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TERMS OF REFERENCE FOR STEERING GROUP AND WORKING GROUPS

HEALTHY WESTON PROGRAMME
HEALTHY WESTON STEERING GROUP

Terms of Reference

The Healthy Weston Programme

The Healthy Weston Programme has been established to address the longstanding
challenges associated with the provision of clinically and financially sustainable
health services that can best meet the needs of people living in the Weston and

Worle Locality.
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1. Role and Responsibilities of the Steering Group

The Healthy Weston Steering Group will be responsible for setting the direction of
the Healthy Weston Programme. It will ensure the Programme Delivery
arrangements are progressing the priorities, plans and programme delivery in line
with the overarching plan agreed by the Steering Group.



The Steering Group will have a direct relationship with the BNSSG Clinical
Commissioning Group; which is the statutory body with decision making
responsibility for the pre-consultation business case. It will also have a direct
relationship with the Healthier Together Sponsoring Board, which provides STP
assurance to the Health Weston Programme to assure delivery and alignment with
other STP programmes, and with North Somerset Council through the North
Somerset Partnership Board. It will also ensure effective links are maintained with
Somerset CCG and other relevant stakeholders e.g. Healthwatch North Somerset.
The Steering Group will also manage the relationship with regulators, specifically
NHS England and NHS Improvement and take a lead role through the assurance
process.

While recognising the individual statutory responsibilities of the organisations
represented, the Steering Group will work collectively to ensure that the working
groups are progressing agreed areas of work and that there is effective alignment
across the scope of the Programme and in the context of the wider STP.

The Steering Group will oversee the detailed analysis and documentation for the
production of the Pre-Consultation Business Case.

Specifically the Steering Group will:

1) Provide a mechanism to hold partners to account for progress against the
Programme plan and priorities;

2) Provide advice and recommendations to the CCG Governing Body and STP
Sponsoring Board to ensure system ownership of the PCBC and effective
decision.

3) Ensure that regulators are effectively informed and engaged to support
necessary assurance and oversight.

4) Maintain oversight of the Programme Risk Register to ensure that risks and
issues are being effectively managed,;

5) Ensure effective interfaces are established and maintained to ensure the
Healthy Weston Programme is fully aligned with other key STP and BNSSG
Programmes, including the UHB/WAHT Partnership Board.

6) Ensure strong stakeholder engagement in the Programme such that there can
be confidence in the ability to progress service changes identified;



a) Membership

The Healthy Weston Steering Group will comprise a core membership as follows:

Bristol, North Somerset and South Chief Executive (Chair)
Gloucestershire CCG (BNSSG CCG)

Weston Area Health Trust (WAHT) Chief Executive

North Somerset Community Partnership Chief Executive
(NSCP)

University Hospitals Bristol NHS Foundation | Chief Executive
Trust (UHB)

North Bristol NHS Trust (NBT) Chief Executive

Weston & Worle GP Provider Locality Lead GP

South Western Ambulance Services NHS Chief Executive (or

Trust.** representative)

Somerset Clinical Commissioning Group ** Chief Executive (or
representative)

Avon and Wiltshire Partnership NHS Trust ** | Chief Executive

Taunton and Somerset NHS Trust ** Chief Executive (represented
by CCG)

Healthy Weston Programme Programme Director
CSDDG Chair

CSDDG Deputy Chair

In attendance

North Somerset Council Local Authority Chief
Executive
Healthy Weston Programme Finance and Enabling Chair

and Comms Lead

*Where it is not possible to personally attend a steering group meeting, a sufficiently
senior level may deputise.

Other system partners, and representatives from NHS England and Somerset will be
invited as required, and will be appropriately represented in the Programme Sub
Structure. (** formally invited as full members September 2018)

b) Quoracy

The Steering Group will be quorate if representatives of sufficient seniority from of
the CCG, UHB, WAHT and two other organisations.



c) Frequency of meetings

The Steering Group shall meet each month, with the potential for the Chair to call
additional meetings by agreement with the membership.

d) Reporting

Formal reporting, minutes and an action log will be produced and submitted to the
STP Sponsorship Board and circulated to constituent organisations.

e) Secretariat

The secretariat to the Board will be provided by the Healthy Weston Programme
Management Team.



HEALTHY WESTON PROGRAMME

HEALTHY WESTON CLINICAL SERVICES DESIGN AND DELIVERY
GROUP

Terms of Reference

The Healthy Weston Programme

The Healthy Weston Programme has been established to address the longstanding
challenges associated with the provision of clinically and financially sustainable
health services that can best meet the needs of people living in the Weston and

Worle Locality.
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1. Role and Responsibilities of the Clinical Services Design and
Delivery Group

The Clinical Services Design and Delivery Group will provide strong clinical
leadership to support the design, development and delivery of sustainable clinical
services best able to meet the needs of the population of Weston and Worle. The
CSD&DG will lead the development of options for service change that will be set out
within a pre-consultation business case and provide oversight of agreed service
developments being progressed as part of the Healthy Weston programme.

Specifically, the Clinical Services Design and Delivery Group will:



1. Work to develop the options for clinically and financially sustainable services
that will support the development of the pre-consultation business case for
sustainable services at Weston General Hospital.

2. Oversee the design, development and implementation of new service models
that support the aims and ambitions of Healthy Weston ensuring consistency
across any clinical working groups, maintaining a whole system perspective;

2. Membership

The Healthy Weston Clinical Design and Delivery Group will comprise a core

membership as follows:

Representative *

BNSSG CCG

Medical Director (Chair)
Locality Commissioning GP Lead

Weston Area Health Trust

Medical Director (Vice Chair)

Partnership

UHB NHSFT Medical Director (or representative)
NBT NHST Medical Director (or representative)
AWP NHST Medical Director (or representative)
T&S NHS Trust Medical Director (or representative)
SWAST TBC

North Somerset Community | Director of Nursing and Therapies

North Somerset Council

Head of Adult Social Care

Weston & Worle Locality Lead
Woodspring Locality Lead

Lead GP
Lead GP

Healthy Weston Programme

Programme Director
Chair of Finance and Enabling Group

Clinical Leads

Vulnerable Groups
Children

Frailty

Urgent Care

Management Leads

Vulnerable Groups
Children

Frailty

Urgent Care

*QOrganisations will be represented at a sufficiently senior level to enable the Clinical
Design and Delivery Group to discharge its functions.




The Group will also have the ability to secure the independent clinical input as
required.

3. Frequency of meetings

The Clinical Group shall meet each month, with the potential for the Chair or Vice-
Chair to call additional meetings by agreement with the membership.

4. Reporting

Formal report, minutes and an action log will be produced and submitted to the
Healthy Weston Steering Group through the Chair.

5. Secretariat

The secretariat to the Group will be provided by the Healthy Weston Programme
Management Team.



HEALTHY WESTON PROGRAMME
HEALTHY WESTON FINANCE AND ENABLING GROUP

Terms of Reference

The Healthy Weston Programme

The Healthy Weston Programme has been established to address the longstanding
challenges associated with the provision of clinically and financially sustainable
health services that can best meet the needs of people living in the Weston and

Worle Locality.
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1. Role and Responsibilities of the Finance and Enabling Group

The Finance and Enabling Group will provide expert oversight of the modelling
(financial, activity and workforce) to drive the development of business plans and
commissioning frameworks. The Group will also maintain oversight of key enabling
workstreams such as estates and IT required to support the clinical models
developed through the programme.

Specifically, the Finance and Enabling Group will:



1) Provide expert financial and technical advice to clinical project groups to
support the development of business cases and plans, ensuring common
assumptions are being made.

2) Ensure that activity information informs clinical pathway design and underpins
all financial assumptions.

3) Maintain oversight of the information technology requirements to support new
models of care;

4) Maintain oversight of the estates implications relating to supporting the new
models of care

5) Have responsibility for oversight of any capital requirements to support the
Programme

2. Membership

The responsibilities of the Healthy Weston Finance and Enabling Group will be
discharged through the Healthier Together STP Directors of Finance Group with
short life groups being convened with the relevant resourcing to deliver each piece of
work.

Representative *

Healthy Weston Programme Healthy Weston Finance Lead
BNSSG CCG Director of Finance

Weston Area Health Trust Director of Finance

North Somerset Community Director of Finance
Partnership

University Hospitals Bristol NHSFT Director of Finance

North Bristol NHS Trust Director of Finance

*Organisations will be represented at a sufficiently senior level to enable the Group
to discharge its functions.

Links with Somerset CCG and Taunton and Devon NHS Foundation Trust will be
maintained by the Healthy Weston Finance Lead.

3. Frequency of meetings

The STP DoFs meet fortnightly and it is expected that Healthy Weston will be a
standing item at each meeting.

4. Reporting

Formal reports and an action log will be produced and submitted to the Healthy
Weston Steering Group through the Chair
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HEALTHY WESTON PROGRAMME

HEALTHY WESTON COMMUNICATIONS AND ENGAGEMENT
GROUP

Terms of Reference

The Healthy Weston Programme

The Healthy Weston Programme has been established to address the longstanding
challenges associated with the provision of clinically and financially sustainable
health services that can best meet the needs of people living in the Weston and

Worle Locality.
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1. Role and Responsibilities of the Communications and
Engagement Group

The Communications and Engagement Group will provide expert oversight of the

communications and engagement activity required to support the Healthy Weston

Programme, recognising the commitment to co-design and community engagement.
Specifically, the Communications and Engagement Group will:

1) Developing and maintaining a comprehensive communications and
engagement plan;
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2) Ensuring mechanisms are in place for two-way engagement and
communication with stakeholders, including clinical colleagues, service users
and carers and the public;

3) Provide expert support to clinical project teams to ensure effective
engagement and communication to support co-design as needed, including
support for equality impact assessment;

4) Provide advice and support in relation to any formal engagement and
consultation activity required to across the Programme;

5) Liaise with the Public and Patient Reference Group in terms of ensuring
alignment of work programs.

2. Membership

The Communications and Engagement Group will comprise a core membership as
follows:

Representative *

BNSSG CCG Healthy Weston Programme Director
(Chair)
Head of Communications
North Somerset Locality PPI Lead
Weston Area Health Trust Communications Lead
North Somerset Community Communications Lead
Partnership
University Hospitals Bristol NHSFT Communications Lead
North Somerset Council Communications Lead
Healthwatch North Somerset Communications Lead
Voluntary Action North Somerset Communications Lead
(VANS)
Healthier Together STP Communications Lead

*Organisations will be represented at a sufficiently senior level to enable the Group
to discharge its functions.
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3. Frequency of meetings

The Group shall meet each month, with the potential for the Chair to call additional
meetings by agreement with the membership.

4. Reporting

Formal report, minutes and an action log will be produced and submitted to the
Healthy Weston Steering Group through the Chair.

5. Secretariat

The secretariat to the Board will be provided by the Healthy Weston Programme
Management Team.
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HEALTHY WESTON PROGRAMME

HEALTHY WESTON PROGRAMME DELIVERY TEAM

Terms of Reference

The Healthy Weston Programme

The Healthy Weston Programme has been established to address the longstanding
challenges associated with the provision of clinically and financially sustainable
health services that can best meet the needs of people living in the Weston and

Worle Locality.
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1. Role and Responsibilities of the Programme Delivery Team

The Healthy Weston Programme Delivery Team will be the Executive group
responsible for the delivery of the Healthy Weston Programme. It will ensure the
Programme Delivery arrangements are working and will report on this to the Steering
Group.

The Programme Delivery Team will have authority to direct the Healthy Weston

Programme Team and will own the responsibility for co-ordinating required actions in
partner organisation to ensure delivery of the programme.
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The Programme Delivery Team will work closely with system partners to deliver their
respective elements of the Programme and as such the meetings will not be minuted
in detail but will simply capture agreements and actions.

The Programme Delivery Team will manage risks on behalf of the Steering Group
and will escalate issues to the Steering group where they are not able to resolve
them through their roles in the Healthy Weston Program or their substantive roles.

2. Membership

The Healthy Weston Programme Delivery Team will comprise a core membership as
follows:

Core Membership \ Representative*

Healthy Weston Programme Programme Director (Chair)
CSDDG Chair
CSDDG Deputy Chair
FEG Chair

BNSSG CCG Locality Director

Weston Area Health Trust (WAHT) Deputy Director of Planning and
Performance

University Hospital Bristol (UHB) Acute Care Collaboration Project
Director

North Somerset Community Partnership Director of Nursing

(NSCP)

STP Programme Senior Project Manager

Other system partners, and representatives from BNSSG system or Somerset will be
invited as required.

3. Quoracy

The Programme Delivery Group will be quorate if there are representatives of
sufficient seniority from of the Healthy Weston Team and WAHT.

4. Frequency of meetings

The Programme Delivery Group shall meet fortnightly, with the potential for the Chair
to call additional meetings by agreement with the membership.

5. Reporting

Brief minutes of agreements and an action log will be produced.
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6. Secretariat

The secretariat to the Board will be provided by the Healthy Weston Programme

Management Team.

MEETINGS OF STEERING GROUP AND WORKING GROUPS 2018

Steering Group Finance and CSDDG Communications
Enabling Group and Engagement

17" July 3" August 26" June 26" June

23" August 17" August 26" July 30™ August

7" September 31 August 9" August 27" September

20" September 14" September 29" August 25™ October

1% October

28™ September

6" September

18" October

12" October

26" September

1% November

26" October

9" October

29" November

24" October

19" December

29" November

16




Healthy Weston Pre-Consultation
Business Case

Appendix 2: SWASFT Protocols



NHS

South Western

Ambulance Service
NHS Foundation Trust

Local Clinical Update

Bypass criteria for Weston General Hospital

Katy Richards, Clinical Development Officer

David Partlow, Consultant Paramedic
1210712018

2artorzo1s

Clinical Publication | Guidance (Green) - Deviation permissible;
Category Apply clinical judgement

Emergency department
Opening hours: 08:00-22:00

Inclusion criteria: All patients who are not outlined in exclusion criteria of specific patient groups
noted below.

Between the hours of 22:00 and 08:00, WEGH will still accept GP admissions to the Medical
Assessment Unit (MAU) following a face to face assessment and by prior arrangement with the out
of hours coordinator.

Overnight fractured neck of femur (#NOF) direct admission pathway

Overnight, between the hours of 22:00 and 08:00, WEGH will now accept ?#NOF patients in order
to improve treatment pathways for this vulnerable patient group and prevent unnecessary re-
patriations.

Patients will come under the care of the orthopaedics team, but be admitted via Medical
Assessment Unit (MAU) or ED if no beds are available, as this clinical area is set up for admitting
GP referral medical patients overnight and is therefore the safest and most appropriate place for the
initial assessment.

Process

1. Patient assessed by SWAST- assessment reveals likely #NOF

2. SWAST call WEGH switchboard on 01934 636363 and request to speak with the site
manager on ‘bleep 4600’ to inform team that patient is en route

3. Crew will be directed to either ED or MAU, depending on bed availability

4. MAU to inform orthopaedic F2/clinical fellow of expected arrival

5. On arrival, nurse takes handover and observations.

© South Western Ambulance Service Foundation Trust



South Western

Ambulance Service
NHS Foundation Trust

Inclusion criteria:

Patient has history of low energy fall AND pain in the hip/ groin

No evidence of acute major head, chest or spine injury

No evidence of immediate need for resuscitation / haemodynamic stabilisation
No evidence of high energy trauma / polytrauma

Weston General hospital does not offer Trauma services.

In all cases where major trauma is suspected, the ambulance clinician must complete the Major
Trauma Triage Tool (MTTT) checklist (found in CG24) in order to determine the most appropriate
receiving hospital. General guidance is that if the trauma is sufficient to make the clinician consider
using the MTTT, then it will sit outside of Weston’s capabilities and the patient should be taken to
the nearest Trauma Unit or Major Trauma Centre.

Specific exclusion criteria include:

Extensive chest wall injury

Sustained systolic blood pressures of less than 90mmHg or absent radial pulses
GCS motor score of 4 or less (flexing to painful stimulus)

Neck or back injury with paralysis

Suspected open, depressed or basal skull fracture

Amputated limb

Open long bone, midfoot or hind foot fracture

Crushed, degloved or mangled limb

More than 1 proximal long bone fracture

Sustained respiratory rate <10 or >29

The nearest alternative hospitals offering Trauma services are outlined below:

Type Location Description
Major Trauma e Southmead Hospital (>16  Provides the highest level of trauma care,
Centre (MTC) years only) through the provision of specialist services

i ; ilable 24/7
e Bristol Royal Hospital for available

Children (<16years)

Trauma Unit ¢ Royal United Hospital, Provides a level of trauma care suitable to
(TV) Bath stabilise a patient suffering major trauma,

rior to transfer to an MTC
e Musgrove Park, Taunton P
_ _ Ability to manage non-major trauma on-site.

e Bristol Royal Infirmary

If either the airway and/or catastrophic haemorrhage (if present) cannot be safely managed, the
patient must be transported to the nearest designated unit which may be an MTC/TU/ED; whichever
is the closest.

If cardiac arrest is imminent, consideration should be given to utilising Weston General Emergency

© South Western Ambulance Service Foundation Trust



South Western

Ambulance Service
NHS Foundation Trust

department during opening hours, where this is the closest hospital. This is a clinical judgement by
the lead ambulance clinician caring for the patient, taking into consideration the additional travelling
time to a TU or MTC, against the advantage of the trauma care available at these destinations.

For further information, please refer to Clinical Guideline 24- Trauma Care: Accessing Trauma
Services.

Opening hours: 08:30-16:30 Monday- Friday

Straight to CT is available at Weston General hospital. Outside of these hours and at weekends,
FAST positive patients should be diverted to the following hospitals:

Hospital Opening hours Time window Contact number

Musgrove Park 2417 6 hours 01823 344920
Southmead 24[7 6 hours 01179 506862
Bristol Royal Infirmary 08:00-23:00, 7 days a week 6 hours 01173 422928

Patients in normal labour must be taken to the unit where they have been booked.

Patients with a gestation of 220 weeks may still be conveyed to Weston Emergency Department
during opening hours where all of the following criteria are met:
e The primary diagnosis is unrelated to the pregnancy
e The patient and the lead ambulance clinician have no current pregnancy related concerns
e The condition is not likely to need admission

Pregnant patients over 20 weeks gestation presenting with abdominal pain, PV bleeding or fits
should be taken directly to the Maternity Unit at St Michael’s Hospital or Musgrove Park Hospital-
wherever they have been booked.

Overnight, the midwife on call and will not physically be present in the ward, unless managing a
patient. Operational crews should continue to call Ashcombe Unit as normal on 01934 647082
when attending a maternity patient who is planned for the unit and requires admission. Please
note that overnight the ward number will divert to switchboard. Please request to speak with the
on call midwife.

Patients presenting with minor and stable PV bleeds are accepted at Weston ED.

Patients presenting with severe or unstable PV bleeds must be transported to the next nearest ED
with gynae specialist cover (Musgrove Park, Bristol Royal Infirmary or Southmead).

Severe or unstable PV bleeds can be defined as an estimated blood loss of >500ml or where there
are signs of hypovolaemic shock or deteriorating physiological observations, including collapse.

© South Western Ambulance Service Foundation Trust
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NHS

South Western

Ambulance Service
NHS Foundation Trust

In line with CG24 (Accessing Trauma Services), if cardiac arrest is imminent due to catastrophic
haemorrhage, consideration should be given to utilising Weston ED where this is the closest
hospital.

Examples of estimated blood loss:

Small, 10- x10-cm 32 ply swab (maximum saturated capacity) 60 mi

Medium, 30- x 30-cm 12 ply swab (maximum saturated capacity) 140 ml
Large, 45- x 45-cm 12 ply swab (maximum saturated capacity) 350 ml
1-kg soaked swabs 1000 ml
50-cm diameter floor spill 500 ml
75-cm diameter floor spill 1000 mi
10C-cm diameter floor spill 1500 mi

All adults who have sustained burns, with the exception of minor extremity or torso burns and those
<5% coverage, should be conveyed to Southmead Hospital or Musgrove Park Hospital as
appropriate.

All children (<16 years) with burns should be transported to the Bristol Royal Hospital for Children.

Neonatal patients are not accepted at Weston General Hospital unless in cardiac arrest or peri-
arrest.

Opening Hours: 09:00-19:00 Monday- Friday (patient must be booked in prior to 19:00)
During these opening times paediatric patients should be conveyed to the Emergency Department
where a Consultant from Seashore Ward will attend to review within ED.

Ambulances conveying paediatric patients are only accepted through the Emergency Department
and there is no need to call Seashore

Outside of these hours, and during weekends and statutory bank holidays, all paediatric patients
should be conveyed to Bristol Royal Hospital for Children or Musgrove Park Hospital, with the
exception of children in peri-arrest who should always be conveyed to the nearest ED.

Children who are likely to require specialist paediatric input such as surgical intervention or
paediatric anaesthetics are inappropriate for conveyance to WGH at any time.

© South Western Ambulance Service Foundation Trust



NHS

South Western

Ambulance Service
NHS Foundation Trust

Opening hours:
Monday- Friday 09:00 — 19:00 (last referral at 17:00)
Weekends and Bank Holidays 10:00 — 17:00 (last referral at 15:30)

AEC is for suitable patients who are independently mobile; require urgent assessment or treatment,
and who are predicted to be suitable for discharge during the opening times of the unit. Examples of
patients that an AEC unit can manage are:

« Cellulitis (lower limb)

- Hypertension,

« Atrial Fibrillation

. Palpitations <120 bpm

« Pulmonary Embolism

« Lower limb DVT

« Pleuritic chest pain/ Pleural effusion

« Painless obstructive jaundice

. Asthma exacerbation (PEFR >50% predicted best)/COPD

« Urinary tract infections

. Lower respiratory tract infections

Please note, this is not an exhaustive list. If no exclusions apply, please call 01934 881273 to
discuss.

Exclusion criteria:
« HR>120
« RR>25
« Systolic BP <100
o SpO2 less than 95% (or less than 88% for known COPD patients),
. Potential cardiac chest pain,
. Severe sudden headache/?subarachnoid haemorrhage
« CVEITIA
. Asthma exacerbation with PEFR Less than 50% of best/predicted PEFR
. Abnormal ECG changes
. Deliberate self-harm/acute psychiatric conditions/overdose
. Paediatrics
« Infection control issues
« Non-ambulant

© South Western Ambulance Service Foundation Trust



South Western

Ambulance Service
NHS Foundation Trust

Weston General hospital does not offer primary Percutaneous Coronary Intervention (pPCI).

Where a patient’'s ECG has ST segment elevation in two or more anatomically contiguous leads
(Imm raised in limb leads or 2mm in chest leads), or LBBB with history and symptoms of acute
myocardial infarction, they must be conveyed to Bristol Heart Institute or Musgrove Park Hospital
with an ATMIST call (both 24/7).

All other patients with chest pain not fitting the PPCI bypass criteria should be conveyed to Weston
General Hospital (between 08:00-22:00), or the nearest alternative emergency department outside
of Weston’s opening hours.

Further details can be found within CG0O1- Acute Coronary Syndromes and Stable Angina.

Patients within the catchment area of Weston General who have a clinical diagnosis of ruptured
aortic aneurysm or acute limb ischaemia, according to the bypass criteria in CG25- Vascular
Emergencies, should be transported to Southmead (a main arterial centre- MAC) for specialist
vascular intervention.

Please remember to use the airwaves handset or the SWASFT recorded line (01202 894003) for
any clinical discussions.

If you are unsure about whether your patient is suitable for Weston General Hospital, discuss with
the Emergency Department prior to conveyance. If the patient is declined, the rationale should be
recorded as part of the clinical record and concerns feedback to rightcare@swast.nhs.uk.

All discussions regarding trauma patients should be had with the trauma team leader at the major
trauma centre.

© South Western Ambulance Service Foundation Trust



Weston General Acceptance Criteria (June 2018)

NHS

South Western

Ambulance Service
NHS Foundation Trust

Service/Specialty

Contact number

Hours of operation

Inclusion

Exclusion

Emergency Department

Nurses station:
Via switchboard on 01934
636363 and extension

08:00-22:00

All patients not otherwise specified within this document

See below

01934 647082

During the OOH period,
you will be directed to
Switchboard. Please
request to speak with
the on call midwife.

Patients with a gestation of 220 weeks may still be conveyed to
Weston ED during opening hours where all of the following
criteria are met:
e  The primary diagnosis is unrelated to the pregnancy.
e  The patient and the lead ambulance clinician have no
current pregnancy related concerns.
e  The condition is not likely to need admission.

3519/ 3514
Red phone/ATMIST:
01934 881001
Trauma . . ) For major trauma patients, only those in peri-arrest or with WEGH cannot accept the following conditions ( specified
All discussions regarding airway or catastrophic haemorrhage that cannot be safely within the Major Trauma Triage Tool)
gggr\?viathp?gf?:;usnﬁgtigatﬁ managed for the journey to an MTC/TU may be transported to e  Extensive chest wall injury
. WEGH during ED opening hours . Sustained systolic blood pressures of < 90mmHg
leader at the major trauma bsent radial pulses
centre using the SWASFT Thi , L ora p . .
) is remains the clinical judgement of the lead ambulance e GCS motor score of 4 or less (flexing to painful
recorded line. clinician. stimulus)
Refer to CG24- Accessing e Neck or back injury with paralysis
Trauma Services for contact e  Suspected open, depressed or basal skull fracture
details of alternative e  Amputated limb
hospitals e  Open long bone, midfoot or hind foot fracture
e  Crushed, degloved or mangled limb
e  More than 1 proximal long bone fracture
. Sustained respiratory rate <10 or >29
Stroke Via ED 08:30-16:30 Monday- FAST positive patients/ suspected stroke Refer to CG20 for details of alternative pathways outside of
Friday these acceptance times
Direct to CT pathway is available for patients where symptom
onset is <6hours
Paediatrics Via ED 09:00- 19:00 Monday- . Patients >28days and <16 years . Children who are likely to require surgical
Friday e  Patients should be conveyed to WEGH ED, rather intervention or paediatric anaesthetics are
than Seashore Unit, unless specifically stated within inappropriate for conveyance to WEGH at any
their personalised treatment plan. time.
e  Patients under the age of 28 days are not
accepted at WEGH unless in arrest/ peri-arrest
Maternity Ashcombe ward: In hours: 22:00-08:00 All patients in normal labour, booked with Ashcombe Ward. e  Pregnant patients 220 weeks gestation presenting

with abdominal pain, PV bleeding or fits.
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NHS

South Western

Ambulance Service
NHS Foundation Trust

Service/Specialty Contact number

Hours of operation

Inclusion Criteria

Exclusion Criteria

Ambulatory Emergency 01934 881273

Care Unit

Monday- Friday: 09:00
—19:00 (last referral at
17:00)

Weekends and Bank
Holidays:10:00 — 17:00
(last referral at 15:30)

Please consider AEC as a first option before ED.
Example of conditions suitable for AEC are:

Cellulitis (lower limb)

Hypertension,

Atrial Fibrillation

Palpitations <120 bpm

Pulmonary Embolism

Lower limb DVT

Pleuritic chest pain/ Pleural effusion
Painless obstructive jaundice
Asthma exacerbation (PEFR >50% predicted
best)/COPD

Urinary tract infections

e  Lower respiratory tract infections

HR >120

RR >25

Systolic BP <100

SpO2 less than 95% (or less than 88% for known
COPD patients),

Potential cardiac chest pain,

Severe sudden headache/?subarachnoid
haemorrhage

CVAITIA

Asthma exacerbation with PEFR < 50% of
best/predicted PEFR

Abnormal ECG changes

Deliberate self-harm/acute psychiatric
conditions/overdose

Paediatrics

Infection control issues

Non-ambulant

Vascular Emergencies

Patients with a suspected ruptured abdominal aortic
aneurysm (rAAA) or acute limb ischaemia are not
accepted at Weston ED at any time. Refer to CG25-
vascular emergencies for criteria and further
information

Cardiac/ Acute Coronary
Syndromes

lAny patient fitting acceptance criteria for pPCI:

ECG with ST segment elevation in two or more
anatomically contiguous leads (1mm raised in limb
leads or 2mm in chest leads

LBBB with history and symptoms of acute myocardial
infarction.

Burns Via ED

e Minor extremity or torso burns with <5% body surface
area coverage

Any burns in children aged <16 years
All burns >5%BSA must be conveyed to the
nearest hospital of Musgrove Park or Southmead

PV bleeds Via ED

e  Patients presenting with minor and stable PV bleeds
are accepted at Weston ED.
e  Blood loss <500ml

Signs of hypovolaemic shock
Deteriorating physiological observations.
Blood loss >500ml

© South Western Ambulance Service Foundation Trust
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Appendix 3 SUMMARY OF CLINICAL EVIDENCE URGENT AND EMERGENCY CARE
Evidence for centralisation of emergency surgery (1/2)

Area of care Evidence
= Adult emergency surgery * In a UK study of >4m emergency admissions, risk adjusted mortality was 10% higher (OR
— Weekend consultant 1.10,95% CI1 1.08 to 1.11) in patients admitted at weekends compared with patients
cover and access to admitted during a weekday (p<0.001). Overall crude mortality rate of 5.0% (5.2% for all
diagnostics weekend admissions and 4.9% for all weekday admissions)

*  Weekend admission at an acute medical admissions unit with consistent staffing levels

and 24-hour access to diagnostics across week days and weekends (at the Royal
Infirmary of Edinburgh), not associated with higher in-hospital mortality, readmission rates
or increased length of stay compared to the weekday equivalent for any of six conditions
(COPD, cerebrovascular accidents, pulmonary embolism, pneumonia, collapse and upper
gastrointestinal bleed )2

— Consultant involvement in = Delays to consultant reviews and a lack of senior involvement in patient care consistently

patient care linked to poor patient outcomes:3 45 6.7

— Consultants should be freed from other duties when responsible for emergencies
—  First consultant review of a patient should occur within 12 hrs
— Consultants should undertake 2x daily ward rounds 7 days a week to review acutely ill

patients
— Consultant involvement in = Consultant surgeon presence in the operating theatre significantly improves outcomes and
the operating theatre poor outcomes are associated with unsupervised non-consultants performing major

emergency surgery 3689

1 Aylin et al, Weekend mortality for emergency admissions: a large multicentre study, 2010, Quality and Safety in Health care, 19, 213-7

2 Schmulewitz et al, The impact of weekends on outcomes for emergency patients, 2005, Clinical Medicine, 5(6), 621-5

3 NCEPOD, Emergency admissions: a step in the right direction, 2007

4 Nafsi et al, Audit of deaths less than a week after admission through and emergency department, Emergency Medicine Journal, 2007, 24, 691-5
5 NCEPOD, Caring to the end? Review of patients who died within 4 days of hospital admission, 2009

6 Royal College of Surgeons, Emergency surgery: standards for unscheduled surgical care, 2011

7 Royal College of Physicians, Acute medical care: the right person in the right setting first time, 2007

8 ASGBI, Emergency surgery survey, ASGBI Newsletter, 2010, No, 31

9 NCEPOD, An age old problem: elective and emergency surgery in the elderly, 2010




URGENT AND EMERGENCY CARE — CLINICAL EVIDENCE
Evidence for centralisation of emergency surgery (2/2)

Area of care Evidence
= Adult emergency surgery * The presence of a consultant anaesthetist in the operating theatre improves patient care
— Consultant anaesthetist and outcomes?
involvement in theatre = 20% of anaesthesia-related surgical mortality involved the grade of the anaesthetist being

too junior or the failure of junior staff to seek senior advice?

— Timely 24/7 access to = Timely access to diagnostic services and competent interpretation of results are crucial to
diagnostic radiology providing a safe and efficient emergency services to patients?
= Significant proportions of inaccurate reporting are due to misinterpretation of results by
non-specialists? or trainees® ©

—  24/7 access to modern = Where clinically appropriate, laparoscopic surgery is associated with a shorter length of
surgical techniques stay and fewer complications than non-laparoscopic surgery 78 910,11
= Catchment population = Catchment population for an acute general hospital providing the full range of facilities,
required for adult emergency specialist staff and expertise for both elective and emergency surgery is 450,000 -
surgery service 500,000%?

1 Royal College of Anaesthetists, Guidelines for the provision of anaesthetic services, 2009

2 McFarlane, The Scottish Audit of Surgical Mortality: review of areas of concern related to anaesthesia over 10 years, Anaesthesia, 2009, 64, 1324-31

3 Royal College of Radiologists, Standards for providing a 24-hour radiology diagnostic services, 2009

4 Kripalani, Williams, Rask, Reducing errors in the interpretation of plain radiographs and CT scans, in Shojania et al, Making healthcare safer: a critical
analysis of patient safety practices, Agency for Healthcare Research & Quality, 2001

5 Hillier, Trainee reporting of CT examinations: do they make mistakes and does it matter, Clinical Radiology, 2009, 59(2), 159-62

6 Briggs et al, Provision reporting of poly-trauma CT by on-call radiology registrars: is it safe? 2010, Clinical Radiology, 65(8), 616-22

7 Gilliam, Day case emergency laparoscopic appendectomy, Surgical Endoscopy, 2007, 22, 483-6

8 Cochrane Review, Laparscopic surgery for appendicitis, 2002

9 Ingraham et al, Comparison of 30-day outcomes after emergency general surgery procedures: potential for targeted improvement, Surgery, 2010, 148(2)

10David et al, Management of acute gallbladder disease in England, British Journal of Surgery, 2008,95, 472-6

11Law et al, Impact of laparoscopic resection for colorectal cancer on operative outcomes and survival, Annals of surgery, 2007, 245(1), 1-7

12RCS, Delivering high-quality surgical services for the future, 2006




URGENT AND EMERGENCY CARE — CLINICAL EVIDENCE
NHS Five Year Forward View

The Five Year Forward View sets out the following policies in relation to urgent and emergency
care:

1. Across the NHS, urgent and emergency care services will be redesigned to integrate
between A&E departments, GP out-of-hours services, urgent care centres, NHS 111, and
ambulance services. Smaller hospitals will have new options to help them remain viable,
including forming new partnerships with other hospitals further afield, and partnering with
specialist hospitals to provide more local services. Midwives will have new options to take
charge of the maternity services they offer. The NHS will provide more support for frail
older people living in care homes.

2. Developing networks of linked hospitals that ensure patients with the most serious needs
get to specialist emergency centres — drawing on the success of major trauma centres,
which have saved 30% more of the lives of the worst injured.

3. Roll-out of standardised new ‘Urgent Treatment Centres’ which will open 12 hours a day,
seven days a week, integrated with local urgent care services. They offer patients who do
not need hospital accident and emergency care, treatment by clinicians with access to
diagnostic facilities that will usually include an X-ray machine. We anticipate around 150
designated UTCs, offering appointments that are bookable through 111 as well as GP
referral, will be treating patients by Spring 2018.

Source: Five Year Forward View NHS England https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
Five Year Forward View Next Steps NHS England https://www.england.nhs.uk/wp-content/uploads/2017/03/NEXT-STEPS-ON-THE-NHS-FIVE-YEAR-
FORWARD-VIEW.pdf
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URGENT AND EMERGENCY CARE — CLINICAL EVIDENCE
NHS Long Term Plan

The NHS Long Term Plan sets out the following relevant policies in relation to urgent and
emergency care:

1. We will fully implement the Urgent Treatment Centre model by autumn 2020 so that all
localities have a consistent offer for out-of-hospital urgent care, with the option of
appointments booked through a call to NHS 111. UTCs will work alongside other parts of
the urgent care network including primary care, community pharmacists, ambulance and
other community-based services to provide a locally accessible and convenient alternative
to A&E for patients who do not need to attend hospital.

2. New diagnostic and treatment practices allow patients to spend just hours in hospital rather
than being admitted to a ward. This also helps relieve pressure elsewhere in the hospital
and frees up beds for patients who need quick admission either for emergency care, or for
a planned operation. This is a model co-developed by the Royal College of Physicians and
the Society of Acute Medicine, which is being successfully deployed in an increasing
number of hospitals. As a result, reported growth in non-elective hospital ‘admissions’ are
now disproportionately being driven by so-called ‘zero day admissions’ (patients who are
not actually admitted to an inpatient overnight acute bed)

Source: NHS Long Term Plan https://www.longtermplan.nhs.uk/wp-content/uploads/2019/01/nhs-long-term-plan. pdf
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URGENT AND EMERGENCY CARE — CLINICAL EVIDENCE
The Royal College of Surgeons —reshaping surgical services (1/2)

The RCS supports the reshaping of services when it is based on clinical evidence. The list
below sets out the principles that we believe any proposals to reshape surgical services
must meet.

1. Reshaping of services should be based on sound clinical evidence that it will be
beneficial to patients and staff, rather than it being considered for purely economic or
administrative reasons.

2. There is clinical evidence that concentrating specialist surgical services into fewer,
larger centers of excellence can save lives in certain circumstances. It is right that the
NHS should look at the long-term benefits when considering any reorganization.

3. Reshaping of surgical services should only take place where improvements in the quality
of care are needed and can be realized. In some cases, there will be an evidence base
that suggests service change will produce better outcomes for patients; in other cases, the
reshaping of services might need to occur because surgical units are unable to meet
minimum standards for safe service provision.

4. More consideration needs to be given to how to support communities in rural areas
who need access to good emergency surgery. Strengthening of ambulance services
and emergency care networks will ensure that patients needing immediate access to
emergency surgery or other specialized services can be routed appropriately and promptly.

Source: The Royal College of Surgeons: Reshaping surgical services. January 2013. Reshaping surgical services - The Royal College of Surgeons
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URGENT AND EMERGENCY CARE — CLINICAL EVIDENCE
The Royal College of Surgeons —reshaping surgical services (2/2)

5. The requirement for, and implications of, service change needs to be thoroughly and
exhaustively researched. If services are to be changed, the whole pathway of care for
patients with specific conditions must be considered. This should encapsulate how a
patient would access services from primary care, to initial secondary care referral,
diagnostic tests, hospital treatment, discharge, follow-up and rehabilitation.

6. The views of patients must be sought early on. Patients must be involved not just in
responding to a consultation about service change, but in understanding and building the
case for change and putting together the potential options for consultation.

7. Patient transport is key to the public’s sense of security and belief in the reshaping of
services. The most common cause for concern is transport links between the ‘local’ hospital
and an element of the service that may be moved to another location. It is important that a
transport infrastructure is in place for any reshaped service.

8. Commissioners and providers involved in service change need to ensure that the quality
of service is maintained before, during and after the service change takes place. This
may involve offering services in parallel, in two or more separate locations, while the
service change is implemented. Commissioners also need to ensure that any removal of
services brought about by reshaping does not affect the stability of related services.

Source: The Royal College of Surgeons: Reshaping surgical services. January 2013. Reshaping surgical services - The Royal College of Surgeons
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URGENT AND EMERGENCY CARE — CLINICAL EVIDENCE

The RCS has developed generic standards for future models of delivery for
emergency general surgery
Standard

SOURCE: Emergency Surgery: Standards for unscheduled surgical care, RCS, 2011

Delivering an effective emergency general surgical service
requires the entire team to be free of all other commitments,
except in a few hospitals with low emergency workloads.
The location of emergency patients within a single area
greatly facilitates an effective service and enhances patient
safety.

Adequate consultant numbers required for a modern service,
with junior or specialist nurse support.

Immediate emergency theatre access required and in
preference to elective work whenever necessary

Adequate critical care support as needed (levels 1, 2 and 3)
Be supported by a consultant based 24/7 diagnostic CT
scanning service with Gl specialist leadership

Have access to a Trust wide or network interventional Gl
radiology service 24/7 on a published rota.

Resuscitation should not delay surgery in patients in class 1
or 2. Resuscitation should be conducted in the anaesthetic
room or similar.

A consultant surgeon and consultant anaesthetist are present
for all cases with predicted mortality 210% and for cases with
predicted mortality >5% except in specific circumstances
where adequate experience and manpower is otherwise
assured.

A consultant surgeon (CCT holder) should be present for all
unscheduled returns to theatre.

7

Best Practice Patient Grading

In order to minimise avoidable harm, patients
require definitive treatment by surgery or
similar intervention (most commonly
interventional radiology) with an urgency which
is graded and escalated according to the
degree of illness.

On-going haemorrhage requires immediate
surgery.

Septic shock patients who require
immediate surgery are operated on within 3
hours of the decision to operate as delay
increases mortality significantly.

Severe sepsis (with organ dysfunction)
which require surgery, to be operated on
within 6 hours to minimise deterioration into
septic shock.

Patients with sepsis (but no organ
dysfunction) who require surgery should
have this within 18 hours.

Patients with no features to indicate
systemic sepsis can be managed with less
urgency but in the absence of modern and
structured systems of care, delay will result
In unnecessary hospital stay, discomfort,
illness and cost.




URGENT AND EMERGENCY CARE — CLINICAL EVIDENCE
RCS generic standards for emergency urology services

24/7 consultant availability for immediate advice and can be on site within 30 minutes

All emergency cases, especially those where operative intervention is planned, must

be discussed with the consultant on call.

A modern, effective emergency urology service requires adequate theatre access,

senior radiological support (including interventional radiology), senior anaesthetic

support and critical care facilities.

Immediate 24/7 availability of:

— CT scanning and ultrasound scanning with capacity for intervention in suspected
urosepsis.

— CT scanning for patients with suspected urinary tract trauma.

— Senior trainee (ST3 or above) or consultant urologists to manage the obstructed
bladder, which cannot be managed by urethral catheterisation alone.

— Senior trainee or consultant urologist to operatively intervene for suspected torsion.

Where an operation is required, a theatre team with adequate experience of urological
surgery must be available.

Outcomes of emergency treatment should be regularly audited.

Patients with septic shock and evidence of obstructive uropathy require immediate
intervention within three hours of the decision to operate as delay increases mortality
significantly.

The on-going care of inpatients/post-operative patients is managed by senior trainees
and consultants, on appropriate urology wards with specialist-trained nursing care.

Daily ward rounds carried out by senior trainees and/or consultants, including
weekends.

SOURCE: Emergency Surgery: Standards for unscheduled surgical care, RCS, 2011
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URGENT AND EMERGENCY CARE — CLINICAL EVIDENCE
RCS generic emergency ENT standards and best practice care

* There is a dedicated ENT unit with immediate transfer to operating theatres.

= Emergency beds are available in the ENT unit for acute admission of either sex.

* Endoscopic cautery, suction and irrigation are available 24/7.

= Training in emergency ENT incorporated into nurse training modules

= Adequate facilities on paediatric ward or ED.

= Departmental protocols are in place detailing whether patients requiring resuscitation
attend the ward or ED, with a clinically competent individual to be awaiting their arrival.

* There is a local, time- framed protocol detailing procedures from first contact to theatre,
with or without flexible endoscopy referral. 90% of oesophageal foreign bodies are
removed within 24 hours.

* 90% of sharp foreign bodies are removed within six hours.

= There is a written hospital protocol for initial management of ED or inpatient epistaxis
prior to contacting ENT.

= At admission or next morning endoscopic examination is performed by ST3 or
above/equivalent doctor, patients are treated and discharged if possible. Daily
consultant management decision is recorded.

= Department has agreed written pathway for referral for angiography and embolisation
including out of hours.

= Written guidelines of shared care between ENT and paediatrics are in place detailing
provision of IV access, phlebotomy, daily review etc.

* Antibiotic treatment starts without delay once decision is made.

= Patients with orbital cellulitis require urgent ophthalmology opinion and CT scan with or
without general anaesthesia available to manage complications

= Ability to carry out CT scan under general anaesthetic and transfer to theatre for
drainage of parapharyngeal or retropharyngeal abscess.

SOURCE: Emergency Surgery: Standards for unscheduled surgical care, RCS, 2011
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URGENT AND EMERGENCY CARE — CLINICAL EVIDENCE
RCS generic Trauma and Orthopaedic Standards and Best Practice Metrics

= 7 day access to routine trauma lists which are independent of general emergency theatres. Best practice: An additional theatre
is immediately available for urgent and complex orthopaedic problems, such as open fractures and those with neurovascular
compromise.

= Trauma patients managed within regional trauma network. Complex injuries treated in centres with appropriate volumes within
the region —this does not have to be the regional centre. Best practice: Appropriate triage by the ambulance service to minimise
secondary transfers.

= Consultant led the trauma team 24/7 in all units receiving seriously injured patients.

= |f CT scanning is to be performed in patients with multiple injuries, routine use of ‘top to toe’ scanning is recommended in the
adult trauma patient if no indication for immediate intervention exists. Best practice: Within 30 minutes.

= Standardised transfer documentation of the patients’ details, injuries, results of investigations and management with records
kept at the dispatching and receiving hospitals. Include documentation for acute transfer and standardised documents for
repatriation to the base hospital for continued therapy and rehabilitation.

= Hip fracture care is in accordance with the British Orthopaedic Association Standards for Trauma (BOAST 1) and data is
submitted to the National Hip Fracture Database. Best practice: Compliance with the best practice tariff for fragility hip fracture
care:
1. Time to surgery within 36 hours from arrival in an emergency department, or time of diagnosis if an inpatient, to the start of

anaesthesia.
2. Admitted under the joint care of a consultant geriatrician and a consultant orthopaedic surgeon.
3. Admitted using an assessment protocol agreed by geriatric medicine, orthopaedic surgery and anaesthesia.
4. Assessed by a geriatrician in the preoperative period: within 72 hours of admission. Postoperative geriatrician-directed multi-
professional rehabilitation team.

5. Fracture prevention assessments (falls and bone health).

= Pelvic and acetabular fracture care in accordance with BOAST. Best practice: Regional protocols for initial emergency
management.

= On identification of patients with a fracture of the pelvis or acetabulum in a non-specialist centre, referral is made within 24
hours. Best practice: Within an established trauma network, patients suspected of having sustained these injuries will be
transported direct to the regional centre.

= Severe open lower limb fractures care is in accordance with BOAST aiming to achieve timely, specialist surgery rather than
emergency surgery by less experienced teams. Best practice: Specialist orthoplastic care within a trauma network.

= Centres that cannot provide combined plastic and orthopaedic care for severe open tibial fractures have protocols in place for
early transfer to an appropriate specialist centre.

SOURCE: Emergency Surgery: Standards for unscheduled surgical care, RCS, 2011
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B k d Bristol, North Somerset

aC g rO u n and South Gloucestershire
Clinical Commissioning Group

The sustainability of the Emergency Department at Weston Area Healthcare Trust (WAHT)

has been a significant concern for a number of years. Since 2016 there have been a
number of issues including:

« Withdrawal by the Deanery of some training doctor posts when a consultant is not
present

» Poor 4 hour performance across six winter months, culminating in a critical incident due
to ED overcrowding at New Year 2016

» Visit from the National Director of Urgent Care highlighting need for urgent change

* NHS Improvement commissioned independent review of the issues at Weston ED and
the wider emergency system. This concluded that ‘the situation at Weston ED is
unsustainable and considerably compromises patient safety....a partial and temporary
closure gives both the system and the Trust itself some time to develop a safer and
sustainable ED’

« Care Quality Commission Warning Notice issued 24 March 2016 highlighting need for
improvement in patient flow

» Fragility of the medical rota

In light of this the BNSSG CCGs developed the operational contingency and implementation
plan to temporarily close Weston ED overnight from 4 July 2017.
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Apr-17 May-17 Jun-17 Jul-17 Aug-17, Sep-17, Oct-17 Nov-17, Dec-17, Jan-18 Feb-18

Weekly governance
remained with a

clinical and a separate
Modelling / Planning / Preparation for operational group.
Closure

Combined clinical and
operational oversight
meeting monthly and
instigating T&F focus

Weekly, then groups as required
Fortnightly Oversight

Oversight

Daily 10am
teleconferences with
prepared protocols for
further escalation —
not required.

Clinical and Operational Oversight
Fortnightly

1 Month Closure H) 6 Month
Report Closure Report

Temporary Overnight A&E Closure
(4t July 2017)
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NHS

Activity Summary and South Glovssstershire

Comparison to mitigated model

Clinical Commissioning Group

Overall, daily ambulance arrivals have been slightly lower than modelled with activity at
Musgrove Park being higher than the mitigated model, whilst Southmead was much lower

More Walk-ins have been observed than the mitigated model suggested. Much of this is
due to higher than expected activity at Musgrove Park

Emergency Admissions are slightly lower overall than the mitigated model suggested,
largely due to lower than modelled admissions at Southmead; however admissions at
Musgrove Park are higher than modelled

There are more beds in use at receiving trusts than the mitigated model suggested, with
bed use at Musgrove Park and BRI being higher than modelled

BRI have seen more walk-ins, ambulance conveyances and admissions than the
mitigated model suggested

Shaping better health




Activity Summary ook e S
Comparison to mitigated model Clinical Commissioning Group

« Southmead have seen fewer walk-ins, ambulance conveyances and admissions than the
modelling suggested

 Musgrove Park have seen more walk-ins, ambulance conveyances and admissions than
the modelling suggested

« Overall, Walk-ins are higher than modelled, ambulance conveyances and admissions are
lower than modelled

« NSCP have seen very little change in average daily numbers for any monitored metrics

« BrisDoc have seen an increase of 2 face to face NS contacts per day. Other metrics are
unchanged
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Clinical Commissioning Group

Figures are per day. All figures Modelling PAS Dump WOoCIG
compare impacts, ie suspected - . WOocClG agreed agreed
?iverLr, or 1:ra riance between pre- Unmitigated  Mitigated Activity Tracker  Main Weston Out of Area & Som E-.rset estimates (1mth) estimates (2-
and post- closure Catchment & Morth Som CCGs
5 mth)
ED - Walk-Ins 5] 0.4 0.8 0.9 1.1 1lto 2 1
ED - Ambulance 5 4.0 4.3 3.9 6.7 4to s 4to 5
BRI EM Admits 2.8 2.8 2.9 1.9 14 3 3
Beds 20.3 5.5 7.0 7
Repats 0 1.2 0.9 1
ED - Walk-Ins 7 0.5 0.4 0.4 0.9 Lessthanl Lessthan 1l
ED - Ambulance o 4.5 0.9 0.9 13 1to2 1
Southmead |EM Admits 3.2 3.0 0.5 0.2 0.2 Lessthan 1 Lessthan 1
Beds 25.8 6.1 2.0 2
Repats 1] 1.5 0.2 Lessthan 1
ED - Walk-Ins 2 0.1 1.3 0.2 -0.8 1to2 1to2
ED - Ambulance 2 14 3.3 0.5 3.0 3to4d 3to4d
Taunton |EM Admits 0.9 0.9 2.1 0.3 3.5 1 2
Beds 6.3 19 9.4 10
Repats 1] 0.4 0.3 Very few to date
ED - Walk-Ins 15 1.1 2.6 1.5 1.3 4to5 3tod
ED - Ambulance 12 10.0 8.5 5.4 114 9 8to9
Total EM Admits 7.0 6.7 3.5 2.3 5.2 Sto6 Sto6
Beds 52.5 13.5 18.4
Repats o 3.1 1.3 1lto 2
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Clinical Commissioning Group

Impact from the Weston temporary overnight closure

NSCP For the Weston Temporary Overnight Closure NSCP ensured there was an enhanced night service to
take referrals from BrisDoc and SWAST to prevent patients attending A&E overnight.

There was additional resource put within the clinical hub to support out of hours admission avoidance.

Over the 5 month period NSCP have seen no impact on their Rapid Response or Clinical Hub services
since the temporary overnight closure. This continues to be monitored on a monthly basis through
WOCOG (Weston Operational and Clinical Oversight Group). Any issues are escalated when necessary.

BrisDoc BrisDoc enhanced their GP OOH service to provide a service from Locking Road which was open and
clinically staffing all night.

Over the 5 month period BrisDoc have seen no impact on their service resulting from the Weston
Temporary Overnight Closure.

This continues to be monitored on a monthly basis through WOCOG (Weston Operational and Clinical
Oversight Group). Any issues are escalated when necessary.

9 Shaping better health




Out of Hospital Care(2) it e

Clinical Commissioning Group

Impact from the Weston temporary overnight closure

10

AWP

Care UK 111

AWP enhanced their night cover at the Bristol Crisis team to assess Mental Health service used to BRI /
Southmead ED and Bristol S136 suite.

* They enhanced a joint protocol between North Somerset AWP and Somerset Partnership Mental
Health Services at night covering Musgrove Park and Somerset S136 suite.

* There was an agreed protocol with BrisDoc and AWP MH Intensive Team for triage of MH service
users who make contact via Weston ED phone / NHS 111.

* There was agreed access to Locking Road OOH GP service to jointly assess MH service users with
North Somerset Intensive Team

» There was an agreed protocol with WGH security to alert the Crisis Team of vulnerable service users

in Weston General Hospital grounds at night I

Over the 5 month period AWP have seen no significant impact on their service resulting from the Weston
temporary overnight closure.

This continues to be monitored on a monthly basis through WOCOG (Weston Operational and Clinical
Oversight Group). Any issues are escalated when necessary.

111 ensured there was clinical validation of all BNSSG ED dispositions & use of updated DOS to ensure
patients avoid use of neighbouring EDs wherever possible.

Over the 5 month period 111 have seen no significant impact on their service resulting from the Weston
temporary overnight closure.

This continues to be monitored on a monthly basis through WOCOG (Weston Operational and Clinical
Oversight Group). Any issues are escalated when necessary.

Shaping better health
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Clinical Commissioning Group

Contacts Incidents and Patient Experience

» Consistently reviewed by WOCOG. 26 have been received, 10 of these were
attributable to the temporary overnight closure and none were serious un-
towards incidents or resulted in patient harm.

Quality and Safety Metrics / Visits

» Metrics actively monitored and reviewed across the 3 BNSSG acute hospitals.
No deterioration in safety metrics at hospitals which neighbour WAHT.

«  BNSSG quality assurance visits also demonstrated no deterioration in patient
safety due to the overnight closure.

QIAs / EIAs

» Each organisation has refreshed and completed a QIA. Following an initial
system EIA screening, we will now proceed to a full EIA incorporating protected
characteristics into mitigating risks, issues and actions.
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Clinical Commissioning Group

Incidents and complaints are reviewed and a system response agreed at each
WOCOG meeting.

Measure Count

Total number of reported incidents 26
and PALS contacts

WOCOG have reviewed all 26 reported incidents and PALS contacts. Whilst
many related to SWAST and WAHT, only 10 could be directly attributable to the
overnight closure.

None were serious untowards incidents; with some being general comments
and feedback.

A number of these have resulted in changes to pathways and processes (e.g.
Urology and Stroke pathways)

Shaping better health
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WA H T S H I N E WAHT SHINE Bristol, North Somerset
data and South Gloucestershire

Clinical Commissioning Group

Some changes in the SHINE data at Weston, deterioration attributable to winter pressures rather than
overnight closure

Trend since | SHINE Measure Commentary
closure

NEWS Scores recorded on admission to ED have remained above 80%

NEWS Scores since closure .

Remained at 100% during summer period, but noted decrease in the winter
period (not due to overnight closure)

Hourly Observations

. Data is variable, there has been some slight improvements but this has not
Pain Scores b :
een consistent.

Communication with Next of . : .

Kin Improved since overnight closure, consistently rated as green

Remained at 100% for 3 months following closure and % compliance has

Cannula Management :

dropped but remained above 80%

Dianity & Nutrition Refreshments offered within 2 hours of admission were rated as 100% in July

gnity and have since ranged from 55% to 85%.

2 metrics regularly rated green since closure with a recognised area for

¥
4
4
\ 4
4

Chest Pain improvement in December-2017
#NOF Of the sample , these have been at 100% in December
Sepsis Concerns over this have been addressed directly at WAHT following 2

months of decreased performance in Oct & Nov. Otherwise scoring 100%.

13 Shaping better health




. Bristol, North Somerset

U H B S H I N E UHB SHINE and Soutl'1 Gloucestershire

Clinical Commissioning Group

UHB quality has remained steady with a recent exception in #NOF.

Trend since | SHINE Measure Commentary
closure

NEWS Scores No deterioration, maintained or slight improved performance.
. : Brief dip in performance in July-17 following a peak in June, but an improving
Hourly Observations use of NEWS recording on admission to ED in 2017.
Dip in 2 performance indicators for pain in July-17 [Pain Score at Triage (Within
Pain Scores First Hour) & Analgesia administered at Triage (if appropriate)]. Since July-17 all
indicators have remained green rated and shown improvement.
Communication with Next of  Communicate with NoK within 2hours at approx. 90% of the time, an improving
Kin trend since before temporary overnight WAHT A&E closure.
Cannula Management 100% complete in July-17, and maintained above 94% since
Dignity & Nutrition Varied between 86% and 92% between July-17 and Dec-17
Improving performance with recording ECG within 10 minutes of arrival between
f Chest Pain July-17 and Oct-17 — from 89% to 97%, remaining at 94% for Nov/Dec-17.

Doctor review of ECG within 30 mins remains steadily above 97%

Varying performance for completing the #NOF pathway, immediate improvement

0L following WAHT A&E closure for X-Rays completed within 30 minutes.

Sepsis Improving performance between July-17 and Nov-17 with a dip in Dec-17

14 Shaping better health




N B T S H I N E Bristol, North Somerset
and South Gloucestershire

NBT SHINE data Clinical Commissioning Group

Overall, for NBT the SHINE scoring has remained generally consistent compared with last years data.

Trend since | SHINE Measure Commentary
closure

NEWS Scores Recorded for patients in ED and remained at 100%
f Hourly Observations Since closures, NBT hgve seen an improvement compared W.Ith last years
data and are now consistently reporting green for each associated measure.

Pain Scores Generally remaining green since July, with the exception of 1 measure rated
Amber at 76% in Dec-17: “Pain re-assessed in an hour”.

COMIUANSE HHil M e Remained consistent, but noting 2 dips in Oct / Nov 17 from 100%

Kin
f Cannula Management Seen an improvement overall noting that Nov 17 dipped to 99%.
f Dignity & Nutrition Seen a large increase compared with last years data and have consistently

reported green for the last four months.

Chest Pain Remained green but has seen an overall improvement in the last 4 months.

Generally remain green, with exception of a dip in “Analgesia , 20 minutes” in
#NOF Nov-17 / Dec-17. “Admission, 2 hours” remains consistently red with a slight
improvement in Sept -17.

Sepsis Seen a reduction in the last 3 months for both triggers.
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W A H T E D S f t Bristol, North Somerset
a e y and South Gloucestershire

Clinical Commissioning Group

ED Safety metrics agreed between 3 BNSSG acute hospitals and consistently monitored since the
Weston A&E overnight closure. No deterioration following the 2-3 months following A&E closure. Metrics
are continually assessed (daily) during busy winter periods and recent changes in performance have been
attributed to expected winter pressures. Escalation beds saw a rise in November-17 due to Infection
Control (Norovirus).

(W) Number of Escalation Beds Open (W) G&A bed occupancy for acute
at 1000 hospital / community beds at 1000
50 102
% }0 & d 100
40 3’. X d 0”*'0:' $ “’ ¢ 4 o8
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*g 30 PR DM e N 4 o | o
. o ® ¥ 4 * - 92
\ g - 20 ¢ ‘e * - 90
( L 2 - 88
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WAHT ED Safety ) - -
Metrics (W) Number of Outliers (excluding (W) Number of Patients in ED with
paediatrics) at 1000 DTA at 1000
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ig 25
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20 |
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X . b LI
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UHB ED Safety

NHS

Bristol, North Somerset

and South Gloucestershire
Clinical Commissioning Group

Variation in safety metrics attributable to winter pressures rather than

solely by the overnight closure.

(UHB) Number of Escalation Beds (UHB) G&A bed occupancy at 1000
Open at 1000
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UHB ED Safety
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N B T E D S f t Bristol, North Somerset
a. e y and South Gloucestershire

Clinical Commissioning Group

Months following closure saw no impact attributable to the overnight closure. The increase in
outliers, and other variations (e.g. in bed occupancy) are all attributable to winter pressures
and WAHT overnight A&E activity at NBT remains below expected levels.

(NBT) Number of Escalation Beds (NBT) G&A bed occupancy at 1000
Open at 1000
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E IA S u m m ary Bristol, North Somerset
and South Gloucestershire
Clinical Commissioning Group
« Jun-17: EIA completed by WAHT identified, male, non white, British
Individuals who have a primary diagnosis of mental health are 5%
more likely to attend the WAHT Emergency Department out of hours.
No other characteristics were flagged.

 Aug-17: WOCOG 1 month closure report concluded it was too early to
complete a full system EIA.

« Dec-17: The experiences of at risks groups were reviewed by WAHT.
Ongoing gualitative assessments are required (WAHT and AWP will
continue this work). Existing mental health service provisions were
deemed appropriate following the recommendations of a specific task
and finish group.

« Feb-18: Following the initial EIA screening, we will now proceed to a
full EIA incorporating protected characteristics into risks, issues and

actions.
19 Shaping better health
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Clinical Commissioning Group

Patient Safety
» There has been an impact on all aspects due to the compounding effect of an increased
number of attendances from Weston, with the overall increased pressure on emergency care.

« This has led to overcrowding in UHB Bristol ED departments particularly at peak times.

+ The impact on patient safety has been mitigated as much as possible with the use of increased
staffing to support patients in the queue, use of ‘rapid assessment’ protocols and ‘boarding of
patients in wards.

Patient Experience

« There has been significant impact due to operational pressures on services and additional
transfers for patients between hospitals. However few patients have raised complaints
regarding the need to be seen at UHBristol overnight or the transfer back to Weston with no
incidents formally reported.

Clinical Outcomes

* Increases in cancelled operations have been seen as well as an impact on elective day care
procedures due to the use of the Day Unit as extreme escalation capacity. This has occurred
during the winter and was not an issues earlier in the overnight closure period.

There have been no serious incidents or complaints related to patient safety, and where issues
have been raised these have been dealt with promptly through the BNSSG system group and local
internal operational group

Shaping better health
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-

Patient Safety
« A minor impact on NBT of attendances from Weston.

« There have therefore been no safety concerns attributable specifically
to the Weston Temporary Overnight Closure.

Patient Experience

* There has been no patient experience concerns attributable specifically
to the Weston Temporary Overnight Closure.

There have been no serious incidents or complaints related to patient
safety, and where issues have been raised these have been dealt with
promptly through the BNSSG system group and local internal operational

group
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WAHT QIA Highlights .t

Clinical Commissioning Group

«  WAHT ensured there was a range of mitigations for expected impact on
patients and activity.

« Mitigations were put in place to ensure that patients that required attention
during the period of ED closure will be able to access services.

« The risk to patient experience is currently assessed as moderate.

Patient safety
* The risk to patient safety is low

Patient experience
» The risk to patient experience is moderate

Clinical Outcomes
» There is no evidence to show improvements or deteriorations in clinical
outcomes
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SWAST QIA Highlights .8 S

Clinical Commissioning Group

ORH were commissioned by SWASFT to analyse and model the impact of the service change at Weston ED. ORH concluded
that one DCA (double crewed ambulance) operating from Weston Station from 2200-0800 (7 days a week) is sufficient to
mitigate the impact of the ED closure.

Staff are reporting an increase in overruns, a number of which they believe are due to the closure, particularly with shifts
finishing at 2200 and 2300. This is a very challenging data set to accurately capture and report but does present a risk around
staff lost time, financial cost and lost operational time. (work continues to analyse shift overruns)

Furthermore there is believed to be local operational impact due to resources being out of area due to the closure. Again this is
challenging to evidence however it is vital that this is reported as it could result in increased response times to patients.

Patient Safety
* There is arisk of an increase with delayed responses resulting in an increased patient safety risk. This remains despite the

additional DCA being funded as operational demand is inherently variable and an increased number of resources are
transporting patients out of area.

* There is a potential for increased risk to be taken by clinicians when assessing patients due to the known long journey time
and a reluctance to travel unless absolutely necessary. This risk is also true of patients not wishing to travel due to the need
to go out of area, whereas they would previously have been happy to go to Weston ED.

Patient Experience
» Potential impact due to increased response times due to vehicles being out of area.

Clinical outcomes
» Risk of adverse clinical decision making due to closure and distance to alternative EDs. This could be both staff factors and
patient factors but the usual escalation/ reporting processes and professional standards remain in place.
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RI S k I\/l an ag e m e n t Bristol, North Somer:iet
and South Gloucestershire
Clinical Commissioning Group
System risks are consistently and reliably reviewed between system
operational and clinical colleagues. The risks remain controlled and
ongoing controlling mitigations are in place and being developed. The
risks with the current highest scores are extracted below.

WAHT A&E Overnight Closure Risk Log e T
Version 1.18 High Risk

Extreme Risk

Last

Update Commentary / Updates

Probability

31/07/2017: Some recruitment has taken place although 6 nursing staff have
1. [WAHT] Staff comms and engagement, left. Planned to level out further into the process.
daily briefings 23/10/2017: Changed risk to 4x4=16, probabilty increased due to recent
2. [WAHT] Engaging and using substative nursing staff re5|gnat|0ns. Following prolonged period where ED has not re-
recruitment company to fast track middle opened predicted further staff may follow.
grade and consultant recruitment 18/01/2018:Risk reviewed, proposed probabilty moved to 3 due to ENP risk.
3. [WAHT] Regular staff engagement with 3 4 12 03-Apr 1x substantive consultants left, along with long term locum. Probabilty held

’ X at4.
_fUtrrZ.plans for urfgent CHaI'eI S:rvvl\fes " 03/04/2018: Risk reviewed medical staffing has improved (with the
ILT:II: ing OUt':?tSb ron; ealthy Weston an appointment of all substantive middle tier posts subject to VISAs and

partnership boar com
e petency checks)

4. [WAHT] Prioritisation of ED staff for Score should remain the same as recent band 5 nursing turnover has
development of ACP roles. increased.

e Sustainability of
WAHT ED staffing as
result of temporary
changes. E.g. through
9 loss of trainees and other| 4 | 5
staff & inability to recruit
at senior and specialist
levels. Cascade of further
staff leaving.

e Risk of adverse impact 31/07/2017: P.Collins detailed WGH are loosing some staff but gaining

1. [WOCIG] Further contingencies others. Staff fatigue potentially less but morale fragile until next steps
on WAHT staff. Staff identified to manage demand as part of described. Link risk into workforce issue/risk.
2% fatigue, low morale, i single operati'ona'l plan. 3 4 - 03-Apr 23/10/2017: R?skto remain Iive. 2l a
leading to sickness and 2. [COG] Monitoring of staff survey results 18/01/2018: Risk to remain live, unchanged
turnover above existing through Quality subgroups and escalation 03/04/2018: Increased nursing staff turnover curren'tly'/‘ Staff survey |jesu|ts
through COG. for 2018 show poor scores but departmental analysis in currently being

pressures.
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Bristol, North Somerset

FI n an C e S u I I l I I l a.ry and South Gloucestershire
Clinical Commissioning Group
Month 10 Financial Impact Assessment
* Year to date adverse impact of £2m; driven primarily by additional bed capacity in other hospitals and additional transport costs.
* The impact is primarily in Weston Trust (£2.1m adverse) due to significant reduction in emergency admission impact, but limited
reduction in capacity and costs.

» Overall hospital activity is marginally lower, mainly A&E attendances leading to a small saving to the commissioner of £254k.

Latest Findings

Impact YTD Description of Activity

£2.0m Increase in 19beds at average per bedday direct cost
in Transport / BrisDoc / NSCP
in Weston A&E staffing costs

£0.4m Increase

(£0.4m) saving

£2.0 m total increase | Based on these assumptions

Impact On Commissioners:

Impact On Weston:

Impact On Other Hospitals:

Impact On Other Providers:

(£0.3m) Reduced activity (A&E
attendances)

(£2.5m) reduced activity against
June baseline

This is differential due to the
reported average length of stay

£0.4m Increase in Transport /
BrisDoc / NSCP

£0.4m saving in Weston A&E
staffing costs

UH Bristol (2.8 days), NBT (5.5
days) and Taunton (4.4 days)

The impact on other providers is
cost neutral as commissioners
have picked up these costs.

Total: £0.1m Saving

Total: £2.1m Cost

Total: £0.3m Marginal Gain

Total: Cost Neutral

Comparison to planning assumption

The previous plan assumed a cost pressure for year to date of £3.1m. The reduction of £1.1m is caused mainly by £0.7m

lower out of hospital costs; and removal of A&E Dept cost premiums from the analysis

25
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Issues aros Dt Nowth Sounerect

Clinical Commissioning Group

Ref. Issue WCOOG Resolution
1 |Discussion regarding what is the clinical governance around patients 2 x Clinical SOPs developed and shared across BNSSG for management of
advised to attend, and then do not present. BrisDoc to send WAHT the patients outside of opening hours.

details of the patient that requested a direct admit but was refused by WAHT
(BrisDoc told that Weston didn't admit patients after 10pm).

2 |Overnight repatriations issues: Repatriation SOP revisited, and re-communicated to system partners. Included in
--sent back to WAHT reportedly at 3am from neighbouring hospitals staff communications and FAQs, neighbouring Trust reflected appropriateness of
--Incorrect form being used (not updated) any repatriation undertaken at 3am and updated internal policies.

--Confusion at ward level regarding the difference between normal repatriations,
and those organised due to WAHT overnight A&E closure.

3 |Simplified cardiac pathways to be taken through COG, reducing numerous COG reviewed and direct conveyance pathways to UHB (BHI) agreed, rather than

conveyance options after 17:00. separate drop off times at varying locations.

4 |Reported increase in activity presenting at MPH/UHB due to WAHT A&E Shift in modelled activity which presented at MPH and UHB, lesser volumes
overnight closure (above site specific modelling, below total modelling). presenting at NBT. Data to be validated and presented in 6 month review.

5 |111 phone outside WAHT A&E department, 111 call volume reported as Resolution through WAHT and local telephony provider, issue identified as cabling
unusually quiet and difficulties with potential patients being unable to hear. within local area.

6 |Stroke pathway concerns in regards to schedule of opening and drop off Proposed to ensure all stroke pathways after 10:00 pm are directed to NBT. Small
points across BNSSG. T&F addressed this and presneted to BNSSG clinical overisght group for system

resolution, extends beyond the scope of WOCOG.

7 |Urology pathway concerns, regarding suitability of patients conveyed to UHB. [Task & finish group agreed all known urology patients to be directly conveyed to

NBT
8 |Appropriate_internal hospital escalation revisited and communicated - due to [WAHT site teams trained accordingly, and confirmed escalation through Dir. of
misunderstanding of specific repatriation agreement. Operations and WOCOG representatives
9 |Transport not bookable for repatriating patients without a receiving ward |[WAHT adopted a portable phone for site team usage, for othr Trusts to directly
code. WAHT unable to provide ward code immediately. contact and obtain ward code/confirm repatriation possible.
10 [Clinical concerns regarding #NOF patients being transferred between WAHT consultants drafted a SOP, in agreement with SWASFY and WOCOG for
hospitals. adopting a direct admission pathway for #NOF patients.

11 |Pre allocated patient_ transport times was not matching allocated demand. [WOCOG agreed the pre allocated transport should be shifted to a later period.
Patients were being referred later in the morning.

12 |Experience of OOH MH users in WAHT cause for concern OOH, identified in [Activity levels did not identify exceptional activity. MH subgroup established to
WAHT EIA. present findings and recommendations, activity deemed as managed. Agreed that
this is to be revisited at a later juncture and report back to WOCOG.

13 |GPs sending patients from Weston catchment postcodes into MPH during [Specific communications issued to general practices to address
WAHT A&E opening hours.
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Clinical Commissioning Group

Ensure completion of full system EIA

Design and development of capturing patient experience
measures

Continued engagement with the Healthy Weston
programme

Ongoing governance and metric monitoring through
WOCOG

Workforce reviews through WOCOG and COG

Focus on system wide communications

Completion of ongoing reviews (as required)
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To ensure data is ready and approved for the 6 month review, 5 months worth of
data has been used.
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WOCOG o 5 mon t h review Bristol, North Somerset

and South Gloucestershire

Summary of modelling and activity (M1) B I A
iF:fu rF_r,ra_re ‘;_:re: day. All flgurr_% compare Modelling - : PAS Dump WOCIG agreed
pacts, ie suspected diverts or o . Activity Tracker  Main Weston  Out of Area & Somerset .
variance between pre- and post- closure  Unmitigated Mitigated Catchment 2 North Som CCGs estimates
ED - Walk-Ins 7] 0.4 1.5 14 3.8 lio2
ED - Ambulance 5 4.0 4.5 3.6 6.3 4t05
BRI EM Admits 2.8 2.8 3.3 2.8 3.3 3
Beds 20.3 3.5 7.0
Repats o 1.2 1.0 1
ED - Walk-Ins 7 0.5 0.3 0.3 2.2 Lessthan 1
ED - Ambulance 6 4.5 1.5 1.2 2.3 1to2
Southmead |EM Admits 3.2 3.0 0.9 0.5 0.3 Lessthan 1
Beds 25.8 6.1 2.4
Repats 1] 1.5 0.4 Less than 1
ED - Walk-Ins 2 0.1 1.5 0.1 1.6 1to2
ED - Ambulance 2 1.4 3.2 0.6 2.9 3to4d
Taunton |EM Admits 0.9 0.9 1.9 0.3 0.3 1
Beds 0.3 1.9 0.3
Repats 0 0.4 0.1 Very few to date
ED - Walk-Ins 15 1.1 3.3 1.5 7.0 4to 5
ED - Ambulance 12 10.0 9.3 5.4 11.5 9
Total EM Admits 7.0 6.7 g.1 3.6 3.9 Stob
Beds 52.5 13.5 15.7
Repats o 3.1 1.5 1to2

The above table shows agreed activity at the one month review position.
29 Shaping better health




NHS

Bristol, North Somerset

and South Gloucestershire
Clinical Commissioning Group

WOCOG -5 month review

Exec Summary — Overall and Acute

Provider Measure M1 Comparedto M2-5 Compared M2-5compared
Mitigated Model to Mitigated to M1
Model
ED - Walk-Ins Higher Higher Lower
ED - Ambulance Lower Lower Lower
The table to the right shows System EM Admits Lower Lower Lower
the headline pOSition Beds Higher Higher Higher
changes for daily activity, Repats Lower Higher _
showing change bet}"{ee”: ED - Walk-Ins Higher Higher Lower
Month 1 (Jul) and mitigated ED - Ambulance Higher Higher Lower
model; Months 2-5 (Aug-Nov) BRI EM Admits Higher Higher Lower
against Mitigated Model and Beds Higher Higher No Change
Months 2-5 against Month 1. Repats Lower Higher _
ED - Walk-Ins Lower Lower Higher
Further informa_tion d_et_ai"ng ED - Ambulance Lower Lower Lower
the average daily athVIty Southmead EM Admits Lower Lower Lower
values and Change IS Beds Lower Lower Lower
available on later slides. FE— Lower e
ED - Walk-Ins Higher Higher Lower
ED - Ambulance Higher Higher Higher
Taunton EM Admits Higher Higher Higher
Beds Higher Higher Higher
Repats Lower Higher
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WOCOG =5 month review dBristoI',1 Nc|>rth Some;“set
i and South Gloucestershire
ACtIVIty TraCker B Walk-lns Clinical Commissioning Group

Average daily walk-ins vs mitigated baseline

BRI Southmead MPH Total

m Baseline mM1 mM2-5

The above chart shows the daily walk-in average mitigated baseline position and average daily activity for M1 and M2-5
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WOCOG =5 month review Bristol, North Somerset

Activity Tracker - Amb arrivals and South Gloucestershire

Clinical Commissioning Group

Average daily ambulance arrivals vs mitigated baseline

12.0

10.0

8.0

6.0

4.0

2.0 ~

0.0 -
BRI

Southmead MPH Total

M Baseline mM1 = M2-5
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Activity Tracker - Admissions

NHS

Bristol, North Somerset

and South Gloucestershire
Clinical Commissioning Group

Average daily EM admissions vs mitigated baseline

8.0

BRI

Southmead

mBaseline mM1 mM25

MPH

Total
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Bristol, North Somerset
Activity Tracker - Run-rate vs unmitigated baseline and South Gloucestershire

Clinical Commissioning Group

Daily Activity Variance vs Mitigated Modelled Baselines (M1)

4.0

BRI Southmead MPH Total

B Walk-ins ™ Ambulance Arrivals = Admissions

The above chart shows the variance between the M1 daily activity and the baseline, showing walk-ins, ambulance and arrivals
and admissions by provider. For example, Walk-ins at BRI were 1.0 daily activity higher than the baseline.
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Activity Tracker - Run-rate vs unmitigated baseline and South Gloucestershire

Clinical Commissioning Group

Daily Activity Variance vs Mitigated Modelled Baselines (M2-5)

40

3.0

2.0

1.0

0o
-1.0
2.0
30
40 .|-3-6.|
BRI Southmead MPH Total

m Walk-ins ™ Ambulance Arrivals = Admissions

The above chart shows the variance between the M2-5 daily activity and the baseline, showing walk-ins, ambulance and arrival
and admissions by provider.
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PAS Data and South Gloucestershire
ED Attends via ambulance at Weston catchment postcodes R RN AL
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EWeston BMUHB ®NBT BTST

Those postcodes closest to Weston show very few ED attends at neighbouring providers until the overnight closure on 4t July.
The majority of these have gone to UHB (+4.2/day compared with the pre-closure June average), with smaller numbers at NBT
(+0.9/day) and TST (+0.6/day).
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WOCOG - 5 month review Bristol, North Somerset

PAS Data and South Gloucestershire
ED Attends via ambulance for Out of Area* & Somerset & ST SR e
400 Closure
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B Weston EMUHB B NBT B®TST

UHB’s take of out of area & Som/North Som CCG patients has increased by 6.4 attends per day compared to June with NBT
and TST seeing increases of +1.8/day and +2.9/day respectively.

Data via provider PAS dumps, showing for out of area patients and those registered at Somerset CCG
and North Somerset CCG GP practices. *Out of area defined as patients living in a non-BS or non-TA
postcode sector
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PAS Data and South Gloucestershire
ol o S WY D O T - PR N R Clinical Commissionina Groun
ED Attends by week, at UHB for Main Weston ED Attends by week at UHB, Somerset & North Som
Catchment CCGs & Out of Area
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At UHB, the number of out of hours patients travelling from the Weston catchment postcode sectors has clearly risen since the
closure, with a small spike in in-hours attends observed in more recent weeks. Similarly, both the out of hours attendance
numbers for Out of Area & Som/North Som CCGs’ patients rose noticeably following the closure. - (add average line)

Data via provider PAS dumps, showing for patients from the six main Weston postcode sectors, or out of .
38 area patients and those registered at Somerset CCG and North Somerset CCG GP practices. *Out of area Shaplng better health
defined as patients living in a non-BS or non-TA postcode sector. Patients under 16 excluded.
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Bristol, North Somerset

PAS Data and South Gloucestershire
ED Attends — In hours & out of hours Clinical Commissioning Group
ED Attends by week, at NBT for Main Weston ED Attends by week at NBT, Somerset & North Som
Catchment CCGs & Out of Area
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At NBT, the number of out of hours patients travelling from the Weston catchment postcode sectors has risen since the closure. In-
hours attends show weekly variation, though volumes are relatively low.

Similarly, the out of hours attendance numbers for Out of Area & Som/North Som CCGs patients rose following the closure — attends
were higher over the summer months, and have shown reductions towards June levels in Oct/Nov.
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PAS Data
ED Attends — In hours & out of hours

ED Attends by week, at TST for Main Weston
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NHS

Bristol, North Somerset

and South Gloucestershire
Clinical Commissioning Group

ED Attends by week at TST, Somerset & North Som
CCGs & Out of Area
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At TST, the in-hours numbers continue to fluctuate in line with the May and June position. Higher volumes were observed in late
July/August compared to May/June, though volumes have since declined. Out of hour attends initially rose noticeably into August, they
have subsequently declined to May/June levels. The number of attendances Taunton are seeing from Out of Area & Som/North Som
CCGs patients has also increased compared to June with volumes remaining slightly higher than the May/June levels.

Data via provider PAS dumps, showing for patients from the six main Weston postcode sectors, or out of area patients and those
registered at Somerset CCG and North Somerset CCG GP practices. *Out of area defined as patients living in a non-BS or non-TA

postcode sector. Patients under 16 excluded.
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PAS Data and South Gloucestershire
FM admits at \Alnqtri\n catchment nostendes Clinical Commissioning Group
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Pre-Closure System Weekly Average (June 2017)

Those postcodes closest to Weston show very few EM admits at neighbouring providers until the overnight closure on 4t July.
Following the closure, there was an increase in activity at other providers, though this dropped slightly going into August. The
greatest impact is observed at UHB, where there are around 2.1 admits per day (+1.8 compared to June). A number of admits
remain at Weston, this is likely due to patients in AE at 22:00 who are subsequently admitted.
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PAS Data and South Gloucestershire
EM admits for Out of Area & Somerset CCG & North Somerset CCG Clinical Commissioning Group
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Out of hours admissions for Out of Area & Somerset & North Somerset CCGs have increased to 28.2 per day at TST
(+3.7/day), where the majority of the activity is. UHB have seen an increase of 1.4/day compared to pre-closure (June 2017)

Data via provider PAS dumps, showing for patients out of area patients and those registered at Somerset CCG Shati bettar haalth
and North Somerset CCG GP practices. *Out of area defined as patients living in a non-BS or non-TA postcode aping better nea
sector. Patients under 16 excluded.
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WOCOG - 5 month review Bristol, North Somerset

Definitions and notes and South Gloucestershire

Clinical Commissioning Group
2 data sources have been used — the Sitrep activity tracker, and weekly activity dumps from the
providers. All activity is for the time period 2200 to 0800 unless explicitly noted otherwise.

« The daily Sitrep activity tracker (appendix A) is a subjective measure as it uses colleagues’ best
understanding of divert impacts.

« Data for the one month review ran from 4t July to 31st July — four full weeks

« Data for the 2-5 month review runs from 1st August to 3@ December

 The weekly PAS activity dumps (appendix B) is an objective measure as it is criteria based, and
shows all activity at the providers, according to whichever filters have been set (either by postcode
or CCG of GP registration).

« This means the data are objectively comparable between providers but may not include all
Weston closure diverts — whichever way the data is cut, some diverts may not be included in
that selection of filters, or some patients who were not diverted may be.

« Date ranges have been clearly labelled on each slide and often run from before or after the
four week period used for the activity tracker, to give an idea of the existing activity numbers.

Comparisons have been made against the modelled baseline, both original position and post-mitigation
position, on a daily basis. For example, the modelling suggested Southmead would see 0.5 walk-ins
per day, and in reality it has been 0.3

Weston Catchment Postcodes has been defined as the postcode sectors where historically 60% or
more of the emergency activity has gone to Weston.

Out of area has been defined as patients living in postcode sectors other than TA (Somerset) and BS
(Bristol) who are not registered with Somerset or North Somerset CCG.
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Appendix A - Activity tracker detail
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Bristol, North Somerset

and South Gloucestershire
Clinical Commissioning Group
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Appendix B - Modelled baseline estimates and South Gloucestershire

Clinical Commissioning Group

Base Case 10pm Wait Until Alt Pathway Alt Pathway Direct Admit

Repatriation  Total Incl.

Activity Category  Provider o _ _ _ Subtotal » L
Weston 2016 Morning Community OOH GP SWAST Ref LoS =3 Repatriation
Walk-ins Total 15 -b6.5 -2.5 -5 1.1 11
Southmead 7 -3.1 -1.2 -2 0.5 0.5
BRI ] -2.5 -1.0 -2 0.4 0.4
Taunton 2 -0.7 -0.3 -1 0.1 0.1
Other 0.3 -0.1 -0.05 -0.1 0.0 0.0
Ambulance arrivals Total 12 -1.4 -0.9 9.9 9.9
Southmead ] -0.7 -0.4 4.5 4.5
BRI ] -0.6 -0.2 4.0 4.0
Taunton 2 -0.2 0.0 1.4 1.4
Other 0.3 -0.03 0.0 0.2 0.2
Total Arrivals Total 27.2 -b6.5 -25 -6.5 -0.9 10.9 10.9
Admissions Total 71 -0.4 6.7 6.7
Southmead 3.2 -0.2 3.0 3.0
BRI 2.8 -0.1 2.8 2.8
Taunton 0.9 0.0 0.9 0.9
Other 0.1 0.0 0.1 0.1
Beds required Total 55 -2.9 52 -39 131
Southmead 26 -1.3 24 -18 6.1
BRI 20 -0.5 20 -14 3.5
Taunton 6 -0.1 6 -4 1.9
Other 2 -0.002 2 -1 0.6

Excludes FNOF
05 0-3 no repat

05 >3 50% 2 day

L3

[N

05 >3 50% 5 day

[Py
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1) Findings from Quality ED visits at Bristol, North Somerset

and South Gloucestershire

WA HT, U H B an d N B T Clinical Commissioning Group

Key Findings

The CCG observed and heard many positives examples of good practice across all the emergency departments visited,
including:

Safety Checklist: All three Acute Trusts have implemented the safety checklist. During the visits, review of a random sample
of patient documentation confirmed that these were being completed hourly. Staff in all three emergency departments were
able to advise how concerns were escalated. On the day of the visit the CCG was pleased to note that the Bristol Children’s
Hospital had developed and launched that day a paediatric safety checklist.

Staff Experience: The CCG saw evidence of good leadership. Consultants were present in all 3 EDs. Safety ward rounds
took place 2 hourly in Southmead and Bristol hospitals. Weston Hospital undertook a safety round at S5pm. Junior doctors in
all three Trusts confirmed that they received good support and feedback from the Consultant. Clinical staff confirmed that
they had received an appraisal within the last 12 months. Evidence of feedback and learning from serious incidents was in
place and safety information / bulletin was shared either verbally or electronically.

Patient Experience: Patients were complimentary of the care they received in all emergency departments. Initial triage was
prompt in all departments. The CCG saw good examples in relation to information for patients such as the wall slides in UH
Bristol.

Areas where improvements could be made

Escalation Corridors: Similar issues regarding management of capacity and flow were seen in the EDs at Southmead,
Bristol, Royal Infirmary and Weston General Hospital. Escalation corridors are in public access areas which provide
challenges in terms of managing infection prevention and control and privacy and dignity, particularly as patients were
plarcl:ed in ﬁlcose proximity to each other, hand gels were not readily available and corridors could not be closed off from being
a thoroughfare.

Whilst the BCH ED does see surges in demand, during the out of hours period it is able to use the outpatients department or
alternatively following assessment young patients can be moved back to the waiting room to sit on their carer’s lap to free
up cubicles for other patients to be assessed..

Acute Medical Units: Challenges were also present for managing privacy and dignity and infection control in the AMUs at
NBT and WAHT. At NBT patients were nursed on trolleys in the reception area outside the main ward whilst waiting for beds
to become available. Again issues of patients being in close proximity to each other, in a thoroughfare and hand gel not
being evident were apparent. AT WAHT the unit was extremely cluttered with equipment blocking hand basins, gels and fire
exit. However it was noted that the unit was shortly to move ward following work being undertaken within the hospital,
therefore these issues should be addressed.

&cily Cook — Associate Director of BNSSG Quality Shaping better health
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Bristol, North Somerset

and South Gloucestershire
Clinical Commissioning Group

Weston A&E Temporary
Overnight Closure -
Executive Summary

12 month data review

This report has been agreed by the BNSSG A&E Delivery Board to represent the agreed
system position / impact of the temporary overnight closure in terms of activity

The data has been stable across the 12 months

Created by

Chris Waller
Keith Robertson
Claire Thompson
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Modelling & actual o

Clinical Commissioning Group

Figures are per day. All figures compare Modelling PAS Dump PAS Dump PAS Dump
impacts, ie suspected diverts or variance
between pre- and post- closure o o Out of Area & o
Activity . Out of Area & WOCIG agreed Activity . WOCIG agreed Activity . Out of Area & WOCIG agreed
Unmitigated = Mitigated = Tracker LD GYESED Somerset & estimates Tracker ~ ™Main Weston  Somerset & estimates Tracker ~Main Weston Somerset & estimates
Catchment Catchment North Som Catchment
North Som CCGs North Som CCGs
CCGs
ED - Walk-Ins 6 0.4 15 1.4 3.8 1to2 0.8 0.9 1.1 1 0.9 0.7 2.6 1
ED - Ambulance 5 4.0 4.5 3.6 6.3 4to5 43 3.9 6.7 4t05 4.2 3.2 7.8 4t05
BRI EM Admits 2.8 2.8 33 2.8 33 B 29 1.9 14 3 2.5 14 1.6 B
Beds 20.3 5.5 7.0 7.0 7 6.9 7
Repats 0 1.2 1.0 1 0.9
ED - Walk-Ins 7 0.5 0.3 0.3 2.2 Less than 1 0.4 0.4 0.9 Less than 1 0.3 0.1 0.9 Less than 1
ED - Ambulance 6 4.5 15 1.2 23 1to2 0.9 0.9 1.8 1 0.8 0.7 2.3 1
Southmead [EM Admits 3.2 3.0 0.9 0.5 0.3 Less than 1 0.5 0.2 0.2 Less than 1 0.4 0.3 0.1 Less than 1
Beds 25.8 6.1 24 2.0 2 1.8 2
Repats 0 1.5 0.4 Less than 1 0.2
ED - Walk-Ins 2 0.1 15 0.1 16 1to2 13 0.2 -0.8 1to2 13 0.2 2.1 1to2
ED - Ambulance 2 14 3.2 0.6 2.9 3to4 33 0.5 3.0 3to4 3.1 0.2 3.4 3to4
Taunton  |EM Admits 0.9 0.9 19 0.3 0.3 1 2.1 0.3 3.5 2 2.1 0.2 3.4 2
Beds 6.3 19 6.3 9.4 10 8.6 10
Repats 0 0.4 0.1 Very few to date 0.3 0.3
ED - Walk-Ins 15 1.1 33 19 7.6 4to5 2.6 15 1.3 3to4d 2.5 1.0 5.6 3to4d
ED - Ambulance 12 10.0 9.3 5.4 11.5 9 8.5 5.4 11.4 8to9 8.1 4.1 13.5 8to9
Total EM Admits 7.0 6.7 6.1 3.6 3.9 5to6 5.5 23 5.2 5to6 5.0 1.9 5.1 5to6
Beds 52.5 13.5 15.7 18.4 17.3
Repats 0 3.1 15 1to2 13

* Activity Tracker is based on daily reported activity by Providers since closure and shows the average for the reported period.
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Weston Area Health [MB NHS

University Hospitals Bristol
NHS Trust NHS Foundation Trust

Acute Care Modelling Project

Background:

* Ongoing challenges surrounding sustainability of WAHT, in particular:
— Fragility of services, i.e. A&E, maternity, critical care
— Challenges with recruitment and retention both medical and nursing
— Deteriorating financial position in 2016/17 and 2018/19

* UH Bristol and WAHT Board approval of Strategic Outline Case recommending a more
formal partnership arrangement (including merger) announced on 31 January 2018

Acute Care Modelling Project:

e Carnall Farrar commissioned by the University Hospitals Bristol and Weston Area Health
NHS Trust Partnership Management Board to undertake an acute care modelling project

 Aim to advise on how to improve productivity and optimise clinical and financial
sustainability of Weston Area Health Trust

* Project commissioned to support further development of the formal partnership between
the 2 Trusts and inform the Healthy Weston programme

*  Programme commenced on 15 January 2018 with the final draft report issued on 25 May
2018
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Acute Care Modelling Project - Scope

Project was broken into four phases of work, delivered in two blocks:
Phases 1 & 2 (Interim Report — 23/03/2018)
* |dentify the current baseline of activity, capacity, income and cost for all specialties

* Test alignment of capacity and demand for theatres, outpatients and inpatients to
the CCG contract

* |dentify the achievable scale of opportunity that exists to maximise the efficiency of
the current acute service delivery in theatres, outpatients, inpatients and workforce

Phases 3 & 4 (Final Draft Report — 25/05/2018)

* |dentify opportunities to redesign an acute care model that optimises utilisation of
the estate through reconfiguration of services within the local acute and, where
relevant, within primary and community networks, through:

— Assessment of ‘local care’ out of hospital opportunities
— Testing new models of care to address the residual gap
— Identification of new services that can be brought onto the WGH site
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Phase 1 & 2 — Key Deliverables
1) Establish the ‘do nothing’ baseline based on 24/7 A&E provision

2) Analysis of capacity and demand to 2022/23 including impact on
financial position of WAHT

3) Identification of productivity and efficiency opportunities with
qguantification of achievable impact

4) Interim report
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Phase 3 & 4 — Key Deliverables

1) Develop ‘do something’ local care baseline — desktop analysis identifying
activity currently provided in acute hospital setting which could be
undertaken outside hospital

2) Review of elective realignment opportunities — identification of activity
that can be brought onto the WGH site including quantification of impact for
WAHT and NBT/UH Bristol

3) Review of repatriation opportunities — analysis of activity that could be
repatriated from shrinking catchment area identified in phase 1 & 2 report
based on travel time analysis

4) High level assessment (clinical & financial) of Healthy Weston acute model
proposals — excluding those already assessed in deliverables 2 & 3

5) Final Draft Report of Acute Service Models
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‘Do Nothing’ Baseline Position — Population Growth

Population growth in
North Somerset and
Somerset projected at
1% per annum
Alongside expected
demographic growth,
housing developments
around Weston will
bring an additional
8,700 new homes by
2036

Somerset and North Somerset Population 2014 - 2022

(projected), thousands
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‘Do Nothing’ Baseline Position — Activity Trends

» Activity at WAHT reducing across all points of delivery since 2014/15;
baseline case modelled for this trend to continue to 2022/23 despite
predicted population growth

< - > CAGR, %
Elective spells MNon-elective spells
~— e e ~ -3.8%
15,455 14,136 14,500 16,370 14 e
2014/15 2015/16 2016/17 2014/15 2015/16 2016/17
Outpatient attendances AEE attendances
< -1.2% e

214,789 197,247 207,303

. . . B - In

2014/15 2015/16 2016/17 2014715 2015716 2016/17
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‘Do Nothing’ Baseline Position — Shrinking Catchment

Loss of market share, excluding impact of A&E overnight closure,
primarily to UH Bristol and NBT from Weston catchment area

337y 33.9%
20.1% 30.5%

II :

WESTON AREA HEALTH NHS TRUST

29.1% 29.2%

m2012/13 m2013/14

UNIVERSITY HOSPITALS BRISTOL NHS FT

31.6%

31.5%

31.3% 31.4%
30.8%

30.5% I

30.3%

NORTH BRISTOL NHS TRUST

2014/15 m2015/16 m2016/17
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‘Do Nothing’ Baseline Position — Length of Stay

 WGH site operating at full capacity and high occupancy due to increasing
length of stay (3% increase in non-elective and 17% increase in elective)

On average, length of stay is increasing at Weston, whilst nationally it has fallen over
time

Mon- elective average length of stay, Elective average length of stay,
monthly May 2014- November 2017 monthly May 2014-November 2017
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‘Do Nothing’ Baseline Position — Financial Projection

Factors highlighted have a detrimental impact on financial position:

— ‘Do nothing’ (worst case) scenario predicts financial deficit increase to £31.2m by

2022/23
Do nothing financial baseline: net deficit by year
£31.2m
£28.5m
£25.8m
£23.1m
£16.5m
£13.5m
£7.5m £7.2m
= Il W
14/15 15/16 16/17 17/18 18/19 19/20 20/21 21/22 22/23
Cumulative
deficit
(from 16/17):
Income 100.4 98.5 105.6 105.6 104.2 100.2 99.6 98.9 98.5
Cost (104.9) (106.0) (112.8) {119.1) (120.7) (123.3) (125.4) (127.4) (129.7)

N.B. Baseline includes 24/7 ED provision but excludes £3.2m top-up payments from CCG



NHS

Weston Area Health m University Hospitals Bristol

NHS Trust NHS Foundation Trust

‘Do Nothing’ Baseline Position — Financial Projection

Baseline scenario assumed 24/7 ED, with the cost pressure for this being £0.7m

Using the spare capacity identified through productivity and efficiency at Weston could
generate an opportunity worth up to £9.6m. Options to realise this opportunity were

tested in phases 3 & 4

*  Overall ‘best case’ financial position at end of phases 1 & 2 identified as £17.4m adverse

201718 outturn to 2022/23 forecast
£ millions

2017/18 Activity MNet tariff
2017/18 Normalising normalised reduction inflator Top up Move to 24hr Cost inflation Do nothing
outturn adjustment deficit 2022,/23 2022/23 payment ABRE 2022,/23 2022/23

|
(13.5) (1.1) (14.6) B — T

(2.7) 1.9 (3.2)

- .

2.1% pa inflation, (11.9)
assume no

{31.2)

delivery of CIP
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Productivity & Efficiency Opportunities

*  Productivity opportunity ranging between £5.2m and £9.6m identified, through:
— Reduction in length of stay
— Improvement in theatre list utilisation

— Reduction in nurse and medical staff vacancy rates and agency spend, from 20%
and 27% respectively

=
ﬁ =

256
s Maximum theatre Oppartunity from Oppartunity from Total sessions used ~ Spare theatre capacity -
Total bed base ~ LoS reduction - peer LoS reduction - peer  92% occupancy  Total bed usage Spare beds sessions intimetables  dropped theatre  eliminating 90% of ate sessiong
average ua {annual) sessions starts and early finishes
(sessions)

f ' |
Bed savings Theatre savings
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Realising Productivity Opportunity - Activity Transfers
onto Weston Site

Opportunity to bring new activity onto the Weston site was assessed as follows:
1. Assessment of repatriation within Weston’s catchment area for existing services
provided at Weston General Hospital
2. ldentification of elective consolidation opportunities for non —complex activity
currently performed at UH Bristol and NBT for:
=  Orthopaedics
=  Urology
=  Benign Upper Gl Surgery
3. Assessment of repatriation of day case activity for services not provided at WGH:
= ENT
=  Ophthalmology
= Plastic Surgery

= Dermatology
4. High level assessment of Healthy Weston initiatives including impact of14/7 ED
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Activity Transfers onto Weston Site - Repatriation

e Catchment area for Weston spans 3 CCG areas and covers a population of 155,000
excluding patients who can locate another site in under 5 additional minutes

* Based on adjusted catchment area, 7,264 spells could be repatriated by 2022/23

Map of Hospital Catchment Areas {car, off-peak) 2016/17: Total spells from within Weston's catchment area performed at alternative providers
Neath
[ &ristol Royal Infirmary |
T o - ;”:n‘:: Witolhol Sohmead  Musgove Yeou it RoalUnted ndependent 2 ﬂ"g
[ Royal United Hespital b 2 ) Infirmary ~ Hospital  ParkHospital ~ Hospital ~ Hospitals  Sector eomg
B Scuthmead Hospital HUS-F[H' area
[E] weston General Hospital ff "
B weston General Hospital_Bridgewater NIDH-E|EEU'||'E 11'251 3 b el o B3 - 1‘953
E veovil District Hospital Elective 570 m 335 192 14 15 106 1001
Daycase g1 T84 L0 1159 LY 57 183 3960

Totalspells 21,046 137 2,009 1,194 182 i 1,089 6,34

2022/23: Total spells fram within Weston's catchment area performed at altenative providers

P00 :‘;ﬂ Bristol Royal Southmad Musgm Yeoui District Flayail.?nited Independent E:n;ﬂ::
Hospt Infirmary ~ Hospital  ParkHospital ~ Hospital ~ Hospitals  Sector e
Non-elective 12127 138 580 8 106 161 - 1078
Elective 86l i 25 m 12 3 73 834
Daycase 4653 B4 L 1238 1 bl 854 4,29)

Total 2,642 1316 1130 22% 1§ 36 Lz 7,264
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Activity Transfers onto Weston Site — Elective
Consolidation & Day Case Repatriation

* Consolidation of non-complex elective inpatient orthopaedics, urology and upper Gl
Surgery could lead to an extra 5,586 cases at Weston

* Repatriation of day case activity for specialties not provided at Weston could lead to an

extra 3,489 cases at Weston

Two models were used to assess financial impact for activity transfers

‘sending’ trust.

daycase activity

Upper bound Lower bound
» Direct transfer of activity to Weston from Theatre contribution: contribytion;
UHB or MBT. Asstirs stabb rouns Fom Spells sessions Beds Full transfer Franchise model
Ful tranater of these trusts to Weston, or Weston is able to [
:" WL se:vri:es recruit more staff to service the model 5 Non-elective activity 2,078 204 25 £2.0m
s:t UHB/NBT to *  Weston takes the full income and additional P
WAHT costs associated (assumption remains that E
patients are cared for in existing resources E Elective activity 894 307 7 £2.3m
freed as a result of the productivity 5
improvement) H
] E, Daycase activity 2,233 909 £1.3m
2
* In this scenario the space is simply ‘leased’ "
and thus Weston gets a contribution to i g :::;wp:::: 3321 L 4 £20m
overheads through a hosting fee but no g3
other financial benefit H E
Franchise model In terms of cost impact of new activity E - Nou-complex wology e =Rl 7 o
brought on to Weston, the theatre staff
and consumables etc. are provided by the Repatriation of additional S e o
.
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Healthy Weston — Impact of 24/7 v 14/7 ED

* Netimpact of a 24/7 ED vs a 14/7 ED was assessed

* The cost pressure of running a 24/7 ED was assessed as £700,000, driven predominantly
by increase in staff costs. The cost pressure of running a 14/7 ED is £300,000, driven by
reduced income resulting from loss in emergency surgical activity.

Im pact
Maintaining a
sustainable
2a/7 -£0.7m
Emergency
Department

Impact

-£0.4m

Initiative 9: Running a more sustainable 24/7 ED: (£280k)

The emergency department has been closed overnight between the hours of 10pm and
8am since July 2017. This change was made in response to concerns about safe staffing
levels — moving to a 14/7 service did not therefore translate to a corresponding reduction
in staffing levels. Maintaining a safe and sustainable a 24/7 service is estimated to require
additional workforce. To estimate the cost of this, the current cost of a 14/7 ED has been
extrapolated, adjusting for a fully substantive workforce and a less intensive staffing rota
overnight.

Initiative 8: Increase sustainability of current 24/7 emergency surgery: (£389k)
Emergency surgery is currently provided on a 24/7 basis, however, there are staffing and
safety concerns with regards to the current service. In order to reach a safe level of service
provision, clinicians across Weston have identified that four additional middle grade
doctors would be required.

Initiative 10: 14/7 emergency surgery service — no complex surgical activity: £56k
Reducing the emergency surgery service from 24/7 to 14/7 provision will reduce income,
because of a loss in activity overnight. However, there is also a corresponding reduction in
marginal cost of consumables and diagnostics, staffing costs and bedday costs.

Initiative 11: Reducing ED hours and running a 14/7 ED: (£463k)

For 14/7 A&E there would be a reduction in income and cost associated with attendances
and admissions. Since the service is currently provided safely, no additional workforce
would be required. Much of the income lost could be recouped by providing direct
admission for patients overnight through clearly defined pathways; this would require
much less additional staffing than the provision of a 24/7 ED service
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Impact of Local Care

* Local care is proactive approach to managing the health and well-being of a population

*  Begins with identification of population needs through segmentation analysis and assessment/
design of care models to meet needs base on national/international best practice

*  Evidence to support acute activity reduction in frail elderly and complex needs segments
* 11 care interventions identified and assessed to support more proactive, coordinated care
* Local care strategy could reduce income at Weston by £6m and free up 21 beds

Intervention

. Spend per head, £ - Population, Thousands = Spend, £ Millions o T S ——
TeliCs social care into the home
mwhurh Chidieon with 1 Chitdren withs 24 nnlrhum =

= o S re e |

0 Care coordination, planning
and managemeant
o 1‘1rr|nl'; diagnostics

@' Facilitation of transitions of
care incl. discharge planning
@' Mental health liaison
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Repatriation & Elective Consolidation

Achieving the repatriation and elective consolidation opportunities will require a significant
programme of work at Weston.

Whilst the opportunity presented thus far is a theoretical maximum, Carnall Farrar believes that
it would be feasible to achieve this opportunity, given that:
* Proposals for repatriation have been modified to reflect a more practical level of the
opportunity
* Elective transfers are for specialties where examples of these types of models exist
elsewhere and the feasibility of their transfer is accepted by local clinicians
* The productivity opportunity has been based on what Weston’s peer group is currently
achieving
* The local care opportunity is evidence based and has been shown to be achievable in other
systems

However, at the heart of the opportunity lies the ability to use spare bed and theatre capacity at
Weston General Hospital. At present, the programme of work within Weston to operationalise
the productivity improvements outlined in phases 1 and 2 is in early stage of development.
Completing this is therefore a crucial next step.
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Revised Financial Analysis

* If productivity improvements and local care developments are realised the residual financial gap
is expected to reduce to between £14.1m and £15.8m

Scenario 1b: Financial impact of the productivity scenario with a 14/7 A&E (£m)

Do nothing Agency + job Theatre Income oss  MEL repatriation MEL repatriation  Franchise fee Franchise fee Nursing Avoided Remaining gap
22/T3 planning productivity  LOS prodoctivity excess bed days imcome (=174 ermthopaedics urclogy 2% CIP delivered westrment inflation 22723

- ——-1 o]
I
(30.9) 3.3 0.9 3.8 (0.4) 4.5 (2.4) 1.8 0.6 4.4 {1.0) 1.2 (14.1)
"
Productivity opportunity = £7.6m Mew activity opportunity = £4.5m

Scenario 2a: Financial impact of the productivity + local care scenario with a 24/7 AZE (Em)

Locad care Locad care Local cane Inoome loss MEL MEL Framchize EL EL
[oe nothing  Local care. Theatn= cost  Bed cost  consumablesfigency + job  Theatrs Los excess bed pepatriation repatrlation Fem Franchise repatriation cepatriation 2% C1p Mairsing Avoided  Remalning
2XF23 Income loss freed Freed Freed planning  produecivity productivity days income st wrthopaedics fee uralogy Incame oSt delivered  Investrment nflatian gap 2233

(31.2) (6.0) 0.4 1.4 0.8 3.3 0.9 3.8 (0.4) 4.5 {2.4) 1.8 0.6 4.0 {2.0) 4.5 {1.0) 1.3 (15.8)

Local care = (£E3.4m) Productivity opportunity = £7.6m Mew activity opportunity = £6.5m
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Revised Financial Analysis

* If productivity improvements and local care developments are realised the residual financial gap is
expected to reduce to between £14.1m and £15.8m

* Realising the additional income from repatriation and elective consolidation is feasible within
Weston’s bed base but would require implementation of some 3 session days in theatres

Theatre
sessions Residual
Scenario Description Scenario Bed used* used** gap
* Spare bed capacity is created through o
productivity (£14.4m)
* A cost pressure has been applied to account for
Scenario 1: increased staffing to safe levels for a 24/7 ED
eReila * This cost pressure is revised in the 14/7 o 255 4,055
scenario
+  The activity brought onto the WGH site remains (£14.1m)
the same in both scenarios
* Asabove o
* And in addition, capacity is released through (£15.8m)
admissions avoidance from a CCG local care
Scenario 2: vhrategy 241 4,002
Productivity o
+ Local care
14/7 ED (£15.5m)
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Conclusion and Next Steps (1)

* Achieving productivity, repatriation and elective/day case consolidation opportunities is
challenging and will require a significant programme of work at Weston but the Report
identifies that this is achievable

*  Productivity improvements close the gap from the ‘do nothing scenario’ deficit but do not
eliminate the deficit which has been assessed as at least £14m

* The residual deficit continues to stem from the fact that to provide a sustainable full
emergency centre model, Weston Area Health NHS Trust needs to provide safe,
sustainable services in the core areas of the Emergency Department, acute medicine and
healthcare of the elderly, and emergency surgery, along with support services including
radiology and level three critical care. The level of activity needed to support this
infrastructure is not sufficient
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Conclusion and Next Steps (2)

A scenario where additional capacity could be built economically that could close this gap, is
not feasible therefore leaving two options:

1. Permanent top-up payments from the CCG for the £14m deficit (unlikely to be feasible)

2. Consider alternative models for the WGH site that will have a material impact on the
cost base:

=  Change model of care on the Weston site moving to an integrated ‘care campus’
model with urgent care and enhanced direct admissions and non admitted
pathways for patients appropriate to their needs

=  Pursue the local care opportunity and bring together primary, community and
acute care providers to develop a more comprehensive local care strategy

Healthy Weston revised programme now being developed to support detailed analysis of
these options
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Designing an Integrated Frailty Service

This document outlines the context, description and resourcing of the Integrated
Frailty Service that will support the growing frail older population of the Weston,
Worle & the Villages locality and the wider catchment population of Weston General
Hospital.

The health and social care needs of the population of North Somerset are continuing
to change and the demand for health and social care is increasing. In particular, care
provision for the older person living with frailty, a significant part of the population,
remains fragmented resulting in poorer health outcomes and high use of hospital-
based care which leads to deterioration of function. Over recent months the Frailty
Steering Group, composed of a range of care providers across the Weston area,
have been working together to jointly define a new care model for frail older people
and their carers.

1.1 POPULATION HEALTH NEEDS

The majority of healthcare use, and hence of costs, stems from individuals with long-
term conditions and consequences of ageing!. The need to improve the treatment
and management of long-term conditions (LTC) is one of the most important
challenges facing the NHS2. This section describes the health and social care needs
of the local older population in the catchment area of Weston General Hospital, and
Weston, Worle & the Villages (WWV) locality in particular. While the service to be
designed will first be introduced in WWYV, we also review data for the entirety of North
Somerset where it is available at this level. There is an expectation that any frailty
service developed will be expanded beyond WWYV to the rest of North Somerset and
BNSSG as a whole.

Data in this section largely focuses on the needs of the over 75 year old population
as the target for a frailty service, however some of the data available may reference
other age brackets (e.g. over 65s) due to availability. Nonetheless all analyses
support to the same conclusions about the needs of the older population.

1.1.1 Population demographics

North Somerset faces significant demographic challenges with a population which is
both aging and growing. It will see around a 32% increase in the number of people
aged over 75 in the next 5 years compared to the national average of 11%.3

Within the Weston, Worle & the Villages locality, there is a rapidly growing aging
population, many of whom have complex healthcare needs. The catchment

1 NHS RightCare 2016
2 Kings Fund, 2013
3 North Somerset JSNA



population of Weston General Hospital (WGH) is growing at ~1% per year, with over
60% share of absolute population growth from 2018 to 2025 in over 75s. The current
and projected population are also older than average, with 14% over 75 years old by
2025, compared to 10% for England overall.l

Furthermore, the average age of admissions at WGH is significantly higher than the
England average (64.3 years vs. 55.6 years) — although this is skewed somewhat as
Weston Area Health Trust has no in-patient paediatric service.?

1.1.2 Approach to identifying frailty

The changing needs of the population underscore the value of high quality
consolidated service provision for the frail older population, through establishment of
a centre of excellence. The Frailty Steering Group agreed that patients over 75
should be used as a proxy for high complexity needs population. Although it was
recognised that some patients under 75 can also have complex needs and loss of
resilience, population analyses show significant increases in multiple long term
conditions after the age of 75.3 Therefore data for over 75s has been used in the
modelling of volumes and activity levels for the service.

Frailty is theoretically defined as “a clinically recognisable state of increased
vulnerability resulting from aging-associated decline in reserve and function across
multiple physiologic systems such that the ability to cope with everyday or acute
stressors is comprised”. It has multi-factorial influences including elements of
physical health (e.g. cardiovascular and respiratory disease, neurological disorders),
psychological health (e.g. cognitive and mood disorders) and social / general
wellbeing (e.g. loss of mobility, poor nutrition) which can all impact upon each other.

Approximately 10,600 people in the Weston, Worle & the Villages locality are over
the age of 75. Of these, 65% have been assessed by general practitioners against
the electronic Frailty Index® (e-Fl) and received frailty scores. This e-FI categorises
the population into 4 risk groups: Fit & well, Mild Frailty, Moderate Frailty, and Severe
Frailty. This was extrapolated to the entire population of over 75s to produce a risk
stratified cohort of patients (see Exhibit 1 below).

This extrapolation suggests that approximately 62% of over 75s in Weston, Worle &
the Villages can be considered to be at least mildly frailty. The population proportions
and frailty risk levels are shown in Exhibit 2 below.

1 ONS 2016-based Sub National Population Projections
2 Getting It Right First Time, Emergency Medicine Report 2018
3 Royal College of General Practitioners 2016; General Lifestyle Survey, 2009

4 Xue, 2011, The Frailty Syndrome: Definition and Natural History. Clin Geriatr Med
5 https://www.kingsfund.org.uk/sites/default/files/media/Healthy-Ageing-Collaborative-Electronic-Frailty-

Index_2.pdf



https://www.kingsfund.org.uk/sites/default/files/media/Healthy-Ageing-Collaborative-Electronic-Frailty-Index_2.pdf
https://www.kingsfund.org.uk/sites/default/files/media/Healthy-Ageing-Collaborative-Electronic-Frailty-Index_2.pdf

EXHIBIT 1

% of Population
[ ]
(%)
o
=

Frailty Severity Score (eFl) by Age Group

5.0% -
0.0%
7579 80-84 85-89 90-94 95+
Age Range
—o—Fit & Well —i—Mild Moderate =———Severe
EXHIBIT 2
Age Range Frailty Severity Score (%) Population Numbers Fraitty Severity (Numbers)
Measured by eFl on EMIS Total
Fit & Well| Mild |Moderate | Severe|Weston & Woodspring| North (Fit & Well| Mild |Moderate|Severe
Worle Somerset
75-79 47.5%|30.0%  15.9%| 6.6% 4,094 5158 | 9252| 4395|275 | 1471 610
80-34 3B.2%(278%| 21.3%| 129%| 314 3801 6945 2653|1917| 1480 8%
85-89 209%(21.8%|  25.3%| 23.0%| 2,095 239 4494 1343 90| 1,137( 1034
90-94 25.7%(18.2%|  25.4%| 30.7% 988 1,021 2009 6| 36 510| 616
95+ 235%(16.7%|  27.0%| 32.8% 351 318 669 157 112 181 219
Total 10,672 12,697 | 23369 9064|6150 4779| 3375
Proportion 308.8%| 26.3% 205%| 14.4%

1.1.3 Understanding needs of individual patients

The e-FI clinical frailty tool enables classification of the over 75s into 4 risk categories
as described above. An additional 5™ category of ‘critical frailty’ was added to
represent a small number of particularly complex patients who become very acutely
unwell or are at the highest risk of deterioration. The needs of patients in these risk
segments are broadly described in Exhibit 3. Overall level of dependence and risk
level is always determined by the patient’s highest level of need (whether physical,

psychological, or social).



EXHIBIT 3

Critical * People with a very high risk of deterioration, dependent and

Frailty requiring regular supervision and support, e.g. people in the final
(<100) phase of life. people with multiple health and social care needs
Severe * People in a stable condition but at high risk of requiring sudden
Frailty higher levels of care, e.g. those with multiple long term conditions
(1,578) requiring support, severe physical and mental heaith disorders
Moderate * People in a stable condition but at moderate risk of requiring
Frailty higher levels of care or physical support, e.g. those with muitiple
(2,197) long term conditions, moderate mood / cognition disorders
Mild * People that are mostly healthy with mild mobility needs. e.g.
Frailty cognitive Impairment or self managed long term conditions with
(2,792) some recurrent care needs.
Fit & Well * People with few care needs, e.g. independent with one or no long
(4,108) term conditions

Figures represent total Weston, Worle &
Villages poputation

Perspectives from public engagement also support changing care services for the
frail elderlyl. Several workshops undertaken over the course of 2017 and 2018
highlighted frail older people as one of the top priority population groups. More
specific engagement with members of the public, carers, health professionals, social
services, the voluntary sector, mental health services, care homes and others
considered how health and care services could better meet the needs of frail older
people. Suggested priorities included:

e focusing on joining up existing services, streamlining and sharing information
to support more holistic care

support for carers to support patients

services to tackle social isolation and loneliness

proactive preventive care to keep people more independent and well at home
addressing issues related to public transport and difficulties travelling
learning what has worked and not worked in other areas, and why

promoting the community hub widely

considering a hub, with services that travel to the local population if required
working with care homes to reduce admissions and do advance care plans
ensuring that staffing requirements are thought through for all services
having realistic timeframes and implementation plans for Healthy Weston

Furthermore, support was expressed for clusters of general practices working
together and for a community hub. These priorities can be addressed by an
integrated frailty service that consolidates care, shares information between services,
allows patients to be better managed at home or in the community, and avoids
clinical reconditioning or deterioration from unnecessary hospital admissions and
prolonged lengths of stay.

The clinically led design phase (led by the Clinical Design and Delivery Group
(CSDDG)) which developed options for the future of Weston General Hospital

1 Healthy Weston Public dialogue and codesign themes (October 2017-March 2018)



concluded that a frailty service should underpin and enable all of the options put
forward in the pre-consultation business case.

1.2 CURRENT SERVICE PROVISION FOR THE FRAIL POPULATION
1.2.1 Primary care

The prevalence of multi-morbidity nationwide is on the rise, with 44% of people over
75 now living with more than one long-term condition.! A significant proportion of
over 65s will also be living with frailty, a long-term health condition characterised by
loss of physical, emotional and cognitive resilience as a result of the accumulation of
multiple health deficits.2

Primary care appointments utilised by patients aged 75 and over have increased
from 116,000 in 2017 to 132,000 in 2018 (13.4%). Of these, around 65% were
utilised by patients identified with a frailty score by their GP.

The older population locally in WWV means that the primary care consultation rates
will be higher than the national average.

1.2.2. Acute care

The health needs of the older population place a significant burden on acute
services. As in other parts of the country, over 75s in the WWYV locality are
significantly more likely to attend ED and be admitted than their share of the
population suggests — 20% of ED attendances and 40% of non-elective admissions
at WGH in 2018 were in over 75s, although this age group account for approximately
12% of the WGH catchment population.3

Notably, ED attendances by over 75s as a proportion of total ED attendances at
WGH (20%) is higher than the average for all Trusts in England (13%) as well as for
neighbouring Trusts (University Hospitals Bristol 10%; North Bristol Trust 17%;
Taunton & Somerset 17%). ED conversion rates at WGH are also rising for over 75s,
from ~33% in September 2017 to ~37% in March 2018 — this is in the context of a
temporary ED overnight closure in July 2017.

The rate of hospital admission increases significantly with age so that in North
Somerset, 1 in 3 people aged over 85 were admitted to hospital as an emergency in
2016/17 compared with 1 in 13 aged 65-74.% 1 in 3 over 85s were admitted more
than once in a year for an unplanned admission and 1 in 6 of over 75s.4 Non-elective
bed days per 1000 weighted population over 75 is ~322 days in North Somerset
compared to an average of ~281 days for the CCG peer group, and ~261 days
England average.® At the Trust level, 65% of the bed days in Weston Area Health
Trust for non-elective admissions were occupied by people who are 75 or over in
2017; this compares to 44% across all Trusts in England.®

1 Royal College of General Practitioners 2016

2 NHS England Toolkit for General Practice in Supporting People Living with Frailty (2017)
3 WAHT activity projections; ONS population projections

4 BNSSG STP data 2017

S Hospital Episodes & Statistics 2016/17



The average non-elective length of stay for over 75s at WGH is 10.2 days, compared
to 9.0 for all Trusts in England on average.® As such, without changes in acute
management of this population and the intervention of community and primary care
based schemes, the expected increase in the older population would equate to a
significant increase in hospital bed days.

A large proportion of acute care demand, and therefore costs, are from individuals
with long-term conditions and disabilities of ageing. NHS RightCare (2016) analysis
has identified relatively high spend on emergency care for complex co-morbidities
due to falls/fractures, UTIl/urology, pneumonia /respiratory conditions which typically
relate to frail older people.!

1.2.3 South West Ambulance Services Foundation Trust (SWASFT)

There were ~35,000 ambulance incidents in North Somerset in 2017/18, with over
75s accounting for 37% of these (although over 75s account for ~10.6% of the North
Somerset population)

Of the incidents involving over 75s, 65% were See & Treat, 27% See & Convey, and
8% Hear and Treat. 35% of over 75s conveyances from North Somerset incidents
were to Weston General Hospital.

Overall, patients from North Somerset are more likely to be conveyed to hospital
(~69%) compared to the average for SWASFT (61%).

1.2.4 Community care

Across North Somerset Community Partnership (NSCP), patients over 75 accounted
for a significant proportion of the caseload in the majority of services in 2017/18. The
services with the highest proportion of over 75s were: Residential Care (94%), Frailty
(87%), the Community Matrons (82%), Discharge to Assess (80%), and the
Community Nurses (80%).

Frail patients are more demanding of clinical time within the community; three times
more patients over 75 years old were seen at home than those aged 50 to 75 in
2017/18. Additionally, between April 2017 and March 2018, appointments for the over
75s increased by 8.3% - reflecting an overall increase of 18%.

93% of contacts made with patients over 75 years old were follow-up consultations,
indicating complex needs requiring a high amount of repeat clinical visits.

This is also indicative of demand. In a recent study undertaken by NSCP, patients
with 5 or more active diagnoses required an average of 3 contacts per month, versus
those with fewer than 5 diagnoses who required an average of 1 contact per month.

1.2.5 Social care

75% of the total bed capacity in North Somerset is in Care Homes. There are 110
care homes (69 residential & 41 nursing), and 3000 beds in North Somerset, of which
38% are in Weston town.2 This equates to a care home bed rate of ~12.8 beds per

1 https://www.england.nhs.uk/rightcare/products/ccg-data-packs/focus-packs/focus-packs-for-cvd-neurological-
respiratory-maternity-april-2016/

2 BNSSG STP data 2017



https://www.england.nhs.uk/rightcare/products/ccg-data-packs/focus-packs/focus-packs-for-cvd-neurological-respiratory-maternity-april-2016/
https://www.england.nhs.uk/rightcare/products/ccg-data-packs/focus-packs/focus-packs-for-cvd-neurological-respiratory-maternity-april-2016/

100 people over 75, which is higher than the England average of 10.4 beds per 100
people over 75.1 The high number of care homes has the consequence of making
the region a net importer of frail older people.

People resident in care homes are significantly more likely to have emergency
admissions to an acute hospital; 40% of those admitted from care home to hospital
die within 6 months of admission, while pneumonia, dementia and epilepsy are 3
times more common in admissions from a care home than in admissions from home.
Analysis of 2014/15 data by North Somerset CCG found that the rate of admissions
from the care home population is almost double that of the non-care home population
(approximately 500 and 250 respectively per 1000 population).

It is commonly accepted that the population of people resident in care homes
(residential and with nursing) have complex health and care needs and are often
living with multiple long-term conditions, significant disability and high levels of frailty.
There is evidence that the complexity of the care home population has increased
while in parallel there is a high turnover of staff and variability in the level of support
available from the wider health and social care system. The British Geriatrics Society
(2011) recommends a multi-disciplinary approach to healthcare for care home
residents including consistent access to specialist community nursing and a range of
allied health professionals.

1.2.6 Mental health

Up to 4000 people in North Somerset, with an average age of 81 years, have been in
contact with mental health specialists for cognitive impairment related conditions —
this accounts for 40% of the North Somerset mental health cohort.

Despite making up only 5% of the population, patients with mental health conditions
represent a much higher percentage of emergency attendances and admissions
across the BNSSG CCG (14% of ED attendances, 20% of emergency admissions).
According to a yellow paper commissioned by the BNSSG STP2, over £20M could be
saved across the system by reducing mental health patients’ (all ages) use of the
acute care system to a level closer to that of their peers nation-wide.

1.2.7 Voluntary sector

The local voluntary sector offering is very diverse, ranging from large national
charities to small volunteer-run support groups. For example, Age UK plays a major
role in supporting the local older frail population. All of these organisations play a key
role in health and wellbeing — reaching into communities, keeping people well and
sometimes picking up the pieces where other initiatives haven’t worked.

There is a large volume of evidence to suggest that social determinants — such as
housing, education, employment and social connectedness — have a greater impact
on health and wellbeing than services delivered by the NHS.3 The Kings Fund has
made the case for strengthening connections between the NHS and other services to
create ‘population health systems’ to tackle these social issues.

1 National End of Life Care Intelligence Network, 2017
2 “Making the case for integrating mental and physical health care” yellow paper, May 2017
3 Marmot et al., 2010



Voluntary services are an important and underutilised resource, but they are also
fragmented and can be difficult to coordinate with more formal services. It is essential
to align the support from these organisations with the local needs of the population
and the other services that are accessed by the frail population (i.e. primary,
community, mental health, social, and acute).

The NHS Five Year Forward view signalled the need for local commissioners and
providers of NHS funded health services to recognise the value that the voluntary
and community sector bring to supporting the health and wellbeing of local
communities and in doing so, redefine the ‘boundaries’ between the statutory sector
and VCSE. In practice this means a greater understanding of who is best placed to
deliver locally based services.

Within each locality it is critical to create system of care in an identified ‘place’ that
supports people to stay healthy, well and independent in the community. This could
include:

e Meeting the specific needs of the local population

e Establishing the community as the default setting for all of a person’s care

e Building an alliance amongst all ‘providers’ in the community to join up around
individuals and families

e Optimising our capacity to respond to demands and challenges

e Mobilising the community

To support this, the CCG will explore Community ‘anchor’ organisations embedded in
each locality and a voluntary, community and faith sector conference is being
planned for January 2019 to co-design solutions

1.2.8 Summary and implications

Overall, the data on current service provision suggests that the management of over
75s in the WWYV locality demands a significant portion of the health resources for the
local population. Crucially, the use of acute services in this population is greater in
the WWYV locality than the national average. These findings emphasise the need for a
service which provides high quality, integrated and resource efficient care for the
older frail person.

The sections to follow will describe the Integrated Frailty Service which has been co-
designed for the local population to meet these needs.

1.3 DESIGNING AN INTEGRATED CARE MODEL TO ADDRESS FRAILTY
1.3.1 Existing pathways and population in scope

Frail older patients are disproportionally using acute services, where they experience
less continuity of care, and are at higher risk of negative outcomes.



The current acute care pathway at WGH can be split by entry point for these patients:

e There were 10,187 ED attendances for over 75s in 2017/18 (adjusted post-
temporary overnight closure)

o 30% major, 52% standard, 18% minor

o 63% were referred by ambulance

o 54% were admitted to a ward from ED, 12% were referred elsewhere

(e.g. clinics, outpatients), 34% were discharged (half with no follow up)

e There were 4,307 acute medical admissions for over 75s in 2017/18

o 94% from WGH ED, 3% from other EDs and 2% from GP referrals

o Average length of stay was 8.9 days
e There were 1,049 emergency surgical admissions for over 75s in 2017/18

o 93% from WGH ED, 4% from other EDs and 1% from GP referrals

o Average length of stay was 12.4 days

Additionally, there are currently many services across social care, health care and
the voluntary sector supporting frail older people. While there are efforts at cross-
working between different services to provide effective care, these services are
largely fragmented with little formal integration. This lack of a holistic approach to
patient needs results in a greater likelihood for patients to deteriorate and for use of
acute services when this happens.

The primary objective of the Integrated Frailty Service (IFS) is to provide person
centred care for people over 75 and living with frailty. This will bring together hospital
and community resources in a new way to help treat frail people more effectively —
helping to avoid unplanned admissions, reducing their length of stay when patients
are admitted but — most importantly — work proactively with frail patients to keep them
well and at home and so they do not need to access hospital services.

The IFS will initially be designed to support the population of Weston, Worle & the
Villages locality and also patients from North Sedgmoor who utilise acute services in
Weston General Hospital. However it is expected that this full service will be
expanded across BNSSG to support the wider population. For other patients who
attend WGH ED from out of area (a common occurrence in the summer months), the
acute frailty service will also be offered at the front door and patients will be
discharged to their own primary care afterwards (i.e. they will not be referred into the
full IFS).

1.3.2 Proposed interventions and care plans for patients and for their carers

The Integrated Frailty Service (IFS) will encompass a number of care models and
interventions which together support new pathways of care for patients in different
frailty risk segments. Routine primary care and urgent care for low risk patients will
continue to be managed by general practitioners who will also manage the transition
of patients between risk levels, alongside dedicated wellness navigators (role
described in section 4). GPs will identify patients over 75 requiring the specific IFS
services once the eFl is in the mild frailty category or above, but wherever possible
primary care will be maintained at a locality level, with in-reach from the IFS as
needed for extra advice or support. The proposed care models are summarised
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below and in Exhibit 4. Importantly, these models would work as one service, with
patients receiving the right intervention at the right time:

a) Proactive ongoing care for patients - to support people in the mild,
moderate and severe frailty segments in ageing well

o MDTs to proactively discuss patients who are at risk of requiring
increasing input

o Individualised patient-centric care plans (including advance care
planning)

b) Specialist access and transition of care support for severely frail
patients — to support people in the severe and critical frailty segments

o Access to specialist input (e.g. from specialist consultant/ GPwSI or
nurse specialist)

o Case management with high intensity care coordination to reduce risk

of crisis events

o Community and social care in-reach to support early assessment and

discharge (with appropriate intermediate care if required)

c) Rapid access to multi-disciplinary care in case of deterioration - to
support people in the all frailty segments

o Rapid response team to assess patient and provide support to prevent

hospital admission when appropriate

o Access to an acute frailty unit (AFU) or geriatric ED for patients who
deteriorate significantly and require acute management

11



EXHIBIT 4
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Care models for the Frail population
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1 MDT meetings will occur across all sites but staff will predominantly be in the Frailty Hub/Unit at the hospital site
118

Examples of interventions for patients in different risk segments are shown in Exhibit

5.
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EXHIBIT 5

Example interventions offered at each level of Frailty
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People with varying levels of frailty will be identified proactively by screening all over
75s in the population using the Electronic Frailty Index scores on EMIS. Patients will
be access the Integrated Frailty Service from primary care or other health and care
professionals (e.g. out of hours or 111 services) before an episode of illness, to
enable an ongoing proactive management of their health risk through appropriate
frailty pathways. Guidelines recommend routine screening for identification of frailty,
in order to provide evidence based treatment and the e-FI has been proven to have
robust predictive validity for outcomes of mortality, hospitalisation and nursing home
admission.!

Use of the e-Fl in primary care enables practices to identify people with frailty and
signpost them into the most appropriate part of the IFS pathway. All patients will
continue to have a named GP who will help to identify those who would benefit from
the IFS pathways. Although the e-Fl is effective at a population level, it is less reliable
at the individual level, with high rates of false positives. Therefore for most patients, a
proactive Comprehensive Geriatric Assessment (CGA) will be performed by a
multidisciplinary team to assess the patient’s level of dependency, place them into
the relevant risk segment and ensure an holistic assessment of their needs and
shared personalised care plan is developed. To determine patients who require a
CGA, additional frailty scores may be performed such as the clinical frailty score
(CFS, also known as Rockwood score) in acute settings or the Edmonton frailty scale
in community settings. The shared care plan, based on the CGA, will be accessible to

1 Clegg et al., 2016 Development and validation of and electronic frailty index using routine primary care
electronic health record data. Age and Ageing
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the IFS, primary care and other relevant partners, including the patient and their
relatives. Care plans should be co-developed with input from patients and their
carers, and follow up assessments of patients should be agreed at specified intervals
(e.g. quarterly). All patients will have an allocated wellness navigator (role described
in section 4) who will support their care journey and ensure they access the IFS and
locality pathways in a timely way. The underlying principle is that of a proactive
integrated approach, rather than one that waits and responds to when a person
becomes unwell.

To be effective, all patient care plans will be supported by 7 elements:

1.

Patient education to support independence / self-care, ageing well and patient
responsibility

Use of technology to support remote consultations and virtual MDTs, patient
self-care, shared records, and a single point of access

Appropriate testing and monitoring with local access to diagnostics

4. Dedicated care plans including medications management

5. Provision of resources and support for carers, families, friends (e.g. through

the voluntary sector)

Frequent touchpoints to support emotional resilience for at risk patients and
reduce risk of adverse events

Seamless transitions of care (e.g. when moving from community to acute
services and back again, end of life care) led by dedicated wellness navigators
with a ‘home first’ approach

14



EXHIBIT 6

A Example care plan for a patient with severe frailty
including 7 elements

o Patient education to support self-care Technology to suppon» remote MDTs, shared A_ppropri_ale monitoring and access to
records, and single point of access diagnostics

Patient education programs and use of technology to Technology can be used to enable a number of key Easy access to diagnostics (e.g. X-rays) and tools

support self-care. activities: for monitoring patient needs

This mear?s an average of: * Remote MDT where professionals meet virtually " One-stgp check ups (to minimise travel) each

= 30 minutes delivered over the year, over and to proactively discuss patients — e.g. 3 year with appropriate diagnostics undertaken
above other contacts discussions per year for 10 mins * Hub located at hospital site for access to

*  The majority of education delivered virtually = Shared records allow professionals in different diagnostics

= Delivered by a core practitioner with behaviour seitings (acute, community, primary care) to = Technology-enabled patient monitoring to
changing skillset, or by a formal carer with the access information about the patient support clinical decisions

= Appropriately trained staff member with
ability to interpret tests and evaluate data

same skils *  Single point of access (e.q. telephone line or app)
for patients to reach out for urgent care needs

Dedicated care plans with medicines
management

Typical patient, Mr Johnson : Develop a patient-centric care plan based on their
Mr Johnson is an 83 year old who has Chronic Kidney Disease, not requiring dialysis, : current and future needs.

hypertension and had a stroke 4 years ago with residual weakness affecting his left side. He

is able to mobilise around the house, but needs a wheelchair when out of the house. H
Sometimes he is low in mood. He lives wither his 79 year old wife who is increasingly arthritic ~ +
and mobilises with a stick, but is his main carer. They have a supportive network of family

*  Care planning discussions each year in the
NHS - e.g. 2, 1 hour sessions a year

= Full medication review — e.g. 1 hour a year

= Delivered by the most appropriate members

s F SRRt 2 of the wider team: generalist and specialist
nursing and medics, AHPs and MHPs, etc.
= Facilitated by the wellness navigator

o Sl (s e Frequent touch points to support emotional

ielianee Resources and support for carers and

Support for patients when moving from community to Pro-active, regular and frequent contact for at-risk (el
acute services and back again patients to reduce the risk of crisis events Provides training and resources (including a
= Continuity of care provided by GP and wellness = Supported by the voluntary sector as well single point of contact) to help carers and family

navigator who identify need for escalated care as wellness navigator or formal carers members navigate complex services and support
= Transitions of care optimised with a ‘home first = Reduces social isolation and loneliness the patient effectively

approach’ = E.g. WeeKly 5 minute touchpoint * Co-ordinated by voluntary care with support
*  Use of rapid response / assessment to limit = Can be delivered remotely or in person from wellness navigator

need for admission *  Training for carers — e.g. 2 hours of group
* If admitted, discharge support provided by in sessions per year

reach services and follow up by voluntary sector * Delivered in person, or virtually

= Early and appropriate end of life care planning

Multi-Disciplinary Team (MDT) meetings will be held for the high-risk patients. People
identified as moderately or severely frail following frailty assessment will be
discussed at an IFS MDT meeting. The focus of the IFS MDT will be discussion of
complex cases, and development of shared management plans (with patient and
carer involvement when possible), including onward referral where necessary. These
interactions will be recorded on the patient’s shared health record. Attendance at the
MDT meetings will be from a variety of disciplines from the IFS including (but not
exclusively) GPs/specialist doctors, community nursing, pharmacists, therapists,
mental health practitioners, social care, wellness navigators, voluntary service
organisations (VSOs) and other specialists as required. Where possible, MDTs will
be held virtually for the majority of less complex patients with the aid of technological
solutions. In addition to IFS MDT meetings, locality MDT meetings will take place in
primary care and the community (with the wellness navigators acting as a link to the
IFS). These locality MDTs may result in a request for a more complex IFS MDT to
enable specialist input or provide advice for continued routine management in
primary/community care.

Patients who deteriorate will initially be supported with rapid assessment with the aim
of keeping them at home if safe and appropriate to do so. Patients whose care needs
escalate further will be seen in an Acute Frailty Unit (AFU) and managed there if their
condition can be managed safely. This unit will be led by an acute frailty specialist
doctor and work together with the IFS team to support all frail patients who are
acutely unwell. Some critically unwell and highly complex patients will need to be
transferred from the AFU to more specialist centres if required, as per established
protocols.
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The AFU will receive patients who are triaged at the front door based on age (over
75) and frailty score, or patients who are part of the IFS and are referred for acute
support. Exclusion criteria would include patients who do not meet the frailty criteria
(CFS and clinical assessment) and patients who are very acutely unwell and need to
be transferred to more specialist centres (e.g. gastrointestinal bleeds, suspected
myocardial infarction/pulmonary embolism, acute kidney injury, sepsis etc.). The
major aims of the AFU will be faster initiation of treatment by a multidisciplinary team
following a CGA, reduction in avoidable admissions, and direction of patients into
more appropriate care settings (e.g. discharging a greater proportion home within 72
hours if appropriate). Key to delivery is collaboration as part of an IFS which will
enable close multidisciplinary working across hospital services, community services,
primary care, social services and with the voluntary sector. This will be promoted by
good communication, and 'trusted assessment’ between teams.

The objective of the IFS will be to improve and maintain the wellbeing and health of
patients, supporting a whole programme of ageing well and keeping people at a
lower risk level by applying the appropriate care plans. With appropriate support in
the community and self-empowerment, patients can be discharged from the IFS and
back to routine primary care if their risk level is assessed to be reduced appropriately.
End of life care will also be reinforced with advance care plans and coordinators
providing high quality support to enable as many people as possible to die in their
preferred place.

The various parts of the frailty service which work together in the IFS are shown in
Exhibit 7.
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Exhibit 7
The Integrated Frailty Service
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1.3.3 Clinical evidence base for services proposed

Clinical guidance supporting the principles which underlie the integrated frailty
service is outlined Exhibit 8 below: Exhibit 8: clinical standards and best practice
evidence for management of frailty and long-term conditions

Early Diagnosis

= All people over the age of 65 or
with long term conditions will be
risk stratified with appropriate
pro-active care plans but in
place for moderate and high
risk individuals (GMS Contract
(Direct Enhanced Services)
2014)

Ongoing Care & Management

= All people with long term
conditions will be offered
information and support in self
care (Integrated care and
support: our shared
commitment, Dept of Health
2013)

= In the event of a crisis, people
will be appropriately triaged,
and where suitable, be
assisted by a multi-disciplinary
rapid response team which will
provide them with care in their
home, and where appropriate,
put in place short term home
support to aid recovery at
home as an alternative to
hospital admission
(Birmingham Community
Healthcare NHS Trust, 7 Day
Rapid Response Service Case
Study, NHS Improvement
2011)

= Pathways should be value
based and lean, avoiding
unnecessary steps, visits,
investigations and procedures
for patients that do not
improve patient outcomes.
(Reducing avoidable hospital
based care: re-thinking out of
hospital clinical pathways,
South East Clinical Senate,
2016)

Access to Specialist Care

= All people over the age of 75
and people with multiple long
term conditions will have a
named GP
All moderate and high risk
people will have a named care
coordinator who will support
them in self-care and ensure
continuity of care through
health services (GMS Contract
(Direct Enhanced Services)
2014
= Community based acute
services, particularly if distant
from the acute hospital, would
usually benefit from the co-
location of services in a clinical
hub (Reducing avoidable
hospital based care: re-
thinking out of hospital clinical
pathways, South East Clinical
Senate, 2016)

End of Life Care / Palliative Care

= People approaching the end of
life receive consistent care
that is coordinated effectively
across all relevant settings
and services at any time of
day or night, and delivered by
practitioners who are aware of
the person's current medical
condition, care plan and
preferences (NICE guidance:
End of life care for adults
(updated 2017))
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In addition, there is significant evidence nationally and internationally that support the
importance of establishing integrated care services such as the IFS. The King’s Fund
proposed a number of practices that improve continuity of care for elderly patients,
including a named key worker, a care plan, a complete electronical health record,
and support from a multidisciplinary team.1 A further report summarised lessons in
integrated care for older people with complex needs from a number of international
case studies. The key summary was that improved coordination of health and social
care, and use of multidisciplinary team support led to lower incidences of functional
decline in older patients, longer time spent in their own homes, as well as annual
improvements in mortality.2

Overall, systematic reviews of findings from such programmes suggest that self-
empowerment and education, multidisciplinary teams, care coordination, and
individualised care plans are the most effective interventions for improving care plans
and reducing hospitalisation. Examples of international organisations which have
delivered similar integrated care outcomes include ChenMed (38% reduction in
hospital days for over 65s), CareMore (56% reduction in hospitalisation for
congestive heart failure patients), and Ribera Salud Grupo (26% reduction in costs).

1.4 WHO DELIVERS THE CARE
1.4.1 Roles descriptions

The Integrated Frailty Service (IFS) will comprise a multi-disciplinary team including
advanced frailty practitioners (nurses and therapists) frailty doctors (consultant
geriatrician, GP, other senior clinicians), social care staff, mental health nurses,
pharmacists, falls specialist physiotherapists and nurses, wellness navigators and
volunteers. Exhibits 9 and 10 describe the staffing and role descriptions required for
the IFS. Effective navigation and coordination and targeting of MDT’s are key
elements of delivering coordinated, person-centred care and support.

1 The Kings Fund, Continuity of care for older hospital patients, 2012

2 The Kings Fund, Providing Integrated care for older people with complex needs. Lessons from seven
international case studies
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EXHIBIT 9

Integrated Frailty Service Staffing Roles (1/2)

Staff Group?

Role included

Role description

Frailty
practitioner

Medical

Nursing

Therapy

Wellness
navigator

1 This is not a complete list, but represents the staff groups delivering the majority of services that would benefit from integration

= Consultant frailty
practitioner

= Community
Geriatrician

= Acute clinician

= GP with frailty interest

« Early identification of frailty in primary and secondary care

« Management of frailty ‘as a long-term’ condition

« Inclusive and comprehensive urgent care response for unwell patients

« Understand and manage coexistent mental health disorders in the context of frailty

« Recognition and understanding of when an individual’s frailty trajectory is approaching the terminal
phase, and support to ensure they stay in their preferred place of care

« Development and implementation of frailty MDT process

« Timely, responsive and holistic care to support people in their ‘preferred place of living’ throughout
their frailty trajectories, using a multi-professional and interagency approach

« Understand and overcome challenges of negotiating traditional boundaries in the delivery of care

= Advanced practitioner
= Community matron

= Registered nurse

= Nurse assistant

= Advanced practitioner

= Physiotherapy

= Occupational
therapist

= Dietitician

=SALT

« Work collaboratively with other health care professionals in primary/secondary care, and voluntary
services to develop pathways that support avoidance of ED attendance and admission to hospital

« Providing highly specialised care within the community to patients with unscheduled care needs

« Raise and develop the profile of frailty within community settings and with partner agencies

« Recognise patients needing escalated care and provide urgent care to unwell patients if required

« Provide expert advice and clinical leadership to ensure the needs of the patient are met by leading,
challenging and changing practice within acute community settings

« Lead on development of skills and competencies of staff identifying and managing frailty, support
staff in developing additional skills in managing patients in their own home

« Pro-actively support and maintain patients within the community and care home setting

« Develop clinical pathways and protocols, leading on clinical audit and research

« Recognise and act as advocate for patients and carers

« Provide support and care to people living with frailty who have complex health problems.

« Maximise independence and prevent avoidable hospital admissions, by sourcing and delivering a
range of health, social and voluntary care services in collaboration with local communities

« Work with and co-ordinate care across primary, community, secondary, social and voluntary care

« Identify deteriorating conditions, or social circumstances at an early stage, and help navigate for
the most appropriate health, social care or voluntary person to review the patient

« Refer, or advise family members / carers and service users to external agencies and specialists

« Carry out a range of non-clinical and basic clinical assessments and interventions to identify and
respond to clients’ needs under the direct/indirect supervision of a registered practitioner (e.g.
gaining consent; baseline observations; dressings and topical treatments; venepuncture;
spirometry and peak flow; blood monitoring, ECGs; 24 hour BPs)

EXHIBIT 10

Integrated Frailty Service Staffing Roles (2/2)

Staff Group! Role included Role description
= Acute « Medication reviews
= Community « Advice to MDT re: medications
« Medicines optimisation
Pharmacy « Facilitator of personalised care for people with long-term conditions (ltcs)
« First port of call for episodic healthcare advice and treatment
* Neighbourhood health and wellbeing hub
« Case finding
= Frailty team social « Support to live well at home or homely setting
worker « Assess: informal support; opportunity for social activities or access; care resources; community
Social = North Somerset connections; readiness to change
Care council social worker  « Potential interventions: welfare assessment and income maximisation; carers assessment;
= Integrated discharge community assets (befriending and active health classes; technology to support health and
team wellbeing; referral to social work services; key worker; risk enablement
= Admiral Nurse « Cognition mood, fears and anxiety
= Community Mental « Assess: changes in memory or mood; cognitive assessment; delirium; fear of falling; for signs of
Mental Health practitioner infection; any recent medication changes; loneliness and isolation
Health « Potential interventions: referral to community mental health teams or GP; dementia services;
assistive technology assessment; locality support (leisure and day services); advocacy;
counselling and wellbeing services
*Red Cross « Community Connect — support to maintain people to stay living at home
=Home from Hospital ~ * Time limited support for people to move back home following a hospital admission
Voluntary  « carer support « Ensure home suitable, e.g., Adaptions and equipment, heating, food
Services =Curo « Signposting to local services and agencies

Patient

elative or
supporter

1 This is not a complete list, but represents the staff groups delivering the majority of services that would benefit from integration

« Social prescription
« Link with Wellness Navigator

Understands own health = Provided physically and mentally able, should be empowered to lead their interaction with the

health system

Patient’s advocate

« Where the patientis unable to take the lead, acts in the patient’s best interests and acts as a
conduit for information whilst empowering the patient
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Within the model, wellness navigators will work with primary, community and
voluntary care services to identify people with frailty that may benefit from additional
support. This role will require competency training and be undertaken by non-
professionally registered staff who will be performing delegated duties under the
supervision of the registered professionals in the IFS. Each wellness navigator will
have a caseload of patients within the Integrated Frailty Service with the higher risk
segment patients allocated to more experienced navigators. Whilst not being able to
provide clinical diagnosis, they will have enhanced skills to enable them to provide a
range of activities including advice, signposting and access to activities, baseline
assessment skills enabling them to proactively identify issues and help arrange for a
clinician to see the patient and contributing as a key member of the MDT. Baseline
assessment skills will include nutrition, pressure sore risk, frailty and vital signs. They
will use personal anticipatory care plans taking advantage of clinical, voluntary and
patient led services specific to each individual. For the patient they will provide
continuity and a key contact for them throughout their journey, including if a hospital
admission is required.

The voluntary sector also plays a crucial role in helping people to get the right
support, at the right time to help manage a wide range of needs. The care and
support they offer to patients will be rehabilitative and shaped around what is
important to the patient and built on the patient’s personal skills, resources and the
individuals and the community around them. Their work can also help to develop the
role of a wellness navigator. The range of services offered by the voluntary sector
include:

e Signposting

e Support hospital discharge (e.g. Red Cross takes patients home, settles them
in and helps with shopping, welfare call or visit a few days after discharge etc.)

e Social prescribing

e Support and advice for carers

e Supporting patient activation

e Health coaching

e Peer support

Integral to the IFS is the upskilling of staff across health, social and voluntary care
sectors in ageing well and frailty care. This will be achieved through formal learning
and practice based learning via MDTs to ensure that staff have the necessary skills
and competencies to deliver the integrated frailty pathway. Importantly, the workforce
supporting the IFS will act as catalysts to upskill other staff across community based
care services in the management of frail older patients.

As part of a wider piece of work in the area called the ‘Locality Transformation
Scheme’, the IFS will also ensure all providers of services in the community work
together in a more integrated way. This will be enabled by contractual alignment (led
by host organisation) as well as shared performance metrics between providers.
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1.4.2 Workforce resource requirements
Current workforce

There is currently fragmented staff provision for frail patients — with staff variably
covering all patients in North Somerset, and also non-frail patients. Dedicated frailty
support in the community is led by 1 WTE Frailty lead practitioner, two 0.5 WTE
registered nurses and 1 consultant across all of North Somerset. This team is further
supported by the Weston, Worle & the Villages integrated care team (26 nurses split
across North Somerset and with responsibility for frail and non-frail patients), as well
as residential home support team, rapid response, community matrons, pharmacy,
social services, mental health and the voluntary sector, all of whom provide a large
portion of care for frail older population.

In the acute Trust, there is currently one dedicated frailty specialist physician
providing the acute frailty service 2 days a week to prevent admissions from ED
where appropriate. There is also a 0.8 WTE social worker based at the hospital but
not covering patients at ED; this role provides access to social services records but is
not decision making and is not specifically for the frail patients. but this role is again
not dedicated to frail patients. The WGH discharge team consists of 4.5 WTE
qualified social worker and 6.5 unqualified social care staff covering hospital
discharges (all ages) from WGH and other hospitals across the region. However, only
the frailty specialist physician currently coordinates discharges from ED.

Future workforce requirements

The workforce requirements for the IFS were calculated from an estimated frail
population of ~6500 patients in Weston, Worle and the Villages (Mild, Moderate and
Severely Frail patients in Exhibit 11) who are expected to access the full IFS offering.
The Frailty Steering Group agreed assumptions for staff contact time for typical
patients at each frailty risk level, as a proxy for requirements for proactive pathways.
Representatives from different services (e.g. social care, primary care) gave input on
how frequently and for how long on average people in each risk segment need to be
seen (e.g. a severely frail patient should be seen once a year for 30 minutes by
medicines management). The assumptions with corresponding patient contact times
and estimated staffing requirements are shown in Exhibit 11. In addition to the
staffing requirements for proactive care pathways, an additional 1.5 WTE acute
consultant, 1.6 WTE wellness navigators and 0.7 WTE advanced clinical practitioners
are estimated to be required for unplanned care provision — based on expected
activity managed by the acute frailty unit including anticipated acute activity from
North Sedgmoor and out of area. Staffing for the routine primary care / locality model
was not estimated separately as this is assumed to continue as present.
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EXHIBIT 11

. . . 0@

Integrated Frailty Service —workforce by tier e

Proactive care workforce calculated based on patient contact time by tier per staff member

Frail >75 y/o Severe Frailty Moderate Frailty Mild Frailty 2019 Total Patient 2019

population (1576 people) (2197 people) (2792 people) Contact (hrs) i Staffing

Visit Visit Visit |
Visit duration  Visit duration  Visit duration  Annual Hours !

Staff Frequency  (mins) Frequency  (mins) Frequency  (mins) hours Iweek?! | FTEs
SR 2 30 1 20 115 3006 | 375 29
Consultant ! ' ! : |
Adyv. clinical
S 0 30 08 2 o 2 8466 375 8.1
WEless 2 8 8 8 1 8 313 | 375 8.4
navigator ! ! | | |
Medicines mgmt 1 30 05 | 30 o | 0 1337 | 375 | 13
Social care 4 60 1 60 o 60 8501 | 375 113
Therapist 25 | 25 08 | 25 002 | 25 2397 | 375 | 23
it eel ity 6 30 15 30 o | 15 6376 | 375 | 6.1
pract. j : ! : :

Voluntary care 1 60 1 60 03 | 30 4192 | 10 | 15.0
MDT coordinator 2,080 37.5 1.4
Palliative Care 156 375 0.1
Receptionist 4368 = 375 | 29

® Reactive / unplanned care provision for acutely unwell patients requires additional 1.5 WTE
acute physician, 1.6 WTE wellness navigators and 0.7 WTE advanced clinical practitioners
= Additional 1 Admin staff and 1 Manager will be required to manage the physical location

weeks p.a., with 70% target patient facing time

Although the details of the incremental workforce required will need to be validated,
there is evidence that a significant amount of the care needs required can be met by
an existing workforce, working in a more joined up and effective way. New
investment will be required for some roles (e.g. wellness navigators) - costings and
corresponding savings are considered in section 5. The business case to recruit a
team for the acute frailty unit has already been approved by Weston Area Health
Trust and posts are now being recruited to.

The IFS will also be an important programme for attracting new staff (e.g. new
general practitioners and emergency medicine physicians) who are excited about
working in different locations (e.g. acute, community, patients homes) and sub-
specialties. Current GPs will be better able to support patients with access to
comprehensive care plans and the ability to escalate care quickly and seamlessly
with clear pathways in place; they will also be supported to provide proactive care by
wellness navigators. In addition a group of GPs with an interest in portfolio careers
can be recruited to dedicate a portion of their time to managing frail patients
alongside community, social, and voluntary care as part of the IFS.

1.5 WHERE WILL CARE BE DELIVERED

The Integrated Frailty Service will provide care in the most appropriate physical
location for patients, enabled by technology where possible. Effort will be made to
provide care in patients’ homes or usual place of residence (e.g. residential homes).
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In parallel, a Frailty Hub will be designated as the base for staff to work from and for
patients to attend for a range of clinical and social activities. Alongside the hub will be
an acute frailty unit which will support care provision for patients with acute medical
needs or who arrive at the ED. Patients who are at reduced risk will continue to be
managed in primary care by their GP and with the range of community and social
care services already available.

1.5.1 Proactive care and rapid assessment in the Frailty Hub

It is anticipated that the Frailty Hub will be located at Weston General Hospital and be
the coordinating centre for the IFS. It will provide proactive support and a one stop
multidisciplinary rapid assessment and treatment service for frail elderly patients who
are not urgent, but who will ideally be seen within 4 working days, or who are steadily
deteriorating without cause. The hub aims to:

e operate as the centre of excellence for management of high risk frail
population — including organisation of patient meeting groups (held on site or
in community areas), educational classes, and health checks

e see patients who require rapid MDT assessment and diagnostics for on-going
care

¢ manage the patient at home or as near home as possible (team will go to the
patients)

e avoid an acute hospital admission where possible

e oOperate a step up/step down service from other pathways

e streamline pathway through hospital including supporting timely discharge for
frail patients who have been admitted

Basing the Frailty Hub on the Weston General Hospital site will mean the Integrated
Frailty Service will have access to, and work closely with, other services provided
within the hospital such as Specialist Long Term Conditions services as well as
secondary care services and diagnostics. This will enable seamless transfer of care
across sectors. Community services will in-reach into the frailty hub and unit to
facilitate early discharge, management of risk and links to practice based MDT
meetings. It will also ensure proactive discharge planning and co-ordination and
continuation of the CGA, initiated in hospital followed up into the community.

Where home care is not practical, access to the hub will be supported by establishing
transport infrastructure (for example taxis or buses to bring patients to the hub for
group sessions). The enhanced Residential Home Support Team will provide in-
reach for all care home services; this service will be scaled up alongside on a model
of education and support for the homes to enable them to also support their residents
proactively.

1.5.2 Escalation of care in the Acute Frailty Unit

The acute frailty assessment service will be based alongside the Frailty Hub at the
hospital site in a new purpose built acute frailty unit (AFU), a self-contained unit in the
ED footprint with assessment and treatment bays that are furnished with chairs rather
than beds.
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1.5.3 Care Home Support

The Residential Home Support Team (RHST) will be part of the Integrated Frailty
Service and will help to embed the frailty model across care homes in Weston, Worle
& the Villages in partnership with the care homes (all residential and nursing homes).

This will be achieved through:

e Standardised approach and information to staff on how to best meet the
nursing and care needs of residents in the care homes, e.g. using the
assessment framework within the ‘Blue Book’1

e MDT Meetings to be held in care homes

e Easy access to virtual Integrated Frailty Service expertise when required

e Specialist support to care homes

Comprehensive assessment of new residents on admission

Person-centred care planning

Regular reviews

Provision of training to care home staff

Improved pathway access to existing community and primary care services

Pharmacist support

In-reach — facilitate early supportive discharge

Furthermore, recent changes in primary care in WWYV have enabled allocation of a
named GP to each nursing home around the patch in order to support continuity of
care; this process is also being implemented for care homes in Weston, Worle & the
Villages.

X.5.4 Estates required

The quality and design of facilities in the Frailty Hub and unit will be important to help
provide the right environment for frail patients who may have mobility problems or
other impairments (e.g. visual, cognitive). The designs will take into account advice
provided by the Alzheimer’s Society to ensure it is appropriate for patients with
dementia and cognitive impairment. Chairs and equipment will be selected by the
therapy team to ensure suitability for frail older patients

Initial evaluation of space requirements suggest that at least 350 m?will be required
for the hub (see Exhibit 12). Space for this on the hospital site is expected to be freed
up by reduced and shifted activity in the newly configured Weston General Hospital.
It is expected that the IFS will then reach an arrangement with Weston Area Health
Trust to pay for utilisation of the freed up / allocated space.

1 This is an educational tool which care homes can use to help them meet the care needs of their residents
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EXHIBIT 12

Real estate requirements

Frailty hub
2019 space 2019 implied
2019 number Spa . P
required? required fixed cost
Room type m? £/000s
Consultation rooms? 13 232 600
Therapy room? 1 48 124
Offices* 3 76 197
1 Calculation based on total hours room is available (12 hours a day, 5 days a week), target utilisation of room of 80% and total
time required by different staff members estimated based on contact time
2 Assumes consultation rooms are required for patient contact time for all staff except therapists
3 Therapy room only required by therapist
4 Offices used for non-patient facing work or for admin staff
5 Assumes 18 sqm for consultation room, 48 sqm for therapy room and 30sqm for an office for 6 people. Includes 3x scaling factor
for circulation space
6 Assumes £2,500 fully loaded cost per sqm per year [ Hiouisminnng

1.6 FINANCIAL IMPLICATIONS

The Integrated Frailty Service will require investment for estates, staff, as well as

diagnostics and other variable costs. An initial assessment of these investment costs
has been performed and is described below. This assessment does not include any

additional investment that may required in primary care restructuring, creating social
care capacity or optimising discharge to assess pathways. These will all be critical to

support an effective frailty services.

e Total workforce costs are estimated at approximately £2,000,000 (assuming

all IFS roles will need to be recruited) per year. However, the staffing cost for

the Frailty Service will be mitigated by redirection of existing community

resource, with the exception of additional funding required for new posts such
as the Wellness Navigators (estimated at £310,000 by 2024).

e Variable costs are estimated at approximately 15% of staff costs

(approximately £300,000)

e In additional fixed costs will need to be incorporated for the estates utilised on
the Weston General Hospital site (approximately £920,000)

Based on various lines of evidence from other parts of the country and the world (e.g.

South Manchester pilot model in the community, Partnerships for Older People

Projects (POPP)) where similar services have been set up, it is estimated that an IFS

will reduce ED attendances of frail over 75s by up to 25%, assuming that the

workforce is available to deliver the service. This is projected to result in a reduction
in ED attendances by approximately 1,600 by 2024. Using average ED tariff for this

population, this leads to an estimated spend reduction of approximately £300,000.
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In addition to the reduction in ED attendances, the provision of more effective acute
frailty care and in-reach services are expected to reduce admissions for the frail over
75s by 50%. This assumption is supported by two local audits (one over 6 weeks and
another over a week) of the acute frailty service which showed reductions in
admissions of this magnitude. Therefore, even without accounting for additional
length of stay changes, non-elective spells are expected to reduce by more than
1,500 by 2024, freeing up approximately 25 beds. Using average non-elective tariffs
for this population, this leads to an estimated spend reduction of approximately
£4,500,000.

As such, the investment for this service is expected to be funded by reduced costs
associated with hospital avoidance and reduced non-elective admissions. It should
be noted that any additional capacity increases required in social care to support the
IFS have not been costed.

1.7 ENABLERS REQUIRED FOR SUCCESSFUL IMPLEMENTATION

There are a number of general enablers that will be essential for the successful
implementation of the IFS:

¢ Integrated information systems enabling appropriate and timely sharing of
electronic patients records, images, notes and reports across care settings to
ensure seamless communication and adoption of new technology

e Contracts, regulation and tariffs to align incentives across the health economy
for health i.e. primary, secondary, community care, mental health and
prevention (Public Health England / Local Authority) and social care to build
care around the individual, rather than current fragmented system (this
requires support from the CCG to move to outcomes based commissioning)

o For patients who attend WGH ED from other Trusts, an agreement will
need to be reached on a payment model (e.g. using ED tariff for care
provided in the acute frailty unit and referral back to primary care in
Somerset CCG)

e Better, more consistent performance across providers (e.g. standardisation of
primary care) to ensure more consistent delivery of high quality care

e Better structure for risk-stratification towards delivery of the right services at
the right time in the right place

e Patient education and information sharing

e Training and education for all staff — e.g. upskilling staff using frailty bundle
training, and also entrenching a cultural mindshift required to facilitate change

1.8 IMPLICATIONS ON PRIMARY AND COMMUNITY CARE SERVICES

Re-organisation of primary and community services to address the needs of the
entire population are already underway and will be critical in supporting both the
Integrated Frailty Service and wider changes proposed for Weston General Hospital.
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Primary care in Weston, Worle & the Villages is moving towards a corporate
general practice model — this provides primary care at scale while allowing
practices to retain significant autonomy

As part of an Intensive Support Scheme, the region has been awarded
£400,000 by NHSE to improve the recruitment and retention of GPs (due to
high proportion of GPs over 55).

The Intensive Support Scheme has been used as a transformative platform to
fund a new “digital front door” in primary care providing an e-consult tool for
patients, to drive a radical redesign of general practice and optimise the
workload for GPs

New innovative models of community care including increasing the role of
rapid response nurses, and integrating district nursing more efficiently are
proposed as part of the re-procurement of adult community services

Additionally, some design elements of Integrated Frailty Service can be incorporated
into the design of wider community based services

Understanding the needs for the whole population based on levels of risk
Proactively planning of care (e.g. for long term conditions) and increasing
access to urgent care

Consolidation of care delivery — e.g. GP locality hubs with benefits of scale for
the provision of urgent primary care, community care centres enabling
increased integration across patch

Increasing access to primary care (e.g. extended hours)

Ensuring appropriate social care capacity and timely assessment of care
needs for high risk patients

Further work is required to describe the future of primary, community and mental
health services that encompass future of frailty care. A comprehensive review of
demand from all patients for out of hospital care should be worked up for the current
state and into the future. There will need to be choices made about how primary care
is arranged, with respect to patient caseloads and GP roles — for example, primary
care could be arranged with GPs focused on specific patient cohorts or patient
pathways (such as frailty care, planned care, long term conditions management).

As part of the additional work, it will also be important to understand resources that
will be freed up by the frailty service in core primary and community care. This can be
reconciled with current resourcing levels and staff competencies in order to
understand what (if any) additional recruitment and training will be required to
implement the Integrated Frailty Service successfully.
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Weston General Hospital is a crucial part of the local NHS in the South West. It is in the
heart of the main community it serves, has excellent resources and caring staff.

However, being part of the smallest acute Trust in England, the hospital has struggled
with increasing demand for services, the long-term recruitment of doctors in some
specialties and delivering services within the money available. Many of these issues have
been ongoing for years despite intense efforts locally and regionally to resolve them.

As with any hospital, the services provided are part of a wider system of care and all
partners are committed to making Weston General Hospital a success and a permanent
part of the local health system.

There is no doubt that things need to change because some services are not sustainable in
their current form and all the services needed to support a growing population cannot be
provided from one relatively small hospital.

NHS North Somerset Clinical Commissioning Group need a solution that makes the best use
of the hospital facilities, with the best mix of staff that gets the best outcomes for
patients.

Working with health and social care partners, NHS North Somerset Clinical Commissioning
Group developed ‘four ideas’ and two initiatives that they are confident will help secure
the future of the hospital - but they are not fixed plans and they held eight weeks of
engagement to hear what local people and staff thought of them'.

Weston Area Health NHS Trust provides a wide range of acute and rehabilitation hospital
services, as well as some community health services primarily to residents of the North
Somerset area. Services are provided on a contractual basis to local health bodies that are
responsible for purchasing health care for the resident population.

The Trust serves a resident population which, in 2011, was estimated to be 202,566 people
(source: 2011 census), with over 70% of people living in the four main towns of Weston,
Clevedon, Portishead and Nailsea. A further 3.3 million day trippers and 375,000 staying

! https://www.northsomersetccg.nhs.uk/get-involved/wgh-engagement/
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visitors increase this base population each year. The Trust also provides services to North
Sedgemoor which has an estimated population (April 2012), of 47,825. The largest town is
Bridgwater, followed by Burnham-on-Sea and Highbridge.

NHS North Somerset Clinical Commissioning Group is the Trust’s main commissioner
accounting for approximately 69% of Trust healthcare income, with NHS Somerset
accounting for circa 16% of income. In addition, the Trust receives other non-patient
related income including education and training monies. The age structure in North
Somerset is older with fewer younger dependents and people aged under 40. One in five
people in North Somerset are aged over 65 compared to 18% in England. The total North
Somerset population is expected to increase by 40% by 2033 (national average growth is
18%).?

Some of the challenges®:

e There are lots of older people and people with lots of different health needs in the
community.

e It can be hard to recruit doctors for some departments in the hospital.

e There is not enough money to deliver services the way they are now.

NHS North Somerset Clinical Commissioning Group, working with health and social care
partners, developed ‘four ideas’ to address the issues at Weston General Hospital*. The
Clinical Commissioning Group and the partners are confident that the ideas will help to
secure the future of Weston General Hospital.

The work on developing the ‘four ideas’ brought together local health and social care
organisations who formed the North Somerset Sustainability Board.

Representatives on the Board include:

NHS North Somerset Clinical Commissioning Group / NHS Somerset Clinical Commissioning
Group / Weston Area Health NHS Trust / NHS Bristol Clinical Commissioning Group /
Healthwatch North Somerset / North Bristol NHS Trust / NHS England / NHS Improvement
/ North Somerset Community Partnership / North Somerset Council / One Care
Consortium /NHS South Gloucestershire Clinical Commissioning Group / South Western
Ambulance Service NHS Foundation Trust / Taunton and Somerset NHS Foundation Trust /
University Hospitals Bristol NHS Foundation Trust

NHS North Somerset Clinical Commissioning Group and NHS Somerset Clinical
Commissioning Group are the consulting authorities for the work, with NHS North Somerset
Clinical Commissioning Group taking responsibility for the overall co-ordination.

2 http://www.waht.nhs.uk/en-GB/About-The-Trust/Our-Standards/Trust-Annual-Report-and-Quality-Account/
® https://www.northsomersetccg.nhs.uk/get-involved/wgh-engagement/
* https://www.northsomersetccg.nhs.uk/get-involved/wgh-engagement/
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NHS North Somerset Clinical Commissioning
Group undertook an eight-week period of
engagement with the public in North Somerset
and with Weston General Hospital staff from 9th GRS elngln el B e Ra el olli o))
February to 6th April 2017, to hear and collect ghestocat NHSbl;ggl{ggi?;;ng?é{ar challenges
views on the ‘four ideas’:’

We want people to come to our public

1. Change the urgent and emergency care engagement events so we can hear their
service model overnight from 10pm - 8am views and listen to their experiences of
services at Weston General Hospital”
2. Bring <':lay to day non-complex planned Dr Mary Backhouse, Local GP and Chief
operations back to Weston General e ool o BSOS dee

Hospital
3. Transfer some emergency surgery to other hospitals

4. Increase the number of beds in the critical care unit on the Weston General
Hospital site

It is envisaged that the ‘four ideas’ solutions would make the best use of the facilities at
the hospital with the right mix of staff to ensure patients have the best outcome.

NHS North Somerset Clinical Commissioning Group with their partners, proposed two
initiatives in addition to the ‘four ideas’, which will help services work together more
effectively. Those currently being explored are:

1. Integrated working within acute care. The collaboration consists of the three
local hospitals (Weston Area Health NHS Trust, University Hospitals Bristol NHS
Foundation Trust and North Bristol NHS Trust) as well as community partners.

2. Working more closely with services in the community. Local partners would
work with Weston General Hospital to develop better ways to manage patients
being admitted and being discharged (patient flow) from hospital, working closely
with community partners and social care.

NHS North Somerset Clinical Commissioning Group outlined the ideas during the
engagement period to keep Weston General Hospital at the heart of the community.
These were to ensure the hospital provides the best possible health and care services for
patients, carers, their families, and staff for decades to come.

®See Appendix 1
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The Health and Social Care Act 2012 introduced significant amendments to the National
Health Service Act 2006 (section 14Z2), especially in relation to how NHS commissioners
function. These amendments include two complementary duties for Clinical
Commissioning Groups with respect to public involvement and consultation by Clinical
Commissioning Groups.

e Patients and carers to participate in planning, managing and making decisions
about their care and treatment through the services commissioned by Clinical
Commissioning Groups.

e The effective participation of the public in the commissioning process itself, so
that services reflect the needs of local people.

NHS England guidance:

e Transforming Participation in Health and Care ‘The NHS belongs to us all’
(September 2013)

¢ Planning and delivering service changes for patients - A good practice guidance for
commissioners on the development of proposals for major service changes and
reconfigurations (December 2013).

The NHS Constitution for England’
NHS Constitution (2015)
3a. Patients and the public - your rights and NHS pledges to you

You have the right to be involved, directly or through representatives, in the planning
of healthcare services commissioned by NHS bodies, the development and consideration
of proposals for changes in the way those services are provided, and in decisions to be
made affecting the operation of those services.

The NHS also commits:

to provide you with the information and support you need to influence and scrutinise the
planning and delivery of NHS services (pledge)

4a. Staff - your rights and responsibilities (pledge). The NHS commits:

® patient and public participations in commissioning health and care: Statutory guidance for clinical
commissioning groups and NHS England Publications gateway reference 06663
7

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/474450/NHS_Constitution_Hand
book_v2.pdf
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“to engage staff in decisions that affect them and the services they provide, individually,
through representative organisations and through local partnerships working
arrangements. All staff will be empowered to put forward ways to deliver better and
safer services for patients and their families”.

Public engagement

NHS North Somerset Clinical Commissioning
Group provided a wide variety of options
for the public and staff to engage in the
process and inform them of the methods
available to feed back their views on the
‘four ideas’.

Social media (Twitter and Facebook)
-daily updates and retweets by
‘partner’ organisations

Weston Mercury Facebook live feed question and answer session (14™ March 2017) -
contacts to put their questions directly to the NHS North Somerset Clinical
Commissioning Group

NHS North Somerset Clinical Commissioning Group website - dedicated area on site
with access to information resources and the online survey

Links were made from local organisation websites to the survey

Distribution of marketing packs, information booklets, feedback cards and paper
surveys®

Extensive engagement with local groups, attendance at meetings and pop up
stands’

Email; dedicated email address wgh.engagement@nhs.net

Letter

Telephone

Media: Press releases; online articles; radio broadcasts and interview
Advertisements in the local media: The North Somerset Times, The Weston Mercury
Advertisement in North Somerset Council publication “North Somerset Life” which
is distributed to every household in North Somerset

Three ‘Have your say on services at Weston General Hospital’ public events (7pm
until 9pm):

e 28th March: Oaktree Arena, Highbridge, TA9 4HA
e 29th March: St Andrew’s Church Centre, Clevedon, BS21 7UE

& General Practices, Pharmacies, Libraries, Sports Centres, Children Centres and Care Homes
% See Appendix 1 for details
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e 30th March: For All Healthy Living Centre, Weston-super-Mare, B523 3SJ

Weston Hospital Staff Engagement

Weston Area Health NHS Trust informed and engaged with the staff of Weston General
Hospital in conjunction with NHS North Somerset Clinical Commissioning Group. Staff
were informed of and provided with opportunities to enable them to give their feedback.
Several methods were used and are listed as follows: -

e Staff were given a feedback form and a Trust info sheet attached to payslips
e Ask James! special events

e Executive special departmental briefings plus discussions with senior nursing staff
via Ward Wednesday

e Weekly email bulletins to staff with links to all information and briefing notes
e Weekly promotional features in an internal newsletter sent to 2000 staff

e Screensaver promoting engagement in situ for the duration of the engagement
e Posters displayed around the site

e Postcards and booklets. Front desk staff briefed to actively give out materials to
the public and staff

e Discussion forum.

External staff engagement

NHS North Somerset Clinical Commissioning Group also undertook internal staff
engagement with:

e NHS North Somerset Clinical Commissioning Group
e Taunton and Somerset NHS Foundation Trust

e North Somerset Community Partnership

¢ North Somerset Council
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Healthwatch North Somerset is the independent voice for people in our local community,
helping to shape, challenge and improve local health and social care services.

Healthwatch North Somerset does this by providing local people with the chance to
feedback their experiences of local health and social care services and to influence how
services are commissioned and delivered. Healthwatch North Somerset seeks to engage
with people in local communities from a wide range of backgrounds, including those who
are socially isolated or seldom heard. It provides a focal point for the articulation of the
views of local people and for them to be listened and responded to by health and social
services commissioners and providers, to challenge and influence change.

The opportunity for the public to express their views is inherent in NHS Guidance (see
page 7 of this report) and during the eight week engagement period, NHS North Somerset
Clinical Commissioning Group undertook a wide and varied range of engagement activities
with the public of North Somerset and Somerset and with staff of Weston Area Health NHS
Trust. All were provided with a variety of ways to feedback their views on the ‘four idea’
proposals for Weston General Hospital.

The compilation of this report was undertaken independently by Healthwatch North
Somerset and provides an evaluation of the engagement processes undertaken by NHS
North Somerset Clinical Commissioning Group and of the feedback received.

Healthwatch North Somerset would like to thank to everyone who contributed and
provided information and feedback for this report.

Healthwatch North Somerset received access to the bulk of the scanned data feedback
information from NHS North Somerset Clinical Commissioning Group on 24th April 2017
with additional scanned and other data forwarded by separate emails until 2" May 2017.

In total, approximately 800 pieces of feedback were received; some documents contained
multiple feedback e.g. Weston Area Health NHS Trust (WAHT) provided 298 comments in
one document. Each survey response had the potential to generate 17 entries to the data
field, in total, a potential of over 6600 data fields to input, read and analyse within a time
frame of 2 weeks from receipt of data. Most of the data was received in scanned
protected pdf format which could not be cut and pasted and needed to be manually input
into a spreadsheet. One spreadsheet of 189 survey responses which did not require
manual input was provided.

The data received from NHS North Somerset Clinical Commissioning Group was printed
out, categorised, reviewed, prepared and input into a spreadsheet by the Healthwatch
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North Somerset team and volunteers over a 4 day period. This allowed analysis and report
writing to take place over the following eight days.

The following data was received:

v VYW

vVvVYYTYYYYWY

Scanned copies of feedback forms received by post, by hand and by email

Copies of Weston Area Health NHS Trust staff feedback forms

Comment lists from Weston Area Health NHS Trust

Scanned copies of public meeting notes and annotated meeting flip chart
comments

Scanned copies of email responses from the public

Summary transcripts of phone calls

Summary transcript of face to face meetings

Online survey results spreadsheet

Feedback summaries from Weston Area Health NHS Trust staff meetings

Twitter feeds via Storify to access Twitter comments

Facebook feeds to access comments from the Weston Mercury Live Facebook blog
Scanned copies of letters printed in local press

Summary notes of feedback from voluntary sector and community engagement
meetings

Summary notes of Question Card feedback

The data included:

v VvV

v VvVYVYWYYVWY

391 online and paper survey (questionnaires) responses

346 WAHT staff feedback in two one line comment documents

55 ‘other’ contacts feedback (including Healthwatch North Somerset, emails,
letters,1:1 & telephone conversations)

12 Question Cards

128 Social Media comments (Facebook and Twitter)

5 newspaper letters

46 comments from 31 people who attended Clevedon public event

75 comments from 23 people who attended Highbridge public event
46 comments from 67 people who attended Weston public event

105 comments from 14 voluntary sector and community organisations

Where possible the comments and feedback were allocated to the ‘four ideas’ proposed
and the two initiatives as outlined by the NHS North Somerset Clinical Commissioning

Group.

It should be noted that the engagement feedback process generated ideas, observations,
thoughts and comments from respondents on a wide range of issues that were outside of
the parameters of the ‘four ideas’ and two initiatives. There were also a number of
comments regarding wider Weston General Hospital services.

Additional responses received included issues and observations on:

11|Page



The provision of Children’s Mental Health Services (CAHMS)
Access to and service’s response to people with hearing loss
Appreciation of care received by specific hospital specialities
Access to GP services.

v VvV

Much of the data was not easy to categorise within the parameters of the ‘four ideas’ as
requested by NHS North Somerset Clinical Commissioning Group, however Healthwatch
North Somerset is mindful that respondents took the opportunity to provide their feedback
and it will be collated and provided by Healthwatch North Somerset to the relevant
service providers and included in a summary document.

For ease of analysis and reading the feedback has been separated into the
following Data Analysis Groups:

@ Group 1:
Surveys (online and paper) (pages 13-20)

@ Group 2:
Email, Letters and Telephone Conversations (pages 20-22)

@ Group 3:
Meetings - North Somerset Council - Groups - Drop in sessions - face to face
engagement (page 21)

@ Group 4:
Open Public Meetings (pages 22 - 24)

@ Group 5:
Weston General Hospital Staff Feedback (pages 24 - 29)

@ Group 6:
Questions and Answers from Live Session at Mercury (Facebook and Twitter
feeds) (pages 29 - 30)

@ Group 7:
Question Cards (pages 30 - 31)
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Data Analysis Group 1: Surveys (online & paper)

The key method of providing feedback during the engagement
process for public and staff was an on-line survey which could be
accessed through the NHS North Somerset Clinical Commissioning

Group website™.

The survey was also made available in paper copies which were

distributed at health service sites, meetings or for individuals to print off directly from the

Clinical Commissioning Group website.

Both online and paper responses are included in the Group 1 data set analysis.

The feedback data was collated and coded according to the YES /NO / NOT STATED

response to each of the questions.

Many of the responses included additional comments and many were unrelated to the
‘four ideas’. It is possible that survey respondents were unclear about what the question

required from them as a response.

In total 391 people took time to complete the survey either on-line or on paper.

The questions asked in the survey and responses provided

Q1. Do these reasons make sense to
you?

A total of 274 YES or NO responses were
received to Question 1.

117 respondents did not provide a response
and were therefore not categorised.

Other comments unrelated to the ‘four
ideas’ were noted; some examples are
below:

@ | am concerned for older very ill
people.

1% Appendix 2

Figure 1 - Do these reasons make sense to you?
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@ Challenge is to centralise in the hospital those things needed on site and take
other things out to GP surgeries and home, which technology now allows to be
done safely there.

@ But there is a hidden reason - lack of money. This country can and must spend
more on its health and community services. You should be open about this.

Q2. Do you think we need to change? If not, why not?

A total of 391 responses were received in
response to question 2. Of these, 208
responded with YES.

44 respondents said NO.

139 did not provide a response to this
question.

103 made additional comments and
several respondents stated they thought
change was needed .. however they
added “but ...”.

E |

Figure 2 - Do you think we need to change?

@ | understand they need to save money, but after receiving treatment at Weston
General | wouldn't want them to change. | would hate to be taken to another
hospital if taken ill at night.

@ It does make sense, but it looks like short term plans.

@ | fully understand the need to recruit staff and to save money, but | am finding it
hard to reconcile this with the fact that Weston has a growing population and in
summer months this increases considerably. Surely there is a need for better
facilities to meet this demand.

Of the 44 who answered NO to question 2, 36 provided additional comments. These
comments have been categorised as below:

Increasing population

Hospital needs to be bigger and better funded
Impact of journey times to other hospital
Insufficient information to make comment
A&E is needed 24/7

Transport
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Q3. Have we presented our ideas clearly? If not, what further information

would be helpful?

A total of 221 responses were
received to question 3.

154 agreed that YES, the ideas had
been presented clearly; of these 112
added comments.

67 did not agree the ideas had been
presented clearly.

170 did not provide a response to this
question.

Examples of the comments added
when stating YES:

Figure 3 - Have we presented our ideas clearly?

@ | would clarify your proposals for extended day and 7 day working. | hope your

elective care plans are for 12 hour operating across at least 6, ideally 7 days to
maximise capacity. Also, what about outpatients and rehab/re-enablement?

Enabling strategy of community working is too non-specific. The challenges of NS Local
Authority are well known locally, but your relationship with primary care and the VCS
are important too.

Ideas are presented clearly but sound too simple. | expect anyone who works in
healthcare will have a different opinion and a feeling of helplessness that the plan is
already made. The legality states that this process has to happen but the deal is done
which will be revealed in 3 months. | really would love to think that my opinion would
actually count!!!

Of the 67 who responded NO to question 3, many provided feedback suggesting they did

not consider the ideas were clearly presented.

63 NO respondents provided comments. Some comments suggested that the decision about

the hospital had already been made.

@ You are hiding the ultimate goal which is to close the hospital.

@ The ideas presented are more of a fait accompli than an options proposal, the
option to close or scale down is not considered.

On reviewing the comments, one comment raised a concern on patient outcome:
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@ | don't understand why you clarify that non-seriously ill patients recover quicker
closer to home. Does this not apply to seriously ill patients as well?

28 responded that they would have liked further information on:
@ Costs
@ Population
@ Impact assessments of each idea
@ Statistics on the numbers affected by the ideas

9 wished for better communication and clarity of the ideas:
@ More information about why these proposals have been made would be helpful.

@ Very jargony in your articles in the Mercury. Nobody knows what you're trying to
say. Be Clear.

@ | think your ideas are very vague and misleading, the titles don't reflect exactly
what you’re trying to say, for example increasing the number of ITU beds then
saying you are going to take the intensive care part of it away and send the
patients to larger hospitals leaving Weston to only deal with HDU patients. | think
your explanations needed to be more in depth.

Q4. What issues do these ideas (any or all of them) raise

for you, that you would want us to explore before any
decisions are made?

A total of 261 completed responses were received to question
4.

124 did not provide a comment.

It should be noted that a small number referred to their previous or following answers.

This question prompted several comments and provided a variety of issues that
respondents wanted raised and explored. Below are examples of comments:

@ You should consolidate public's views and publish the frequently occurring and
best suggestions. The public can then be asked to comment further.

@ | recognise the value of utilising planned surgery - particularly in view of a new
theatre and a lot of surgeons sat around kicking their heels when electives are
cancelled. However, my concern would be having a significant drive towards more
planned surgeries whilst the situation in ED is not solved. My worry is that there
will be a significant promotion of WGH's ability to do more non-complex elective
surgeries but that the hospital will still cancel these when in Opel 4 thereby
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reducing public confidence in the hospital to meet the needs of the community.

@ Are there innovative ways of overcoming the distance from home whether it's
helping family visit, returning patients to their homes - for those without
transport?

Q5. Are there other ideas for change that we should be exploring which would
make services more viable (better quality, more affordable)?

A total of 232 comments were received, of these 142 did not
provide a comment.

As with the previous question a number respondents
answered this question by making reference to their previous
comments, or putting ‘not applicable’ or ‘not enough
knowledge to answer this question’.

Below are some of the ideas put forward:

@ For years now health professionals have been the victims of negligence claims to the
extent that as soon as anyone presents at an A&E dept. The doctors and nurses seem
to err far too much on the side of caution. Whilst thoroughness is a virtue it can
sometimes assume the status of the proverbial "Jobs Worth award” and thus take up a
lot of time with its attendant expense.

@ Invest in acute frailty services e.g. older people's advice and liaison services, or
integrated acute frailty teams.

@ We need to make better use of IT and this will cost money and investment but it
could take treatments into people’s homes - there needs to be a real understanding
that investment this way can save money in the end - keeping people out of hospital
and healthy is cost effective. However, the movement of money out of Trusts does
affect how they can deliver their services so Trusts must be part of designing these
pathways and it must be a conversation with clinical teams not just managers who
have never been clinicians making decisions when they don't really understand the
barriers to the "good idea".

Q6. Are there any of these ideas we simply should not be considering and why?

A total of 187 complete responses were received.

36 of the answers were simply NO or not applicable.
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Below are the responses received for Question 6 and categorised under the ‘four ideas’:
Idea 1:
Change the Urgent and Emergency Care Service Model Overnight From 10pm -

8am

@ Shutting A&E 2200-0800hrs to ambulances is utter

madness. It will risk patient health.

Over a quarter of our emergencies seen at Weston
General are between the hours of 10pm and 8am.
28% is a lot of poorly people. Anyone presenting at

2am is probably poorly enough for a doctor.

Closing the emergency department, what happens when you can't get a GP
appointment for 3 weeks and become so ill that you have to attend A and E to get
help. Only to find the department has no doctors. What happens then, | have no
car, and buses don't run that time of night so | phone an ambulance to take me to
another hospital that if they’re not already waiting outside the other hospital due
to lack of hospital beds.

Idea 2:
Bring Day To Day Non-Complex Planned Operations Back To Weston General
Hospital

There was a smaller response to this idea, below are examples of comments which could
be attributed to this idea:

@ Weston General Hospital is already very good at providing surgery when beds

allow, so to imagine this will improve is fantasy.

If more operations at Weston General Hospital are being considered then
occasionally things don't go quite as planned and patients need some major
aftercare. It seems therefore unwise to consider not providing some limited ITU
capability.

I know you've said there would be High Dependency beds, but | would be worried
about having surgery in a hospital that didn't have an intensive care unit. If
something went wrong, | would not want to travel 20 miles, or more by ambulance
to another hospital.

Idea 3:
Transfer Some Emergency Surgery To Other Hospitals
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There were very few direct answers to idea 3. Below are direct references to the transfer
of emergency surgery:

@ Transfer emergency surgery - no one will want to work for the Trust and
recruitment will be difficult, meaning more locums and higher cost.

@ Stopping emergency surgery at Weston Area Health Trust - this work helps attract
staff into posts.

Idea 4:
Increase The Number Of Beds In The Critical Care Unit On The Weston General
Hospital Site

In total, 177 responses relating to this idea were blank. When analysing this question and
looking through the responses it appears that the public and staff focus was on the closure
of ITU.

This is reflected in one of the examples below:

@ Cutting back on ITU, why would you do that, if anything it should be increased,
from personal experience | can tell you having a loved one far away from Weston,
i.e. Bristol, puts untold strain on the family and can result in more casualties,
driving whilst upset, or trying to make it to the hospital before they pass away is
unexplainable, you don't think about others, wrong as that is, your mind is taken
over by your grief.

@ Increasing the size of the ITU. Too expensive.

@ No, definitely should concentrate on HDU beds, and option to take ITU to other
specialist units.

Q7. Is there anything else important that you think we have missed?

A total of 199 comments were received to question 7. A number did
not respond directly to this question and referenced back to the
previous comments they had made in the survey.

Of the 39 who said NO to the question, a number of respondents
provided additional comments:

@ No, pretty well covered all aspects that I’m aware of.

@ Not sure what is happening to CAMHS? Under-resourced vital team for children of
North Somerset.
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@ Not that | can think of, although the ITU does also need to be refurbished as it is
so dated compared to the rest of the hospital!!

Other comments in response to this question include:

@ As previously suggested you should consolidate all public comments, then provide
a list of the best suggestions, then ask for public comment. The current approach
seems rushed and does not take into account forthcoming UK changes (EU, local
population). Publishing the predicted savings for review should also be done.

@ Narrow the gap with community services and discharges. Have one clear admission
prevention team and one clear integrated discharge team. Make the patient flow
co-ordinator part of these two teams so that everything is co-ordinated for the
patients as soon as they arise.

@ At the earliest possible stage, it is important to have clarity as to who will be
making the crucial decisions, the question regarding staffing and workload and
how these plans will not burden other Trusts, who also have similar pressures
regarding bed occupancy.

Q8. Do you have further ideas, comment or views that you would like to have
included with the feedback?

This question received 152 comments.

213 respondents did not comment and 26 respondents provided
responses such as ‘see above’, ‘no not at this time’, ‘no’ or
‘see previous answers’.

Examples of comments received are shown below:

@ Are there any services that could be moved to Burnham-on-Sea hospital or
Clevedon hospital instead of Weston so we would have more space in Weston as
the hospital is much too small even now?

@ What assurances are there that the CCG (having been rated as inadequate, and
being put into special measures) has the means and ability to deliver on these
proposals and programme of work?

@ Very poor, virtually non-existent notification of this consultation in the

community with Somerset....it looks as if you don't want to know what 20 percent
of Weston's patients think. | think it could well be challenged..."
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Those completing the survey were also asked for their demographics these can be viewed
in Appendix 3.

Observations of the survey feedback received

Respondents appeared to be unsure of the where to place their answers when completing
the questions.

Several respondents used the opportunity to use the survey to thank Weston General
Hospital for the treatment and care they received, as well as for other comments.

Other issues were raised in relation to current Weston General Hospital services that were
not part of the discussion around the ‘four ideas’ being proposed.

NHS North Somerset Clinical Commissioning Group
received postal and email correspondence and had
telephone conversations during the engagement period.

Transcripts of the telephone conversations and scans of

the letters and emails were provided with confidential
information deleted.

Thirty-one responses were received, however not all comments were relevant to the ‘four
ideas’ proposed.

Many responses mirrored the same concerns as those from the survey respondents:

Transport

Risk to patients in being transferred

Risks to services at the hospital

Ambulance provision

Increasing population

Ability of other hospitals to cope with the extra patients

vVvVYYWYVWY

Several in this group of respondents agreed with the ‘four ideas’ and could see the need
for change:

@ To make better use of resources in current climate and opportunity to improve
efficiency.

@ Staff allocated to achieve maximum support to patients within budget and bed
turnover.
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@ Opportunity to redesign for improved efficiency.

@ Want detail of any new model and clear timetable for implementation and
clinical impact analysis and communication and engagement plan.

@ Look at opportunities for best practice from models of care. Looking at
arrangements for direct overnight admissions perhaps to combined surgical and
medical admissions unit.

Representatives from the NHS North Somerset Clinical Commissioning Group, Healthwatch
North Somerset and North Somerset Council attended and hosted meetings and stands at
several local venues.

This engagement enabled face to face contact with 1596
people to raise the awareness of the engagement and ideas
being proposed and provided them with the opportunity to
feedback their views''.

Note: Feedback was not received from every person that
representatives engaged with. Not all feedback received
related to the four ideas.

105 comments were recorded from this engagement activity, a sample of these are below.
It should be noted that the concerns relating to the four ideas are similar to those
expressed throughout the feedback provided.

@ Downgrade of A&E worries me. Won't have doctors just nurses during those hours.
It's not known whether there are enough ambulances to take people to Bristol or
Taunton Hospitals. How can people get home from these hospitals on public
transport in the early hours? People will be abandoned to the streets of Bristol.

@ Indifference, poor management, lack of transparency, public and frontline staff
consultation, public accountability and scrutiny and understanding of reality have
brought healthcare in North Somerset to such a level as to be a dangerous place to
live in. A disaster waiting to happen. The answer to North Somerset health issues
is not continual cuts in service provision, hospital beds and moving patients up and
down the motorways. The answer is being imaginative, make decisions based on
facts and not wishful thinking and talk to and act on advice of frontline staff not
on the ideas of those who have created the issues.

1 pata received from North Somerset Clinical Commissioning Group
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@ Once services removed they never come back.

NHS North Somerset Clinical Commissioning S meaea
Group arranged three public meetings during Clevedon

the last week of the engagement period.

67 attended g
These were held in Highbridge (Somerset), Weston
Clevedon and Weston-super-Mare  (North
Somerset) on 28", 29 and 30" March 2017. 1
Key speakers attended the meetings and / 1
voluntary ~ sector  representation  and

Healthwatch North Somerset were engaged in

the meetings. 23 attended [l
Highbridge mqhm;dqef'

The public were offered an opportunity to find out more about the ‘four ideas’ and there
was an opportunity for question and answers and a facilitated table discussion. The total
number of attendees at the three meetings was 121.

Due to the number of Questions and Answers at Weston following the presentation by the
panel, the planned facilitated table discussions were unable to take place during the
public engagement event.

On reviewing the comments made at all three meetings the themes from the Q & A
sessions were:

@ Staff
e Skills and investment
e Recruitment and training
¢ Impact of locums
e Numbers and staff covering the A&E at night

@ Population
¢ Increase in population
¢ New homes and increasing numbers at colleges
e Younger people not able to access GP more likely to go to A&E
e How to instruct the population that the A&E is closed to some types of
treatment
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@ Patient Choice
e Referrals - Weston appears to be at the end of the list for choice
e Bring work back to Weston to make the hospital sustainable
e Proposals will impact on areas of depravation
o Need to remember those who live in Mendip area - Taunton is an important
choice

@ Beds

Review of the spread of the beds across the area

The number of patients suitable and not able to be discharged, impact on
surgery

Critical care

Clevedon Hospital beds

Transport and ambulance

Public transport difficult

Impact on relatives

Impact on patients - adding travel time to their treatment

Number of ambulances available

@ Hospital Services

Concerns for diagnostic services

If sharing Consultant - what is the likelihood of cancelled clinics at Weston
due to pressure at other hospitals?

24/7 services for everything - clinical hubs

Stabilising patients

Cancelled operations

Mental Health access

With the other hospitals taking the Weston patients, what would be their
waiting times?

@ Finance and timescales

What money will be saved?

What are the timescales?

Are these ideas long term?

How does Weston sit with the STP?
How far are we into the STP plan?

Other comments:
@ How are you going to let me know about your plans?

@ Be clear what is engagement and what is consultation.

@ How are you engaging with young people?
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@ You need to find out what we require most out of Weston.

@ Change to media interpretation - recent article said 280 walked out of A&E - would be
useful to know what they came in for.

@ Of the ‘four ideas’ only one appears to attract comment - changes to the A&E.

In two events, Highbridge and Clevedon, there was an opportunity for involvement in
round table discussions so attendees could add their ideas, views and feedback.

Overall, these reflected the comments raised in the discussions as above. The “anything
we missed?” question provided the following key issues from attendees:

vVYYYWYYVWY

vVYVYVY

Outpatients appointments

Increase clinic capacity

Local advertising of jobs

Pharmacies

Social care

Care homes

Mental health

Work with other agencies - Police, housing, social services, voluntary sector,
charities (agency & Red Cross working with hospitals)

Population

GP surgery enhanced practice staff - not just see the GP

Educate people how they need to value health and social services

Educate patient in hospital as well as their families about treatment and aftercare
GP service at Weston Hospital

Oncology services more local

Want a BRI at Weston

Feedback received about future communication:

v VvV

Keep local people informed about what is going on and being considered
Local media given reports on what is being done

Weston Hospital website

Local GP surgeries letting patients know

Joined up communication

Weston Area Health NHS Trust (WAHT) staff took part in the engagement process and used
a variety of methods to provide feedback on the ‘four ideas’. This section of the data
analysis refers specifically to responses provided from the hospital during group
discussions.

25|Page



Staff also had the opportunity to fill in the on-line survey and their responses are included
within Data Analysis Group 1.

Weston Area Health NHS Trust undertook a series of team briefings/discussions and direct
communication with their staff including:

Ask James Event | Feedback form and Trust info sheet attached to employee payslips |
departmental briefings | Weekly email briefings | promotional features in staff newsletter
I Discussion Forum | Screensaver

Feedback from these meetings was provided to Healthwatch North Somerset (in the form
of an electronic copy) with key points listed under each of the ‘four idea’ headings.

A total of 298 pieces of feedback were received and analysed. They have been
categorised below under the ‘four ideas’.

Idea 1:
Change The Urgent And Emergency Care Service Model Overnight From 10pm - 8am

In total 140 comments were made that related to Idea 1. The key themes were
ambulance, transport for patients/relatives, staff training, staff retention and recruitment
and concerns about the capacity of other receiving hospitals to cope with additional
patients.

A selection of feedback under these key themes is shown below. It should be noted that
staff suggested several alternatives to the idea proposed for the Emergency Care Service
model.

What happens to patients or ambulances turning up a few minutes
before 10pm?

Will increase calls to the ambulance service - many people in Weston
don’t drive or have access to cars

Concerns regarding number of ambulance transfers and cost and
subsequent availability to respond to 999 calls

If there are more deaths in the department due to waits for ambulance
transfers out there will be a significant emotional impact on staff which
no one has thought about

Ambulance service believe 3 hour turnaround for transfers

Not an easy journey to Bristol or Taunton even for blue light
ambulances

Risk that people will just call 999 if changes are made overnight
Concerns regarding cost of additional ambulances required for this and
other proposals - put the money into the Trust or into local nursing
homes to improve flow

Ambulance
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Transport

Elderly relatives will be transported to hospitals which are difficult for
relatives to reach for visiting particularly if elderly themselves

How will parents pick up their drunk kids from Bristol in the middle of
the night?

How do patients get back from Bristol at 3am post discharge from ED?

What about those who don’t drive - real concern as many in Weston
don’t drive or own cars

Relatives find visiting around work and home commitments difficult
even when hospital is local - having to travel to Bristol or Taunton will
make this even more difficult

Journeys to ED at night often made at short notice due to emergency -
likely to leave house partially dressed and/or limited money. How do
we get back from Bristol or Taunton in the middle of the night

Concern regarding distance to Taunton or Bristol in an emergency and
difficulty of getting to Bristol or Taunton and then getting back again in
the middle of the night if taken in by ambulance - not dressed, no
money etc.

ining

Tra

Will it be expected that we rotate through Bristol hospitals as ANPs,
ENPs?

Need to start developing staff now - training undertaken in minor
illnesses but need experience/exposure

Primary skills are minor injuries - no set course for ANPs and need extra
training and support for minor injuries services

Challenges regarding ED staffing issues are recognised but the
department needs to stay fully open to meet the growing population
and changing demographic (also need to review paediatric pro