that
possible downgrading and overall closure were confused. When the reality of it affecting only
those patients with life threatening problems, and children is explained the overall
understanding ad feeling is that level of care is more important than place.

The public will perceive this as a victorious result of their campaigns due to lack of
understanding of the complex factors that resulted in CGH ED becoming a nurse-led unit

overnight

Same position as in 2012 - same problems
Engagement Report - Vast majority of concerns was not closing CGH ED rather
than reinstatement. This solution was added in response.
Pitch - Considerable negative aspects across all domains




Workforce

What would be better

Pre Workshop Information Pack - Evidence from Workstreams

| Pre Workshop

Pre Workshop

What would be worse

4.1 What is the likely effect of this solution on
improving workforce capacity resilience and
reducing the risk of temporary service changes?

[Worse than current option. There have been
difficulties recruiting medical and nursing staff.

Evidence: NCAT report on Gloucestershire
Hospitals May 2013;Reconfiguration Report to
the Health and Care Overview and Scrutiny
Committee March 2014

4.2 What is the likely effect of this solution on
optimising the efficient and effective use of
clinical staff?

[Worse than current option as there will be a
need to extend medical, nursing and support
staff cover overnight at CGH.

Evidence: staffing establishment

4.3 What is the likely effect of this solution on
supporting cross-organisational working across the
patient pathway?

No better or worse than current option

No better or worse than current option

Don't Know {Don't Know

What would be better |What would be worse

Scorer Comments

Overnight cover relies heavily on staff
goodwill and availability of agency staff

Workshop Scores \

Workshop Scorer comments

|What would be better

Table1 |Table5

\What would be worse

Other comment

getting a fully effective fully trained staff
24/7 will be a challenge.

Staff work better when given a stable
environment, having to travel between hospitals
regularly is not sustainable

Inability to recruit. Already insufficient
staff for current service. Split site more’
difficult to manage

you will need to do much more multi
skilling. Not all staff want to be multi
skilled.

Blue and red team. See it first hand,. Never good.
|An institution should have similar things done by
similar people in similar ways in similar places.

As per 4.1

4.4 What is the likely effect of this solution on
supporting the flexible deployment of staff and
the development of innovative staffing models?

[Worse than current model as it will require
lgreater flexibility from staff to cover rotas on
both sites.

Similar

4.5 What is the likely effect of this solution on
supporting staff health and wellbeing and their
ability to self-care?

Likely to be worse than the current option.
|Already have existing gaps in middle grade rotas
and difficulties in recruiting medical and nursing
staff. Extending the rotas to include overnight at
CGH will place increasing pressure on staff.
Highly likely to adversely affect staff morale and
health and wellbeing.

Evidence: staff rotas

4.6 What is the likely effect of this solution on
improving the recruitment and retention of
permanent staff with the right skills, values and
competencies?

May support retention of nursing and other
staff in CGH.

Likely to be worse than current option. Already
experiencing difficulties in recruiting middle
lgrades. Likely to place greater pressures on
existing staff, which may affect staff retention.
Evidence: Current staff vacancies

4.7 What is the likely effect of this solution on
retaining trainee allocations, providing

to develop staff with the right skills,
values and competencies?

EM&AM — One of the drivers for change in
implementing the current model in 2013 was
the risk of losing trainee posts. It is therefore
likely that there will be a risk in securing and
retaining these additional posts

Evidence: NCAT report on Gloucestershire
Hospitals May 2013

of services will make this much
more challenging.

Staff will need to e more flexible over the two
locations, which is good and may help reduce
tribalism

No change

Staff surveys already highlight stress and
workload. | can't see this initiative improving this.

As per 4.1

Pressure on staff from multiple rotas

|Staff need stability and a supportive environment
not constant stress

Staff concern about not practicing to
acceptable standards

more wait for review/onward
management

Staff need confidence in a robust rota.
This solution increase pressure. Senior
decision maker on site. Vulnerability
and isolation.

Harder to staff two small EDs than one
larger one

sites make all aspects of training more
difficult

Specialist departments spread between two

It will open opportunities for new roles but this
comes with a cost and considerable time.

As per 4.1

Impact on ability to deliver to
professional roles especially trainees
Deanery - potential to refuse trainees
or not on split site. Jr Drs not fully
supported if no recruitment and staff
split across sites

4.8 What is the likely effect of this solutionon  |No change Don't Know [SI Worse Harder to train staff for staff two small EDs [The best trainers are the ones already doing the
maintaining or improving the availability of than one larger one liob, taking them out of the system leads to vital
trainers and supporting them to fulfil their training gaps.
role?
4.9 What is the likely effect of this solutionon  |No change Similar  [SI Worse If staff are willing to travel to centres specialising Less provision/ capacity impacts
enabling staff to maintain or enhance their in specific areas training could be better. General ability to enhance. Less opportunity
capabilities/ competencies? training is spread across wards not just in ED.
Great opportunities for staff but only with time,
money and willingness.
.10 What is the likely effect of this solution on _ |No change Highly likely to experience difficulty in the SIWorse  |S| Worse Harder to train staff for staff two small EDs Asper 4.9
enabling staff to fulfil their capability, utilisi recruiting of staff which in turn has the potential than one larger one, due to less
of their skills, and develop within their role? [to compromise ability to fully support and specialisation
develop staff.
4.11 What is the likely effect of this solution on | Further analysis required May be some staff dissatisfaction in respect of |5l Worse _ |S| Worse [There is a bus service between the hospitals [similar [similar Medical workforce already.
the travel burden for staff? e.g. relocation time staff who prefer CGH as base. My belief is that this would only be a real \work at CGH
and cost. problem for local staff who have specific person
ties e.g caring for elderly relatives with outside
carer, or school age children commitments if
outside care is time limited
4.12 What is the likely effect of this solution on More difficult, as this option increases the need |SI Worse  [SI Worse staffing issues make supervision difficult [ Worse

maintaining clinical supervision support to staff?

to provide supervision across twa sites.

lack of middle & senior staff




Revert to original Gastroenterology and Trauma & Orthopaedics configurations — Model A

Quality Pre Wo P - Evidence from Pre Workshop Scor Pre Workshop Scorer Comments | Workshop Scores Workshop Scorer comments
What would be better What would be worse Table4  [Table8  |Whatwould be better [What would be worse [other comment Table4  |Table8 |What would be better [What would be worse Other comment
1.1 Whatis the likely effect of this solution on Gastroenterology: |Gastroenterology Don't Know (S| Worse |Current benefits achieved by development would be St Worse. Improvements immediately for Ortho May need more bleed beds
ient: iving equal or better Some patients would be admitted more locally. I The benefits listed in the ‘workshop information pack’ summary lost. It appears to be a retrograde step, I Trauma incorrectly sent to CGH Difficult to apply single score
care? lwould be lost— with less Consultant time available to provide |So many things would be lost that impact on the good avoided to all 3 domains .. Gastro,
Trauma & Orthopaedics: Ispecialist services including endoscopy. Specialist care would be loutcomes, waiting times would increase and staff | Trauma, Orthopaedics
Some patients would be admitted more locally. diluted, impacting on the waiting times for patients and staff satisfaction would go down. the only good thing might Would have not much impact
morale. be some patients would travel less far, but that would on emergency but would be
| Trauma & Orthopaedics: be very few patients. worse for electives
I The benefits including reduced elective cancellations and daily
input to trauma patients would be lost.
1.2 What is the likely effect of this solution on |Gastroenterology: |Gastroenterology: Don't Know (S| Worse Dilution of skills across two sites and loss of specialist Sl Worse:
patients being treated by the right teams with the |Some patients would be admitted more locally. Data [Reversing the pilot would reduce the likelihood that patients with clinicians availability is reduced.
right skills and experience in the right place and at |shows that just less than one patient a day would not |Gastroenterology problems would see a specialist, as the there would be a reduction in the number of patients
the right time? be transferred to CGH. Ispecialists would need to spend more time seeing patients with that would see specialists higher number of
lgeneral medical patients. Specialist nursing care would also be [cancellations to accommodate for trauma and some
Trauma & Orthopaedics: diluted. trauma patients waiting longer.
[Some patients would be admitted more locally. 767  |Trauma & Orthopaedics:
per year would have trauma surgery at CGH and 481  |Yes, the benefits listed in the section above would be lost e.g.
patients per year would have elective surgery at GRH. [number of elective cancellations would rise. Trauma patients.
lwould wait longer for surgery and the continuity of care would be
lost
1.3 What is the likely effect of this solution on Gastroenterology: |Gastroenterology: Don't Know  |S| Worse It would appear that there would be |Access to a specialist is reduced st Better st Worse: If revert back elective services  |Emergency - Pros and cons
continuity of care for patients? Reversal would bring no improvement to continuity of |Continuity of care could be adversely affected if the pilot was fewer transfers between hospitals for [Patients would be less likely to see a senior specialist. would be worse
care reversed, with fewer patients seeing a specialist. patients, and also reduced travel
Trauma & Orthopaedics: Trauma & Orthopaedics: times for both patients and carers.
Reversal would bring no improvement to continuity of |Continuity of care could be adversely affected if the pilot was
care reversed, particularly in trauma with fewer patients seeing a senior|
specialist daily.
1.4 What is the likely effect of this solution on the |No impact No impact Don't Know  [Similar [with both being across two sites community services [Don't know [Don't know
opportunity to link with other teams and agencies would need two teams to support discharges
to support patients holistically?
1.5 What is the likely effect of this solution on the |Gastroenterology: |Gastroenterology: Don't Know  |S| Worse less specialist care provided [siWorse [sTWorse: For planned services, not as
quality of the care environment? Nothing Reversing the pilot, would mean Gastroenterology patients once sure for emergency services
Trauma & Orthopaedics: lagain being spread across site and cared for in less specialist
Nothing lenvironment.
| Trauma & Orthopaedics:
Reversing the pilot, would mean Trauma & Orthopaedic patients
lonce again being spread across site. The change in environment
Iwould make the elective arthroplasty (joint replacement) patients
more likely to be cancelled for winter pressures.
1.6 What is the likely effect of this solution on No impact No impact Don't Know  [Similar neither of these relates to self care [Simitar [Simitar
encouraging patients and carers to manage self-
care appropriately?
1.7 What is the likely effect of this solution on Gastroenterology: |Gastroenterology: |Similar Similar Documents indicate little impact
enabling patient transfers within a clinically safe  [Minimal change- as reliable methods to transfer Minimal change. Existing protocols with ED not much change because there are
time frame? patients to CGH are in place Trauma & Orthopaedics: already methods for transport where
Trauma & Orthopaedics: Minimal change. needed.
Minimal change- as reliable methods to transfer
patients to CGH are in place
1.8 What is the likely effect of this solutionon | Gastroenterology: |Gastroenterology: Don't know  |S| Worse [wait times for trauma would increase, daily review lost st Worse: [Trauma going back would be |Services need to be evaluated
enabling emergency interventions within a There would be no benefit from reversing the pilot, as [Spreading consultants and junior doctors across two sites; means lalthough there could be a requirement for increased worse seperately
ally safe time-frame? the capacity released through the pilot has enabled  |that there would be a detrimental effect to emergency care trauma capacity which could be done trough having Ortho going back would be
greater provision for emergency Gastroenterology  [Trauma & Orthopaedics: both sites with the same work, spreading staff across worse
procedures on both acute hospital sites. |The continuity and availability to sub specialty care would be lost two sites could reduce continuity of care, longer wait Gastro slightly better/same
Trauma & Orthopaedics: land wait times for specialist trauma would increase. Also the times and lack of daily review.
There is currently a concern that there is sufficient lguarantee of a daily review would be lost.
trauma theatre capacity. In the pilot capacity was
increased from 29.5 lists a week to 32. However the
[demand has risen in the past two years.
1.9 What s the effect of this solution on the Gastroenterology: (Gastroenterology: Don't know  [Similar [Slightly longer travel times for patients from the East, |stopping patients to be admitted closer to [similar
likelihood of travel time impacting negatively on  [There has been no evidence that this is the case in the [Reversing the pilot would enable some patients to be admitted more than mitigated by better clinical outcomes home doesn't appear to have better
patient outcomes? years since the beginning of the trial closer to home, but there has been no evidence that this has outcomes for this particular situation
Trauma & Orthopaedics: lcaused problems during the trial
There has been no evidence that this is the case in the
years since the beginning of the trial | Trauma & Orthopaedics:
IThere has been no evidence that this is the case in the years since
the beginning of the trial
1.10 What is the likely effect of this solution on | Gastroenterology: (Gastroenterology: Don't Know  |S| Worse it would clearly negatively impact on staffing levels, st Worse:
patient safety risks? No risks identified since implementation, or Reversing the pilot would see a rise in endoscopy waiting times morale and the ability to recruit and retain skilled staff.
anticipated from continuing the change land a reduction in the specialist Gastroenterology services for rise in waiting times, reduction of specialist services and
Trauma & Orthopaedics: patients. winter pressures
No benefits to pilot reversal. Initially more support for [Trauma & Orthopaedics:
junior doctors at CGH but this has been resolved. Yes, the current process is working well and teething issues have
been resolved. However the unexpected increase in trauma does
lead to pressure during peak demand.
I The elective surgery that remains at GRH is adversely affected by
winter pressures and cancelation of surgery and there is a case for
more elective surgery to transfer to CGH.




Access Pre ion Pack - Evidence from Pre Scores Pre Workshop Scorer Comments Scores Workshop Scorer comments
What would be better What would be worse Table 4 Table 8 |What would be better What would be worse Table4  |Table8 be better be worse Other comment
2.1 What is the likelihood of this solution meeting |Gastroenterology: Gastroenterology Don'tknow [Similar No apparent change. [imile [SiWore more cancellations Offer to patients - cannot
the requirements of the NHS Constitution and The |No change No change give 1 answer for so many
NHS Choice Framework? Trauma & Orthopaedics: Trauma & Orthopaedics: aspects
No change No change wait times - elective worse.
Emergency slightly better
2.2 Whatis the likely effect of this solutionon | No impact No impact [Similar [similar could make it more confusing [sitar simiar Inequalities too complex to
ing the offer to patients? for patients to have choice give simple answer
between two sites.
2.3 What is the likely effect of this solution on the |Gastroenterology (17/18 pre-pilot analysis) Gastroenterology (17/18 pre-pilot analysis) [Similar [similar some patients would have an [setter siBetter [More locations but worse
travel burden for patients? Reduced travel time for residents of Cheltenham — both  [Increased travel time for residents of Gloucester, Forest of Dean and improved time to travel as they wait times
car and public transport. I Tewks/Newent/Staunton if driving. All of the above plus Stroud/Berkley Vale would be admitted closer to
Orthopaedics (17/18 analysis) if travelling by public transport. home
Improved travel time for residents of Cheltenham and the | Mitigated by early senior review which means fewer emergency patients are
Cotswolds. transferred than this analysis anticipated
Orthopaedics(17/18 analysis)
Trauma (17/18 analysis) Increased travel impact for residents of Gloucester, Stroud/Berkley Vale and
Positive impact for residents of Gloucester and Forest of |Forest of Dean.
Dean. Trauma (17/18 analysis)
Patients in Cheltenham, North and South Cotswolds would be negatively
impacted if they were travelling by public transport. This is unlikely for
trauma patients admitted to hospital.
2.4 What is the likely effect of this solutionon | Gastroenterology: Gastroenterology Don'tknow [similar longer waits, non com, Por'tknow I \ay be slightly better Planned care worse
patients waiting time to access services? No change from present Waits for outpatient and endoscopy procedures would get longer, with non- cancer targets, IARE Better
Trauma & Orthopaedics: compliance for RTT and cancer targets. longer waits, winter pressure
No change from present Trauma & Orthopaedics: effects worse.
Worse as the winter pressures are more problematic at GRH and more
elective cancellations would occur. Also sub-specialty trauma surgeons
would be working on one site only and therefore longer waits for highly
specialised surgery may reoccur.
2.5 Whatis the likely effect of this solution on the |Gastroenterology: Gastroenterology: [Similar Similar most trauma would not be using [t eter [bortKnow
travel burden for carers and families? See23 See23 public transport, but their
Trauma & Orthopaedi Trauma & Orthopaedics: families and carers might, and
See23 See 2.3~ impact is greater for carers and families who may be reliant on this could improve traveling
public transport for visiting times for them
2.6 Whatis the likelihood of this solution Gastroenterology: Gastroenterology: [Similar Similar [Siar [Simiar
supporting the use of new technology to improve |No change No change
access? Trauma & Orthopaedics: Trauma & Orthopaedics:
No change No change
2.7 What is the likelihood of this solution Gastroenterology: Gastroenterology: Don'tknow || Worse Longer waits e e
improving or maintaining service operating hours? |No benefit, emergency patients would wait longer Both emergency and elective patients would wait longer g times would increase
Trauma & Orthopaedics: Trauma & Orthopaedics:
There would be no benefit in fact this option would be  {There would be no benefit in fact this option would be poorer; reverting to
poorer; reverting to less out of hours operating and ward less out of hours operating and ward round
rounds
2.8 What is the likelihood of this solution Gastroenterology Gastroenterology Don'tknow |Don't Know any benefit for having both sites [setter =
improving or maintaining service operating If reversed there would be an Inpatient provision on both |Waits for endoscopy procedures and outpatient appointments would would be taken away from longer
locations? sites, but the overall specialist service would be reduced. |increase. waiting times and poorer service
Trauma & Orthopaedics: Trauma & Orthopaedics:
If reversed there would be an Inpatient provision for both [If reversed there would be an Inpatient provision on both sites but the
trauma and elective surgery on both sites but the service |service would be worse for all. Waits for trauma surgery would increase
would be worse for all.
the likelihood of this solution having a |Gastroenterology: Gastroenterology: Don'tknow [similar Can't see any indication that it would have a detrimental _[PontKnow [Don'tKnow [Too complex
pact on equality and health inequalities | Further analysis required Further analysis required effect though 22 T and O on West side of County is located
as set out in the Public Sector Equality Duty 2011 |Trauma & Orthopaedics: ITrauma & Orthopaedics: closer to higher concentration of deprived
and the Health and Social Care Act 20127 Further analysis required Further analysis required it could allow for easier access for the most vulnerable, but
that would be access to a poorer service. Needs evidence
for lack of access for the most vulnerable.
2.10 What is the likelihood of this solution Gastroenterology Gastroenterology Don'tknow [similar 2 1t's likely that the current pilot can cope better with  [#Wore por'toaw

for future changes in population size
and demographics?

Growth modelling not yet available
Trauma & Orthopaedics:
Growth modelling not yet available

Growth modelling not yet available
Trauma & Orthopaedics:
Growth modelling not yet available

growth than reversing it.




Deliverability Pre Workshop Pack - Evidence from Workstreams Pre Scores Pre Workshop Scorer Ct Workshop Scores Workshop Scorer comments
What would be better What would be worse Table 4 Table 8 What would be better |What would be worse Table4 [Table8 |What would be better What would be worse Other comment
3.1 What is the likelihood of this solution being Gastroenterology Gastroenterology: Don't Know  [Don't Know It sounds like it would take st Worse [Don't Know Staffing for T&O would be
delivered within the agreed timescale? There is currently no agreed timescale It would take a 6 month period to work up and would impact significant reconfiguration difficult to provide on both
Trauma & Orthopaedics: other services and reduce beds in medical wards at GRH sites
There is currently no agreed timescale Trauma & Orthopaedics Support services would need
It would take a 6 month period to work up and would impact on to duplicate on both sites
ED delivery
3.2 What is the likelihood of this solution meeting |No impact No impact Don't Know  |Don't Know [Similar sl Worse: increased cancellations
the relevant national, regional or local delivery
timescales?
3.3 What is the likelihood of this solution having |Gastroenterology: Gastroenterology: Don'tKnow  |Don't Know there is nothing to deliver asitis  [smilar [pon't Know
the implementation capacity to deliver? Already delivering Already delivering already happening.
Trauma & Orthopaedics: Trauma & Orthopaedics:
Already delivering. There are initiatives that would ~|Already delivering
further improve the service e.g. more imaging in
theatre. However this would be needed regardless of
Wwhich sites the work is undertaken.
The pilot does mean that if an elective patient at
CGH i cancelled at the last minute the space cannot
be backfilled with a trauma patient. Conversely it
has reduced the high number of elective patient
cancellations for trauma patients.
3.4 What i the likely effect of this solution on Gastroenterology: The Gastroenterology Consultant team have been able to focus ~ [Don't Know  [SI Worse Already implemented reverting to a previous T D) ED rota
access to the required staffing capacity and Already delivering, there are no benefits to pilot |on specialist work. Prior to these changes, the Consultants had to unsatisfactory model
capability to be successfully implemented? reversal care for a large number of patients from a mixture of medical loss of ability to specialise and
Trauma & Orthopaedics: specialties. This impacted on the time that they had available to develop specialised care
Already delivering, there are no benefits to pilot |provide specialist Gastroenterology care (such as outpatient
reversal clinics and endoscopy services). The ability to spend more time
providing specialist care has improved staff morale. This would
be reverting to the previous unsatisfactory state if the pilot was
reversed.
Trauma & Orthopaedics:
The benefits and improvements described above to nursing, and
iunior doctor rotas would be reversed.
3.5 What is the likelihood of this solution having |Gastroenterology: Gastroenterology: Don'tKnow [Similar already in place [smilar Simitac
access to the required support services to be Already delivering Already delivering
successfully implemented? Trauma & Orthopaedics: Trauma & Orthopaedics:
Already delivering Already delivering
3.6 What is the likelihood of this solution having  |Gastroenterology: Gastroenterology: Don't Know  [Similar already in place however [Similar [Don't Know Don't know who has gastro
access to the required premises/estates to be Already delivering Already delivering reversing the changes might take beds etc
successfully implemented? Trauma & Orthopaedics: Trauma & Orthopaedics: some change due to rising
Already delivering Already delivering demand
3.7 What is the likelihood of this solution having |Gastroenterology: Gastroenterology: Don'tKnow [Similar could mean that more equipment o [oon't know
access to the required technology to be Already delivering Already delivering will be required to spread across
successfully implemented? Trauma & Orthopaedics: Trauma & Orthopaedics: two sites.
Already delivering Already delivering
3.8 Does this solution rely on other models of care : Don't Know  |Don'tKnow  |Already in place [Similar Si Worse Other services have moved in
/ provision being put in place and if so, are they  [Already delivering Already delivering
deliverable within the timeframe? Trauma & Orthopaedics: Trauma & Orthopaedics:
Already delivering Already delivering
Acceptability Pre Workshop Information Pack - Evidence from Workstreams Pre Workshop Scores Pre Workshop Scorer Comments Workshop Scores Workshop Scorer
[ Table4 [Tables Table4 [Table 8
7.1 What is the likelihood that this solution has No impact as this solution was not specifically addressed during the Fit for the Future Don't Know |Similar there are very good arguments put in place to keep the pilot as it is. Eleas Don't Know

satisfactorily taken into account and responded to
the Fit for the Future Outcome of Engagement
Report?

engagement phase.




Workforce Pre Workshop ion Pack - Evidence from Pre SDoresl Pre Scorer Comments Scores Workshop Scorer comments
What would be better What would be worse Table4 [Table8 |Whatwould be better What would be worse Table4 [Table8 |What would be better |What would be worse Other comment
4.1 What is the likely effect of this solution on Gastroenterology: Gastroenterology: Don't Know |SI Worse negative impact on staff morale, staff 5! Worse. Could be significanity worse
improving workforce capacity resilience and Nothing The benefits described above would be lost, with a reduction in staff morale confidence, change for change sake! Rotas were key driver for change
reducing the risk of temporary service changes?  |Trauma & Orthopaedics: and a potential impact on recruitment. reduction in staff morale, spreading staff already disrupted team. Those upset
A survey was carried out with staff after the pilot. |Trauma & Orthopaedics: more thinly with new location would have left
The benefits described above would be lost
4.2 What s the likely effect of this solutionon | Gastroenterology Gastroenterology: Don't Know [SI Worse: dilution of specialist clinicians skills to be used Jstwerse:
optimising the efficient and effective use of None The benefits described above would be lost. More Consultant time would be across general areas
clinical staff? | Trauma & Orthopaedics: used to provide general care, impacting on the overall efficiency of the specialists doing more general care or other
None Gastroenterology team to provide specialist care and services. care
Trauma & Orthopaedics:
The benefits described above would be lost
4.3 What is the likely effect of this solutionon  |Gastroenterology: Gastroenterology: Don't Know [Similar less good morale, less training opportunities. [iwerss pot know
supporting cross-organisational working across the |None The benefits described above would be lost
patient pathway? Trauma & Orthopaedics: Trauma & Orthopaedics:
None The benefits described above would be lost
4.4 What is the likely effect of this solutionon  |Gastroenterology: Gastroenterology: Don't Know [l Worse: current innovations would be lost [StWorse: [stWorse
supporting the flexible deployment of staff and ~ |None The benefits described above would be lost. There would be reduced it would result in the consultants doing two
the development of innovative staffing models?  Trauma & Orthopaedics: flexibility for the Gastroenterology team to adapt to rising demand for ljobs both poorly.
None services.
Trauma & Orthopaedics:
The benefits described above with a dedicated period working on trauma
would be reversed and there would be a return to a conflicted care model
where a consultant is responsible for patient care when rostered to other
duties.
4.5 What is the likely effect of this solution on Gastroenterology: Gastroenterology: Don't Know |SI Worse poor morale and decrease in wellbeing so
supporting staff health and wellbeing and their  |None The benefits previously described with staff unable to concentrate on back to struggling to recruit.
ability to self-care? Trauma & Orthopaedics: specialist work, quality of care would decrease with an impact on morale.
I The new ‘attending’ call rota is more demanding for [Trauma & Orthopaedics:
consultants but is undertaken less than 3 timesa |If reversed the benefits in patient care would be lost and there would be an
year. impact on morale for all staff groups.
4.6 What is the likely effect of this solutionon | Gastroenterology Gastroenterology: Don't Know [Don't Know recruitment has improved since the pilot, so
\proving the recruitment and retention of None The benefits described above would be lost. Recruitment would become reversing it would be doing away with that.
[permanent staff with the right skills, values and  |Trauma & Orthopaedics harder, as posts with reduced time to deliver specialist services are less
competencies? None popular with applicants.
Trauma & Orthopaedics:
Since the pilot there has been an improvement in recruitment for nursing and
specialty doctors. A reversal would be likely to affect this adversely.
4.7 What s the likely effect of this solutionon | Gastroenterology Gastroenterology: Don't Know [S1 Worse: previous configuration had poor feedback Issue in ED
retaining trainee allocations, providing None The benefits described above would be lost. Previous trainee feedback was Iwhich seems to have turned around. It is
opportunities to develop staff with the right skills, |Trauma & Orthopaedics: poor, due to service pressure and frustration about lack of time for specialist important for trainees to get the appropriate
values and competencies? None training. experience, if they don't then they won't
Trauma & Orthopaedics: come to Glos to train.
unior Doctors feedback from the deanery was poor in GRH due to heavy
workload and patchy supervision. Latest reports are good at both sites and it
is believed that the dedicated consultant on trauma allows vastly improved
supervision and teaching. As a result of this the service has been allocated an
additional GP trainee. These advantages would be lost if the pilot were
reversed
4.8 What is the likely effect of this solution on Gastroenterology: Gastroenterology: Don't Know |SI Worse as above, harder to train across multiple sites [ Warse [ Warse.
maintaining or improving the availability of None The benefits described above would be lost. Previous trainee feedback was
trainers and supporting them to fulfil their training | Trauma & Orthopaedics: poor, due to service pressure and frustration about lack of time for specialist
role? None training
Trauma & Orthopaedics:
The benefits described in 4.7 would be lost if the pilot was reversed. Previous
trainee feedback was poor, due to the structure of the service and frustration
about lack of time for specialist training
4.9 What s the likely effect of this solutionon | Gastroenterology Gastroenterology: Don't Know [Similar lack of time to train and improve [Siwerse [stwerse:
staff to maintain or enhance their None The benefits described above would be lost, with a reduction in specialist staff
ies/ competencies? I Trauma & Orthopaedics: competencies due to reduced time spent providing specialist care.
None Trauma & Orthopaedics:
If the pilot was reversed allocated training time would be lost.
4.10 What is the likely effect of this solution on | Gastroenterology Gastroenterology: Don't Know [SI Worse: as above JstWorse
enabling staff to fulfil their capability, utilising all |None The benefits described above would be lost. Currently the team are able to
of their skills, and develop within their role? [ Trauma & Orthopaedics: dedicate their skills to patients within their specialty and provide better
None quality of service and improved training.
Trauma & Orthopaedics:
Currently sub specialties are working together, this allows for dedicated
teams to undertake sub specialist work, also for support areas e.g. theatres to
be able to rationalise equipment and ensure a better service. This would be
lost if the pilot were reversed.
4.11 What is the likely effect of this solution on | Gastroenterology Gastroenterology: Don't Know [S1 Worse: possible that staff that have settled on one Por'tknow —[pon'tknow
the travel burden for staff? e.g. relocation time  [Further analysis required Further analysis required site will be uprooted to another decreasing
and cost. I Trauma & Orthopaedics: Trauma & Orthopaedics: morale and job satisfaction
Further analysis required Further analysis required
4.12 What is the likely effect of this solution on | Gastroenterology Gastroenterology: Don't Know |51 Worse: all the good things that the pilot has done [Siwerss [stwerss
maintaining clinical supervision support to staff?  [None, it would be detrimental The benefits to recruitment and junior doctor feedback would be lost. \would be lost
Trauma & Orthopaedics: Trauma & Orthopaedics:
None, it would be detrimental The benefits to nursing and medical recruitment and junior doctor feedback
would be lost.




C3: Centralise Emergency General Surgery (EGS) to Gloucestershire Royal Hospital (GRH) - Models B & H
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Pre Workshop

0P Score

Table 3 [Table 7 |Table 4 [Table 8

7.1 What is the likelihood that this solution has

and resp
the Fit for the Future Outcome of Engagement
Report?

[All solutions have been developed with
reference to the Outputs of Engagement
Report. Solutions included/adapted as a
result of public feedback are:

« Re-open CGH ED overnight
« 1615 centralised to CGH site
« 1GIS hub options

Know [Know |Know

Don't [Don't [Don't |SlBetter

Pre Workshop Scorer Comments

if promoted correctly to the general public this should be seen to be a positive change that is in

line with One Gloucs & ICS initiatives

Workshop Score

Workshop Scorer comments

comment

Table 2[Table 6 |Table 3 |Table 7 |Table 4 |Table 8
[SWorse [similar [siget

tter[siBetter [on'tknow [oon'tKnow

slightly worse

All Gl surgeons agree

Relationship with CGH ED unknown

Engagement - Anxiety re changes at CGH. Is the bed base sufficient. Impact on
travel and choice. Solution Fits with CoEx approach. Issues addressed

Pitch - strongly positive message, outweigh negatives

Well received at Citizens Jury
Concern about loss of services at CGH

Engagement Report - limited questions in report

Pitch - Tough decision but status quo not acceptable. Use of resources for better
services. Unanimity of consultants for this solution. Linked to emergency for Paeds
Public - need to reassure, provide evidence, mitigations for any disadvantage,
offset by improved outcomes.

People opposed in engagment but those who have reviewed it are fully supportive
strong feedback about availability on both site split between don't know and
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A3: Centralise complex emergency medical admissions to Gloucester (undifferentiated patients). Increase pathways for direct emergency admissions to
specialties in Cheltenham (differentiated patients) — Models D, F & G

Quality Pre Workshop Information - Evidence from Workstreams ‘ Pre Workshop Scores. Pre Workshop Scorer Comments ‘Workshop Scores. ‘Workshop Scorer comments.
[blel  [tables  [tables [rables [rable7 o8 |What would be better TWhat would be werse [Tblel  [Tables [rableds  [Tables  [Table7  [Tables | Whatwould be betier
11 S et [Greater speciasation will mprove quality ofcare [Concentrate all resources on one site [STBetter [sietter [how important s 14 hour national standard?
[availabilty of staffand equipment lenabiing cffcent welstaffed service upported.
care? speciaties. improve outcomes [This il be totally refiant upon having the Better outcomes, faster revew, senior input, rounded 1o [onthe Trustor
|cGH admisions - improved capabilty to Centralisation of the acute medicine team at GRH will Inecessary estate and supporting pathways to special care [accommodate. Only achieved if beds are [Ensure published evidence is cited
[admit to speciaiies where appropriate. significantly improve the service to patients due to lensure tha the adeitionsl demand can be: |Currently struggle with acute med rota Javdressed evidence that standards improve outcomes
lEvidence - Patient pathways more focussed teams providing the care [approprately accommodated on one site
with no compromise o patient care and Right teams in g places improve ailty to meet cincal schedules
lexperience. Enhancing opportunities for Better outcomes Meeting clnica schedules will improve cinical outcomes
[same Day Emergency Care within the Better patient management by one team [Transporting patients - better f reconfigured pathway.
|community could aiso have a positiv impac [access o other speciaiies improved. improve coord fraly
[managing capacity and flow within a one sie| (Quaity of environment ciica mass ncreased ethic/effect/recrut
loption. Does this option allow for any SDEC [Transport - right team -right place Senior reviews
(previously AEC) to be managed on the CGH |current inequity across sites
ste?
12 et [Greater speciasation will improve quality of care 35 Tong a3 other services support the [SiBetter [siBetter [STBetter [SWAST -this solution makes It caser o decide where [Some patients would have to transfer 1 go to CGH ED.
i Centralise teams and improved access to specialsts lunplanned site. o take patients lbeds 2
right sils and experience in the rght place and at More kel to see the righ specials auicker ined impact Truss,carersfamiles/population
the rght time? [This i the reatest improvement expected by the Inecds suitable environment/estate development
publc Need o understand pathways and the offer at CGH
Environment - need more info on estates strategy
Sigeter [slgetter S1Better [l the specialsts i ane location [Wil be elant upon the estate being Simiar [SiBetter [SlBetter [SiBetter [SlBetter [Benehtof Lsite work county Impact logies,
<continuty of care for ptients? [decsion-maker improve co-ordination lconfigured to accommodate both impact of [Would be on the proviso that supporting infrastructure in place, in particular
[Evidence - Academy of Medical Royal [Transfers confuse patients and thelrcarersfamilies, a Jasessment and adrission within the GRH team ravelfransfers. Carers impact internaltransport.
Coleges 2012 reduction would be welcomed ste. Wil there be any medical patients that impact of changes on other medical
Having a single clincian/tear responsible provides Jare stabilsed and transferred to CGH e, [speciatiesat CGH; potential to ncrease
righ reassurance levels (care of the Elderly. transtes; need to recogrise number of
[When patients are transferred out of county they Junknowns
become mere bed numbers'rather than human ik oftransir bac
oeings

| few more risks around traveling back.
[defined clearer and fewer pathways.

1.4 What s the likely ffect of this solutin on the [No mpact Noimpact Simiar  [Smiar [smilar_[siBeter [simiar [similar 0 [SiBetter [DontKnow [Similar _[SiBetter [S1Beter [Dont Know [Access 1o other specilits easier Haprul support
opportunityto ik with other teams and agencies thischange wil
o support patients holistcally? make their work easier communication may not always be to1xsie them
by treating the person a a whole including frame of [possible: |GhH would be better
mind, worres and concerns and sgn posting to the Mental Health very important; medical beds at 1 xsite|
[corrct department/agencies to work In conjunction Jeasier but will need MH presence on both sites
|can also improve discharge / flow & ason with other
teams
B Simiar  [SiBeter [Sivetter [sibetter [smiar [simiar [Treremay [GRF Tower Block [There s a cost [SiBetter [smior [similar [siBetier [simir [pontKknow GRH; could ot ¢ [Concern Expect 1110 be good
quaity of the care environment? o goes v identiie.
hesd, Jof needs .5 dementia. Centraise on 1
puaCE lsupport available 5. offralty Pts
|GAH catering needs to be improved -~ variable
rf recent PLACE 201 assessments
[Some areas of GRH are not dementia
[Fiendly and have poor facites for
Jsabled patients - ref recer
2019 assessments
1.6 What s the Iikely effect of this solution on [N impact Noimpact [Smiar — [Smiar [smiar [Smiar [Smilar [Similar | Teams con be availabe to educate , ntroduce & [NHS Engiand intiatives could e here _[Similar_[SIBetter [similar _[simi [Similar[Similar _[Greater chance of starting sefcare, e, Smoking Needs (o have clear sub specillty pathways.
encouraging patients and carers to manage self- ['galley type ward for education whilst inpatient cessation
care appropriately? patient pathuays improved by being in an AM setting
17 T Vs solut [The need 1o CoHand require  |Don't know _[SIBetter[sIBetter [Similar—[Patients wil be under the care ofan experienced and [Geploy services where the patiens enter the [SI Better _[SIBatter _[siBetter [siBetter [simiar _[simiar
an increased ldedicated team at alltimes. [hospital and need ther. Javoided [waitng fo transfer
time frame? protocols. il be gependent upon bed configuration Evidence of right
Jare within  linicaly safe time frame. [and what medical specialites will be pathways being in pace |undifferentiated patient not clear
[Evidence: ptient transfer protocols Jprovided within CGH .5
[Transfers from GRH reduced but walk-in Pttranste isks transter
transfes from CGH increased? [Time to assess s most important, This modil allows.
stabilisation do for some patientssigifcantly
improved. Most Pts not signifcantly affected
E STBetter bont [STBetter [V understanding i that consultants could be on cal [Contralising expertise on one sie would [Simitar [STBetter—[For a reasonable numberof P/ frequent occasions ¢ [Walk I to CGH ED - ssue. [Req clarfication on defniton of emergency ntervention
know land help without necessarly needing to switch sugest an improverent will e secured but M,
betueen sites, this will be dependent on the model being. [thrombolysis eed 3 protocol for direct admit.
JEvidence: Protocols and DPM improved location o equipment and specialists Not jus front door patients Need all pathways i place
[specialststaff will be avilable osite when
necessary
I staffing is consoldated and diagnostics capacity Ipathways will e citca to ensuring this s
[adquate this should bring serices closer to best effectivey delivered
practice guideiines (NICE, learning from confidential
lenguires for eample) and national service
rameworks.
15 For increasen [Smlar [Simlar  [Smiar [SWorse [Similar [SIWorse [blue ight [SiWorse Simitar
i toa degree peramedics awaiting transfers in corrdors is ot [trave time to be n plce to ensure safe ransfers. ravel time loutcomes. Need evidence of mortaliy in
patient outcomes? improved armhal to Jacceptable. Perversel do [Treatment already started on an ambulance these cases
[decision maker and therefore ensure that waiting Joe rliant on carers and reatives to loutcomes. the engagement phase.
treatment happens quicky. [transport. Delay in securing transport Evigence o efect of ncreased travel time on
JEvidence; trave time analysi, clnical may pose increased delays which MAY| Joutcomes low; cincalview this solution wil not
lpathways + Royal Colege evidence of negatively impact negaively impact outcomes due to location change.
lbenefis of ealy senor review. Most impt s Pt seeing right person first time.; SWAST
kel to preferclealy where to take Pt and transfer
nto hospital without delay.
[1:10 Whats the kel effect of this solution on [STBeter [5iBetter [STBetter | mproved stafing STBetter s would Improve the roa fsue - mare atractve for
patient safetyrisks? existing difficultesinrecruiting suficient [Retention of staff unior doctors and consutants) ol saft
[should improve due to greater opportunites to carry Recruitment of middle grace staff on Trust is register
lcentralsing the medical take at GRH Jout complex procedures and improved mannin of [Speciaiststff focus improves
rotas. Ptients won't be waiting for specialsts from olution reduces dupication; centrafsation improves
[another ste. uaity




Access Pre Pre Workshop Scores Pre Workshop Scores Workshop Scorer comments
What would be better ‘What would be worse [Table 1 [Table 3 [Table 4 [Table 5 [Table7 [Table 8 |What would be better [What would be worse [Table 1 [Table 3 [Table 4 [Table 5 [Table 7 [Table 8 |What would be better [What would be worse [Other comment
2.1 What i the likelihood of this solution meeting |No change Similar [similar |Don't [similar [similar |Greater specialisation will improve S1 Better|Similar [similar [similar [SI No impact on Choice Framework as |Could deteriorate at CGH for SDEC needs to be incorporated into evidence
the requirements of the NHS Constitution and The Know lquality of care non elective care patients awaiting admission o |Improve time to be seen
INHS Choice Framework? right team, best knowledge and Better time to be seen for medical  [onward transport. (Critical mass, improves capacity to cover rotas
skills, right equipment, better patients Greater capacity to deliver service
staffing levels, cost effective and |Access to specialist services on unplanned pathway
Ihopefully better communication to |Access to specialist services on unplanned pathwa
lother departments/services [ would be better for elderly, frailty and mental health
[attract and retain middle grade
staff
2.2 What s the likely effect of this solution on | This model makes the offer simpler, as all AM [ Better 51 Better Similar —[One site would reduce confusion, Clear signposting and patient st ST Better|s Better|Similar |A centre of excellence - easier for [Ambulatory offer at CGH would need to be well
simplifying the offer to patients? [services will be on one site. Patients would understand that education will be needed, it takes Better patients to understand. understood and communicated to achieve this benefit
Evidence - patient pathways they will be treated by a dedicated time for the service users to Dependent on communication to explain the offer
team with excellent facilities understand how to use services and |some concerns re travel
1A one shop solution will remove the| where to go |Ambulatory offer not much clearer at CGH
Ineed for the patient and Project management capacity
family/carers to decide on which lots of dependencies
hospital to use Cheltenham parking
Parking - general patient/carer/staff
2.3 What i the likely effect of this solution on the |Service already in place in Gloucester sono | Travel analysis tbe, any service moving from |Don't  [similar _[Similar |51 Worse [SI Worse [SI Worse [Ensure no wasted trips for services |People in the East will have more 1 Worse|SI Worse [s1 ST Waorse I Worse [SI Worse | There is a benefit of right decision _|For people in Cheltenham itisa _|Further analysis required particularly around public
travel burden for patients? ladditional travel benefits for local patients.  [Cheltenham to Gloucester will increase travel  [Know Inot available. Clear place to deliver. [travel [Worse 15t time reducing # of journeys for  [longer journey time transport.
time for residents of Cheltenham, the Cotswolds, [Worse for Cheltenham area Pts; 1vs 2 journeys On average slightly worse across | Need to consider time of day
land some areas of Stroud and Berkley Vale. patients, carers & families the county Need to review travel data to consider SWAST
East of county impact. need to also consider cost impact for patient travel
Inward/outward impact Need to consider impact on ED
Further public transport analysis required
Patients don't understand current offer
|Assumption that sufficient capacity exists
2.4 What is the likely effect of this solution on | Improved access to specialist senior decision- Similar |51 Better S| Better [SI Better |Greater specialisation will improve [This will only be the case if the S1 Better|s! Better s [STWorse|s! Better|improved by flow via ED [Will require investment in estate to |Consider potential impact on GRH ED of change
patients' waiting time to access services? makers. speed of care pathway allows for direct referral to Better [access to senior decision maker, can|deliver
Evidence: patient pathways improved access to specialist senior the acute medicine facility and Does lconcentrate on patient flow Concern about CGH walk in's
consultants not require access via ED
This is dependent on the trust
increasing the bed space available at
2.5 What is the likely effect of this solution on the [See 2.3 [see23 [sI Worse [S1 Worse [s Worse [sI Worse [T Worse [sl Worse [although some people will be Need to make standard information |51 Worse| SI Worse I Worse sl Worse|f clinical model right, fewer [More burden on carers and family. |Consider time of day, public transport and parking
travel burden for carers and famili disadvantaged 1 am sure that the about alternatives eg voluntary. Jattendances at hospital; reduce
fact that they will be in one place transport and who eligible for non- frequency
[and not being transferred between lemergency hospital transport.
Ihospitals along with CofE will out
way the problems
2.6 What i the likelihood of this solution No better or worse than the current model |No better o worse than the current model [Similar [similar [similar |Greater specialisation will make it Dependant on the Trust investing in Benefits of centralisation [Acute Medicine spec - CINAPSIS is | Would need to consider better use of tech eg. Skype
supporting the use of new technology to improve easier to install technology the needed technology and training more difficult on 2 xsites. Increase [to keep in touch
access? By consolidating services and use should reduce attendances at
lexpertise it supports the hospital. Switch to clinic or SDEC
development of a ‘centre of
lexcellence for medicine. An
linnovation hub at GRH would be
2.7 What is the likelihood of this solution INo change No change [similar  [similar [Similar [Similar  |Greater specialisation will improve [similar Similar | for 24/7 rotas
improving or maintaining service operating hours? speed of care |Acute Medicine - although still
subject to stafff availability it 24/7 solution will increase capacity
should greatly improve service lof senior decision making cover on
loperating hours 1 x site, especially later in evening
loperating hours in some improved hours in AEC would be
ldepartments would become 24/7 better than status quo,
with staff on site
2.8 What i the likelihood of this solution [Acute admissions would be centralised onto |For some patients there will be  reduction in ST Worse [s1 Better ST Waorse [Focussing on one site enables all s1 Better|Similar [s1 [Similar [s1 Better |SI Worse|
improving or maintaining service operating lone site. lservice operating locations specialist equipment to be readily [ Worse
locations? available
There will be a reduction in
locations.
2.9 What i the likelihood of this solution having a | Further analysis required Further analysis required Don't [Similar [Similar [Don't [Similar _|Similar Service in one place more equable? |1 Worse|SI Worse imilar |Don't S1 Better People likely to be impacted will be|Need to look at our inequalities
positive impact on equality and health inequalities Know Know Same patient experience? Know most impacted by increased
as set out in the Public Sector Equality Duty 2011 liourney time.
and the Health and Social Care Act 20122 Transport issues may affect
disadvantage groups.
2,10 What is the likelihood of this solution [Growth modelling not yet available: [Growth modelling not yet available: Dot [Similar [Don't  [Don't [Similar [Don't  [Demand s going to be greater Increases in the aging population Sl Better|Don't |Similar S| Better|S! Better[Don't Need capacity and demand modelling not enough
accounting for future changes in population size Know know  [Know Know |ensuring one hospital is well staffed Ineed to be factored in carefully Know Know information
and demographics? instead of having two understaffed when refurbishing or establishing
will be safer in the long run. physical locations of the services. Is
this in the Estates Strategy?
The long term housing plans for the
county will need to be taken into
account




the Fit for the Future Outcome of Engagement
Report?

+ Re-open CGH ED overnight
« 1GIS centralised to CGH site
'+ IGIS hub options

acceptance will be easier to gain. The public are afraid of significant changes to their care

system

It does not satisfy those who wish to return to a 24 hour ED/acute service at CGH however

unworkable.

all ways room for improvement but rewarding that the whole of Gloucestershire has been taken
into account and that the views of laypeople have been sort rather than it being only in-house

through pop ups in city's, survey's , citizen jury

Gloucestershire Life

unit. Solution Fits with

Deliverability Pre Worksh k - Evidence from Pre Workshop Scores Pre Workshop Scorer Comments Workshop Scores Workshop Scorer comments
What would be better ‘What would be worse [Table 1 [Table3 [Table 4 [Table5 [Table7 [Table8 be better be worse Table 1 [Table3 [Table 4 [Table 5 [Table 7 [Table 8 |What would be better [What would be worse [Other comment
the likelihood of this solution being | The timescale for delivery of this solution is Don't |Similar [S! Better 51 Better [Similar [This could be a ‘quick win' that S\ Better|Similar |Don't [Similar |SI Worse|Don't [Workforce ok but transport and | es deliverable within 3 years
in the agreed timescale? within a 3 year period. Subject to Know would boost public confidence in the Know Know infra this solution will require a lot
consultation and statutory notice period, this programme of changes to make it happen;
loption could be delivered within the agreed Ambitious plans and difficult to investment in Acute Medicine.
timescale assess without risk mitigations ? 36 mth timeframe for
Evidence: statutory timescales and indicative information reconfiguration o new build.
implementation timetable
3.2 What is the likelihood of this solution meeting |No impact No impact Don't |Don't |Don't Don't [Similar|This would move the service Don't |[Don't [Similar [Similar |Similar |Don't dependant on estate and [On the whole deliverable
the relevant national, regional o local delivery Kknow  [know  |Know Know towards best practice Know  |Know Know contingent on suitable space for  [Increased recruitment and
timescales? standards facilities retention
3.3 What i the likelihood of this solution having | This option would improve the capacity to Don't |l Better |Don't 51 Better [SIWorse: Would attract more staff, 51 Better|S| Better [Don't S| Better|SI Worse| Don't |Clinical consensus very strong Within 3 years
the implementation capacity to deliver? provide specialist medical and nursing cover. Know Know however, there may be Know Know Need to consider DCC
Evidence: staff rotas some problems with staff beds/beds/co-dependencies
not wanting to move Lots of don't knows
hospitals. Attracting middle Need detail on rotas
lerade doctors
3.4 What the likely effect of this solution on | This option will improve access to the S| Better [SI Better SI Better |SI Better Staff may not wish to S| Better S| Better |More attractive for recruitment and
access to the required staffing capacity and required staffing capacity and capability to relocate from CGH to GRH - retention
capability to be successfully implemented? deliver, by centralising the acute medical incentives may be needed Medical workforce: split site
take onto one site unattractive to staff; 1 x site and
Evidence: staffing rotas specialist work will have positive
impact.
Potential for increased number of
trainees
3.5 What is the likelihood of this solution having _|Improved access to other specialties 51 Better |SI Better Depends heavily on support S| Better, 51 Bettel improve portering (diagnositcs)
access to the required support services to be Evidence: clinical pathways and protocols services that are co-located provision, eg dept has own porters
successfully implemented? Benefits for Acute Medicine; fewer Pts
direct to CGH MAU at night where CT
scan availabiliy is less
1 x site: consolidates imaging resource,
mental health avail improved;
3.6 What is the likelihood of this solution having _|Additional capacity could be provided on the Don't |Don't |Similar |[SI Better S| Better Funding? Both CGH & GRH require significant |S| Better|Don't |Don't  [Similar Don't |Definite requirement for additional _[Overal space across the Trust
access to the required premises/estatestobe  |GRH estate within the timeframe Know |Know improvement works Know  |Know Know [estate but also more seniors leads to  [Dependent on estates solution
successfully implemented? Evidence: Estates plan fewer admissions, Emergency
admission to SDEC will assist capacity
3.7 What is the likelihood of this solution having _|No better or worse than current model No better or worse than current model Similar [Similar [Similar |Don't S| Better [Similar |required technology would |will there be enough Similar |Similar |[Don't [Similar |Similar |Similar _|Benefit of acute general surgery and
access to the required technology to be Know be close to hand/ theatres? Know acute physician on same site
successfully implemented? Protocols - safety linked
3.8 Does this solution rely on other models of care |Yes, protocols covering direct ward Don't |Don't |Don't [SlBetter [Don't [Similar in any case of relocating services this
/ provision being put in place and if so, are they  [admissions, medical cover, including access Kknow  [know  [Know Know would be dependent on many
deliverable within the timeframe? to medical opinion, and patient treat and factors
transfer although services will improve there
needs to be a change in aftercare-
careers in the community so people
don't bed block and can return home
with follow up care. This is essential
with a growing elder population and
for this reason more needs to be
done now
i Pre Workshop ion Pack - Evidence from Pre Workshop Scores Pre Workshop Scorer Comments Workshop Scores Workshop Scorer comments
[Table 1 [Table3 [Tabled [Table5 [Table7 [Table8 [Table 3 [Table 4 [Table 5 |Table 7 |Table 8 comment
7.1 What is the likelihood that this solution has _[All solutions have been developed with reference to the Outputs of Engagement Report. Don't |Sl Better [SI Worse [s! Better S| Better [SI Better |The public will see this as a negative move due mainly to increased travel times for those in the |SI Better|Don't KndSimilar |S! Better Similar |SI Better| Divergent views
satisfactorily taken into account and responded to_[Solutions included/adapted as a result of public feedback are: Know Cheltenham area. However, should the service improvements be widely advertised then

Need to pursue different communication methods eg leaflet drops to houses. Slot on

Engagement - Anxiety re capacity at GRH and access to services; also links with oncology

CoEx approach. Issues addressed

Solutions need to be better described in terms of benefits for patients and staff.




Workforce Pre Pack - Evidence from Pre Workshop Scores Pre Workshop Scorer Comments
What b What would be worse Table 1 [Table3 [Table 4 [Table5 [Table7 [Table |
4.1 What is the likely effect of this solutionon  {By centralising the service, more efficient and Don't (Sl Better Teams in right place at right time, working together (Service would be much more resilient but | worry
improving workforce capacity resilience and effective use can be made of medical and Know |and after initial changes should have little negative labout major emergencies overwhelming a single
reducing the risk of temporary service changes?  [nursing staff, improving overall capacity. impact but better mutual support lservice
Evidence: Staff establishment Centralising staff will improve working capacity rationalise to make more robust and flexible.
4.2 What is the likely effect of this solutionon ~ [See 4.1 Staff would be much more motivated and will suffer
optimising the efficient and effective use of less burnout in a well managed & focussed
clinical staff? environment
4.3 What is the likely effect of this solution on | No better or worse than current option No better or worse than current option Don't (Similar {Similar ~ (Similar [Similar | Facilitates 'medical hub' approach, training rotations,
supporting cross-organisational working across the Know improved MDTs, improved communications, less hand:
patient pathway? loffs between teams. Flexible rostering.
4.4 What is the likely effect of this soluti By centralising the staff there Don't (S Better I Better I Better | This will take time but provides opportunities for
supporting the flexible deployment of staff and |is greater potential for more flexible Know 'placements', rotational training, shared contracts.
the development of innovative staffing models?  |deployment of staff and the development of
innovative staffing models.
4.5 What is the likely effect of this solutionon | Centralising the team will create greater [There may be some staff dissatisfaction in Similar S| Better (Similar |Should improve staff morale |Well-being is enhanced if you are welcomed,
supporting staff health and wellbeing and their  |critical mass and staff resilience, which respect of staff who prefer CGH as base. Motivated and empowered specialist staff with a respected and feel part of a service.
ability to self-care? should have a positive impact on staff health igenuine pride in their work suffer fewer physical and
and well-being. mental health issues
Evidence: staff rotas, staff well-being metrics (fewer demands to unpredictably cover empty slots in
unfamiliar places
4.6 What is the likely effect of this solutionon | Centralising the team will enable a more Sl Better S| Better |Greater specialisation will improve recruitment Make acounty where peopl to
improving the recruitment and retention of efficient and effective use of the workforce, Better working environment live. Increase availability of affordable housing
permanent staff with the right skills, values and ~ [Avoiding the need to spread resource across IStaff looking for advancement in their careers are
competencies? [two sites. It is anticipated that this will more likely to find it in a centre of excellence
improve the working environment, which
should have a positive impact on staff
recruitment and retention.
Evidence: Recruitment and retention metrics
4.7 What is the likely effect of this solution on | This option will strengthen training Sl Better |As has been practised already if staff want a change ltrain the nurses to be come specialist carers in the
retaining trainee allocations, providing experience offered and therefore will and to get other perspectives it should be possible to field this would promote the right values for now and
opportunities to develop staff with the right skills, |strengthen the Trust's ability to retain trainee offer breaks to work in other specialities. the future
values and competencies? allocations. Better opportunity to train staff
4.8 What is the likely effect of this solutionon  |See 4.7 Centralising the acute medical take Sl Better I Better senior staff would be less stressed and more able to
Imaintaining o improving the availability of lon one site will improve the availability of provide suitable levels of contact when training junior
trainers ing them to fulfil their training (trainers and through this, support them in staff in this more controlled environment
role? (fulflling their training role.
4.9 What is the likely effect of this solutionon | Centralising the acute medical take will Sl Better I Better More robust service with training and support
enabling staff to maintain or enhance their provide staff with greater opportunities to allowing focused learning.
capabilities/ competencies? maintain and enhance their capabilities and Right training from qualified consultants who are
competencies and improve access to dedicated. working in a team environment while
specialist services having up to date equipment
4.10 What is the likely effect of this solutionon ~ |see 4.9 I Better 51 Better I Better | Training should be on going for all allowing staff to
enabling staff to fulfl their capability, utilising all (develop their skills across the board Coff would give
of their skills, and develop within their role? laccreditation allowing career progression while
reducing tur over of staff, it would allow staff to
become knowledgeable and specialists in their field.
4.11 What is the likely effect of this solution on  |Further analysis required Further analysis required Don't  (Similar (Don't  [SIWorse (S| Worse S| Worse: Staff relocating from CGH need to be reassured that
the travel burden for staff? e.g. relocation time Know Know their net incomes will not change due to increased
and cost. travel costs
4.12 What is the likely effect of this solution on ~ |{Same as 4.8 Don't (S| Better S1 Better I Better |Better staffing. More support and supervision
maintaining clinical supervision support to staff?  (Evidence: staff structure Know (Consolidated teams, clear leadership, mentoring and

upport hould make this ffic

land effective.

Workshop Scores ‘ Workshop Scorer comments
Table 1 [Table3 [Table4 |TableS |Table7 [Table8 |Whatwould be hetter | What would be worse Other comment
S| Better [Attracting and retention Increased capacity, recruitment, resilient
Resilience / capacity of medics [teams, rotas
improved; also nursing. Co-location v increased acred and trainees
positive Improves transport for staff avoiding
(Centralisation works better. intersite transfer in the day
SI Better| Issue for ED and Care In short term some staff travel burdens
(Similar  (Similar ~|Similar [Similar |Similar ~{Similar ~{This will work better with training 99 bus need to run at weekends and late
passports shift
Single site assists building teams [Need more analysis on relocating staff
1 Better 51 Better|Single site reduces workforce
inefficiencies increase flexibility
51 Better sl Bigger teams more resilient, can Movement of staff CGH to GRH. | Get parking right for staff to increase
manage the staff more flexibly (take  |Staff impact recruitment, reduce stress and increase
|account of individuals) ; more time for Risk for ED staff holding patientsin |resilience
staff development place of safety pending admission. |Current challenges for GRH staff in
Reliant on efficient transfer. centralised SVC.
51 Better Could be attractive for staff
I Better S| Better Current issue is availability of senior
members of staff for education
supervision; centralisation increases hours
available, esp. out-of-hours.
I Better S| Better Current F1 feedback is poor; this Deanery requirements need tobe | Would this impact on Jnr training at CGH?
solution willimprove. met. Issue of training facilities/ IThey rotate.
space
51 Better SI Better|
51 Better S1 Better, Currently role cross-cover tofill gaps.
[Solution is clearer, doing what you are|
supposed to do; critical mass = greater|
lopportunity
ISl Worse(Don't  |Don't  [S| Worse(S| Worse Don't [Travel to and from work, travel  |Medical staff work across both sites,
Know  |Know Know between sites - real problem nurses work on separate sites.
consider inter-site bus provision
Will be individuals affected. Need staff
[travel impact assessment to understand
S1 Better S Better (Centralisation creates opportunities




C11: Centralise elective daycase surgery for colorectal and upper Gl to CGH or dedicated Day Surgery Unit (DSU) - Models D & H

Quality Pre Workshop Information - Evide | ments ‘Workshop Scorer comments.
What would be better What would be worse [Table 4 [Table 5 [Table 6 [Table 7 [Table 8 | [Other comment 8 [ What would be better [What wold be worse Jother comment
11 o [No impact Better [SIBetter [Similar |51 Better [5I Better [Specialsation and reducing the number of centres [Forecasting no cancellations for planned care - s this realistic? Reduced ransfer between sites _[Already
of [edicated thestre capacity and day case expertse on one ste shold [These pts are regulary canceled due to INot negatively impacted by EGs
care? performance Indicators. improve pt experience and outcomes of care via clinicaldashboards, emergency/beds. Solution guarantees IMuch benefit o those patients
eficient management of day cases with no threat auit, etc access. Also reduce unplanned overnight planned for GRH where
posed by unplanned care. [This is main driver for the change stays (due to late start) lemergency actvity results in
o canceliations 50 d vRsa rate Jtheirsurgery being cancelled
Dedicated day case unit with clear pathways Jfor patients. Als, all sub-specialtes together. ing-fenced capacity
Reduce impact from emergency activty over spilling ess complications
into electve capacity increased efficiency
Reduce risk o cancelation within a dedicated extended roles
specialist unt. protocol driven
increased effciency of a day case or short stay unit includes outcome of experience - less
separated from complex cases and emergencies cancelations
Care closer to home
1.2 What s the ikely effect of thi No change [Noimpact 1 Better [Similar_[Similar [Similar [ Specialsation and reducing the number of centres [Availailty of teams likely not to be Impacted o cancellations [No change
patients being treated by the right teams with the from 2 to 1 will mprove this Protects DSU from EGS/Acute Medicine overspil Not negatively impacted by £GS Iedicated unit = right place
right skils and experience in the right place and at |Appropriate staff without competition of unplanned [lightly better i day cases alone separated, signficanty better ifco- |Avoids cancelations [separation from £Gs/EMX site
the right time? care. located with n-patient planned care - allows overnight and short stay to Much benefit o those patients planned would mean protected space
|As per Royal College of Surgeons and Royal College of co-locate for GRH where emergency activty results
Nursing guidance. in their surgery being cancelled
having  separate team from the emergence cases
should stop last minute cancelations
1.3 What s the likely effect of this solutionon | No impact [Noimpact [Similar[Similar[similar _[Similar [Similar e of care imir Currently a sep Need SOP for [Risk Stes
continuity of care for patients? from 2 to 1 will mprove this Inight and need to transfer to unplanned overnights - who looks after Risk of deterioration for
Better ifco-located with in-patient planned care ~[GRH? Ioaycase patient is smal. Would
faciltes (for overnight admission or short stay) Ineed DCC in extremes
1.4 What s the kel effect of this solution on the |No impact [No impact [Simitar[similar_[simiar_[simiar [similar [Similar_[simiar Specialisation and reducing the number of centres from 2 to 1 wil [ i [eeuer i@ [ieeuer —[stetr [oonticew (Coulg increase volume patients who [Ambulant population/ cohort
[opportunity to link with other teams and agencies improve this marginally coud be discharged Reduced risk of 51 (surgical
to support patients holisically? it ail in o it for [Separation of urgent/planned improves Site Infection) and MRSA
ity,social a outcomes for both
1.5 What s the lkely effect of this solution on the |Day surgery unit dedicated to day surgery, _[No mpact Dot [S1 Better S Better [Specilisation and reducing the number of centres [Commentary i info file refers to dedicated day surgery but does not [t e [srrer Increased quality through separation, [No new bula
a hout be impacted by the know from 2 to 1 will mprove this due to improved access lcover the quality of the care environment - PLACE criteria? dedicated unit and scale
celivery of EGS o in-patient surgery to specialist advice and help [The focus s solely on day surgery care standardise Care
Better without day ward full of emergency patients INo impact rom need to divert to emergency surgery Pathway benefits
Dedicated unit and staff away from EGS. IDedicated day surgery units can be designed to specific standards and
reduce overspill of emergency activityinto day case o
unit |Assume a suitable day case environment will be provided however the
service s configured
1.6 Whatis the likely effect of this solutionon _|No impact [Noimpact [Similar [Similar[Similar[Simiar _[Similar [Similar _[Similar [Similar [Specialisation and reducing the number of centres [based on the info pack there seems to be no impact T e e T e T [5mis—[Vore time, more info, with other d/c|
encouraging patients and carers to manage self- from 2 to 1 willimprove this due to improved access patients
care appropriately? to specalist advice and help.
clear pathways with minimal iskof cancellations
1.7 What s the lkely effect of this solution on | No impact [No impact Similar_[Similar_[Similar_[Similar_[Simiar[Similar[Similar _[Simiar o w0 [oar his really. d N I e N e N o [Low volume of complications -
enabiing patient transfers within a cinically afe |wrong needing transfer to cancellations. conort
time frame? (Gloucester? lbased on the info pack there seems to be no impact Provision for overnight stays in
et
o transfer cases INot reevant for this co-hort
Imay wait
1.8 What s the lkely effect of this solution on | No change [Noimpact Similar_[Similar_[Similar_[Similar_[Similar[Similar_[Similar _[Similar [Transfer may be needed to GRH _[As patients are screened for sultability for day surgery this shouldn't _[RWAse —[smiar —[Smisr —(smisr—[amiar—[Smiar—[smiar (S | Deteriorating patients model supports _|Lose day team to go to [Need SO/ plan for
enabiing emergency interventions within a ay involve number of pt happen this. [Emergency Theatre deteriorating Pt. Although rare
clinically safe time-frame transfers which impact o #) and lower acuity Pts
stafing/ambulance services selection process to reduce risk
19 What's the effactof this solution on the __[No impact [For some patients there would be an increase in [Similar_[Similar _[Similar [Similar_[Similar _[Similar _[SIWorse [Similar [Timeliness of intervention if emergency arises [resumably rarely emergency cases T N o S e e e No affect on outcomes
likelihood of travel time impacting negatively on lirvel time to CGH for planned day case lovernight IDepends how unexpected complications are managed and where they
patient outcomes? Jrocedures. This would not negatively influence Ineed to g
patient autcomes [based on the info pack the only negative i the increase in travel time for
some patients to CGH-even then the patient’s saety i not compromised.
INo detail on cohort affected by change,likely impact those more.
[vinerable unless mitigations put in
have but of
lcancellation on the day and reduced chance of adrmission
Ieterioating pt protocols aiready in place - would need review.
some patients will have to travel further but as care should result in
etter outcomes ths should balance things out.
110 What s the is soluti Planned care. |No impact bon't ST Better [STBetier ST Better [Similar_[Specialisation and reducing the number of centres [t [serr—[srrr Freser—[STerer—[sTbewr—[sBesar | Centralisation reduces risk. Reduced
patient safety risks? Supported by the findings of the New now from 2 to 1 will mprove this cancelations e, for hernias reduces
[zealand report strategy 10~ Improving Reduced number of cancellations complications
[elective care through separating acute and asy to staff with no need for out of hours support, |Avoid cancelltions
elective surgery, 2012 Reduced cancellations Centraisation principle reduces ik, Low
[This would be evidenced by monitoring Key Recuced risk of patient becoming an emergency cancellations, more efficent, clean
performance Indicators. because of delays caused by cancelations. process and seamiess
less likely to be cancelations at least minute. Decreased risk of cancellation




Access i Workstream: | [ ents ‘Workshop Scorer comments
[Table 1 [Table 2 [Table 3 [Table 4 [Table 5 [Table 6 [Table 7 [Table | [Table 1 Table 2 [Table 3[Table 4[Table 5[Table 6[Table 7[Table
2.1 Whatisth el ing [Improve abilty [No impact 5 Bettr [SI etter [Dont Dot [SlBetter Dont Loss of 05U o prove o N e T T increased capacity = _[Reduce choice 577 day case surgery offering now; wouldn' change
The [ime standar know  [know know shorer wating imes would be ncreased butts not tate or exemplfed | West ofregon ravl concerns Jon day 10f move
ks choice Famework? This would be evidenced by comparison with mprovement i waitin time standards the how s i actualy achievableor s it hope? Reduction i cancelations - P seethis v posiivey Data assume ll GRH day cases notes o CGH other
natonal sandards and inernal audit. Improved accessiilty but recuced choiceove ocaton Moy improve wating st - fewer cancellatons loptions incuce Giren, troud etc:
A comerday case uitwilrate  eeing of calm
resuting inbenefit
22 [Nompact STBetter STBetter [oont (s Better STBetter [similar[Should be easy o explan [Withapproprite neraure N T e N o e Panned day cases
simpliyin th offer to patients? cre now Single it wil boot patient confidenc tht they wil get thir paents il nly access this sevie aftr referal o il
This would be evidenced b patent surgey when pannect ot need to know howit i configured n advance
pathways single ite foraccess
single locaton
2.3 Whatis the s st 3 3 [Smiar_[pont _[simiar_[Don't g Weoe o ions ione o Wone o [ st to Lsite [ iting site Based on patient location T
ravelburden for patients? o GRH o Ct will recucetravel imes for |GRH to CGH willnrease traveltimes or o know know care. paring Day case is day only (49 offpick upl Some ts
residnts of Chltenham, the Coswolds,and |residents ofGlouceste,the Foret of Dean and Jway from Chltenham ease for ps in Cheltenham and Cotswald, worse for furthe to travel but reduced cancelatons means
some areas of Stroud and erkley Vale.  part of Tewkesbury/Newent/Staunton parking in CGH needs o be adressed loucester pis don'thaveto come back
oy reucingth lcations where seces ae offered Viore inperpheral hosptals
some peopl i this asefrom the West of the
county) il ave totravel urther

[improve abiity [No impact [bort |51 Better [5 Beter [Don't (51 Better S/ Better [Similar_[Specialisation and reducing the number of centres from 2 to 1 s not clear as to how this il be achieved = e i sanar oeter et oo ¥oom [Reduction in cancelltions = increased capacity [Add numbers/annum
patients' waiting time to access services? time standards. [know know il mprove ths reduced waits Need information about community hospitals
This would be evidenced by monitaring Key [should reduce waiting times & kel to achieve national Improvement in 18 wk RTT
[Performance Indicators (cancelltions) standards
Large number of patients removed from acute hospital (GRH)-
waiting

[Should improve treatment times
improved waitng times due toeffcency.

2.5 What s te lkely effect of this solution on the [see 2.3 [See23 TWorse Don't _[similar [Dont _[similar [sI [more ravelfrom West [consolidating to CGH would make journeys from the _[AWame [sWone [GWore [dWane sl e iWa ot koo [day case not multple visits
travel burden forcarers and families? know know then
Ipeople are unlkely to be making multipl journeys so
the burden i ow.
2.6 What s th likelinood of this soution [No mpact [N impact [Simiar[Similar_[Similar |5 Better [Simiar [Similar |5 Better [Smilar [No change sated but would use of Cinapsis reduce_[Smia [l [imiar s (st [tbaier (S [Sir
upporting the use of new technology to improve waiting times?
access?

2.7 What s the likelinood o this soution [No impact [No impact oot [Similar[Similar_[similar [Similar Simiar [No change, but there could be an opportunity to offer [Sseter [mir e s —[omisr sl —[smlar {80 possible to extend operating hours 5 day week-No changes.
mproving or maintaining serice operating hours? [know fewer cancellations |weekend surgery if not already offered (Operating hours improved slightly) more
Protected operating time. Can overnight senvice be covered? lroduction

IDorit know if consolidated team will mean extended

lhours?
2.8 What s thelikelinood o ths solution [No impact [No planned day case care at GRH [Simiar[similar_[similar_[Don't _[Don't 1 Better  prod [oss of DSU a1 GRH [WoseWrs Wore [ [Wane |sibeir—[@Wane | ess Locations / more qualty Reduces 2 physical location BUT Increases capacity
mproving or maintaiing service operating know ~ [Know i gained by an improved service should be better with dedicated unit. Common model s dedicated
locations? (Covering deteriorating patient serice overnight. Are separate faclty - improves access

staff available?

Dont [Dont [bont [Smilar [Dont [Similar [Dont [Similar [ikely impact on those more vunerable e, travel _|No effect [ v R s e o o Evidence required
[know ~[know ~ [know [know know
s set ut n the Public Sector Equality Duty 2011 " touseit
and the Health and Socal Care Act 20122 [Cheitenham and the east it could be worse for
[Gloucester and the Forest for the most winerable.
2. s solution [oor't [Don't[Don't[Don't [Don't _[SI Better [similar[similar [Growth models need to be available when planing_[Fseter i N e e Evidence required
accountingfor uture changes in population size [know [know [know [know  [Kknow lestate changes n particular
and demographics? |llow centraisaion of complex cae.

Inow and into the uture
1 there is  population growth i the west a new
service might have to be set up.




Deliverability Pre Workshop ion Pack - Evidence from |Pre Workshop Scores Pre Workshop Scorer Comments Workshop Scores Workshop Scorer comments
What would be better What would be worse [Table 1 |Table 2 [Table 3 [Table 4 |Table 5 |Table 6 |Table 7 Table 8 |What would be better |What would be worse Table 1 |Table 2 |Table 3|Table 4[Table 5/ Table 6|Table 7|Table 8 |What would be better What would be worse | Other comment
3.1 What s the likelihood of this solution being | Subject to consultation and statutory notice |No impact Don't [Similar |Don't |Dom't [SlBetter [SIWorse [Don't [Sl Better No huge obstacles [SlBetter [ beter StBetter T eter  [SWorse —[Don'tknow | Gen Surg priorities are 1) EGS |Beds and theatre capacity |Evidence required
delivered within the agreed timescale? period, this option could be delivered within Know Know  |Know Know Much of infrastructure and facilities 2) Daycase 3) Colorectal. is an issue (Staff in place, just across 2
[the agreed timescale. already in place. Dedicated day surgery is sites currently
This would be evidenced by statutory supported by consultants but 2nd priority after EGS move
timescales and indicative implementation no agreement on site (and enabler to other moves)
timetable. Nursing capacity needed
Rota required to aid decisions
3.2 What is the likelihood of this solution meeting [No impact No impact Don't  (Similar |Don't ~ [Don't  [Similar [Similar |Don't |Similar no impact noted pa | e PR [H |
the relevant national, regional or local delivery Know know  [Know Know
timescales?
3.3 What is the likelihood of this solution having | No impact INo impact Don't (Similar [Similar |Similar (Similar [Similar [Don't ~[Don't no impact noted e [imattar [ oon't now
the implementation capacity to deliver? Know Know  |Know Implementation capacity would need to
be identified
3.4 What is the likely effect of this solution on No impact No impact Don't  (Similar (Similar [Don't |Similar [Don't (Sl Better |Similar |all staff at one location Risk of being slightly worse |targeted staff for limited periods. (PR S SR [Simiar Sl Better Similar _(Similar |\ change in staffing Nursing impact |Adjustments to ward staff.
access to the required staffing capacity and Know Know Know Intended to improve staff  [if not located with planned required Redeployment of existing
capability to be successfully implemented? resilience by consolidating ~[in-patient service due to
teams overnight admissions
3.5 What is the likelihood of this solution having |AIl support services for daycases currently  [No impact Don't [similar [Similar[Similar [Similar [Similar |Don't Sl Better no impact noted il fimdar— Gilr—[Smlac— |Gimar —[Sigetr —[Simir—[iilr [Autonomous activity
access to the required support services to be exist at CGH site. know Know everything is already i place Depends what else is on the
successfully implemented? site. Day case wards need
modelling on process flow
incl parking, drop-off
3.6 What is the likelihood of this solution having  |Additional daycase beds would be provided  [No impact Don't (Sl Better |Similar [Don't ~ [Similar [Don't |SIBetter |Don't |Additional day case beds  |Relies on estates strategy to provide [Seetter  (Similer [Similar (SlBetter |SIWorse Similar ITheatre capacity an issue. |Subject to an adequate
access to the required premises/estatestobe o the CGH site. Know Know Know Know would be required space for more daycase beds Day Case bed requirement |capital investment.
successfully implemented? needs further beds and parking facilities lachieved by moving Dependent on other changes.
More beds needed at CGH lcolorectal Dedicated day unit needs bed
Don't know if any changes to estates are modelling. Unknown
required to accommodate Need to see estates plan.
3.7 What s the likelihood of this solution having | No impact No impact Similar |Similar |Similar |Don't |Similar S| Better [Don't |Similar implementation of Cinapsis county wide [Smir [Similar —[Simiar—[similar [simiar—[simiar— [similar [ No additional requirements None required/ no change
access to the required technology to be Know Know could help
successfully implemented? Do not think it will have an effect on
ltechnology
3.8 Does this solution rely on other models of care |No impact No impact Similar |Similar |Similar [Similar |Similar |Similar |Similar |Similar If other acute services move elsewhere [l [Smlar [Simlar [Simiar [SIWorse [Simiar Requires operatinglist | Linked to all other Gen
/ provision being put in place and if so, are they lthen good access to theatre will be shifts to GRH. More info |Surgery changes
deliverable within the timeframe? essential and available needed (Theatre capacity, bed
EGS move to GRH and elective IP lcapacity, dedicated unit?
colorectal and upper Gl to GRH. Ideally lsomething need to move out
move IGIS and acute medicine to GRH too to create space
'to free up theatre space
May be linked to other proposed changes
in surgical services
A il Pre Workshop ion Pack - Evidence from |Pre Workshop Scores Pre Workshop Scorer Comments kshop Workshop Scorer comments
[ [Table 1 [Table 2 [Table 3 [Table 4 [Table 5 [Table 6 [Table 7 [Table 8 Table 1[Table 2 [Table 3Table 4[Table 5[Table 6[Table 7[Table 8 comment
ihood that this solution has |All solutions have been developed with reference to the Outputs of Engagement Report. S| Better |Similar [Don't S| Better S| Better (Don't I This is the first solution whereby the answers seemed biased in the sense that this option is [Similar [StBetter Isimilar [similar [slBetter slBetter |slBetter Don't Know
ito account and respe Solutions as a result of public feedback are: Know Know [trying to make itself a front runner. The information is hazy.
the Fit for the Future Outcome of Engagement 'Some respondents are likely to have hoped for this service to be provided on both sites.
Report? « Re-open CGH ED overnight There is limited feedback on the specific elements of the different parts of general surgery, not
+ IGIS centralised to CGH site laware of any specific feedback relating to Gl day cases
+ IGIS hub options. it covers all the questions people had.

Engagement Report - No specific questions but supports future of CGH. Fits with CoEx approach
Better for people in CGH

Engagement Report - Balances services at both sites. Supports a vibrant future for CGH.

Pitch - strongly positive for staff, positive for outcomes, positive/neutral for access. Which site
for Day case not clear

Does this look like downgrading CGH

Current engagement doesn't talk much about day surgery

sell the benefits of the model




k - Evidence fr Pre yments Workshop Scores Workshop Scorer comments
be better What would be worse [Table 1 [Table 2 [Table 3 |Table 4 |Table 5 [Table 6 |Table 7 [Table 8 be worse [Table 1 Table 2 [Table 3|Table 4 |Table 5|Table 6|Table 7|Table 8 [wh
4.1 What s the likely effect of this solution on _[By centralising daycases, and_[Potential for GRH stafftobe |Sl Better (5| Better [S1 Better [Don't 5| Better [Similar |Similar [5I Better |Doesn't need staffing out of hours may have negative effect on [The pros outweigh the cons- jiseter (s [iBerier—[Smilr | Centralisation, reduced absence. Norota issues
improving workforce capacity resilience and effective use can be made of daycase nursing |reallocated from current unit. know By centralising daycases, more efficient and (GRH nursing staff efficency and effectiveness would be Centralise principle posiive impact. Better access to training (dedicated
reducing the risk of temporary service changes?  [staff. [This would be evidenced by staff establishment. effective use can be made of daycase nursing staff. limproved- this can only be beneficial Day case focussed only ldaycase lists)
(Cohesive group working would reduce (Cohesive group working would reduce absence and for the patient. Nursing impact - need to consider
[absence and improve recruitment improve recruitment lbetter team work, beter rotation
Flexibilty to cover unexpected absence. Flexibility to cover unexpected absence. recruitment, more flexibilty to cover May Hill2 - what will happen to the
This would be evidenced by staff (Centralising services optimises workforce capacity, for absence and opportunities for ward?
lestablishment increases stability and improves resilience training, Although current RGH staff Risk of losing training status
taff changes will be involved from GRH and will have to be relocated.
be needed. This would also
provide opportunities for staff who want to move
into this clinical area to gain experience.
4.2 What i the likely effect of this solutionon |No impact [No impact Similar [l Better 1 Better [Similar [similar [similar _|specialisation and reducing the number of centres == s Berer (s et =
optimising the efficient and effective use of from 2 to 1 will improve this
clinica single site efficiencies will come into play.
4.3 Whatis the ikely effect of this solution on_[No impact [Noimpact [Similar[Simifar_[similar [Similar_[similar _[5I Better [similar i [fmtar—[Simiar—[simiar—[Dor'tknew [Opportunity for more community
supporting cross-organisational working across the hospital sessions
patient pathway?
4.4 What i the likely effect of this solution on |Opportunity to introduce Physician Associate [No impact [SI Better [Similar (51 Better [Don't S| Better [SI Better |1 suspect this would improve effective use & reduced demand for out of hours _[smiar reeeer eeenr—[imiar
supporting the flexible deployment of staff and |roles to support the delivery of daycase care Know improve resilience lprovision.
the i i within the tir |Opportunity to introduce Physician Associate roles [dependant on funding
[This would be evidenced by the introduction to support the delivery of daycase care within the May incorporate enhanced roles eg
lof new posts timeframe Physicians' Associates
New roles could be developed eg physician
lassociate
Enhanced recovery pathways
Wil allow introduction of novel posts and ways of
Jworking
4.5 What i the likely effect of this solution on _[Dedicated daycase unit separate from EGS _|Potential for existing GRH daycase nursing staff Similar [ Better [Similar |working in a dedicate and unstressed team will [Consistent environment. NO EG5_[smiar [Beter—[STBetier —[Smfar—[Smilar | positive environment, not
i health e ir | would deliver current unit. This could improve self-care & mutual support lpatients in day case beds emergency but some staff moves
ability to self-care? staff to workin impact morale and staff health and well-being. lconsistent work environment, this sounds as ISupport would be needed for
[This would be evidenced by staff rotas and staff though it would be less stressful. That can only be a transferring staff. Travel costs, caring
well-being metrics. lgood thing for staff well being Jand childcare arrangements.
lsupportive team in a consistent calm environment
4.6 What i the likely effect of this solutionon [see 4.1 Seea1 51 Better [S1 Better 51 Better Sl Better efficiency and flexibility- ifthe staff are happier not |west of County and FOD _|could resultin requests for transfer_[9Betir sener—[siBeter — [SBemer Sl Nursing impact / rotation
improving the recruitment and retention of It would [staff will lout of the team by GRH nursing
[permanent staff with the right skills, values and stand that people will want to stay as well as being [travel staff? On the plus side the
competencies? Jattractive to potential new recruits lestablishment of a dedicated service
Draws together DSU staff/experience Imay attract staff
Easier to train, more supportive environment
4.7 What i the fi i v e [No impact 1 Better [ Better [S1 Better [Senior staff would have more time & appropriate reeter [reeter—[smiar—[fBetier [Smiar | Dedicated training environment
retaining trainee allocations, providing This option would strengthen training lopportunities to train junior staff positive but not beyond tipping
 [expe X targeted training point
values and competencies? (Compliance with Deanery regulations Provision of dedicated training- developing staff. [ Would improve training
Enable the Trust to retain trainee allocations. better opportunities for training to high levels and
improve skills, keeps the Deanery happy which is a
(Good Thing.
4.8 What i the likely effect of this solutionon _|No impact [Noimpact Similar [S1 Better [Similar |senior staff would have more time & appropriate [Specifc training in good SBeter TRt —[Gimiar [ iBetier [ Beter [siBeier [sBeier (Sl | Increased capacity - options to
maintaining or improving the availabilty of lopportunities to train junior staff lenvironment for training repatriate pts. List of same.
trainers and supporting them to fulfl their training targeted and emergency free procedure (hi vol) better for learning
role? leasier to train when all in one site
4.9 What i the likely effect of this solutionon _|No impact [Noimpact Sl Better [Similar _[Similar |51 Better [SI Better [Staff at al levels would see more variety of day Dedicated training in day surgery _[m" St [sTBeter (smlar—[Smlar—[soeter (s | Dedicated training environment
enabling staff to maintain or enhance their lcases in a shorter time period due to reduction in
capabilities/ competencies? lcancellations and not having to provide emergency
cover
Draws together DSU staff/experience
[4.10 What i the likely effect of this solutionon [See 4.1, 4.8 & 4.9 S1 Better [S1 Better |l Better [S1 Better [SI Better |if the staff are happier not overworking because Fewer cancellations, dedicated _[95eter [Tseter—[sTBeter —[simlar et [sseter —[smi | High volumes and low cancelations
enabling staff to fulfil their capability, utilising all there is enough staff. It would stand that people training environment
of their skills, and develop within their role? will want to stay as well as being attractive to
potential new recruits. Also with the opportunity of
new roles being created- staff can progress within
the unit, rather than go elsewhere.
really good for staff
4,11 What i the likely Further anal ] [Further analysis required [Pontknow oot [DonKncw [botKnow [SWearse—{oon' know [SWerse —[Smlar—Istable base once fully implemented (GRH based staff transferring [Job planning to reduce travel [SWorse simiar [Smlar [TWorse ¥ oon' know Need further information but less
the travel burden for staff? e.g. relocation time may have increased travel  |between sites on individual days [Specialty Nurses involved with this
and cost. [times & costs Depends on where staff are currently| lcohort so reduced impact
lbased, where they live and how Likely to balance out
Imany have to change their base
4.12 What i the likely effect of this solution on _|No impact [No impact [Pon K [Slar—[Sar—[oont know [SBetter—[amlar—[sibetter —[Smlar —[team working in a balanced team should resultin Sseter fmiar— [t seter (s [ etr Sl

maintaining clinical supervision support to staff?

improved supervision
leasier to maintain supervision when all staff on
same site.




C5: Centralise elective colorectal to Cheltenham General Hospital (CGH) - Models D, FG & H

Quality re Workshop Information  Evidence from Workstreams re Workshop Scores Pre Workeh
Vihat would be better bie 1 [Tabl 7 [Table 3 [ Table 4 [Table 5 [Table  [Tabie 7 [Table & [wh What would be worse Tother comment Trablea TTable 7 Table 8 [What would be btter TS Tother comment
11 sl Better 2to 1 willimprove. ge Wone sl Worse [ifEGs Pts not
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fand medical gastoenterology surgery. Emergency care avalableat
lcon

[supported by the fincings of the Royal Colege of
surgeons - separating emergency and elective t0no delay.
surgca care Report, September 2007 etter outcomes fes time in hospital

i ine with tions! standards and NICE guicance

Jcancerpatiets, the cancer patient experence survey.

13 what ST Better [ Bettr [STWoras|1 etter 5 etter [care rom 3 sngle consutant . benent [ e oo T e Fandovers L Reduce
pa Less variation and more expertise, continuiy INo change to theteams doing the work but
Jprovide ehis. ranser of patients lconcernsre Deteiorting Pt at CGH
Jeare. able toreview inatients ver the weekend: [know their team. iy to pick up EGS patients by Specialised
[Would not need aut o County tranfers Iurses
New team each ifsomeane deterioated at CGH - surgeon for £G5,
Imust go to Cheitenh
i scute centre Jam not sure [Need EGS ota o cover CGH emergency surgery/ to
|cearr arangementsfor deterioraing patents needec. e signed by Deanery
13 Wrat s the kel effectof thissolution on the [0 mpact [No mpact [similar [Simiar_[simiar _[simiar (5 Beter [oon't  [similr N N e I e o S g e ey [No change/ mpact
opportunity to ik with other teams and agencies now place
o support patients holsically? I
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o work ane st.
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[ward environment dedicate to planned care etective sitesallow enanced quaity of care: [Dedicated teamward
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s [pursing care s diferent etuen €l and
single specialist nursing, ANP and Alled Health Jém so standardise
Professionsls team (AP .. physiotherapy, oot ot bons i st s
Joccupationaltherapy, nutiton team) Jrehabiltation, enhanced recovery.
speraton of e and emergrcy
[T Whatis the iely ffect of this soution an_ o mpact [Nompact (Sl [Similar [Similar[Smlar_[Simlar |5 Better [simiar _[Simiar_[specilist eams svaabi to v guidance on ongoing care o pack says o impact | sssume there re o negatives N R e N Y e [No change/ mpact
encouraging patients and carers to manage sel-
care appropristely? Jeare but hopefuly the dedicated teams will e abe to advise
L7y oo W somen (Voo [STworse] ST eter [smiar (R e[ o (e[ [Inroduces new 7k of ransTer bur can_[oeterioraing U [Fssume 10t both
nablng patint transterswithi st ey e e G e oy €65 t: Jogy, urol loe done safey [Potentia incressect #pf Pt transfes. S0P for
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Jovernight T consultan cover Tisteam would rapiy should be more caordinated and sae. |Deteiorting ptients may requiretransfer
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1y be requied. Whie under the expert careof ce
e deterrtingpatint e, Stanod Opeatig
[rocedure would define th cinical circumstances under
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patents [mn oon's [STWarse[oone [s1Worse N P et
requirng. I koow now IDedicated teams make this possible supportn an emergency due to lack of emergency Jemergency surgeor s invves ransfer
[Acces to emergency intervention may be comromised by ehestreon st at CGH emersenc eom o ter . Bt OPM
lack of dedicated emergency theatre n CH [Emergency care lsowher
luimited acces to emergency theatre in CGH
|decsion totreat and restment. Indicators. [Thept would be on a diferent it to emergency.
surgeryfaciites?
L3 Whaietha ool oot (fo ot [Smiar[similar oot Ol i s g o pr vl v g e e e e e [No traveltme outcome impact
‘ood o traveltime impacting negatively on 0 CGt for planne care admissons. his would not S Jarious parts of the caunty [tectives only
Inegativey inflence patient outcomes.
intaly tosave transtrring at a ater date:
10 [Nompact Don't (Dot [S1Better [Simiar |5 Beter (51 Beter [SIBettr [5 Beter [Reduction in cancellations wil be s benef o patients T e N T e e Pannea s
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[This wou be evdenced by monioring Ky ldecrease in wound. -Mewom e than the curtent medicl w/force,
performance Indicators. |weriing team [Some is around the deteroraing patient. improved outcomes DVTS o s boeen bt s rrtr
responsivitey




Access Pre Workshop ion Pack - Evidence from Pre [Pre Workshop Comments orkshop Scores ‘Workshop Scorer comments.
What would be better What would be worse Table 1 [Table 2 [Table 3 [Table 4 [Table 5 [Table 6 [Table 7 [Table 8 [What would be better [What would be worse [Table 3[Table 4|Table 5[Table 6[Table 7[Table better worse __[Other comment
2.1 What is the likelihood of this solution meeting (Improve ability to achieve national waiting  |No impact Don't SI Better |Similar (S| Better |SI Better (S| Better |Don't S| Better |Waiting time reductions should be a quick |If all at one location choiceis  |most likely the aim is is to make imilar S| Worse [similar Sl Better Sl Better Sl Better tralisation increases Red! h
the requirements of the NHS Constitution and The [time standards. Know Know win removed improvement. capacity = reduced waits.
INHS Choice Framework? Improved waiting times Pt choice of provider
IThis would be evidenced by comparison with Reduced cancellations away from unaffected. Pot improvement
national standards and internal audit. lemergency centre in waits
2-1 choice better trt time 18
|weeks ca waits
Ifewer 52 week waits
2.2 What is the likely effect of this solution on Single site for delivery of planned inpatient  |No impact. |SI Better |SI Better |SI Worse [Similar |SI Better (S| Better [SI Better (Similar |Simplifies the situation. Should be easy to It is an elective service so patients [Similar - |Similac |l Better |SlBetter S| Better [Similar single site people don't understand
simplifying the offer to patients? colorectal care. lcommunicate | will be invited for surgery and will 0dd for emergency
| This would be evidenced by patient Less confusion about site not need to know in advance where readmissions. If to a different
pathways. Patients would be more comfortable [the service is located, or access it site better infrastructure /
having a dedicated team at a known without guidance expertise.
hospital
| delivery of a single site should make the
patient experience better.
Hot cold solit makes sense to patient:
2.3 What is the likely effect of this solution on the (Service currently in place in CGH for local |Travel analysis thc, but any service moving from [Similar [Similar |SI Worse [Similar |Similar |SI Better |SI Worse |S| Worse [More travel from East |some will gain, some will lose, [Wone [SiWerse [similar  [SWorse [SiWorse [SiWorse [SiWome [SWorse <280 negatively impacted [Can be mitigated as
travel burden for patients? residents — no further improved impact. GRH to CGH will increase travel times for Need TIA to determine but |overall no significant change |Glos/FOD planned.
residents of Gloucester, the Forest of Dean and likely to be slightly or |Gloucester residents are unaffected Proportionally more Pts
parts of Tewkesbury/Newent/Staunton significantly worse for patients. |presently- but if the site moved to impacted than not.
increased travelling times from |Cheltenham this would change for Recognise this is planned
west of county and FOD |Gloucester and Forest of Dean |operation. OP remains
patients. Travel analysis is unchanged
loutstanding.
2.4 What is the likely effect of this solution on Improve ability to achieve national waiting. Don't |Sl Better [Don't  Similar |S| Better |SI Better |S| Better [S| Better |Waiting times should reduce. Cancellations inevitable if [There is always going to be patients [8etter [SiBetter [SiBetter [siBetter [siBetter [siBetter |siBetier |siBetter |Centralisation increases.
patients' waiting time to access services? |time standards. Know Know Prevent impact of emergency care on elective and emergency Gl |that will have to travel further but capacity = reduced waits.
IThis would be evidenced by monitoring Key lelective services surgery co-located lone centre and one dedicated team Service not in control of
Performance Indicators (cancellations) | waiting times expected to decrease [should reduce the need for (whole pathway e.g.
Improved ability to achieve national |Outpatient appointments. diagnostics but centralisation
I waiting times supports capacity which
Referal to treatment and access to supports reducing waiting
|services should be reduced times
IShould ensure scheduled theatre time
improving treatment standards, especially
important in bowel cancer.
2.5 What is the likely effect of this solution on the |See 2.3 See 2.3 |SI Worse |Similar  |SI Worse (S| Better |Similar (S| Better |SI Worse (S| Worse More travel from East better for some, worse for others St Worse S Worse ISl Worse: St Worse IS Worse |Carer impact higher
travel burden for carers and families? Poor parking facilities in CGH It will benefit some and disadvantage| Pts in for < 1 week but
|others there is no perfect solution impact on families
ITake account of travel impact and
|costs for people from more deprived
lareas (inner city and rural)
2.6 What s the likelihood of this solution No impact No impact Don't [Similar |Don't |Similar |Similar |Similar |S| Better [Similar |Co-location with other specialities would no change [similar " [similar——[similar —Similar —[Similar —Similar [Similar [sIBetter | Rohotic surgery in CGH
supporting the use of new technology to improve Know Know be an advantage ICGH is already a centre for robotic Diagnostics - if EGS goes to
access? Isurgery (urology and gynae onc). GRH more capacity for CT for
| This can be expanded to GI elective
lappears to be no technological
Ichanges involved.
2.7 What is the likelihood of this solution Maintains colorectal presence on CGH site No impact. Similar  |Don't (Sl Better |Similar [Similar |SI Better [Similar |Likelihood of emergencies interfering is Evidenced by patient pathways [S!Better  [similar [mler  Siwilar [Similer [Sinilar [shwilar  [similar Possible to extend operating As current
i i iintaining service operating Know less hours
2.8 What is the likelihood of this solution No planned inpatient colorectal at GRH Don't  [SI Worse |S| Worse |SI Worse |Similar S| Better [Similar |Specialist teams would have access to worse for Glos area patients,  [This makes sense as the oncology ~ [SIWorse [SiWorse |SIWorse  [SlWorse [SIWorse |SIWorse  [Sl Better (Sl Worse. |Capacity of service is not  [<volume >quality
improving or maintaining service operating Know |operating theatres when required particularly for Forest |centre is Cheltenham. reduced but # of locations
locations? Duplication of services againa [No inpatient CR at GRH 2t01
stoma support etc in CGH. Removes
|essential IP services such as stoma
|care and CNS input to EGS patients
|with colorectal problems
2.9 What is the likelihood of this solution having a |Further analysis required Further analysis required [Similar |Don't |Similar |Don't |Don't |Don't |Similar |Similar |The teams would identify who needs [May have a financial impact on |can't see this affecting anything [similor——[similar——[similar [Don't know
positive impact on equality and health inequalities Know Know Know Know |support and get the appropriate service  |some patients and their families |significant
as set out in the Public Sector Equality Duty 2011 involved (for travel etc)This will impact
and the Health and Social Care Act 20127 those who are already subject
to inequality due to the removal|
of a service from their
community
2.10 What is the likelihood of this solution Growth modelling not yet available Growth modelling not yet available Don't Don't |Similar  [Don't Don't Don't S| Better |Similar |Capacity to expand greater on the elective [Some protection of elective care but [s!Better  [similar [pimilar sl Better sl Better  [Don't Know Single site is better
accounting for future changes in population size Know  [Know Know  [Know [Know site (and more predictable) |demand will challenge duplication of structured to cope but need
and demographics? |services. evidence
Growth model not available
Nil evidence to support assessment
having removed a service if the
population increases will they be
able to reinstate it?




Deliverability Pre Workshop Information Pack - Evidence from Workstreams Pre Workshop Scores ‘ Pre Workshop Scorer Comments Workshop Score: Workshop Scorer comments
What would be better What would be worse Table 1 [Table 2 [Table 3 [Table 4 |Table 5 |Table 6 |Table 7 |Table 8 m be Mhat would be worse [ Table 6/Table 7|Table 8 b
3.1 What s the likelihood of this solution being _|Subject to consultation and statutory notice Don't [imilar [Similar [Don't [Similar [Don't [Don't |l Better [Some infrastructure present. May need more [Worse Gen Surg priorities are 1) |ignificant time and work required to model and
delivered within the agreed timescale? period, this option could be delivered within Know Know know  [Know bed modelling. Will need to find appropriate £GS 2) Daycase so probably|deliver. Priority hierarchy 1) EGS 2) Day Case 3)
the agreed timescale. staffing solutions for out of hours. priority #3. Single colorectal. Require sustainable change. f < 12
This would be evidenced by statutory IShouldn't cause any delivery issues colorectal location is mth timescale not deliverable
[timescales and indicative implementation (Currently the model is undeliverable in terms supported by consultants | Subject to rescue/ recovery rota
timetable. of staffing, theatre space but no agreement on site
(Cheltenhar s ready to deliver this option
3.2 What s the fikelihood of this solution meeting [No impact No impact [Similar|Similar[Don't [Similar_[Similar Don't [Similar _[This would improve the abilty to no change o e
the relevant national, regional or local delivery Know Know meet National Standards
timescales?
3.3 What s the fikelihood of this solution having [Critical Care and Bed capacity already exists _[Impact on junior doctor rota and possible Don't  [Don't [Dont [Don't [Similar Don't [Similar [Junior doctor & weekend consultant |Very likely as this dept. seem to have all the [F1seter —[SiWare[Simiar ooy R cor' oo Need to understand estates - probable if EGS is
the implementation capacity to deliver? to deliver this option. weekend consultation rota to be determined  [Know  [know |Know  [Know Know lcover is a concern staff needed and they have enough beds- so moved out
staffing capacity at middle grade medical Iinsufficient F1 staff. Insufficient need to extend buildings to accommodate.
stafflevel already exists to deliver this option. lconsultants to provide weekend review
of patients
Unlikely to be able to deliver weekend
in-patient review with current
lconsultant numbers
3.4 What s the likely effect of this solutionon (e 33 Don't Don't S| Better [SIWorse [Don't S| Better [Similar [Allows safe 24/7 resident middle [Junior doctor & weekend consultant oot know ST8eter [ Separation of elective from _[Insufficient F1 and
Know Know Know lgrade rota at CGH lcover is a concern emergency postive; potential consultants
Staffing grades are in place to  |Unable to deliver an acceptable to increase consultant
deliver this option opportunity to |weekend working rota for consultant capacity w/e and evenings.
introduce other Associate roles | review of in-patients |AHPs and nurse - greater
experience. Develop new skill
sets
More attractive to get staff
working i elective and non
elective
3.5 What is the likelihood of this solution having ~[All support services for elective colorectal [Transfer of EGS to GRH reduces demand on CGH [Don't  [Similar [Similar {Don't Sl Better |Similar —[Similar S| Better (dependent on locating EGS at GRH to reduce (Smilar —[simiar — |SlWorse | Better _[SIWorse _Similar Radiology/ CT impact Already on the CGH site but? Genomics more
access to the required support servicestobe [currently exist at CGH site - critical care, |Critical Care Know Know Isupport services loading needs modelling. Are ~~ |volume.
successfully implemented? nursing team, radiology Wil need facilties to mange unpredictable available on CGH but
lcomplications, Rarer in elective cases but still staffing 247 the. Theatres
Joccur. need modelling
(Commitment and availabilty of care:
providers
3.6 What s the likelihood of this solution having _|Al beds and estate already exist at CGH to Dot [similar[similar |Don't [Similar |Similar |S! Better Similar [Theatre capacity is lacking Much of infrastructure in place. Will need _[SBetir —[SWorse —[Smilar— [SBeter —(Gimilar—— iBeter [Theatre capacity required - |No new build required
access to the required premises/estatestobe |deliver this option Know Know Inadequate Theatre and Critical Care  [optimising and staffing and maintaining. req further modelling  |Evidence in estates capacity plan required.
successfully implemented? faciites at GRH at present. ITU patients
frequently cared for in Recovery
3.7 What s the likelihood of this solution having |No impact No impact Similar_|Similar_[Similar[Similar [similar |Similar [Don't [similar |One place would have the latest no changes [l Sl S [Siir il [SiBateSimiar (s Batir [ Would have to investin |Robotic surgery
access to the required technology to be Know technology laparoscopic equipment
successfully implemented?
38 is solution rely care |Agreed middle g and Planned CGH patients would need to be seenat |Don't |Similar [S|Worse|Don't [Similar |5l Better [Don't _[Similar Relies on introduction of new junior doctor & [AWose —[sWose [{Worse™[Simiar ST Worse Recovery mechanism not | Cannot deliver in isolation. ANP and rotas need
/ provision being put n place and if so, are they |on-call rota would provide full cover for  {weekends and a new Consultation and junior |Know Know Know lconsultant cover rotas to provide weekend within 1.2 years to be modelled/ provided
deliverable within the timeframe? planned care centre at CGH ldoctor rota would need to be agreed to provide cover Not dependent on other specialties other than
This would be evidenced by staff rotas this. Currently the on-call EGS team based on- |Yes DCC, Appropriate anaesthetic support G5. Need to create theatre space and small #
ste s able to review inpatients over the [lunior staff out of hours 22 ANPS 22 how beds
weekend trained Extra rota / weekend cover
ota needs
to be i place or to evidence that they have
full cover.
|Consultant and F1 rotas would need to be
[developed. Requires additional staff
A il Pre Warkshon Pack - Fvidence fram T Pre Warkshan S Larksh Morksh,
[Table 1 [Table 2 [Table 3 [Table 4 [Table 5 |Table 6 [Table 7 |Table 8 [Table 2 [Table 3|Table 4[Table 5[Tabl ble 7[Table 8 J—
7.1 What is the likelihood that this solution has _|All solutions have been developed with reference to the Outputs of Engagement Report. Don't  [Don't [sI Better [sl Better S| Better [SI Better [l Better [Public see this a means of reducing waiting times Simifar " [SIWorse " [Sietter —[Spetier [Similar [SiWorie _[SiWorse [0on'tKnow | Engagement report - questions addressed
satisfactorily taken into account and responded to [Solutions included/adapted as a result of public feedback are: Know  [Know I'm not sure there is a good solution for out of hours care. Better for people concerned about CGH downgrade

the Fit for the Future Outcome of Engagement
Report?

+ Re-open CGH ED overnight
« 1GIS centralised to CGH site
« 1GIS hub options.

Has been

that issue.

well researched and presented

Patients do not want their operations cancelled this change would be a move towards satisfying

[There is likely to be positive support for services moving to Cheltenham, there is general support
for centres of excellence. There are not a lot of specific references to elective colorectal in the
lengagement feedback

Report - Bal.

t both sit rts a vibrant future for

CGH.

Pitch - not a decisive clinical benefit; a lot of concerns, so harder to identify
benefits compared to current. Which site for colorectal not clear

f we move elective to CGH we still have the same risk on emergencies so why
would we promote?




Workforce Pre D Pack Pre Pre Workshop Scorer Comments ‘Workshop Scorer comments
better What would be worse [Table 1 [Table 2 [Table 3 [Table 4 [Table 5 [Table 6 [Table 7 [Table 8 [wh better [What would be worse [Table 1 [Table 2 [Table 3[Table 4[Table 5[Table 6 Table 7[Table 8 |
[4.1 Whatis the likely effect of this solutionon _|A single centre would provide more efficient | Potential for GRH colorectal nursing staff tobe [Don't  [Sl Better S| Better [SI Better [SI Better [SI Better [SI Better S| Better |better overall but may impact GRH colorectal Probably poor due to duplication of | Efficiency and flexibility are the main themes. [SWore —[slWerse —[similar Centralisation positive Le. _ |Single unit positive but separate sites |Middle grade staff covering
improving workforce capacity resilience and land flexible use of planned care resources  |reallocated from current wards. Know Inursing staff who will be transferred. More staff. I These factors seem to be inter related- you dedicated elective time but | negative Gs?
i por i (P Iy | This would be evidenced by staff establishment. resilience to result provided by all staff [can't have one without the other. uses same team allocated [Reduced resilience from EGS

[Supported by the findings of the New (Greater efficiency due to ‘planned nature of the | being based in one location and [The development of a single unit will lead to, based on time (shits); so spit

[Zealand report Strategy 10 - Improving change |colocated with UGl and EGS. |greater efficiency/flexibility of working. across sites.

elective care through separating acute and However, these efficiencies are offset by the

elective surgery, 2012. inabilty to staff the elective and EGS rotas at F1

A single unit would deliver group working Jand consultant level ifthe unit is on a separate:

loptimising the abilty to cross cover and back site from EGS. There is actually reduced

il sessions exibilty to cover unexpected absence if

Improved flexibiity to cover unexpected separate.

Jabsence. Ths wil take time as staff

[transfers/recruitment/upskilling required.

4.2 Whatis the likely effect of this solutionon [see 4.1 See a1 [Don't
optimising the efficient and effective use of [Know
clinical staff?

51 Better [S1 Better S/ Better S1 Better [Better delivery of service to the p: Twould i Potential to [FIWone —[sWose —[sieeter
lexpect a happi patients undergoing  [develop 'centre of excellence'
(General surgery staff rea P both panned and emergency
lsurgery at CGH and to provide a general surgical  |Separation of EGS from inpatient CR
service to a sick and elderly patient population | work will result in inefficiencies with
[(medical, CoE, Ortho). Elective Gl surgery in CGH  |increased travel between sites

Jwill ensure this human resource is gainfully.

Single unit positive but separate sites
inefficient - negative
Difficulties to cover rescue

lemployed, and will enable prompt consultant
surgeon review.

[4.3 What s the likely effect of this solution on _|Benefits of co-location with urology, gynae- | No impact [Don't
loncology and

[Similar [Don't _|Similar _|S! Better [Similar [Similar _[benefits from colocation with urology, gynae & e [smiar
lgastro

Benefits of co-location with urology,gynae-
loncology and medical gastroenterology. This would|
Imake sense to be working alongside these other
(departments.

[No change to current

Know

patient pathway?

4.4 Whatisthe [Benefits o e

supporting the flexible deployment of staff and |Option to expand the role of nurse specialists
i ng models?  [and pr delivery of planned care

(Opportunity to introduce Physician Associate

roles to support the delivery of planned

lcolorectal care within the timeframe

[This would be evidenced by the introduction

lof new posts

Noimpact Similar |SI Better [l Better [Similar

S1 Better [improved opportunities for staff development _[Spread too thinly | worry. [Toeter[STWorse —[sipevir
Isharing knowledge- opportunity for career
Iprogression/ movement.

Potential to expand role of specialist nurses

taff would be able to decide where they want to
|work and if they wanted to be part of a dedicated
specialist team

(Opportunities to enhance roles due to stable
Inature of the environment.

Opportunity Emergency and planned separation | Needs to be safe
causes issues.
Benefits of colorectal on single ste.

4.5 What s the likely effect of this solution on |A single unit would deliver group working | Potential for existing GRH nursing staff to be 51 Better [Similar ST Better [dedicated group working wil reinforce the team. [Mindful of the support transferring staff would (S [smiar—[simiar For medical and nursing staff [Take out variabilty in elective
supporting staff health and wellbeing and their  [which should offer better group cohesion,  |reallocated from current wards, This could [working ethos and allow mutual support at difficuit need there is a benefit from the activity
abiity to self-care? team working and positive work experience ~|impact morale and staff health and well-being. times structure due to splt of elec
[This would be evidenced by staffrotas and  |This would be evidenced by staff rotas and staff lcross cover, multi-site cover rom emerg
staff well-being metrics [well-being metrics. should offer better group cohesion, team working
land positive work experience.
Dedicated environment
Staff have a well being hub and would be
lsupported by the Seniors in the team
4.6 What s the likely effect of this solution on _|Offering dedicated specialist facility should | There may be some staff dissatisfaction in 51 Better [51 Better [similar ST Better [improved opportunities for staff development for Improved infrastructure and working. = Dedicated ward/ complete [Nursing impact / rotation
improving the recruitment and retention of improve the desirabilty to work as a respect of staff who prefer GRH as base. the majority lenvironment to maintain skills and validations. separation is positive. Jr Drs
permanent staff with the right skils, values and  [colorectal specialist (ward nursing, specialist should improve the desirability to work as a excl
competencies? Inursing, medical and support staff) lcolorectal specialist (ward nursing, specialist

[The expanded/improved opportunities as.
ldescribed above in terms of training and
|development and advancement of new roles
[hghly likely to have a positive impact on staff
retention and the ability to recruit new staf.
IThis would be evidenced by staff rotas,
recruitment and retention metrics.

Inursing, medical and support. Opportunity to
[progress etc- the unit sounds like somewhere staff
[would want to stay and attract staff in to work.

Elective / Emergent split considered gold standard

4.7 What s the likely effect of this solution on | single dedicated colorectal unit would [No impact 51 Better [S1 Better [Similar _[similar |l Better S| Better [A dedicated team is able to provide training at all |If on a separate site from G this will [FWore [6Wore [Simlar—[Simlar (Silr s st staff can concentrate on non- | Not enough F1 to staff Model H [No improvement as bad
8 d available training levels due to the new working styles provided by  [reduce the learning experience and elective; not distracted by |Rota dependent situation.
right skils, exposure the single site puts allocations at risk. Feedback likely| emergency [Who i looking after patients at
values and competencies? (Greater opportunity to provide enhanced sub. If good access to training in both emergency and to be worse. Lack of viable F1 rota night?
specialist colorectal training e.g. early rectal elective cases can be maintained. puts retention of F1s at risk. Deanery prefer trainees to work on 1
lcancer treatment and pelvc floor surgery Based on the notes above | would expect the unit [rotas likely to have negative impact on site only s splt n GS is negative
to be able to retain as well as attract staffin. raining opportunities
the likely effect of this solution on [see 4.7 No impact 1 Better [S1 Better [5I Better [5I Better S| Better 5l Better |A is able to p atall [Trainees y freq a1in 4 weekend rotawould _[S8eter [SWose —[Silar —[sBeier[simiar—[simlr (i erer [More time & focus. Better _|Education supervision needs time,
improving ilability of delivering elective training in levels due to the new working arrangements lbe working on different sites likely mean reduced availability for normal backill system [with trainee. New model spit site
i il their training [a single locati te from EGS, able to allowing more training time clinical duties and training limits contact
role? fexibility in (Greater opportunity to provide enhanced sub-

(Greater opportunity to provide enhanced sub-
Ispecialist colorectal training e.g. early rectal
lcancer treatment and pelvic floor surgery.

specialist colorectal training e.g. early rectal cancer

treatment and pelvic floor. This can only be a good
thing for patients, also an opportunity to continue
for Gloucestershire to pioneer in oncology.

4.5 Whatis the likely effect of this solution o |A single dedicated colorectal unit would | No impact S Better [SI Better [Similar |S! Better [5! Better S| Better |would provide career development & advancement i i [SBetier—[simior—[siior—[siBetier Centralisation Only if rotating nurses.
enabling staff to maintain or enhance their lconcentrate all available training & learning lopportunities at all levels.

capabilities/ competencies? lopportunities including sub-specialist (Optimises the learning environment- | imagine this
[colorectal services e.g. early rectal cancer and [promotes curiosity/ innovation- how can we.

Ipelvic floor surgery. [continually improve patient care treatments etc.
[This option would optimise the learning (Greater opportunity to deliver subspecialist training|
lenvironment for all staff

410 Whatis the ikely effect of this solution on [see 4.1, 48,49 No impact [Don't |5l Better [SI Better [SI Better [Similar |Similar |51 Better [SI Better [would provide career development & advancement it Froeter—[Soetier [simlor —[sitor —[iBetier
enabling staff to fulfil their capability, utilsing all [Know lopportunities at all levels
of their skills, and develop their role? More opportunity for training and accreditation

land career advancement should improve staff

Imorale

Less variation in cases numbers

4.11 Whatis the his sol [Further %] Further analysis required [Pomoa{BonKnaw [oontKnow”[Dort Ko Gmlar (et [Smile—[smiar Wil enable selective site working. Relocated GRH nursing staff may have [further analysis required [FWore —siWonse Colorectal staff - CGH Impact needs to be modelled.
the travel burden for saff? e.g. relocation time. increased travel costs that wil need to Potentially offset as other G5
and cost. be addressed services also switch sites
[specialist nurses will need to see Might be for specific groups,
elective and emergency patients - but have the opportunity to
increased travel burden if separate stay.
from £GS
v providing careona |Noimpact [povnow [Sar—[silar—[sBetier—[iBetier [sbetiar —[setier —foont krow [Better access to training opportunities due to the [Challenge to support complex surgery in [FBeter [l [simtar—[Bater —(iBerir [sroarier[siBetar Split sites impact on Specialist nurses
support tostaff?  [sing! allow tailored and more Iplanned nature of the service that s not stressed by| multiple locations.
flexible training opportunities for trainees, the need to provide emergency cover Clinical supervision will be similar, educational
[dependent on their level of experience and |All consultants providing planned care on a single. lsupervision wil be diminished
training requirements site would allow tailored and more fiexible training

lopportunities for trainees,




C6: Centralise elective colorectal to Gloucestershire Royal Hospital (GRH) — Model E

Quality Pre Workshop Inf - Evidence from Pre Workshop Scores \ Pre Workshop Scorer Comments Workshop Scores Workshop Scorer comments
What would be better What would be worse [Table 2 What would be better What would be worse Other comment Table2  [Table6 [Whatwould be better What would be worse Other comment
1.1 Whatis the likely effect of this solution on  (Improved access to sub-specialist care, ensuring equitable pathways for all |No impact 1Sl Better Improved access to subspecialty care. 51Better Similar Subspecialty positive. Same site as EGS | Potential for negative impact on 18 weeks  [Acknowledge risk of EGS encroaching
patients receiving equal or better outcomesof  [patients Continuity of care. positive Referral to Treatment (Don't cancel cancers)  |on Elective care.
care? Improved access to specialist nursing care (Cancer Nurses / Stoma Nurses) Improved access to specialist care and nursing Deteriorating patient can be managed by |Potential increased risk of elective cancellations|Joint cases at present happen at
Planned patients who become unwell in hospital after their operation have teams EGS sub-spec team (if on same site) Possibility of elective beds being used for ‘dominant' speciality site; this would
rapid access to the EGS team Emergencies (refer to Royal College guidance as|continue in this solution
Patients who have had planned care and need urgent re-admission would counter to this) Haven't yet experienced centralised
be under the care of the same consultant team. 'take; but knowledge of both CGH and
(GRH takes; so can envisage solution
Supported by the findings of the Royal College of Surgeons - separating with Elective Colorectal working
lemergency and elective surgical care Report, September 2007
IThis would be evidenced by patient pathways and for cancer patients, the
cancer patient experience survey.
1.2 What is the likely effect of this solutionon  |Improved access to sub-specialist care, ensuring equitable pathways for all |No impact Sl Better Subspecialty medical and nursing care similar Deteriorating Pt on same site, sub-spec
patients being treated by the right teams with the [patients enhanced, safe management of the and enhanced service
right skills and experience in the right place and at (Improved access to specialist nursing care (Cancer Nurses / Stoma Nurses) deteriorating patient. Consultant continuity
the right time? Planned patients who become unwell in hospital after their operation have Definitely better outcomes access to specialist
rapid access to the EGS team nursing teams. Quick access if re-admission
Patients who have had planned care and need urgent re-admission would needed
be under the care of the same consultant team.
|This would be evidenced by patient pathways and for cancer patients, the
cancer patient experience survey.
1.3 What is the likely effect of this solution on  [Planned care in Colorectal surgery would have a dedicated team 365 days a |No impact Consultant review 365 days a year FLes flaim Seen on Sundays
continuity of care for patients? year Patients would not need to move between
Planned patients at GRH would be reviewed by EGS colorectal consultant at (wards and have access to the same team and
weekends reduce need for out of county transfers
1.4 What is the likely effect of this solution on the |No impact No impact Similar Similar I Team would have access to the other No comment similar Similar Upside with EGS Downside losing Uro/Gynae
opportunity to link with other teams and agencies agencies
to support patients holistically?
1.5 What is the likely effect of this solution on the |This option provides a specialist unit dedicated to planned care Planned care ward environment has the potential tobe  {Sl Better Don't Know  |Dedicated ward. RCS document - "A physical 5 Better S Worse Centralisation of service positive Reduced protection of elective patients from
quality of the care environment? Single specialist nursing, ANP and Allied Health Professionals team (AHPs) ~ |impacted by the delivery of EGS separation of services, facilities and rotas emergency pressure
e.g. physiotherapy, occupational therapy, nutrition team). Iworks best although a separate unit on the Increased risk of overflow and or cancellation
ISupported by the findings of the Royal College of Surgeons same site is preferable to a completely
- separating emergency and elective surgical care Report, separate location."
ISeptember 2007 IThe care environment is already excellent but
specialist teams would benefit all patients
1.6 Whatis the likely effect of this solutionon ~ No impact No impact Similar Similar Encouragement to manage from the team No comment Similar S Better
encouraging patients and carers to manage self- but no real impact
care appropriately?
1.7 What is the likely effect of this solutionon ~ |No impact No impact Similar Similar Improved access to other teams No comment 5 Beter et Sub-spec and emergency team on same
enabling patient transfers within a clinically safe site
time frame?
1.8 What is the likely effect of this solution on  {Improved access to sub-specialist team for patients requiring out of hours ~ |No impact SIBetter  [SBetter  |Rapid access to staff and theatres is EGS
enabling emergency interventions within a lemergency treatment having undergone planned care. lon same site. Subspecialist team available
clinically safe time-frame? This would be evidenced by reviewing time of decision to treat and to look after deteriorating patient.
treatment. Other teams on site
1.9 Whatis the effect of this solution on the No impact For some patients there would be an increase in travel  [Similar Similar No comment
likelihood of travel time impacting negatively on time to GRH for planned care admissions. This would not isome patients will travel further
patient outcomes? negatively influence patient outcomes. no detail on cohort negatively
affected
1.10 What is the likely effect of this solution on  |Improve recruitment of medical and nursing staff. No impact Sl Better Sl Better Rotas are in place at all levels,
patient safety risks? IThis would be evidenced by staff tumover / vacancy rate subspecialty care provided
Staff rotas would be improved




Access Pre Workshop Pack -Evidence from || PreWorkshop Scores | Pre Workshop Scorer Comments Workshop Scores Workshop Scorer comments
What would be better What would be worse [Table 2 [Table 6 | What would be better |What would be worse Table2  [Table6 |Whatwould be better | What would be worse Other comment
2.1 What s the likelihood of this solution meeting {Improve ability to achieve national waiting time No impact I Better Improved waiting times [Betien [ Nor=] Centralised positive impact Risk to capacity at GRH for complex electives due to |Acknowledge extra beds required;
the requirements of the NHS Constitution and The [standards, Meets with the necessary lack of Inpatient beds mitigating plan needed.
INHS Choice Framework? [This would be evidenced by comparison with national requirement Learning from centralisation of
standards and internal audit \vascular is that efficiencies can be
made
2.2 What is the likely effect of this solution on  [Single site for delivery of planned inpatient colorectal No impact S| Better Single site of delivery [ Better [ Better Single site
simplifying the offer to patients? care. Patients would know where to go
This would be evidenced by patient pathways. land what specialist team they
were under
2.3 What is the likely effect of this solution on the [Travel analysis tbe, but any service moving from CGH to ~ [Travel analysis tbe, but any service moving from  [Similar Similar |Always going to be a problem for ITBC [l s 1site
travel burden for patients? IGRH will reduce travel times for residents of Gloucester, |CGH to GRH willincrease travel time for isome
the Forestof Dean and parts of residentsof Chltenham, the Cotswolds, and
Tewkesbury/Newent/Staunton some areas of Stroud and Berkley Vale.
2.4 What is the likely effect of this solutionon  [Improve ability to achieve national waiting time Noimpact I Better Sl Better | Improved ability to achieve national it R Centralisation + Single site impacting elective capacity - need bed
patients' waiting time to access services? standards. waiting times. modelling
This would be evidenced by monitoring Key Performance Reduce waiting times and have
Indicators (cancellations) Ispecialist treatment promptly
2.5 What is the likely effect of this solution on the [See 2.3 See 23 Similar Similar better parking at GRH |Always going to be a problem for some ITBC fas ltwice the impact of 2.3
travel burden for carers and families?
2.6 What is the likelihood of this solution No impact No impact Similar Similar No comment [smilar [smilar
supporting the use of new technology to improve Possibility of robotic surgery
access?
2.7 What is the likelihood of this solution No impact No impact Similar Don't Know |Any dedicated service is an advantage| No comment [Siar [Smilr
improving or maintaining service operating hours?
2.8 What is the likelihood of this solution No impact No planned inpatient colorectal at CGH Similar Would maintain or increase what No inpatient CR at CGH I8 Worse S Worse 2 to 1sites
improving or maintaining service operating. is already have in place Day case colorectal work moved to CGH.
locations? ISubspecialist Consultant cover out of hours
2.9 What i the likelihood of this solution having a |Further analysis required Further analysis required Don'tKnow  |Don't Know INo comment [ pontknow
positive impact on equality and health inequalities [This is already being done
as set out in the Public Sector Equality Duty 2011
and the Health and Social Care Act 20122
2.10 What is the likelihood of this solution (Growth modelling not yet available Growth modelling not yet available Don'tKnow  [Similar No Comment s d [
accounting for future changes in population size Not yest scoped
and demographics?




Deliverability Pre Workshop Information Pack - Evidence from Workstreams Pre Workshop Scores | Pre Workshop Scorer Comments Scores Workshop Scorer comments
What would be better What would be worse [Table 2 [Table 6 _|What would be better [What would be worse [Table 6 | What would be better | What would be worse [Other comment
3.1 What s the likelihood of this solution being deli jthin the ~[Subject and statutory notice period, this No impact Similar Don't Know |Deliverable immediately Subject to consultation and statutory notice period [ioeter Site co-location with EGS increases likelihood Potential to implement in timescale
agreed timescale? loption could be delvered within the agreed timescale. of deliverability. Need to model theatre Beds/DCC capacity needed. Theatres OK
[This would be evidenced by statutory timescales and lcapacity, bed #. Shorter timescale than C5 [Would be deliverable in the same time as EGS to
indicative implementation timetable. IGRH .. More modelling to confirm, but months,
not years
Extra beds at GRH needed
Rota flexibilty
Less frequent on-call versus C5
3.2 What s the likelihood of this solution meeting the relevant INo impact No impact Similar [Similar INo comment [ FT
national, regional or local delivery timescales? INo impact
3.3 What s the likelihood of this solution having the i [This option would impr pacity to provide j No impact Similar Sl Better 24/7 cover at alllevels. Greater abilty to "flex [ Bundled with EGS. See 3.1
capacity to deliver? doctor cover without the need to recruit additional medical or rotas" to cover unexpected (short notice)
Inursing support. Collocation with EGS allows "flexing’ of rotas absence.
to provide safe cover e.g. covering staffllness at short notice. Extra beds can be made available
Supported by the findings of the Royal College of Surgeons -
separating emergency and elective surgical care Report,
September 2007
3.4 What s the likely effect of this solution on access to the required [see 3.3 See33 Similar 1 Better |Opportunity to introduce other grades of /As above = Increased efficiency and capacity through
i i to be successfully Nurses and Physician Associates centralisation
3.5 What s the likelihood of this solution having access to the Al support services for elective colorectal currently existat  |No impact SlBetter [similar INo comment = = DCC and Beds challenging
i i i (GRH site
3.6 What s the likelihood of this solution having access to the [Additional beds would be provided for elective colorectal on |No impact Similar [Similar | Additional beds to be provided i i More modelling required. Theatre capacity
i i be i the GRH site Already in place extra beds available lcould be met through other options at GRH
This would be evidenced by the estate plan.
3.7 What s the likelihood of this solution having access to the INo impact No impact Similar [Similar INo comments o [oener
required 8 [
3.8 Does this solution rely on other models of care / provision being | No impact No impact Similar Don't Know |Doesn't rely on other models INo comments i i [Theatre requirements, model of care changes
put in place and f so, re they deliverable within the timeframe? Relies on colocation of both EGS and lelsewhere. Urology and oncology pathways
inpatient Upper GI Surgery lconfirmed
Acceptability Pre Workshop Information Pack - Evid from Workstreams Pre Workshop Scores Pre Workshop Scorer Comments Workshop Scores Workshop Scorer
| Table 2 Table2 |Table 6
7.1 What is the likelihood that this solution has All solutions have been developed with reference to the Outputs of Engagement Report. S| Better Very well evidenced [Stilar Don'tknow  |Engagement Report - negative perception of service moving from CGH. Pts

satisfactorily taken into account and responded to
the Fit for the Future Outcome of Engagement
Report?

« Re-open CGH ED overnight
« IGIS centralised to CGH site
«IGIS hub options

Solutions included/adapted as a result of public feedback are:

transferring from CGH to GRH. Surgeon on site

Pitch - c.f to current: 2 x + domains (quality & Workforce), 2 x = domains (access &

deliverability) Nett out

Acknowledge there is not clinical consensus for this solution (or C5)
Not aligned to pure EI/EMX split, but doesn't mean it is not a CoEx for Elective Care

(if UGI remains in GRH)

Addressed the questions from outcome of engagement

Could be perceived as 'yet another' service going to GRH

As a Cheltenham resident, would prefer to go to specialist site

Differing clinical views for Elective Colorectal, no consensus among clinicians




Pack Pr Pr Comments
What would be better What would be worse [Table2 [Table6
4.1 What s the fikely effect of this solution on improving [Colocation of planned colorectal with EGS would allow more efficient and Potential for CGH nursing staff to be reallocated from current wards. _[similar |S| Better | The development of a single unit willlead to greater
medical and nursing. need to recruit [This would be evidenced by staff establishment. lefficiencyltiexibility of working. Rotas are in place if on
service changes? = b d site as EGS. Sub specialty CR consultant

|Improved flexibilty to cover unexpected absence.
[This would be evidenced by staff establishment

review at weekends by emergency CR consutant,

omments

[Centralisation and sub specialisation

Positve for staffin general, once move has
taken place (may be some resistance from
ICGH teams (medical and nursing) initially)
Lessfrequent on-call versus C5.

Travel burden includes intersite as well as
Jgetting to work

|Advantages for staff

4.2 Whats the i 2 GS would avoid the need for frequent changes of site for junior [See 4.1 Ninimises travel between sites. Nursing and medical
efficient and effective use of clinical staff? st review of patients facilitated by having planned and
lemergency patients in the same building albeit
separate wards,
|Staff would be working as a team
4.3 What s the likely effect of this solution on supporting cross- [No impact No impact [Trining opportunites available No comment
or nal working across the patient pathway;
4.3 Whatis the P Advanced P [Similar Potential to expand role of specialist nurses Required funding
i innovative |;
staffing models? (Opportunity to introduce Physician Associate roles to support the delivery of
llanned colorectal care within the timefr
[This would be evidenced by the introduction of new posts
4.5 What i the likely effect of this solution on supporting staff _|Colocation of the team with EGS would create greater clinical mass and staff _[Potentialfor existing CGH nursing staf to be reallocated from current _[5I Better Dedicated environment

heaith and wellbeing and their ability to self-care?

resilience, which should have a positive impact on staff health and well-being,
[This would be evidenced by staff rotas and staff well-being metrics.

|wards. This could impact morale and staff health and well-being.
[This would be evidenced by staff rotas and staff well-being metrics.

Well being hub in place and team to support

4.6 What s the likely effect of this solution on improving the _[Also see 4.1 [Seea Dedicated environment Dedicated, complete separation
it i right described above in terms of training Recruitment and retention would improve due to

skils values and competencies? new roles highy likely to have a positive [opportunity for training and working within a dedicated

mpact on staff retention and the abilty to recruit new staff, eam

cohesive unit with a clear future vision will attract high
quality statf
4.7 Whatis the i [Colocation of with £65 o [Noimpact [Consistent access 1o educational supervisor f on Provision of training times [Availabiliy to Trainee; sub-spec training
Hlocati i i i [same site as EGS. Enhanced environment iikely to

right skills, values and competencies? (Greater opportunity to provide enhanced subsspecialst colorectal training e.6. result n better feedback. Compliant, less onerous rotas|

larly rectal cancer treatment and pelvic floor surgery. will also improve feedback.

3

(Compliance with Deanery regulations

[Enable the Trust to retain trainee allocations

[Enable development of middle grade felowships for advanced colorectal

specialist training

This would be evidenced by the GMC survey and Deanery feedback.
4.8 Whatis the [Colocation of With £65 beon [Noimpact [Treinees and trainers will consistently be on the same ste Education supervision, physical availabiity
improvir ilability trainees each week The trainers would have dedicated times for students
fulfiltheir training role?

supported gsof the Royal College of

lemergency and elective surgical care Report, September 2007

(Greater opportunity to provide enhanced subrspecialst colorectal training e.6.

learly rectal cancer treatment and pelvic floor surgery.
4.9 Whats the i i Would periods of No impact [Greater opportunity to deliver subspecialist training
maintain or enhance their capabilities/ competencies? (Greater opportunity to provide enhanced subrspecialst colorectal training e.6. The opportunity to improve skils and knowledge with

early rectal cancer and pelvic floor surgery. lsupport from Seniors in the team

& all staff

a. [Sees1,28849 No impact Less variation in cases numbers No comment
fuifil their capability, utilsing all of their kills, and develop
within their role?
4,13 Whatis the the travel required Further analysis required porcknow— seir [There will always be some staff that will be_[No comment
burden for staff? e.g. relocation time and cost. [disacvantaged
4.12 Whatis the [Colocation of with €65 beon [Noimpact [ Both clinical and educational supervision will be maintained

clinical supervision support to staff?

the same site as the trainees each week

The Seniors will be on hand to supervise and advise




B2: Centralise the image-guided interventional surgery (IGIS) ‘hub’ to GRH including vascular; IGIS spoke at CGH — Models D & G

Quality

1.1 What is the likely effect of this solution on
8 equal or better outcomes of

care?

Pre Workshop Evidence from | Pre Workshop Score: | Pre Workshop Scores Workshop Scorer comn
What would be better What would be worse Table 3 [Table 4 [Table 7 [Table 8 [What would be better [What would be worse [other comment [What would be better [What would be worse [Other comment
Many emergency IGIS interventions are time critical; locating a hub S| Better |Positives: Reduction in out of county Reduced ability to support essential |Not clear if embolectomy for stroke Provides 24/7 Concerns around planned vascular [Query on how staffing will work

at the County's trauma u reduce the average time to
intervention for many emergencies.

Co-locating IGIS services improves the availability of consultants
from adjacent services that may be required in the event of a
complication, thereby improving outcomes.

Improving our ability to attract and retain staff will reduce gaps in
our on call Interventional Radiology rota, improving the robustness
of the service and ensuring services are available at all times
Co-location of vascular, interventional radiology and interventional
cardiology supports the multi-disciplinary approach to the
management of primary angioplasty. Evidence on travel times and
outcomes suggests that patient outcomes could improve if a
primary angioplasty service could be offered locally

1.2 What is the likely effect of this solution on
patients being treated by the right teams with the
right skills and experience in the right place and at
the right time?

Establishment of an IGIS hub at the trauma unit will increase the
likelihood that both specialist IGIS facilities and clinical expertise are
located on the same site where the patient is presenting.

Reduce inpatient transfers between sites,

Over 90% of inpatient referrals to vascular services do not come
|from CGH.

Reduction in inpatient and emergency transfers for catheter labs
(650 transfers from GRH to CGH in 2018/19)

1.3 What is the likely effect of this solution on
continuity of care for patients?

By improving our ability to expand IGIS provision, patients currently
travelling out of County for IGIS procedures could be treated at GHT,
allowing follow up care to be provided by the same clinical team.

transfers. Consolidation of inter-related
services. Ability to carry out more and
different procedures will attract higher
quality staff and improve retention

centralised hub of expertise

services on CGH site (oncology,
urology, medicine)

patient’s is planned?

Co-location of GIS and Vascular would
seem best given that many patients
require input from both services.

ficantly better for those patients
who would previously have been
transferred out of county.

Some patients may have an inter
site transfer after their care in the
1G1S hub depending on which
specialist ward they need to access

ignificant - 24/7 ser
not offered.

e that is currently

Need to consider renal - vascular
interaction

[Ability to provide staffing to be
resolved/confirmed

Current CA patients going to Leeds
(get eg numbers) colorectal / liver
mets

1.4 What is the likely effect of this solution on the |No impact No impact Similar more likely to develop links with other |May lose touch with outreach
opportunity to link with other teams and agencies agencies that are condition specific  |support in local communities
to support patients holistically?
1.5 What is the likely effect of this solution on the |Establishment of a new IGIS Hub and replacement of outdated and Similar [Similar [similar [Reducing transfers either between [The 1GIS hub can only progress with [Guilting ward now IGIS refurb positive. Dependent on the facility used to
quality of the care environment? beyond end-of-life facilities will improve the quality of the care hospital sites or out of county will be |capital redevelopment to provide a new Equipment a lot better accommodate
environment beneficial to those with dementia by GIS centre. This would provide a much DC unit for CAR & IR is in the plan |Assured Estates plan in place to
reducing their confusion and alienation lenhanced clinical environment in new Hub will be better facilitate - depends on specialist
likewise those with other mental health build facilities dedicated centre
cond Dependant on new facility
|Assume estates plan delivery
appropriate environment
1.6 Whatis the likely effect of this solutionon |No impact No impact Similar |Similar [Similar |Similar | Discussions between patients and their Pathways are critical
encouraging patients and carers to manage self- family/carers and specialist staff could
care appropriately? take place in one location
1.7 What is the likely effect of this solutionon | No impact No impact 51 Better [ Better [Overall | expect a net benefit would _|No on site access to IG/Vase Not moving patients to Bristol / Swindon |Occasionally CGH may need Some transfers from CGH - 5 ptnts
enabling patient transfers within a clinically safe occur in terms of mean travel times  |support at CGH Reduction in out of county transfers  |Vascular surgery provision. lyr? Check and validate. May be more
time frame? 24/7 PCI 1 every 2/52
Pathway need to be in place
Out of county
1.8 What is the likely effect of this solutionon |In-county Primary PCl reduces the distance to travel (and therefore S1 Better [l Better Sl Better [streamlined care pathways and PCI AAA Trauma pathways to be
enabling emergency interventions within a time to intervention) for patients requiring emergency intervention procedures, clearer accountability, considered
clinically safe time-frame? |Average ‘call to balloon’ response time reduced. consolidated staffing and expertise, Need pathways for Vascular surgery
Establishment of an IGIS hub at the trauma unit improves the should improve timeliness of need at CGH
availability and accessibility of IGIS services to trauma patients intervention and improved outcomes.
requiring emergency intervention; and improves rapid accessibility
to source control intervention following diagnosis of sepsis or septic
shock.
1.9 Whatis the effect of this solution onthe |In-county Primary PCl reduces the distance to travel (and therefore Similar | S| Better 51 Better patients who would previously [Travel time to Bristol eliminated
ihood of travel time impacting negatively on  [time to intervention) for patients requiring emergency intervention. have been transferred out of |Ambulance will know where to go
patient outcomes? Establishing a hub at GRH improves accessibility for patients county has to be balanced by a
travelling from the Forest of Dean and West of the County, outside potentially longer journey for those
of the two urban centres this is where the majority of patients that would otherwise have gone to
requiring IGIS are travelling from. CGH though this i likely to be
Evidence: demand map minimal in a blue light scenario.
1.10 Whatis the likely effect of this solution on | No impact No impact Sirmilar One hub with enhanced faciities Ref critical incidents relating to services 24/71GIS on call rota assumptions
patient safety risks? improves patient safety and outcomes being on a different site, equipment on a 24/7pCl
different site.
Red risk rating & missing consultants on
2 24/7 HR rota. Improves environment.




Access Pre Workshop Information Pack - Evidence from Workstreams | Pre Workshop Scores | Pre Workshop Scorer Comments Workshop Scores Workshop Scorer comments
What would be better What would be worse [Table 3 |Table 4 [Table 7 |Table 8 |What would be better What would be worse [Table 3 [Table 4 [Table7 |Table 8 |What would be better | What would be worse |Other comment
2.1 What s the likelihood of this solution meeting |No impact INo impact [Similar | Similar Similar [imitar—[smilar Isisetier | Chojce of local Ca centre locally (not 00A) and need to build more capacity
the requirements of the NHS Constitution and The EP in Glos. Report 00C
INHS Choice Framework? Interventional oncology service will increase More patients in West of county
patient choice of providers therefore Net benefit
Improve patient access to services locally (not
Bristol/Leeds/Birmingham)
2.2 What is the likely effect of this solution on No impact No impact |Similar  (Similar Similar |A "one stop shop" would simplify patient Patients are unlikely to need to know the [silar [ Smilar | Siilar Could offer direct access later down
simplifying the offer to patients? decisions location of IGIS hub services as they would only| line.
laccess them through other emergency
pathways
2.3 What is the likely effect of this solution on the |Travel analysis tbc, but any service moving  |Travel analysis tbe, but any service moving from [Similar [Don't Sl Worse (Similar travel times and costs from the east of (Even if the net travel time is zero because some [SlBetter SlBetter |SlBetter | Better offer reduces out of county
travel burden for patients? lfrom Cheltenham to Gloucester will reduce  |Cheltenham to Gloucester will increase travel Know the county would rise and frequency  [patients will be shifted in both directions, we Better for FoD and Glos populations
travel times for residents of Gloucester, the [time for residents of Cheltenham, the Cotswolds, of visits from family/carers may have to remember that for the patient in front
Forest of Dean and parts of [and some areas of Stroud and Berkley Vale. reduce, which may increase anxiety in |of us that travel time might be a big problem.
I Tewkesbury/Newent/Staunton the patient
2.4 What is the likely effect of this solution on | The option improves our ability to expand S| Better [Don't  |Similar |Similar |Should improve waits from ED Depends on staffing and availability of [Don'tKnow [slBetter Similar | Eyidence from the pack GRH patients for More evidence required incl OOH
patients' waiting time to access services? 1G1S provision locally. This will increase the Know Likely balance - improvements for some IR~ |bed space cardio. impact
regional provision of services, which will procedures for acute medicine at GRH, worse |Some elective done more quickly than lwill not impact 18 RTT cancer
reduce regional average waiting times for for procedures required for CGH patients Birmingham need more info
elective IGIS services that patients must 24/7 rota
currently travel out of county to receive.
2.5 What is the likely effect of this solution on the |See 2.3 See 2.3 Similar |Don't  [S| Worse |Similar net travel might be zero but the (Similar (Sl Better |SIBetter |Sjgnificant for 00C
travel burden for carers and families? Know lindividual families may well be highly
effected by it.
2.6 What is the likelihood of this solution No impact No impact Similar | Don’t Similar {New interventional technologies are advancing Caveat is cost of providing kit/
supporting the use of new technology to improve Know land a re purposed "hub’ could lead the way in equipment
access? innovation and integration with existing Consolidate.
radiological/imaging technologies for example.
2.7 What is the likelihood of this solution I This solution is likely to lead to an S| Better S| Better |Consolidated expertise, infrastructure and rotas Step change to a 24/7 rota Consolidate.
improving or maintaining service operating hours? |acceleration of the implementation of a 24/7 Consolidate onto 1 location
Primary PCl service and fill gaps that are
present in the 24/7 Interventional Radiology
on call rota
2.8 What is the likelihood of this solution No impact For some patients there will be a reductionin  (Similar |SIWorse [S| Better (S| Worse Fhi Quality improved.
improving or maintaining service operating service operating locations
locations?
2.9 What s the likelihood of this solution having a |Further analysis required Further analysis required [Similar |Don't |Don't |Similar |Overall patient care is enhanced which is good |The travel burden will [Those that are already subject to inequalities Positive impact on right area of need (Glos/ _|Population in FOD and Gloucester
positive impact on equality and health inequalities Know [Know for everyone. disproportionately affect people with |may be impacted more than those that aren't. [ West) Some people not getting the service at —[impacted on.
as set out in the Public Sector Equality Duty 2011 disabilities who are statistically less the moment as out of County. Potential to
and the Health and Social Care Act 20122 likely to drive or have access to a car help disadvantaged groups more.
2.10 What is the likelihood of this solution Growth modelling not yet available |Growth modelling not yet available Similar {Don't (S| Better |Don't The IGIS hub would need to be sized [ Pon'tknow | Improved resilience Consolidate.
accounting for future changes in population size Know Know to take account of future demography. More efficient service
and demographics? Setting up a new hub allows for this
sizing to be considered. Existing
capacity is already under pressure




Di y Pre Workshop Information Pack - Evidence from Workstreams Pre Workshop Scores | Pre Workshop Scorer Comments Workshop Scorer comments
What would be better What would be worse [Table 3 [Table 4 [Table 7 [Table 8 [What would be better What would be worse Table 3 |What would be better | What would be worse Other comment
3.1 What is the likelihood of this solution being  (Many of our existing IGIS facilities are soon i Don't Don't |dependant on the Trusts ability to finance the | Timescale unknown, can start the
delivered within the agreed timescale? due or already overdue replacement Know Know required equipment and staffing process
providing an opportunity to implement Phases fairly clear.
reconfiguration of services and facilities Timescale unclear
[within the next few years.
3.2 What is the likelihood of this solution meeting (No impact No impact |Similar  {Don't Don't PCI time to balloon. No external drivers. Evidence to incl.
the relevant national, regional o local delivery Know Know more national standards
timescales? add evidence on primary angioplasty
3.3 What is the likelihood of this solution having | High. Planned procurement of a Managed 1 Better [Don't Don't Loss of ambulances out of County.
the implementation capacity to deliver? Equipment Service for Imaging will provide Know Know
Ivehicle to enable service reconfiguration
Many large items of imaging equipment are
Inow due or approaching planned
replacement.
3.4 What s the likely effect of this solution on of an IGIS hub will allow 1 Better [l Better Similar | Consolidation of staffing will improve [Only way to get a 24/7 rota.
access to the required staffing capacity and improved efficiency of staff deployment, resilience. Exposure to more and different Reduces requirement for vol staff recruitment
capability to be successfully implemented? allowing us to support more activity with procedures will improved capability of
existing volumes of staff. clinicians.
|The establishment of an IGIS hub is expected Should enhance staffing capacity and
to improve our ability to attract and retain recruitment of new staff
staff.
3.5 What is the likelihood of this solution having  |No impact No impact |Similar |Similar S| Better |Easier to provide support services to one Dependant on the ability of other parties (Local (Centralised in consolidated hub |Vascular more complex
access to the required support services to be hub rather than three IGIS locations as lgovernment GPs) to provide assistance ED, EGS, Cardiology, Vascular allinterrelated.
successfully implemented? now (Cardiology needed at GRH - already in place
3.6 What is the likelihood of this solution having Some displacement of existing services will be  [Don't  [Don't Don't Estates plans and costs unknown. Dependent on many other moves and
access to the required premises/estates to be required to establish a sufficient footprint for an [Know  [Know Know Can sufficient daycare beds be made available at £. Availability of beds
successfully implemented? IGIS hub at GRH (incl. associated daycase beds), |GRH for this increased demand? Vascular element requires acute site
relocation of the hybrid theatre and relocation of] development. CAR / IR scoped and do
[the vascular bed base to GRH. Further able.
implementation planning required if this is a Displace services or new site
shortlisted solution. important but don't know
3.7 Whatis the likelihood of this solution having [ Many of our existing IGIS facilities are soon 1 Better [l Better 1 Better [f the IGIS hub was provided new Equipment replacement programme ongoing New equipment to incorporate into new |Funding?
access to the required technology to be due or overdue replacement ~ providing an equipment / technology would have to be facility. Technology ***
successfully implemented? opportunity for reconfiguration of services made available Don't have it currently but if we implement
and facilities.
3.8 Does this solution rely on other models of care [No impact See36 Don't |Don't Don't Funding and availability of social care Lots of co-dependencies relies on vascular_|bed impact and who moves?
/ provision being put in place and if so, are they Know  [know Know workforce issues Neither better or worse but possible
deliverable within the timeframe? important but don't know
Acceptability Pre hop Information Pack - Evidence from Pre Workshop Scores Pre Workshop Scorer Comments Workshop Scores Workshop Scorer comments

Table 3 |Table 4 [Table 7 |Table 8

7.1 What is the likelihood that this solution has
satisfactorily taken into account and responded to
the Fit for the Future Outcome of Engagement

Report?

« Re-open CGH ED overnight
« 1GIS centralised to CGH site
«1GIS hub options

All solutions have been developed with reference to the Outputs of Engagement Report.
Solutions included/adapted as a result of public feedback are:

Similar {Don't

S| Better [SI Better [Idealistic patients would prefer all services to be offered on both sites.
Know Need to efficiently show advantage of the change to the public

Will need to explain how the IGIS service supports better outcomes for patients, and the fit with
the emergency care offer which was a primary concern in the survey responses

Table 4 [Table 7 |Table 8

S Better

comment

Subject to: clarify vascular within the model. Explain what s available where. What
is retained/not included. How does this fit with the 2013 service change?

Need to be clear about interdependincy with other services.

Clarify vascular better




kf Pre Workshop Pack - Evidence from | Pre Workshop Scores | Pre Workshop Scorer Comments Workshop Scores \ Workshop Scorer comments
What would be better What would be worse [Table 3 [Table 4 |Table 7 |Table 8 |What would be better |What would be worse [Table 3[Table 4 [Table 7]Table 8 worse |Other comment
4.1 What s the likely effect of this solution on  [Concentration of IGIS facilties into a hub will There may be some staff dissatisfaction in 1 Better [3I Better Similar —|Consolidation of staffing will improve resiience. Exposure [ Caveat: CGH staff to GRH. Impact
improving workforce capacity and  |improve the resilience of service provision - _[respect of staff who prefer CGH as base. to more and different procedures will improved capability understood. Staff recruitment offer.
reducing the risk of temporary service changes?  [allowing a more flexible and responsive of clnicians. Clarify Cheltenham staffing rota
reaction to cover gaps arising from sickness Expostire to more and different procedures will improved (Group felt that this was important - but
or other on-the-day issues. capability of clinicians. \were unable to score
lots of overlap in quality
would like more evidence
Slightly better for staffing
4.2 What s the likely effect of this solution on  [Establishment of a hub for IGIS will improve it will be more effcient to have staff on the same site rather
optimising the efficient and effective use of effcient deployment of technical staff - than moving around, and available for more services.
inig allowing radiographers to quickly move
between facilities and support multiple lsts.
Concentration of IGIS facilities will also
reduce the time currently lost as a result of
staff travelling between sites.
4.3 What is the likely effect of this solutionon ~ No impact No impact Don't  [Similar (S| Better (S| Better [If all relevant staff are at one location this should be easier fsimilar  |similar [SlBetter |Similar | |mproved / dual training CAR/Vasc/IR
supporting cross-organisational working across the Know
patient pathway?
2.4 What s the likely effect of this solution on _|Concentrated co-location of IGIS facillties 51 Better [Similar Expostire to more and different procedures will improved Beter siBeter for some peopl
supporting the flexible staffand  [improves the I of staff. capability of clinicians at alllevels making their deployment overcome.
the development of innovative staffing models? | The co-ocation of catheter labs with more flexible.
Interventional Radiology improves the
lopportunity to develop innovative nursing
and technician roles that support both
services.
4.5 What is the likely effect of this solutionon  |Improved ability to attract and retain staff | There may be some staff dissatisfaction in ISimilar Similar (51 Better |Improving recruitment and retention of staff will increase [Happy staff makes for happy patients. [Similar (SlBetter |SIBetter [slBetter
supporting staff health and wellbeing and their |will reduce the pressure on existing respect of staff who prefer CGH as base the resilience of the team.
ability to self-care? consultants to fll gaps in on-call rotas in
addition to their existing allocation thereby
reducing stress and improving staff health
4.6 What s the likely this soluti of anGIS hub i expected to | There may be some staff dissatisfaction in S1 Better [SI Better [There s likely to be an improvement in the recruitment and s creating a central hub sufficient to make the Trust Hub and equipment
improving the recruitment and retention of have a significant impact on staff recruitment |respect of staff who prefer CGH as base retention of staff which will increase the resilience of the attractive enough to be able to recruit in sufficient
[permanent staff with the right skills, values and  |and retention, providing a much more [team due to enhanced staffing levels and greater [numbers?
competencies? appealing offer o staff. opportunities to enhance clinical kill.
4.7 What is the likely effect of this solutionon ~ [No impact No impact Don't  [Sl Better (S| Better |More senior staff to act as clinical supervisors and a greater Ithough from CHG might not be happy, [sBetter  [slBetter Evidence to highlight trainee opportunities
retaining trainee allocations, providing Know range of clnical opportunities hopefully the training and staff development will work and allocation
opportunities to develop staff with the right skills, for both hospitals \wider question on trainee allocations
values and competencies?
4.8 What is the likely effect of this solution on  [The co-location of IGIS facilities will improve S| Better [SI Better |access to train across the domain making it easier to give [siBetter |5l Beter
maintaining or improving the availability of the ability o train junior radiographers better training.
trainers and supporting them to fulfiltheir training [across all IGIS competencies
role?
4.9 What s the likely effect of this solution on | The co-location of IGIS facilties will improve 51 Better It will make it easier for staff to upgrade and train to higher [
enabling staff to maintain or enhance their the ability for radiographers to expand their [evels.
capabilities/ competencies? competencies across all IGIS.
4.10 What is the likely effect of this solution on ~ [No impact No impact Similar [Similar {31 Better [SI Better [Ifthey are happier and more fulfiled they are more likely to ]
enabling staff to fulfil their capability, utilising all utilise all their skills.
of their skills, and develop within their role?
4.11 What s the likely effect of this solution on  [Further analysis required Further analysis required [ontaew Dostknow SR sHETES Need for improved from CGH ~ ifstaff ployed from Cheltenham to Glos there ~[oorttnow foentkoow [SiMorse —foontknow Staff impact to be understood CGH to GRH
the travel burden for staff? e.g. relocation time land improved stafff parking at GRH may be increased travel time and cost, as some people
and cost. wil have moved to Chelt o be close to work.
4.12 What s the likely effect of this solution on ~ [No impact INo impact Setter — [oon'know [Setter —[etter [if most staff are on the same site then supervision should be (== Dependent upon supervision of staff
maintaining clinical supervision support to staff? easier?




B3: Centralise the image-guided interventional surgery (IGIS) ‘hub’ at GRH, with IGIS spoke at CGH and with the vascular arterial centre remaining at CGH —

Model F

Quality Pre Workshop Information - Evidence from s p Scores Pre [ Workshop Scores Workshop Scorer comments
‘What would be better What would be worse [What would be better [What would be worse [other comment [Table 1 [Table 5 [What would be better [What would be worse Other comment
1.1 Whatis the likely effect of this solution on Many emergency IGIS interventions are time critical; [colocation of IGIS with the trauma unit will | Vascular Surgery is a largely emergency or  |Full technology available 24/7 is of Similar [300+ out of county repatriated from |Lack of co-location with vascular - |Not clear whether there is a
tients receiving equal or better care? [locating a hub at the County’s trauma unit will reduce the reduce time to intervention for many elective service. Removing the capacity for |supreme importance as medicine Bristol/Oxon/Bham. C safety Red Risk. Also  |detriment to vascullar by moving.
average time to intervention for many emergencies. lemergencies hopefully reducing the mortality |endovascular procedures to be undertaken in |evolves but basic IGIS as required by PCls, OOH sepsis. separation from Urology Emergency - access to radiographer
Co-locating IGIS services improves the availability of rate CGH will result in much poorer outcomes,  |vascular team should remain 10/year emergency vascular
consultants from adjacent services that may be required | would expect to see an improvementin  |longer stays and is against the rules! lavailable in CRH so it is accessible procedures
in the event of a complication, thereby improving patient and visitor satisfaction surveys should it be needed for ongoing care. Req IR on both sites
outcomes. because they would be closer to home Benefits of central merger
Improving our ability to attract and retain staff will reduce 2 Impact on Vascular - risk register
gaps in our on call Interventional Radiology rota Case for change not clear, staffing
Co-location of Interventional Radiology and Interventional issues for radiology and cardiology
Cardiology supports the multi-disciplinary approach to the|
management of primary angioplasty. Evidence on travel
times and outcomes suggests that patient outcomes could|
improve if a primary angioplasty service could be offered
locally.
1.2 What is the likely effect of this solution on Establishment of an IGIS hub at the trauma unit will 1 Better improves availability of specialist expertise IR teams in wrong hospital. Patients Similar Patients repatriated from out of SLA required to collocate Vasc and
patients being treated by the right teams with the  |increase the likelihood that both specialist IGIS facilities Efficient diagnosis and treatment- recovery. have poorer access to IR solutions. county R
right skills and experience in the right place and at the [and clinical expertise are located on the same site where rates should improve- ideally less time in Cardiology and IR + especially out
right time? the patient is presenting, hospital for the patient and a reduced of hours
Reduction in inpatient and emergency transfers for likelihood of complications.
catheter labs (650 transfers from GRH to CGH in 2018/19)
1.3 What is the likely effect of this solution on By improving our ability to expand IGIS provision, patients 1 Better Reduce out of county transfers and maintains| Travel for IR interventions. Already travel for |The patient can be treated by Sl Better
continuity of care for patients? currently travelling out of County for IGIS procedures contact with the local team responsible for |stroke and renal support. We will definitely  |Gloucestershire health trust- it will
could be treated at GHT, allowing follow up care to be the patients care lose the right commission c=vascular services |be familiar to the patient as well as
provided by the same clinical team. with this set up. All arterial cases will be to their family members.
managed elsewhere.
1.4 What is the likely effect of this solution on the | No impact No impact [Much poorer clinical linkages and interfacing Similar [Vascular, ? Mini stroke and corotid _|Planning discharge in place.
to link with other d agencies to with other agencies. artery link slightly worse with Recovery support as current
support patients holistically? Vascular Simplifies overall process for
SWAST
1.5 What is the likely effect of this solution on the | Establishment of a new IGIS Hub and replacement of Don't Know  |Similar [The technical quality of the care for treatment both from admission and SiBetter |Solution will require new kit (MES) so [Note need to improve equipment
quality of the care environment? outdated and beyond end-of-life facilities will improve the will improve due to replacement of obsolete |whilst and inpatient. never good. better than current although changes
quality of the care environment land aging equipment but it will have little will need to be made for status quo
impact on the other care factors listed above
1.6 Whatis the likely effect of this solution on No impact No impact Similar [they will have improved access to the, Better access to PCI
encouraging patients and carers to manage self-care specialists to manage their care.
appropriately?
1.7 What is the likely effect of this solution on No impact No impact Don't Know ~ [Sl Better reduction in out of county transfers will you are locating a major service away from Similar Better for majority, less transfers Vascular separation Benefits for 300 patients going to
enabling patient transfers wi ally safe improve outcomes the patients that use it or, conversely, the 300+ cardiology pts and overnight pts Bristol currently
frame? patients that use a major service away from will be improved. Also IR on same site INeed to upgrade equipment
it as acute Pts
1.8 What is the likely effect of this solution on See 1.1. i Better better due to colocation with trauma unit |Complex IR will not be undertaken in a timely Similar 300+ cardiology pts and improved |Vascular separation for minority of
enabling emergency interventions within a clinically  [In County Primary PCI reduces the distance to travel (and having the hub in Gloucestershire should be ~|fashion on Vascular patients that frequently 00H IR Pts
safe time-frame? therefore time to intervention) for patients requiring lof a benefit to the patient in respect of need it
emergency intervention. Average ‘call to balloon’ [convenience at being treated closer to home.
response time reduced.
Establishment of an IGIS hub at the trauma unit improves
the availability and accessibility of IGIS services to trauma
patients requiring emergency intervention; and improves
rapid accessibility to source control intervention following
diagnosis of sepsis or septic shock.
1.9 Whatis the effect of this solution on the In County Primary PC reduces the distance to travel (and Similar I Better Better access for those in the Forest area etc_|Patients going to the wrong hospital and Similar Significant improvements for patients
likelihood of travel time impacting negatively on |therefore time to intervention) for patients requiring but concerned that no statistics are increased emergency inter-hospital transfers. lcurrently going to Bristol
patient outcomes? lemergency intervention. referenced to support the statement that
Establishing a hub at GRH improves accessibility for "this is where the majority of patients
patients travelling from the Forest of Dean and West of requiring IGIS are travelling from"
the County, outside of the two urban centres this is where it should be more convenient not having to
the majority of patients requiring IGIS are travelling from travel outside of the county for treatment.
1.10 Whatis the likely effect of this solution on No impact No impact Don'tKnow |Don't Know [Should be better due to increased availability [impossible to provide out of hours IR service || would expect for the hub to have Similar Staffing risks are logged - Risk: Lack of PPCI
patient safety risks? lof experienced staff to the level of complexity on both sites. the necessary staff otherwise it is not radiographers
a solution if it cannot operate. Reg: Full provision of IR rota




Access Pre Workshop Information Pack - Evidence from Workstreams Pre Workshop Scores Pre Workshop Scorer Comments Workshop Scores Workshop Scorer comments
What would be better What would be worse Table 1 [ Table 5 |What would be better |What would be worse Table 1 Table 5 |What would be better What would be worse Other comment
2.1 What is the likelihood of this solution meeting |No impact No impact Similar Don't Know There should be no impact- any Sl Better No more/different
the requirements of the NHS Constitution and The intended change should either choices
NHS Choice Framework? maintain the status or improve it. Overall improve access
I There is no point making changes for especially for patients
a detrimental outcome. going to Bristol
Need to decide where
to put it
2.2 What is the likely effect of this solutionon |No impact No impact Don'tKnow |Similar this offer is driven by clinical staff _|Similar Some people
simplifying the offer to patients? and not patients disadvanted but many
more positive
2.3 What is the likely effect of this solution on the |Travel analysis tb, but any service moving _[Travel analysis tbc, but any service moving from |Don't Know  |Don't Know |the service improvements should | multiple inter-hospital transfers. It is understandable that there will New equipment
travel burden for patients? from Cheltenham to Gloucester will reduce  |Cheltenham to Gloucester will increase travel reduce waiting times and thereby be costs to those who live furthest
travel times for residents of Gloucester, the [time for residents of Cheltenham, the Cotswolds, gain public acceptance away from the treatment site.
Forest of Dean and parts of and some areas of Stroud and Berkley Vale.
Tewkesbury/Newent/Staunton
2.4 What is the likely effect of this solutionon | The option improves our ability to expand Sl Better Sl Better Reducing waiting times will lead to _|Delay in interventional treatments.
patients' waiting time to access services? 1GIS provision locally. This will increase the public buy-in
regional provision of services, which will waiting times will be greatly
reduce regional average waiting times for improved, and being treated within
elective IGIS services that patients must the county will be favourable to
currently travel out of County to receive. locals.
2.5 What is the likely effect of this solution on the [See 2.3 See 2.3 Don'tKnow  [Don't Know
travel burden for carers and families?
2.6 What is the likelihood of this solution No impact No impact Similar Don't Know more clarity needed around what
the use of new to improve the new technology being referred to
access? is?
2.7 What is the likelihood of this solution This solution is likely to lead to an Don't Know S| Better If it does lead to a 24/7 primary PCI Managing patients with one set of
i ing or maintaining service operating hours? |acceleration of the implementation of a 24/7 service then this should improve the clinical problems on multiple sites
Primary PCl service and fill gaps that are overall service but | am concerned difficult to provide plurality of staff.
present in the 24/7 Interventional Radiology about staff shortages
on call.
2.8 What i the likelihood of this solution No impact No impact Don't Know Similar Should result in an improved service |cannot deliver same care on multiple
i ing or maintaining service operating that will be less easy to travel to for |sites.
locations? some patients.
2.9 What is the likelihood of this solution having a |Further analysis required Further analysis required Don'tKnow  |Don't Know
positive impact on equality and health inequalities
as set out in the Public Sector Equality Duty 2011
and the Health and Social Care Act 2012?
2.10 What is the likelihood of this solution Growth modelling not yet available Growth modelling not yet available Don't Know Similar Careful planning needs to take into Step change in provision - 24/7
for future changes in size account the duty cycles of the IR new service
and demographics? technical equipment to ensure that
they would cope with increased
demands from an aging and
increasing population. Estates would
need to allow for expansion space
when planning the location in GRH




Deliverability Pre Workshop Information Pack - Evidence from Workstreams Pre Workshop Scores Pre Workshop Scorer Comments Workshop Scores Workshop Scorer comments
What would be better What would be worse [ Table 1 Table 5 What would be better What would be worse dhble 1 Table 5 What would be better What would be worse Other comment
3.1 What is the likelihood of this solution being  [Many of our existing IGIS facilities are soon Don'tKnow  [Don't Know |This solution would help to [ Overall deliverable, need to
delivered within the agreed timescale? due or already overdue replacement — accelerate the replacement of aging consider Vascular SOP.
providing an opportunity to implement and obsolete equipment Commissioners?
reconfiguration of services and facilities Timeliness of equipment
within the next few years. replacement
3.2 What is the likelihood of this solution meeting [No impact No impact Don'tKnow  [Don't Know [ CQC required to deliver 24/7 IR
the relevant national, regional or local delivery rota
timescales?
3.3 What is the likelihood of this solution having S| Better Don't Know It needs significant capital
the implementation capacity to deliver? expenditure on new equipment and
from the
manufacturers to deliver within the
required timescales
3.4 What is the likely effect of this solutionon |Establishment of an IGIS hub will allow Don'tKnow  [SIWorse should attract new staff as well as Whilst staff deployment would be S Better
access to the required staffing capacity and improved efficiency of staff deployment, helping to retain existing staff more efficient | am concerned that
capability to be successfully implemented? allowing us to support more activity with CGH based staff would be reluctant
existing volumes of staff. to relocate
The establishment of an IGIS hub is expected
to improve our ability to attract and retain
staff.
3.5 What is the likelihood of this solution having [No impact No impact Don'tKnow  [SIWorse Increasing throughput on a single e i Clinical adjacancies Slightly worse in comparision [Ref 1:4 for vascular separation.
access to the required support services to be site will inevitably increase with other models Would need to have an
successfully implemented? demands on the support services emergency vasc SOP
3.6 What is the likelihood of this solution having Some displacement of existing services will be  [Don't Know [l Better The positives outweigh the Will the 'new’ location be available
access to the required premises/estates to be required to establish a sufficient footprint for an negatives in parallel with existing services
successfully implemented? IGIS hub at GRH (incl. associated daycase beds) during the transition period?
3.7 What is the likelihood of this solution having [ Many of our existing IGIS facilities are soon Don'tKnow [Similar Requires replacement of existing |5/ Beter
access to the required technology to be due or overdue replacement - providing an aging & obsolete equipment - can
successfully implemented? opportunity for reconfiguration of services the manufacturers meet the required
and facilities. timescales?
3.8 Does this solution rely on other models of care [No impact No impact I'am concerned that the increased Workforce (labs) MES
/ provision being put in place and if so, are they service needs from the emergency
deliverable within the timeframe? surgery centre of excellence could
negate the service improvements
provided by the centralisation of the
1GIS services
Acceptability Pre Workshop Information Pack - Evidence from Workstreams Pre Workshop Scores Pre Workshop Scorer Comments Workshop Scores Scorer com
What would be worse Table 1 Table 5 Table 1 Table 5 comment
(S| Better

7.1 What is the likelihood that this solution has

satisfactorily taken into account and responded to |Solutions included/adapted as a result of public feedback are:

the Fit for the Future Outcome of Engagement
Report?

« Re-open CGH ED overnight
« IGIS centralised to CGH site
+ IGIS hub options

Al solutions have been developed with reference to the Outputs of Engagement Report.

Don't Know

Don't Know | The public should see the service improvements quite quickly once the service has settled into
its new ways of working. Need to ‘advertise' the successes effectively
the aim is to get the plans through- this will be harder to do without the engagement process
and considering the feedback and concerns raised.

Responds to engagement




Workforce Pre ion Pack - Evi from Pre Scores | Pre Scorer Comments
What would be better What would be worse Table 1 What would be better Iﬂhat ‘would be worse
4.1 What is the likely effect of this solution on | Concentration of IGIS facilties into a hub will [There may be some staff dissatisfaction in Don't Know [The vision for the hub would mean that the

improving workforce capacity resilience and
reducing the risk of temporary service changes?

improve the resilience of service provision —
allowing a more flexible and responsive
reaction to cover gaps arising from sickness
or other on-the-day issues.

respect of staff who prefer CGH as base.

4.2 What is the likely effect of this solution on
optimising the efficient and effective use of
clinical staff?

Establishment of a hub for IGIS will improve
efficient deployment of technical staff -
allowing radiographers to quickly move
between facilities and support multiple lists.

reduce the time currently lost by travelling
between sites.

centre was fully staffed, and there would be
better capacity to cope with sickness or other
issues which might pop up,

CGH based staff may be reluctant to
relocate or change their working hours
patterns without a significant incentive
which may not be monetary but could be
improved job satisfaction

Scores

Workshop Scorer comments

[The benefits outweigh the negatives- itis a
better use of manpower- which can only be
beneficial to the patient.

Stillincludes support of the vascular
activities at CGH so the staff flexibility is
limited

4.3 What is the likely effect of this solution on
supporting cross-organisational working across the
patient pathway?

No impact

No impact

Don't Know

[Should improve cross-organisational working
since this solution should improve staff
knowledge and experience making them more
adaptable to different environments

Table 5

| What would be better

[What would be worse

[Other comment

IGIS hub improves OOH but creates
loperational difficulties; significant
challenge - not deliverable

Overall better.
plus for IR and Cardio

Some centralisation benefits
|Almost running a tertiary service
if don't develop will lose staff
24/7 cover required for
interventional
radiology/cardiology

Centralisation into hub = efficiencies

[separation of vascular, emergency and
lcomplex Pts having to travel

2 Nursing staff Cheltenham
Imove to Gloucester

4.4 What is the likely effect of this solution on
supporting the flexible deployment of staff and
the development of innovative staffing models?

Concentrated co-location of IGIS facilities
improves the flexible deployment of staff.
The co-location of catheter labs with
Interventional Radiology improves the
opportunity to develop innovative nursing
and technician roles that support both
services

Don't Know

increased skills gaining opportunities for staff
[will greatly assist flexible deployment
Opportunity to develop innovative nursing
and technician roles that support both
services.

Extended scope nursing and
radiographers
Hub centralisation benefits

[Vascular worse

4.5 What is the likely effect of this solution on
supporting staff health and wellbeing and their
ability to self-care?

Improved ability to attract and retain staff
will reduce the pressure on existing
consultants to fill gaps in on-call rotas in
addition to their existing allocation thereby
reducing stress and improving staff health

[There may be some staff dissatisfaction in
respect of staff who prefer CGH as base

Don't Know

[Any solution that reduces staff stress has to
have beneficial effects and will improve
internal informal ‘advertising' that should
result in better retention & recruitment
More likely to be fully staffed- so people are
covering their roles instead of trying to do
their own designated role and cover others-
which in turn leads to stress

Better resilience, improved scope for
development

[Vascular staff - No. Also more time in
car

4.6 What is the likely effect of this solution on
improving the recruitment and retention of
permanent staff with the right skills, values and
competencies?

of an IGIS hub is expected to
have a significant impact on staff recruitment
and retention, providing a much more
appealing offer to staff.

[There may be some staff dissatisfaction in
respect of staff who prefer CGH as base.

S Better

[The 1GIS hubs sounds like a place you would
[want to to work at, and if you are existing
staff there is the opportunity to grow and
develop in your career.

Might be a negative impact on staff
retention if CGH staff are reluctant to
relocate - knock-on effect on recruitment?

Cardiology good

[Vascular worse

4.7 What is the likely effect of this solutionon | No impact No impact SiBetter [Should improve staff development due to Cardiology hub is good. Varied and 1P base separate - catastrophic for Positive cardiology and
retaining trainee allocations, providing lower stresses & greater availability of complex interventions vascular trainees radiology, no change vascular
opportunities to develop staff with the right skills, supervisory/training staff
values and competencies?
4.8 What is the likely effect of this solution on | The co-location of IGIS facilities will improve Don't Know [Sl Better Might be a negative impact on staff [seetter
maintaining or improving the availability of the ability to train junior radiographers retention if CGH staff are reluctant to
trainers and supporting them to fulfil their training |across IGIS competencies. relocate - knock-on effect on recruitment?
role?
4.9 What is the likely effect of this solution on | The co-location of IGIS facilities will improve S| Better Reduced access of many staff groups to Cardiology good, IR good [Split site bad, vascular bad
enabling staff to maintain or enhance their the ability for radiographers to expand their important faclities.
it i ies across IGIS.
4.10 What is the No impact No impact ST Worse Reduced ability of Vascular Surgeons to

enabling staff to fulfil their capability, utilising all
of their skills, and develop within their role?

undertake interventional procedures.

4.11 What i the likely effect of this solution on | Further analysis required Further analysis required imitar SiBetter [Will be worse for CGH staff who agree to [CGH based nursing staff - short term
the travel burden for staff? e.g. relocation time relocate and may have increased travel impact for specific staff
and cost. times & costs. Transport is  cross-solution relocate cardiology to CGH. Travel is
problem for both staff and patients.
'Working closely with the GCC transport
team is a MUST
4.12 What is the SiBetter Fiworse

ly effect of this solution on
maintaining clinical supervision support to staff?

No impact

No impact

Consultant and staff together in one place at
all times,

| would expect for there to be.
improvements rather than a negative
impact




