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Executive Summary  

This paper sets out the work which has been undertaken to consider how the acute (hospital based) service 
needs of Isle of Wight residents should be provided in future to ensure the same standards of care to our 
patients as is provided anywhere else in the country. In future, acute services will be delivered on Island first 
wherever clinically appropriate and local residents will only have to travel to receive services when it is essential 
to do so. Health and care services will be delivered in a more joined-up way between hospital services and with 
community, primary and social care on the Island. 
The local care system (comprising the Isle of Wight Clinical Commissioning Group, the Isle of Wight NHS Trust 
and the Isle of Wight Council) commissioned an intensive work programme with the support of McKinsey and 
Company to work with key local stakeholders on the Island and across the Hampshire and Isle of Wight 
Sustainability and Transformation Plan footprint to develop and evaluate the options for configuring acute 
hospital services to as part of the overall Local Care Plan.  

 
The attached paper sets-out the Local Care Board’s recommendations which are being presented to the Isle of 
Wight Clinical Commissioning Group Governing Body for approval on 1st February. The recommendations set-
out in this paper, represent a significant milestone in developing the plans to ensure that the acute services 
available to local residents are sustainable. However, once agreed, these recommendations are the beginning 
of a process over the coming months to develop and test these proposals, which will involve local residents, 
staff, professionals and other stakeholders, as well as external scrutiny through NHS England’s assurance 
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process. This will ensure that before any plans are implemented they are robust and credible in meeting 
Islanders future care needs. 
 
A shortlist of clinical models for reconfiguring acute services, which seek to address the Case for Change, and  
meet the needs of local residents has been developed. These options have been assessed against agreed 
evaluation criteria and a recommendation has been made by the Isle of Wight Local Care Board at the meeting 
on 11th January 2018. The Local Care Board convened a panel to receive the expert advice from the chairs of 
the workstream sub groups and contributions from key partners and stakeholders, including patient 
representatives. 
 
Following the panel, the Local Care Board recommended that, of the five shortlisted options considered, Option 
Four should be supported subject to further refinement by the local care system and formally endorsed by the 
Clinical Commissioning Group Governing Body. This option envisages 89% of current activity is retained at St. 
Mary’s Hospital and that it should become an Emergency and Elective centre with enhanced stabilisation 
capability, a retrieval service supported by the mainland and a flexible, integrated workforce in key specialties. 
Changes to capacity and the future critical care model proposed in this option would only be implemented where 
they are matched by the actual changes to pathways and activity. 
 
The Local Care Board recommended that this option should be supported because it will best meet the 
challenges set-out in the Case for Change and it will better future-proof the Island’s acute care system. It will 
also provide the most positive, innovative solution to meeting the needs of local residents in the years ahead. It 
accepted that Option Four most strongly aligns with the Local Care Board vision and will best ensure Island 
residents are afforded the same health outcomes as any other NHS patients across the country. 

The Local Care Board therefore recommends that: 

• The optimal level of acute services are retained on Island (approximately 89% of current activity) to 
provide maximum local access in a sustainable configuration 

• A proportion of higher acuity/more complex activity (11%) is transferred to mainland providers where 
better outcomes can be ensured 

• There will be a net reduction in the overall journeys (by approximately 500) that Islanders need to make 
to the mainland to receive acute services by using technology to replace some outpatient appointments 
and re-locating other elements of care pathways back onto the Island, such as pre-operative 
assessments 

• In implementing the changes it will be vital to ensure that the capacity at St Mary’s Hospital matches the 
activity that will be undertaken, and local residents are able to choose to receive appropriate planned 
care services on the Island 

The Local Care Board takes very seriously the concerns of clinicians about the safety risks associated with 
implementing Option Four. It has also taken on the concerns of mainland partners about the deliverability of this 
option. Consequently, the Local Care Board recommends that Option Four is adopted by the Clinical 
Commissioning Group Governing Body on the condition that it is further refined and developed by addressing 
the following delivery risks as part of the next stage of the programme by: 

• Defining the workforce integration requirements by focusing on the key specialties where change is 
most required 

• Ensuring that any changes to capacity and the future critical care model will only be undertaken where 
they are matched by the actual changes to the pathways. This will include the need to define and 
ensure a credible and seamless transfer and retrieval system is in place. 

The intention is that these proposals will be developed and presented alongside the aligned community service 
proposals for public consultation on the future configuration of acute and community services.  

In order to move to a position where a set of final proposals are in place that have been refined, developed and 
been subject to external assurance, it will be necessary to undertake the following work programme over the 
coming months: 

• Further work with mainland partners, both the Solent Acute Alliance and wider geographical  partners, 
to explore the best solution to deliver the Island’s workforce and activity challenges 

• Seek the leadership of the Hampshire and Isle of Wight Sustainability and Transformation Partnership 
(STP) and our Regulators, to support and facilitate as a matter of urgency the work required on the 
workforce and pathway changes 

• Prioritise the implementation of the community and out of hospital model to ensure the effective delivery 
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of our overall Local Care Plan vision 
• Moving into the next phase of stakeholder engagement including more intensive work to engage with 

local residents to discuss the recommended proposals and to listen, record and respond to feedback to 
inform the development of the proposals 

• Drawing together the refined acute and community service review proposals into an overall local care 
plan reconfiguration proposal which will then be subject to the NHS England led external programme 
assurance process 

• When the proposals have successfully completed programme assurance the local care system will 
have authority to proceed to formal Public Consultation before the end of 2018 

 
 

Key Recommendation 

The Board is recommended to: 

• Note the ‘Transforming Acute Services for the Isle of Wight’ report which is being presented to the Isle 
of Wight Clinical Commissioning Group for approval on 1st February 2018. 

• Support the recommendations set-out in the report. 

•  
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Governing Body - Part I 
Acute Services Redesign (ASR)  

Sponsor: Helen Shields, Chief Officer 

Summary of issue: 

This paper sets out the work which has been undertaken to consider 
how the acute (hospital based) service needs of Isle of Wight residents 
should be provided in future to ensure the same standards of care to 
our patients as is provided anywhere else in the country. In future, acute 
services will be delivered on Island first wherever clinically appropriate 
and local residents will only have to travel to receive services when it is 
essential to do so. Health and care services will be delivered in a more 
joined-up way between hospital services and with community, primary 
and social care on the Island. 
 
The recommendations set-out in this paper, represent a significant 
milestone in developing the plans to ensure that the acute services 
available to local residents are sustainable. However, once agreed, these 
recommendations are the beginning of a process over the coming 
months to develop and test these proposals, which will involve local 
residents, staff, professionals and other stakeholders, as well as external 
scrutiny through NHS England’s assurance process. This will ensure that 
before any plans are implemented they are robust and credible in 
meeting Islanders future care needs. 
 
As a result of the work done to date, options have been developed to 
address the issues faced by Island services. These options have been 
assessed against agreed evaluation criteria and a recommendation has 
been made by the Isle of Wight Local Care Board which met to consider 
the options with local and mainland stakeholders on 11th January 2018. 
 
This work has been clinically-led and has had the active engagement and 
commitment from a wide range of local clinicians and from our other 
Solent Acute Alliance (SAA) partners (University Hospital Southampton 
NHS Foundation Trust and Portsmouth Hospitals NHS Trust). The work 
also builds on and is central to the delivery of the Island’s Local Care 
Plan which sets-out the vision for better integrated services across the 
local care system. 

The local care system (comprising the Isle of Wight Clinical 
Commissioning Group, the Isle of Wight NHS Trust and the Isle of Wight 
Council) commissioned an intensive work programme with the support 
of McKinsey and Company to work with key local stakeholders on the 
Island and across the Hampshire and Isle of Wight Sustainability and 
Transformation Plan footprint to develop and evaluate the options for 
configuring acute hospital services to as part of the overall Local Care 
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Plan.  

The work has been underpinned by an initial stakeholder engagement 
programme including community discussions delivered with the support 
of Community Action Isle of Wight. 

The development of the Case for Change and the detailed modelling of 
the impact of the options over time were included within the scope of 
the work programme and are included within the paper. 

Options have been developed which seek to address the Case for 
Change. These options have been assessed against agreed evaluation 
criteria and a recommendation has been made by the Isle of Wight Local 
Care Board at the meeting on 11th January 2018. The Local Care Board 
convened a panel to receive the expert advice from the chairs of the 
workstream sub groups and contributions from key partners and 
stakeholders, including patient representatives. 
 
Following the panel, the Local Care Board recommended that, of the five 
shortlisted options considered, Option Four should be supported subject 
to further refinement by the local care system and formally endorsed by 
the Clinical Commissioning Group Governing Body. This option envisages 
89% of current activity is retained at St. Mary’s Hospital and that it 
should become an Emergency and Elective centre with enhanced 
stabilisation capability, a retrieval service supported by the mainland 
and a flexible, integrated workforce in key specialties. Changes to 
capacity and the future critical care model proposed in this option would 
only be implemented where they are matched by the actual changes to 
pathways and activity. 
 
The Local Care Board recommends that this option should be supported 
because it will best meet the challenges set-out in the Case for Change 
and it will better future-proof the Island’s acute care system. It will also 
provide the most positive, innovative solution to meeting the needs of 
local residents in the years ahead. It accepted that Option Four most 
strongly aligns with the Local Care Board vision and will best ensure 
Island residents are afforded the same health outcomes as any other 
NHS patients across the country. 

The Local Care Board therefore recommends that: 

• The optimal level of acute services are retained on Island 
(approximately 89% of current activity) to provide maximum 
local access in a sustainable configuration.  

• A proportion of higher acuity/more complex activity (11%) is 
transferred to mainland providers where better outcomes 
can be ensured 

• There will be a net reduction in the overall journeys (by 
approximately 500) that Islanders need to make to the 
mainland to receive acute services by using technology to 
replace some outpatient appointments and re-locating 
other elements of care pathways back onto the Island, such 
as pre-operative assessments 

• In implementing the changes it will be vital to ensure that 
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the capacity at St Mary’s Hospital matches the activity that 
will be undertaken, and local residents are able to choose to 
receive appropriate planned care services on the Island 

The Local Care Board recommends that Option Four is adopted by the 
Clinical Commissioning Group Governing Body on the condition that it is 
further refined and developed by addressing the following delivery risks 
as part of the next stage of the programme by: 

• Defining the workforce integration requirements by focusing on 
the key specialties where change is most required 

• Ensuring that any changes to capacity and the future critical care 
model will only be undertaken where they are matched by the 
actual changes to the pathways. This will include the need to 
define and ensure a credible and seamless transfer and retrieval 
system is in place 

The Local Care Board takes very seriously the concerns of clinicians 
about the safety risks associated with implementing Option Four. It has 
also taken on the concerns of mainland partners about the deliverability 
of this option. Consequently, the Local Care Board recommends that 
Option Four is adopted by the Clinical Commissioning Group Governing 
Body on the condition that it is further refined and developed by 
addressing the following delivery risks as part of the next stage of the 
programme by: 

• Defining the workforce integration requirements by focusing 
on the key specialties where change is most required 

• Ensuring that any changes to capacity and the future critical 
care model will only be undertaken where they are matched 
by the actual changes to the pathways. This will include the 
need to define and ensure a credible and seamless transfer 
and retrieval system is in place. 

The intention is that these proposals will be developed and presented 
alongside the aligned community service proposals for public 
consultation on the future configuration of acute and community 
services.  

In order to move to a position where a set of final proposals are in place 
that have been refined, developed and been subject to external 
assurance, it will be necessary to undertake the following work 
programme over the coming months: 

• Further work with mainland partners, both the Solent Acute 
Alliance and wider geographical  partners, to explore the best 
solution to deliver the Island’s workforce and activity challenges 

• Seek the leadership of the Hampshire and Isle of Wight 
Sustainability and Transformation Partnership (STP) and our 
Regulators, to support and facilitate as a matter of urgency the 
work required on the workforce and pathway changes 

• Prioritise the implementation of the community and out of 
hospital model to ensure the effective delivery of our overall 
Local Care Plan vision 

• Moving into the next phase of stakeholder engagement 



4 
 

including more intensive work to engage with local residents to 
discuss the recommended proposals and to listen, record and 
respond to feedback to inform the development of the 
proposals 

• Drawing together he refined acute and community service 
review proposals into an overall local care plan reconfiguration 
proposal which will then be subject to the NHS England led 
external programme assurance process 

• When the proposals have successfully completed programme 
assurance the local care system will have authority to proceed 
to formal Public Consultation before the end of 2018 

 

Action required/ 
recommendation: 

The Isle of Wight Clinical Commissioning Group Governing Body is 
asked to: 
 

• Receive an update on the process for developing the options 
for the future configuration of acute services to provide high 
quality, safe and sustainable services to Island residents. 

• Confirm the robustness of the process, noting that a wide 
range of possible options have been considered and excluded 
to date as a result of a robust options appraisal process. 

• Consider and approve the recommendations and agree the 
further work described will be required to further develop, 
refine and implement the proposals. 

• Confirm the continuation of the programme arrangements 
through to a formal decision. 

 

Principal risks: 

Failure to reach an agreement on how to transform the acute services 
provided to meet the needs of Island residents that is sustainable, 
affordable and meets the needs of the local population over the next 10 
years. The impact of this will increasingly result in elements of acute 
care in the current configuration failing and these services needing to be 
alternatively provided in a reactive way. As these failures increase the 
overall viability of St. Mary’s hospital will be at risk. In this scenario, the 
default option will be option 5 which envisages a large volume of 
current acute activity transferring off-Island. 
 
Retaining the optimal level of acute services on Island will require a 
proactive and ambition programme of partnership working with 
mainland providers to develop ways of supporting and maintaining local 
access to services. Realising this ambition will require a commitment 
from mainland provider partners to identify innovative solutions to 
supporting the Island’s requirements, acknowledging the pressures that 
these providers are currently under in delivering their current activity. 
 
Due to current operational pressures and difficulties in securing safe and 
effective inter-hospital transfers for emergency patients, there is a high 
degree of concern amongst clinicians about the safety in recommending 
an option which will increase the numbers of patients that will need to 
be transferred off-Island. The Local Care Board has considered these 
risks in the context of the current and expected future risks of retaining 
the current levels of activity on the Island and has concluded that it will 
be essential to continue to work with clinicians and external partners 
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(including helicopter service providers) to develop a credible and 
seamless transfer and retrieval service to ensure the future safety of 
patients who will need to be transferred off Island. 

Other committees where 
this has been 
considered: 

The Local Care Board and Operational Delivery Group 
CCG Clinical Executive 
Trust Leadership Committee 
Trust Board Seminar 
The Health and Wellbeing Board 
The Cross Solent Operators Partnership Board  
Policy and Scrutiny Committee for Adult Social Care and Health 
Solent Acute Alliance Programme Board 
Sustainability and Transformation Partnership Executive Delivery Group 

Financial /resource 
implications: 

The Acute Service Redesign shortlisted options have been assessed 
against the Case for Change criteria: Clinical Quality, Access and 
Affordability. The Local Care System Finance Group, chaired by the Chief 
Finance Officer, Isle of Wight Clinical Commissioning Group and 
including senior finance representation from the local care system 
partner organisations, has taken the lead in assessing the affordability of 
each option. This included developing an overall financial, activity and 
capacity model in order to forecast the impact of each option against 
the agreed baseline. The key findings are set-out in the report. 
 

Legal implications/ 
impact: 

The preferred option, once agreed, will be developed as part of a wider 
new care models pre-consultation business case. This will be subject to a 
thorough external Programme Assurance led by NHS England in 
accordance with the national requirements set-out in Planning, assuring 
and delivering service change for patients (NHS England, November 
2015).  

Public involvement 
/action taken: 

The Patients’ Council and HealthWatch IW have been represented at the 
individual specialty redesign meetings, the ASR Task & Finish Steering 
Group and participated in the Local Care Board ASR option evaluation 
panel on 11th January 2018. These representatives have made an 
excellent contribution in ensuring that the discussions remain focused 
on the needs of patients, carers and families in their experience of 
services. In parallel, a further phase of public, staff and stakeholder 
engagement is being undertaken.  

Equality and diversity 
impact: 

The proposals, once agreed, will be subject to a full Equality Impact 
Assessment (EqIA) as part of the work to develop the implementation 
plans and pre consultation business case. 
 

Author of Paper: James Seward, System Redesign Programme Director, System Wide 
Transformation Team 

Date of Paper: 23rd January 2018 

 

Date of Meeting: 1 February 2018 

Agenda Item:  Paper number:  
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EXECUTIVE SUMMARY 

Introduction  

This paper sets out the work which has been undertaken to consider how the acute (hospital based) 
service needs of Isle of Wight residents should be provided in future to ensure the same standards of 
care to our patients as is provided anywhere else in the country. In future, acute services will be 
delivered on Island first wherever clinically appropriate and local residents will only have to travel to 
receive services when it is essential to do so. Health and care services will be delivered in a more 
joined-up way between hospital services and with community, primary and social care on the Island. 
 
The recommendations set-out in this paper represent a significant milestone in developing the plans 
to ensure that the acute services available to local residents are of high quality, safe and sustainable. 
However, once agreed, these recommendations are the beginning of a process over the coming 
months to develop and test these proposals, which will involve local residents, staff, professionals 
and other stakeholders, as well as external scrutiny through NHS England’s assurance process. This 
will ensure that before any plans are implemented they are robust and credible in meeting Islanders 
future care needs. 
 
As a result of the work done to date, options have been developed to address the issues faced by 
Island services. These options have been assessed against agreed evaluation criteria and a 
recommendation has been made by the Isle of Wight Local Care Board which met to consider the 
options with local and mainland stakeholders on 11th January 2018. 
 
This work has been clinically-led and has had the active engagement and commitment from a wide 
range of local clinicians and from our other Solent Acute Alliance (SAA) partners (University Hospital 
Southampton NHS Foundation Trust and Portsmouth Hospitals NHS Trust). The work also builds on 
and is central to the delivery of the Island’s Local Care Plan which sets-out the vision for better 
integrated services across the local care system. 

The Governing Body is asked to: 
 

 Receive an update on the process for developing the options for the future configuration of 
acute services to provide high quality, safe and sustainable services to Island residents 

 Confirm the robustness of the process, noting that a wide range of possible options have 
been considered and excluded to date as a result of a thorough options appraisal process 

 Consider and approve the recommendations  

 Agree the further work to develop, refine and implement the proposals 

 Confirm the continuation of the programme arrangements through to a formal decision 

Background 

In recent years, the Isle of Wight care system has undertaken a number of externally supported 
reviews of acute services. In the main, these reviews have sought to address the core issues which 
are at the heart of the Case for Change driving the current work programme. These are related to 
issues of: 
 

 Scale: addressing the challenges of services which have low volumes of activity, against 

national standards which are increasingly moving services towards the need to be provided 

in larger centres 
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 Location: addressing the challenges related to our Island setting and the lack of direct road 

links to neighbouring large hospitals 

 Workforce: in seeking to recruit and retain an appropriately skilled workforce  

That these reviews have not led to a clear overall vision for reconfiguring acute services, 
demonstrates the scale and complexity of the challenge. However, unlike past reviews, for some of 
our services the future challenges previously considered have become a reality, as illustrated by the 
recent Care Quality Commission (CQC) report. As a result, it is now imperative that the local care 
system agrees a robust way forward to ensure that acute services are sustainable into the future. 
 
The Case for Change 

The Isle of Wight faces a unique set of challenges in delivering care to the same standards expected 
across England’s NHS. As a small island there are diseconomies of scale and national workforce 
shortages can have a greater impact on local services. It is not always viable to have specialist 
services on the Island when the numbers of people accessing them are small and our staff would not 
maintain the levels of skill required to deliver them appropriately. The cost of maintaining the range 
of acute services needed is often higher than other parts of the mainland where hospitals can share 
resources. For example, the Island’s population is around half of that normally needed to sustain a 
traditional district general hospital. Furthermore, our population has a proportionately much higher 
number of older people than other parts of the country. 
 
In summary, the challenges facing the Isle of Wight’s acute services are as follows: 

 A growing elderly population with changing healthcare needs that are placing greater and 
new demands on services. Around 25% of our population is aged over 65, and while the total 
population is predicted to remain relatively stable, the proportion of older people will 
increase to around 30% by 2025 with the biggest rises amongst the very elderly 
 

 There is variable quality in acute hospital based care, particularly for more specialist services 
and some national quality standards are not being met. As a result, local residents do not 
always experience the same outcomes as patients across the country 
 

 There are shortages of health and care staff, including specialist consultants, which means it 
is difficult to ensure there are enough staff available, especially when care is needed at all 
times (i.e. 24 hours a day and 7 days per week) 
 

 There is a growing financial challenge - the Isle of Wight Clinical Commissioning Group is 
estimated to be £19m (10%) above its target funding allocation and the Isle of Wight Council 
is also under extreme financial pressure. The Isle of Wight NHS Trust has a current financial 
deficit of £18.8m which is forecast to grow to £23.6m by 2022/23 (assuming the delivery of 
year-on-year system efficiencies in line with national planning assumptions) 
 

 As the NHS nationally moves to deliver more services in larger units, the Island’s current 
configuration of acute services will be unsustainable; current difficulties maintaining staff 
rotas and delivering the levels of activity needed to maintain a sufficient scale of services will 
lead to further unplanned service changes if action is not taken now 
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The Acute Service Redesign programme 
 
The local care system (comprising the Isle of Wight Clinical Commissioning Group, the Isle of Wight 
NHS Trust and the Isle of Wight Council) commissioned an intensive work programme with the 
support of McKinsey and Company to work with key local stakeholders on the Island and across the 
Hampshire and Isle of Wight Sustainability and Transformation Plan footprint to develop and 
evaluate the options for configuring acute hospital services to as part of the overall Local Care Plan.  

The work has been underpinned by an initial stakeholder engagement programme including 
community discussions delivered with the support of Community Action Isle of Wight. 

The development of the Case for Change and the outputs of the detailed modelling of the impact of 
the options over time were included within the scope of the work programme and are included 
within the paper. 

The work has been undertaken collaboratively and has benefitted from the active engagement and 
leadership from clinical leaders on the Island and from our mainland partners as well as the 
important input of patients’ representatives and other key stakeholder groups. The work builds on 
and is central to the delivery of the Isle of Wight’s Local Care Plan which sets-out the vision for 
integrated services across health and social care.  
 
Isle of Wight Local Care Board - Acute Services Redesign Option Appraisal Panel 
 
Options have been developed which seek to address the Case for Change. These options have been 
assessed against agreed evaluation criteria and a recommendation has been made by the Isle of 
Wight Local Care Board at the meeting on 11th January 2018. The Local Care Board convened a panel 
to receive the expert advice from the chairs of the workstream sub groups and contributions from 
key partners and stakeholders, including patient representatives. 
 
Following the panel, the Local Care Board recommended that, of the five shortlisted options 
considered, Option Four should be supported subject to further refinement by the local care system 
and formally endorsed by the Clinical Commissioning Group Governing Body. This option envisages 
89% of current activity is retained at St. Mary’s Hospital and that it should become an Emergency 
and Elective centre with enhanced stabilisation capability, a retrieval service supported by the 
mainland and a flexible, integrated workforce in key specialties. Changes to capacity and the future 
critical care model proposed in this option would only be implemented where they are matched by 
the actual changes to pathways and activity.  
 
The Local Care Board recommends that this option should be supported because it will best meet 
the challenges set-out in the Case for Change and it will better future-proof the Island’s acute care 
system. It will also provide the most positive, innovative solution to meeting the needs of local 
residents in the years ahead. It accepted that Option Four most strongly aligns with the Local Care 
Board vision and will best ensure Island residents are afforded the same health outcomes as any 
other NHS patients across the country. 

The Local Care Board recommends that: 

 The optimal level of acute services are retained on Island (approximately 89% of current 
activity as a minimum, excluding repatriation) to provide maximum local access in a 
sustainable configuration  

 A proportion of higher acuity/more complex activity (11%) is transferred to mainland 
providers where better outcomes can be ensured 
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 There will be a net reduction in the overall journeys Island residents  need to make to the 
mainland to receive acute services (estimated to reduce the need by around 500 journeys a 
year) by using technology to replace some outpatient appointments and re-locating other 
elements of care pathways back onto the Island such as pre-operative assessments 

 In implementing the proposals it will be vital to ensure that any changes to capacity at St 
Mary’s Hospital will only be undertaken when actual changes in activity occur, and ensuring 
that local residents are able to choose to receive appropriate planned care services on the 
Island 

Conclusion and Next Steps 

The Local Care Board recommends that Option Four is adopted by the Clinical Commissioning Group 
Governing Body on the condition that it is further refined and developed by addressing the following 
delivery risks as part of the next stage of the programme by: 

 Defining the workforce integration requirements by focusing on the key specialties where 
change is most required 

 Ensuring that any changes to capacity and the future critical care model will only be 
undertaken where they are matched by the actual changes to the pathways and activity. 
This will include the need to define and ensure a credible and seamless transfer and retrieval 
system is in place. 

This reflects feedback from stakeholders and the concerns of clinicians about the potential safety 
risks of transferring more patients between hospitals, associated with implementing Option Four. It 
has also taken on board the concerns of mainland partners about the deliverability of an integrated 
and flexible workforce.  

In order to move to a position where a set of final proposals are in place that have been refined, 
developed and been subject to external assurance, it will be necessary to undertake the following 
work programme over the coming months: 

 Further work with mainland partners, both the Solent Acute Alliance and wider 
geographical  partners, to explore the best solution to deliver the Island’s workforce and 
activity challenges 

 Seek the leadership of the Hampshire and Isle of Wight Sustainability and Transformation 
Partnership (STP) and our Regulators, to support and facilitate as a matter of urgency the 
work required on the workforce and pathway changes 

 Prioritise the implementation of the community and out of hospital model to ensure the 
effective delivery of our overall Local Care Plan vision 

 
This work will be brought together to provide a refined and developed set of overall reconfiguration 
proposals which will then be submitted for formal external programme assurance, led by NHS 
England. This process will ensure that there is a robust level of scrutiny and evidence in place against 
national standards. Having completed the programme assurance phase and undertaken a further 
intensive phase of stakeholder engagement, the local care system will have authority to proceed to 
formal Public Consultation on the proposals, expected towards the end of 2018. 
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1.0  PURPOSE AND SCOPE   

1.1   The Case for Change 

1.1.1 The Isle of Wight local population is getting older and has changing health needs 
 
The local Isle of Wight population is growing by 0.26% per year. The current population (ONS mid-
2013 population estimates) is 138,393 and 25.5% are aged 65 years and over. This is forecast to rise 
to a population of 145,900 by 2025 with 30.2% aged over 65. In 2021 it is projected that 22% of the 
Isle of Wight’s population will be aged 70 and over. In real terms this equates to an additional 9,000 
residents over 70; an increase from 23,000 in 2011 to 32,000 in 2021. 
 
Patient needs are increasingly complex. As people get older the number of long term conditions they 
are likely to have increases. By the age of 75 they are likely to have three or more long term 
conditions. Demand for health and care is growing at a rate that is unsustainable for the current 
system to manage as people are living longer, increasingly spending longer in poor health, with 
multiple chronic conditions. 
 
Consequently, services will need to transform in order to meet this additional demand in ways that 
are more tailored around the needs of an ageing population with multiple care needs. Traditional 
ways in which acute services are organised are not always best placed to respond appropriately to 
these needs. 
 
1.1.2 Future proofing the Island’s health and care services  

The Isle of Wight local care system’s vision for a new care model aims to create a place based system 
of integrated care by delivering health and care services as close to home as possible. This will mean 
many services traditionally provided in hospital settings will in future be provided in community 
settings in a more person-centred way. 
 
Care for people with long term conditions and/or frailty needs can be provided in a different way in 
the future, ensuring a more pro-active rather than a reactive approach. This can be delivered by 
multi-disciplinary teams working together rather than being reliant on GPs. This combined with 
easier access to diagnostics, and specialist opinion will enable more consistent higher quality of care 
and better health outcomes. 
 
The evidence base suggests that a greater focus on prevention of ill health and on caring for people 
with long term conditions and frailty in the community can significantly reduce the need for acute 
hospital care resulting in better health status and greater independence. National planning makes 
the assumption that local care systems will be able to flatten demand for acute hospital services by 
3.5% per annum based on delivering improved primary and community care.  
 
The vision is that the Island’s acute model of care will be developed to provide an Urgent and 
Planned Care service where appropriate care is delivered on the Island with links to services across 
the Solent to provide support for patients with more specialist needs. 
 
Investment in technological solutions will be needed to enable more joined-up care between 
community, acute and mainland partners to improve quality and access for patients on the Island. 
There is a need to give professionals more timely access to the right information to inform their 
decision-making. 
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Consequently, local services will need to transform to better meet the overall needs of local people 
by focusing their care and support in their homes and in the community. This will mean moving the 
focus from services traditionally provided in institutions to the community and ensuring that people 
will only have to travel to receive hospital based care when it is absolutely necessary and only travel 
to the mainland to receive treatment when more specialist care is required. 
 
1.1.3 Local residents do not always receive the same quality of care as people can expect across 

the country 
 
The Isle of Wight NHS Trust overall is currently rated inadequate by the Care Quality Commission 
(CQC) who reported concerns in key areas, including hospital mortality rates, safety concerns, and 
emergency services responsiveness, with an underlying theme of staffing challenges. 
 
For example, hospital related mortality rates following emergency laparotomy procedures on the 
Island are one of the highest in the country. In addition, a Sustainability Review undertaken in 2016 
demonstrated that a range of services are at risk of being clinically unsafe in their current 
configuration due to an inability to meet key standards and/or future demand within the current 
model of care – this includes Urology, Ear, Nose and Throat (ENT), Paediatrics, General Surgery, 
General Medicine, Urgent Care, Ophthalmology, Obstetrics and Gynaecology including midwifery led 
care and Neonatal Intensive Care Unit (NICU).   
 
Services with relatively low volumes of care have been shown to be associated with poorer quality of 
care as teams get less experience and are therefore less able to build or maintain their skills across a 
full range of conditions and medical interventions. It is also more challenging to provide services to 
the required standard over a 24 hour period. 
 
Consequently, a solution is required to ensure Island residents can access acute services which can 
better allow them to receive the same standards of care expected across the NHS. As the key 
challenges within the services with the highest risks is low levels of activity and workforce issues, 
these services will either need to be transferred to the mainland or retained as part of an integrated 
service with the mainland, to increase the overall service’s activity levels and staff cover to 
sustainable levels. 
 
1.1.4 Workforce challenges are putting further pressure on already fragile services 
 
Consultants working single-handedly present a sustainability risk due to lack of appropriate cover for 
planned and unplanned absences.  Services with long term vacancies for clinical staff can 
compromise quality of care and add to the financial pressures of the Trust and care system. The 
traditional approach to resolving this through recruitment has often been unsuccessful and the use 
of locum cover leads to reduced clinical consistency of standards of care and adds to financial 
pressures. It is becoming increasingly difficult to staff services appropriately and to ensure 
consistently high quality care when staff may see some conditions relatively infrequently. 
 
Smaller services that require round-the-clock cover are particularly challenged. As the Island’s health 
and care services serve a small population, there are diseconomies of scale, where the cost of 
providing the service are greater. This is particularly the case for Accident and Emergency, 
Emergency Surgery, Critical Care, Obstetrics and Paediatrics.  
 
Consequently, acute services will need to transform by developing a more sustainable workforce 
model. Nationally, smaller hospitals have sought to address these issues by closer working and/or 
transferring services to larger neighbouring hospitals. 
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1.1.5 The Isle of Wight System has significant financial challenges affecting the viability of the 

way services are currently provided 
 
For 2017/18 the Clinical Commissioning Group is forecasting a breakeven position. However, this 
requires delivery of a £13m (5.6%) savings programme. As the Clinical Commissioning Group is over 
its allocation target by 10% (£19m), until this reduces to less than 5%, the Clinical Commissioning 
Group will only receive minimum growth funding. For 2017/18 the growth funding was 0.16% 
(£0.3m), compared to a national average of 2.14% (£4m). Currently 52.3% of all NHS funds available 
for the local population are spent in the acute sector. 
 
The Isle of Wight NHS Trust is currently forecasting a deficit for 2017/18 of £18.8m, which relies on 
achieving a cost improvement programme of £8.5m. The Trust deficit has been projected to increase 
to £23.6m by 2023, net of demographic changes, price/cost changes and the delivery of year-on-
year Trust cost improvement programmes and demand management. This forecast reflects a 
challenging position before the impact of any service reconfiguration has been assessed. 
 
The Isle of Wight Council continues to operate under the most extreme finance pressure. It has set a 
balanced budget for 2017/18 but this has required the use of £3.6m of reserves and a savings target 
to be achieved of £7.5m. A further savings target of £7.5m is currently expected to be required in 
2018/19. 
 
Acute services on the Island in their current configuration are unaffordable and will need to be 
transformed in order to deliver both improved quality and better value for money. 
 
A more detailed summary of the Case for Change is provided at Appendix 1. 
 

1.2   Scope 
 

The Island’s health and care system has an agreed vision for a new model of care which will 
transform the way services will be provided in the future. Delivering safe and sustainable acute 
services for local residents is a key part of this model. 
 
In parallel to the Acute Services Redesign work, the developments of the care models for the other 
core elements of the Local Care Plan (see figure 1) are being developed including, Primary and 
Community services, Mental Health and Learning Disabilities. 
 
Once the preferred acute service reconfiguration option has been agreed, the next phase of the 
programme will ensure that the above care models are aligned as part of the development of the 
pre-consultation business case. 
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1.3   Statutory Responsibility 
 
It is the statutory responsibility of service commissioners (Isle of Wight Clinical Commissioning Group 
and NHS England), to commission health services that reflect the needs of the population of the Isle 
of Wight.  
 
The service reconfiguration process has several phases from identifying the case for change, setting 
the strategic context, developing the options for change, recommending an option, seeking NHSE 
Assurance, consultation and then implementation. It is driven by the need to demonstrate from an 
early stage that a proposal satisfies national NHS requirements known as the four key tests and that 
it is affordable in capital and revenue terms. These requirements are set-out in NHS England’s 
Planning, Assuring and Delivering Service Change for Patients (October 2015, Executive Summary is 
given as Appendix 2) and are: 

1. Strong public and patient engagement 
2. Appropriate availability of choice 
3. Clear clinical evidence base 
4. Clinical support 

NHS England has recently introduced a further test as part of an extension of test three (a clear 
clinical evidence base) to ensure patients will continue to receive high quality care, where hospital 
bed closures arise from proposed major service reconfigurations. NHS organisations in the future 
will have to show that significant hospital bed closures are subject to the established four key tests, 
and demonstrate further tests of deliverability, affordability and value for money, before NHS 
England will approve. 
 

FIGURE 1: Our New Care Model 
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1.4   Design principles 

The work programme has been driven by the need to address the Case for Change and to take 
forward the realisation of the Local Care Plan’s future care model. In addition, the following design 
principles were agreed to guide the work: 

 Equality of clinical outcomes for Island residents: the principal duty of the local care system 
is to ensure that local residents can expect the same standards and outcomes from the care 
they receive as is provided across the country 

 Deliver on Island first: the optimal level of access to the widest possible range of acute 
services should be provided on Island where clinically appropriate 

 Travel only where necessary: people should only have to travel to receive care when they 
cannot receive the support they need at home, in the community or at St. Mary’s Hospital. 
Where cross-Solent travel is needed this should only be for the elements of the patient’s 
care that cannot be provided on the Island 

 Increased community focus and involvement: services to be provided as close to people’s 
homes as possible and be supported by the local community 

 Developing our workforce: grow, develop, train and retain our local workforce by working in 
collaboration with mainland services and breaking down boundaries between traditional 
health and care roles to ensure people can work to their optimal skill sets (or ‘at the top of 
their license’) 
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2.0  PROGRAMME GOVERNANCE 
 
The Acute Service Redesign programme has been delivered through four main work-streams – 
Clinical Reference Group, Finance Group, Workforce Group and Acute Service Redesign Steering 
Group, supported by the Operational Delivery Group. These groups consist of senior representatives 
from the Isle of Wight NHS Trust, Isle of Wight Clinical Commissioning Group, neighbouring Trusts, 
University Hospital Southampton NHS Trust (Southampton Hospital) and Portsmouth Hospitals NHS 
Trust (Portsmouth Hospital). The Groups also included patient representatives throughout each 
phase of the work. 

The Clinical Reference Group was given the task of developing the clinical models, agreeing the 
modelling assumptions and activity shifts that would be required under each option and evaluating 
each option against the quality of care criteria. The membership of the group consisted of the 
Medical Directors from Isle of Wight NHS Trust, Southampton Hospital and Portsmouth Hospital, 
(which collectively represent the Solent Acute Alliance (SAA)), Trust Clinical Business Unit leadership 
teams, and local GPs from the Clinical Commissioning Group Clinical Executive. There were also 
representatives from the Sustainability and Transformation Partnerships (STP) and the Wessex 
Strategic Clinical Networks. The group was chaired by the Medical Director for the Isle of Wight NHS 
Trust. 

The Local Care System Finance Group took responsibility for overseeing the financial and activity 
modelling. The group was also responsible for assessing the affordability, value for money and 
access to care evaluation criteria for each of the shortlisted options. The membership of the group 
was made up of the Chief Finance Officers, Directors of Finance and their deputies from the Isle of 
Wight NHS Trust, Isle of Wight Clinical Commissioning Group, Isle of Wight Council, Southampton 
Hospital and Portsmouth Hospital. The group was chaired by the Chief Financial Officer for the Isle of 
Wight Clinical Commissioning Group. 

The Local Care System Workforce Group brought together key members of the workforce business 
functions, the programme’s clinical lead, Sustainability and Transformation Partnership colleagues 
and other external stakeholders, to consider the shortlisted options against the workforce 
evaluation criteria. The group was chaired by the Director of Human Resources and Organisational 
Development for the Isle of Wight NHS Trust.  

The Acute Service Redesign Steering Group was set up to act as the senior stakeholder reference 
group, to provide input from the wider system. This forum allowed senior leaders across the local 
care system, together with partners from the Solent Acute Alliance, the Sustainability and 
Transformation Partnership, NHS England and patient representatives to oversee the delivery of the 
programme. The group was chaired by the Medical Director for the Isle of Wight NHS Trust. 

The programme team also held a weekly Operational Delivery Group, which focused on delivery of 
the projects and tasks associated with the working groups and ensured milestone progress was on 
track. The group was chaired by the Medical Director for the Isle of Wight NHS Trust. 

In addition to the four work-streams the Local Care System Stakeholder Engagement Group 
provided input from the wider system and allowed the programme to provide updates to voluntary 
sector and patient representatives, whilst also taking into account their feedback. 

The programme was overseen by the Isle of Wight Local Care Board. This group was the decision 
making body required to sign off outputs from the various working groups. In addition, the Board 
convened the stakeholder panel to assess the evaluation criteria provided by the sub groups for each 
of the proposed options. The Board’s recommendations are set out in this paper for approval by the 
Clinical Commissioning Group Governing Body. 



13 

3.0 STAKEHOLDER ENGAGEMENT AND PUBLIC INVOLVEMENT 
 

3.1   Stakeholder engagement 
 
NHS England expects all significant service change proposals to comply with the Government’s tests 
for service change and NHS England’s good practice checks throughout the stages of a service 
change programme. 
 
Strong public and patient engagement is the first of these national four key tests. In order to engage 
to the required extent a comprehensive programme of stakeholder engagement has been planned 
across the key phases of the programme culminating in the Public Consultation process. 
 
In accordance with these plans, a programme of stakeholder engagement on the case for change 
and the emerging broad possible scenarios for change has been completed. Following the outcome 
of the Clinical Commissioning Group Governing Body, the next phase of this work will be broadened 
to focus on the preferred option and planning, preparing and testing materials for public 
consultation later in 2018. 
 
The Acute Service Redesign programme has been led by clinicians from the outset, to ensure that 
the development of the draft proposals has been shaped by those involved in leading and delivering 
these services on the Island. Patients and representatives, from both the Patients Council and 
Healthwatch Isle of Wight have also had a key voice throughout the process, taking part in the initial 
workshops with clinicians as they reviewed historical reports and examined a wide range of service 
data, and during key stages as the proposals evolved.  They played an important role in ensuring that 
the patients’ voice was at the heart of the process and to ensure patient experience and insight was 
a continual challenge and guide as the proposals were developed. 
 
Staff from the Isle of Wight NHS Trust, the Isle of Wight Clinical Commissioning Group and the Isle of 
Wight Council (particularly those from adult and children’s social care services) and union 
representatives were also provided with information at various key stages in the process via a wide 
range of communication tools including written briefings, face-face briefings, information on the 
intranet, and regular newsletter updates.  They were also given opportunities to engage in 
discussions and share their views with the programme and clinical lead at drop in sessions or 
scheduled meetings.   
 
Other stakeholders were provided with updates and opportunities to engage with and influence 
discussions including Wessex Strategic Clinical Senate, Solent Acute Alliance Partners and the 
Sustainability and Transformation Partnership (STP). Advice on key clinical issues was sought and 
obtained from the relevant Royal Colleges.  Formal briefing meetings with Regulators, NHS England 
and NHS Improvement, have also taken place regularly throughout the process. 
 
Specific groups of stakeholders such as the Local MP, the Isle of Wight Council’s Health and Care 
Policy and Scrutiny Committee, Council Cabinet members, the Health and Wellbeing Board, Clinical  
Commissioning Group Clinical Executive, Clinical Commissioning Group Governing Body, Trust Board 
and Trust Leadership Committee, Primary Care Partners, Trust Members and the Local Care System 
Stakeholder Reference Group were also given regular updates both through formal public meetings 
and informal private briefings. 
 

 
 
 



14 

3.2   Public involvement 
 
The Acute Service Redesign Steering Group also approved and implemented a strategy for engaging 
wider members of the public, recognising that this was a pre-engagement phase with further, more 
intensive opportunities to engage with the public during the coming phases of pre-consultation and 
the formal Public Consultation process itself. 
   
Community Action Isle of Wight, who had supported the engagement work during the Whole 
Integrated System Redesign in 2016, was commissioned to support the engagement work with 
community groups. During the course of 2017, over 50 separate community discussions were held 
about the redesign of acute (hospital based) services. Community Action Isle of Wight undertook a 
facilitator role supporting discussions at these groups or provided materials and guidance to any 
groups where they were unable to attend in person.  Clinical representatives also attended the 
larger groups such as the Carers Isle of Wight Forum, Age Friendly Island Forum and South Wight 
parish council forum to hear and respond directly to people’s feedback. 
 
The groups represented a wide cross-section of different members of the population e.g. by age, 
gender, disability and other key characteristics. It also included groups that, at this stage of the 
process, were considered to be potentially more likely to be affected by service changes such as the 
transfer of services off-Island and those already involved in cross-Solent travel for treatment. 
 
Feedback on the original pre-consultation work related to the Whole Integrated System Redesign in 
2016, which informed the development of the Island’s Local Care Plan vision, was given to groups at 
the outset. This enabled people to understand how their feedback had shaped service developments 
and progress in general so far.  Discussions then focused on the case for change, the process within 
the programme of work to arrive at potential solutions and emerging scenarios, together with a core 
narrative and examples of ‘patient stories’ to illustrate what this might mean for different patients. 
An easy-read version of the core narrative was also produced with the support of People Matter Isle 
of Wight, to provide a more accessible, visual format to enable anyone with learning disabilities to 
provide their feedback. 
 

3.3   Key themes 
 
In general, feedback from these discussions consistently focused on two key themes: transport 
and/travel and communications.  In relation to transport/travel this included issues of cost, patient 
and family and carer health and wellbeing, distance, access and discharge arrangements. For 
communications, the issues related to communications between professionals and patients, 
between professionals and between hospitals including issues of transfer of patient records and 
notes, problems with appointments, such as scheduling and delays to treatment.  Summary outputs 
reflecting the wider range of concerns raised are included in Appendix 3, together with a summary 
of the methodology and list of groups engaged. 
 
As a result of the feedback received, the work has included a detailed travel impact assessment to 
ensure that there is clear information available to describe the changes needed under any preferred 
option, including numbers of journeys, costs and the time needed to make any additional journeys. 
 
The opportunity for further informal engagement and formal consultation with both public and staff 
has been made clear throughout this stage of the process.  Plans are currently being finalised to 
ensure that this engagement with the public is extended during the next phase of the process up to 
and including consultation.  In addition, a range of materials will be developed that can be tested 
and shaped with the different user groups before the formal period of consultation. 
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4.0 CURRENT SERVICE PROVISION 

The Isle of Wight NHS Trust is the only integrated acute, community, mental health and ambulance 
health care provider in England.  Established in April 2012, the Trust provides a range of health 
services to the Island’s population. The following services are relevant to the scope of the acute 
services redesign programme and the related Community Services Redesign work: 
 

Acute Care Services 

Based at the centre of the Island, with 246 beds and handling 22,685 admissions each year, St Mary’s 
Hospital in Newport is the main base for delivering acute services for the Island’s population. 
Services include Accident and Emergency, the Urgent Care Service, emergency medicine and 
surgery, planned surgery, intensive care, maternity, Neonatal Intensive Care Unit (NICU) and 
planned care including outpatients, surgery and diagnostics, paediatric services, chemotherapy and 
orthopaedics. In addition, around 48% of inpatient planned care activity is undertaken by mainland 
providers. This includes specialist services not provided on Island such as cardiac and spinal surgery, 
but it also includes routine activity where Island residents have exercised their NHS Constitutional 
right to Choice and elected to have their service provided on the mainland. A number of acute 
services, such as MaxilloFacial, Renal and Audiology services are provided on the St. Mary’s site as an 
in-reach service delivered by Portsmouth Hospital. There are also a number of visiting mainland 
consultants providing specialist clinics on Island, including Neurology and Oncology. 

 

Community Care Services 

Services are generally delivered in patients' own home, or in a range of primary and community 
settings, a few are delivered in St Mary’s Hospital. The community health care services include 
district nursing, health visiting, other community nurses, community rehabilitation teams, 
community stroke services, as well as inpatient rehabilitation and rehabilitation support to people in 
nursing homes. 

 

Mental Health Services 

The Mental Health services provide inpatient and community based mental health care, with 50 
beds and Community Mental Health Teams supporting a case load of 1,300 patients.  The portfolio 
also includes Liaison Psychiatry, Specialist Child and Adolescent Mental Health Services (CAMHS), 
Drug and Alcohol Services, Early Intervention in Psychosis, crisis intervention and Older Person’s 
Mental Health including intensive outreach services for residential and nursing care homes.  

 

Ambulance Service 

The Island’s ambulance service delivers all emergency and non-emergency ambulance transport for 
the Island’s population, with 21,712 emergency calls and 25,292 emergency vehicles dispatched 
each year.  The service is also responsible for transporting patients to mainland hospitals when 
required. The air ambulance and coast guard provide emergency transfers when required.  

 

Primary Care Services 

There are 16 GP practices on the Island providing a full range of primary medical services.  The 
services are commissioned by the Clinical Commissioning Group while NHS England commissions 
Pharmacy, Optometry and Dental services.  
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5.0 THE ISLE OF WIGHT LOCAL CARE PLAN VISION 

5.1 Vision 
 
The Isle of Wight’s key statutory partners have come together as a local care system to develop and 
formally sign-off a shared New Care Models vision for the future configuration of the Isle of Wight’s 
health and social care services which will: 
 

 Promote and support the health and wellbeing of local residents 

 Put people at the centre of the way in which health and wellbeing support is accessed 
and organised 

 Enable people to take more control and responsibility for managing their health and 
wellbeing by promoting prevention, self-care and self-management within communities 

 Reshape statutory services to ensure that people with health and care needs can access 
the right service in the right place at the right time 

 Provide more care delivered closer to home and from a wider range of organisations 

 Make better use of family, friends and networks 

 Support people to care for themselves 

 Prevent ill health through education and access to support, information and advice 

 Use technology to help people remain independent at home 

 Only admitting people to hospital if they will benefit from care in a hospital environment 

 Join up care by different organisations so it is seamless and easy to access 

 Make better use of statutory services e.g. GPs, social care 

 

Delivering safe and sustainable acute services for local residents is a key part of this model. A full 
range of potential options for acute services has been explored which will require consideration of 
the relationship with mainland partners in continuing and expanding the support they provide to 
deliver the acute services needed by the Isle of Wight in the most appropriate care setting. 
Consideration has also been given to how services traditionally provided in hospital settings might in 
future be delivered in more local primary and community settings. 
 

5.2 Benefits 
 
This vision sets out that services will in future be organised in three main care settings: 
 

• Place of residence – enabling people to manage their health and wellbeing through 

improved self-care, self-management and prevention 

• Locality – providing an extended range of services, including some services traditionally 

provided in hospital settings through integrated community care, ensuring local access to a 

range of support traditionally provided separately in primary care, social care, community 

services and hospital 

• Hospital – people will only be admitted to hospital if they need treatment that cannot safely 

be provided in the community 

 
This new care model is aimed at improving the health and wellbeing and care services for the 
Island’s population; improving care and quality outcomes, delivering appropriate care at home and 
in the community, and making health and wellbeing clinically and financially sustainable. 
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Central to this model is an increase in integrated working across all sectors of provision. The Better 
Care Fund, through pooling of resources between Isle of Wight Clinical Commissioning Group and 
Isle of Wight Council, will enable us to direct resources and commission services to support 
integrated provision. All partners are signed up to more integrated provision. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

FIGURE 2: IOW Local Care Plan – Care Settings. October 2017 
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6.0 ALIGNMENT WITH OTHER LOCAL AND NATIONAL STRATEGIES 

 
The local Sustainability and Transformation Plan and the NHS England Five Year Forward View make 
clear the need for local acute services to be integrated with primary, community and social care 
services. The Isle of Wight Local Care Plan aligns with this strategy through the delivery of the new 
care models vision being delivered via the Acute Service Redesign and Community Service Redesign 
programmes.  

The Keogh Standards for Urgent and Emergency Care set-out in ‘Transforming urgent and 
emergency care services in England’ concluded that hospitals delivering major acute (or critical 
treatment) services should be at sufficient scale as to attain the throughput necessary to maintain 
staff skills and expertise and be able to provide consistently high quality care seven days a week. 
Following the publication of these standards, a review of Urgent and Emergency care was led by 
Keith Willet. His report ‘Transforming urgent and emergency care services in England: Urgent and 
Emergency Care Review’, introduces the concept of two levels of hospital based emergency centre 
to ensure that people with more serious or life threatening emergency needs receive treatment in 
centres with the right facilities and expertise to maximise chances of survival and a good recovery. 
These services will be led by the development of local emergency care professional networks. 

The Willet report recommends the introduction of more efficient critical care transfer and retrieval 
systems and the free flow of information and expertise between the hospital and community 
services. The report also recommends that local systems should redesign acute services and how 
they can be better integrated with community provision. 

Since 2015, the Isle of Wight local care system has been a national Vanguard sites as part of the 
Primary and Acute Care Systems (PACS) programme. This programme has enabled the development 
of the Island’s New Care Models vision and has made progress in developing person-centred care 
and extended community based services. In parallel, NHS England’s Acute Care Collaborations 
Vanguard programme has linked acute hospitals together to improve their clinical and financial 
viability. This programme has successfully developed a Networked Care Model, where larger, more 
specialist hospitals, such as Guy’s and St. Thomas’ NHS Foundation Trust and Moorfields Eye Hospital 
NHS Trust are supporting smaller local hospitals across the country to maintain and develop their 
services with shared services and clinical teams. 

Internationally, remote communities have increasingly sought to use digital solutions to support 
local care provision to improve their support from more remote regional hospital centres. This 
includes virtual consultations and service innovations such as Electronic Intensive Care Unit (eICU) 
which is a form of telemedicine that utilises state of the art technology to provide an additional layer 
of critical care service. An eICU support center can provide care to patients in multiple hospitals. 
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7.0 DEVELOPING OPTIONS FOR THE FUTURE OF ACUTE SERVICES  
                                                                             

7.1  Defining the Evaluation Criteria  
 

In order to evaluate the options, evaluation criteria were developed in discussion with the Clinical 
Reference Group, the Finance, Workforce and Stakeholder Reference Groups. The criteria were 
developed to facilitate the assessment process in order to narrow down the potential options. 
 
The evaluation criteria were designed to help the working groups and ultimately the Local Care 
Board option evaluation panel, to differentiate between the potential and shortlisted options. The 
Case for Change provides the ‘golden thread’ through this work and the final evaluation criteria are 
aligned to reflect this. The following five criteria and sub-criteria were agreed by the Steering Group: 

 Quality of Care 

o Clinical effectiveness 

o Safety 

o Patient and carer experience 

 Access to care 

o Distance and time to access services 

o Service operating hours 

o Distance and time to access specialists 

 Affordability and value for money 

o Transition costs 

o Capital costs 

o Net present value 

 Workforce 

o Recruitment and retention 

o Skills 

o Sustainability 

 Deliverability 

o Expected time to deliver 

o Co-dependencies with other strategies 

Each of the above criteria has been developed to include sub-criteria and a relevant set of evaluation 
questions (see Appendix 4). This enabled each of the final shortlist of clinical options to be tested 
consistently. 
 

7.2 Individual Service Reviews 
 
In the first half of last year, 12 of the key acute specialties provided at St. Mary’s Hospital undertook 
a review of their services. This was led by the Island’s lead clinicians, local GPs, representatives from 
the Solent Acute Alliance, Patient Council, Clinical Commissioning Group and Trust representatives. 
Each group met three times to review their service against national and international benchmarks 
and best practice. These services were:  
 

 Acute Medicine  

 Anaesthetics and critical care  

 Ear Nose and Throat (ENT) services 
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 General Surgery  

 Haematology  

 Obstetrics and Gynaecology  

 Ophthalmology 

 Orthopaedics  

 Paediatrics  

 Radiology  

 Specialty Medicine  

 Urology  
 
Each specialty developed proposed service models for making their areas more sustainable and 
some areas, such as Haematology, had already made good progress in developing strong links with 
mainland partners to ensure the sustainability of their service. The outputs from this work 
underpinned the more recent work which considered how these key specialties could be best 
configured to ensure that the right interdependencies were in place to ensure the overall viability of 
acute services. 

 
7.3   Generating a shortlist of options 
 
The Clinical Reference Group reviewed the full range of clinical options that were available in 
reconfiguring acute service provision to address the Case for Change. This was informed by The 
Clinical Co-Dependencies of Acute Hospital Services: A Clinical Senate Review, South East Coast 
Clinical Senate, December 2014 (see Appendix 5). 
 
This work comprised reviewing the priority acute specialties and identified a range of potential 
clinical models. This was based on the work undertaken by the individual specialty redesign groups 
earlier last year. The clinical models have been developed by reviewing these proposals against 
national models of best practice for the following service areas: 
 

 Accident and Emergency services   

 Acute medicine 

 Emergency surgery 

 Critical Care 

 Elective surgery 

 Trauma and Orthopaedics 

 Obstetrics 

 Paediatrics 

By considering the appropriate clinical interdependencies between the key acute services, the 
Clinical Reference Group developed a long-list of 288 options which showed the combinations of the 
different services and specialty clinical models. These potential options were then reduced by 
applying clinical quality considerations and by keeping only meaningfully different options. Following 
this, 36 overarching options were derived as viable from a clinical interdependency perspective, 
excluding current state.  
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FIGURE 3: Developing the Clinical Options for Change 
 
The remaining 36 possible options were then reviewed by the Clinical Reference Group and the 
group agreed to exclude all options that did not maintain some level of Obstetric-led maternity 
services on the Island. The group also agreed to retain a narrower list of options representing the 
spectrum of possibilities by eliminating those with minor differences to the shortlisted options. This 
resulted in a shortlist of 8 overarching options in addition to the current state. 
 
After a further review, the Clinical Reference Group removed 5 of these remaining options based on 
a preliminary assessment leaving 3 reconfiguration options, plus the current state and a Flexible 
Workforce option to provide a final short-list of 5 options for further consideration as follows: 
 

 Option One: Current state/business as usual – current service offering and delivery of 
operational improvement and demand management plans 

 Option Two: Flexible workforce - Current service offering with more joint working 
arrangements with mainland providers across clinical specialties 

 Option Three: Emergency and elective centre with enhanced emergency surgical and 
critical care support from the mainland - Flexible workforce with mainland providers. 
Transfer of high risk/complex surgical procedures and patients needing Level 3 (advanced 
support) critical care after the first 24 hours 

 Option Four: Emergency and elective centre with enhanced emergency and elective 
surgical, critical care and paediatric support from the mainland - Flexible workforce with 
mainland providers.  Transfer of high risk /complex emergency & elective surgery; all 
patients requiring critical care for more than 24 hours (including high acuity medical 
patients e.g. acute cardiac requiring Critical Care support); neonates requiring Level 3 
(advanced support)  Neonatal Intensive Care Unit (NICU) support; and children needing 
more than 24 hours inpatient care (with exclusions) 

 Option 5: Enhanced urgent care centre with extended support from the mainland - 
Enhanced urgent care centre with the majority of patients needing acute care for more 
than a few days or surgery requiring an inpatient stay transferred to the mainland. 

 
See Figure 4 below for a further summary and Appendix 6 provides details of each of the options.
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FIGURE 4: The Options for Change 
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7.4   Quality of Care assessment 
 
The clinical quality of the shortlisted options was assessed in three main areas: clinical effectiveness, 
safety and patient and carer experience. The Clinical Reference Group agreed that the current 
configuration of acute services was not sustainable and therefore rejected Option One: the Current 
State.  
 
For clinical effectiveness, the Clinical Reference Group considered two sub-factors. First, it 
considered whether the options would lead to patients receiving equal or better quality of care from 
a unit operating in line with national standards. Second, it considered whether options would lead to 
improved clinical outcomes. 
 
The Group accepted that retaining the current range of acute services provided on Island but moving 
to a more integrated workforce with mainland providers (Option Two: Flexible Workforce) would 
ensure that clinicians would be working in larger teams. This would mean that they would be better 
able to develop and maintain their skills and experience in line with national standards. It would also 
enable some improvements in clinical outcomes by ensuring more skilled support for sub-scale 
services on the Island.  
 
However, it was also recognised that both the ability to deliver services in line with national 
standards and clinical effectiveness would increasingly improve where elements of the current 
services most under pressure were transferred to mainland providers (Options Three, Four and Five). 
Providing these services on the mainland would mean that they would be delivered in care settings 
where services are delivered at scale and quality can be better assured. 
 
For safety, the Clinical Reference Group considered two sub-factors. First, it considered the degree 
to which each option allowed patient transfers and/or emergency intervention within a clinically 
safe timeframe and the level of associated risk. The group was concerned that as more activity was 
transferred to mainland providers (from Options Three through to Five), the clinical effectiveness 
benefits that this would realise would increasingly be compromised by issues about the safety of 
transferring higher volumes of patients requiring urgent and timely care. This reflected safety 
concerns about risks of transferring (often by air ambulance) very sick patients, but also reflected 
current issues Island based clinicians experience in agreeing inter-hospital transfers with mainland 
providers and the availability of transport. Consequently, it was agreed that in order to proceed with 
any options where current emergency activity will need to be transferred, it will be essential to 
develop a credible and seamless transfer and retrieval service to mitigate these risks before 
implementing any reconfiguration. 
 
Second, the group considered the extent to which each option would result in fewer Serious 
Incidents (SIs). The group identified that Options Two and Three are likely to improve the position by 
improving clinical quality through developing shared support for clinical teams with mainland 
partners. However, Option Four was seen as neutral (any benefits again being slightly off-set by 
concerns about higher volumes of transfers) and Option Five was assessed as negative because of 
the significant risks of increased Serious Incidents related to the high volumes of emergency 
transfers that would be required.  
 
For patient and carer experience, the Clinical Reference Group considered four sub-factors. First, 
the extent to which patients would be required to move between sites to receive care. Option Two 
would mean no change, Option Three a marginal increase and Option Four a further increase for the 
higher acuity/more complex activity which would need to be transferred to the mainland. Option 
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Five would envisage a significant increase in line with the much higher volumes of patients which 
would be transferred off Island. 
 
Second, patient experience was considered to be neutral across all options if the impact of increased 
travel is excluded (this issue was considered in detail by the Finance Group as part of their 
assessment of the Access criteria). This was based on the assessment that potential destination 
providers of activity transferred have similar levels of reported patient satisfaction as the Isle of 
Wight NHS Trust. 
 
Third, the degree to which each option would support patient choice. Option Two and Three were 
regarded as neutral with Option Four reducing choice through a reduction in planned care services 
on the Island. Option Five would significantly reduce choice with significant transfers of elective and 
maternity services off Island. This issue was considered in more detail by the Finance Group in 
relation to the Access evaluation criteria where the ambition to increase the overall activity that 
could be repatriated to the Island through improvements in the quality of local services was 
assessed. 
 
Finally, the Clinical Reference Group considered the degree to which each option would enable 
patients to be treated in a more appropriate setting. The group considered that this would 
increasingly improve for the options that transferred more activity to mainland providers based on 
the assumption that services in these units are able to deliver services in line with national standards 
and provide better clinical outcomes on a consistent basis. 
 
In conclusion, the Clinical Reference Group assessed the strongest options from a Quality of Care 
perspective as being close in the assessment between Options Three and Four but with a preference 
for Option Three based on their concerns about the safety of any option which envisaged a higher 
proportion of emergency activity needing to be transferred off Island. It was noted that this 
assessment was based on current operational experience and that this may be ameliorated by the 
development of a credible and seamless transfer and retrieval service to mitigate these risks before 
implementing any reconfiguration. Further clinical scrutiny of the preferred option will be 
undertaken by the Wessex Strategic Clinical Network looking into all aspects of the clinical evidence 
base as part of the formal programme assurance phase. 
 

7.5   Access analysis 
 
Access to services was evaluated by the Local Care System Finance Group and was supported by the 
production of a travel impact model developed by the group. The group assessed each of the 
shortlisted options in three main areas: distance and time to access services, service operating hours 
and distance and time to access specialists.  
 
Initially, the group assessed the impact on access of the proposed changes in activity for each 
option. In addition, the group then considered the repatriation opportunity for bringing different 
types of routine activity currently provided on the mainland back onto the Island and assessed the 
impact of each option on self-funded patient travel for planned care services.  
 
7.5.1 Initial assessment of the impact of activity changes on access 
 
For distance and time to access services, the Finance Group assessed four sub-factors. First, it 
considered the impact of time spent travelling for each option and how this would affect patient 
access to services. The group determined that Options Three, Four and Five would all progressively 
increase travel times. Option Three and Four would require small increases in total travel times in 
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comparison with the current state associated with modest increases in services which would be 
transferred to the mainland. Option Five shows significant increases in travel times associated with 
higher volumes of activity to be transferred.  
 
Second, the ease of navigating services under each of the options was assessed as neutral as the 
group agreed that all providers offered reasonable standards to patients in this regard. 

 
Third, the group considered the degree to which each option would involve patients needing to 
travel more often, including emergency transfers and patients needing to make their own transport 
arrangements for planned care services. Excluding the repatriation opportunity, Options Three 
(1,592 increase over the current state, 0.7% increase in total journeys) and Four (4,779, 2% increase) 
would involve modest increases in journeys while Option Five would see significant increases 
(35,199, 15% increase). In addition, the group also considered the cost of travel and this has been 
included in the financial modelling. 
 

 
 
 
 
Fourth, an assessment was made regarding adverse weather or environmental conditions would 
impact on access in each option. Options transferring activity to the mainland were seen as 
progressively vulnerable to adverse weather conditions. However, an analysis of cross-Solent travel 
showed that while helicopter transfers are vulnerable to adverse weather, vehicle ferries are much 
more resilient (98.8% journeys completed across all providers in 2016/17). 
 
For service operating hours, all of the Options were assessed as neutral based on the assumptions 
that in any of the proposed service configurations this would remain neutral. 
 
For distance and time to access specialists, the group considered the degree each option would 
change the number of journeys as a proxy for assessing the related factors of distance, cost and 
time, including transfers between hospitals by helicopter, ambulance and Patient Transport Services. 
The group assessed that there would be a small incremental increase in the number of hospital 
transfers for Options Three (778 over current state) and Four (3,754), while identifying a significant 
increase in Option Five (27,082). 
 
7.5.2 Assessing the impact of the repatriation opportunity on travel journeys  
 
The repatriation opportunity did not feature in the original evaluation criteria, but the Steering 
Group asked the Finance Group to make a further assessment of this opportunity following 
stakeholder feedback reflecting the public concerns about transport and travel.  
 
The purpose of this assessment was to identify the opportunity for reducing the overall patient 
journeys for activity that could be provided as effectively on the Island. It was based on three simple 
assumptions: 
 

FIGURE 5: Impact on travel of activity changes by Option 
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 Improved quality and access to services would be provided on Island following the 
implementation of any reconfiguration and this would increase the likelihood that patients 
will exercise Choice to have planned care services provided more locally (and reverse the 
recent trend in the opposite direction) 

 Increased use of digital solutions will enable a reduction in Outpatient attendances required 
by Island residents at mainland hospitals  

 Increased joint working between clinical team across both sides of the Solent will facilitate 
increased opportunities for elements of care pathways, such as Pre-Operative Assessments, 
to be provide on the Island 

 
The group made a conservative assessment of the repatriation opportunity, noting that there would 
be further opportunities for patients to receive more elements of their care on the Island as clinical 
teams across the Solent work to deliver more services through shared teams. The current 
assessment was based on the following repatriation opportunities: 

 

 50% of elective procedure activity carried out by private providers (285 procedures per 
annum) 

 Linked to these procedures, the associated New and Follow Up Outpatient Activity (1,248 
appointments per annum) 

 40% reduction in mainland outpatient follow up appointments (3,764 follow up 
appointments per annum) 

 
By applying these assumptions, the total repatriation impact on patient journeys has been calculated 
and is shown in Figure 6. This shows that the overall opportunity for reducing patient journeys 
compared to current activity is calculated as 5,297 per annum. 
 

 
 

 
Finally, the group assessed the overall impact of the additional journeys that would be required 
under each reflecting the proposed activity that would be transferred to the mainland to improve 
clinical effectiveness, off-set by the reduced number of journeys that would be possible for activity 
that could be repatriated to the Island through increased capacity and deliver to required standards. 
This is set out below: 
 

FIGURE 6: Impact of Repatriation on Patient Journeys by Option 
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In summary, all of the options will result in an overall reduction in the number of cross-Solent 
patient journeys that will be required, except Option Five. The final assessment for each option 
based on this analysis is as follows: 
 

 Option Two will potentially enable the largest reductions in patient journeys relating to 
repatriating outpatient activity 

 Option Three will include some increased volumes of activity being delivered on the 
mainland, which will create some capacity to enable increased repatriation of other planned 
care and reduced journeys 

 Option Four will include further increases in the volumes of activity provided on the 
mainland, providing increased capacity on Island to enable planned care activity to be 
repatriated. There will be a more modest net reduction in patient journeys 

 Option Five demonstrates an unacceptable increase in transfers and patient journeys 
 
In conclusion, while the Finance Group recognised that access to better, more appropriate and safe 
care is improved by increasing activity in mainland care settings, this benefit would be progressively 
off-set by the increased numbers of patient journeys that would be required across the Solent across 
the options. Consequently, recognising the strong and consistent feedback from the stakeholder and 
public on the impact cross-Solent travel has on patients and their families, the group has 
recommended that any preferred option must be accompanied by implementing the plans outlined 
above for repatriating as much activity as possible back to the Island, whilst maintaining patient 
choice. 
  

7.6 Affordability analysis 
 
The affordability and value for money of each of the shortlisted options was also assessed by the 
Local Care System Finance Group by considering the transition costs and net present value (30 year 
forecast), including income and expenditure, capital costs and travel costs for each option. These 
were assessed by developing a financial model in three stages. First, a baseline financial position for 
the Isle of Wight NHS Trust was produced. This projected current activity and income figures as well 
as data on demographic forecasts, demand management and national planning guidance on price 
changes and the impact of inflation. Then, the workforce, activity and income and expenditure 
impact of each of the clinical models shortlisted by the Clinical Reference Group was modelled 
against the baseline position. This included a detailed assessment of the impact of travel costs to the 
local care system. Finally, the capital costs of providing additional capacity on the mainland as a 
result of the volumes of activity which would need to transfer off Island under each option were 
assessed.  
 

FIGURE 7: Overall impact on Patient Journeys of activity changes and repatriation opportunities 
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The baseline financial analysis (see Figure 8 below) shows that the Trust’s recurrent starting deficit in  
2017/18 of £18.8m is projected to become £23.6m by 2022/23, assuming the delivery of challenging 
year-on-year system efficiencies, including acute demand management programmes of 3.5% per 
annum to flatten projected growth in activity and provider Cost Improvements of 2.5% per annum. 
This is reflected in Option One ‘Current state/business as usual’.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The financial analysis is based on workforce efficiencies assumed across the shortlisted options 
which provide the majority of the affordability gains over and above the impact of 
activity/reconfiguration shifts. 
 
The overall affordability assessment for each of the shortlisted options is summarised in the graph 
below:  
 

FIGURE 8: Baseline Income & Expenditure (I&E) projection for IoW NHS Trust from 2017/18 to 2022/23 
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For transition costs, all the options that require changes in activity, transition costs are incurred to 
implement the new model – the higher the volume of activity transferring the greater the transition 
costs.  
 
For capital costs, all of the options (including Option Two where backlog maintenance costs were 
identified) would require substantial capital expenditure. For Options Three through to Five, this 
would be associated with the need to provide new capacity in mainland providers in order to 
manage the increased volume of activity transferred from the Island ranging from £7.3m (Option 
Three) to £54.4m (Option Five).   The group was concerned that the limited availability of capital 
nationally may be an issue for each of these options. 
 
The net impact on provider’s income and expenditure in 2022/23 when compared with the baseline 
ranged from -£0.1m (Option One) to £4.9m (Option Four).  Option Four is the most beneficial but 
there is little difference between the options.  
 
For net present value [1], the Group identified that Options Two through to Four all provide a positive 
contribution.  
 
Overall the conclusion of the group was that Option Four provided the best value for money.  
 
 
 
 
 

Figure 7: Affordability Impact 

FIGURE 9: Affordability impact of each option 
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7.7  Workforce assessment 
 
The workforce evaluation was undertaken by the Local Care System Workforce Group who assessed 
the impact of each of the shortlisted options in three main areas: recruitment and retention, skills 
and workforce sustainability. 
 
All of the options beyond the Current State envisage profound workforce changes across clinical 
teams driven by the ambition to move towards greater productivity and joint working with mainland 
providers.  
 
For recruitment and retention, the Workforce Group considered two sub-factors. First, it considered 
the extent to which it was possible to deliver each option with the right number of staff, possessing 
the right values, skills and competencies. Option Two and Three would enable an improvement in 
recruitment and resourcing through greater economies of scale and the development of joint clinical 
teams. These benefits would be neutral under Option Four as the benefits of pooled teams would be 
off-set by the need to recruit and train more specialist staff to support increased activity that would 
need to be stabilised and transferred off Island. The high volumes of patient transfers envisaged in 
Option Five would present significant challenges to recruiting high volumes of staff with new skills. 
Subsequently, it was agreed by the Clinical reference Group that Transfer and retrieval Services 
would need to be in place, which would off-set the need to recruit more specialist staff on the 
Island. 
 
Second, it considered the impact each option would have on staff experience. Option Two and Three 
would improve staff experience by introducing joint working and support arrangements but limited 
or no reconfiguration. The group recognised that Option Four may improve staff experience by 
introducing interesting new ways of working, new roles and provide more diverse care settings, 
although these changes would also require higher levels of change to current staff working 
conditions and therefore receive a mixed reception. 
 
For skills, the Workforce Group considered two sub-factors. First, it considered the extent to which 
the options enabled staff to maintain or enhance their competencies. All the options were assessed 
positively based on the premise that all options will include developing joint clinical teams which will 
enable Island based teams to gain greater experience of different types of activity through shared 
rotas and mainland experience. Option Four was considered to provide the maximum opportunity 
for staff to develop their competencies by having the opportunity to work in larger units where 
defined activity would be transferred. Option Five would lose these benefits by staff possibly having 
to spend much more of their working shifts travelling across the Solent reflecting the much higher 
volumes of activity to be transferred. Second, the group assessed how far the skills base required in 
each option could be delivered in an acceptable timeframe (assumed by the group to be 0-5 years). 
Options Two and Three were assessed as the most deliverable within this timeframe as they will 
require limited or no changes in activity. The group assessed Option Four as neutral as it considered 
that the change envisaged would require staff with new skills to be recruited and/or trained and this 
may take several years to implement. Option Five was assessed negatively as the volume and scale 
needed to meet the workforce requirements were considered unmanageable within the required 
timeframe. 
 
For workforce sustainability, it considered the degree to which the impact on staff travel, relocation 
or retraining for each option was considered sustainable. The impact of Options Two and Three was 
assessed as neutral as there will be limited changes in activity. Option Four may have a negative 
impact resulting from transferring some services, while Option Five was not only assessed as having 
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a significantly negative impact on local health and care staff but also seen as having a wider knock-
on effect on the Island’s overall workforce. 
 
In conclusion, all of the options beyond the Current State envisage profound workforce changes 
driven by the ambition to move towards improved clinical effectiveness, greater affordability and 
joint working across clinical teams with mainland providers. Consequently, the development of the 
detailed workforce plans, with full input from staff, to support the new care models proposed will be 
vitally important in refining and implementing the preferred model but at this stage workforce 
impact does not provide a clear differentiating criterion between the options for change. 

 
 
7.8 Deliverability assessment  
 
The Acute Service Redesign Operational Delivery Group, overseen by the Steering Group assessed 
the deliverability of each option by considering the following criteria: expected time to deliver and 
co-dependencies with other strategies. 

The group recognised that all the proposed options, including Option One ‘the current 
state/business as usual’ would be challenging to deliver as they are all predicated on the need to 
deliver the baseline year-on-year system efficiency gains (based on national planning guidance), 
including acute demand management programmes of 3.5% per annum to flatten projected growth 
in acute activity and provider Cost Improvements of 2.5% per annum. All the options for change 
would also require significant workforce changes. 

For expected time to deliver, it considered the extent to which each option could be safely and 
affordably delivered within five years. Options Two, Three and Four were assessed positively as they 
would enable the delivery of improvements in safety and affordability by transforming the 
workforce and through developing shared clinical teams with mainland providers. The additional 
challenges in delivering activity transfers to the mainland would be balanced by the benefits 
delivering these changes would provide in improved quality. Option Five was assessed as 
compromising safety and affordability. It was also considered to not be deliverable within five years 
due to the need for significant capital build on the mainland and the need to deliver a significant 
increase in effective high volume of treat and transfer services. 

For co-dependencies with other strategies, the group considered two sub-factors. First, it 
considered the extent to which each option was compatible with the Local Care Board vision. Option 
Two and Three were assessed positively as they enable improved system efficiencies, as well as 
sustainability and improvements in safety by transferring activity off Island for a limited number of 
services which are currently challenged. Option Four was assessed as the strongest option as it 
would also better future-proof services by transferring a higher volume of at risk patients and 
thereby improve outcomes. Option Five was assessed negatively as it is not consistent with the 
Board’s vision for seeking to maintain the fullest range of safe and sustainable acute services on 
Island and it would place significant additional pressure on the Island’s primary and community 
services and it is not affordable.  

Second, it considered how far each option would rely on other models of care/provision being put in 
place and whether these are deliverable. All of the options will require the implementation of the 
new community models as part of the implementation of the Community Services Review, including 
the delivery of the Frailty pathway and Primary Care Strategy. Options Two, Three and Four were 
assessed positively, but Option Four would also require the development of a credible and seamless 
stabilise, transfer and retrieval service to ensure the safety of the higher volumes of transferred 
activity. 
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In conclusion, the group recognised that all of the options would require profound changes to the 
workforce and this will put a strong onus on joint working with Solent Acute Alliance partners with 
STP support to enable the delivery of the preferred option. Options Three and Four were assessed as 
the most compatible with delivering the Local Care Board new care models vision. However, in order 
to meet the challenges of the Case for Change, to better future-proof the Island’s acute care system 
and to deliver the best affordability and value for money, the group assessed Option Four as the 
option that will provide the most positive, innovative solution to meeting the needs of Islanders in 
the years ahead. 
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8.0 CHOOSING A PREFERRED OPTION 
 
8.1 The Local Care Board accepted the Clinical Reference Group’s recommendation to reduce 

the overall shortlist of options for detailed consideration from eight down to five  
 

Clinicians agreed that in considering the range of possible clinical options, it was essential 
that only options that included Obstetric-led maternity services on Island should be 
considered. This will ensure the safety of pregnant women and babies on the Island is 
optimised.  

 
8.2 The Local Care Board agreed that Option One is unsustainable and unaffordable with a 

number of services coming under pressure 
 
The Clinical Reference Group accepted the Case for Change and agreed at an early stage in 
the process that Option One was unsustainable due to current and projected concerns in 
delivering appropriate quality and safety standards in a number of specialties. In these areas, 
workforce challenges are often compounded by low activity levels and challenges in meeting 
appropriate quality standards. This is best demonstrated by the recent recommendation 
from NHS England received by the Trust following a review of the Island’s neonatal unit 
which found low volumes of activity and shortages of staff and skill levels will potentially 
lead to re-designating it as a Special Care Unit. 

 
The Finance Group’s analysis demonstrated that even assuming the delivery of challenging 
year-on-year system efficiencies, the current configuration of acute services is unaffordable 
against projected income and expenditure forecasts. 
 

 
8.3 The Local Care Board agreed that Option Five is unsafe, unaffordable and unacceptable 
 

The Board accepted the advice of the sub groups that while Option Five might improve the 
clinical effectiveness of the higher volume of activity that would be transferred to mainland 
providers, it should be rejected because these benefits would be profoundly compromised 
by: 

 

 The significant increase that would be required in transport infrastructure that would be 
required to transfer higher volumes of patients 

 Increased patient safety risks associated with the high volumes of emergency activity 
which would mean higher numbers of very ill people being transferred off-Island 

 The significant increases in the costs associated with funding these transfers to both the 
NHS and to patients  

This option was assessed as being unaffordable due to increased travel costs and the need 
to meet the additional capital costs of providing the new capacity which would be required 
in mainland providers. It was also deemed as being unacceptable to Island residents based 
on the engagement process. 

8.4  The Local Care Board agreed that Options Two and Three would not sufficiently address 
the challenges faced 

The Local Care Board agreed with the ASR Steering Group’s recommendation that Options 
Two and Three would not sufficiently address the challenges some services face in meeting 
national standards and delivering clinical effectiveness.  Option Three would also not go far 
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enough in addressing the challenges of sustainability across a sufficiently broad enough 
range of services which are facing issues of low levels of activity, workforce issues and 
concerns about their ability to consistently achieve acceptable quality standards. 

 
8.5 The Local Care Board accepted the ASR Steering Group’s recommendation that Option 

Four will best future-proof services providing the most sustainable and high quality 
solution to meeting local needs for years to come 

 
The Clinical Reference Group agreed that the clinical effectiveness of Island based acute 
services is challenged by low levels of activity, workforce issues and concerns about 
consistently achieving required quality standards. These issues could be better ensured for 
some services in care settings on the mainland where services are delivered at scale and 
quality can be assured. It assessed the strongest options from a Quality of Care perspective 
as being close in the assessment of Options Three and Four but with a preference for Option 
Three. This was based on their concerns about the Safety of Option Four which envisaged a 
higher proportion of emergency activity needing to be transferred off Island. It noted that 
this assessment was based on current operational experience and that this could be 
addressed by the development of a credible and seamless transfer and retrieval service to 
mitigate these risks before implementing any reconfiguration. 

The Finance Group agreed that by improving the quality and access to Island based services 
and by working in partnership with mainland providers there is a clear opportunity to 
repatriate activity from the mainland back onto the Island. As a result, there will be a net 
reduction in cross-Solent patient journeys overall.  

It also assessed Option Four will provide the best value for money (£80.6m improvement in 
the 30 year net present value). However it also noted that none of the options fully address 
the financial gaps. 

Having considered the balance of the advice provided by the sub groups against the 
evaluation criteria and the stakeholder panel, the Local Care Board accepted the 
recommendation of the Steering Group that, in order to meet the challenges set-out in the 
Case for Change and to better future-proof the Island’s acute care system, that subject to 
further refinement Option Four should be recommended as it will provide the most positive, 
innovative solution to meeting the needs of Islanders in the years ahead. It accepted that 
Option Four most strongly aligns with the Local Care Board vision and will best ensure Island 
residents will have the same health outcomes as any other NHS patients across the country. 
However, this option should be further refined 
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9.0 RECOMMENDATION AND NEXT STEPS  
 
The Local Care Board recommends that Option Four is agreed as the preferred option for 
reconfiguring the Island’s acute services, subject to further work to refine and improve the model 
in parallel with the Community Services Review in order to move to formal external assurance and 
then Public Consultation. 

The Local Care Board therefore recommends that: 

 The optimal level of acute services are retained on Island (approximately 89% of current 
activity) to provide maximum local access in a sustainable configuration.  

 A proportion of higher acuity/more complex activity (11%) is transferred to mainland 
providers where better outcomes can be ensured 

 There will be a net reduction in the overall journeys (by approximately 500) that 
Islanders need to make to the mainland to receive acute services by using technology to 
replace some outpatient appointments and re-locating other elements of care pathways 
back onto the Island, such as pre-operative assessments 

 In implementing the changes it will be vital to ensure that the capacity at St Mary’s 
Hospital matches the activity that will be undertaken, and local residents are able to 
choose to receive appropriate planned care services on the Island 

The Local Care Board takes very seriously the concerns of clinicians about the safety risks associated 
with implementing Option Four. It has also taken on the concerns of mainland partners about the 
deliverability of this option. Consequently, the Local Care Board recommends that Option Four is 
adopted by the Clinical Commissioning Group Governing Body on the condition that it is further 
refined and developed by addressing the following delivery risks as part of the next stage of the 
programme by: 

 Defining the workforce integration requirements by focusing on the key specialties where 
change is most required 

 Ensuring that any changes to capacity and the future critical care model will only be 
undertaken where they are matched by the actual changes to the pathways and activity. 
This will include the need to define and ensure a credible and seamless transfer and 
retrieval system is in place. 

The intention is that these proposals will be developed and presented alongside the aligned 
community service proposals for public consultation on the future configuration of acute and 
community services.  

This will require the following work programmes to be taken forward: 

 Refining the preferred acute services configuration proposal: the local care system will 
rapidly refine the recommended option and work with STP and mainland partners, both the 
Solent Acute Alliance and wider geographical partners, to explore the best solution to 
deliver our workforce and activity challenges. This includes:  

 
o Revising the activity, finance and workforce assumptions to narrow the scope and 

scale of the proposed workforce integration to focus initially on the key specialties 
where change is most required. (It should be noted that significant opportunities 
remain for improving productivity by reviewing the configuration of the Island’s 
workforce across specialties) 

o Seeking the leadership of the STP and our Regulators, to support and facilitate as a 
matter of urgency the work required on the workforce and pathway changes 
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o Agreeing a credible and seamless transfer and retrieval model as part of a review of 
critical care services across the Solent facilitated by the STP and with the support of 
national clinical expertise 

o Developing clinical models, workforce plans and business cases for the transfer of 
agreed activity types to the mainland with Solent Acute Alliance partners and agreeing 
a way forward for the key specialties where change is most required 

 Accelerating the Community Services Review proposals: Prioritise implementation of the 
community and out of hospital model to ensure the effective delivery of our overall Local 
Care Plan vision. This includes: 
 
o Modelling the impact of the community services proposals to ensure that, as a 

minimum, the 3.5% per annum demand management to flatten projected growth in 
demand for acute services indicated in the national planning guidance 

o Agreeing the models for primary and community services and demonstrating how 
they will align with the delivery of the acute service reconfiguration proposal 

 

 Pre-Consultation Stakeholder engagement: The next phase of stakeholder engagement will 
include more intensive work to engage with local residents to discuss the recommended 
proposals and to listen, record and respond to feedback. This will ensure that the work to 
refine and develop the proposals continues to reflect the views of local people (see 
Appendix 3). 

 Programme assurance: the refined acute and community service review proposals will be 
drawn together as an overall local care plan reconfiguration proposal which will then be 
subject to the NHS England led external programme assurance process.  This will ensure that 
there is a robust level of scrutiny and evidence in place to enable the local care system to 
demonstrate that the proposals satisfy the Four Key Tests set out in the national planning 
guidance (see Appendix 2).   
 

 Public Consultation: when the proposals have successfully completed programme assurance 
the local care system will have authority to proceed to formal Public Consultation. This 
provides the opportunity to present the final model in the public domain for comprehensive 
consultation. Once the outputs of this process have been considered and addressed, a final 
set of proposals will be presented to the Clinical Commissioning Group Governing Body in 
the formal of a Decision Making Business Case. 

 
The key milestones and the indicative timeline setting out the planning for the delivery of these 
next phases of the programme are set-out in Figure 10 below. 
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FIGURE 10: Indicative timelines and deliverables for the next phase of the programme 
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Executive Summary  


This paper sets out the work which has been undertaken to consider how the acute (hospital based) service 
needs of Isle of Wight residents should be provided in future to ensure the same standards of care to our 
patients as is provided anywhere else in the country. In future, acute services will be delivered on Island first 
wherever clinically appropriate and local residents will only have to travel to receive services when it is essential 
to do so. Health and care services will be delivered in a more joined-up way between hospital services and with 
community, primary and social care on the Island. 
The local care system (comprising the Isle of Wight Clinical Commissioning Group, the Isle of Wight NHS Trust 
and the Isle of Wight Council) commissioned an intensive work programme with the support of McKinsey and 
Company to work with key local stakeholders on the Island and across the Hampshire and Isle of Wight 
Sustainability and Transformation Plan footprint to develop and evaluate the options for configuring acute 
hospital services to as part of the overall Local Care Plan.  


 
The attached paper sets-out the Local Care Board’s recommendations which are being presented to the Isle of 
Wight Clinical Commissioning Group Governing Body for approval on 1st February. The recommendations set-
out in this paper, represent a significant milestone in developing the plans to ensure that the acute services 
available to local residents are sustainable. However, once agreed, these recommendations are the beginning 
of a process over the coming months to develop and test these proposals, which will involve local residents, 
staff, professionals and other stakeholders, as well as external scrutiny through NHS England’s assurance 
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process. This will ensure that before any plans are implemented they are robust and credible in meeting 
Islanders future care needs. 
 
A shortlist of clinical models for reconfiguring acute services, which seek to address the Case for Change, and  
meet the needs of local residents has been developed. These options have been assessed against agreed 
evaluation criteria and a recommendation has been made by the Isle of Wight Local Care Board at the meeting 
on 11th January 2018. The Local Care Board convened a panel to receive the expert advice from the chairs of 
the workstream sub groups and contributions from key partners and stakeholders, including patient 
representatives. 
 
Following the panel, the Local Care Board recommended that, of the five shortlisted options considered, Option 
Four should be supported subject to further refinement by the local care system and formally endorsed by the 
Clinical Commissioning Group Governing Body. This option envisages 89% of current activity is retained at St. 
Mary’s Hospital and that it should become an Emergency and Elective centre with enhanced stabilisation 
capability, a retrieval service supported by the mainland and a flexible, integrated workforce in key specialties. 
Changes to capacity and the future critical care model proposed in this option would only be implemented where 
they are matched by the actual changes to pathways and activity. 
 
The Local Care Board recommended that this option should be supported because it will best meet the 
challenges set-out in the Case for Change and it will better future-proof the Island’s acute care system. It will 
also provide the most positive, innovative solution to meeting the needs of local residents in the years ahead. It 
accepted that Option Four most strongly aligns with the Local Care Board vision and will best ensure Island 
residents are afforded the same health outcomes as any other NHS patients across the country. 


The Local Care Board therefore recommends that: 


• The optimal level of acute services are retained on Island (approximately 89% of current activity) to 
provide maximum local access in a sustainable configuration 


• A proportion of higher acuity/more complex activity (11%) is transferred to mainland providers where 
better outcomes can be ensured 


• There will be a net reduction in the overall journeys (by approximately 500) that Islanders need to make 
to the mainland to receive acute services by using technology to replace some outpatient appointments 
and re-locating other elements of care pathways back onto the Island, such as pre-operative 
assessments 


• In implementing the changes it will be vital to ensure that the capacity at St Mary’s Hospital matches the 
activity that will be undertaken, and local residents are able to choose to receive appropriate planned 
care services on the Island 


The Local Care Board takes very seriously the concerns of clinicians about the safety risks associated with 
implementing Option Four. It has also taken on the concerns of mainland partners about the deliverability of this 
option. Consequently, the Local Care Board recommends that Option Four is adopted by the Clinical 
Commissioning Group Governing Body on the condition that it is further refined and developed by addressing 
the following delivery risks as part of the next stage of the programme by: 


• Defining the workforce integration requirements by focusing on the key specialties where change is 
most required 


• Ensuring that any changes to capacity and the future critical care model will only be undertaken where 
they are matched by the actual changes to the pathways. This will include the need to define and 
ensure a credible and seamless transfer and retrieval system is in place. 


The intention is that these proposals will be developed and presented alongside the aligned community service 
proposals for public consultation on the future configuration of acute and community services.  


In order to move to a position where a set of final proposals are in place that have been refined, developed and 
been subject to external assurance, it will be necessary to undertake the following work programme over the 
coming months: 


• Further work with mainland partners, both the Solent Acute Alliance and wider geographical  partners, 
to explore the best solution to deliver the Island’s workforce and activity challenges 


• Seek the leadership of the Hampshire and Isle of Wight Sustainability and Transformation Partnership 
(STP) and our Regulators, to support and facilitate as a matter of urgency the work required on the 
workforce and pathway changes 


• Prioritise the implementation of the community and out of hospital model to ensure the effective delivery 
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of our overall Local Care Plan vision 
• Moving into the next phase of stakeholder engagement including more intensive work to engage with 


local residents to discuss the recommended proposals and to listen, record and respond to feedback to 
inform the development of the proposals 


• Drawing together the refined acute and community service review proposals into an overall local care 
plan reconfiguration proposal which will then be subject to the NHS England led external programme 
assurance process 


• When the proposals have successfully completed programme assurance the local care system will 
have authority to proceed to formal Public Consultation before the end of 2018 


 
 


Key Recommendation 


The Board is recommended to: 


• Note the ‘Transforming Acute Services for the Isle of Wight’ report which is being presented to the Isle 
of Wight Clinical Commissioning Group for approval on 1st February 2018. 


• Support the recommendations set-out in the report. 


•  
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Governing Body - Part I 
Acute Services Redesign (ASR)  


Sponsor: Helen Shields, Chief Officer 


Summary of issue: 


This paper sets out the work which has been undertaken to consider 
how the acute (hospital based) service needs of Isle of Wight residents 
should be provided in future to ensure the same standards of care to 
our patients as is provided anywhere else in the country. In future, acute 
services will be delivered on Island first wherever clinically appropriate 
and local residents will only have to travel to receive services when it is 
essential to do so. Health and care services will be delivered in a more 
joined-up way between hospital services and with community, primary 
and social care on the Island. 
 
The recommendations set-out in this paper, represent a significant 
milestone in developing the plans to ensure that the acute services 
available to local residents are sustainable. However, once agreed, these 
recommendations are the beginning of a process over the coming 
months to develop and test these proposals, which will involve local 
residents, staff, professionals and other stakeholders, as well as external 
scrutiny through NHS England’s assurance process. This will ensure that 
before any plans are implemented they are robust and credible in 
meeting Islanders future care needs. 
 
As a result of the work done to date, options have been developed to 
address the issues faced by Island services. These options have been 
assessed against agreed evaluation criteria and a recommendation has 
been made by the Isle of Wight Local Care Board which met to consider 
the options with local and mainland stakeholders on 11th January 2018. 
 
This work has been clinically-led and has had the active engagement and 
commitment from a wide range of local clinicians and from our other 
Solent Acute Alliance (SAA) partners (University Hospital Southampton 
NHS Foundation Trust and Portsmouth Hospitals NHS Trust). The work 
also builds on and is central to the delivery of the Island’s Local Care 
Plan which sets-out the vision for better integrated services across the 
local care system. 


The local care system (comprising the Isle of Wight Clinical 
Commissioning Group, the Isle of Wight NHS Trust and the Isle of Wight 
Council) commissioned an intensive work programme with the support 
of McKinsey and Company to work with key local stakeholders on the 
Island and across the Hampshire and Isle of Wight Sustainability and 
Transformation Plan footprint to develop and evaluate the options for 
configuring acute hospital services to as part of the overall Local Care 
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Plan.  


The work has been underpinned by an initial stakeholder engagement 
programme including community discussions delivered with the support 
of Community Action Isle of Wight. 


The development of the Case for Change and the detailed modelling of 
the impact of the options over time were included within the scope of 
the work programme and are included within the paper. 


Options have been developed which seek to address the Case for 
Change. These options have been assessed against agreed evaluation 
criteria and a recommendation has been made by the Isle of Wight Local 
Care Board at the meeting on 11th January 2018. The Local Care Board 
convened a panel to receive the expert advice from the chairs of the 
workstream sub groups and contributions from key partners and 
stakeholders, including patient representatives. 
 
Following the panel, the Local Care Board recommended that, of the five 
shortlisted options considered, Option Four should be supported subject 
to further refinement by the local care system and formally endorsed by 
the Clinical Commissioning Group Governing Body. This option envisages 
89% of current activity is retained at St. Mary’s Hospital and that it 
should become an Emergency and Elective centre with enhanced 
stabilisation capability, a retrieval service supported by the mainland 
and a flexible, integrated workforce in key specialties. Changes to 
capacity and the future critical care model proposed in this option would 
only be implemented where they are matched by the actual changes to 
pathways and activity. 
 
The Local Care Board recommends that this option should be supported 
because it will best meet the challenges set-out in the Case for Change 
and it will better future-proof the Island’s acute care system. It will also 
provide the most positive, innovative solution to meeting the needs of 
local residents in the years ahead. It accepted that Option Four most 
strongly aligns with the Local Care Board vision and will best ensure 
Island residents are afforded the same health outcomes as any other 
NHS patients across the country. 


The Local Care Board therefore recommends that: 


• The optimal level of acute services are retained on Island 
(approximately 89% of current activity) to provide maximum 
local access in a sustainable configuration.  


• A proportion of higher acuity/more complex activity (11%) is 
transferred to mainland providers where better outcomes 
can be ensured 


• There will be a net reduction in the overall journeys (by 
approximately 500) that Islanders need to make to the 
mainland to receive acute services by using technology to 
replace some outpatient appointments and re-locating 
other elements of care pathways back onto the Island, such 
as pre-operative assessments 


• In implementing the changes it will be vital to ensure that 
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the capacity at St Mary’s Hospital matches the activity that 
will be undertaken, and local residents are able to choose to 
receive appropriate planned care services on the Island 


The Local Care Board recommends that Option Four is adopted by the 
Clinical Commissioning Group Governing Body on the condition that it is 
further refined and developed by addressing the following delivery risks 
as part of the next stage of the programme by: 


• Defining the workforce integration requirements by focusing on 
the key specialties where change is most required 


• Ensuring that any changes to capacity and the future critical care 
model will only be undertaken where they are matched by the 
actual changes to the pathways. This will include the need to 
define and ensure a credible and seamless transfer and retrieval 
system is in place 


The Local Care Board takes very seriously the concerns of clinicians 
about the safety risks associated with implementing Option Four. It has 
also taken on the concerns of mainland partners about the deliverability 
of this option. Consequently, the Local Care Board recommends that 
Option Four is adopted by the Clinical Commissioning Group Governing 
Body on the condition that it is further refined and developed by 
addressing the following delivery risks as part of the next stage of the 
programme by: 


• Defining the workforce integration requirements by focusing 
on the key specialties where change is most required 


• Ensuring that any changes to capacity and the future critical 
care model will only be undertaken where they are matched 
by the actual changes to the pathways. This will include the 
need to define and ensure a credible and seamless transfer 
and retrieval system is in place. 


The intention is that these proposals will be developed and presented 
alongside the aligned community service proposals for public 
consultation on the future configuration of acute and community 
services.  


In order to move to a position where a set of final proposals are in place 
that have been refined, developed and been subject to external 
assurance, it will be necessary to undertake the following work 
programme over the coming months: 


• Further work with mainland partners, both the Solent Acute 
Alliance and wider geographical  partners, to explore the best 
solution to deliver the Island’s workforce and activity challenges 


• Seek the leadership of the Hampshire and Isle of Wight 
Sustainability and Transformation Partnership (STP) and our 
Regulators, to support and facilitate as a matter of urgency the 
work required on the workforce and pathway changes 


• Prioritise the implementation of the community and out of 
hospital model to ensure the effective delivery of our overall 
Local Care Plan vision 


• Moving into the next phase of stakeholder engagement 
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including more intensive work to engage with local residents to 
discuss the recommended proposals and to listen, record and 
respond to feedback to inform the development of the 
proposals 


• Drawing together he refined acute and community service 
review proposals into an overall local care plan reconfiguration 
proposal which will then be subject to the NHS England led 
external programme assurance process 


• When the proposals have successfully completed programme 
assurance the local care system will have authority to proceed 
to formal Public Consultation before the end of 2018 


 


Action required/ 
recommendation: 


The Isle of Wight Clinical Commissioning Group Governing Body is 
asked to: 
 


• Receive an update on the process for developing the options 
for the future configuration of acute services to provide high 
quality, safe and sustainable services to Island residents. 


• Confirm the robustness of the process, noting that a wide 
range of possible options have been considered and excluded 
to date as a result of a robust options appraisal process. 


• Consider and approve the recommendations and agree the 
further work described will be required to further develop, 
refine and implement the proposals. 


• Confirm the continuation of the programme arrangements 
through to a formal decision. 


 


Principal risks: 


Failure to reach an agreement on how to transform the acute services 
provided to meet the needs of Island residents that is sustainable, 
affordable and meets the needs of the local population over the next 10 
years. The impact of this will increasingly result in elements of acute 
care in the current configuration failing and these services needing to be 
alternatively provided in a reactive way. As these failures increase the 
overall viability of St. Mary’s hospital will be at risk. In this scenario, the 
default option will be option 5 which envisages a large volume of 
current acute activity transferring off-Island. 
 
Retaining the optimal level of acute services on Island will require a 
proactive and ambition programme of partnership working with 
mainland providers to develop ways of supporting and maintaining local 
access to services. Realising this ambition will require a commitment 
from mainland provider partners to identify innovative solutions to 
supporting the Island’s requirements, acknowledging the pressures that 
these providers are currently under in delivering their current activity. 
 
Due to current operational pressures and difficulties in securing safe and 
effective inter-hospital transfers for emergency patients, there is a high 
degree of concern amongst clinicians about the safety in recommending 
an option which will increase the numbers of patients that will need to 
be transferred off-Island. The Local Care Board has considered these 
risks in the context of the current and expected future risks of retaining 
the current levels of activity on the Island and has concluded that it will 
be essential to continue to work with clinicians and external partners 
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(including helicopter service providers) to develop a credible and 
seamless transfer and retrieval service to ensure the future safety of 
patients who will need to be transferred off Island. 


Other committees where 
this has been 
considered: 


The Local Care Board and Operational Delivery Group 
CCG Clinical Executive 
Trust Leadership Committee 
Trust Board Seminar 
The Health and Wellbeing Board 
The Cross Solent Operators Partnership Board  
Policy and Scrutiny Committee for Adult Social Care and Health 
Solent Acute Alliance Programme Board 
Sustainability and Transformation Partnership Executive Delivery Group 


Financial /resource 
implications: 


The Acute Service Redesign shortlisted options have been assessed 
against the Case for Change criteria: Clinical Quality, Access and 
Affordability. The Local Care System Finance Group, chaired by the Chief 
Finance Officer, Isle of Wight Clinical Commissioning Group and 
including senior finance representation from the local care system 
partner organisations, has taken the lead in assessing the affordability of 
each option. This included developing an overall financial, activity and 
capacity model in order to forecast the impact of each option against 
the agreed baseline. The key findings are set-out in the report. 
 


Legal implications/ 
impact: 


The preferred option, once agreed, will be developed as part of a wider 
new care models pre-consultation business case. This will be subject to a 
thorough external Programme Assurance led by NHS England in 
accordance with the national requirements set-out in Planning, assuring 
and delivering service change for patients (NHS England, November 
2015).  


Public involvement 
/action taken: 


The Patients’ Council and HealthWatch IW have been represented at the 
individual specialty redesign meetings, the ASR Task & Finish Steering 
Group and participated in the Local Care Board ASR option evaluation 
panel on 11th January 2018. These representatives have made an 
excellent contribution in ensuring that the discussions remain focused 
on the needs of patients, carers and families in their experience of 
services. In parallel, a further phase of public, staff and stakeholder 
engagement is being undertaken.  


Equality and diversity 
impact: 


The proposals, once agreed, will be subject to a full Equality Impact 
Assessment (EqIA) as part of the work to develop the implementation 
plans and pre consultation business case. 
 


Author of Paper: James Seward, System Redesign Programme Director, System Wide 
Transformation Team 


Date of Paper: 23rd January 2018 


 


Date of Meeting: 1 February 2018 


Agenda Item:  Paper number:  
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EXECUTIVE SUMMARY 


Introduction  


This paper sets out the work which has been undertaken to consider how the acute (hospital based) 
service needs of Isle of Wight residents should be provided in future to ensure the same standards of 
care to our patients as is provided anywhere else in the country. In future, acute services will be 
delivered on Island first wherever clinically appropriate and local residents will only have to travel to 
receive services when it is essential to do so. Health and care services will be delivered in a more 
joined-up way between hospital services and with community, primary and social care on the Island. 
 
The recommendations set-out in this paper represent a significant milestone in developing the plans 
to ensure that the acute services available to local residents are of high quality, safe and sustainable. 
However, once agreed, these recommendations are the beginning of a process over the coming 
months to develop and test these proposals, which will involve local residents, staff, professionals 
and other stakeholders, as well as external scrutiny through NHS England’s assurance process. This 
will ensure that before any plans are implemented they are robust and credible in meeting Islanders 
future care needs. 
 
As a result of the work done to date, options have been developed to address the issues faced by 
Island services. These options have been assessed against agreed evaluation criteria and a 
recommendation has been made by the Isle of Wight Local Care Board which met to consider the 
options with local and mainland stakeholders on 11th January 2018. 
 
This work has been clinically-led and has had the active engagement and commitment from a wide 
range of local clinicians and from our other Solent Acute Alliance (SAA) partners (University Hospital 
Southampton NHS Foundation Trust and Portsmouth Hospitals NHS Trust). The work also builds on 
and is central to the delivery of the Island’s Local Care Plan which sets-out the vision for better 
integrated services across the local care system. 


The Governing Body is asked to: 
 


 Receive an update on the process for developing the options for the future configuration of 
acute services to provide high quality, safe and sustainable services to Island residents 


 Confirm the robustness of the process, noting that a wide range of possible options have 
been considered and excluded to date as a result of a thorough options appraisal process 


 Consider and approve the recommendations  


 Agree the further work to develop, refine and implement the proposals 


 Confirm the continuation of the programme arrangements through to a formal decision 


Background 


In recent years, the Isle of Wight care system has undertaken a number of externally supported 
reviews of acute services. In the main, these reviews have sought to address the core issues which 
are at the heart of the Case for Change driving the current work programme. These are related to 
issues of: 
 


 Scale: addressing the challenges of services which have low volumes of activity, against 


national standards which are increasingly moving services towards the need to be provided 


in larger centres 
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 Location: addressing the challenges related to our Island setting and the lack of direct road 


links to neighbouring large hospitals 


 Workforce: in seeking to recruit and retain an appropriately skilled workforce  


That these reviews have not led to a clear overall vision for reconfiguring acute services, 
demonstrates the scale and complexity of the challenge. However, unlike past reviews, for some of 
our services the future challenges previously considered have become a reality, as illustrated by the 
recent Care Quality Commission (CQC) report. As a result, it is now imperative that the local care 
system agrees a robust way forward to ensure that acute services are sustainable into the future. 
 
The Case for Change 


The Isle of Wight faces a unique set of challenges in delivering care to the same standards expected 
across England’s NHS. As a small island there are diseconomies of scale and national workforce 
shortages can have a greater impact on local services. It is not always viable to have specialist 
services on the Island when the numbers of people accessing them are small and our staff would not 
maintain the levels of skill required to deliver them appropriately. The cost of maintaining the range 
of acute services needed is often higher than other parts of the mainland where hospitals can share 
resources. For example, the Island’s population is around half of that normally needed to sustain a 
traditional district general hospital. Furthermore, our population has a proportionately much higher 
number of older people than other parts of the country. 
 
In summary, the challenges facing the Isle of Wight’s acute services are as follows: 


 A growing elderly population with changing healthcare needs that are placing greater and 
new demands on services. Around 25% of our population is aged over 65, and while the total 
population is predicted to remain relatively stable, the proportion of older people will 
increase to around 30% by 2025 with the biggest rises amongst the very elderly 
 


 There is variable quality in acute hospital based care, particularly for more specialist services 
and some national quality standards are not being met. As a result, local residents do not 
always experience the same outcomes as patients across the country 
 


 There are shortages of health and care staff, including specialist consultants, which means it 
is difficult to ensure there are enough staff available, especially when care is needed at all 
times (i.e. 24 hours a day and 7 days per week) 
 


 There is a growing financial challenge - the Isle of Wight Clinical Commissioning Group is 
estimated to be £19m (10%) above its target funding allocation and the Isle of Wight Council 
is also under extreme financial pressure. The Isle of Wight NHS Trust has a current financial 
deficit of £18.8m which is forecast to grow to £23.6m by 2022/23 (assuming the delivery of 
year-on-year system efficiencies in line with national planning assumptions) 
 


 As the NHS nationally moves to deliver more services in larger units, the Island’s current 
configuration of acute services will be unsustainable; current difficulties maintaining staff 
rotas and delivering the levels of activity needed to maintain a sufficient scale of services will 
lead to further unplanned service changes if action is not taken now 
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The Acute Service Redesign programme 
 
The local care system (comprising the Isle of Wight Clinical Commissioning Group, the Isle of Wight 
NHS Trust and the Isle of Wight Council) commissioned an intensive work programme with the 
support of McKinsey and Company to work with key local stakeholders on the Island and across the 
Hampshire and Isle of Wight Sustainability and Transformation Plan footprint to develop and 
evaluate the options for configuring acute hospital services to as part of the overall Local Care Plan.  


The work has been underpinned by an initial stakeholder engagement programme including 
community discussions delivered with the support of Community Action Isle of Wight. 


The development of the Case for Change and the outputs of the detailed modelling of the impact of 
the options over time were included within the scope of the work programme and are included 
within the paper. 


The work has been undertaken collaboratively and has benefitted from the active engagement and 
leadership from clinical leaders on the Island and from our mainland partners as well as the 
important input of patients’ representatives and other key stakeholder groups. The work builds on 
and is central to the delivery of the Isle of Wight’s Local Care Plan which sets-out the vision for 
integrated services across health and social care.  
 
Isle of Wight Local Care Board - Acute Services Redesign Option Appraisal Panel 
 
Options have been developed which seek to address the Case for Change. These options have been 
assessed against agreed evaluation criteria and a recommendation has been made by the Isle of 
Wight Local Care Board at the meeting on 11th January 2018. The Local Care Board convened a panel 
to receive the expert advice from the chairs of the workstream sub groups and contributions from 
key partners and stakeholders, including patient representatives. 
 
Following the panel, the Local Care Board recommended that, of the five shortlisted options 
considered, Option Four should be supported subject to further refinement by the local care system 
and formally endorsed by the Clinical Commissioning Group Governing Body. This option envisages 
89% of current activity is retained at St. Mary’s Hospital and that it should become an Emergency 
and Elective centre with enhanced stabilisation capability, a retrieval service supported by the 
mainland and a flexible, integrated workforce in key specialties. Changes to capacity and the future 
critical care model proposed in this option would only be implemented where they are matched by 
the actual changes to pathways and activity.  
 
The Local Care Board recommends that this option should be supported because it will best meet 
the challenges set-out in the Case for Change and it will better future-proof the Island’s acute care 
system. It will also provide the most positive, innovative solution to meeting the needs of local 
residents in the years ahead. It accepted that Option Four most strongly aligns with the Local Care 
Board vision and will best ensure Island residents are afforded the same health outcomes as any 
other NHS patients across the country. 


The Local Care Board recommends that: 


 The optimal level of acute services are retained on Island (approximately 89% of current 
activity as a minimum, excluding repatriation) to provide maximum local access in a 
sustainable configuration  


 A proportion of higher acuity/more complex activity (11%) is transferred to mainland 
providers where better outcomes can be ensured 
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 There will be a net reduction in the overall journeys Island residents  need to make to the 
mainland to receive acute services (estimated to reduce the need by around 500 journeys a 
year) by using technology to replace some outpatient appointments and re-locating other 
elements of care pathways back onto the Island such as pre-operative assessments 


 In implementing the proposals it will be vital to ensure that any changes to capacity at St 
Mary’s Hospital will only be undertaken when actual changes in activity occur, and ensuring 
that local residents are able to choose to receive appropriate planned care services on the 
Island 


Conclusion and Next Steps 


The Local Care Board recommends that Option Four is adopted by the Clinical Commissioning Group 
Governing Body on the condition that it is further refined and developed by addressing the following 
delivery risks as part of the next stage of the programme by: 


 Defining the workforce integration requirements by focusing on the key specialties where 
change is most required 


 Ensuring that any changes to capacity and the future critical care model will only be 
undertaken where they are matched by the actual changes to the pathways and activity. 
This will include the need to define and ensure a credible and seamless transfer and retrieval 
system is in place. 


This reflects feedback from stakeholders and the concerns of clinicians about the potential safety 
risks of transferring more patients between hospitals, associated with implementing Option Four. It 
has also taken on board the concerns of mainland partners about the deliverability of an integrated 
and flexible workforce.  


In order to move to a position where a set of final proposals are in place that have been refined, 
developed and been subject to external assurance, it will be necessary to undertake the following 
work programme over the coming months: 


 Further work with mainland partners, both the Solent Acute Alliance and wider 
geographical  partners, to explore the best solution to deliver the Island’s workforce and 
activity challenges 


 Seek the leadership of the Hampshire and Isle of Wight Sustainability and Transformation 
Partnership (STP) and our Regulators, to support and facilitate as a matter of urgency the 
work required on the workforce and pathway changes 


 Prioritise the implementation of the community and out of hospital model to ensure the 
effective delivery of our overall Local Care Plan vision 


 
This work will be brought together to provide a refined and developed set of overall reconfiguration 
proposals which will then be submitted for formal external programme assurance, led by NHS 
England. This process will ensure that there is a robust level of scrutiny and evidence in place against 
national standards. Having completed the programme assurance phase and undertaken a further 
intensive phase of stakeholder engagement, the local care system will have authority to proceed to 
formal Public Consultation on the proposals, expected towards the end of 2018. 
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1.0  PURPOSE AND SCOPE   


1.1   The Case for Change 


1.1.1 The Isle of Wight local population is getting older and has changing health needs 
 
The local Isle of Wight population is growing by 0.26% per year. The current population (ONS mid-
2013 population estimates) is 138,393 and 25.5% are aged 65 years and over. This is forecast to rise 
to a population of 145,900 by 2025 with 30.2% aged over 65. In 2021 it is projected that 22% of the 
Isle of Wight’s population will be aged 70 and over. In real terms this equates to an additional 9,000 
residents over 70; an increase from 23,000 in 2011 to 32,000 in 2021. 
 
Patient needs are increasingly complex. As people get older the number of long term conditions they 
are likely to have increases. By the age of 75 they are likely to have three or more long term 
conditions. Demand for health and care is growing at a rate that is unsustainable for the current 
system to manage as people are living longer, increasingly spending longer in poor health, with 
multiple chronic conditions. 
 
Consequently, services will need to transform in order to meet this additional demand in ways that 
are more tailored around the needs of an ageing population with multiple care needs. Traditional 
ways in which acute services are organised are not always best placed to respond appropriately to 
these needs. 
 
1.1.2 Future proofing the Island’s health and care services  


The Isle of Wight local care system’s vision for a new care model aims to create a place based system 
of integrated care by delivering health and care services as close to home as possible. This will mean 
many services traditionally provided in hospital settings will in future be provided in community 
settings in a more person-centred way. 
 
Care for people with long term conditions and/or frailty needs can be provided in a different way in 
the future, ensuring a more pro-active rather than a reactive approach. This can be delivered by 
multi-disciplinary teams working together rather than being reliant on GPs. This combined with 
easier access to diagnostics, and specialist opinion will enable more consistent higher quality of care 
and better health outcomes. 
 
The evidence base suggests that a greater focus on prevention of ill health and on caring for people 
with long term conditions and frailty in the community can significantly reduce the need for acute 
hospital care resulting in better health status and greater independence. National planning makes 
the assumption that local care systems will be able to flatten demand for acute hospital services by 
3.5% per annum based on delivering improved primary and community care.  
 
The vision is that the Island’s acute model of care will be developed to provide an Urgent and 
Planned Care service where appropriate care is delivered on the Island with links to services across 
the Solent to provide support for patients with more specialist needs. 
 
Investment in technological solutions will be needed to enable more joined-up care between 
community, acute and mainland partners to improve quality and access for patients on the Island. 
There is a need to give professionals more timely access to the right information to inform their 
decision-making. 
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Consequently, local services will need to transform to better meet the overall needs of local people 
by focusing their care and support in their homes and in the community. This will mean moving the 
focus from services traditionally provided in institutions to the community and ensuring that people 
will only have to travel to receive hospital based care when it is absolutely necessary and only travel 
to the mainland to receive treatment when more specialist care is required. 
 
1.1.3 Local residents do not always receive the same quality of care as people can expect across 


the country 
 
The Isle of Wight NHS Trust overall is currently rated inadequate by the Care Quality Commission 
(CQC) who reported concerns in key areas, including hospital mortality rates, safety concerns, and 
emergency services responsiveness, with an underlying theme of staffing challenges. 
 
For example, hospital related mortality rates following emergency laparotomy procedures on the 
Island are one of the highest in the country. In addition, a Sustainability Review undertaken in 2016 
demonstrated that a range of services are at risk of being clinically unsafe in their current 
configuration due to an inability to meet key standards and/or future demand within the current 
model of care – this includes Urology, Ear, Nose and Throat (ENT), Paediatrics, General Surgery, 
General Medicine, Urgent Care, Ophthalmology, Obstetrics and Gynaecology including midwifery led 
care and Neonatal Intensive Care Unit (NICU).   
 
Services with relatively low volumes of care have been shown to be associated with poorer quality of 
care as teams get less experience and are therefore less able to build or maintain their skills across a 
full range of conditions and medical interventions. It is also more challenging to provide services to 
the required standard over a 24 hour period. 
 
Consequently, a solution is required to ensure Island residents can access acute services which can 
better allow them to receive the same standards of care expected across the NHS. As the key 
challenges within the services with the highest risks is low levels of activity and workforce issues, 
these services will either need to be transferred to the mainland or retained as part of an integrated 
service with the mainland, to increase the overall service’s activity levels and staff cover to 
sustainable levels. 
 
1.1.4 Workforce challenges are putting further pressure on already fragile services 
 
Consultants working single-handedly present a sustainability risk due to lack of appropriate cover for 
planned and unplanned absences.  Services with long term vacancies for clinical staff can 
compromise quality of care and add to the financial pressures of the Trust and care system. The 
traditional approach to resolving this through recruitment has often been unsuccessful and the use 
of locum cover leads to reduced clinical consistency of standards of care and adds to financial 
pressures. It is becoming increasingly difficult to staff services appropriately and to ensure 
consistently high quality care when staff may see some conditions relatively infrequently. 
 
Smaller services that require round-the-clock cover are particularly challenged. As the Island’s health 
and care services serve a small population, there are diseconomies of scale, where the cost of 
providing the service are greater. This is particularly the case for Accident and Emergency, 
Emergency Surgery, Critical Care, Obstetrics and Paediatrics.  
 
Consequently, acute services will need to transform by developing a more sustainable workforce 
model. Nationally, smaller hospitals have sought to address these issues by closer working and/or 
transferring services to larger neighbouring hospitals. 
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1.1.5 The Isle of Wight System has significant financial challenges affecting the viability of the 


way services are currently provided 
 
For 2017/18 the Clinical Commissioning Group is forecasting a breakeven position. However, this 
requires delivery of a £13m (5.6%) savings programme. As the Clinical Commissioning Group is over 
its allocation target by 10% (£19m), until this reduces to less than 5%, the Clinical Commissioning 
Group will only receive minimum growth funding. For 2017/18 the growth funding was 0.16% 
(£0.3m), compared to a national average of 2.14% (£4m). Currently 52.3% of all NHS funds available 
for the local population are spent in the acute sector. 
 
The Isle of Wight NHS Trust is currently forecasting a deficit for 2017/18 of £18.8m, which relies on 
achieving a cost improvement programme of £8.5m. The Trust deficit has been projected to increase 
to £23.6m by 2023, net of demographic changes, price/cost changes and the delivery of year-on-
year Trust cost improvement programmes and demand management. This forecast reflects a 
challenging position before the impact of any service reconfiguration has been assessed. 
 
The Isle of Wight Council continues to operate under the most extreme finance pressure. It has set a 
balanced budget for 2017/18 but this has required the use of £3.6m of reserves and a savings target 
to be achieved of £7.5m. A further savings target of £7.5m is currently expected to be required in 
2018/19. 
 
Acute services on the Island in their current configuration are unaffordable and will need to be 
transformed in order to deliver both improved quality and better value for money. 
 
A more detailed summary of the Case for Change is provided at Appendix 1. 
 


1.2   Scope 
 


The Island’s health and care system has an agreed vision for a new model of care which will 
transform the way services will be provided in the future. Delivering safe and sustainable acute 
services for local residents is a key part of this model. 
 
In parallel to the Acute Services Redesign work, the developments of the care models for the other 
core elements of the Local Care Plan (see figure 1) are being developed including, Primary and 
Community services, Mental Health and Learning Disabilities. 
 
Once the preferred acute service reconfiguration option has been agreed, the next phase of the 
programme will ensure that the above care models are aligned as part of the development of the 
pre-consultation business case. 
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1.3   Statutory Responsibility 
 
It is the statutory responsibility of service commissioners (Isle of Wight Clinical Commissioning Group 
and NHS England), to commission health services that reflect the needs of the population of the Isle 
of Wight.  
 
The service reconfiguration process has several phases from identifying the case for change, setting 
the strategic context, developing the options for change, recommending an option, seeking NHSE 
Assurance, consultation and then implementation. It is driven by the need to demonstrate from an 
early stage that a proposal satisfies national NHS requirements known as the four key tests and that 
it is affordable in capital and revenue terms. These requirements are set-out in NHS England’s 
Planning, Assuring and Delivering Service Change for Patients (October 2015, Executive Summary is 
given as Appendix 2) and are: 


1. Strong public and patient engagement 
2. Appropriate availability of choice 
3. Clear clinical evidence base 
4. Clinical support 


NHS England has recently introduced a further test as part of an extension of test three (a clear 
clinical evidence base) to ensure patients will continue to receive high quality care, where hospital 
bed closures arise from proposed major service reconfigurations. NHS organisations in the future 
will have to show that significant hospital bed closures are subject to the established four key tests, 
and demonstrate further tests of deliverability, affordability and value for money, before NHS 
England will approve. 
 


FIGURE 1: Our New Care Model 
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1.4   Design principles 


The work programme has been driven by the need to address the Case for Change and to take 
forward the realisation of the Local Care Plan’s future care model. In addition, the following design 
principles were agreed to guide the work: 


 Equality of clinical outcomes for Island residents: the principal duty of the local care system 
is to ensure that local residents can expect the same standards and outcomes from the care 
they receive as is provided across the country 


 Deliver on Island first: the optimal level of access to the widest possible range of acute 
services should be provided on Island where clinically appropriate 


 Travel only where necessary: people should only have to travel to receive care when they 
cannot receive the support they need at home, in the community or at St. Mary’s Hospital. 
Where cross-Solent travel is needed this should only be for the elements of the patient’s 
care that cannot be provided on the Island 


 Increased community focus and involvement: services to be provided as close to people’s 
homes as possible and be supported by the local community 


 Developing our workforce: grow, develop, train and retain our local workforce by working in 
collaboration with mainland services and breaking down boundaries between traditional 
health and care roles to ensure people can work to their optimal skill sets (or ‘at the top of 
their license’) 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







12 


2.0  PROGRAMME GOVERNANCE 
 
The Acute Service Redesign programme has been delivered through four main work-streams – 
Clinical Reference Group, Finance Group, Workforce Group and Acute Service Redesign Steering 
Group, supported by the Operational Delivery Group. These groups consist of senior representatives 
from the Isle of Wight NHS Trust, Isle of Wight Clinical Commissioning Group, neighbouring Trusts, 
University Hospital Southampton NHS Trust (Southampton Hospital) and Portsmouth Hospitals NHS 
Trust (Portsmouth Hospital). The Groups also included patient representatives throughout each 
phase of the work. 


The Clinical Reference Group was given the task of developing the clinical models, agreeing the 
modelling assumptions and activity shifts that would be required under each option and evaluating 
each option against the quality of care criteria. The membership of the group consisted of the 
Medical Directors from Isle of Wight NHS Trust, Southampton Hospital and Portsmouth Hospital, 
(which collectively represent the Solent Acute Alliance (SAA)), Trust Clinical Business Unit leadership 
teams, and local GPs from the Clinical Commissioning Group Clinical Executive. There were also 
representatives from the Sustainability and Transformation Partnerships (STP) and the Wessex 
Strategic Clinical Networks. The group was chaired by the Medical Director for the Isle of Wight NHS 
Trust. 


The Local Care System Finance Group took responsibility for overseeing the financial and activity 
modelling. The group was also responsible for assessing the affordability, value for money and 
access to care evaluation criteria for each of the shortlisted options. The membership of the group 
was made up of the Chief Finance Officers, Directors of Finance and their deputies from the Isle of 
Wight NHS Trust, Isle of Wight Clinical Commissioning Group, Isle of Wight Council, Southampton 
Hospital and Portsmouth Hospital. The group was chaired by the Chief Financial Officer for the Isle of 
Wight Clinical Commissioning Group. 


The Local Care System Workforce Group brought together key members of the workforce business 
functions, the programme’s clinical lead, Sustainability and Transformation Partnership colleagues 
and other external stakeholders, to consider the shortlisted options against the workforce 
evaluation criteria. The group was chaired by the Director of Human Resources and Organisational 
Development for the Isle of Wight NHS Trust.  


The Acute Service Redesign Steering Group was set up to act as the senior stakeholder reference 
group, to provide input from the wider system. This forum allowed senior leaders across the local 
care system, together with partners from the Solent Acute Alliance, the Sustainability and 
Transformation Partnership, NHS England and patient representatives to oversee the delivery of the 
programme. The group was chaired by the Medical Director for the Isle of Wight NHS Trust. 


The programme team also held a weekly Operational Delivery Group, which focused on delivery of 
the projects and tasks associated with the working groups and ensured milestone progress was on 
track. The group was chaired by the Medical Director for the Isle of Wight NHS Trust. 


In addition to the four work-streams the Local Care System Stakeholder Engagement Group 
provided input from the wider system and allowed the programme to provide updates to voluntary 
sector and patient representatives, whilst also taking into account their feedback. 


The programme was overseen by the Isle of Wight Local Care Board. This group was the decision 
making body required to sign off outputs from the various working groups. In addition, the Board 
convened the stakeholder panel to assess the evaluation criteria provided by the sub groups for each 
of the proposed options. The Board’s recommendations are set out in this paper for approval by the 
Clinical Commissioning Group Governing Body. 
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3.0 STAKEHOLDER ENGAGEMENT AND PUBLIC INVOLVEMENT 
 


3.1   Stakeholder engagement 
 
NHS England expects all significant service change proposals to comply with the Government’s tests 
for service change and NHS England’s good practice checks throughout the stages of a service 
change programme. 
 
Strong public and patient engagement is the first of these national four key tests. In order to engage 
to the required extent a comprehensive programme of stakeholder engagement has been planned 
across the key phases of the programme culminating in the Public Consultation process. 
 
In accordance with these plans, a programme of stakeholder engagement on the case for change 
and the emerging broad possible scenarios for change has been completed. Following the outcome 
of the Clinical Commissioning Group Governing Body, the next phase of this work will be broadened 
to focus on the preferred option and planning, preparing and testing materials for public 
consultation later in 2018. 
 
The Acute Service Redesign programme has been led by clinicians from the outset, to ensure that 
the development of the draft proposals has been shaped by those involved in leading and delivering 
these services on the Island. Patients and representatives, from both the Patients Council and 
Healthwatch Isle of Wight have also had a key voice throughout the process, taking part in the initial 
workshops with clinicians as they reviewed historical reports and examined a wide range of service 
data, and during key stages as the proposals evolved.  They played an important role in ensuring that 
the patients’ voice was at the heart of the process and to ensure patient experience and insight was 
a continual challenge and guide as the proposals were developed. 
 
Staff from the Isle of Wight NHS Trust, the Isle of Wight Clinical Commissioning Group and the Isle of 
Wight Council (particularly those from adult and children’s social care services) and union 
representatives were also provided with information at various key stages in the process via a wide 
range of communication tools including written briefings, face-face briefings, information on the 
intranet, and regular newsletter updates.  They were also given opportunities to engage in 
discussions and share their views with the programme and clinical lead at drop in sessions or 
scheduled meetings.   
 
Other stakeholders were provided with updates and opportunities to engage with and influence 
discussions including Wessex Strategic Clinical Senate, Solent Acute Alliance Partners and the 
Sustainability and Transformation Partnership (STP). Advice on key clinical issues was sought and 
obtained from the relevant Royal Colleges.  Formal briefing meetings with Regulators, NHS England 
and NHS Improvement, have also taken place regularly throughout the process. 
 
Specific groups of stakeholders such as the Local MP, the Isle of Wight Council’s Health and Care 
Policy and Scrutiny Committee, Council Cabinet members, the Health and Wellbeing Board, Clinical  
Commissioning Group Clinical Executive, Clinical Commissioning Group Governing Body, Trust Board 
and Trust Leadership Committee, Primary Care Partners, Trust Members and the Local Care System 
Stakeholder Reference Group were also given regular updates both through formal public meetings 
and informal private briefings. 
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3.2   Public involvement 
 
The Acute Service Redesign Steering Group also approved and implemented a strategy for engaging 
wider members of the public, recognising that this was a pre-engagement phase with further, more 
intensive opportunities to engage with the public during the coming phases of pre-consultation and 
the formal Public Consultation process itself. 
   
Community Action Isle of Wight, who had supported the engagement work during the Whole 
Integrated System Redesign in 2016, was commissioned to support the engagement work with 
community groups. During the course of 2017, over 50 separate community discussions were held 
about the redesign of acute (hospital based) services. Community Action Isle of Wight undertook a 
facilitator role supporting discussions at these groups or provided materials and guidance to any 
groups where they were unable to attend in person.  Clinical representatives also attended the 
larger groups such as the Carers Isle of Wight Forum, Age Friendly Island Forum and South Wight 
parish council forum to hear and respond directly to people’s feedback. 
 
The groups represented a wide cross-section of different members of the population e.g. by age, 
gender, disability and other key characteristics. It also included groups that, at this stage of the 
process, were considered to be potentially more likely to be affected by service changes such as the 
transfer of services off-Island and those already involved in cross-Solent travel for treatment. 
 
Feedback on the original pre-consultation work related to the Whole Integrated System Redesign in 
2016, which informed the development of the Island’s Local Care Plan vision, was given to groups at 
the outset. This enabled people to understand how their feedback had shaped service developments 
and progress in general so far.  Discussions then focused on the case for change, the process within 
the programme of work to arrive at potential solutions and emerging scenarios, together with a core 
narrative and examples of ‘patient stories’ to illustrate what this might mean for different patients. 
An easy-read version of the core narrative was also produced with the support of People Matter Isle 
of Wight, to provide a more accessible, visual format to enable anyone with learning disabilities to 
provide their feedback. 
 


3.3   Key themes 
 
In general, feedback from these discussions consistently focused on two key themes: transport 
and/travel and communications.  In relation to transport/travel this included issues of cost, patient 
and family and carer health and wellbeing, distance, access and discharge arrangements. For 
communications, the issues related to communications between professionals and patients, 
between professionals and between hospitals including issues of transfer of patient records and 
notes, problems with appointments, such as scheduling and delays to treatment.  Summary outputs 
reflecting the wider range of concerns raised are included in Appendix 3, together with a summary 
of the methodology and list of groups engaged. 
 
As a result of the feedback received, the work has included a detailed travel impact assessment to 
ensure that there is clear information available to describe the changes needed under any preferred 
option, including numbers of journeys, costs and the time needed to make any additional journeys. 
 
The opportunity for further informal engagement and formal consultation with both public and staff 
has been made clear throughout this stage of the process.  Plans are currently being finalised to 
ensure that this engagement with the public is extended during the next phase of the process up to 
and including consultation.  In addition, a range of materials will be developed that can be tested 
and shaped with the different user groups before the formal period of consultation. 
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4.0 CURRENT SERVICE PROVISION 


The Isle of Wight NHS Trust is the only integrated acute, community, mental health and ambulance 
health care provider in England.  Established in April 2012, the Trust provides a range of health 
services to the Island’s population. The following services are relevant to the scope of the acute 
services redesign programme and the related Community Services Redesign work: 
 


Acute Care Services 


Based at the centre of the Island, with 246 beds and handling 22,685 admissions each year, St Mary’s 
Hospital in Newport is the main base for delivering acute services for the Island’s population. 
Services include Accident and Emergency, the Urgent Care Service, emergency medicine and 
surgery, planned surgery, intensive care, maternity, Neonatal Intensive Care Unit (NICU) and 
planned care including outpatients, surgery and diagnostics, paediatric services, chemotherapy and 
orthopaedics. In addition, around 48% of inpatient planned care activity is undertaken by mainland 
providers. This includes specialist services not provided on Island such as cardiac and spinal surgery, 
but it also includes routine activity where Island residents have exercised their NHS Constitutional 
right to Choice and elected to have their service provided on the mainland. A number of acute 
services, such as MaxilloFacial, Renal and Audiology services are provided on the St. Mary’s site as an 
in-reach service delivered by Portsmouth Hospital. There are also a number of visiting mainland 
consultants providing specialist clinics on Island, including Neurology and Oncology. 


 


Community Care Services 


Services are generally delivered in patients' own home, or in a range of primary and community 
settings, a few are delivered in St Mary’s Hospital. The community health care services include 
district nursing, health visiting, other community nurses, community rehabilitation teams, 
community stroke services, as well as inpatient rehabilitation and rehabilitation support to people in 
nursing homes. 


 


Mental Health Services 


The Mental Health services provide inpatient and community based mental health care, with 50 
beds and Community Mental Health Teams supporting a case load of 1,300 patients.  The portfolio 
also includes Liaison Psychiatry, Specialist Child and Adolescent Mental Health Services (CAMHS), 
Drug and Alcohol Services, Early Intervention in Psychosis, crisis intervention and Older Person’s 
Mental Health including intensive outreach services for residential and nursing care homes.  


 


Ambulance Service 


The Island’s ambulance service delivers all emergency and non-emergency ambulance transport for 
the Island’s population, with 21,712 emergency calls and 25,292 emergency vehicles dispatched 
each year.  The service is also responsible for transporting patients to mainland hospitals when 
required. The air ambulance and coast guard provide emergency transfers when required.  


 


Primary Care Services 


There are 16 GP practices on the Island providing a full range of primary medical services.  The 
services are commissioned by the Clinical Commissioning Group while NHS England commissions 
Pharmacy, Optometry and Dental services.  
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5.0 THE ISLE OF WIGHT LOCAL CARE PLAN VISION 


5.1 Vision 
 
The Isle of Wight’s key statutory partners have come together as a local care system to develop and 
formally sign-off a shared New Care Models vision for the future configuration of the Isle of Wight’s 
health and social care services which will: 
 


 Promote and support the health and wellbeing of local residents 


 Put people at the centre of the way in which health and wellbeing support is accessed 
and organised 


 Enable people to take more control and responsibility for managing their health and 
wellbeing by promoting prevention, self-care and self-management within communities 


 Reshape statutory services to ensure that people with health and care needs can access 
the right service in the right place at the right time 


 Provide more care delivered closer to home and from a wider range of organisations 


 Make better use of family, friends and networks 


 Support people to care for themselves 


 Prevent ill health through education and access to support, information and advice 


 Use technology to help people remain independent at home 


 Only admitting people to hospital if they will benefit from care in a hospital environment 


 Join up care by different organisations so it is seamless and easy to access 


 Make better use of statutory services e.g. GPs, social care 


 


Delivering safe and sustainable acute services for local residents is a key part of this model. A full 
range of potential options for acute services has been explored which will require consideration of 
the relationship with mainland partners in continuing and expanding the support they provide to 
deliver the acute services needed by the Isle of Wight in the most appropriate care setting. 
Consideration has also been given to how services traditionally provided in hospital settings might in 
future be delivered in more local primary and community settings. 
 


5.2 Benefits 
 
This vision sets out that services will in future be organised in three main care settings: 
 


• Place of residence – enabling people to manage their health and wellbeing through 


improved self-care, self-management and prevention 


• Locality – providing an extended range of services, including some services traditionally 


provided in hospital settings through integrated community care, ensuring local access to a 


range of support traditionally provided separately in primary care, social care, community 


services and hospital 


• Hospital – people will only be admitted to hospital if they need treatment that cannot safely 


be provided in the community 


 
This new care model is aimed at improving the health and wellbeing and care services for the 
Island’s population; improving care and quality outcomes, delivering appropriate care at home and 
in the community, and making health and wellbeing clinically and financially sustainable. 
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Central to this model is an increase in integrated working across all sectors of provision. The Better 
Care Fund, through pooling of resources between Isle of Wight Clinical Commissioning Group and 
Isle of Wight Council, will enable us to direct resources and commission services to support 
integrated provision. All partners are signed up to more integrated provision. 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


FIGURE 2: IOW Local Care Plan – Care Settings. October 2017 
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6.0 ALIGNMENT WITH OTHER LOCAL AND NATIONAL STRATEGIES 


 
The local Sustainability and Transformation Plan and the NHS England Five Year Forward View make 
clear the need for local acute services to be integrated with primary, community and social care 
services. The Isle of Wight Local Care Plan aligns with this strategy through the delivery of the new 
care models vision being delivered via the Acute Service Redesign and Community Service Redesign 
programmes.  


The Keogh Standards for Urgent and Emergency Care set-out in ‘Transforming urgent and 
emergency care services in England’ concluded that hospitals delivering major acute (or critical 
treatment) services should be at sufficient scale as to attain the throughput necessary to maintain 
staff skills and expertise and be able to provide consistently high quality care seven days a week. 
Following the publication of these standards, a review of Urgent and Emergency care was led by 
Keith Willet. His report ‘Transforming urgent and emergency care services in England: Urgent and 
Emergency Care Review’, introduces the concept of two levels of hospital based emergency centre 
to ensure that people with more serious or life threatening emergency needs receive treatment in 
centres with the right facilities and expertise to maximise chances of survival and a good recovery. 
These services will be led by the development of local emergency care professional networks. 


The Willet report recommends the introduction of more efficient critical care transfer and retrieval 
systems and the free flow of information and expertise between the hospital and community 
services. The report also recommends that local systems should redesign acute services and how 
they can be better integrated with community provision. 


Since 2015, the Isle of Wight local care system has been a national Vanguard sites as part of the 
Primary and Acute Care Systems (PACS) programme. This programme has enabled the development 
of the Island’s New Care Models vision and has made progress in developing person-centred care 
and extended community based services. In parallel, NHS England’s Acute Care Collaborations 
Vanguard programme has linked acute hospitals together to improve their clinical and financial 
viability. This programme has successfully developed a Networked Care Model, where larger, more 
specialist hospitals, such as Guy’s and St. Thomas’ NHS Foundation Trust and Moorfields Eye Hospital 
NHS Trust are supporting smaller local hospitals across the country to maintain and develop their 
services with shared services and clinical teams. 


Internationally, remote communities have increasingly sought to use digital solutions to support 
local care provision to improve their support from more remote regional hospital centres. This 
includes virtual consultations and service innovations such as Electronic Intensive Care Unit (eICU) 
which is a form of telemedicine that utilises state of the art technology to provide an additional layer 
of critical care service. An eICU support center can provide care to patients in multiple hospitals. 
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7.0 DEVELOPING OPTIONS FOR THE FUTURE OF ACUTE SERVICES  
                                                                             


7.1  Defining the Evaluation Criteria  
 


In order to evaluate the options, evaluation criteria were developed in discussion with the Clinical 
Reference Group, the Finance, Workforce and Stakeholder Reference Groups. The criteria were 
developed to facilitate the assessment process in order to narrow down the potential options. 
 
The evaluation criteria were designed to help the working groups and ultimately the Local Care 
Board option evaluation panel, to differentiate between the potential and shortlisted options. The 
Case for Change provides the ‘golden thread’ through this work and the final evaluation criteria are 
aligned to reflect this. The following five criteria and sub-criteria were agreed by the Steering Group: 


 Quality of Care 


o Clinical effectiveness 


o Safety 


o Patient and carer experience 


 Access to care 


o Distance and time to access services 


o Service operating hours 


o Distance and time to access specialists 


 Affordability and value for money 


o Transition costs 


o Capital costs 


o Net present value 


 Workforce 


o Recruitment and retention 


o Skills 


o Sustainability 


 Deliverability 


o Expected time to deliver 


o Co-dependencies with other strategies 


Each of the above criteria has been developed to include sub-criteria and a relevant set of evaluation 
questions (see Appendix 4). This enabled each of the final shortlist of clinical options to be tested 
consistently. 
 


7.2 Individual Service Reviews 
 
In the first half of last year, 12 of the key acute specialties provided at St. Mary’s Hospital undertook 
a review of their services. This was led by the Island’s lead clinicians, local GPs, representatives from 
the Solent Acute Alliance, Patient Council, Clinical Commissioning Group and Trust representatives. 
Each group met three times to review their service against national and international benchmarks 
and best practice. These services were:  
 


 Acute Medicine  


 Anaesthetics and critical care  


 Ear Nose and Throat (ENT) services 
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 General Surgery  


 Haematology  


 Obstetrics and Gynaecology  


 Ophthalmology 


 Orthopaedics  


 Paediatrics  


 Radiology  


 Specialty Medicine  


 Urology  
 
Each specialty developed proposed service models for making their areas more sustainable and 
some areas, such as Haematology, had already made good progress in developing strong links with 
mainland partners to ensure the sustainability of their service. The outputs from this work 
underpinned the more recent work which considered how these key specialties could be best 
configured to ensure that the right interdependencies were in place to ensure the overall viability of 
acute services. 


 
7.3   Generating a shortlist of options 
 
The Clinical Reference Group reviewed the full range of clinical options that were available in 
reconfiguring acute service provision to address the Case for Change. This was informed by The 
Clinical Co-Dependencies of Acute Hospital Services: A Clinical Senate Review, South East Coast 
Clinical Senate, December 2014 (see Appendix 5). 
 
This work comprised reviewing the priority acute specialties and identified a range of potential 
clinical models. This was based on the work undertaken by the individual specialty redesign groups 
earlier last year. The clinical models have been developed by reviewing these proposals against 
national models of best practice for the following service areas: 
 


 Accident and Emergency services   


 Acute medicine 


 Emergency surgery 


 Critical Care 


 Elective surgery 


 Trauma and Orthopaedics 


 Obstetrics 


 Paediatrics 


By considering the appropriate clinical interdependencies between the key acute services, the 
Clinical Reference Group developed a long-list of 288 options which showed the combinations of the 
different services and specialty clinical models. These potential options were then reduced by 
applying clinical quality considerations and by keeping only meaningfully different options. Following 
this, 36 overarching options were derived as viable from a clinical interdependency perspective, 
excluding current state.  
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FIGURE 3: Developing the Clinical Options for Change 
 
The remaining 36 possible options were then reviewed by the Clinical Reference Group and the 
group agreed to exclude all options that did not maintain some level of Obstetric-led maternity 
services on the Island. The group also agreed to retain a narrower list of options representing the 
spectrum of possibilities by eliminating those with minor differences to the shortlisted options. This 
resulted in a shortlist of 8 overarching options in addition to the current state. 
 
After a further review, the Clinical Reference Group removed 5 of these remaining options based on 
a preliminary assessment leaving 3 reconfiguration options, plus the current state and a Flexible 
Workforce option to provide a final short-list of 5 options for further consideration as follows: 
 


 Option One: Current state/business as usual – current service offering and delivery of 
operational improvement and demand management plans 


 Option Two: Flexible workforce - Current service offering with more joint working 
arrangements with mainland providers across clinical specialties 


 Option Three: Emergency and elective centre with enhanced emergency surgical and 
critical care support from the mainland - Flexible workforce with mainland providers. 
Transfer of high risk/complex surgical procedures and patients needing Level 3 (advanced 
support) critical care after the first 24 hours 


 Option Four: Emergency and elective centre with enhanced emergency and elective 
surgical, critical care and paediatric support from the mainland - Flexible workforce with 
mainland providers.  Transfer of high risk /complex emergency & elective surgery; all 
patients requiring critical care for more than 24 hours (including high acuity medical 
patients e.g. acute cardiac requiring Critical Care support); neonates requiring Level 3 
(advanced support)  Neonatal Intensive Care Unit (NICU) support; and children needing 
more than 24 hours inpatient care (with exclusions) 


 Option 5: Enhanced urgent care centre with extended support from the mainland - 
Enhanced urgent care centre with the majority of patients needing acute care for more 
than a few days or surgery requiring an inpatient stay transferred to the mainland. 


 
See Figure 4 below for a further summary and Appendix 6 provides details of each of the options.
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FIGURE 4: The Options for Change 
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7.4   Quality of Care assessment 
 
The clinical quality of the shortlisted options was assessed in three main areas: clinical effectiveness, 
safety and patient and carer experience. The Clinical Reference Group agreed that the current 
configuration of acute services was not sustainable and therefore rejected Option One: the Current 
State.  
 
For clinical effectiveness, the Clinical Reference Group considered two sub-factors. First, it 
considered whether the options would lead to patients receiving equal or better quality of care from 
a unit operating in line with national standards. Second, it considered whether options would lead to 
improved clinical outcomes. 
 
The Group accepted that retaining the current range of acute services provided on Island but moving 
to a more integrated workforce with mainland providers (Option Two: Flexible Workforce) would 
ensure that clinicians would be working in larger teams. This would mean that they would be better 
able to develop and maintain their skills and experience in line with national standards. It would also 
enable some improvements in clinical outcomes by ensuring more skilled support for sub-scale 
services on the Island.  
 
However, it was also recognised that both the ability to deliver services in line with national 
standards and clinical effectiveness would increasingly improve where elements of the current 
services most under pressure were transferred to mainland providers (Options Three, Four and Five). 
Providing these services on the mainland would mean that they would be delivered in care settings 
where services are delivered at scale and quality can be better assured. 
 
For safety, the Clinical Reference Group considered two sub-factors. First, it considered the degree 
to which each option allowed patient transfers and/or emergency intervention within a clinically 
safe timeframe and the level of associated risk. The group was concerned that as more activity was 
transferred to mainland providers (from Options Three through to Five), the clinical effectiveness 
benefits that this would realise would increasingly be compromised by issues about the safety of 
transferring higher volumes of patients requiring urgent and timely care. This reflected safety 
concerns about risks of transferring (often by air ambulance) very sick patients, but also reflected 
current issues Island based clinicians experience in agreeing inter-hospital transfers with mainland 
providers and the availability of transport. Consequently, it was agreed that in order to proceed with 
any options where current emergency activity will need to be transferred, it will be essential to 
develop a credible and seamless transfer and retrieval service to mitigate these risks before 
implementing any reconfiguration. 
 
Second, the group considered the extent to which each option would result in fewer Serious 
Incidents (SIs). The group identified that Options Two and Three are likely to improve the position by 
improving clinical quality through developing shared support for clinical teams with mainland 
partners. However, Option Four was seen as neutral (any benefits again being slightly off-set by 
concerns about higher volumes of transfers) and Option Five was assessed as negative because of 
the significant risks of increased Serious Incidents related to the high volumes of emergency 
transfers that would be required.  
 
For patient and carer experience, the Clinical Reference Group considered four sub-factors. First, 
the extent to which patients would be required to move between sites to receive care. Option Two 
would mean no change, Option Three a marginal increase and Option Four a further increase for the 
higher acuity/more complex activity which would need to be transferred to the mainland. Option 







24 


Five would envisage a significant increase in line with the much higher volumes of patients which 
would be transferred off Island. 
 
Second, patient experience was considered to be neutral across all options if the impact of increased 
travel is excluded (this issue was considered in detail by the Finance Group as part of their 
assessment of the Access criteria). This was based on the assessment that potential destination 
providers of activity transferred have similar levels of reported patient satisfaction as the Isle of 
Wight NHS Trust. 
 
Third, the degree to which each option would support patient choice. Option Two and Three were 
regarded as neutral with Option Four reducing choice through a reduction in planned care services 
on the Island. Option Five would significantly reduce choice with significant transfers of elective and 
maternity services off Island. This issue was considered in more detail by the Finance Group in 
relation to the Access evaluation criteria where the ambition to increase the overall activity that 
could be repatriated to the Island through improvements in the quality of local services was 
assessed. 
 
Finally, the Clinical Reference Group considered the degree to which each option would enable 
patients to be treated in a more appropriate setting. The group considered that this would 
increasingly improve for the options that transferred more activity to mainland providers based on 
the assumption that services in these units are able to deliver services in line with national standards 
and provide better clinical outcomes on a consistent basis. 
 
In conclusion, the Clinical Reference Group assessed the strongest options from a Quality of Care 
perspective as being close in the assessment between Options Three and Four but with a preference 
for Option Three based on their concerns about the safety of any option which envisaged a higher 
proportion of emergency activity needing to be transferred off Island. It was noted that this 
assessment was based on current operational experience and that this may be ameliorated by the 
development of a credible and seamless transfer and retrieval service to mitigate these risks before 
implementing any reconfiguration. Further clinical scrutiny of the preferred option will be 
undertaken by the Wessex Strategic Clinical Network looking into all aspects of the clinical evidence 
base as part of the formal programme assurance phase. 
 


7.5   Access analysis 
 
Access to services was evaluated by the Local Care System Finance Group and was supported by the 
production of a travel impact model developed by the group. The group assessed each of the 
shortlisted options in three main areas: distance and time to access services, service operating hours 
and distance and time to access specialists.  
 
Initially, the group assessed the impact on access of the proposed changes in activity for each 
option. In addition, the group then considered the repatriation opportunity for bringing different 
types of routine activity currently provided on the mainland back onto the Island and assessed the 
impact of each option on self-funded patient travel for planned care services.  
 
7.5.1 Initial assessment of the impact of activity changes on access 
 
For distance and time to access services, the Finance Group assessed four sub-factors. First, it 
considered the impact of time spent travelling for each option and how this would affect patient 
access to services. The group determined that Options Three, Four and Five would all progressively 
increase travel times. Option Three and Four would require small increases in total travel times in 







25 


comparison with the current state associated with modest increases in services which would be 
transferred to the mainland. Option Five shows significant increases in travel times associated with 
higher volumes of activity to be transferred.  
 
Second, the ease of navigating services under each of the options was assessed as neutral as the 
group agreed that all providers offered reasonable standards to patients in this regard. 


 
Third, the group considered the degree to which each option would involve patients needing to 
travel more often, including emergency transfers and patients needing to make their own transport 
arrangements for planned care services. Excluding the repatriation opportunity, Options Three 
(1,592 increase over the current state, 0.7% increase in total journeys) and Four (4,779, 2% increase) 
would involve modest increases in journeys while Option Five would see significant increases 
(35,199, 15% increase). In addition, the group also considered the cost of travel and this has been 
included in the financial modelling. 
 


 
 
 
 
Fourth, an assessment was made regarding adverse weather or environmental conditions would 
impact on access in each option. Options transferring activity to the mainland were seen as 
progressively vulnerable to adverse weather conditions. However, an analysis of cross-Solent travel 
showed that while helicopter transfers are vulnerable to adverse weather, vehicle ferries are much 
more resilient (98.8% journeys completed across all providers in 2016/17). 
 
For service operating hours, all of the Options were assessed as neutral based on the assumptions 
that in any of the proposed service configurations this would remain neutral. 
 
For distance and time to access specialists, the group considered the degree each option would 
change the number of journeys as a proxy for assessing the related factors of distance, cost and 
time, including transfers between hospitals by helicopter, ambulance and Patient Transport Services. 
The group assessed that there would be a small incremental increase in the number of hospital 
transfers for Options Three (778 over current state) and Four (3,754), while identifying a significant 
increase in Option Five (27,082). 
 
7.5.2 Assessing the impact of the repatriation opportunity on travel journeys  
 
The repatriation opportunity did not feature in the original evaluation criteria, but the Steering 
Group asked the Finance Group to make a further assessment of this opportunity following 
stakeholder feedback reflecting the public concerns about transport and travel.  
 
The purpose of this assessment was to identify the opportunity for reducing the overall patient 
journeys for activity that could be provided as effectively on the Island. It was based on three simple 
assumptions: 
 


FIGURE 5: Impact on travel of activity changes by Option 
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 Improved quality and access to services would be provided on Island following the 
implementation of any reconfiguration and this would increase the likelihood that patients 
will exercise Choice to have planned care services provided more locally (and reverse the 
recent trend in the opposite direction) 


 Increased use of digital solutions will enable a reduction in Outpatient attendances required 
by Island residents at mainland hospitals  


 Increased joint working between clinical team across both sides of the Solent will facilitate 
increased opportunities for elements of care pathways, such as Pre-Operative Assessments, 
to be provide on the Island 


 
The group made a conservative assessment of the repatriation opportunity, noting that there would 
be further opportunities for patients to receive more elements of their care on the Island as clinical 
teams across the Solent work to deliver more services through shared teams. The current 
assessment was based on the following repatriation opportunities: 


 


 50% of elective procedure activity carried out by private providers (285 procedures per 
annum) 


 Linked to these procedures, the associated New and Follow Up Outpatient Activity (1,248 
appointments per annum) 


 40% reduction in mainland outpatient follow up appointments (3,764 follow up 
appointments per annum) 


 
By applying these assumptions, the total repatriation impact on patient journeys has been calculated 
and is shown in Figure 6. This shows that the overall opportunity for reducing patient journeys 
compared to current activity is calculated as 5,297 per annum. 
 


 
 


 
Finally, the group assessed the overall impact of the additional journeys that would be required 
under each reflecting the proposed activity that would be transferred to the mainland to improve 
clinical effectiveness, off-set by the reduced number of journeys that would be possible for activity 
that could be repatriated to the Island through increased capacity and deliver to required standards. 
This is set out below: 
 


FIGURE 6: Impact of Repatriation on Patient Journeys by Option 
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In summary, all of the options will result in an overall reduction in the number of cross-Solent 
patient journeys that will be required, except Option Five. The final assessment for each option 
based on this analysis is as follows: 
 


 Option Two will potentially enable the largest reductions in patient journeys relating to 
repatriating outpatient activity 


 Option Three will include some increased volumes of activity being delivered on the 
mainland, which will create some capacity to enable increased repatriation of other planned 
care and reduced journeys 


 Option Four will include further increases in the volumes of activity provided on the 
mainland, providing increased capacity on Island to enable planned care activity to be 
repatriated. There will be a more modest net reduction in patient journeys 


 Option Five demonstrates an unacceptable increase in transfers and patient journeys 
 
In conclusion, while the Finance Group recognised that access to better, more appropriate and safe 
care is improved by increasing activity in mainland care settings, this benefit would be progressively 
off-set by the increased numbers of patient journeys that would be required across the Solent across 
the options. Consequently, recognising the strong and consistent feedback from the stakeholder and 
public on the impact cross-Solent travel has on patients and their families, the group has 
recommended that any preferred option must be accompanied by implementing the plans outlined 
above for repatriating as much activity as possible back to the Island, whilst maintaining patient 
choice. 
  


7.6 Affordability analysis 
 
The affordability and value for money of each of the shortlisted options was also assessed by the 
Local Care System Finance Group by considering the transition costs and net present value (30 year 
forecast), including income and expenditure, capital costs and travel costs for each option. These 
were assessed by developing a financial model in three stages. First, a baseline financial position for 
the Isle of Wight NHS Trust was produced. This projected current activity and income figures as well 
as data on demographic forecasts, demand management and national planning guidance on price 
changes and the impact of inflation. Then, the workforce, activity and income and expenditure 
impact of each of the clinical models shortlisted by the Clinical Reference Group was modelled 
against the baseline position. This included a detailed assessment of the impact of travel costs to the 
local care system. Finally, the capital costs of providing additional capacity on the mainland as a 
result of the volumes of activity which would need to transfer off Island under each option were 
assessed.  
 


FIGURE 7: Overall impact on Patient Journeys of activity changes and repatriation opportunities 
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The baseline financial analysis (see Figure 8 below) shows that the Trust’s recurrent starting deficit in  
2017/18 of £18.8m is projected to become £23.6m by 2022/23, assuming the delivery of challenging 
year-on-year system efficiencies, including acute demand management programmes of 3.5% per 
annum to flatten projected growth in activity and provider Cost Improvements of 2.5% per annum. 
This is reflected in Option One ‘Current state/business as usual’.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The financial analysis is based on workforce efficiencies assumed across the shortlisted options 
which provide the majority of the affordability gains over and above the impact of 
activity/reconfiguration shifts. 
 
The overall affordability assessment for each of the shortlisted options is summarised in the graph 
below:  
 


FIGURE 8: Baseline Income & Expenditure (I&E) projection for IoW NHS Trust from 2017/18 to 2022/23 
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For transition costs, all the options that require changes in activity, transition costs are incurred to 
implement the new model – the higher the volume of activity transferring the greater the transition 
costs.  
 
For capital costs, all of the options (including Option Two where backlog maintenance costs were 
identified) would require substantial capital expenditure. For Options Three through to Five, this 
would be associated with the need to provide new capacity in mainland providers in order to 
manage the increased volume of activity transferred from the Island ranging from £7.3m (Option 
Three) to £54.4m (Option Five).   The group was concerned that the limited availability of capital 
nationally may be an issue for each of these options. 
 
The net impact on provider’s income and expenditure in 2022/23 when compared with the baseline 
ranged from -£0.1m (Option One) to £4.9m (Option Four).  Option Four is the most beneficial but 
there is little difference between the options.  
 
For net present value [1], the Group identified that Options Two through to Four all provide a positive 
contribution.  
 
Overall the conclusion of the group was that Option Four provided the best value for money.  
 
 
 
 
 


Figure 7: Affordability Impact 


FIGURE 9: Affordability impact of each option 
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7.7  Workforce assessment 
 
The workforce evaluation was undertaken by the Local Care System Workforce Group who assessed 
the impact of each of the shortlisted options in three main areas: recruitment and retention, skills 
and workforce sustainability. 
 
All of the options beyond the Current State envisage profound workforce changes across clinical 
teams driven by the ambition to move towards greater productivity and joint working with mainland 
providers.  
 
For recruitment and retention, the Workforce Group considered two sub-factors. First, it considered 
the extent to which it was possible to deliver each option with the right number of staff, possessing 
the right values, skills and competencies. Option Two and Three would enable an improvement in 
recruitment and resourcing through greater economies of scale and the development of joint clinical 
teams. These benefits would be neutral under Option Four as the benefits of pooled teams would be 
off-set by the need to recruit and train more specialist staff to support increased activity that would 
need to be stabilised and transferred off Island. The high volumes of patient transfers envisaged in 
Option Five would present significant challenges to recruiting high volumes of staff with new skills. 
Subsequently, it was agreed by the Clinical reference Group that Transfer and retrieval Services 
would need to be in place, which would off-set the need to recruit more specialist staff on the 
Island. 
 
Second, it considered the impact each option would have on staff experience. Option Two and Three 
would improve staff experience by introducing joint working and support arrangements but limited 
or no reconfiguration. The group recognised that Option Four may improve staff experience by 
introducing interesting new ways of working, new roles and provide more diverse care settings, 
although these changes would also require higher levels of change to current staff working 
conditions and therefore receive a mixed reception. 
 
For skills, the Workforce Group considered two sub-factors. First, it considered the extent to which 
the options enabled staff to maintain or enhance their competencies. All the options were assessed 
positively based on the premise that all options will include developing joint clinical teams which will 
enable Island based teams to gain greater experience of different types of activity through shared 
rotas and mainland experience. Option Four was considered to provide the maximum opportunity 
for staff to develop their competencies by having the opportunity to work in larger units where 
defined activity would be transferred. Option Five would lose these benefits by staff possibly having 
to spend much more of their working shifts travelling across the Solent reflecting the much higher 
volumes of activity to be transferred. Second, the group assessed how far the skills base required in 
each option could be delivered in an acceptable timeframe (assumed by the group to be 0-5 years). 
Options Two and Three were assessed as the most deliverable within this timeframe as they will 
require limited or no changes in activity. The group assessed Option Four as neutral as it considered 
that the change envisaged would require staff with new skills to be recruited and/or trained and this 
may take several years to implement. Option Five was assessed negatively as the volume and scale 
needed to meet the workforce requirements were considered unmanageable within the required 
timeframe. 
 
For workforce sustainability, it considered the degree to which the impact on staff travel, relocation 
or retraining for each option was considered sustainable. The impact of Options Two and Three was 
assessed as neutral as there will be limited changes in activity. Option Four may have a negative 
impact resulting from transferring some services, while Option Five was not only assessed as having 
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a significantly negative impact on local health and care staff but also seen as having a wider knock-
on effect on the Island’s overall workforce. 
 
In conclusion, all of the options beyond the Current State envisage profound workforce changes 
driven by the ambition to move towards improved clinical effectiveness, greater affordability and 
joint working across clinical teams with mainland providers. Consequently, the development of the 
detailed workforce plans, with full input from staff, to support the new care models proposed will be 
vitally important in refining and implementing the preferred model but at this stage workforce 
impact does not provide a clear differentiating criterion between the options for change. 


 
 
7.8 Deliverability assessment  
 
The Acute Service Redesign Operational Delivery Group, overseen by the Steering Group assessed 
the deliverability of each option by considering the following criteria: expected time to deliver and 
co-dependencies with other strategies. 


The group recognised that all the proposed options, including Option One ‘the current 
state/business as usual’ would be challenging to deliver as they are all predicated on the need to 
deliver the baseline year-on-year system efficiency gains (based on national planning guidance), 
including acute demand management programmes of 3.5% per annum to flatten projected growth 
in acute activity and provider Cost Improvements of 2.5% per annum. All the options for change 
would also require significant workforce changes. 


For expected time to deliver, it considered the extent to which each option could be safely and 
affordably delivered within five years. Options Two, Three and Four were assessed positively as they 
would enable the delivery of improvements in safety and affordability by transforming the 
workforce and through developing shared clinical teams with mainland providers. The additional 
challenges in delivering activity transfers to the mainland would be balanced by the benefits 
delivering these changes would provide in improved quality. Option Five was assessed as 
compromising safety and affordability. It was also considered to not be deliverable within five years 
due to the need for significant capital build on the mainland and the need to deliver a significant 
increase in effective high volume of treat and transfer services. 


For co-dependencies with other strategies, the group considered two sub-factors. First, it 
considered the extent to which each option was compatible with the Local Care Board vision. Option 
Two and Three were assessed positively as they enable improved system efficiencies, as well as 
sustainability and improvements in safety by transferring activity off Island for a limited number of 
services which are currently challenged. Option Four was assessed as the strongest option as it 
would also better future-proof services by transferring a higher volume of at risk patients and 
thereby improve outcomes. Option Five was assessed negatively as it is not consistent with the 
Board’s vision for seeking to maintain the fullest range of safe and sustainable acute services on 
Island and it would place significant additional pressure on the Island’s primary and community 
services and it is not affordable.  


Second, it considered how far each option would rely on other models of care/provision being put in 
place and whether these are deliverable. All of the options will require the implementation of the 
new community models as part of the implementation of the Community Services Review, including 
the delivery of the Frailty pathway and Primary Care Strategy. Options Two, Three and Four were 
assessed positively, but Option Four would also require the development of a credible and seamless 
stabilise, transfer and retrieval service to ensure the safety of the higher volumes of transferred 
activity. 
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In conclusion, the group recognised that all of the options would require profound changes to the 
workforce and this will put a strong onus on joint working with Solent Acute Alliance partners with 
STP support to enable the delivery of the preferred option. Options Three and Four were assessed as 
the most compatible with delivering the Local Care Board new care models vision. However, in order 
to meet the challenges of the Case for Change, to better future-proof the Island’s acute care system 
and to deliver the best affordability and value for money, the group assessed Option Four as the 
option that will provide the most positive, innovative solution to meeting the needs of Islanders in 
the years ahead. 


 


 


 


  







33 


8.0 CHOOSING A PREFERRED OPTION 
 
8.1 The Local Care Board accepted the Clinical Reference Group’s recommendation to reduce 


the overall shortlist of options for detailed consideration from eight down to five  
 


Clinicians agreed that in considering the range of possible clinical options, it was essential 
that only options that included Obstetric-led maternity services on Island should be 
considered. This will ensure the safety of pregnant women and babies on the Island is 
optimised.  


 
8.2 The Local Care Board agreed that Option One is unsustainable and unaffordable with a 


number of services coming under pressure 
 
The Clinical Reference Group accepted the Case for Change and agreed at an early stage in 
the process that Option One was unsustainable due to current and projected concerns in 
delivering appropriate quality and safety standards in a number of specialties. In these areas, 
workforce challenges are often compounded by low activity levels and challenges in meeting 
appropriate quality standards. This is best demonstrated by the recent recommendation 
from NHS England received by the Trust following a review of the Island’s neonatal unit 
which found low volumes of activity and shortages of staff and skill levels will potentially 
lead to re-designating it as a Special Care Unit. 


 
The Finance Group’s analysis demonstrated that even assuming the delivery of challenging 
year-on-year system efficiencies, the current configuration of acute services is unaffordable 
against projected income and expenditure forecasts. 
 


 
8.3 The Local Care Board agreed that Option Five is unsafe, unaffordable and unacceptable 
 


The Board accepted the advice of the sub groups that while Option Five might improve the 
clinical effectiveness of the higher volume of activity that would be transferred to mainland 
providers, it should be rejected because these benefits would be profoundly compromised 
by: 


 


 The significant increase that would be required in transport infrastructure that would be 
required to transfer higher volumes of patients 


 Increased patient safety risks associated with the high volumes of emergency activity 
which would mean higher numbers of very ill people being transferred off-Island 


 The significant increases in the costs associated with funding these transfers to both the 
NHS and to patients  


This option was assessed as being unaffordable due to increased travel costs and the need 
to meet the additional capital costs of providing the new capacity which would be required 
in mainland providers. It was also deemed as being unacceptable to Island residents based 
on the engagement process. 


8.4  The Local Care Board agreed that Options Two and Three would not sufficiently address 
the challenges faced 


The Local Care Board agreed with the ASR Steering Group’s recommendation that Options 
Two and Three would not sufficiently address the challenges some services face in meeting 
national standards and delivering clinical effectiveness.  Option Three would also not go far 
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enough in addressing the challenges of sustainability across a sufficiently broad enough 
range of services which are facing issues of low levels of activity, workforce issues and 
concerns about their ability to consistently achieve acceptable quality standards. 


 
8.5 The Local Care Board accepted the ASR Steering Group’s recommendation that Option 


Four will best future-proof services providing the most sustainable and high quality 
solution to meeting local needs for years to come 


 
The Clinical Reference Group agreed that the clinical effectiveness of Island based acute 
services is challenged by low levels of activity, workforce issues and concerns about 
consistently achieving required quality standards. These issues could be better ensured for 
some services in care settings on the mainland where services are delivered at scale and 
quality can be assured. It assessed the strongest options from a Quality of Care perspective 
as being close in the assessment of Options Three and Four but with a preference for Option 
Three. This was based on their concerns about the Safety of Option Four which envisaged a 
higher proportion of emergency activity needing to be transferred off Island. It noted that 
this assessment was based on current operational experience and that this could be 
addressed by the development of a credible and seamless transfer and retrieval service to 
mitigate these risks before implementing any reconfiguration. 


The Finance Group agreed that by improving the quality and access to Island based services 
and by working in partnership with mainland providers there is a clear opportunity to 
repatriate activity from the mainland back onto the Island. As a result, there will be a net 
reduction in cross-Solent patient journeys overall.  


It also assessed Option Four will provide the best value for money (£80.6m improvement in 
the 30 year net present value). However it also noted that none of the options fully address 
the financial gaps. 


Having considered the balance of the advice provided by the sub groups against the 
evaluation criteria and the stakeholder panel, the Local Care Board accepted the 
recommendation of the Steering Group that, in order to meet the challenges set-out in the 
Case for Change and to better future-proof the Island’s acute care system, that subject to 
further refinement Option Four should be recommended as it will provide the most positive, 
innovative solution to meeting the needs of Islanders in the years ahead. It accepted that 
Option Four most strongly aligns with the Local Care Board vision and will best ensure Island 
residents will have the same health outcomes as any other NHS patients across the country. 
However, this option should be further refined 
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9.0 RECOMMENDATION AND NEXT STEPS  
 
The Local Care Board recommends that Option Four is agreed as the preferred option for 
reconfiguring the Island’s acute services, subject to further work to refine and improve the model 
in parallel with the Community Services Review in order to move to formal external assurance and 
then Public Consultation. 


The Local Care Board therefore recommends that: 


 The optimal level of acute services are retained on Island (approximately 89% of current 
activity) to provide maximum local access in a sustainable configuration.  


 A proportion of higher acuity/more complex activity (11%) is transferred to mainland 
providers where better outcomes can be ensured 


 There will be a net reduction in the overall journeys (by approximately 500) that 
Islanders need to make to the mainland to receive acute services by using technology to 
replace some outpatient appointments and re-locating other elements of care pathways 
back onto the Island, such as pre-operative assessments 


 In implementing the changes it will be vital to ensure that the capacity at St Mary’s 
Hospital matches the activity that will be undertaken, and local residents are able to 
choose to receive appropriate planned care services on the Island 


The Local Care Board takes very seriously the concerns of clinicians about the safety risks associated 
with implementing Option Four. It has also taken on the concerns of mainland partners about the 
deliverability of this option. Consequently, the Local Care Board recommends that Option Four is 
adopted by the Clinical Commissioning Group Governing Body on the condition that it is further 
refined and developed by addressing the following delivery risks as part of the next stage of the 
programme by: 


 Defining the workforce integration requirements by focusing on the key specialties where 
change is most required 


 Ensuring that any changes to capacity and the future critical care model will only be 
undertaken where they are matched by the actual changes to the pathways and activity. 
This will include the need to define and ensure a credible and seamless transfer and 
retrieval system is in place. 


The intention is that these proposals will be developed and presented alongside the aligned 
community service proposals for public consultation on the future configuration of acute and 
community services.  


This will require the following work programmes to be taken forward: 


 Refining the preferred acute services configuration proposal: the local care system will 
rapidly refine the recommended option and work with STP and mainland partners, both the 
Solent Acute Alliance and wider geographical partners, to explore the best solution to 
deliver our workforce and activity challenges. This includes:  


 
o Revising the activity, finance and workforce assumptions to narrow the scope and 


scale of the proposed workforce integration to focus initially on the key specialties 
where change is most required. (It should be noted that significant opportunities 
remain for improving productivity by reviewing the configuration of the Island’s 
workforce across specialties) 


o Seeking the leadership of the STP and our Regulators, to support and facilitate as a 
matter of urgency the work required on the workforce and pathway changes 
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o Agreeing a credible and seamless transfer and retrieval model as part of a review of 
critical care services across the Solent facilitated by the STP and with the support of 
national clinical expertise 


o Developing clinical models, workforce plans and business cases for the transfer of 
agreed activity types to the mainland with Solent Acute Alliance partners and agreeing 
a way forward for the key specialties where change is most required 


 Accelerating the Community Services Review proposals: Prioritise implementation of the 
community and out of hospital model to ensure the effective delivery of our overall Local 
Care Plan vision. This includes: 
 
o Modelling the impact of the community services proposals to ensure that, as a 


minimum, the 3.5% per annum demand management to flatten projected growth in 
demand for acute services indicated in the national planning guidance 


o Agreeing the models for primary and community services and demonstrating how 
they will align with the delivery of the acute service reconfiguration proposal 


 


 Pre-Consultation Stakeholder engagement: The next phase of stakeholder engagement will 
include more intensive work to engage with local residents to discuss the recommended 
proposals and to listen, record and respond to feedback. This will ensure that the work to 
refine and develop the proposals continues to reflect the views of local people (see 
Appendix 3). 


 Programme assurance: the refined acute and community service review proposals will be 
drawn together as an overall local care plan reconfiguration proposal which will then be 
subject to the NHS England led external programme assurance process.  This will ensure that 
there is a robust level of scrutiny and evidence in place to enable the local care system to 
demonstrate that the proposals satisfy the Four Key Tests set out in the national planning 
guidance (see Appendix 2).   
 


 Public Consultation: when the proposals have successfully completed programme assurance 
the local care system will have authority to proceed to formal Public Consultation. This 
provides the opportunity to present the final model in the public domain for comprehensive 
consultation. Once the outputs of this process have been considered and addressed, a final 
set of proposals will be presented to the Clinical Commissioning Group Governing Body in 
the formal of a Decision Making Business Case. 


 
The key milestones and the indicative timeline setting out the planning for the delivery of these 
next phases of the programme are set-out in Figure 10 below. 
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FIGURE 10: Indicative timelines and deliverables for the next phase of the programme 
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1.  The Summary Case for Change  
 
  











Acute Service Redesign  
The Summary Case for Change 











  The Isle of Wight local population is getting older and has changing health needs 
 



  New models of provision are needed to ensure level of care is appropriate 
 



  The quality of care provided in hospital settings is not always at acceptable 
standards 



  Workforce challenges are putting further pressure on already fragile services 



  The Isle of Wight System has significant financial challenges affecting the viability 
of the way services are currently provided 



  Reconfiguration opportunities could improve the  affordability and sustainability 
of services 



Summary Case for Change Statements 











Summary Case for Change 



Supporting Information Source 



The Isle of Wight 
local population 
is getting older 



and has changing 
health needs 



A. The local Isle of Wight population is growing by 0.26% per year. Our 
current population (ONS mid-2013 population estimates) is 138,393 and 
25.5% are aged 65 years and over. This is forecast to rise to a population 
of 145,900 by 2025 with 30.2% aged over 65. 



B. In 2021 it is projected that 22% of the Isle of Wight’s population will be 
aged 70 and over. In real terms this equates to an additional 9,000 
residents; an increase from 23,000 in 2011 to 32,000 in 2021. 



C. Patient needs are increasingly complex. As people get older the number of 
long term conditions (LTC’s) they are likely to have increases. By the age of 
75 they are likely to have 3 or more LTC. 



D. Demand for health and care is growing at an unsustainable rate as people 
are living longer, increasingly spending longer in poor health, with multiple 
chronic conditions. 



A. IOW Council (2015-2017) Health & 
Wellbeing Strategy for the Isle of Wight. 



B. Public Health England (July 2017)  IOW 
Health Profile 2017 



C. IOW CCG (December 2016)  Isle of Wight 
Clinical Commissioning Operational Plan 
2017-2019) 



D. IOW CCG (December 2016) Isle of Wight 
Clinical Commissioning Operational Plan 
2017-2019) 











Summary Case for Change  



Supporting Information Source 



New models of 
provision are 



needed to ensure 
level of care is 



appropriate 



A. The Isle of Wight System Vision for a new care model - My Life a Full Life 
(MLAFL)  Programme aims to create a place based system of integrated care 
through: 



• Integrated Health and Care provided as close to home as possible by 
shifting many services  traditionally provided in a hospital setting to 
out of hospital/community based care. 



• Enable a person-centred community care system with diverse, 
multi-disciplinary services to deliver non-specialist support that 
embraces digital access, self-care and self-management by default 



• Future ‘Acute model of care’ through Urgent and Planned Care 
Centre where appropriate care is delivered on the island with links 
to services across the Solent. 



B. Digital Infrastructure/Technology will require investment to support 
patients to  gain access to their information, manage their LTC safely and 
access care at a time, place and way that suits them. 
 



C. Care for people with LTCs and frailty needs to be provided in a different way 
than in the past, ensuring a more pro-active approach rather than reactive, 
delivered by multi-disciplinary teams working together rather than being 
reliant on GPs to do everything, with easier access to diagnostics and 
specialist opinion and more consistent quality of care. 
 



D. Technology will need to be invested in to enable improvements to quality 
and access for patients on the Island. There is a need to give professionals 
more timely access to the right information to inform their decision-making. 
 



E. The clinical evidence base suggests that a greater focus on prevention of ill 
health and on caring for people with LTCs and frailty in the community can 
significantly reduce the need for acute hospital care resulting in better 
health status and greater independence 
 
 



F. Examples from elsewhere suggest that new models of out of hospital care 
could reduce the amount of acute activity by ~3.5% per year.  
 



A. IOW CCG (December 2016)  Isle of Wight 
Clinical Commissioning Operational Plan 
2017-2019) 
 
 
 
 
 
 
 
 
 



B. IOW CCG (December 2016)  Isle of Wight 
Clinical Commissioning Operational Plan 
2017-2019) 
 



C. Dorset Healthcare NHS (2015) Our Dorset, 
Sustainability & Transformation Plan for 
local health & care – Torbay, Cerne Abbas, 
Hospital to Home, Birmingham & Abingdon 
 
 



D. Dorset Healthcare NHS (2015) Our Dorset, 
Sustainability & Transformation Plan for 
local health & care – NHS West Midlands 
 



E. NHS England (February 2014) Safe, 
compassionate care for frail older people 
using an integrated care pathway & IOW 
CCG (April 2016) Operational Plan 2016-17 
 
 



F. The Kings Fund (October 2016) New care 
models Emerging innovations in governance 
and organisational form 











Summary Case for Change  



Supporting Information Source 



The quality of 
care provided in 
hospital settings 
is not always at 



acceptable 
standards 



 



A. IOWT overall is rated inadequate by the CQC with concerns in certain areas, 
[hospital mortality rates, safety concerns, and emergency services 
responsiveness, with an underlying theme of staffing challenges] 
 
 



B. Hospital-level mortality rates for emergency laparotomy are one of the 
highest in the country  
 



C. A range of services  were identified to be at risk of being clinically unsafe in 
their current configuration due to  an inability to meet key standards  and/or 
future demand within the current  model of care –  this included Urology, 
ENT, Paediatrics,  General Surgery, General Medicine, Urgent Care , 
Ophthalmology, Obstetrics &  Gynaecology including midwifery led care and 
NICU.   
 



D. Services with relatively low volumes of care have been shown to be 
associated with poorer quality of care, probably because teams get less 
experience and are less able to build their skills. 



 



A. CQC (April 2017) Isle of Wight NHS Quality 
Report/http://www.iow.nhs.uk/news/Trust-
commits-to-addressing-CQC-concerns.htm 
 
 



B. National Emergency Laparotomy Audit 
(NELA) (July 2016) 
 



C. KPMG (2016) Sustainability Review 
 
 
 
 
 
 



D. HIOW (October 2016) Hampshire and Isle of 
Wight Health & Care System STP Delivery 
Plan & CQC (2015) The state of health & 
social care in       England 



Workforce 
challenges are 
putting further 



pressure on 
already fragile 



services 



A. Single-handed consultant working presents a sustainability risk due to lack of 
appropriate cover for planned and unplanned absence.  Services with long 
term vacancies for clinical staff can compromise quality of care and add to 
the financial pressures of the Trust.   
 



B. Services that require 24/7 cover are particularly challenging . As the Island’s 
health and care services serve a small population, there are diseconomies of 
scale, where the cost of providing the service  are greater .This is particularly 
the case for A&E, emergency Surgery, Trauma & Orthopaedics, Obstetrics 
and Paediatrics . 
 



C. It is  becoming increasingly difficult to staff services appropriately and to 
ensure consistently high quality care when staff may see relatively few 
patients. This will become even more difficult as more care is provided 
outside of hospital. 



A. C. IOW NHS (2017) Service Line Reporting 
Data 2016 – 2017 
 
 
 



B. IOW NHS (2016) Isle of Wight NHS Trust 
Operational Plan 2016 – 2017 & IOW NHS 
(2016) Isle of Wight NHS Trust Quality 
Account 
 
 



C. IOW NHS (2016) Isle of Wight NHS Trust 
Operational Plan 2016 – 2017 & IOW NHS 
(2016) Isle of Wight NHS Trust Quality 
Account 











Supporting Information Source 



The Isle of Wight 
System has 



significant financial 
challenges affecting 
the viability of the 
way services are 



currently provided 



A. Currently 52.3%  of all NHS funds available for the local population are 
spent in the acute sector 



B. For 2017/18 the CCG is forecasting a breakeven position. However, this 
requires delivery of a c£13m (5.6%) savings programme. As the CCG is 
over its allocation target by c10% (c£19m), until this reduces to less than 
5%, the CCG will only receive minimum growth funding. For 2017/18 the 
growth funding was 0.16% (£0.3m), compared to a national average of 
2.14%. 



C. The IOW Trust is currently forecasting a deficit for 2017/18 of c£18.8m 
(11%), which relies on achieving a cost improvement programme of 
c£8.5m (5%).  



D. The Trust deficit has been has been projected to increase to £23.6m to 
2023 net of demographic changes, price/cost changes and the delivery 
of year-on-year Trust CIPs and demand management. This ‘stay the 
course’ forecast reflects the likely position before the impact of any 
service reconfiguration has been assessed 



E. The IOW Council continues to operate under the most extreme finance 
pressure. It has set a balanced budget for 2017-18 but this has required 
the use of £3.6m of reserves and a savings target to be achieved of 
£7.5m. A further savings target of £7.5m is currently expected to be 
required in 2018/19. 



A. KPMG (August 2017) Isle of Wight CCG 
Underlying Financial Position 



B. Isle of Wight Better Care Fund Plan 
2017/19_11th August 2017 



C. Isle of Wight Better Care Fund Plan 
2017/19_11th August 2017 



D. IW Local Care System Finance Reference 
Group – final baseline_8th November 2017 



E. Isle of Wight Better Care Fund Plan 
2017/19_11th August 2017 



Summary Case for Change 











Supporting Information Source 



Reconfiguration 
opportunities could 



improve the  
affordability and 
sustainability of 



services 



A. There are good examples  where services are working collaboratively 
with our  SAA partner hospitals  to ensure good patient outcomes  
including provision of out of hours emergency services (Ophthalmology), 
direct provision of services  with delivery on Island (Audiology, Maxillo 
Facial) and more complex procedures that are delivered off island (ENT 
Thyroid) 
 



B. There are opportunities to redesign more services in order to reduce 
operating costs with shared rotas and, at the same time, improve quality 
with patients receiving care from more experienced teams 
 



C. Reducing  length of stay and increasing throughput of theatres, 
diagnostic services and outpatients will enable more efficient hospital 
services and allow investment in out of hospital care 
 



A. IOW NHS (November 2016) Hampshire and 
Isle of Wight Sustainability and 
Transformation Plan 
 
 
 
 



B. The Kings Fund (April 2015) Workforce 
planning in the NHS 
 
 



C. IOW NHS (2015) Isle of Wight NHS Trust 
Integrated Business Plan 2015 – 2019 
Estate Strategy 



Summary Case for Change  











1. Quality of Care 



2. Access to care 



3. Affordability and value for money 



4. Workforce 



5. Deliverability 



1.1  Clinical effectiveness 
1.2  Patient and carer experience 
1.3  Safety 



Defined as 



2.1  Distance and time to access services 
2.2  Service operating hours 
2.3  Distance and time to access specialists 



3.1  Transition costs 
3.2  Capital costs 
3.3  Net present value 



5.1  Expected time to deliver 
5.2  Co-dependencies with other strategies 



4.1  Recruitment and retention 
4.2  Skills 
4.3  Sustainability 



Evaluation criteria 



ASR Evaluation Criteria 











Clinical and Operational Baseline  



 Supporting Information Source 



Population 
profile and 



disease 
prevalence 



The Isle of Wight has an older population with moderate levels of deprivation.   
 



A. The IoW catchment population is currently 140k.  Over the next 10 years, the number of 65 to 79 
year olds will increase by nearly 17%, while people over 85s will increase by 40% 
 



B. When looking at the proportion of Island residents falling into the over 65s age category versus 
the population as a whole, at 26.6% this has risen 0.5% since mid-2014. This places the Island as 
having the 4th highest level regionally, and 17th nationally, out of the 348 local authorities in 
England and Wales. 
 



C. The Isle of Wight is ranked 109 on the overall IMD scale, where 1 equals the most deprived. This 
is out of 326 local authorities. It represents a drop of 17 places from 2010 when the Island was 
ranked 126, which, in itself, was a drop of eight places from 134 in 2007. 
 



D. Over 45,000 people are currently estimated to have one or more long term conditions (LTCs) 
such as coronary heart disease, stroke, diabetes, chronic obstructive pulmonary disease (COPD) 
and dementia. The number of people with one or more LTCs is predicted to increase by 5.1% 
between 2011-2018 (an additional 2,500 people). 



 
A. http://fingertipsreports.phe.org.uk/heal



th-profiles/2017/e06000046.pdf 
 
 



B. IOW County Council/IOW NHS (June 
2017) Joint Strategic Needs Assessment: 
Demographics and Population 
 
 



C. IOW County Council/IOW NHS (October 
2015) Joint Strategic Needs Assessment: 
The English Indices of Deprivation 2015 
 



D. IOW CCG (June 2014) Isle of Wight 
Clinical Commissioning Strategy 
Strategic Priorities for Health Service 
Development 2014-2019 



Current 
healthcare 
provision 



The Isle of Wight NHS Trust is the only integrated acute, community, mental health and ambulance 
health care provider in England.  



 
A. The IoW currently runs one acute site with 246 beds, including maternity and neonatal units 



 
B. Current provision of out of acute hospital care includes 27 community care providers on the 



island, 16 GP practices and 10 mental health services  
 



C. The  IOW NHS Trust provide a range of community care services for adults and children including 
community nursing, health visiting, physiotherapy, dietetics, and community stroke services. 



 
 
 



A. IOW NHS Trust Website (2017) 
 



B. IOW CCG Website (2017) 
 
 



C. IOW NHS Trust Website (2017) 
 
 
 











Clinical and Operational Baseline – Exec Summary  



Supporting Information Source 



Out of hospital 
care 



While most patients report being satisfied with the care provided by their GP, there is variation in care 
provided by GP practices across the CCG. 
 
A. There is a variation in reported patient access to primary care, and satisfaction in out of hours 



services, although the local perception is that patients are pleased overall with the out of hospital 
service  
 



B. GP practices have 9,800 weighted population list sizes on average – (CCG) 
 
 



C. Comparing the CCG against its RightCare ‘nearest 10’ and its Hampshire and IoW STP partners, 
there is wide variation amongst GP practices in terms of activity rates per weighted population 
 
 



D. 2016/2017 benchmarking shows variation in patients attending A&E for Type 3 & 4 (more 
serious) conditions by GP practice 
 
 



E. Rates of non-elective (emergency) admission per weighted population are higher than national 
averages 
 



F. Patient reported access and Quality Outcomes Framework (QOF) achievement are good across a 
number of metrics for care for people with LTC  
 
 



G. On the whole, end of life patients are able to die in their usual place of residence more frequently 
than the national average, although there is some variation between CCGs, and cancer, which 
performs worse than national average, this was the highest major cause of deaths on the Island  
in 2011 (28%)   



 
 
 



A. IOW CCG (October 2017) 
 
 



B. NHS South, Central and West 
Commissioning Support Unit (October 
2017) 
 



C. NHS South, Central and West 
Commissioning Support Unit (October 
2017) 
 



D. NHS South, Central and West 
Commissioning Support Unit (October 
2017) 
 



E. IOW CCG Strategy, strategic priorities for 
health service development(June 2014) 
 



F. IOW CCG Strategy, strategic priorities for 
health service development(June 2014) 
 
 



G. My Life a Full Life (2015) Isle of Wight 
End of Life Care Strategy 2015–2020 
 
 
 
 
 
 
 
 











Supporting Details Source 



Acute hospital 
activity 



Acute activity  per head of population is largely in line with the rest of England though there is a 
relatively high LOS compared to the rest of England. Many services have low volumes of activity  
compared to other hospitals in England 
 
A. Acute activity is increasing broadly in line with the rest of the country with the exception of 



non elective activity which has been increasing lower than the 3.3% national average, offset 
by an increasing  average length of stay (ALOS) of 2% per year, a trend particularly present 
for over 75s.  



B. The IoW population experiences more days in hospital than the national average (per 
weighted population), driven, at least partially, by considerably higher ALOS for non-elective 
over 65 patients 
 



C. Older people make up a higher proportion of acute activity, in line with an older population 
due to having multiple conditions. 
 
 



D. Activity volumes are low for key services such as A&E, maternity and paediatrics. 
 
 



E. The figures for General & Acute Beds over the period (Q1 17/18), shows an occupancy rate of 
95.3% against an England total of 89.1%. Note this is based on midnight bed occupancy. 



 
 
 
 



A. Public Health England (2015) Atlas of 
Variation  
 



B. NHSE (2017) KH03 Return 
 
 
 
 



C. IOW NHS Hospital Information Team 
Acute Inpatient Data (September 2017) 
 
 



D. IOW NHS (October 2017) ASR Finance 
Reference Group supporting material 
 



E. ACG Risk Stratification Tool (2016/2017) 



Acute hospital 
estates and 
workforce 



Estate and workforce challenges 
 



A. A combined backlog maintenance of £1.3m has built up across the Trust. 
 
 



B. There are reported challenges filling full 24x7 consultant rotas for Urology, ENT & Clinical 
Haematology, with challenges filling middle grade rotas in Paediatrics, Obstetrics & 
Gynaecology, General Surgery & General Medicine  



 
A. IOW NHS (2015) Estate Strategy - Our 



plans to develop our estate to enable us 
to deliver our vision and strategy 
 



B. KPMG (July 2016) Sustainability Review 



Clinical and Operational Baseline – Exec Summary  











Supporting Details  Source 



Acute hospital 
quality and 



access 



 
Hospital Targets for quality and access are not being achieved. 
 
A. The delivery of the referral to treatment (RTT) constitutional target has not been achieved 



during 2016 mainly due to capacity pressures throughout the health and care system. 
 
 
 



B. The number of patients waiting over 40 weeks for operations has dramatically reduced down 
to just 5 weeks and the overall management and booking of patients over 20 weeks has 
improved significantly. 
 
 



C. The Trust’s performance against referral to treatment (RTT) has worsened due to reduced 
elective capacity, increases in gastroenterology and ophthalmology waiting lists over 18 
weeks and under-utilisation of some theatre lists.  
 



D. Non-achievement of the cancer 62 day target was due to inconsistent performance in the 
year because complex pathways requiring multiple diagnostic tests both at the Trust and at 
tertiary providers. 



 
 



 
A. IOW CCG (April 2016) Operational Plan 



2016 – 2017 
 
 
 



B. IOW NHS (2016) Annual Report and 
Accounts 2016 – 2017 
 
 
 



C. IOW NHS (2016) Annual Report and 
Accounts 2016 - 2017 
 
 
 



D. IOW NHS (2016) Annual Report and 
Accounts 2016 - 2017 



 



Clinical and Operational Baseline – Exec Summary  











 



 



APPENDIX 2            



 
2.  NHS England Planning, Assuring and Delivering Service Change for Patients (October 2015) – 



executive summary 
 
To read this document in full visit: 
 



https://www.england.nhs.uk/wp-content/uploads/2015/10/plan-ass-deliv-serv-chge.pdf 
 
  





https://www.england.nhs.uk/wp-content/uploads/2015/10/plan-ass-deliv-serv-chge.pdf
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1. Foreword 



NHS England’s role in reconfiguration is to support commissioners and their local 



partners to develop clear, evidence based proposals for service reconfiguration, and 



to undertake assurance as mandated by the Government.  



 



This guidance is designed to be used by those considering, and involved in, service 



reconfiguration to navigate a clear path from inception to implementation. It will 



support commissioners to consider how to take forward their proposals, including 



effective public involvement, enabling them to reach robust decisions on change in 



the best interests of their patients.  



 



In addition, it sets out how new proposals for change are tested through independent 



review and assurance by NHS England, taking into account the framework of 



Procurement, Patient Choice and Competition Regulations.  The guidance sets out 



some of the key considerations for commissioners in designing service change and 



reconfiguration.  Clinical Commissioning Groups (CCGs) are under a statutory duty 



to have regard to this guidance. 



 



Increased sharing of budgets combining health and social care; collaborative 



commissioning; the potential of devolution of powers; and the implementation of new 



care models and systems, are all factors that will drive clinical commissioners and 



their partners to think creatively about how service provision could be improved for 



their local populations and reduce health inequalities. In some cases, the response 



may be significant reconfiguration within local health economies at a service or wider 



level. 



 



By following this guidance, commissioners, NHS England regional and national 



teams, Vanguards and others may reduce the risk of their service changes being 



referred to the Secretary of State, Independent Reconfiguration Panel or judicial 



review. By following the process set-out below and appropriately and effectively 



involving local diverse communities, Oversight and Scrutiny Committees (OSC), key 



stakeholders and expert review (for example from Clinical Senates), later challenge 



can be avoided. 



 



Service change, significant service change and the reconfiguration of services are 



used as descriptors within this guidance.  The level of significance will be decided 



early on through discussion and involvement with providers, local authorities 



(through their OSC), local Healthwatch and commissioners. There is no pre-



determined definition which will apply across the board as the impact on local health 



economies and communities will be different depending on location and populations.  



 



Please contact your local NHS England office for more information and assistance:  



www.england.nhs.uk/about/regional-area-teams 
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2. Executive summary  



This guidance sets out the required assurance process commissioners follow when 



conducting service reconfiguration. Its purpose is to provide support and assurance 



to ensure reconfiguration can progress, with due consideration for the four tests of 



service change which the government mandate requires NHS England to test 



against. It also covers the agreed levels of assurance and decision making required 



for significant service change which the NHS England board ratified in May 2015; 



key themes of service reconfiguration; and the assurance process. 



 



There is no change to any of the detail supplied in this guidance’s predecessor 



‘Planning and delivering service change for patients’.  This revision is designed to 



clarify the assurance process required and introduce the new assurance and 



decision making levels.  It also signposts readers to additional policies, guidance and 



reference material which may need to be taken into consideration when planning 



significant service change or reconfiguration. 



 



Some service changes may not be the result of a location specific reconfiguration, 



but may consider a single service or inter-dependent range of services across a wide 



geography.  Service change such as those will fulfil the principles set out in this 



guide, through there will be slightly different processes affecting the sequence and 



timing of consultations, to comply with legal regulations which apply to these types of 



changes1. 



 



Service changes may also be whole system based and work across social and 



health care.  Consideration must be given to additional processes and assurances 



required within partner organisations. This guidance is designed for and applicable to 



service change and reconfiguration occurring within the NHS environment.  In the 



first instance, involvement of your local NHS England team will help to ensure the 



correct process is followed. 



 



Who should read this guidance? 



• Clinical commissioning groups (CCG(s)). 



• NHS England local and regional teams and commissioners. 



• Commissioning support services. 



• Providers, local authorities (LA), local Healthwatch and other groups 



representing the public. 



• Anyone involved or likely to be involved in service change or reconfiguration 



(including the new care models, Vanguards etc.). 



• Chairs of health and wellbeing boards and health overview and scrutiny 



committees.  



                                                           
1
 See Annex 4 Nationally-led service specifications and models, and procurement. 
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Overview of Roles and Responsibilities  



Organisation Role 



NHS 
England 



General 



Service change policy framework, national evidence 
base and national partnerships (e.g. Monitor, NHS 
Trust Development Authority (TDA), royal colleges). 
Oversees delivery of NHS services. 
Leads service change for directly commissioned 
services. Has responsibility for assuring all service 
reconfiguration proposals meet the government’s ‘four 
tests’ 



NHS England – 
Investment 
Committee (IC) 



Oversees the assurance of service reconfiguration and 
has delegated powers to make decisions on those 
requiring NHS England board sign off. The IC also has 
responsibility for the oversight of certain capital 
expenditure and transactions 



NHS England – 
Chief Financial 
Officer (CFO) 



A member of the IC, the CFO has delegated powers to 
make decisions and assure schemes meeting the 
thresholds as set out in the IC terms of reference 



NHS England – 
Oversight 
Group for 
Service 
Change and 
Reconfiguration 
(OGSCR) 



Oversees the national work programme for service 
reconfiguration. Provides advice and recommendations 
to the IC in relation to service reconfiguration schemes 
and  transactions 



NHS England – 
Regional 
Director (RD) 



Assures all service reconfiguration proposals within 
their region except those where CFO/IC sign off is 
required. Has delegated powers to make decisions on 
certain service reconfiguration schemes (in cases 
where NHS England is lead or a joint commissioner) 



Clinical 
Senates 



Sources of independent clinical advice which are 
hosted by NHS England 



NHS England 
Programme 
Assurance 
team (formerly 
Health 
Gateway) 



Source of independent programme assurance 



Independent 
Reconfiguration Panel 
(IRP) 



Offers expert advice on proposals referred to Panel by 
the Secretary of State. Provides advice to NHS and 
other interested bodies on developing proposals for 
service reconfiguration 
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Overview and Scrutiny 
Committee (OSC) 



 A committee formed of members of the local authority 
with public representation. With delegated powers of 
oversight and scrutiny of the local health economy, they 
may also have powers to refer proposals to the 
Secretary of State on behalf of the LA 



Trust Development 
Authority (TDA) 
 



Regulatory oversight, assurance of quality, governance 
and risk in NHS trusts. Oversight of performance of 
NHS trusts, providing support to help improve quality 
and sustainability of services, and supporting the 
transition of NHS trusts to foundation trust status. 
Approval of NHS trust capital investment business 
cases (including those that implement service 
reconfiguration) 



Monitor  



Oversight of commissioning through the Procurement, 
Patient Choice and Competition Regulations and 
assurance of governance and finance of NHS 
foundation trusts 



3. Service reconfiguration overview 



The reconfiguration process has several phases from setting the strategic context to 
implementation. 
  



*Formal Consultation may not be required in every case, and this decision should be 



made in collaboration with the local OSC. 



 



 



The planning and development of reconfiguration proposals are rarely linear.  



The most successful proposals ensure continuous discussion and involvement 



of the local population and key stakeholders throughout the process. 
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3.1 The four tests of service reconfiguration  



There must be clear and early confidence that a proposal satisfies the four tests and 



is affordable in capital and revenue terms.  



 



The government’s four tests of service reconfiguration are: 



• Strong public and patient engagement. 



• Consistency with current and prospective need for patient choice. 



• Clear, clinical evidence base. 



• Support for proposals from commissioners. 
 



The four tests are set out in the Government Mandate to NHS England. NHS 



England has a statutory duty to deliver the objectives in the Mandate. CCGs have a 



statutory duty to exercise their commissioning functions consistently with the 



objectives in the Mandate and to act in accordance with the requirements of relevant 



regulations, such as Procurement, Patient Choice and Competition Regulations2 and 



associated guidance from Monitor.  



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 
 



 



 
 



 



 



                                                           
2
 www.gov.uk/government/publications/procurement-patient-choice-and-competition-regulations-



guidance  



Commissioners should consider how they meet these duties in the planning and 



development of reconfiguration proposals, including duties for NHS England and 



clinical commissioning groups in relation to the following sections in the Health 



and Social Care Act 2012: 



• Duty to promote the NHS Constitution (13C and 14P) 



• Quality (sections 13E and 14R)  



• Inequality (sections 13G and 14T)  



• Promotion of patient choice (sections 13I and 14V)  



• Promotion of integration (sections 13N and 14Z1)  



• Public involvement (sections 13Q and 14Z2) 



• Innovation (sections 13K and 14X) 



• Research (sections 13L and 14Y) 



• Obtaining advice (sections 13J and 14W) 



• Effectiveness and efficiency (sections 13D and 14Q) 



• Promotion of the involvement of each patient (sections 13H and 14U) 



• Duty  to promote education and training (13M and 14Z) 



• Duty to have regard to impact in certain areas (13O) 



• Duty as respects variations in provision of health services (13P) 



• Expenditure on integration of health and social care (Better Care Fund) (223B 
and 223GA) 



And the Health & Social Care (Quality & Safety) Act 2015: 



• Consistent identifiers (251A) 



• Duty to share information (251B) 
 



Commissioners should also ensure they are familiar with Section 244 of the NHS 



Act 2006 regarding the duty to consult the relevant local authority in its health 



scrutiny capacity.  
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Assessment can also help demonstrate compliance with the Public Sector 



Equality Duty (PSED), and support the meeting of the health inequalities duties 



as cited in the Health and Social Care Act 2012, as a result of the proposed 



service reconfiguration. 



 



By using the Equality Delivery System (EDS2), NHS organisations can help 



deliver on the PSED. The purpose of the EDS2 is to help local NHS 



organisations, in discussion with local partners including local populations, 



review and improve their performance for people with characteristics protected 



by the Equality Act 2010.  



 



EDS2 was published in November 2013 and can be accessed via the links below: 
www.england.nhs.uk/ourwork/gov/edc/eds/ 



www.england.nhs.uk/wp-content/uploads/2013/11/eds-nov131.pdf 



 



As part of the decision-making process, commissioners should undertake 



Equality and Health Inequalities Analyses, as appropriate. Guidance for 



commissioners on equality and health inequalities legal duties can be found 



here: www.england.nhs.uk/ourwork/gov/equality-hub/legal-duties/ 



 



NHS England has developed a ‘Statement of arrangements and guidance for 
involving the public in commissioning’, which sets out NHS England’s arrangements 
for involving the public in commissioning in accordance with the section 13Q duty3.  
The policy provides guidance and resources for NHS England commissioners in 
making arrangements for public involvement and utilising existing sources of public  
involvement.  The ‘Statement of arrangements…’ does not apply to CCGs, who 
should make their own arrangements to meet the equivalent section 14Z2 duty. 
 



Commissioners should consider keeping a record of how the duty to have regard to 
Joint Strategic Needs Assessments (JSNA) and Joint Health and Wellbeing 
Strategies (JHWS) (section 116B of the Local Government and Public Involvement in 
Health Act 2007) have been taken into account as part of the decision-making 
process.   
 
Commissioners should also take into account the duties placed on them under the 
Equality Act 20104 regarding reducing health inequalities, duties under the Health 
and Social Care Act 2012. Service design and communications should be 
appropriate and accessible to meet the needs of diverse communities 



3.2 Determining levels of assurance and decision making 



Whilst most assurance will be taken at a regional level, there are some assurance 
and decision making roles which will be undertaken by the Investment Committee 



                                                           
3
 See Annex 5. Section 13 duties apply to NHS England and section 14 to CCG’s. 



4
 www.england.nhs.uk/commissioning/ccg-auth/   
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3.  Initial pre-Consultation Stakeholder Engagement and Public Involvement: Supporting 



Information 
 
 
  











Isle of Wight Acute Service Redesign 
Initial Pre-Consultation Stakeholder Engagement 



and Public Involvement 
 



Supporting Information 
 











Introduction 



NHS England expects all significant service change proposals to comply with the Government’s tests for 
service change and NHS England’s good practice checks throughout the stages of a service change 
programme. 



Strong public and patient engagement is the first of these national four key tests. In order to engage to 
the required extent a comprehensive programme of stakeholder engagement has been planned across 
the key phases of the programme culminating in the Public Consultation process. (See next Slide) 



In accordance with these plans, a programme of stakeholder engagement on the case for change and 
the emerging broad possible scenarios for change has been completed. Following the outcome of the 
Clinical Commissioning Group Governing Body, the next phase of this work will be broadened to focus 
on the preferred option and planning, preparing and testing materials for public consultation later in 
2018. 



  











Key phases 



PHASE 1 (complete) 
Engagement on case 



for change (health and 
care services) 



PHASE 2 
(complete) 



Engagement on 
case for change – 



acute services 



PHASE 3 
Engagement on 



preferred option 



PHASE 4 
Formal 



Consultation 



PHASE 5 
Post 



Consultation 



Developing proposals for the redesign of 
acute services in partnership with 
clinicians and patient reps. 
- Raising awareness of the case for change 
for acute services and finding out initial 
views from groups likely to be affected 



Developing proposals for the redesign of 
services in partnership with clinicians, 
professionals, service users, voluntary 
services 
- Raising awareness of the challenges facing 
the Island’s health and care system 



Continuing development of acute service 
preferred model in co-production with 
stakeholders. Engaging on wider care system 
model (Incl community redesign) consultation 
plan and materials to construct and maximise 
public involvement in phase 4. 



Formally consult on the model and 
proposals. 
- Communication to all Island residents, 
multiple opportunities for face-face 
feedback and awareness raising 



Involve public in the implementation 
post-decision 
- Analysing feedback received, 
incorporating feedback in the decision 
making and communicating back to 
residents 



2019 



Late 
2018 



Spring 
2018 



2017 



2016 



• Case for change leaflets sent to 69,000 
households, 723 formal responses received 



• Locality and public engagement events 
• GP and staff events 
• Professional reference group 
• Engagement with community groups and 



hard to reach 



 



• Focus on case for change for 
acute services 



• Initial discussions around 
possible developing scenarios 



• Sense check on key concerns 











Stakeholder discussions - methodology 



• Community discussions with a wide range of groups including: 
• those most likely to be affected by changes to services (that we may recognise 



already at this stage) e.g. cancer patients, stroke etc 
• a wide cross-section of other groups linked to Island demographics  



• Discussions facilitated by independent body; Community Action Isle of Wight 
• Clinicians present at larger groups/workshops 
• 51 separate meetings/discussion groups to date with more ongoing 
• Focus on case for change, process and evaluation criteria, sharing patient scenarios 



and explaining next steps  
• Meetings sometimes in two parts – to introduce the topic and then return for more 



detailed engagement 
• Supporting materials included a core narrative (script), presentation (for larger 



groups) and patient scenarios 
• A display identifying actions taken since phase 1 consultation in 2016 (You said, we 



Did) format is also shared with the groups 
• Written report captured for each group  



 











We have shared the process, case for change and scenario’s for discussion with the following Isle 
of Wight stakeholder groups: 



Stakeholder Engagement 



IW key stakeholders: 
• Bob Seely MP 
• IW Council Cabinet  
• IW Policy & Scrutiny Committee for Adult Social Care and Health 
• Health & Wellbeing Board 
• Cross Solent Operators Partnership Board 
• Healthwatch Enter & View group 
• Medicine for Members 
• Patients Council 
• Stakeholder reference group  
• Town and parish council Locality forum – South Wight 
• CCG Clinical Executive 
• IW NHS Trust Board and Leadership 
• Primary care partners 



 
Internal stakeholders 
• Adult Social Care staff 
• CCG staff 
• Children’s social care staff 
• NHS Trust staff 
• Unison 
• IW NHS Trust Staff Experience Group 
• Clinical Reference Group 
• Workforce Group 
• Finance Group 
 











We have informed and involved the following external stakeholder groups during the process of 
the acute service redesign 



Stakeholder Involvement 



External stakeholders: 
• NHS England 
• NHS Improvement 
• Wessex Clinical Senate 
• Solent Acute Alliance partners (Portsmouth Hospitals Trust, University Hospital Southampton) 
• Royal College of Medicine 
• Royal College of Surgeons 
• Sustainability and Transformation Partnership (STP) 



 
 
 



The process of stakeholder engagement is on-going throughout the process  











We have shared the process, case for change and scenario’s for discussion with the following 
stakeholders groups: 



Public Involvement 



• Age Friendly Island Forums 
• Age UK IW Men in Sheds (various) 
• IoW Amputee group 
• Baby Play (various) 
• Barnardo's – Ryde, Sandown 
• Bebeccino IOW 
• Breast Cancer Support Group 
• Breathe Easy Group 
• IW College Health and Social Care Students 
• Long -term conditions group 
• People Matter Drug and Alcohol Recovery Group 
• People Matter Mental Health Group 
• Prostate Cancer Support Group 
• Rainbow Club 
• Rheumatoid Arthritis Support group 
• Sensory service – Action on hearing loss 
• Skin Cancer Support Group 
• Southern Housing – Homeless Families group 
• Sovereign Housing Residents – East Cowes, Newport, 



Ryde 



• Stroke Club 
• Upper GI Cancer Support Group 
• Carers Isle of Wight (including Parents Voice) 



The process of public involvement is on-going throughout the process  











Key themes – summary 
The following key themes were consistently raised by all community groups: 
• Transport and travel impact: 



• Cost of travel (both direct costs and indirect e.g. childcare, benefits, allowances) 



• Physical impact (mobility, physical health, vulnerability in transit) 



• Mental health impact – patient and family members (of off Island hospital stays) 



• Family impact; other family members, carers 



• Logistics (timing of appointments, reliability of transport e.g. poor weather) 



• Quickly developing incidences e.g. childbirth complications and risks involved 



• Need to travel for some specialist treatment and access to right skills acknowledged 



 



• Communications: 



• Between GP and hospital and mainland hospital to St Mary’s and vice versa 



• Appointments, records, data better sharing, coordination and communication 



• Better coordination of care needed (including on discharge) 



• Keeping family members and carers informed (we rely on them) 



• Mix of views in relation to continuity of care (some more concerned than others) 



• Use of technology (mixed views, some in favour, others preferring in-person) 



 











Clinical effectiveness: 
Service specific: 
• Excellent service received in Southampton for coeliac disease 
• NICU (neo natal) care at St Mary’s is excellent 
• Life threatening situations –St Mary’s provides excellent service 
• Superior care – words used to describe care provided by Lighthouse Centre 
• Laidlaw provides an excellent service include answerphone service 
• Maternity services generally thought to have deteriorated 
• Dermatology service on mainland is excellent but preference for post procedure checks to be carried out on 
Island 
• A&E experience in Southampton better (separate paediatric and adult sections) – also cited as way it operates 
in Australia 
Need for specialists: 
• Some agreed that specialist support e.g. for strokes if needed should be off-island (speedy treatment vital) 
• Mixed views about 111, with some saying it works well, others saying it isn’t properly equipped to deal with 
specialist 
areas of medical need e.g. COPD or that it simply signposts you elsewhere 
Overall service 
• We should conform to standards and best practice principles on the Island and must not end up with a second 
grade 
service 
• Whatever services we retain should deliver high quality care 
Other issues 
• Treatment good in hospital but outpatient treatment/coordination is very poor 
• Readmission rates – people being discharged too quickly/clinical outcomes poor 
• Perception that services are being delivered via crisis management approach rather then preventative care 
• Blood tests lost, records misplaced, data not shared (even with patients consent) 



Stakeholder Engagement – Key themes: Clinical/Quality of Care 











Patient and carer experience: 
Delays and cancellations 
• Delays to treatment causing unnecessary anxiety/stress and in-patient stays 
• Delays also causing deterioration in existing conditions leading to complications 
• Cancellations similarly – financial and emotional impact for patient and carers 
Discharge 
• Waiting for discharge and meds (both here and mainland) an issue 
• Discharge at night/early hours without support and not linked up with social care 
Communication 
• Better coordination of care between the three hospital trusts needed 
• Communication with patients and carers is poor (generally), although some good examples given e.g. 
respiratory 
department 
• Getting assessments right in the first place so people are informed and can plan 
• What has happened to care planning? – are Care Passports still in use? 
• Post operative care 
• Concern about quality of care post operatively if surgery moved to the mainland 
• Post (maternity) delivery care experiences not good 
• Safety 
• Reduction in staff on the maternity wing – safety questioned 
• Reduction in district nursing staff – safety questioned 
• Circumstances change quickly in childbirth – not time to transfer safely 
• Reliability of services for transfer at short notice 



Stakeholder Engagement – Key themes: Clinical/Quality of Care 











Distance and time to access care: 
• Reliability of transport e.g. bad weather 
• Poor onward connections on mainland (timing and multiple changes) 
• Sustainability of some services e.g. Daisy Bus operated by charity 
• Coordination of return transport with discharge (people citing many examples of 
being left to ‘fend for themselves’ on the mainland) 
• People not happy with the idea of someone going off the island for stays of 2 days 
or more as they could not visit 
• Not always easy to know how long journey will take (delays, connections) and 
time-consuming 
• Considered Beacon closure was not the right decision, 111 delays access (have 
to wait for call back, then A&E then triage etc.) 
• Restrictions on number of wheelchairs in place on ferry crossings and hazards on 
board 
• Access to disabled toilets on crossing 
• Attitude of staff on board ferries regarding travel discount rights 
• Critical of lack of overnight accommodation for patients undergoing long-term 
treatments e.g. radiotherapy 
• Driving to mainland appointments – problems with parking (availability and cost) 
• Concern about rapidly deteriorating conditions and time to access care off island 



Stakeholder Engagement – Key themes: Access 











Service operating times: 
• Timing of appointments on the mainland not taking account of travel needed 
• Elderly people not being able to do mainland appointments early in the morning 
• Long waits in A&E with people citing 10-12 hours before being seen 
• Long waiting times for ambulance cited (up to 2.5hrs mentioned) 
• Others cited difficulties accessing GP appointments and being referred to St 
Mary’s 
• Need to coordinated appointments better – some people giving examples of 
travelling over one day for one thing and the next to access a different service 



Stakeholder Engagement – Key themes: Access 











Distance and time to access specialists: 
• Strong preference for specialists to come here to provide treatment where 
possible 
• Increased service transfer off Island for cancer patients felt to be unfeasible 
• Concern about people opting out of treatment if faced with travel off island when 
already feeling very poorly 
• Better access for emergencies e.g. heart attack – transferred off island and in 
surgery in 3 hours 
• Better use of hospice facilities for patient/outpatient treatment – people living with 
not always dying of cancer 
• People more prepared to travel off Island for an emergency/life threatening 
conditions – where access to off Island treatment may be best (e.g. stroke/heart 
attack) 
• Amputees – had to access specialist treatment off island as no specialists here 
but struggle to get referrals 
• Concern for some patients that 7 day services will break continuity of care 
• Will Islanders get same level of prioritisation for specialist consultants? 
• Some cited preference for continuity of care with mainland consultants who 
understood their condition, others preferring follow-ups on Island 



Stakeholder Engagement – Key themes: Access 











Cost/finances 
• Impact on people claiming benefits (benefits could be sanctioned and stopped for 
six weeks if not available for regular appointments owing to mainland hospital 
treatment) 
• Impact on people with 5-6 weeks of treatment e.g. radiotherapy patients 
• Discounted ferry travel useful but not well known and needs to be better 
publicised 
• Carers are on low incomes, cost of visiting an issue and carers allowance stops 
when person they care for is an inpatient for 28 days/more 
• Single income families – cost an issue and causes stress 
• Could a means tested system be introduced? 
• Cost of crossings vary from season to season and across different providers – 
greater equity needed 
• People choosing to use substandard services on island because they cannot 
afford cost of travel 
• Need further reduced ferry rate if more services go off Island 
• Additional cost if someone has to travel with you 
• Care home staff – not insured to travel with residents 
• Is there potential for car-sharing to reduce costs if appointments coincide? 
• On-island cost of travel even before you reach the ferry port 
• Unable to use bus passes before 9.30am 



Stakeholder Engagement – Key themes: Access 











Other issues: 
• Not having someone to travel with them and being refused transport (taxi) 
• Impact on whole family of travelling for treatment: 
• Childcare (especially for single parent families/foster carers)/having to take 
children out of school 
• Other vulnerable family members (e.g. impact on elderly couple living at 
home, or partner with mental health issues) 
• Carers cited difficulty of arranging care if they themselves need treatment 
• Compromised immune system – having to travel with others coughing/sneezing 
• Having to get out of the vehicles on the ferry, especially if mobility is compromised 
(amputees/disabled, frailty etc.), some also needing assistance 
• Impact on emotional and physical recovery (e.g. if visiting difficult e.g. especially for 
older people and children) 
• Need to keep at home package of care to cover the first two weeks for 24hrs, then 
reduce as necessary 
• Carers spoke of guilt if called an ambulance when not necessary and fear that 
they would be denied one in future 
• Access to equipment also raised e.g. lighter wheelchairs for amputees 
• No peer-peer support for amputees on Island 
• Lack of access to information e.g. for people newly diagnosed with cancer 



Stakeholder Engagement -  Key themes: Access 











• There is a perception that it is difficult to enter the healthcare profession on the Isle of Wight, 
due to: 
• Barriers to entry (e.g. minimum academic achievement and status checks) 
• Lack of training opportunities through the local higher education system 
• Priority being given to applicants already within the system 
• Availability of affordable accommodation for staff 
• Poor marketing of role through systems such a NHS Jobs 
• There is a concern that the jobs of staff at St. Marys Hospital are under threat as a result of 
stronger ties to mainland hospital services 
• Better investment in staff wages (similar to arrangements in London and Wales) will help 
encourage people to work on the island 
• Current staff need greater support and leadership to help them deliver their workload, 
understaffing and poor provision of training is leading to lower than required standards of 
care. It is also felt that poor values and attitudes are becoming entrenched within services 
• Poor integration of technology is hampering working practices 
• The concession for consultants to work second jobs has been raised as a potential conflict of 
interest 
• Support services such as charities are willingly taking on care roles but without the requisite 
support or training 
• Stakeholders would like to be assured that all levels of staff are being represented in this 
process, not just managers and clinical leads 



Stakeholder Engagement – Key themes: Workforce 











• It is felt that service redesign need to take a future focused approach, this includes 
planning for a growing and aging island demographic while adopting modern practices 
and utilising technology and automation 
• benefits of technology are appreciated by many with clear examples where it is used well 
or could be used to good effect, but, concerns have been raised on the resilience, 
security and accessibility of technological solutions (inc. facilities for disabled or impaired 
service users) 
• It is felt by some that the hospital fails to take due consideration the vulnerable service 
users and that improvements to the setting of care will deliver a better patient 
experience 
• There is concern about "political agendas" and that local decision making is being made 
at more regional/national levels, which fail to represent the needs of the local population 



Stakeholder Engagement – Key themes: Deliverability 
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Isle of Wight Acute Service Redesign (ASR)   
Evaluation Criteria, Sub Criteria, Questions, Glossary and 



Final Assessments 











1. Quality of Care 



2. Access to care 



3. Affordability and value for money 



4. Workforce 



5. Deliverability 



1.1  Clinical effectiveness 
1.2  Patient and carer experience 
1.3  Safety 



Defined as 



2.1  Distance and time to access services 
2.2  Service operating hours 
2.3  Distance and time to access specialists 



3.1  Transition costs 
3.2  Capital costs 
3.3  Net present value 



5.1  Expected time to deliver 
5.2  Co-dependencies with other strategies 



4.1  Recruitment and retention 
4.2  Skills 
4.3  Sustainability 



Evaluation criteria 



ASR Evaluation Criteria 











ASR Evaluation Criteria : How will we decide 
In order to differentiate between the options that were identified, Evaluation Criteria have been developed in consultation with groups involving 
clinicians, finance, workforce and stakeholders.   



 



The Case for Change provides the ‘golden thread’ through this work and the final evaluation criteria are aligned, as follows, to include the following 
areas: 



• Quality 



• Access 



• Affordability 



• Workforce 



• Deliverability 



 



Each of the above criteria have been developed to include sub-criteria and a relevant set of evaluation questions (see below). This will enable each of 
the final short-list of clinical options to be assessed consistently.  



 



The criteria, sub-criteria and evaluation questions are designed to be robust and transparent and will ultimately enable the Local Care Board to 
differentiate between the potential options when it is asked to make a decision about the preferred option in January 2018.  They have been tested 
and informed by discussion with the; 



• Clinical Reference Group focussing on Quality   



• Finance Reference Group focussing on Affordability and Value for Money and Access 



• Workforce Group focussing on Workforce 



• Stakeholder Reference Group focussing on Patient and Carer experience, and Access (distance and time to services) 



• ASR Steering Group – Deliverability 



 



Clarification around how the questions are assessed; 



• The assessment will range from a triple negative (- - -) to a triple positive (+ + +) with “0” representing a neutral, no change position.   



• All the questions will be assessed from an “Island” perspective (none the less recognising that other valid perspectives, i.e. from the Solent 
Acute Alliance, will be acknowledged and documented at a later stage) 



• These assessments give an indicative position and are not meant to be added up as different areas have different numbers of questions and are 
not weighted to reflect importance.  
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ASR Evaluation Criteria and Questions (1/2) 



1. Quality of Care 
1.1 Clinical 
effectiveness 



1.2 Patient and carer 
experience 



1.3 Safety 



1.1a Will this option lead to patients receiving equal or better quality care,  
 from a unit operating in line with national standards? 



1.1b  Will this option  lead to improved clinical outcomes ? 



1.2a Will this option mean patients are required to move more between 
 sites to receive care ? (e.g. vs “a one stop shop”) 



1.2b Excluding travel, will this option result in a better patient experience? 



1.2c Will this option support patient choice? 



1.2d Will this option lead to the patient being treated in a more appropriate 
 setting? 



1.3a Will this option allow for patient transfers/emergency intervention 
 within a clinically safe time-frame? 



1.3b Will this option offer reduced levels of risk? 



1.3c Will this option result in fewer serious incidents?  



2. Access to care 



2.1 Distance and time 
to access services 
(travel times) 



2.2 Service operating 
hours 



2.3 Distance and time 
to access specialists 



2.1a Will the travel time in this option improve patient access to service? 



2.1b Will this option improve ease of navigating the service? 



2.1c Will this option involve patients travelling more ? 



2.1d Will adverse weather /environmental conditions impact patient access or 
 discharge in this option? 



2.2a Will this option improve operating hours for the services? 



2.3a Will this option change the  distance required to travel to access 
 urgent medical intervention? 



2.3b Will this option change the number of journeys to access urgent 
 medical intervention? 



2.3c Will this option improve the flow of patients through the service? 



Evaluation criteria Sub-criteria Questions to test 



* Please refer to glossary slide for definitions 
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ASR Evaluation Criteria and Questions (2  / 2) 



3. Affordability and 
value for money 



3.3 Net present value 



3.1 Transition costs* 



 



3.2 Capital costs* 



3.3a Will this option make a positive contribution to the IoW Trust and CCG 
 Income & Expenditure? 



3.3b Will this option make a positive contribution to the Island's overall 
 financial position, i.e. positive Net Present Value (NPV)?* 



3.1a Can the system afford the transition costs required for this option? 



 



3.2a  Can the system afford the capital investment required for this option? 



4. Workforce 4.1 Recruitment and 
retention 



5.1 Expected time to 
deliver  



5.2 Co-dependencies 
with other strategies  



4.1a Is it possible to deliver this option with the right number of staff 
 possessing the right skills, values and competencies? 



4.1b Will this option improve staff experience?  



5.1a Is this option, safely and affordably, deliverable within 5 years?  



5.2a Is this option compatible with the Local Care Board vision?*  



5.2b Will this option rely on other models of care / provision being put in 
 place and if so, are these deliverable? 



Evaluation criteria Sub-criteria Questions to test 



 
 



5. Deliverability 



4.2 Skills 
4.2a Will this option enable staff to maintain or enhance competencies? E.g. 
 impact on  volumes of activity/specialism 



4.2b Is it possible to develop the skills base required for this option in an 
 acceptable time frame? 



4.3a Is the staff travel, relocation or retraining required for this option 
 considered acceptable and sustainable (and align with national terms and 
 conditions), under this option?  



4.3 Sustainability 



• Please refer to glossary slide for definitions 
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ASR Evaluation Criteria  
Glossary 



• Serious Incident (SI) - Serious incidents are events in health care where the potential for learning is so great, or the 
consequences to patients, families and carers, staff or organisations are so significant, that they warrant using additional 
resources to mount a comprehensive response. Serious incidents can extend beyond incidents which affect patients directly 
and include incidents which may indirectly impact patient safety or an organisation’s ability to deliver ongoing healthcare. 
(https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf)  



 



• Transition Cost - The cost of change/transformation when implementing the scenarios detailed within each of the options. 



 



• Capital Cost - One-time setup cost of a plant or project, after which there will only be recurring operational or running costs. 
(http://www.businessdictionary.com/definition/capital-cost.html) 



 



• Net Present Value (NPV) - The difference between the present value of cash inflows and the present value of cash outflows. 
Used to analyse the profitability of a projected investment or project. (https://www.investopedia.com/terms/n/npv.asp)  



 



• Local Care Board Vision - The Local Care Board have constructed a system-wide vision document (the Local Care Plan) that 
outlines the future ambitions for a sustainable local healthcare system that provides efficient, person centred, coordinated 
health and social care resulting in improved outcomes for the population of the Isle of Wight. 



 



 



6 





https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf


https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf


https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf


https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf


https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf


https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf


https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf


https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf


https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf


https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf


https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf


http://www.businessdictionary.com/definition/capital-cost.html


http://www.businessdictionary.com/definition/capital-cost.html


http://www.businessdictionary.com/definition/capital-cost.html


http://www.businessdictionary.com/definition/capital-cost.html


http://www.businessdictionary.com/definition/capital-cost.html


https://www.investopedia.com/terms/n/npv.asp








1. Quality of Care - Evaluation Assessment 



0 



0 0 



0 0 



0 



0 0 



+ ++ 



+ ++ 



+ + 



- 



- 



0 



++ 



+ 



- - 



- - 



- 



Option 2 Option 2.5e Option 2.5o Option 3p 



0 



- - 



- - - 



- - - 



- - - 



Overall assessment (average assessment -
variation exists on a specialty basis) + ++ - -  



0 



+ 



Option 2 Option 3 Option 4 Option 5 



1.1 Clinical effectiveness 



1.1a Will this option lead to patients 
receiving equal or better quality care,  from 
a unit operating in line with national 
standards? 



1.2 Patient experience 



1.2d Will this option lead to the patient 
being treated in a more appropriate setting? 



1.2c Will this option support patient choice? 



1.2a Will this option mean patients are 
required to move more between sites to 
receive care? (e.g. vs “a one stop shop”) 



1.3a Will this option allow for patient 
transfers/emergency intervention within a 
clinically safe time-frame?  



1.3c Will this option result in fewer serious 
incidents (SIs) 



1.3 Safety 



1.1b Will this option  lead to improved 
clinical outcomes? 



1.2b Excluding travel, will this option result 
in a better patient experience? 



1.3b Will this option offer reduced levels of 
risk? 



 



N/A N/A N/A N/A 



+++ 



+++ 



++ 



++ 



Note; 1.3b has been merged into 1.3a so that risk is related to the risk of transfer.  1.3b was therefore not assessed to avoid it being double counted 



 











1. Quality of Care - Evaluation Narrative 



Option 2 Option 2.5e Option 2.5o 



1.1 Clinical effectiveness 



1.1a Will this option lead to patients 
receiving equal or better quality care,  from 
a unit operating in line with national 
standards? 



1.2 Patient experience 



1.2d Will this option lead to the patient 
being treated in a more appropriate setting? 



1.2c Will this option support patient choice? 



1.2a Will this option mean patients are 
required to move more between sites to 
receive care? (e.g. vs “a one stop shop”) 



1.3a Will this option allow for patient 
transfers/emergency intervention within a 
clinically safe time-frame?  



1.3c Will this option result in fewer serious 
incidents (SIs) 



1.3 Safety 



1.1b Will this option  lead to improved 
clinical outcomes? 



1.2b Excluding travel, will this option result 
in a better patient experience? 



More consultants are part 
of larger units with broader 
experience/exposure 
where relevant 



More complex emergency 
surgery patients receiving care 
in line with best practice 



Yes for small cohort of  more 
complex emergency surgery, 
high acuity medicine, 
neonates 



As now Marginal increase 



As now 
Very limited number of 
additional number of patients 
transferred 



As now As now Minimal reduction of elective 



Yes  for patients requiring 
stabilisation and/or treatment 
in other unit 



Reduced as a result of 
shared working 
arrangements 



Reduced through shared working 
& at risk patients being  
transferred 



Potential increased risk from 
transfer for a small cohort of 
emergency surgery and possibly 
some L3 Critical Care patients 



Potential increased risk from 
transfer for a small cohort of 
emergency surgery; for L3, some 
L2 Critical  Care patients, and for 
some neonates.  



Yes due to better skilled 
teams for sub-scale 
specialties 



Yes for a select cohort of 
emergency surgery patients 



Yes for a select cohort of 
emergency surgery, high acuity 
medicine, neonates 



No increased risk from 
transfers;  lower risk 
within hospital due to 
better skilled teams for 
sub-scale specialties 



As now Current healthcare surveys 
indicate patient experience will 
remain comparable across the 
SAA 



Option 3p 



Increasing numbers of acute 
medical patients managed 
on mainland 



Loss of choice for elective work 
and maternity 



Significant increase 



Significant increases 
associated with high 
volumes of transfers 



As in 2.5o, plus increased risk 
to women in labour taking 
longer to receive emergency 
C-section.  



Yes due to better skilled 
teams 



Option 2 Option 3 Option 4 Option 5 



1.3b Will this option offer reduced levels 
of risk? 



 



Patients needing a wider range 
of services which are currently 
subscale, will be transferred   



Much higher volume of patients 
transferred to a more 
appropriate setting 



Not assessed as double 
count as covered in 
1.3a 



Not assessed as double count 
as covered in 1.3a 



Not assessed as double 
count as covered in 1.3a 



Not assessed as double count 
as covered in 1.3a 



Current healthcare surveys 
indicate patient experience will 
remain comparable across the 
SAA 



Current healthcare surveys 
indicate patient experience will 
remain comparable across the 
SAA 



Reduced through shared working 
& at risk patients being  
transferred but offset by safety 
issues associated by 
transfers/referrals 
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2. Access to Care - Evaluation Assessment 



0 - 2.1a Will the travel time in this option 
improve patient access to service? 



2.1b Will this option improve ease of 
navigating the service? 



2.1 Distance and time to access services (travel time) 



0 0 



2.1c Will this option involve patients 
travelling more? 



2.1d Will adverse weather / 
environmental conditions impact patient 
access or discharge in this option? 



0 - 



0 - 



0 0 2.2a Will this option improve operating 
hours for the service 



2.2 Service operating hours 



0 - 
2.3a Will this option change the distance 
required to travel to access urgent 
medical intervention? 



2.3b Will this option change the number 
of journeys to access urgent medical 
intervention? 



2.3 Distance and time to access specialists 



0 - 



2.3c Will this option improve the flow of 
patients through the service? 



0 0 



- 



0 



- 



- 



0 



- 



- 



0 



- - - 



0 



- - - 



- -  



0  



- - - 



- - - 



0 



Option 2 Option 2.5e Option 2.5o Option 3p 
Option 2 Option 3 Option 4 Option 5 



Overall assessment 0 - - - - - 
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2. Access to Care - Evaluation Narrative 



Option 2 Option 2.5e Option 2.5o 



2.1a Will the travel time in this option 
improve patient access to service? 



2.1b Will this option improve ease of 
navigating the service? 



2.1 Distance and time to access services (travel time) 



2.1c Will this option involve patients 
travelling more? 



2.1d Will adverse weather / environmental 
conditions impact patient access or discharge 
in this option? 



2.2a Will this option improve operating hours 
for the service 



2.2 Service operating hours 



2.3a Will this option change the distance 
required to travel to access urgent medical 
intervention? 



2.3b Will this option change the number of 
journeys to access urgent medical 
intervention? 



2.3 Distance and time to access specialists 



2.3c Will this option improve the flow of 
patients through the service? 



Option 3p 



In this option a significantly large 
number of hospital transfers  



Adverse weather and environmental conditions may become more of an issue due to an 
increased number of cross-Solent journeys in some options 



Service operating hours will remain neutral under each option as they should remain the same as current state 



As now 



Ease of navigating services should remain neutral under each option as locations may change but services will not 



Assessment reflects a small incremental number of hospital 
transfers under these options 



As now 
 no increase suggested 



Assessment reflects a small incremental number of hospital 
transfers under these options 



Improved flow of patients through the service should remain neutral across each option 



As now 
 no increase suggested 



As now 
 no increase 



In this option a much larger number of 
patients would travel to a mainland provider 



In these options a small number of hospital patients will 
travel to a mainland provider 



In this option a significantly large 
number of hospital transfers  



In this option there is a significantly larger 
amount of patient travel time  



Assessment reflects a small increase in  
travel time under these options 



As now 
 no additional travel time 



Cost of Travel £5.10m £2.08m £3.48m £16.73m 
Additional Cost 



19m mins 424k mins 837k mins 5.5m mins 



Additional Time 



35.6k  (14.8%) 1.5k  (0.7%) 4.7k  (2.0%) 35.1k  (14.6%) 



Additional Journeys 



976 778 3.7k 27.0k 



Additional Journeys 



976 778 3.7k 27.0k 



Additional Journeys 



Option 2 Option 3 Option 4 Option 5 



Patients Travelling (self-funded) 34,713  (14.4%) 814  (0.3%) 1,025  (0.4%) 8,117  (3.4%) 
Additional Journeys (% of current activity requiring mainland travel) 



Includes hospital transfers and patients 
travelling via their own transport 



Hospital transfers by Air, PTS & Ambulance 











3. Affordability and value for money – Evaluation Assessment 



Metrics 



3.1 Transition cost 



3.3 Net Present Value 



3.2 Capital cost 



+ 



+ 



- 



++ 



+ 



- 



- 



++ 



++ 



- 



- - 



+++ 



+ 



- - 



- - - 



- 



3.1a Can the system afford the 
transition costs required for this 
option? 



3.2a Can the system afford the capital 
investment required for this option? 



3.3a Will this option make a positive 
contribution to the Trust and CCG 
Income & Expenditure? 



- Impact on IOW 



- Impact on mainland 



- Transport Cost 



3.3b Will this option make a positive 
contribution to the Island’s overall 
financial position, i.e. positive Net 
Present Value (NPV)? 



Option 2 Option 2.5e Option 2.5o Option 3p 



Option 2 Option 3 Option 4 Option 5 



Overall assessment + + ++ - - 











3. Affordability and value for money – Evaluation Narrative 



Metrics 



3.1 Transition cost 



3.3 Net Present Value 



3.2 Capital cost 



£3.5m 



0 



-£4.1m 



£65.7m 



£3.6m 



-£1.2m 



-£7.3m 



£63.6m 



£4.9m 



-£2.1m 



-£21.8m 



£80.6m 



£1.3m 



-£4.1m 



-£54.4m 



-£7.5m 



3.1a Can the system afford the 
transition costs required for this 
option? 



3.2a Can the system afford the capital 
investment required for this option? 



3.3a Will this option make a positive 
contribution to the Trust and CCG 
Income & Expenditure (I&E)? 



- Impact on IOW 



- Impact on mainland 



- Transport Cost 



3.3b Will this option make a positive 
contribution to the Island’s overall 
financial position, i.e. positive Net 
Present Value (NPV)? 



Transition cost for 
transferring 9 beds  



to the SAA  



As Is Transition cost for 
transferring 50 beds  



to the SAA  



Transition cost for 
transferring 136 beds  



to the SAA  



Total system net capital costs - system capital costs shown here maintained in line with depreciation 



30 year Net Present Value relative to base case over 30 years with 3.5% discount rate not including the terminal value of 
any assets and assuming all assets are maintained in line with depreciation 



Net impact on I&E to the system, comparing to do nothing 



Option 2 Option 2.5e Option 2.5o Option 3p 



Option 2 Option 3 Option 4 Option 5 











• The key findings were that all the change options made a positive contribution to the IW’s financial position as a result of 
workforce/service changes EXCEPT the more radical options - where high volumes of activity transfers to the mainland are not beneficial 
because of the higher transport and capital costs of building new beds on the mainland 



 
• Conclusion: the financial impact of all the options is similar (excluding option 5) therefore the recommended option should be driven 



by the other criteria (e.g. Quality, Access) 



The Local Care System Finance Group has forecasted the local care system’s financial baseline position to 2022/23 by calculating the impact 
of demand, costs & efficiency plans 



3. Affordability assessment - key headlines  



13 



2 



3 



4 



5 



1 











4. Workforce – Workforce Group evaluation 
Option 2 Option 3  



(2.5e) 
Option 4  
(2.5o) 



Option 5  
(3p) 



4.1 Recruitment and retention 



4.1a    Is it possible to deliver this option with 
the right number of staff possessing 
the right skills, values and 
competencies? 



4.1b    Will this option improve staff 
experience?  



4.3 Sustainability 



4.3a     Is the staff travel, relocation or 
retraining required for this option  
considered acceptable and 
sustainable (and align with national 
terms and conditions), under this 
option?  



4.2a   Will this option enable staff to 
maintain or enhance competencies? 
E.g. impact on  volumes of 
activity/specialism 



4.2b   Is it possible to develop the skills base 
required for this option in an 
acceptable time frame? 



4.2 Skills 



+  



+ 



+ + + 



+ 



+ + 



+ + 



+ + 



+ 



+ + + 



0 



-  



- - 



0 



+ + 



- - 



- - 



+ + 



0 0 



0 



Overall assessment + + + + - - 











4. Workforce – Workforce Group Narrative 



Option 2 
Option 3  



(2.5e) 
Option 4  
(2.5o) 



Option 5  
(3p) 



4.1 Recruitment and retention 



4.1a    Is it possible to deliver this 
option with the right number 
of staff possessing the right 
skills, values and 
competencies? 



4.3 Sustainability 
4.3a     Is the staff travel, 



relocation or retraining 
required for this option  
considered acceptable and 
sustainable (and align with 
national terms and 
conditions), under this 
option?  



4.2b   Is it possible to develop the 
skills base required for this 
option in an acceptable 
time frame? 



4.2 Skills 



Recruitment/resourcing 
spreads across a broader 
applicant pool / search radius 
(greater economies of scale) 



Staff are more likely to be 
exposed to greater levels of 
activity and specialism  as part 
of a shared rota system.  



Skill gaps can be filled  with 
relative speed and ease with 
the assistance of cross 
provider working 



Benefits of scale reduce slightly 
as focus shifts towards more 
specialist staff e.g. Stabilise and 
transfer teams 



Change will need to be supported by 
relevantly skilled staff, it is reasonable to 
expect several  years to implement and 
deliver training programmes  followed by a 
window of time to embed staff into the new 
system 



High patient transfer volumes 
leads to potentially 
unmanageable dependency on 
new specialist staff to stabilise 
and transfer  



Relocating large parts of services will 
increase the burden of travel and 
potentially the need for staff 
relocation 



4.1b    Will this option improve 
staff experience?  



Setting  unchanged, neutral 
impact on staff experience at 
work.  Consultant rotation 
providing improved access to 
relevant patient cases   



Systematic change at scale is 
likely to be met with spilt 
opinion as trade offs will need to 
be made between medical and 
non-medical  responsibilities   



4.2a   Will this option enable staff 
to maintain or enhance 



competencies? E.g. impact 
on  volumes of 
activity/specialism 



New ways of working, new roles and a 
more diverse setting provide exciting 
professional opportunities. Systematic 
changes may unsettle current staff working 
conditions, receiving a mixed reception 



Staff aligned to the patients relocated off-
island, will feel the additional benefit from 
working within a bigger hospital environment 



The benefits gained from off-
island treatment start to 
diminish when clinical time is 
lost in travel time 



For the trusts current staff, the net impact  is expected to be 
limited, with the greater extent of activity being delivered in the 
same settings under similar work structures  



Wholesale relocation of services 
will further increase the burden 
of travel and potentially the 
need for staff relocation.  This 
could lead to broader 
consequences for the working 
population of the IoW 



Small changes to the ways of 
working  may  mean a little longer 
required to develop new skills, 
but cross provider working 
continues to assist  filling main 
skill gaps 



Small shifts of activity out of 
the IoW system can free 
capacity for specialist elective 
work, aiding the upkeep of 
competencies, on island   



Increased patient transfer volumes 
leads to higher dependency on new 
specialist staff for stabilise and 
transfer, but in a manageable volume 



 Some staff will start to benefit 
from the experience from more 
flexible and diverse ways of 
working  



With high impact changes to 
large parts of the system, the 
volume and scale required to 
fulfil the workforce 
requirements is considered 
unmanageable 











5. Deliverability - Evaluation Assessment 



5.1 Expected time to deliver  



5.1a    Is this option, safely and affordably, 
deliverable within 5 years?  



5.2a     Is this option compatible with the 
Local Care Board vision? 



 



5.2b    Will this option rely on other models 
of care / provision being put in place 
and if so, are these deliverable? 



5.2 Co-dependencies with other strategies  



+ + + 



+ + ++ 



++ + ++ 



Overall assessment  + + + 



- - - 



- - 



- - 



- - 



 
 



Option 2 Option 2.5e Option 2.5o Option 3p 



Option 2 Option 3 Option 4 Option 5 











5. Deliverability - Evaluation Narrative 



5.1 Expected time to deliver  



5.1a    Is this option, safely and 
affordably deliverable within 5 
years?  



5.2a     Is this option compatible with 
the Local Care Board vision? 
and if so, are these 
deliverable? 



5.2 Co-dependencies with other strategies  



Improves safety & 
affordability by transforming 
the workforce  and  through 
shared working 
arrangements with the 
mainland. Deliverability 
requires SAA co-operation. 



As Option 2 with 
further improvements 
to safety. 



As Option 3 with further 
improvements to quality which 
may be off-set by safety issues 
associated with increased 
transfers. Maximum 
affordability delivered across 
all options. 



Compromises safety and 
affordability. Unlikely to be 
deliverable within 5 years due 
to need for significant capital 
build on mainland and the 
need to deliver effective high 
volume of treat and transfer 
services. 



Yes. Will improve system 
efficiencies and enable 
sustainability. 



Requires the 
implementation of the 
Community Services new 
care model, including 
delivery of the Frailty 
pathway and the Mental 
Health redesign. 



As Option 2, but will also 
improve safety by 
transferring high risk 
emergency surgery to 
secure better outcomes for 
patients. 



As Option 2 plus new 
provision arrangements 
for high risk emergency 
surgery. 



As Option 3, but will 
improve sustainability by 
transferring a wider 
cohort of at risk services. 



As Option 3 plus new Critical 
Care Stabilise and Transfer 
service; high risk/hyper 
acute medicine, surgery, 
Paediatrics and 
Orthopaedics 



 



Significant additional 
impact on IW-based 
primary & community 
services. 



New provision 
arrangements needed to 
deliver a bespoke Stabilise 
and Transfer and Retrieval 
Service. Will rely heavily 
on additional transport 
provision. 



 



 
 



Option 2 Option 2.5e Option 2.5o Option 3p 



Option 2 Option 3 Option 4 Option 5 



5.2b    Will this option rely on other 
models of care / provision 
being put in place and if so, 
are these deliverable? 
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Executive	  summary	  
Health care systems and their commissioners, in partnership with providers and the public, have to 
consider the most appropriate configuration of their hospitals so that their clinical services are 
adequately supported by other specialties, and they are fit for purpose, sustainable, accessible and 
deliver the highest possible quality of care. There is now a major national focus on the future 
shape and function of hospitals, triggered by the Royal College of Physicians’ Future Hospital 
Commission, NHS England’s Urgent and Emergency Care Review, Monitor’s report ‘Smaller Acute 
Providers’ and most recently NHS England’s landmark Five Year Forward View and the Dalton 
Review.  



Whilst there are many factors that will need to be considered in hospital configurations, the clinical 
relationships and dependencies of hospital-based services on each other is key, whatever their 
size. There have previously been targeted reviews of selected specialist service dependencies, 
previous work in London on the core service dependencies in acute hospitals, and now NHS 
England national specifications for a wide range of specialist services. The Kings Fund has also 
recently published their review of the evidence for the reconfiguration of hospital services, in which 
certain key co-dependencies are described. To date though, there has not been work published on 
the mutual dependencies of the full range of services found in typical acute hospitals, particularly 
outside of large conurbations where hospitals are generally more widely dispersed.  



On this basis, the seven Sussex CCGs (through their Collaborative) sought from the South East 
Coast Clinical Senate (SECCS) generic, evidence-supported clinical advice on the necessary 
relationships between acute hospital services, to inform their future local discussions and planning. 
The remit of the review was to provide generic advice, not region or locality-specific, and to identify 
evidence where it exists, or clinical consensus where it did not, to describe what services needed 
to be provided in the same hospital (either based there, or inreaching), and what could be provided 
on a networked basis. It is therefore hoped that this report will be see as helpful in other counties 
and regions across England.  



A literature review was conducted, and a clinical reference group established to lead the work. 
Eleven acute services were chosen as the principle components of current acute hospitals: A&E 
(Emergency Medicine), Acute Medical Take, Acute Surgical Take, Critical Care (ITU), Trauma, 
Vascular Surgery, Cardiac, Stroke, Renal, Consultant-led Obstetric Services and Acute General 
Paediatrics. In our region, the work on co-dependencies that the cardiovascular strategic clinical 
network (SCN) was already undertaking for the commissioners was integrated with the clinical 
senate’s project, and all four of the SEC SCNs participated in this review.  



The clinical dependencies of these 11 major acute services on 52 hospital based services was 
reviewed, and a four-level system for describing the strength of the dependencies was developed: 
Purple (needing to be based on the same site); Red (visiting or inreach services sufficient); Amber 
(patient could transfer to another hospital or site for ongoing care through network arrangements); 
or Green (loose or no direct relationship). The CRG’s early conclusions were tested with wider 
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clinical and patient and public engagement at a clinical senate summit (held in September 2014) 
and the methodology and conclusions further refined.  



Influencing the purely clinical considerations are a range of critical cross-cutting themes impacting 
on the location of hospital-based services or on planning new models of provision, which must be 
taken into account:  



• The patient and public representatives participating in this clinical senate work made a number 
of strong and clear points. The driver for any service change should be an improvement in 
patient outcomes and experience; the importance of communication, both between 
professionals across patient pathways, and between the professionals and patients and their 
carers; making services as local and accessible as possible, including early repatriation to local 
care as soon as appropriate if the patient had required transfer to a specialist centre; ensuring 
early and meaningful dialogue with the public and patients about any proposed service change 
(recognising the wide demographic range of users of the NHS whose views should be taken 
into account); that changing the configuration of services cannot alone be relied on to fix 
underlying quality issues; and that for some patients, particularly the frail elderly, a more local 
‘bronze standard’ service may be preferable to a ‘gold standard’ service that requires the 
patient to be treated far from their own and their family’s home.  



• Ambulance and transport services are key enablers of greater networking of hospital services, 
including by extending the competencies and responsibilities of the paramedic profession. 
However, they are a finite resource, and the additional demands on these services, such as for 
secondary transfer of patients to specialist centres and back, must be fully considered in any 
service change for their impact on primary conveyance from home to hospitals  and back from 
hospital to the community.  



• There are major workforce challenges in delivering the needed 7 day and 24/7 services both in 
hospitals and in the community, which of themselves are fundamental drivers for change. This 
relates not just to a pressure to centralise services, but also to rapidly align workforce planning 
with future NHS and social care needs and new models of care, and to increase the flexibility 
and adaptability of the workforce to mitigate against shortages in key areas, as well as 
recognising where shortages do and will exist, and addressing them urgently.  



• Due importance should be given to the teaching, training and research agendas whenever 
service change is considered. There are opportunities from greater integration of and 
coordination between providers for all these three areas, which will maximise the skills, 
recruitment and retention of the workforce, and research activity (and income), but there are 
also significant risks if pathways become fragmented through poorly planned reconfigurations 
or expansion in alternative providers.  



It was clear from the evidence review that in only a few areas were there randomised controlled 
trials or high quality formal studies in this field to guide the assessments. However there were 
many guidelines, particularly from the medical royal colleges and specialist societies, to refer to 
which specified some of the necessary relationships. In addition, a number of designated 
specialties, such as Major Trauma and Vascular Surgery, have NHS England national definitions 
and requirements as produced by the national clinical reference groups, which are referred to. In 
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areas without specific guidance, the clinicians involved in this project worked to achieve a 
consensus, based on experience and judgement.   



Once the clinical dependencies grid was completed, it became possible to identify core groupings 
of services required to be based in the same hospital site. In particular, hospitals with emergency 
departments (A&Es) receiving all acute adult patients (an ‘unselective take’) need on-site acute 
and general medicine, acute surgery, and critical care (ICU). Therefore such hospitals need to 
provide the supporting clinical services that are required by all or any one of these four core inter-
related acute specialties, and these are described in the report and can be read off the grid. These 
amalgamated requirements delineate what an emergency hospital should provide on-site as a 
minimum.   



The dependencies of the other more specialist services were also reviewed, and are identified. 
Other than services such as Major Trauma or Vascular Surgery hubs, where requirements are 
clearly specified, the ‘spoke’ services in these networks, such as Trauma Units, Vascular Surgery 
spoke units, or non-interventional cardiology services, are likely to be more heterogeneous, and 
dependent on the nature of and distance from their network hub, and the existing co-location of 
related services.  



Note should be made that rapidly available acute mental health services (liaison psychiatry) was 
considered a key requirement of all reviewed acute services. 



Telemedicine-assisted ways of working is identified as a powerful enabler of more effective 
networking and leveraging of specialist services over a wider geographical area, thereby reducing 
unnecessary patient travel and inconvenience. The impact of development and wider roll out of 
such technologies will of course affect the grid ratings shown in this report.  



It is important to understand that clinical senates are advisory bodies, not statutory, so the 
recommendations from this report are not mandatory. Given the absence of a large evidence base 
for this co-dependency review, and a reliance on clinical consensus and judgment in many areas, 
it must be also be acknowledged that consensus of any kind is open to bias on a range of fronts, is 
not cast in stone, and is challengeable. However this independent, clinical report aims to provide a 
baseline from which to have detailed local discussions about necessary co-dependencies and co-
locations, and to explore different ways in which services could be delivered if not physically based 
on the same site.  



Finally, developing strong and more integrated relationships between provider organisations and 
their clinicians within and across regions is essential to maximise the range of options available to 
provide the highest quality services in the most accessible and sustainable way possible.  
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4. The	  co-‐dependencies	  grids	  
The completed grids are shown on the following pages (and can be found on the SECCS website). 
It is vital to remember that the services in the columns along the top are for this exercise are 
considered to be supporting services for those in the rows. What is being described therefore is the 
nature of the dependency of the row service on the column service. The colour key is shown in 
section 2.5.1 (and also at the bottom of Grid A). 2   



Grid A shows all four of the colours/dependencies.  



Grid B shows just the Purple dependencies from Grid A (with the Red, Amber and Green 
dependencies subtracted out). This therefore shows only those services (in the columns) which it 
was considered should be based on the same site as the acute services in the rows.  



Grid C shows both the Purple and Red dependencies from Grid A (with the Amber and Green 
dependencies subtracted out). These two colours combined therefore show which services (in the 
columns) were considered should be provided on-site to the acute services in the rows, either by 
being based on the same site, or by providing an inreach or visiting service to the patient (without 
transfer).  



                                                        
2  Given the fine detail on these grids, they are best reviewed through magnification on screen, or 
by printing off on A3. They will also be available on www.secsenate.nhs.uk 



. 



   



	  











ROW	  TITLES:	  The	  11	  major	  
acute	  services	  whose	  
dependencies	  on	  the	  
specialties	  and	  functions	  in	  
the	  columns	  is	  being	  
described.
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A&E	  (Emergency	  Medicine).	  Acute	  
unselected	  take	  (including	  acute	  
surgical	  patients)



2 2 2
M



2 Acute	  	  Medical	  Take 2 24 24 24 4 12 24 24



3 Acute	  (Adult)	  Surgical	  Take 4 24 4 4 4



4 Adult	  Critical	  Care	  (Intensive	  Care) 24 2 2 24 2 4 2 2



5A Major	  Trauma	  Centre 4



5B Trauma	  Unit 4 4



6A Vascular	  Surgery	  (Hub)	  



6B Vascular	  Surgery	  (spoke)	  



7A Cardiology:	  Non-‐interventional	   24 	   4



7B
Cardiology:	  Interventional	  -‐	  primary	  
PCI	  for	  STEMI 24 4



7C Cardiology:	  Interventional	  -‐	  PCI	  (non-‐
STEMI)	  and	  devices 24 4



7D
Cardiology:	  Interventional	  -‐	  
structural	  heart	  disease	  (including	  
TAVI,	  MitraClips)



4 24 4



7E Cardiac	  Surgery 4



8A Hyper-‐Acute	  Stroke	  Unit 24



8B Acute	  Stroke	  Unit 4 24



9 Renal	  Services	  inpatient	  Hub 24 24 24 24 24 24 24 24 4



10 Consultant	  led	  Obstetric	  Services 4 4 4 4 2 2 2 2 24 4 4 4 4 4 24 4



11
Acute	  (non-‐specialised)	  Paediatrics	  
and	  Paediatric	  surgery 4



COLUMN	  TITLES:	  Clinical	  specialties	  and	  functions	  supporting	  the	  11	  major	  acute	  services	  in	  the	  rows



Grid A. Dependencies of the eleven acute services on other clinical specialties and functions: the complete grid. 
Refer to figure 1, the colour key on page 13
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ROW	  TITLES:	  The	  11	  major	  
acute	  services	  whose	  
dependencies	  on	  the	  
specialties	  and	  functions	  in	  
the	  columns	  is	  being	  
described.
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A&E	  (Emergency	  Medicine).	  Acute	  
unselected	  take	  (including	  acute	  
surgical	  patients)



2 Acute	  	  Medical	  Take



3 Acute	  (Adult)	  Surgical	  Take



4 Adult	  Critical	  Care	  (Intensive	  Care)



5A Major	  Trauma	  Centre



5B Trauma	  Unit



6A Vascular	  Surgery	  (Hub)	  



6B Vascular	  Surgery	  (spoke)	  



7A Cardiology:	  Non-‐interventional	  



7B
Cardiology:	  Interventional	  -‐	  primary	  
PCI	  for	  STEMI



7C
Cardiology:	  Interventional	  -‐	  PCI	  (non-‐
STEMI)	  and	  devices



7D
Cardiology:	  Interventional	  -‐	  
structural	  heart	  disease	  (including	  
TAVI,	  MitraClips)



7E Cardiac	  Surgery



8A Hyper-‐Acute	  Stroke	  Unit



8B Acute	  Stroke	  Unit



9 Renal	  Services	  inpatient	  Hub



10 Consultant	  led	  Obstetric	  Services



11
Acute	  (non-‐specialised)	  Paediatrics	  
and	  Paediatric	  surgery



COLUMN	  TITLES:	  Clinical	  specialties	  and	  functions	  supporting	  the	  11	  major	  acute	  services	  in	  the	  rows



Grid B. Dependencies of the eleven acute services on other clinical specialties and functions: services that should be based on the same site  
(the Purple dependencies). Refer to figure 1, the colour key on page 13
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ROW	  TITLES:	  The	  11	  major	  
acute	  services	  whose	  
dependencies	  on	  the	  
specialties	  and	  functions	  in	  
the	  columns	  is	  being	  
described.
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1
A&E	  (Emergency	  Medicine).	  Acute	  
unselected	  take	  (including	  acute	  
surgical	  patients)



2 2 2
M



2 Acute	  	  Medical	  Take 2 24 24 24 4 12 24 24



3 Acute	  (Adult)	  Surgical	  Take 4 24 4 4 4



4 Adult	  Critical	  Care	  (Intensive	  Care) 24 2 2 24 2 4 2 2



5A Major	  Trauma	  Centre 4



5B Trauma	  Unit 4 4



6A Vascular	  Surgery	  (Hub)	  



6B Vascular	  Surgery	  (spoke)	  



7A Cardiology:	  Non-‐interventional	   24
	  



4



7B
Cardiology:	  Interventional	  -‐	  primary	  
PCI	  for	  STEMI 24 4



7C Cardiology:	  Interventional	  -‐	  PCI	  (non-‐
STEMI)	  and	  devices 24 4



7D
Cardiology:	  Interventional	  -‐	  
structural	  heart	  disease	  (including	  
TAVI,	  MitraClips)



4 24 4



7E Cardiac	  Surgery 4



8A Hyper-‐Acute	  Stroke	  Unit 24



8B Acute	  Stroke	  Unit 4 24



9 Renal	  Services	  inpatient	  Hub 24 24 24 24 24 24 24 24 4



10 Consultant	  led	  Obstetric	  Services 4 4 4 4 2 2 2 2 24 4 4 4 4 4 24 4



11
Acute	  (non-‐specialised)	  Paediatrics	  
and	  Paediatric	  surgery 4



COLUMN	  TITLES:	  Clinical	  specialties	  and	  functions	  supporting	  the	  11	  major	  acute	  services	  in	  the	  rows



Grid C. Dependencies of the eleven acute services on other clinical specialties and functions: services that should be provided on the same site, 
either based there (the Purple dependencies) or inreaching (the Red dependencies). Refer to figure 1, the colour key on page 13
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APPENDIX 6            



 
6.  Description of Shortlisted Clinical Options 
 











Isle of Wight Acute Service Redesign (ASR)   
Description of shortlisted options 











The Options for Change 
Option Name Description Scale of change Impact/benefits 



1 
Current state/business as 



usual 



Current service offering and delivery of 
operational improvement and demand 



management plans 



100% of current activity retained 
(Operational improvements 



only) 



Stabilises current services but does 
not address Case for Change 



workforce, quality or affordability 
issues 



2 
Flexible workforce 



Current service offering with more joint 
working arrangements with mainland 



providers across clinical specialties 



100% of current activity retained 
(Significant workforce changes 



resulting from joint working with 
SAA) 



Addresses workforce challenges and 
improves system efficiencies. There 



may be some improvements in 
clinical quality. 



3  
 



Emergency and elective 
centre with enhanced 



emergency surgical and 
critical care support from 



the mainland 



Flexible workforce with mainland 
providers. Transfer of high risk/complex 
surgical procedures & patients needing 
Level 3 (advanced support) critical care 



after the first 24 hours 



96% of current activity 
retained/with activity 



transferring to mainland 
providers  



(includes flexible workforce 
changes (i.e. Option 2)) 



Addresses workforce challenges, 
improves system efficiencies and 
improves current quality where 



there are existing issues. Creates 
some clinical risks associated with 



increased transfers. 



4 
  Emergency and elective 



centre with enhanced 
emergency and elective 
surgical, critical care and 
paediatric  support from 



the mainland 



Flexible workforce with mainland 
providers.  Transfer of high risk /complex 



emergency & elective surgery; all 
patients requiring critical care for more 



than 24 hours (including high acuity 
medical patients e.g. acute cardiac 



requiring Critical Care support); neonates 
requiring Level 3 (advanced support)  



NICU; & children needing more than 24 
hours inpatient care (with exclusions) 



89% of current activity retained/ 
with activity transferring to 



mainland providers  (includes 
flexible workforce changes (i.e. 



Option 2)) 



Addresses workforce challenges, 
improves system efficiencies, 



improves current quality issues and 
addresses the likely quality risks for 
sub-scale/at risk services. Creates  



clinical risks associated with 
increased transfers. 



5  
 Enhanced urgent care 



centre with extended 
support from the 



mainland  



Enhanced urgent care centre with the 
majority of patients needing acute care 



for more than a few days or surgery 
requiring an inpatient stay transferred to 



the mainland 



46% of current activity retained/ 
with activity transferring to 



mainland providers  (includes 
flexible workforce changes (i.e. 



Option 2)) 



Addresses the workforce and quality 
issues but creates significant clinical 
risks associated with high volumes of 
patient transfers. Travel and capital 



costs consume any potential 
efficiency gain. 











3 



CONFIDENTIAL DRAFT - NOT FOR CIRCULATION 



Option 1; The current state/business as usual 



• In Option 1 ‘the Current State’, significant improvements in system efficiencies have been 
assumed based on existing Trust Cost Improvement Programmes (CIP) and CCG demand 
management plans and that these improvements will be achieved before the impact of any of 
the Options for Change (2-5) are calculated 



• A forecast of the current financial baseline has been produced over the next 5 years to 2022/23 
by calculating the impact of: 



o Activity changes (Demographic and non-demographic growth & demand management programmes) 



o Income/price changes 



o Cost changes 



• This forecast demonstrates that the Trust’s current deficit (£18.8m) will grow to £23.6m by 
2022/23 based on the assumption that the IW Local Care System will successfully deliver year-
on-year: 
o  Trust CIPs of 2.5% per annum 
o CCG demand management initiatives to reduce the increasing demands for hospital services by 3.5% 



per annum 



• Therefore, the ‘Current State’ option cannot be described as the ‘Do Nothing’ option but it has 
been rejected as a possible option for further assessment as the current service configuration 
and workforce model will not meet the requirements of the Case for Change 











Option 2; Flexible Workforce 



Services Improvements to ways of working 



A&E 



Acute 
medicine 



Elective 
surgery, incl. 
orthopaedics 



Emergency 
surgery 



Paediatrics 



Obstetrics 



Trauma 



Critical care 



▪ Consultant rota shared with SAA to reduce frequency of on call 
▪ Broaden “generalist” skillset of SAA consultants 
▪ Maintain/build skills of IW consultants through exposure to a larger unit 



▪ Acute medicine consultants rota shared with SAA to reduce the need for locum consultants 
▪ Medical specialties in high prevalence in Medical Acute Assessment Unit (MAAU) e.g. cardiology, respiratory 



included in MAAU rota 
▪ Better use of technology to access expertise remotely e.g. access to stroke consultant in Southampton 



▪ Anaesthetists dedicated to critical care on a shared rota with SAA to broaden exposure and maintain skills 
while reducing on-call burden 



▪ Better use of technology e.g. Electronic Intensive Care Unit (eICU) to support staff on the Island 



▪ General surgery consultant cross cover for emergency urology, breast; Single surgical registrar OOH (out of 
hours) 



▪ Transfer higher acuity surgical patients e.g. those requiring emergency laparotomy 
▪ ENT on call provided through shared rota with SAA 



▪ Consultant rota shared with SAA to reduce frequency of on-call and maintain team skills through exposure 
to a larger unit and specialist equipment 



▪ Shared rota with SAA to reduce frequency of on-calls, and maintain team skills with exposure to a higher 
number and broader spectrum of cases 



▪ Reduce avoidable ASA 3+ elective procedures, and transfer low-volume procedures 
▪ Better use of technology for e.g. remote pre-op assessment and outpatient appointments 



▪ Split obstetrics from gynae and share obstetric consultant rota with SAA to reduce frequency of on-call and 
maintain team skills through exposure to a higher number of births 



▪ Single paediatrics unit, co-located and physically close to A&E to enable cross-cover and reduce risk 
▪ Better use of technology through e.g. GP remote advice to reduce avoidable referrals, outpatient clinics 



These improvements should be supported by better links with community and primary care, and greater use of advanced healthcare 
practitioners, specialist nurses etc. supported to effectively operate at the top of their abilities 



• 100% 



• 100% 



• 100% 



• 100% 
 



• 100% 



% of current 
activity retained 



• 100% 



• 100% 



• 100% 



  











Option 3 (2.5e); Emergency and elective centre with enhanced 
emergency surgical and critical care support from the mainland 



Emergency 
surgery 



• 12x7 general surgery consultant cover for emergency urology, 
breast; 



• Emergency ENT available through shared rota with SAA 
• Single surgical registrar resident OOH and consultant on-call for 



emergency surgery, elective surgery & trauma 
• Stabilise & Transfer capability available 



• All emergency procedures 
not requiring surgery in 
under 12 hours 



• All high risk patients and high 
complexity procedures 



• Stabilise&Transfer OOH all 
patients needing surgery 
within 12 hours 



Trauma • 12x7 consultant orthopaedic cover shared with elective 
• Single surgical registrar resident OOH and consultant on-call for 



emergency surgery, elective surgery & trauma 
• SAA shared specialty advice available OOH for phone/eConsults 



• All low to medium risk 
trauma (ASA <3) 



• Multiple fractures 
• Pelvic fractures 



Elective 
surgery, incl 
orthopaedics 



• 12x7 consultant in-person cover as per current model 
• Single surgical registrar resident OOH and consultant on-call for 



emergency surgery, elective surgery & trauma 
• Shared rota with SAA for specialties with levels of activity not 



sufficient to maintain skills or necessary equipment 
• SAA shared specialty advice available OOH for phone/eConsults 



• All mid and low complexity 
procedures for medium risk 
patients (ASA <3) 



• Patients ASA 4 and above 
• For orthopaedics – complex 



revisions, complex ankle/foot 



Obstetrics • 24x7 obstetrician cover as per current model 
• Shared rota with SAA 



• All births with gestation of 
28 weeks and above 



• Emergency gynaecology 



• Births under 28 weeks 
• Women with significant 



congenital heart disease 



Paediatrics • Consultant in person 12x7; on-call cover 24x7 
• Shared SAA paediatric consultant rota 



• All current conditions • Illness and injuries not 
currently covered 



• 70% 



• 90% 



• 100% 



• 100% 
 



• 100% 



Acute 
medicine 



• 12x7 acute medicine consultant cover; Resident registrar OOH 
• Respiratory, Cardiology, Gastrointestinal consultants in MAAU rota 
• Consultant shared rota with SAA to maintain/build skills 



• All current medical 
admissions 



• Hyperacute cardiac care 
• Hyperacute stroke patients 



requiring thrombectomy 



A&E • ED consultant in person 12 hours x 5 days per week and 8 hours x 
2 days on weekends; OOH ED consultant on call 



• ENT, obstetrics, paediatrics, anaesthetics, emergency surg. on call 
• Consultant shared rota with SAA to maintain/build skills 



• All current A&E 
attendances, GP referrals 



• As per current state, except 
some attendances requiring 
higher level of emergency 
surgery than now 



Critical care • 12x7 Critical care consultant in person; OOH on-call 
• Support and advice available remotely through SAA as needed 
• Registered Nurse support 1:2, with ability to flex up to 1:1 for L3 



• Level 2 patients 
• Level 3 for up to 24 hours 



(Stabilise&Transfer) 



• Patients requiring Level 3 
critical care after the first 24 
hours 



% of current 
activity 
retained Services Staffing 



• 100% 



• 100% 



• 50% 



E.g. conditions covered E.g. conditions not covered 



  











Option 4 (2.5o); Emergency and elective centre with enhanced emergency 
& elective surgical, critical care and paediatric support from mainland 



Emergency 
surgery 



Trauma 



Elective 
surgery, incl 
orthopaedics 



Obstetrics • 24x7 obstetrician cover as per current model 
• Shared rota with SAA 



• All births with gestation of 
32 weeks and above  



• Emergency gynaecology 



• Births under 32 weeks 
• Women with significant 



congenital heart disease 



Paediatrics • Short stay paediatric assessment unit with 16x7 consultant 
paediatrician cover; OOH cover from ED and single paediatrician 
on-call across PAU and obstetrics (level 2 neonates support) 



• Target average LoS<24hrs; 
• Maintain oncology, cystic 



fibrosis, MH, safeguarding 



• Neonates requiring L3 NICU 
• Patients with LoS>24hrs with 



conditions not listed 



• 90% 



• Paeds 50% 
• L3 NICU 0% 



Acute 
medicine 



• 12x7 acute medicine consultant cover; Res. registrar OOH 
• Respiratory, Cardiology, GI consultants in MAAU rota 
• Remote access to stroke consultants 
• Consultant shared rota with SAA to maintain/build skills 
• Stabilise&Transfer (S&T) capability available 



• Lower acuity admissions for 
most specialties  



• Patients suitable for 72 
hour monitoring/care 



• Hyperacute cardiac care, MIs 
• High acuity pneumonia, K/UTI 
• Stroke (remote SAA advice to 



manage, S&T as needed) 
• Patients requiring critical care 



A&E 



Critical care 
(CC) 



• Stabilise&Transfer capabilities and CC nurse outreach 
• See description of Critical Care Stabilisation & Holding Centre 



• Up to L3 for up to 24 hours 
• NIV in dedicated ward area 



• All patients requiring critical 
care >24hrs 



% of current 
activity 
retained Services Staffing E.g. conditions covered 



• 80% 



• 20% 



• ED consultant in person 12x5 and 8-16 on weekends; OOH ED 
consultant on call 



• ENT, obstetrics, paeds, anaesthetics, emergency surgery on call 
• Consultant shared rota with SAA to maintain/build skills 



• All current A&E 
attendances, GP referrals 



• As per current state, except 
some attendances requiring 
higher level of emergency 
surgery than now 



• 100% 



E.g. conditions not covered 



• 12x7 general surgery consultant cover for emergency urology, 
breast; 



• Emergency ENT available through shared rota with SAA 
• Single surgical registrar resident OOH and consultant on-call for 



emergency surgery, elective surgery & trauma 
• Stabilise&Transfer capability available 



• All emergency procedures 
not requiring surgery in 
under 12 hours 



• All high risk patients and high 
complexity procedures 



• Stabilise&Transfer OOH all 
patients needing surgery 
within 12 hours 



• 70% 



• 12x7 consultant in-person cover as per current model 
• Single surgical registrar resident OOH and consultant on-call for 



emergency surgery, elective surgery & trauma 
• Shared rota with SAA for specialties with levels of activity not 



sufficient to maintain skills or necessary equipment 
• SAA shared specialty advice available OOH for phone/eConsults 



• All mid and low complexity 
procedures for medium risk 
patients (ASA <3) 



• Patients ASA 4 and above 
• For orthopaedics – complex 



revisions, complex ankle/foot 



• 90% 



• 12x7 consultant orthopaedic cover shared with elective 
• Single surgical registrar resident OOH and consultant on-call for 



emergency surgery, elective surgery & trauma 
• SAA shared specialty advice available OOH for phone/eConsults 



to review x-rays and pictures as needed 



• All low to medium risk 
trauma (ASA <3) 



• Multiple fractures 
• Pelvic fractures 



• 90%   











Option 5 (3p); Enhanced urgent care centre with extended support 
from the mainland  



% of current 
activity retained Services Staffing Conditions covered Conditions not covered 



• 20% • Critical Care Stabilisation and Holding Centre, CC nurse outreach 
• See description of Critical Care Stabilisation & Holding Centre 



• Up to L3 for up to 24 
hours 



 



• All patients requiring 
critical care >24hrs 



Critical  
care 



• 30% • Minor only - emergency surgery provided by through elective 
surgery rota 



• Stabilise&Transfer capability available 



• Minor conditions only e.g. 
draining of abscess 



• Watchful waiting 
• Selected local anaesthesia 



• All procedures requiring 
general anaesthesia  



Emergency 
surgery 



• 30% • Walk-in only - no consultant orthopaedic surgeon available 
outside day case elective schedule 



• Walk-in trauma covered through A&E/UCC 



• Walk-in trauma only e.g. 
simple fractures 



• All trauma requiring 
surgery 



Trauma 



Acute 
medicine 



A&E • 55% • GP-led Urgent Care Centre (UCC) 
• Advanced practitioner support 



• All minor illnesses and 
injury, including walk in 
trauma e.g., simple 
fractures  



• Suspected complex 
fractures; other complex 
needs (any life or limb 
threatening conditions); 
conditions requiring CC 



Elective 
surgery, incl 
orthopaedics 



• 20% • 12x5 consultant providing daycase only service 
• In-reach from shared rota with SAA 



• All day cases with minimal 
potential to convert to 
inpatient 



• All cases with probable 
conversion to inpatient 



Obstetrics • 30% • Midwife-led unit only with support staff and anaesthetist on 
call; remote obstetrics support only 



• Low risk births, 37-42 
weeks of gestation 



• Second and subsequent 
births only 



• Women requiring obstetric 
care, high-risk pregnancies, 
maternal-fetal medicine, 
epidurals, c-sections 



• Primagravida births 



Paediatrics • Short stay paediatric assessment unit with 16x7 consultant 
paediatrician cover; OOH cover from ED and single 
paediatrician on-call across PAU and obstetrics (level 2 
neonates support) 



• Target average LoS<24hrs; 
• Maintain oncology, cystic 



fibrosis, MH, safeguarding 



• Neonates requiring L3 
NICU 



• Patients with LoS>24hrs 
with conditions not listed 



• Assessment-only unit overseen by ED consultant 
• Acute medicine consultant available remotely to provide advice 
• Core stabilise and Transfer team available on site 



• Watchful waiting 
/observations admissions 
to MAAU not requiring 
acute medicine oversight 



• Higher acuity medical 
patients currently admitted 
to MAAU or acute 
medicine ward 



• 50% 



  



• Paeds 50% 
• L3 NICU 0% 








