Clinical Senate Council Report on Dorset Clinical Services Review

1.

SENATE CHAIR FOREWARD

The NHS needs to continually modernise and transform in order to deliver high quality care now
and for future generations. Clinical senates have a unique role in supporting the NHS in enhancing
quality and delivering sustainability by providing independent clinical leadership and advice.

We need to ensure that the right balance is achieved between providing accessible services for
patients and carers and making sure they are provided with high quality care by appropriately
trained and experienced staff.

We hope that by bringing an expert clinical voice we can contribute in a positive way to the future
development of services in the Dorset which although still in its early stages of development, aims
to bring about significant improvement on the current level of provision for patients.

I am grateful to Dr Forbes Watson, the Chair of Dorset CCG and to Dr Karen Kirkham and her
fellow Dorset CCG Clinical Leads for inviting us to Dorset and taking the time to explain their case
for change to the External Review Team and Senate Council members.

I wish to also thank all the members of the external review team who are listed in Appendices A &
B of this report for giving up their considered and insightful contribution to this important piece of
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work and for presenting it to the Clinical Senate Council. I thank the members of the Clinical
Senate Council for their input to the final report.

My final thanks go to the Wessex Clinical Senate Support team (Appendix D) for coordinating both
the review and editing this report to reflect everybody’s views.

On behalf of the external review team and the Clinical Senate, I wish all those involved in these
service changes every success in achieving their ambitions to develop and implement the
sustainable future health and social care services for the people of Dorset.

Professor William R. Roche, Senate Chair

2.

EXECUTIVE SUMMARY

The Dorset Clinical Services Review (CSR) is a review of all healthcare provision in Dorset with
the aims of focussing healthcare provision on the needs of the people of Dorset, promoting
prevention of illness, delivering care nearer to people’s homes and producing a sustainable and
affordable healthcare system for the future.
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The outputs of the CSR were referred formally to the Wessex Clinical Senate Council for
assurance in March 2015, as part of an iterative process prior to consultation with the public. The
Clinical Senate Council had met in Dorset in March 2014 for a study day on the current and
projected challenges for healthcare provision in Dorset and met again in Poole in June 2015 when
Dorset Clinical Commissioning Group (CCG) presented its proposals for the future shape of
healthcare provision. An external review team (ERT) was recruited in April 2015 and presented its
initial findings to the Clinical Senate Council in July 2015. These were communicated to the CCG
and to NHS England and these was a series of meetings with the CCG, including further Clinical
Senate Council study sessions in February and April 2016. In May 2016, the pre-consultation
business case was formally referred back to the Clinical Senate Council for approval and the ERT
was reconvened, with substitutions where the original members were unavailable. The findings of
the ERT were presented to the Clinical Senate Council on 24th May 2016 and these were
discussed in detail. This report is based on those discussions and the two sets of findings of the
ERT.

The Clinical Senate Council congratulated Dorset CCG on its ambition to implement whole system
changes for healthcare in Dorset and recognised the extensive engagement process which it has
led with clinicians in the preparation of the pre-consultation business case. It shared the CCG’s
aspiration that this engagement would facilitate the implementation of the final plans.
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The Clinical Senate Council found that the ERT findings were comprehensive, clear and
appropriate to the population in Dorset. The Clinical Senate Council welcomed the ambition to
move aspects of services to community settings. The Clinical Senate Council agreed with the
ERT that the CCG’s proposals for the acute hospital reconfiguration were reasonable and that the
preferred option for Royal Bournemouth Hospital to be the 24/7 trauma unit was also reasonable.
The Clinical Senate Council recognised that the issues of isolation, access and social deprivation
required that a range of services were provided at Dorset County Hospital but noted that there
risks associated with sustaining an appropriate workforce. The ERT recommended the Royal
College of Paediatrics and Child Health report1 on paediatric and maternity service provision in
West Dorset to the Clinical Senate Council (henceforth known as the ‘combined Royal Colleges’
report’2). The Clinical Senate Council was satisfied that implementation of these
recommendations would result in the population of West Dorset having more choice for birth
plans, better access to midwife-led services, safer and more sustainable services for neonates
and more children being cared for out of hospital.

The Clinical Senate Council recognised that many aspects of this major reconfiguration of services
would be elaborated and refined in the coming years. Nevertheless, opportunities were identified,
both for the promoting of public and patient insight into the benefits of the Dorset CSR and for
enhancing clinical outcomes. Salient examples included the opportunity to co-localise in-patient
1

RCPCH Invited Reviews Programme: Design Review, Dorset Clinical Commissioning Group. April 2016
As paediatrics is intimately interdependent with other clinical specialties, the review team incorporated representatives from
the Royal Colleges of Nursing, Midwives, Anaesthetists, Obstetricians and Gynaecologists
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cancer services with acute and critical care, to use local healthcare hubs to address health
inequities, to define the pathways for the acute medical take proposed at Poole, to promote mental
health and the parity of esteem and to ensure that there was cross-system planning and
development of the workforce.

The Clinical Senate Council noted that the successful implementation of the project to deliver safe
and sustainable healthcare was predicated upon critical interdependencies of individual
components, such as delivering integrated community services so as to allow reconfigurations in
the acute hospital sector. The Clinical Senate Council was of the opinion that these
interdependencies should be explained to wider public in Dorset during the consultation process.

3.

INTRODUCTION & PROCESS

The outputs of the CSR were referred formally to the Wessex Clinical Senate Council for
assurance in March 2015, as part of an iterative process prior to consultation with the public. The
Clinical Senate Council had met in Dorset in March 2014 for a study day on the current and
projected challenges for healthcare provision in Dorset and met again in Poole in June 2015 when
Dorset CCG presented its proposals for the future shape of healthcare provision. An external
review team (ERT) was recruited in April 2015 and presented its initial findings to the Senate
Council in July 2015. These were communicated to the CCG and to NHS England and these was
a series of meetings with the CCG, including further Senate Council Study sessions in February
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and April 2016. In May 2016, the pre-consultation business case was formally referred back to
the Clinical Senate for approval and the ERT was reconvened, with substitutions where the
original members were unavailable. The findings of the ERT were presented to the Senate
Council on 24th May 2016 and these were discussed in detail. This report is based on those
discussions and the two sets of findings of the ERT.

The scope of the first and second reviews was outlined in the terms of reference signed by NHS
England, Dorset CCG and the Wessex Clinical Senate at Appendix E.

NHS England has a role to support and assure the development of proposals and the case for
change by commissioners (in this case Dorset CCG).

The four tests, intended to apply in all cases of major NHS service change during normal stable
operations, are:
i.

Strong public and patient engagement;

ii.

Consistency with current and prospective need for patient choice;

iii.

A clear clinical evidence base; and

iv.

Support for proposals from clinical commissioners.
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In addition to these four tests, the NHS England ‘Planning, Assuring and Delivering Service
Change for Patients’3 also identifies a range of best practice checks for service change proposals,
these include:
i.

Clear articulation of patient and quality benefits;

ii.

The clinical case fits with national best practice; and

iii.

An options appraisal includes consideration of a network approach, cooperation and
collaboration with other sites and / or organisations.

The ERT was appointed by NHS England (Wessex). For the second review, where possible,
members of the ERT who had conducted the first review were re-recruited but there were some
instances where this was not possible due to retirement, ill health and changes in employment or
workload. Additional members were recruited to fill these gaps. All new members received a
briefing from the Senate Manager to update them on the findings of the first review. Details of the
membership of the ERT for the first and second reviews are at Appendices A & B.

Every document received from the CCG was made available in paper form for reference to the
ERT during the day on 17th May 2016, including those for the first review and the targeted
literature review undertaken by the Knowledge and Library Services of Arden and Greater East
Midlands CSU to assess whether the assumptions in the Pre-Consultation Business Case (PCBC)
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www.england.nhs.uk/resources/resources-for-ccgs/#service-change
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were supported by the research evidence. The literature review was also made available to the
CCG as an appendix to the 8th July 2015 report.

Dorset CCG has set out a case for change and its preferred option for acute service
reconfiguration in the public domain. The preferred option was approved by its governing body on
18th May 2016.

The CCG has yet to finalise its out of acute hospital primary community and community-based
mental health models which it refers to as the Integrated Community Services (ICS) model. The
ICS model is due to be published in July 2016. However the CCG has made considerable
progress with its thinking on the out of acute hospital model since the first review. Some details of
the ICS modelling were made available to the ERT for this review.

It was clear that the CCG plans to go out to consultation on its preferred option for acute
reconfiguration but it was not clear at the time of the second review what preferred options it would
be putting forward for the ICS model.
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The Clinical Senate Council and ERT had to work within a very short time frame to produce this
report - approximately one-third of the time made available for the first review. However, a number
of the documents made available to the ERT in May 2016 had previously been made available to
the ERT in July 2015 so the team felt that they were able to respond comprehensively. Clinical
Senate Council membership was largely the same in July 2015 as it was in May 2016 with a few
additional members. A list of the Wessex Clinical Senate Council members at July 2015 and May
2016 is at Appendix C.

The ERT reviewed the service change proposals in the report to the governing body meeting on
18th May 2016, the ‘Response to the Senate Report’ document dated 3rd May 2016, the PreConsultation Business Case (PCBC) version 3.2.2 and supporting documents against the
appropriate key tests (including clinical evidence base) and the best practice checks that relate to
clinical quality. The ERT produced a report and version 0.2 of that report was shared with the
Clinical Senate Council on 24th May 2016. The Chair and several members of the ERT attended
the meeting on 24th May 2016 at which their findings were discussed.

The Clinical Senate Council was asked on 24th May 2016 to consider the ERT’s findings and to
comment specifically on:
i. The comprehensiveness and applicability of the review;
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ii. The content and clarity of the review and its suitability to the population in question;
iii. The interpretation of the evidence available to support its recommendations;
iv. The likely impact on patient groups affected by the guidance; and
v. The likely impact / ability of the health service to implement the recommendations.
The first version of this report was produced and shared with the Clinical Senate Council Members
for comment on 27th May 2016 at the same time it was shared with Dorset CCG for ‘fact-checking’.
It was then updated and issued as a final version in order to meet the assurance timescales and to
be published to coincide with the launch of public consultation.

4.

THE CLINICAL SENATE COUNCIL CONSIDERATIONS

The Clinical Senate Council congratulated Dorset CCG on its ambition to implement whole system
changes for healthcare in Dorset and recognised the extensive engagement process which it has
led with clinicians in the preparation of the pre-consultation business case. It shared the CCG’s
aspiration that this engagement would facilitate the implementation of the final plans.

The Clinical Senate Council found that the ERT findings were comprehensive, clear and
appropriate to the population in Dorset. The Clinical Senate Council welcomed the ambition to
move aspects of services to community settings. The Clinical Senate Council agreed with the
ERT that the CCG’s proposals for the acute hospital reconfiguration were reasonable and that the
preferred option for Royal Bournemouth Hospital to be the 24/7 trauma unit was also reasonable.
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The Clinical Senate Council recognised that the issues of isolation, access and social deprivation
required that a range of services were provided at Dorset County Hospital but noted that there
risks associated with sustaining an appropriate workforce. The ERT recommended the combined
Royal Colleges’ report on paediatric and maternity service provision in West Dorset to the Clinical
Senate Council. The Clinical Senate Council was satisfied that implementation of these
recommendations would result in the population of West Dorset having more choice for birth
plans, better access to midwife-led services, safer and more sustainable services for neonates
and more children being cared for out of hospital.

The Clinical Senate Council recognised that many aspects of this major reconfiguration of services
would be elaborated and refined in the coming years. Nevertheless, opportunities were identified,
both for the promoting of public and patient insight into the benefits of the Dorset CSR and for
enhancing clinical outcomes. Salient examples included the opportunity to co-localise in-patient
cancer services with acute and critical care, to use local healthcare hubs to address health
inequities, to define the pathways for the acute medical take proposed at Poole, to promote mental
health and the parity of esteem and to ensure that there was cross-system planning and
development of the workforce.

The Clinical Senate Council noted that the successful implementation of the project to deliver safe
and sustainable healthcare was predicated upon critical interdependencies of individual
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components, such as delivering integrated primary and community-based services so as to allow
reconfigurations in the acute hospital sector. The Clinical Senate Council was of the opinion that
these interdependencies should be explained to wider public in Dorset during the consultation
process.

i.

The comprehensiveness and applicability of the review.

The Clinical Senate Council was assured that the membership of the ERT on both occasions had
an appropriate range of skills and expertise to perform a comprehensive review of the CSR
proposals. The findings indicated an appropriate awareness of the demographical and geographic
context as well as familiarity with national standards, directions of travel and with healthcare
initiatives elsewhere.

ii.

The content and clarity of the review and its suitability to the population in question

The Clinical Senate Council found that the ERT findings were comprehensive, clear and suited to
the population in question. It was noted that the integrated primary and community–based
services (ICS) model was still in development and that this restricted the ability of the ERT to
assess this aspect of the Dorset CSR. However, the potential to use redesigned primary and
community-based services to address specific locality-based health inequalities was recognised
and welcomed.
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The Clinical Senate Council considered that there was an opportunity to revisit the acute services
model after these work streams had concluded, to assess whether some of the new integrated
ways of working which were proposed out of hospital could be implemented in hospital.

iii.

The interpretation of the evidence available to support its recommendations

The Clinical Senate Council agreed with the ERT that the CCG’s proposals for the acute hospital
reconfiguration were reasonable and that the preferred option for Royal Bournemouth Hospital to
be the 24/7 trauma unit was also reasonable. They welcomed the recommendations of the
combined Royal Colleges on paediatric and maternity service provision in West Dorset and
endorsed their report in full. When these recommendations have been implemented, the
population in West Dorset will have more choice/better access to mid-wife led services in the West
of Dorset, safer and more sustainable services for neonates and more children will be cared for
out of hospital.

The Clinical Senate Council endorsed the ERT’s view was that there was significant potential
patient benefit from the proposed separation of emergency services in the ‘Major Emergency
Hospital’ and planned care (or booked operations) in the ‘Major Planned Hospital’. These patient
benefits would include: improved outcomes, patient safety, reduced length of stay and fewer
cancelled operations, lower healthcare-acquired infection rates. The Clinical Senate Council
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agreed with the ERT that it was possible to quantify these benefits locally as they had been
demonstrated elsewhere in the UK.

It was noted that if the CCG’s preferred option was implemented then Poole Hospital would
become the planned care site and Royal Bournemouth Hospital would become the emergency
care site. The Clinical Senate Council agreed with the ERT view was that, based on the
information supplied, that this site allocation would be reasonable.

However, while the main focus at the Poole Hospital site is on Planned Care, there is intended to
be some acute provision on the Poole Hospital site and a better description of this service and
how it is explained to the public, should help facilitate understanding of the changes during the
consultation period. The Clinical Senate Council also advised the CCG to take the opportunity to
reconsider the configuration of cancer services on the Poole and Royal Bournemouth Hospital
sites.

The Clinical Senate Council’s understanding was that the proposed emergency care model is for
Royal Bournemouth Hospital to become a trauma unit with twenty-four hour, seven days a week
(24/7) consultant presence. Royal Bournemouth Hospital would not have a major trauma centre as
a major trauma centre would require neurosurgical and paediatric surgery services to be colocated on the Royal Bournemouth Hospital site. Major trauma centres were expected to serve a
14

population of 1-5 million people and the local major trauma centre already exists at University
Hospitals Southampton. Dorset County Hospital would have a trauma unit operating with a 14
hours a day seven days a week (14/7) consultant presence. The Clinical Senate Council urged the
CCG to use the nationally prescribed definitions in its communication with the general public and
staff (in italics above) 4.

iv.

The likely impact on patient groups affected by the guidance

The Clinical Senate Council thought that the CCG had made progress in assessing the likely
impact on patient groups affected by the guidance. Completed equality analysis forms for the work
streams had been provided5,6,7,8,9and a completed equality assessment form for out of acute
hospital care10.

The Clinical Senate Council observed that there was a growth in population in the urban areas of
Dorset and a decline in the population of the rural areas, which could affect the sustainability of
Dorset County Hospital in the longer term and was supportive of the CCG’s plan to design
different ICS services to meet these local needs.

4

https://www.england.nhs.uk/commissioning/spec-services/npc-crg/group-d/d15/

5

Evidence 5: Maternity and Family Health
Evidence 6: Integrated Health and Social Care Locality Teams, Long Term Conditions, Frail and Elderly,
7
Evidence 7: Urgent and Emergency Care
8
Evidence 8: Planned and Specialist Care
9
Evidence 9: Mental Health Acute Care Pathway
10
Evidence 10: out of hospital services
6
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The Weymouth ‘hub’ was designed to meet the specific needs of that population and the Clinical
Senate looked forward to hearing how the other ‘hubs’ would be designed to specifically meet the
very different needs of (for example) the Sherborne and the Boscombe populations. It is important
for the commissioners to have an understanding of the impact of the reconfiguration on inner city
and rural localities where there were probably already inequalities on service provision. In inner
city Southampton, for example, the incidence of COPD was 60% higher than in other populations.
There are inner-city communities in Poole and Bournemouth and rural isolated communities in
North Dorset whose needs need to be similarly addressed by the ICS and imaginative in-hospital
models.

The Clinical Senate Council noted that the ERT still had unanswered questions about the mental
health and integrated community services work streams because these plans had not been
finalised in time for the review. So, at the time of the review, there was an absence of analysis of
the current position of how many packages of social care are outstanding, how many delayed
discharges there were, what gaps in rehabilitation services there were and how the new ICS
model would improve the position. Pathways had been developed but in the absence of a finalised
ICS model, the Clinical Senate Council was not able to state that the modelling on future use of
community hospitals (a potential to reduce from 13 to 6-7 strategically located sites has been
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identified) or the assumptions that hospital activity would reduce based on new primary and
community care ‘hubs’ was reasonable.

v. The likely impact / ability of the health service to implement the recommendations
The Clinical Senate Council recognised that implementation of the CSR and of the
recommendations of the ERT would require the coordinated delivery of change in the acute
hospital, community and primary care sectors. It welcomed the inclusion of local government
services in the ongoing ICS work programme.

The Clinical Senate Council noted that there are national shortages in some staff including A&E
consultants, GPs and community nurses particularly community paediatric nurses. They noted the
ERT’s concerns about the ability to recruit staff particularly in the West of Dorset. However, the
successful delivery of patient-focussed service changes, network working, enhanced skill mixes
and the targeted implementation of telemedicine should all contribute to successful
implementation.

4.

OPPORTUNITIES

The Clinical Senate Council noted that the CCG had addressed most of the recommendations
from the first review (report published 8th July 2015). However, the Clinical Senate Council
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consideration was that the CCG had opportunities before, during and after public consultation to
make progress on the following issues:
4.1. The impact of the out of hospital (ICS) model on the number of hospital beds required –
the ICS model will not be finalised until July 2016 so the Clinical Senate Council was
unable to reach a conclusion on this;
4.2. The desirability of co-location of in-patient radiotherapy, acute oncology and emergency
and critical services on the same hospital site. The current plan is for Poole Hospital to
retain radiotherapy and acute oncology and for Royal Bournemouth Hospital to provide
emergency services;
4.3. The sustainability of acute services at Dorset County Hospital;
4.4. The provision of acute medical care at Poole Hospital in addition to GP-led urgent care
centre
4.5. The implementation of the parity of esteem agenda –the mental health model will not
be finalised until July 2016 so the Clinical Senate Council was unable to reach a
conclusion on this;
4.6. Workforce planning;
4.7. How the CSR will be implemented (the ability of the acute care collaboration vanguard
to implement the model, the link with the Dorset Sustainability and Transformation Plan
and risk assessment of partial implementation); and
4.8. How the change is explained to the general public.
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The services on each site in the new model were summarised in the paper to the CCG Governing
Body on the 18th May 2016, but neither the ERT nor the Clinical Senate Council were clear where
vascular services would be provided in the new model or what the implications of the new model
were for other specialised services currently provided in Dorset.

4.1.

The impact of the Integrated Community Services Model (ICS) on the number of
hospital beds required

The Clinical Senate Council commended the CCG on the progress in their thinking about the
Integrated Community Services (ICS) model, which was impressive as a concerted effort had
been made by the CCG to completely redesign of out of acute hospital, primary, community, social
care and mental health services to better meet the needs of the Dorset population.
The Clinical Senate Council endorsed the ERT view that once the potential for delivery of services
out of hospital in the hubs and in community hospitals had been fully assessed, then there was an
opportunity to reconsider the number of beds proposed in the acute settings and the percentage
reduction in hospital activity expected as a result of the reconfiguration (25% non-elective and
20% reduction elective).

Although there was also an opportunity to further explore the potential for the use of community
hospital beds as step up or step down beds and to further explore how to best use and staff
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community-based urgent care centres, the Clinical Senate Council would encourage the ambition
to support patients to return directly to their original abode after an episode of hospital care.

The CCG has taken considerable steps to think through what is needed to provide health and
social care across the whole system, aligning with Local Authorities, Health Education England
(Wessex) and other organisations.

In the targeted literature review, evidence was found that a 35%-55% reduction in acute bed
numbers had been achieved elsewhere with additional investment in primary and community care.
The number of beds required in the future was dependent on the new service configurations in the
ICS model. A dis-investment plan for the acute hospitals was needed and any reduction in acute
service activity would need to be supported by new pathways in the community.

The Clinical Senate Council noted that the number of beds on each of the acute hospital sites had
yet to be confirmed. The national UK average for the number of hospital beds was 3 per 1000
people in 2011. It was noted that comparison between Dorset with other parts of the UK with
similar demographics and services would inform the consultation process.

There is an opportunity to undertake further detailed capacity modelling and forecasting, to clarify
the impact would be of the change in the number of beds across the whole system on patient
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flows within Dorset and on neighbouring Trusts and also how risks of partial implementation (e.g.
Royal Bournemouth Hospital increases capacity but Poole Hospital fails to decrease capacity
within the same timescales) would be mitigated. Table 1 below sets out the bed numbers that the
ERT discussed:
Table 1 – Bed Numbers before and after
Hospital

Bed

Bed

Proposed

Bed

numbers

numbers per

bed

numbers per

at present

1000 people

numbers

1000 people

in 2016

(range

in 2025

supplied)
Poole (as Major Planned Hospital)

654

180-300

Royal Bournemouth (as Major

741

900-1,100

415

320-360

Emergency Hospital)
Dorset County Hospital
Community Hospital Beds

30111

Total

2111

13912-30113
3

1539-2061

2-3
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Excludes 12 Mental Health Inpatient Beds at Weymouth Hospital
There are 13 community hospitals in Dorset currently. The CCG has not yet confirmed how many community hospital beds it is
proposing there would be in the new out of hospital model. Initial modelling has suggested that as few as 6 strategically located
sites may not reduce journey times for more than 5-10% of the general public. This figure has been calculated by dividing the
number of community hospital beds by 13 and then multiplying by 6
13
This figure is based on the assumption that community hospital bed numbers stay the same.
12
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The ICS model would not include specialist mental health but would include primary mental health
and management of long term conditions (including mental health). It would not include specialist
dementia services. The Clinical Senate Council considered that this model would assist with the
delivery of the parity of esteem agenda out of hospital.

The Clinical Senate Council believed that there was an opportunity in the ICS model to describe
how a number of new care pathways including long-term conditions and frail older people in
Dorset would impact on the acute hospital model.

In the report of the first review, the ERT noted that there was evidence in the targeted literature
review that the introduction of community geriatricians could reduce hospital admissions for frail
older people by up to a quarter. Another study showed that high quality clinical decision making
around the time of admission plus sufficient capacity in community services could reduce hospital
admissions by 21-32% and a model whereby the community matron and social worker put
together care plans in partnership similarly reduced hospital bed days in the over 65 population by
40%. The impact of these initiatives in Dorset would depend on what already had been achieved
to avoid hospitalisation of the older person, but there is considerable potential to develop a primary
and community care model which reduced admissions and the length of hospital stay.
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The ERT were not aware of the clinical evidence base which would support a self-referral chest Xray screening service.

The Clinical Senate Council endorsed the ERT’s view that there was considerable potential, as yet
unmet, to explore new pathways in the documentation for those requiring end of life care given
that there is evidence that 80%14 of health and social care expenditure is spent on patients in their
last year of life. There is an opportunity for the ICS model to incorporate end of life services, with
modelling based on expected numbers of deaths and to assess what capacity in the community
there would be to support patients at the end of their lives at home, in hospices or nursing homes.
There is an opportunity to clarify what the plans were for promoting advanced care planning
including the third sector to prevent unnecessary admissions in this patient group e.g. from nursing
homes.

The Clinical Senate Council welcomed CCG plans to incorporate social care and voluntary and
third sector workforce modelling data to inform their future role as part of the ICS teams. Local
authority or the NHS commissioned beds in care homes should be included in the modelling and
also the option to use nursing home beds as an alternative to community hospitals where
appropriate.
14

Patients in their last year of life account for 80% of the Federal Medicare Programme expenditures, half of it by those in their
last two months of their life. This includes health care, prescribing costs and social care. There is no comparable data from the
UK but in the United Kingdom about 20% of hospital bed days are covered e d of life are. E trapolated fro ‘The pote tial
cost savings of greater use of home- and hospice based end of life care in England by Evi Hatziandreou, Fragiskos Archontakis,
Andrew Daly in conjunction with the National Audit Office 2008.
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The Clinical Senate Council noted that Local Authorities already face significant financial
challenges and these were expected to escalate in the future. It was not clear how sustainable the
social, private and voluntary services in Dorset were and whether investment or market
development plans existed for them. There was an opportunity to address this and to assess the
availability of good residential and nursing home provision in Dorset before the ICS work was
completed in July 2016.

Further work was needed nationally to incentivise the alignment or pooling of health and local
authority commissioning budgets to benefit patients more and provide more incentives for change
across the whole health and social care system.

4.2.

The desirability of co-location of Radiotherapy, Oncology and Emergency Services
on the same hospital site

The Clinical Senate Council noted that the model proposed was for a networked Dorset Cancer,
Radiotherapy, Chemotherapy and Oncology Service to be provided from the Poole hospital site
with major emergency services provided at the Royal Bournemouth Hospital site.

The Clinical Senate Council welcomed the aims of the model which was for the cancer service to
be delivered close to home where possible and to improve access to radiotherapy and
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chemotherapy. The ERT had noted that there was a national shortage of radiotherapists, physics
staff, and clinical oncologists so workforce plans which would need to be in place to address the
sustainability of the new model. Radiotherapy services in the model proposed for cancer services
would be provided from LINACS (linear accelerators, the machines most commonly used to
deliver external beam radiotherapy treatment) at Poole Hospital and Dorset County Hospital.

The Clinical Senate Council’s advice was that acute oncology should be co-located on the same
site as acute and intensive care. This was based on the need to manage patients who presented
acutely with malignancy or the complications of therapy together with the need for intensive care
for critically ill oncology patients. In particular the Senate Council heard convincing evidence that
patients requiring in-patient radiotherapy, such as those with upper aerodigestive tumours and
cerebral metastases, should be in a facility that could provide the services of an acute emergency
hospital.

The Senate Council believed that separation of these treatment facilities from the

services of an acute emergency hospital could be a regressive step with significant risks to patient
safety and to the sustainability of the Dorset cancer service.

The Clinical Senate Council received information from NHS England Specialised Commissioning
on the current replacement plans and proposed location of the LINACS in Dorset. One of the four
LINACS currently at Poole Hospital was due to be replaced by a new unit at Dorset County
Hospital in 2017 and this would be supplemented by a second LINAC at Dorset County Hospital
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funded from private donation. The remaining three LINACS at Poole Hospital would need to be
replaced in the next five years.

The Clinical Senate Council strongly recommends that the opportunity of the required LINAC
replacements be availed of to provide comprehensive in-patient oncology services on the Major
Emergency Hospital site as well as local facilities for ambulatory treatments.

As Royal

Bournemouth Hospital is the CCG’s preferred option for the Major Emergency Hospital, this could
be implemented in the context of the building work that would need to be undertaken on the Royal
Bournemouth Hospital site to accommodate the services to be relocated there.

The Clinical Senate Council received advice from the Chair15 of the External Review Team (who
has played a leading role in improving cancer outcomes over the last 20 years) on the clinical codependencies that had been taken into account in service reconfigurations proposed elsewhere in
the UK. Patients currently receive acute oncology and planned oncology services at Poole
Hospital and this co-location of acute oncology and planned oncology services was a desirable
service co-location which should be replicated in the new model of acute service reconfiguration.
15

Jane Barrett chaired the External Review Team for the Dorset Clinical Services Review. She is currently the Chair of Thames
Valley Clinical Senate. She qualified in medicine from Bristol University and moved to the Thames Valley in 1980. She trained
part-time in Clinical Oncology in Reading, Oxford and Paris and was a Consultant Clinical Oncologist at Berkshire Cancer Centre
Reading 1991-2013. She was the Medical Director of Thames Valley Cancer Network from its inception in 2001 until 2007. Over
the last 20 years, Jane has played a leading role in cancer Improving Outcomes Guidance working with Mike Richards, Bob
Haward and NICE as well as serving on the National Radiotherapy Advisory Group and its subsequent Implementation Group
(NRIG) and on the National Chemotherapy Advisory Group, NCIG and the National Cancer Strategy Board. Jane has had a long
association with The Royal College of Radiologists and was elected its President in 2010 the first from the Faculty of Clinical
Oncology to be elected by the Fellowship and the first woman President from the Faculty. She was awarded the O.B.E. in 2014
for services to Radiology. She now is a strategic advisor to the North of Scotland and to Hampshire Hospitals NHS Trust for
cancer services and also chairs Hospital inspections for the Care Quality Commission.
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The Clinical Senate Council noted that the ERT had received no details about the chemotherapy
service and were not clear where would it be delivered beyond the reference that ‘chemotherapy
would be more readily available in community’.

4.3 The sustainability of acute services at Dorset County Hospital
Whilst the Clinical Senate Council recognised the need for a trauma unit in West Dorset at Dorset
County Hospital, they had concerns (which were also voiced in the first review) about whether it
would be possible to staff the new model given current and future workforce availability. An
example was A&E where the introduction of a 24/7 model across two sites would increase the
staffing requirement.

The ERT discussed the intention for a consultant rota across three sites and whether this was
practical given the distance from Poole to Dorset County Hospitals. A question was posed as to
how attractive these network roles would be to scarce A&E consultants. It was noted that there
was a national shortage of A&E consultants. The ERT discussed whether it would be possible to
adjust the rota (say to work two half-shifts in different locations) to achieve this, but noted in the
A&E example that there could be problems with on call commitments if the pressure rose in the
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place the consultant had just left and there was a risk of it overwhelming the clinical resource
available.

There were also concerns raised about the ability of Dorset County Hospital to staff the obstetricled maternity service and paediatric service in the short term.

In the PCBC, there was as yet no information on the number of operations per surgeon by
specialty so the ERT did not know whether the surgeons had sufficient cases to meet Royal
College guidelines in the current or new model. There was also no modelling of current and future
hospital activity in the PCBC with a few exceptions (stroke).

The ERT also had concerns that Dorset County Hospital would be unable to sustain the level of
trauma, neonatal and paediatric services planned given staffing constraints and the
population/catchment numbers, but noted that it is a requirement of a trauma unit that TARN data
has to be submitted so the quality and safety of this service could be monitored through the CCG
assurance process on an ongoing basis. Similar monitoring could be introduced for neonatal and
paediatric services.
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The Clinical Senate Council noted the CCG’s proposals to continue to provide elective and
emergency cardiology services at Dorset County Hospital and observed that given the
geographical and transport considerations, this seemed appropriate at the time of review, provided
that the clinical outcomes remain good. In the longer term, the relatively low number of patients
with heart attacks requiring angioplasty may conflict with national guidance on minimum case
numbers per hospital and the benefit of timely local treatment will need to be weighed against the
risks of being transported to a larger but more distant centre.

The Clinical Senate Council noted the ERT’s concerns that on weekdays there would be three
sites providing assessment for urgent and routine referrals for Transient Ischemic Attacks (TIA) or
‘mini-strokes’: one in East Dorset, one at Dorset County Hospital Foundation Trust (DHFT) and
one at Salisbury Hospitals Foundation Trust (SHFT). In contrast: “at the weekend one site would
provide the TIA service, rotating with SFT so 2 in 3 weekends there will be a service in Dorset”.
The ERT was informed that this was how the service was provided at present but observed that
there were risks in the operational practicalities that this posed for the ambulance service and
noted that there was a national desire (but not yet a guideline) for a three-hour time to treatment
for stroke patients. The Clinical Senate Council thought that there was an opportunity to provide
the TIA service remotely using telemedicine and asked the CCG to appraise this option (as it had
been implemented in remote and offshore areas of Scotland) as well as communicating further
with the ambulance service.
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In mitigation of the risk that the trauma unit will be unsustainable due to staffing constraints, the
Clinical Senate Council accepted the ERT advice to the CCG that they consider an alternative
model as a back-up plan or ‘Plan B’: the use of air ambulance with medical support and/or
advanced practitioners.

In mitigation of the risk that maternity, neonatal and paediatric services will be unsustainable due
to staffing constraints, the ERT advised the CCG to pursue the option of integration with the east
and move to the network model simultaneously for maternity and paediatric services.

4.4. The provision of acute medical care at Poole Hospital
The model for Poole Hospital was for it to have a local emergency service, which the CCG refer to
as an “urgent care centre” staffed by GPs and Advanced Practitioners. However, there was also a
reference to ‘sub-acute medicine’. The Clinical Senate Council noted the comment of the ERT that
GPs do not deliver acute medicine so there would be a need for consultant presence at Poole
Hospital for the acute medically ill patients.

The Senate Council’s view was that there was an opportunity to further describe the model
proposed for Poole Hospital with particular reference to (consultant) medical care input. The
Clinical Senate Council agreed with the ERT recommendation that a significant proportion of an
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‘acute medical take’ could be catered for at a local hospital (based on the Lymington Hospital
experience). It was felt that the figure of 30% quoted for ‘acute medical take’ was conservative and
questioned the use of the term ‘sub-acute medical’ admissions.

4.5.

The implementation of the parity of esteem agenda

The vision that the Five Year Forward View (FYFV) set out when it was published in October 2014
was that the NHS would take decisive steps to break down the barriers in how care is provided
between family doctors and hospitals, between physical and mental health, between health and
social care.
The Clinical Senate Council noted that the ICS model would not include specialist mental health
but would include primary mental health and management of long term conditions (including
mental health). It would not include specialist dementia services. The Clinical Senate Council
considered that this model could be flexed to assist with the delivery of the parity of esteem
agenda out of hospital.

The CCG’s Mental Health work stream had just commenced at the time of the first review. A
number of acute care pathways have now been provided, outlining access to care in a crisis and
current NHS England priorities such as Dementia and Child and Adolescent Mental Health
Services. The Clinical Senate Council noted the fact that the ERT commended the CCG on the
quality of the work on mental health services, but shared the ERT’s concern that mental health
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had been a separate work stream in the Clinical Services Review which perpetuated ‘silo’ working
and that the work on mental health services transformation had yet to be completed - with a
strategic business case due in July 2016.

The Clinical Senate Council noted the ERT’s observations that there had been excellent work
undertaken by the CCG with regard to primary and community-based services in this area, but felt
that the acute ‘in-hospital’ model did not break down barriers to the same extent as the ICS ‘out of
hospital’ model. There was an opportunity to revisit the acute hospital model and seek assurance
from the acute providers that there is indeed ‘no health without mental health’. Dorset has the
third highest number of people recorded on the GP register with severe mental illness in Wessex
(behind Southampton and the Isle of Wight) and Bournemouth has a persistently high number of
drug-induced deaths per annum.

There was an opportunity in the ICS model to achieve a significant improvement in patient
outcomes by adopting a local multi-disciplinary multi-professional integrated health and social care
team approach across mental, and physical health services (including sexual health and
substance misuse services) and there was a concern now voiced that the acute hospital model
was lagging behind by not considering similar radical ways of working on each of the acute
hospital sites.
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4.6.

Workforce Planning

The CCG has outlined in part what the models of care would look like to deliver in terms of
workforce, estates and numbers. An additional level of granularity has been provided but the
workforce data was still being refreshed. There was no information on the age profile of the
workforce – this may pose a significant risk if a proportion of the workforce is nearing or over 55
for whom this could be one change too many. The workforce plans need to be developed to
include detailed numbers, types and ages of staff and mitigation of such risk.

There was an opportunity across the CSR to provide further clarity on the numbers of staff needed
by type, what steps needed to be put into place for recruitment and retraining and which area or
staff group needed to be focused on first. There was also an opportunity to provide further clarity
on the numbers and type of staff who would be retrained with an assessment of what the potential
was for retraining.

It was noted that, although the professions were listed in the ICS documentation by current title
(practice nurse, community nurse etc.), in the future model they will be nurses in integrated teams
in a ‘hub’ working with federated GP practices. The allied health professional (AHP) role was
being considered as part of the ICS model. The Clinical Senate Council endorsed the ERT view
that there was potential to boost rehabilitation services in patients own homes to improve
outcomes and reduce readmissions.
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The Clinical Senate Council welcomed CCG plans to incorporate social care and voluntary and
third sector workforce modelling data to inform their future role as part of the ICS teams. There
was also an opportunity to include local authority and NHS commissioned beds in care homes in
the modelling and also to consider the option to use nursing home beds as an alternative to
community hospitals where appropriate.

The Clinical Senate Council identified the need to implement cultural change in the current and
future workforce, in terms of realignment of staff loyalties from institutions to the wider community
of people in need of services. This will be critical for the successful implementation of networked
working and a development programme for this change should be included in the plans.

There was an opportunity to spell out how school nurses, health visitors, other local authority
commissioned services and the third sector fit into this model. Their ongoing role as part of the
wider primary care team and as part of the wider children’s workforce and the assessment of the
implications of the transfer of responsibility for commissioning this service to Local Authorities
could deliver significant patient benefit.

There was an opportunity to clarify the need for specialists and generalist nursing in the
community: the ERT had noted that the success of the management of diabetes patients in the
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community depended on whether that patient was seen by a specialist diabetic nurse in the
practice. The ability of the CCG to manage half of the diabetic patients in practice rather than send
them to outpatients would therefore depend on access to specialist nurses in the community.

Once the ICS model was complete there was an opportunity to produce a workforce strategy and
investment plan for primary and community services so that the general public can understand
better the changes proposed for primary and community care and what incentives the CCG would
use to achieve the changes required over the next five years. The new model would require
changes in the primary and community care workforce in terms of numbers of staff required and
new types of roles needed. The CCG should work closely with Health Education England
(Wessex) to achieve this. The CCG was aiming to finalise the ICS model by July 2016.

The Clinical Senate Council noted that there are national shortages in some staff including A&E
consultants, GPs and community nurses particularly community paediatric nurses. They noted the
ERT’s concerns about the ability to recruit staff particularly in the West of Dorset. However, they
believed that there was an opportunity to consider imaginative options for the delivery of those
services to mitigate this by working closely with Health Education England (Wessex) on the
development of new roles and consider new incentives (such as bursaries for training and
increased pay). They also noted that there was an intention to shift acute nurses into community
settings: this would have many implications in terms of need for retraining, skill mix, willingness of
35

staff to change role, the desirability of the job role, pay and off-site supervision but would also
have considerable benefits in the retention of experienced staff and the ability to care for very frail
people in their own homes, avoiding admission to hospital.

It was not clear what 24/7 meant for community services and if in fact it was needed. There were
questions about staff consultation and as yet it was unclear whether hospital or community staff
members were aware of what was proposed in the ICS model.

The Clinical Senate Council noted that ‘My Health My Way’ was commended by the ERT for
promoting self-management and providing encouragement to those who are already motivated.
The Clinical Senate Council thought that there was an opportunity for the ICS model to provide
additional support for those people who are not motivated or who are struggling to make changes
to their lifestyles. The behavioural change interventions have been described but not yet applied to
the modelling so there is an opportunity to assess how much demand they would take out of the
system.

It was acknowledged that some of the job roles needed were new e.g. the future health service will
require staff who can treat both physical and mental illness. The Clinical Senate Council advised
the CCG to work closely with Health Education Wessex to pilot some of these roles as soon as
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possible. Inducements may be needed to attract staff to work in certain locations beyond the
opportunity to train in different settings (although this initiative was welcomed).

The Clinical

Senate Council believed that there is an opportunity to start this work now and there is a need to
proceed at risk – this work stream should not be stalled by the consultation process - as it takes
time to grow new or different staff.

The Clinical Senate Council welcomed the fact that the CCG is considering new roles as part of
ICS such as peer support worker and advocate roles – these are likely to be peer experts and
some will have experience of using health and social care services. There was an opportunity to
consider new roles in the acute setting also. The Clinical Senate Council noted that it is important
to test or pilot these new roles as ERT members had some concerns about the extent of the peer
support worker and advocate role as described in the documentation - the role as described in
cancer services seemed to be similar to the specialist cancer nurse role at present.

4.7.

How the Clinical Services Review will be implemented (the ability of the acute care
collaboration vanguard to implement the model, the link with the Dorset
Sustainability and Transformation Plan and risk assessment of partial
implementation).

The Clinical Senate Council heard that the NHS did not make it easy for the general public to
understand where to go when they need treatment. This has the result that there are people who
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attend local emergency and trauma units who do not need to do so. The ERT heard that minor
injury units were underused in Dorset. The CCG has an opportunity to develop a coherent plan
and communicate it to the public in simple terms and some of these changes could be
implemented now, so that there is capacity later to ‘scale up’ services at Royal Bournemouth
Hospital in a phased way.

The Clinical Senate Council endorsed the recommendation in combined Royal Colleges’ report on
paediatric and maternity service provision in West Dorset that an urgent decision should be made
within six months to integrate services between Dorset County Hospital and Yeovil District
Hospital resulting in one site delivering consultant-led obstetric care and one site with a midwifery
led unit, one site delivering an inpatient paediatric service and the other site with a paediatric
assessment unit.

The Clinical Senate Council endorsed the ERT’s advice to the CCG to pursue this option and the
integration with the east and move to the network model simultaneously, noting the ERT’s concern
that Yeovil Hospital had issued a public statement, which said ‘whilst the report does suggest
opportunities for making changes to maternity and paediatric services in our hospital, we have
discussed these in detail with Dorset CCG, Somerset CCG and the authors from the Royal
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College and at this stage have concluded that there is not currently a case for change which
represents the best interests of our entire patient population in Somerset and beyond.’’16

The Clinical Senate Council thought that there was an opportunity to undertake further work prior
to implementation with South Western Ambulance Services (SWAS) to assess the impact of
increased journey times on the availability of ambulances as modelling elsewhere had shown a
considerable impact.

At the same Clinical Senate Council meeting on 24th May 2016, the draft Sustainability and
Transformation Plan for Dorset was also discussed. It was noted that Dorset CCG together with
local government partners is considering the formation of one integrated health and social services
body for Dorset as is taking place in other communities (such as Manchester, Cornwall and
Liverpool) and is examining the potential benefits of this type of accountable care model for the
patients.

Neither the Clinical Senate Council nor the ERT had seen a detailed analysis of the risks of partial
implementation and therefore expected that it would emerge from the consultation process. There
was an opportunity to create a clinical risk assessment across the whole system, given the scale
of the change and the potential impact if only part of the vision was achieved, on quality of care
16

http://www.dorsetecho.co.uk/news/14432277.Hospital_claims_service_mergers_is__not_in_best_interests/
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during the transition and on the sustainability of the whole plan. The scale of the change is such
that if it were not implemented in full, there would be significant pressures on parts of the system
that could result in service failures.

4.8.

How the change is explained to the general public

The Clinical Senate Council recognised how important it is that the key messages have been, and
will be, communicated accurately to the general public and staff. Experience elsewhere has shown
that within the local population, some will perceive themselves as “winners” and others as “losers”
as a result of these proposals. It will be crucial that the concerns of the perceived “losers” are
acknowledged and addressed directly: that communication and engagement activity ensures any
misconceptions about actual impact are corrected: and that the proposals are seen in the context
both of securing the best outcomes for the whole population and securing equal access for all.

The Clinical Senate Council noted that is important to accurately describe how the services were
performing at present, even if this is uncomfortable, in order for people to be able to assess the
potential benefits of the change. For example: there is information on how Dorset CCG is
performing on a range of targets in comparison to the best CCGs in the country which could be
used as a starting point. Also, the ERT heard that services in Dorset all have different criterion for

40

admission so the opportunity to standardise the response in line with best practice and the
anticipated improvements in outcomes and access could be articulated.

The Clinical Senate Council recognised that there is a challenge to describe accurately what the
local emergency service would provide as it was believed that the expectation of the general
public was that every A&E department is the same. The ERT noted that the provision of minor
injuries services have not yet been reviewed and observed that the challenge is staffing them with
people with the right skills. There is no minor injuries unit at Royal Bournemouth Hospital currently
so a large number of people with minor injuries go to A&E. The Clinical Senate Council thought
that there was a potential benefit to the early resolution of this issue.

The Clinical Senate Council was encouraged by the relayed information that Dorset had a high
uptake of the summary care record. The CCG’s decision to introduce a Dorset Health Record was
welcomed. The ERT had noted that this could be a valuable tool for the management of care out
of hospital. The fact that the record will be a resource for the integrated teams was a local benefit,
but it would require regular auditing to make sure that the information was used by the right
professional in the right place at the right time. The importance of consent was highlighted and the
ERT had noted that there was potential for confusion at present with a Dorset Health Record,
Summary Care Record and an Enhanced Summary Care Record all in operation or proposed for
the Dorset population.
41

There was an opportunity to explain in clear terms what might be the potential benefit from the
single point of access in Dorset. At present, it is impossible for patients to access acute services
other than via A&E departments in some hospitals. Another local potential advantage was the fact
that 999, 111 and out of hours services were all managed by the same provider (SWAS) so the
opportunity for improving access by diversion or sign-posting to the right professional in the right
place at the right time was there. This data which was held by SWAS had not yet been
interrogated in the documentation provided to assess the potential for improvement.

The ERT had not yet seen information on what services patients could expect to receive from
social care/primary care/community services/hubs/community hospitals/acute hospitals to
demonstrate how the proposed whole system model was different from what was currently
available but had some confidence that this would be available when the ICS model is complete.
An investment plan for out of hospital services was needed to assure the sustainability of the
clinical services.
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