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Appendix B. Wessex Clinical Senate recommendations on
maternity services
B.1

Introduction

In January 2014, the nine CCGs in Hampshire, Dorset, Portsmouth, Southampton and the
Isle of Wight asked the Strategic Clinical Network for Maternity, Children and Young People
to develop a 5–10 year strategic plan for maternity, neonatal and paediatric services. This
proposal was supported by the Strategic Clinical Network Steering Group11 in February
2014.
The draft strategy entitled ‘A Vision-Led Model for Safe and Sustainable Maternity Services’
was presented by the Strategic Clinical Network to the Wessex Clinical Senate Council in
June 2014 along with a number of research articles and other papers outlining good practice
in this area. Presentations were made at the council meeting by a range of stakeholders
including acute providers, ambulance trusts, mental health providers, public health and
commissioners.
The Strategic Clinical Network asked the Senate Council to provide a strategic view on
physical and mental health pathways across obstetrics and maternity services rather than
how services should be reconfigured.
The Strategic Clinical Network is also working on a vision-led model for paediatric services.
The Senate Council noted that by considering both visions together, CCGs will receive clear
direction as to what needs to be commissioned to ensure that maternity, neonatal and
paediatric services are safe, sustainable and deliver the best outcomes now and in the
future.
If there are options for reconfiguration resulting from the vision-led models for maternity and
paediatric services, the Senate Council will be asked to review these service changes as part
of its assurance role for NHS England.
The Senate Council recommended that the final version of the strategy produced by the
Strategic Clinical Network should reinforce the messages in “Commissioning Maternity
Services: A Resource Pack to support Clinical Commissioning Groups” which was published
in July 2012 by the precursor to NHS England2.

1

The Strategic Clinical Network for Maternity Children and Young People provides clinical system
wide strategic leadership across Hampshire, Dorset, Portsmouth, Southampton and the Isle of Wight
(Wessex). All NHS providers and commissioners of maternity, children and young people’s services in
the area (both physical and mental health) are invited to attend quarterly meetings of the Steering
Group. Also invited to send representatives are local authorities, public health, health education and
the Academic Health Science Network. There is also a broader stakeholder group which includes
charitable and voluntary organisations, patients and the public. These stakeholders are invited to
attend a couple of meetings a year to discuss specific topics. For more information on the work of the
Strategic Clinical Networks in Wessex please see www.wessexscn.nhs.uk
2
NHS Commissioning Board ‘Commissioning Maternity Services: A Resource Pack to support Clinical
Commissioning Groups’ July 2012 www.england.nhs.uk/wp-content/uploads/2012/07/comm-maternityservices.pdf
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Recommendations of the Clinical Senate Council

In order to achieve the best outcomes for the care of pregnant women, their baby and their
family, the Senate Council considered the whole pathway of care under the following
categories: Preconception Care, Antenatal Care, Intrapartum Care, Postnatal Care and
Service Delivery.
It was noted that the formation of a clinical/operational network had been discussed by the
Strategic Clinical Network Steering Group to oversee the implementation of the
recommendations and the strategic vision. The Senate Council agreed that a
clinical/operational network should be set up by commissioners and it is referred to in several
recommendations.

B.2.1

Preconception care

1.

Commissioners should actively promote awareness of the positive impact good physical
and mental health can have in the period up to two years before conception, outlining
how it can help both the birth and the health of the baby. All women of child-bearing age
(and if possible their partners and families) should be aware of the health benefits of a
conception which is planned and prepared for.

2.

Commissioners should explore the development of a tool to assist women and their
partners to get physically and emotionally fit to get pregnant.

3.

All women of child-bearing age should be aware of the pre-existing physical and mental
health conditions which place them in a higher risk category. Women who are
categorised as higher risk should be offered pre-conception counselling to help them to
make the right choices on place of birth and lifestyle and to ensure that they have the
support they need.

4.

Specific commissioning pathways should be developed for women of child-bearing age
with diabetes, epilepsy, mental health, alcohol abuse, drug abuse obesity and other longterm conditions.

5.

A training plan should be developed to enable appropriately skilled staff working in preconception and early years to deliver consistent public health messages that mothers
and fathers are receptive to in an environment of their choosing.

B.2.2

Antenatal care

6.

There should be awareness, early recognition, signposting and early referral to meet the
needs of parents (mothers and fathers) with mental health and drug/alcohol problems.
Access to perinatal mental health services should be equitable across Hampshire,
Dorset, Portsmouth, Southampton and the Isle of Wight and meet national standards.

7.

Universal Carbon Monoxide screening and universal smoking cessation services should
be offered to both expectant mothers and fathers at booking.

8.

GPs should be supported to redevelop/refresh their ante-natal competencies to allow
their greater involvement in maternity care. Mothers should be informed and supported
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in their choice of maternity care, including access to specialist support where this is
required.
9.

There should be a single accessible patient held electronic record, which sets out plans
and expectations and supports the needs of the family.

10. All antenatal care should be provided in accordance with the NICE guidelines and as
close to home or work as possible.
11. Ultrasound scanning should be provided as close to home and work as possible and
include individual growth projections. This will require a review of the workforce plans for
ultrasonographers.
12. The uptake of the ‘Healthy Start’3 Programme should be promoted – every contact with
health and social care should promote the health of the mother and baby with consistent
clear messages. This programme includes maternal vitamin D supplementation for low
income families.

B.2.3

Intrapartum care

(The intrapartum period extends from the beginning of contractions that cause cervical
dilation to 1–4 hours after delivery of the new born and placenta)
13. Women should be able to choose what type of pain relief they are able to access, their
place of birth and where they receive ante-natal and post-natal care. The
clinical/operational network should monitor the choices made and measure outcomes to
inform improved stratification of clinical need and risk.
14. All services should work to increase the number of women who are able to deliver
normally and at or near to home.
15. Obstetric care should only be provided by Obstetric-led Units that deliver a 24×7
presence. It must include: fully trained specialist doctors, at least two obstetric theatres,
anaesthetic and intensive care on site. Interventional radiology and neonatal unit level 2
support must also be available on site 24×7.
16. Services providing Obstetric care should be supported by appropriate neonatal facilities.
Fully trained paediatric staff should be available on site 24×7, in accordance with the
consultant present care model, to support neonatal units.
17. In order to maintain the level of competency required to care for both high and low risk
mothers who may present in different settings, it is proposed that Stand-alone Midwifeled Units4 should be staffed by midwives who perform home births and who also work

3

www.healthystart.nhs.uk
A Stand-alone Midwife-led Unit is usually not on the same site as an Obstetric-led unit. There are
usually no doctors at these units, but GPs may be available and there will be transfer arrangements in
case of an emergency.
4
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regular shifts in both Alongside Midwife-led Units5 and Obstetric-led Units so that they
maintain the skills and relationships needed to care for both high and low risk mothers
(hub and spoke model).
18. Enhanced Stand-alone Midwife-led Units (also referred to in the UK as “Midwife-led Plus
Units”) may be suitable for some areas with demographic and geographic challenges. In
these units, mothers who need a caesarean would be booked in to have one on a
specific date (elective caesareans) plus doctors would be there at night (“a hospital at
night system”). Midwife-led Plus Units need to be supported by an Obstetric-led Unit at
a “hub” hospital.
19. Where there are geographical considerations, first time mothers who are low risk should
be offered appropriate and adequate advice and support services, with counselling
where necessary, to choose an Alongside Midwife-led Unit to improve the chances of a
normal birth whilst minimising the risks of transfer in labour. Women having second or
subsequent babies or at low risk of developing complications should be offered
appropriate and adequate advice and support services, with counselling where
necessary, to give birth in a midwife led environment (at home or in a Stand-alone or
Alongside Midwife-led Unit).
20. Midwife-led Plus Units offer an alternative to Alongside Midwife-led Units where access
to the latter is challenging. There should be access to full recovery facilities with
resuscitation on site in this type of unit to support elective caesareans.
21. An active programme to encourage a vaginal birth after a single caesarean section
should be promoted with adequate counselling and support services to assist women in
decision-making.

B.2.4

Postnatal care

22. The uptake of the ‘Healthy Start’ Programme should be promoted – every contact with
health and social care should promote the health of the mother and baby with consistent
clear messages.
23. Good working relationships between GPs, midwives and health visitors should be
refreshed and reinforced through the commissioning process. This could present a
challenge because health visitors will be not be funded by the NHS in the future but by
Local Authority Public Health Services. However, this also presents an opportunity
because Local Authorities lead on the development of early years (age 0–5) strategies
for each area.
24. In order to receive optimum care women should spend no more than 48 hours in an
Obstetric-led Unit, unless clinically indicated for mother or baby, then go home or step
down to a Midwife-led Unit for recovery and post-natal care (most women currently
spend less than 24 hours in a unit before going home). All Obstetric-led Units should
work in this hub and spoke way with Midwife-led Units.
5

An Alongside Midwife-led Unit is on the same site as an Obstetric-led Unit and is usually in the same
building or in a separate building on the same site.
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25. Women who lose their babies should have access to emotional and psychological
support on a seven day a week basis. This support should be extended to fathers and
partners also.
26. Risk assessment should be consistent and pathways should be monitored to avoid the
need for emergency transfers. The Strategic Clinical Network should advise on a single
standardised risk assessment tool for each setting to be used by all services in
Hampshire, Dorset, Portsmouth, Southampton and the Isle of Wight.

B.2.5

Service delivery

27. All maternity services should be commissioned for health outcomes as part of a wider
integrated approach from pre-conception to school age and should be consistent with
the resource pack for commissioning maternity services.
28. A clinical/operational delivery network should be set up to support cooperation and
dialogue with commissioners. The network would oversee the implementation of these
recommendations with a view to providing access closer to home, using telemedicine
and appropriately skilled staff who need not be GPs, midwives or health visitors. The
network would also review services from pre-conception to school age and include
organisations outside the boundaries who deliver services to people in Hampshire,
Dorset, Portsmouth, Southampton and the Isle of Wight.
29. The clinical/operational network and commissioners should publish the outcomes for
mothers and babies on a regular basis.
30. Commissioners, with the assistance of the network, should review the number and
outcome of pre and post-natal home visits.
31. Commissioning plans need to be integrated and nested in the context of local
partnership arrangements (via Health and Wellbeing Boards).
32. Standardised risk assessment tools for each setting should be used by all services in
Hampshire, Dorset, Portsmouth, Southampton and the Isle of Wight.
33. Services in Hampshire, Dorset, Portsmouth, Southampton and the Isle of Wight should
provide accurate information on risk, in a way that fosters as much ownership of health
issues and personal empowerment as possible.
34. The phone line for women in labour currently provided by Hampshire Hospitals in
partnership with South Central Ambulance Service to women booked to give birth in
Andover, Basingstoke or Winchester should be extended across Hampshire, Dorset,
Portsmouth, Southampton and the Isle of Wight. The 24 hour service provided by an
experienced midwife via 999 or 111 gives advice to women who call about their birth plan
and onset of labour so that they can stay confidently at home in the early stages of
labour and/or be advised whether an emergency response is needed.
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Appendix C. How the evaluation criteria were developed
The evaluation criteria were developed in consultation with clinicians (through the Clinical
Working Groups), GPs, the Finance Reference Group, Communications Leaders Group,
Engagement Reference Group, the Public and Patients Engagement Group, and workforce.
The criteria were developed to be standards or principles that could be applied to each
option, and a score given to help differentiate between options. They were developed to
facilitate objective differentiation between the available options based on what is most
important to realising the vision for healthcare in Dorset.
The criteria developed were:
1.
2.
3.
4.
5.
6.

Quality of care for all
Access to care for all
Affordability and value for money
Workforce
Deliverability
Other (e.g. research and education)

An initial set of draft evaluation criteria were developed and tested at the Clinical Working
Group meeting on 17 December 2014 with discussions guided by the above headings and a
set of sample sub criteria from a reconfiguration of NHS services in North West London.
The potential evaluation criteria developed by each of the Clinical Working Groups were
combined to produce a list for discussion at the third Clinical Working Group meeting on 21
January 2015, where the evaluation criteria were finalised.
The development of the evaluation criteria, and the criteria themselves, were discussed and
approved by the CSR Assurance Group on 22 January.

C.1

The evaluation criteria

The final evaluation criteria, as developed by the clinicians, patients and public groups,
localities and staff groups and approved by the CSR Assurance Group are shown in Figure
C.1.
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Figure C.1: Evaluation criteria for the potential options
Criteria

Sub-criteria

Description

Quality of
care for all

▪

Clinical effectiveness

▪

▪

Patient and carer experience

▪

▪
▪

Safety
Distance and time to access services

▪
▪

▪
▪

Service operating hours
Patient choice

▪
▪

Affordability
and value for
money

▪
▪
▪

Capital cost to the system
Transition costs
Net present value

▪
▪
▪

▪
▪
▪

Meet license conditions

Workforce

▪
▪
▪

▪
▪

Loss of Dorset workforce

▪

Co-dependencies with other strategies

▪
▪

Disruption to education & research
Support current & future education &
research delivery

1
Access to
care for all

2

3

4
Deliverability

5
6

Other (e.g.,
research and
education)

Scale of impact
Sustainability

Expected time to deliver

▪
▪
▪

▪
▪

Improved delivery against clinical and constitutional standards, access to skilled staff
and specialist equipment, comparison of current clinical quality of sites
Improved patient and carer experience (overall holistic/personalised care, respect
and involvement in decisions and consistency) with excellent communication and
improved estate
Expected impact on excess mortality, serious untoward incidents
Impact on population weighted average travel times (blue light, off-peak car, peak car,
public transport) to reflect average impact for emergency and elective treatment and
total impact for more isolated and/ or rural populations
Ability of model to facilitate 7 day working and improved access to care out of hours
No. of sites delivering emergency, obstetrics, elective, outpatients, diagnostics; no. of
Trusts with major hospital sites
Capital requirement to achieve required capacity & quality
One off costs (excl. capital & receipts) to implement changes
Total value of each potential option incorporating future capital and revenue/cost
implications and compared on like-for-like basis
Meets regulatory requirements (e.g., surpluses generated by each Foundation Trust)
Potential impact on current staff and retraining required
Likelihood to be sustainable from a workforce perspective, facilitating 7 day working
and taking into account recruitment challenges and change in what work force does
i.e. ability to ensure sufficient people with the right skills in the right places?
Potential impact on staff attrition due to change
Ease of delivering change within 3-5 years
Alignment with other strategic changes (e.g., Better Together, national and local NHS
strategies) and provides a flexible platform for the future

Disruption to Research and Education
Support for current and developing research and education delivery (e.g., meeting
college standards of training individuals and service specifications)
Note: Health impact assessment will need to be conducted
separately and will evaluate impact on deprivation and health inequalities

There are four non-financial decision criteria, with key lines of enquiry supporting each one.

C.2

The questions beneath each of the evaluation criteria

The evaluation criteria were designed to help the Clinical Working Groups differentiate
between different potential options for consultation. This section describes how each subcriterion was used in the process, the question that the criterion was used to answer, and the
measures that are being used as part of the evaluation process to differentiate between the
options.
High-level questions were developed to ensure that the evaluation focused on measuring the
correct outcomes. These are shown in Figure C.2.
Figure C.2: High-level evaluation questions

Criterion
Quality of care for
all
Access to care for
all
Affordability and
value for money
Workforce

High-level evaluation question(s)
Do any of the potential options fail to support the delivery of high
quality care in line with standards for high quality services/best
practice care pathways, or in line with specific criteria referred to?
Do any of the potential options have an excessive impact on travel
times?
Are any of the potential options likely to be highly unaffordable – for
example will they require a considerable amount of capital expenditure
for minimal positive impact on running costs?
Are any of the options likely to not be deliverable and/or sustainable
from a workforce perspective?
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High-level evaluation question(s)
Are any of the potential options not deliverable within a reasonable
time frame? E.g. within next 5–10 years?
Are there other factors which would justify removing any potential
options at this stage?

These questions were also used to take the potential options from the long list of generic
potential options to a medium list of generic potential options.

C.3

Sub-criteria

A number of sub criteria were considered under each of the main criteria headings. These
were used to evaluate the potential options on the medium list to produce a short list of
potential options.
In many cases, the Clinical Working Groups considered current measures and evidence from
the three FTs to help guide their assessments of the potential options.

C.3.1

Quality of care for all

Clinical effectiveness
The importance of quality cannot be underestimated, and so the ‘Need for Change’
highlighted variation in quality standards across the three FTs, the national average and
guidelines, this is especially true for:



Emergency services (e.g. stroke patients’ timely access to treatment, emergency
laparotomy performance, and A&E waiting time)
Complex elective procedures (e.g. bowel cancer adjusted mortality rates, heart failure
patients’ access to treatment and specialist opinions)

The Clinical Working Groups were tasked with qualitatively analysing each of the potential
generic options, reviewing and discussing the value of the quality measurements in the
existing trusts. The evidence is outlined in Figure C.3.
Figure C.3: Clinical effectiveness evidence

Area of assessment
Emergency standards
and access to staff
and specialist
equipment

Measure
Compliance with the nine best practice
tariff standards of care
Eligible STEMI patients who received
pPCI within 120 minutes of calling for
help (call to balloon) with direct
admission to heart attack centre
Stroke patients having scan within one
hour
Stroke patients having direct access to
stroke unit within four hours

Unit of measurement
%
%

%
%
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Area of assessment

A&E

Complex elective
standards

Complex elective
standards access to
staff and specialist
equipment

Non-complex elective
standards

Measure
Stroke patients receiving thrombolysis
within one hour
Proportion of nSTEMI patients admitted
to cardiac unit or ward
Proportion of nSTEMI patients seen by
a cardiologist or a member of team
Emergency laparotomy performance
95% of patients waiting four hours or
less in A&E (mandated NHS standard)
Median time to treatment
Total time in A&E for non-admitted
patients
Patients who leave A&E before being
assessed
A&E patients re-attending hospital
within seven days
Overall A&E experience

Patients seen, treated and
admitted/discharged within four hours
Bowel cancer adjusted 30-day mortality
Bowel cancer adjusted 90-day mortality
Bowel cancer adjusted two-year
mortality
Bowel cancer patients having CT scan
reported
Bowel cancer patient discussed in the
MDT meeting
Bowel cancer cases where
laparoscopic surgery was attempted
Heart failure patients receiving echocardiogram
Heart failure patients receiving input
from a consultant cardiologist
Heart failure patients receiving input
from a specialist
Groin repair PROMS
Hip replacement PROMS
Knee replacement PROMS

Elective operational
standards (admitted
care)

General surgery
Cardiology
Dermatology

v3.3, 26 November 2016

Unit of measurement
%
%
%
Availability
%
Minutes
Minutes
%
%
Composite score
calculated as the average
of five survey questions
from the A&E survey.
%
%
%
%
%
%
%
%
%
%
Adjusted EQ5HD health
gain
Adjusted EQ5HD health
gain
Adjusted EQ5HD health
gain
% receiving care with 18
weeks of referral
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Area of assessment

Elective operational
standards (nonadmitted care)

Maternity standards

Measure
ENT
Gastroenterology
General medicine (NHS England
definition which includes 300 treatment
specialty codes)
Geriatric medicine
Gynaecology
Neurology
Ophthalmology
Oral surgery
Other
Rheumatology
Thoracic medicine
Trauma and orthopaedics
Urology
General surgery
Cardiology
Dermatology
ENT
Gastroenterology
General medicine (NHS England
definition which includes 300 treatment
specialty codes)
Geriatric medicine
Gynaecology
Neurology
Ophthalmology
Oral surgery
Other
Rheumatology
Thoracic medicine
Trauma and orthopaedics
Urology
Total number of births
Births per consultant OBGYN
Births per midwife
67% of women having 1st antenatal
assessment by 12 weeks (mandated
NHS standard)
29.5 births per midwife WTE for
hospital births (mandated NHS
standard)
Births delivered by midwives
Births delivered by consultants
Number of births delivered per
consultant WTE

v3.3, 26 November 2016

Unit of measurement

% starting consultant led
treatment within 18 weeks
of referral

Number of births
Births per FTE
Births per FTE
%

Number of births per
midwife WTE
%
%
%
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Area of assessment

Paediatrics

Measure
Births conducted as instrumental
deliveries
Women requiring emergency Csections
Women having elective C-sections
Mothers with 3rd/4th degree tear
Episiotomy rates
Rate of still births (ratio)
Mother’s satisfaction
Eligible babies who has their
temperature taken within the first hour
after birth
Eligible mothers who had received any
dose of antenatal steroids
Eligible babies who had an ROP
screening performed on time
Eligible babies who were receiving their
own mother’s milk at final discharge
Eligible babies whose parents/carers
had documented consultation with a
senior member of the neonatal team
within 24 hours of admission
Unplanned diabetes admissions (under
19’s)
Unplanned asthma admissions (under
19’s)
Unplanned epilepsy admissions (under
19’s)

v3.3, 26 November 2016

Unit of measurement
%
%
%
%
%
%
Score
%

%
%
%
%

%
%
%

Although the trusts have different starting points for quality, all potential options have highly
complex/highly acute/high risk activities consolidated in one major emergency hospital, which
would improve the quality standards over time.
Patient experience
Improving both patient and carer experience is one of the key objectives of the CSR, and
patient and carer experience is normally associated with factors such as the culture of the
organisation, staff and the physical environment of the hospital.
The Clinical Working Groups were asked to make qualitative assessments of the proposed
options. As part of this, they considered and discussed the value of the patient and carer
experience measurements in the existing trusts. The evidence considered includes the
measures outlined in Figure C.4.
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Figure C.4: Patient experience evidence

Area of
assessment
Patient care respect
and involvement in
decisions

Measure

Overall experience of the quality of care
Overall did you feel you were treated with respect
and dignity while you were in the hospital?
Did you have confidence and trust in the doctors
treating you?
Did you have confidence and trust in the nurses
treating you?
Patients who would
Inpatient patients who would recommend the
recommend the
service
service they
A&E patients who would recommend the service
received to friends
Antenatal care patients who would recommend the
and family who need service
similar treatment or
Birth care patients who would recommend the
care
service
Postnatal ward care patients who would
recommend the service
Postnatal community care patients who would
recommend the service
Quality of estates
Estate not functionally suitable NHS space
Estate built post 1965
Estate built post 1984
NHS staff survey
Likely to recommend their Trust to friends and
family as a place to work
Likely to recommend their Trust to friends and
family if they needed care or treatment

Unit of
measurement
Score out of 10
Score out of 10
Score out of 10
Score out of 10
%
%
%
%
%
%
%
%
%
%
%

Safety
The importance of safety cannot be underestimated; variation in safety outcomes across the
three foundation trusts and the national average was one of the key areas highlighted in the
‘Need for Change’. This variation is particularly significant for:






Deaths in low risk conditions
Reported harmful patient safety incidents
C.difficile infection rates
Pressure ulcer rates
Hospital level mortality indicator

The Clinical Working Groups were tasked with qualitatively reviewing each of the potential
hospital models, reviewing and discussing the value of the safety outcome measurements in
the existing trusts using the evidence outlined in Figure C.5.
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Figure C.5: Safety evidence

Area of assessment
Excess mortality and
serious untoward incident

Infection rates

Measure
Deaths in low risk conditions
Deaths after surgery
Reported harmful patient safety
incidents
Reported patient safety incidents
causing severe harm or death
Potential under-reporting of
patient safety incidents
C.difficile infection rate (Trustapportioned cases only)
MRSA infection rates

Pressure ulcers
Mortality

Monthly pressure ulcer rates
Number of mortalities

Risk

Risks and elevated risks

C.3.2

Unit of measurement
Number per 1000 population
Standardised mortality ratio
%
Incident per person bed day
Incident per person bed day
Incidents per 100,000 bed
days
Incident per 100,000 bed
days
%
Summary hospital-level
mortality indicator (SHMI
Overall CQC risk score

Access to care for all

Distance and time to access services
Distance and time to access services is always among the chief concerns of the public and
patients. This criterion was a fundamental part of the basis for creating the medium list of
potential options.
The criteria outlined in Figure C.6 were used to assess distance and time to access services:
Figure C.6: Distance and time measures

Area of
assessment
Travel time

Car ownership in
Dorset

Measure
Time to services by blue light
Time to services by private care (off peak private car
travel time when one hospital site no longer provides
given service)
Time to services by private care (off peak private car
travel time when two or more hospital sites no longer
provides given service)
Time to services by public transport
Cars per 100 population (16+)

Unit of
measurement
Minutes
Minutes

Minutes

Minutes
Number

Service operating hours
There is high demand amongst patient and public groups for increased access to services
outside of normal working hours.
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The Clinical Working Groups were tasked with qualitatively analysing each of the potential
generic options, reviewing and discussing the value of the quality measurements in the
existing trusts. Part of the analysis considered the current service levels in the three FTs.
The evidence considered included the measures outlined in Figure C.7.
Figure C.7: Current service levels

Area of
assessment
Weekend #NOF
care

MRI scans

Endoscopies

HSMR

Emergency
readmissions

Elective surgery

Measure
Weekend #NOF patient not having surgery with
48 hours
Weekday #NOF patient not having surgery with
48 hours
Weekend #NOF surgeries taking place within 24
hours
Weekday #NOF surgeries taking place within 24
hours
Weekend: Weekday #NOF surgeries taking
place within 24 hours
Weekend emergency MRI scans taking place
within 24 hours
Weekday emergency MRI scans taking place
within 24 hours
Weekend emergency endoscopies diagnostics
taking place within 24 hours
Weekday emergency GI endoscopies
diagnostics taking place with 24 hours
Emergency weekday HSMR
Emergency weekend HSMR
Emergency weekday cancer HSMR
Emergency weekend cancer HSMR
Emergency weekday (excluding cancer) HSMR
Emergency weekend (excluding cancer HSMR)
Emergency readmissions associated with
weekday discharges
Emergency readmissions associated with
weekend discharges
Emergency readmissions associated with
weekday admissions
Emergency readmissions associated with
weekend admissions
Elective surgery conducted on a Monday,
mortality ratio
Elective surgery conducted on Friday, mortality
ratio

Unit of
measurement
%
%
%
%
Ratio of rates
%
%
%
%
Standardised ratio
Standardised ratio
Standardised ratio
Standardised ratio
Standardised ratio
Standardised ratio
Relative risk ratio
Relative risk ratio
Relative risk ratio
Relative risk ratio
Mortality ratio
Mortality ratio
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Patient choice
The options are evaluated on the basis of maintaining patient choice. Any potential option
that would result in a reduction in patient choice would be discounted. This is in line with the
requirements of NHS England’s four tests as outlined earlier in the PCBC.





Emergency care
Obstetrics
Elective care (low complexity high volume procedures)
O/P and diagnostics

C.3.3

Affordability and value for money

We assessed the affordability and value for money by taking the following approach.

The analysis was carried out for each of the options using the measures outlined in Figure
C.8, Figure C.9, Figure C.10 and Figure C.11.
Capital cost to the system
Figure C.8: Measures used to assess capital cost

Area of assessment Measure
Beds required
2021 beds required at acute trusts
Change in beds required
Costs
Cost of change in beds
Total capital costs

Unit of measurement
Number
Number
£
£

Page 20 of 116

Clinical Services Review – Pre-Consultation Business Case Appendices

v3.3, 26 November 2016

Transition costs
Figure C.9: Measures used to assess transition costs

Area of assessment Measure
Unit of measurement
Transition costs
Transition costs
£
Total incremental impact on provider I&E £
Net present value
Figure C.10: Measures used to assess net present value

Area of assessment Measure
Unit of measurement
Net present value
10 year net present value £
20 year net present value £
Meet license conditions
Figure C.11: Measures used to assess if license conditions are met

Area of assessment Measure
Unit of measurement
Viability
Trust viability
Number of trusts in deficit
Change in I&E £

C.3.4

Workforce

The Clinical Working Groups were tasked with qualitatively reviewing each of the potential
models, taking into account current evidence from the three FTs as outlined in Figure C.12,
Figure C.13 and Figure C.14.
Scale of impact
The consultant to non-consultant doctor ratio is a key indicator to a hospital’s capacity and
ability to train more junior staff. At the existing three FTs, the ratio is currently below the
national average. The analysis of the potential options considered how they would redistribute activities based on level of acuity/risk/complexity to ensure sufficient level of
training is provided.
Figure C.12: Scale of impact evidence

Area of
assessment
Consultant
Band 7 midwives
Nursing

Measure
Non-consultant doctors rates, observed vs.
expected
Band 5/6 midwives rates, observed vs. expected
Nurse sister: band 5 and 6 nurse rates, observed
vs. expected
Band 6: band 5 nurse rates, observed vs.
expected
Proportion of staff who are registered nurses,
observed vs. expected

Unit of
measurement
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio
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Sustainability
Figure C.13: Sustainability evidence

Area of
assessment
Staff

Stability

Workforce
attrition

Staff sickness

Measure
Medical and dental staff FTEs per occupied bed,
observed vs. expected
Nursing staff FTEs per occupied bed, observed vs.
expected
Midwifery staff FTEs per occupied bed, observed vs.
expected
Other clinical staff FTEs per occupied bed, observed
vs. expected other
Stability index for medical and dental staff, observed
vs. expected
Stability index for nursing and midwifery staff,
observed vs. expected
Stability index for other clinical staff, observed vs.
expected
Stability index for non-clinical staff, observed vs.
expected
Turnover rate for medical and dental staff, observed
vs. expected
Turnover rate for nursing and midwifery staff,
observed vs. expected
Turnover rate for other clinical staff, observed vs.
expected
Turnover rate for all other staff, observed vs.
expected
Sick days due to back problems in last 12 months –
overall, observed vs. expected
Sick days due to stress in last 12 months – overall,
observed vs. expected
Sick days for medical and dental staff in last 12
months – overall, observed vs. expected
Sick days for nursing and midwifery staff in last 12
months – overall, observed vs. expected
Sick days for other clinical staff in last 12 months –
overall, observed vs. expected
Sick days for non-clinical staff in last 12 months –
overall, observed vs. expected

Unit of
measurement
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio
Standard ratio

Loss of Dorset workforce
Figure C.14: Loss of workforce evidence

Area of assessment Measure
Unit of measurement
Headcount
Substantive headcounts actual WTE
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Deliverability

We have an ambitious plan to deliver transformational change by 2021 and finite resources.
The deliverability of the options was considered as a key set of criteria in the assessment of
the options.
The Clinical Working Groups were tasked with qualitatively analysing each of the potential
generic options, reviewing and discussing measurements in the existing trusts and the
current strategic initiatives across Dorset as outlined in Figure C.15 and Figure C.16.
Expected time to deliver
Figure C.15: Evidence used to assess the expected time to deliver

Area of assessment

Measure

Ease of delivering the
option in 3–5 years

Number of sites already delivering services
Number of trusts in deficit
New capacity required
Movement of acute beds

Unit of
measurement
Number
Number
Number of beds
Number of beds

Co-dependencies with other strategies
A qualitative analysis of the initiatives in Figure C.16 was carried out to assess the impact on
other strategic initiatives.
Figure C.16: Groups and initiatives considered as part of the co-dependency analysis

Group
CCP
National

Local
strategies

C.3.6

Initiatives assessed
CCP initiatives
National initiatives including:
 Transparency agenda
 Enhancing and improving OOH care
 Integrated care
 Driving improvement in acute services (particularly out of hours)
 National QIPP challenge
 NHS standard contract for specialised vascular services
Local initiatives in place or development:
 Wessex State Council recommendations
 Better Together: Transforming the Health and Social Care System
across the Dorset area
 Better Together Dorset Workforce and Organisational Strategy
 Better Together Dorset Business and Fund Plans

Other (e.g. research and education)

Disruption to education and research
It was decided that options that minimise the estimated disruption to research and education
across Dorset would be given high evaluation scores. As part of the analysis the Clinical
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Working Groups considered the levels of training carried out across Dorset currently. The
evidence considered is outlined in Figure C.17.
Figure C.17: Evidence used to assess the disruption to training

Area of
assessment
Training

Measure
Training satisfaction

Unit of
measurement
Training satisfaction
score
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Appendix D. Detailed history of stakeholder engagement
During the pre-consultation stage of developing the design of the potential changes to
Dorset’s healthcare system a wide range of stakeholders have been engaged. This
Appendix details the engagement work that has been undertaken.

D.1

Pre-launch stakeholder engagement

D.1.1

Gathering public opinions

To help to inform the future direct of our work and priorities in 2013 Dorset CCG along with
the three local acute hospitals and community provider commissioned The Big Ask, a
significant research project amongst local residents and patients. The aim was to
understand views regarding what local people value from their NHS, as well as identifying
areas of improvement, awareness of services available within Dorset, as well as possible
changes to services in order to benefit patients and residents. Upward of 25,000 surveys
were distributed across health and community settings and surveys were also distributed via
a postal household survey. In total we received over 6,100 respondents.
Between 2012 and 2014 over 3,900 people responded to at least one of the four Dorset
Citizen Panels surveys that explored a range of health care issues.
The Big Ask and Citizens Panels together provide over 29,000 individual qualitative
comments about services. These have been collated and analysed by an independent
research organisation to identify dominant themes which have been considered by clinicians
during the pre-consultation phase.
There is a strong parity between the expectations of local people and the CCG’s ambitions
and strategic priorities. We have built on the public insights that we have collected and used
them as the foundation for our vision and the development of solutions to the challenges we
face.

D.1.2

Appointment of external consultancy support

In order to undertake the Clinical Services Review we decided there was a requirement to
appoint an external consultancy to enhance Dorset capacity and capability to undertake the
review. We felt it was important to have the input of stakeholders to help us in the scoping of
our requirements and the identification and appointment of this external support, including
the views of those individuals and organisations with whom we expected to work closely in
the delivery of the review. In April 2014, we therefore gathered feedback from stakeholders
during the drafting of the specification and in September 2014 we invited stakeholders to
attend the presentations by shortlisted providers.
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Figure D.1: Stakeholder involvement in appointment of consultancy support

Stakeholders who reviewed the
specification April 2014
 Providers
– Dorset County Hospital NHS
Foundation Trust
– Dorset HealthCare University NHS
Foundation Trust
– Poole Hospital NHS Foundation
Trust
– Royal Bournemouth and
Christchurch Hospitals NHS
Foundation Trust
– South Western Ambulance Service
NHS Foundation Trust
 Local authorities
 Public health
 NHS England
 Monitor
 LMC
 Healthwatch
 Legal advisors

D.2

Stakeholders who attended the
presentations in September 2014
 Providers
– Dorset County Hospital NHS
Foundation Trust
– Dorset HealthCare University NHS
Foundation Trust
– Poole Hospital NHS Foundation
Trust
– Royal Bournemouth and
Christchurch Hospitals NHS
Foundation Trust
– South Western Ambulance Service
NHS Foundation Trust
– Local authorities
 Public health
 NHS England
 Voluntary sector organisations
– Bournemouth Council for Voluntary
Service
– Poole Council for Voluntary Service
– Dorset Race Equality Council
 Public and patient groups
– Healthwatch
– Health Network Group
– Weymouth & Portland Health
Network
– POPP Champion, Purbeck
– Patient carer representatives × 4
– Monitor
– MP officer
– Local Pharmaceutical Committee
– GPs × 4
– Business management consultant

Launch of the Clinical Services Review to stakeholders

We publically and formally launched the start of the review process with a large-scale event
at the Bournemouth International Conference Centre on 22 October 2014. Over 1,050
stakeholders were invited to this event and 275 attended. A full list of invitees and
acceptances is noted in Figure D.2. The event featured a series of presentations about the
scope and process of the review and provided attendees with the opportunity to ask
questions of a panel that included CCG Governing Body members and Directors.
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Figure D.2: Summary of launch invitees and acceptances

Stakeholder Group
Attended Invited
Carers’ Organisations
2
10
CCG Governing Body/CCP Chairs
5
20
CCG Staff
87
Communications Leads
3
13
Educational Establishments
2
8
General Public
62
511
GP Member Practices
4
91
GP Practice Managers
1
108
Health and Wellbeing Board
2
19
Local Authorities
24
36
Local HealthWatch
2
3
NHS England
1
NHS Provider
35
37
Other CCGs and out of Dorset providers
2
10
Parish Council
2
2
PPI Leads
3
4
Private Health Providers
9
22
Professional Bodies
2
12
Unions
1
4
Voluntary sector
26
75
Total
275
1,056

D.3

Clinical engagement activities

D.3.1

Clinical Working Groups

Significant clinical engagement has been an essential and central part of developing the
reconfiguration options. This has been achieved by the establishment and running of Clinical
Working Groups that met regularly during the pre-consultation period with clinical
representatives from the three acute hospitals, community and mental health services,
ambulance service and GP practices.
The Clinical Working Groups have driven the discussions to develop and determine the main
deliverables for the design phase, including: the case for change, what good looks like (the
clinical vision), models of care and service options that include a medium and a short list of
options. Each of these groups was led by a GP ‘spokesperson’ who was responsible for
chairing the group and representing the group’s discussions, agreements and concerns.
The Clinical Working Groups met regularly from November 2014 to September 2016, with
twelve meetings as the current total. Clinicians from across Dorset and surrounding
providers were invited to participate and there has been a broad spread of representation
with over 100 clinicians who have attended each meeting. Figure D.3 provides a breakdown
of attendees.
Many clinicians have chosen and stayed with a single group throughout the period, whilst
others have selected to move between groups at the different meetings. Invitees included a
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selection of GPs from out of county to provide their expertise on particular specialist subject
such as palliative care, however none chose to attend.
Figure D.3: Summary of dates and participants of the Clinical Working Groups

Date and
Location
19/11/2014

17/12/2014

21/01/2015

Location

Attendees

Dorford Centre,
Dorchester

Total invited
Dorset GPs
Dorset provider clinicians
Outside Dorset health professionals*
Other (i.e. council non clinical public
health, NHS England)
Total attended
Total invited
Dorset GPs
Dorset provider clinicians
Outside Dorset health professionals*
Other (i.e. council non clinical public
health, NHS England)
Total attended
Total invited
Dorset GPs
Dorset provider clinicians
Outside Dorset health professionals*
Other (i.e. council non clinical public
health, NHS England)
Total attended
Total invited
Dorset GPs
Dorset provider clinicians
Outside Dorset health professionals*
Other (i.e. council non clinical public
health, NHS England)
Total attended
Total invited
Dorset GPs
Dorset provider clinicians
Outside Dorset health professionals*
Other (i.e. council non clinical Public
Health, NHS England)
Total attended
Total invited
Dorset GPs
Dorset provider clinicians
Outside Dorset health professionals*
Other (i.e. council non clinical Public
Health, NHS England)
Total attended

Springfield Hotel,
Wareham

Dorford Centre,
Dorchester

25/02/2015

BIC, Bournemouth

25/03/2015

BIC, Bournemouth

02/09/2015

Queen Elizabeth
School, Wareham

Number
134
42
54
4
6
106
178
48
68
9
7
132
212
46
94
7
9
156
252
40
84
5
6
135
251
38
62
12
4
116
223
31
55
2
34
122
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Location

Attendees

Queen Elizabeth
School, Wareham

Total invited
Dorset GPs
Dorset provider clinicians
Outside Dorset health professionals*
Other (i.e. council non clinical Public
Health, NHS England)
Total attended
Total invited
Dorset GPs
Dorset provider clinicians
Outside Dorset health professionals*
Other (i.e. council non clinical Public
Health, NHS England)
Total attended
Total invited
Dorset GPs
Dorset provider clinicians
Outside Dorset health professionals*
Other (i.e. council non clinical Public
Health, NHS England)
Total attended
Total invited
Dorset GPs
Dorset provider clinicians
Outside Dorset health professionals*
Other (i.e. council non clinical Public
Health, NHS England)
Total attended
Total invited
Dorset GPs
Dorset provider clinicians
Outside Dorset health professionals*
Other (i.e. council non clinical Public
Health, NHS England)
Total attended
Total invited
Dorset GPs
Dorset provider clinicians
Outside Dorset health professionals*
Other (i.e. council non clinical Public
Health, NHS England)
Total attended

16/03/2016

Queen Elizabeth
School, Wareham

20/04/2016

The Bourne
Academy,
Bournemouth

04/05/2016

Queen Elizabeth
School, Wareham

13/07/2016

Queen Elizabeth
School, Wareham

21/09/2016

Queen Elizabeth
School, Wareham

Number
223
26
64
3
28
122
223
30
33
0
32
95
223
25
37
0
28
90
223
16
62
5
29
112
223
3
18
1
27
49
223
4
23
0
22
50

*This grouping contains clinicians from NHS England, LMC, LPC, NHS W. Hampshire,
Salisbury, Yeovil, Southampton, North Bristol
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Clinical Reference Group

In order to obtain strategic clinical advice and oversight Dorset CCG established a Clinical
Reference Group, made up of Dorset CCG Governing Body and medical and clinical
directors of the foundation trusts. This group, which sits within the formal governance of the
review, has also advised, informed and approved the clinical deliverables and provided
inputs and steer to the Clinical Working Groups.
The Clinical Reference Group has met regularly throughout the pre-consultation phase.

D.3.3

GP practices and practice members

Our GP members and GP practices have been actively engaged using a variety of methods.
In November 2014, our Chair wrote to each of the then 100 practices (the current number of
practices now totals 97) with an overview of the review and requested the opportunity for the
review team to meet with each practice to gain their involvement in shaping the design stage.
Throughout the initial months of the review we undertook a comprehensive programme of 40
visits to practices throughout the county, as outlined in Figure D.4.
The review was also a regular agenda item for the cluster and locality meetings that took
place between autumn 2014 and the first quarter or 2015.
Each week, our e-bulletin provides practices with a general overview of relevant news and
information and this has included regularly review updates.
In January 2015 we sent each practice a letter with 50 copies of the Need to Change and
asked for their support in displaying the document for their patients.
Figure D.4: Summary of GP practice and practice manager meetings

Date of meeting
12/12/2014
18/12/2014
05/01/2015
08/01/2015
09/01/2015
13/01/2015
13/01/2015
13/01/2015
14/01/2015
14/01/2015
20/01/2015
23/01/2015
26/01/2015
26/01/2015
26/01/2015
26/01/2015
28/01/2015
29/01/2015

Surgery
Orchid House Surgery
Whitecliff Medical Group
Westbourne Medical Centre
Cornwall Road Medical Practice
Harvey Practice
Talbot Medical Centre
Milton Abbas Medical Practice
Puddletown Surgery
Banks & Bearwood Medical Practice
Queens Avenue Surgery
Quarter Jack Surgery
Hadleigh Practice
Carlisle House Surgery
Barton House Medical Practice
Eagle House Practice
Royal Crescent and Preston Rd
Weymouth Community
West Moors Group Practice
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Date of meeting
29/01/2015
03/02/2015
04/02/2015
06/02/2015
10/02/2015
11/02/2015
12/02/2015
16/02/2015
17/02/2015
11/03/2015
11/03/2015
16/03/2015
16/03/2015
17/03/2015
24/03/2015
26/03/2015
30/03/2015
31/03/2015
13/04/2015
21/04/2015
01/06/2015
18/06/2015
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Surgery
Providence
The Tollerford (Pound Piece)
Wyke Regis Health Centre
Walford Mill Medical Centre
Stour Surgery
Gillingham Medical Practice
Verwood Surgery
New Land Surgery
Prince of Wales Surgery
Penny’s Hill Practice
Village Medical Practice – West Moors
Highcliffe Medical Centre
The Village Surgery
Holdenhurst Road Surgery
Northbourne Surgery
Shelley Manor
Rosemary Medical Centre
The Alma Partnership
Fordington Surgery
Old Dispensary Medical Practice
Farmhouse Surgery
Lilliput Surgery

GPs were provided with the opportunity to understand the progress of the review and provide
their views and comments during our regular Locality and Cluster meetings.
Figure D.5: Summary of Locality and Cluster meetings

Date
26/11/2014
02/12/2014
03/12/2014
03/12/2014
05/12/2014
10/12/2014
10/12/2014
10/12/2014
10/12/2014
11/12/2014
06/01/2015
07/01/2015
07/01/2015
07/01/2015
08/01/2015
09/01/2015
12/01/2015
14/01/2015

Meeting
Poole Central Locality
Poole Bay Locality
North Dorset Locality
Mid Dorset Locality
West Dorset Locality
Mid Dorset Cluster
East Dorset Locality
Mid Dorset Locality
Weymouth and Portland Locality
Poole North Locality
Poole Bay Locality
North Dorset Locality
Poole Central Locality
West Cluster
Poole North Locality
West Dorset Locality
East Bournemouth Locality
Mid Dorset Locality
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Date
14/01/2015
21/01/2015
26/01/2015
28/01/2015
03/02/2015
03/02/2015
04/02/2015
04/02/2015
06/02/2015
10/02/2015
11/02/2015
11/02/2015
11/02/2015
12/02/2015
13/02/2015
25/02/2015
03/03/2015
04/03/2015
04/03/2015
06/03/2015
10/03/2015
11/03/2015
12/03/2015
19/03/2015
24/03/2015
25/03/2015
25/03/2015
26/03/2015
31/03/2015
31/03/2015
08/04/2015
08/04/2015
09/04/2015
09/04/2015
09/04/2015
10/04/2015
15/04/2015
28/04/2015
29/04/2015
05/05/2015
14/05/2015
05/08/2016
09/08/2016
10/08/2016
11/08/2016
31/08/2016
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Meeting
Mid Dorset Cluster
Christchurch Locality
North Bournemouth Locality
Purbeck Locality
North Dorset Locality
Poole Bay Locality
Poole Central Locality
West Cluster
West Dorset Locality
Poole Bay Locality
Weymouth and Portland Locality
East Cluster
Mid Dorset Cluster
Poole North
North Dorset Locality
Poole Central Locality
East Bournemouth Locality
North Dorset Locality
East Dorset Locality
West Dorset Locality
Poole Bay Locality
Mid Dorset Locality
Poole North Locality
Christchurch Locality
Weymouth and Portland Locality
North Bournemouth
Poole Central Locality
Central Bournemouth
North Bournemouth
Poole Bay
Mid Dorset
Bournemouth and Christchurch Locality
Poole North Locality
Purbeck Locality
East Dorset Locality
West Dorset Locality
West Cluster
Poole Bay Locality
Poole Central Locality
East Bournemouth Locality
Poole North
West Dorset
North Dorset Locality
Weymouth and Portland Locality
Poole North & East Dorset (joint)
Poole Central Locality
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Date
14/09/2016
27/09/2016
07/10/2016
11/10/2016
12/10/2016
12/10/2016
12/10/2016
12/10/2016
12/10/2016
12/10/2016
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Meeting
Mid Dorset
Poole Bay
West Dorset
North Dorset Locality
Central Bournemouth Locality
East Bournemouth Locality
North Bournemouth Locality
Christchurch Locality
Poole Central Locality
Weymouth and Portland Locality

GPs were also provided with the opportunity to discuss the review at the membership events
and development workshops
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Figure D.6: Summary of other engagement activity with members

Date of
Activity
Attendees Meeting agenda
meeting
22/10/2014 Development Workshop
29  Issues and opportunities
surrounding primary care, and the
potential impact of the CSR
programme
 LMC’s view on the future of general
practice
 How practices will engage with the
review
10/2014 Membership Event
143  Update on the review
28/01/2015 Development Workshop
32  Update on the review including
potential out of acute hospital care
model
01/2015 Membership Event
125  Update on the review
02/2015 Development Workshop
41  Update on the review including
potential out of acute hospital care
model
22/04/2015 Membership Event
 Update on the review and potential
out of acute hospital care model
29/04/2015 Development Workshop
 Update on the review and potential
out of acute hospital care model
*‘Out of acute hospital’ is now known as integrated community services

D.4

Patient and public engagement

D.4.1

Patient and Public Engagement Group

A key part of the stakeholder engagement strategy has been the formation of a patient
(carer) and public engagement group (PPEG) to sit within the formal governance
arrangements of the review.
PPEG comprises about 20 individuals drawn from across Dorset’s demography, diversity and
geography. The selection of members was made after making a call out for potential
participants at our Supporting Stronger Voices Forum meeting in November 2014. PPEG is
chaired by a National Patient Leader, Anya de Longh.
PPEG has met monthly since December 2014. Regular meetings will continue to be held
during the next stages of the review.
PPEG has provided a key role in steering and shaping the design stage of the review,
including co-designing the evaluation criteria and our approach to consultation. They will
also be involved in helping to critique the public facing consultation documents whilst they
are being developed.
Key outputs include:
•
Requesting a public facing “Need to change” document (produced Jan 2015).
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•
Directly informing the development of the CSR Evaluation Criteria (Feb 2015).
•
Designing consultation principles for the CSR (March 2015).
•
Producing a “Guide to person-centred discussions” – shared widely with clinical
working group, clinical delivery groups and community vanguards (December 2015).
Figure D.7: Summary of PPEG meetings

Date and
location
03/12/2014
06/01/2015

03/02/2015

Location

Attendees

Meeting agenda

Dorchester
Wimborne

21 
18 


Sherborne

18 


10/03/2015

Dorchester

15 


16/04/2015

Kinson, Bournemouth

18 


08/05/2015

Wimborne

16 


29/06/2015

Dorchester

18 

20/08/2015

Dorchester

15 

13/10/2015

Dorchester

16 




15/12/2015

Kinson

17 

Case for Change
What does good care look like
Co-designing the evaluation
criteria
Models of care for acute hospital
provision and service options
Co-designing the consultation
principles
Models of care for out for acute
and acute hospital provision and
site specific service options
Co-designing the consultation
activity
Models of care for out for acute
and acute hospital provision and
site specific service options
Personal pledges to support
consultation activity
Overview of CSR review,
analyse and design phase
Initial consultation document
review
Special 3 hour meeting to review
consultation narrative
CSR update and discussion of
next steps following change in
timescales and plans
Update from Clinical Working
Group 6.
Engagement update and
exploration around extending
reach of core narrative need to
change narrative.
Production of “PPEG Guide for
Person-Centred Discussions” for
all CDGs and Community
Vanguards
Focus on Integrated Community
Services discussions, CDGs and
Community and Acute
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Date and
location

Location

Attendees

Meeting agenda

Frederick Treves
House
Kinson Community
Centre

12 

Allendale Community
Centre

16 

01/06/16

Dorford Centre,
Dorchester

12 


11/07/16

Canford House,
Poole

14 

16/02/2016
30/03/2016

26/04/2016

15 



23/08/16

Dorford Centre,
Dorchester

12 



13/09/16

Allendale House,
Wimborne
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11 





Vanguards.
Review and feedback on
Benefits Realisation document.
Update on Acute Hospital
Configuration and Benefits
Realisation. Feedback on both.
Presentation and feedback
session on ICS Community
Services modelling and public
engagement events.
Update on ICS
Acute and Community vanguard
update
Update on ICS and Clinical
Working Group 9
Introduction to next phase of
CSR Engagement
Acute and Community vanguard
update
Introduction to and view-seeking
on consultation document
Presentation on STP
Discussion on future of PPEG
and links to PPEG
Feedback on future PPEG model
CDGs priorities update
Discussion with Healthwatch
Dorset
Acute Hospital Vanguard update
Primary Care Strategy
presentation

In addition, outside of the regular schedule of meetings PPEG have provided input on the
development of the Need to Change messages and the nomenclature of the acute hospital
based services.

D.4.2

Patient and public participation

We have been committed to providing regular and open updates on the progress of the
review to the general public of Dorset via a series of open access information events. During
December 2014, January 2015 and February 2015 a total of nine events were organised.
The location and scheduling of the meetings was varied in order to provide people with a
range of opportunities to come along. Each meeting included a presentation about the most
recent Clinical Working Group discussions and a Q&A session for attendees to ask their
questions or raise their concerns. One of each month’s trio of events was filmed and the
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video uploaded to the website to provide the opportunity for the working well, seldom heard
and diverse communities to gain an update. At February 2015 meetings attendees were
asked to submit ideas for consultation activities and 57 responses were received.
Figure D.8: Summary of patient, carer and public information events

Date
Location
Attendees Meeting agenda
08/10/2014
Ferndown
138  Case for Change
10/12/2014
Sturminster
Newton
11/12/2014
13/01/2015
14/01/2015
15/01/2015
09/02/2015

Dorchester
Sherborne
Weymouth
Poole
Christchurch

217 

What does good care look like

170 

Models of care for out of acute hospitals
and acute hospitals
Consultation activity



10/02/2015
Bridport
12/02/2015 Blandford Forum
*‘Out of acute hospital’ is now known as integrated community services
Between February 2015 and March 2016 there were extensive opportunities provided to the
public to receive information, become involved and provide comment, as below.
Date
23/02/2015

Type of opportunity

25/02/2015

Location & detail
Weymouth and Portland Health
Network meeting
North Dorset Health Network meeting

28/04/2015

Weymouth Areas Seniors Forum

13/05/2015

Bournemouth Town Hall
New Councillors Event

14/05/2015

Weymouth and Portland Health
Network meeting

 Guest speaker & Information stall
 Need for change presented &
views collected
 Invitation to join HIN
 Guest speaker & Information stall
 Need for change presented &
views collected
 Invitation to join HIN
 CSR and Need for Change update

18/05/2015

Dorford Centre Dorchester
Dorset Community Action Event

18/05/2015

Bournemouth Learning Centre
Learning Disability Partnership meeting
(LDPB)

 CSR and Need for change update
 CSR and Need for change update







Information stall
Need for change booklet available
Invitation to join HIN
Information shared at meeting
Need for change presented &
views collected
 Invitation to join HIN
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Date
19/05/2015

Location & detail
Kinson Community Centre
(Disability) Access Dorset AGM

Type of opportunity

20/05/2015

Dorset People First, Dorchester,
meeting (Learning Disability)

21/05/2015

Poole Learning Disability Partnership
meeting

 Information shared at meeting
 Need for change presented &
views collected
 Invitation to join HIN
 Information stall
 Need for change booklet available
 Invitation to join HIN

21/05/2015

South West Multi-cultural network AGM
Dorchester

29/05/2015

Gypsy Romany Day, Dorchester

03/06/2015

North Dorset Health Network meeting

05/06/2015

Blandford Health Fayre

08/06/2015

09/06/2015

09/06/2015

10/06/2015

10/06/2015

11/06/2015

16/06/2015

 Information stall
 Need for change booklet available
 Invitation to join HIN









Information stall
Need for change booklet available
Invitation to join HIN
Information stall at public event
Need for change booklet available
Invitation to join HIN
CSR and Need for Change update




Carers drop in morning (Carers week)

Sandford Surgery, Wareham


Carers event (Carers week)

Lyme Regis Medical Centre


New Carers Group meeting (Carers

week)

Alma Road practice, Winton

Carers event (Carers week)

WI Hall, Bridport


Mental Health patient and carers event

(Carers Week)

Bournemouth Library

Carers event (Carers week)

Westcliffe Baptist Church, Bournemouth 

Carers event (Carers week)

Town Hall, Dorchester



Information stall at public event
Need for change booklet available
Invitation to join HIN
Information stall
Need for change booklet available
Invitation to join HIN
Information stall
Need for change booklet available
Invitation to join HIN
Information stall
Need for change booklet available
Invitation to join HIN
Information stall
Need for change booklet available
Invitation to join HIN
Information stall
Need for change booklet available
Invitation to join HIN
Information stall
Need for change booklet available
Invitation to join HIN
Information stall
Need for change booklet available
Invitation to join HIN
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Date
23/06/2015

Location & detail
Unison Wellbeing Event
Bournemouth Learning Centre

24/06/2015

Sherborne Health Fayre
Digby Hall, Sherborne

24/06/2015

Milton Abbas GP Patient Group (PPG)
Meeting Reading Rooms, Milton Abbas










25/06/2015

West Dorset Community Partnership
Dorchester





Sherborne 50+ Forum Meeting
Digby Hall, Sherborne





29/06/2015

01/07/2015

CCG AGM
Allendale Centre, Wimborne

Type of opportunity





04/07/2015

08/07/2015

Poole Hospital Open Day

Community Nursing Training Day
Bournemouth









08/07/2015

Barton Practice, GP patient group
(PPG) meeting
New Forest West Hants (cross border)

11/07/2015

Bourne Free Festival (LGBGT)
Bournemouth gardens

18 &
19/7/2015

Dorset Sport and Wellbeing Festival
Weymouth Beach
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Information stall
Need for change booklet available
Invitation to join HIN
Information stall
Need for change booklet available
Invitation to join HIN
Guest speaker
Need for change presented &
views collected
Invitation to join HIN
Guest speaker
Need for change presented &
views collected
Invitation to join HIN
Guest speaker & Information stall
Need for change presented &
views collected
Invitation to join HIN
Need for Change presented by
CCG Chair
Need for change booklet made
available
Invitation to join HIN
Information stall
Need for change booklet made
available
Invitation to join HIN
Guest speaker
Need for change presented &
views collected
Need for change booklet made
available
Invitation to join HIN
Guest speaker
Need for change presented &
views collected
Invitation to join HIN
Information stall at public event
Need for change booklet available
Invitation to join HIN

 Information stall at public event
 Need for change booklet available
 Invitation to join HIN
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Date
22/07/2015

Location & detail
RBCH Council of Governors meeting
Bournemouth Hospital

29/07/2015

West Hants Locality Team meeting
New Milton (cross border)

01/08/2015

One World Festival
Borough Gardens, Dorchester

19/08/2015

Gillingham & Shaftesbury Show

27/08/2015

Melplash Show
Bridport

02/09/2015

Equality Conference
Arts University, Bournemouth University

5&
6/9/2015

Dorset County Show
Dorchester

12 &
13/9/2015

Sturminster Newton Cheese Festival

15/09/15

North Bournemouth Patient Voice
Diabetes Event
Kinson Hub/Library

17/09/2015

Carers Group meeting
Lewis Manning Hospice

17/09/2015

POPP Champions meeting
Morden Village Hall

Type of opportunity
 Guest speaker
 Need for change presented &
views collected
 Invitation to join HIN
 Need for change presented &
views collected
 Invitation to join HIN
 Information stall at public event
 Need for change booklet available
 Invitation to join HIN







PPG Meeting
Bridport Medical Centre

Information stall at public event
Need for change booklet available
Invitation to join HIN
Information stall at public event
Need for change booklet available
Invitation to join HIN

 Information stall at public
conference
 Need for change booklet available
 Invitation to join HIN
 Information stall at public event
 Need for change booklet available
 Invitation to join HIN












17/09/2015
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Information stall at public event
Need for change booklet available
Invitation to join HIN
Information stall at public event
Need for change booklet available
Invitation to join HIN
Need for change presented &
views collected
Invitation to join HIN
Guest speaker
Need for change presented &
views collected
Need for change booklet made
available
Invitation to join HIN
Guest speaker
Need for change presented &
views collected
Need for change booklet made
available
Invitation to join HIN
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Date
21/09/2015

Location & detail
Lyme Forward meeting
Lyme Regis

21/09/2015

East Dorset Health Network meeting
Ferndown

22/09/2015

Dorset Association of Parish and Town
Councils (DAPTC) Seminar
Kingston Maurward, Dorchester

23/09/2015

The Royal Bournemouth and
Christchurch Hospitals NHS Foundation
Trust Annual Members’ Meeting

24/09/2015

Supporting Stronger Voices meeting
Blandford

24/09/2015

Christchurch Patient Voice conference

24/09/2015

Annual Members meeting
Poole Hospital

05/10/2015

Pan Dorset ASC (Learning Disabilities)
Partnership Board
Poole

06/10/2015

Swanage Hospital League of Friends
AGM

07/10/2015

Bournemouth and Poole Equality and
Diversity Forum

v3.3, 26 November 2016

Type of opportunity
 Guest speaker
 Need for change presented &
views collected
 Need for change booklet made
available
 Invitation to join HIN
 Update on CSR Need to Change
 Invitation to join HIN
 Guest speaker
 Need for change presented &
views collected
 Need for change booklet made
available
 Invitation to join HIN
 Information stall at Members’
meeting
 Need for change booklet available
 Invitation to join HIN
 Guest speaker
 Need for change presented &
views collected
 Need for change booklet made
available
 Invitation to join HIN
 Information stall at public meeting
 Need for change booklet available
 Invitation to join HIN
 Information stall at members’
meeting
 Need for change booklet available
 Invitation to join HIN
 Guest speaker
 Need for change presented &
views collected
 Need for change booklet made
available
 Invitation to join HIN
 Guest speaker
 Need for change presented &
views collected
 Need for change booklet made
available
 Invitation to join HIN
 Guest speaker
Page 41 of 116

Clinical Services Review – Pre-Consultation Business Case Appendices

Date

v3.3, 26 November 2016

Location & detail

Type of opportunity

08/10/2015

NHS Dorset CCG Equality and
Diversity event
Boscombe

09/10/2015

World Mental Health Day event
Bournemouth University

09/09/2015

North Dorset Health Network meeting

 Need for change presented &
views collected
 Need for change booklet made
available
 Invitation to join HIN
 Information stalls at CCG arranged
public event
 Need for change booklet available
 Invitation to join HIN
 Information stalls at public event
 Need for change booklet available
 Invitation to join HIN
 CSR update provided

10/09/2015

Weymouth and Portland Health
Network meeting

 CSR update provided

10/12/2015

Weymouth and Portland Health
Network meeting

 CSR update provided

20/10/2015

Youth Participation Event
Bournemouth

21/10/2015

Young People's conference
Wimborne

22/10/2015

CHORUS Carers Group meeting
Wimborne

22 October
2015

WI AGM
Poole Lighthouse

 Information stalls at public event
 Need for change booklet available
 Youth posters and social media
information made available
 Invitation to join HIN
 CCG arranged Dedicated Young
People event
 Guest speaker
 Need for change presented &
views collected
 Need for change booklet made
available
 Youth posters and social media
information made available
 Invitation to join HIN
 Need for change presented &
views collected
 Invitation to join HIN
 Guest speaker
 Need for change presented &
views collected
 Need for change booklet made
available
 Invitation to join HIN
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Date
26/10/2015

Location & detail
Blandford Hospital League of Friends
meeting

27/10/2015

NHS Dorset CCG Equality and
Diversity event
Dorchester

29/10/2015

Health and Care Forum meeting
(Voluntary Sector)
Bournemouth

04/11/2015

Dorset CCG Young People's
conference Thomas Hardye School
Theatre, Queens Avenue, Dorchester

4&
5/11/2015

Independent Care Homes Event
Wimborne

18/11/2015

Prince of Wales GP Patient Group
(PPG) meeting
Dorchester

18/11/2015

Dorset Community Action Community
Lunch event
Sherborne

21/11/2015

Dorset Wide GP Patient Group (PPGs)
event
Dorchester

v3.3, 26 November 2016

Type of opportunity
 Guest speaker
 Need for change presented &
views collected
 Need for change booklet made
available
 Invitation to join HIN
 Information provided at CCG
arranged partners meeting
 Need for change booklet available
 Invitation to join HIN
 Guest speaker
 Need for change presented &
views collected
 Need for change booklet made
available
 Invitation to join HIN
CCG arranged Dedicated Young
People event
 Guest speaker
 Need for change presented &
views collected
 Need for change booklet made
available
 Youth posters and social media
information made available
 Invitation to join HIN
CCG arranged Dedicated Care
Homes event
 Guest speaker
 Need for change presented &
views collected
 Need for change booklet made
available
 Invitation to join HIN
 Need for change animated film
shown & views collected
 Invitation to join HIN
 Need for change animated film
shown & views collected
 Invitation to join HIN
 Guest speaker
 Need for change presented
together with animated film &
views collected
 Invitation to join HIN
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Date
02/12/2015

Location & detail
North Dorset Health Network meeting
Sturminster Newton

03/12/2015

Poole Community Voluntary Sector
AGM
Poole

15/12/2015

Tollerford Practice GP Patient Group
(PPG) meeting
Maiden Newton
Dorset Community Action Community
Lunch
Weymouth

14/12/2015

10/02/2016

Diabetes UK AGM
Dorchester

11/02/2016

Weymouth and Portland Health
Network meeting, Weymouth

v3.3, 26 November 2016

Type of opportunity
 Need for change animated film
shown and views collected
 Invitation to join HIN
 Need for change animated film
shown
 Invitation to join HIN
 Guest speaker
 CSR update
 Need for change animated film
shown and views collected
 Invitation to join HIN
 Guest speaker
 Need for change presented &
views collected
 CSR update
 Need for change booklet made
available
 Invitation to join HIN
 Guest speaker
 Need for Change presentation
 Update on CSR ICS programme of
engagement

Integrated Community Services Public Engagement
In March 2016 the CCG launched a programme of engagement specifically to inform and
seek views from the public on ICS proposals.
Events were held in a variety of community settings in each of the 13 CCG localities. The
Dorset Association of Town and Parish Councils provided vital support in setting up these
meetings.
At the events, a CCG speaker presented the Need for Change and outlined the ICS
proposals. Guests were invited to view posters in a walk-through which provided more
details of the ICS vision. They were invited to affix comments to the posters and to give their
views on postcards which asked what they thought was good about the proposals and if they
had any concerns or questions.
Feedback from events was analysed and a summary report for each locality was produced.
In June – July 2016, a further phase of ICS public engagement was launched to inform
people and invite their views on locality-specific proposals. This was delivered via a
roadshow which visited 26 locations across the county. It was advertised widely and CCG
staff spoke to 100s of people on the tour. People were asked for their views on provision of a
wider range of care services provided closer to home and provision of bedded and nonbedded hubs.
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Feedback collected during the roadshow was analysed and a summary report for each
locality was produced.
As part of this ICS engagement programme the CCG has provided speakers at a range of
other stakeholder events which are detailed below.
Figure D.9: Integrated Community Services Public Engagement Events

Date

Location & detail

Type of Opportunity

23/03/2016

Mid Dorset Locality ICS Engagement
Event in Dorchester

29/03/2016

Weymouth and Portland Locality ICS
Engagement Event in Chickerell,
Weymouth
East Dorset Locality ICS Engagement
Event in Wimborne

 Speaker Presentation on Need for
Change and proposals for ICS in
each locality
 Focus on what local people feel
we need to consider when
developing health and care
services in the community.
As above

30/03/2016

As above

31/03/2016

North Dorset Locality ICS Engagement
Event in Sturminster Newton

As above

04/04/2016

East Dorset Locality ICS Engagement
Event in Bridport

As above

05/04/2016

Purbeck Locality ICS Engagement
Event in Wareham

As above

06/04/2016

Bournemouth Locality ICS Engagement
Event in Bournemouth

As above

07/04/2016

Poole Locality ICS Engagement Event
in Poole

As above

08/04/2016

Christchurch Locality ICS Engagement
Event in Christchurch

As above

15/04/2016

Supporting Stronger Voices (CCG)
Engagement Event

As above

Figure D.10: Integrated Community Services Roadshow Engagement Opportunities

Date

Location & detail

Type of Opportunity
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11/06/2016

Bridport Leisure Centre

11/06/2016

Morrisons, Bridport

Explain Need for Change
Explain and seek views on
proposals for ICS in each locality
 Invitation to join HIN
As above

13/06/2016

Wimborne Town Square

As above

13/06/2016

Penny’s Walk, Ferndown

As above

14/06/2016

Tesco, Portland

As above

15/06/2016

Milborne St Andrew Village Hall

As above

15/06/2016

Cerne Abbas GP Practice

As above

15/06/2016

Puddletown GP Practice

As above

16/06/2016

Littlemoor Library, Weymouth

As above

16/06/2016

Debenhams, New Bond St, Weymouth

As above

16/06/2016

Asda, Weymouth

As above

17/06/2016

The Quay, Lyme Regis

As above

18/06/2016

Sainsbury’s, Wareham

As above

20/06/2016

Saxon Square, Christchurch

As above

21/06/2016

The Co-op, Swanage

As above

21/06/2016

Corfe Castle

As above

22/06/2016

Poole Park

As above

22/06/2016

Tower Park, Poole

As above

22/06/2016

Tesco, Branksome, Poole

As above

23/06/2016

River Car Park, Blandford

As above

23/06/2016

Station Road, Sturminster Newton

As above

24/06/2016

The Meadow, Gillingham

As above

24/06/2016

Rivers Meet Leisure Centre, Gillingham

As above

24/06/2016

Tesco, Shaftesbury

As above

25/06/2016

Boscombe Market

As above

25/06/2016

Tesco, Castle Lane, Bournemouth

As above

From May 2016 many other opportunities were provided to the public to receive information,
become involved and provide comment, as below.
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Figure D.11: Additional Public Presentations, Events and Shows from May 2016 onwards

Date
10/05/2016

Location & detail
North Dorset PPG Chairs meeting,
Sherborne

Type of opportunity

12/05/2016

Weymouth and Portland Health
Network meeting, Weymouth

 Update on CSR

17/05/2016

Weymouth and Portland Communities
Groups meeting

02/06/2016

Sherborne Health and Wellbeing Fair
(Public)

07/06/2016

Community Voluntary Services Health
Forum meeting

08/06/2016

Highcliffe PPG meeting

20/06/2016

CCG Supporting Stronger Voices
(Informed Audiences) event, Dorchester

22/06/2016

CCG Supporting Stronger Voices
(Informed Audiences) event, Wimborne

05/07/2016

North Dorset PPG Chairs Meeting

08/09/2016

Weymouth and Portland Health
Network meeting, Weymouth

 Guest speaker
 Presentation on Need for Change
and ICS proposals
 Invitation to join HIN
 Stall providing info on Need for
change, Acute Hosp and ICS
proposals
 Invitation to join HIN
 Guest speaker
 Presentation on Need for Change
and ICS proposals
 Invitation to join HIN
 Guest speaker
 Presentation on Need for Change
and ICS proposals
 Invitation to join HIN
 Guest speaker
 Presentation on Need for Change
and ICS proposals
 Invitation to join HIN
 Guest speaker
 Presentation on Need for Change
and ICS proposals
 Invitation to join HIN
 Guest speaker
 Update on ICS proposals
 View seeking on consultation
approach in North Dorset
 CSR consultation update

10/09/2016

Royal Bournemouth and Christchurch
Annual Members Meeting

 Update on CSR ICS proposals

 Stall providing info on Need for
change, Acute Hosp and ICS
proposals
 Invitation to join HIN
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Date
14/09/2016

Location & detail
Dorset Healthcare University
Foundation Trust Annual Members
Meeting and Volunteers Awards

19/09/2016

Poole Hospital Annual Members
Meeting

23/09/2016

Bournemouth Older People’s Forum

03/10/2016

Shaftesbury Town Public Meeting

v3.3, 26 November 2016

Type of opportunity
 Stall providing info on Need for
change, Acute Hosp and ICS
proposals
 Invitation to join HIN

 Stall providing info on Need for
change, Acute Hosp and ICS
proposals
 Invitation to join HIN
 Guest Speaker
 Providing Information on Need for
change, Acute Hosp and ICS
proposals
 Invitation to join HIN
 Guest Speaker
 Presentation on ICS in North
Dorset
 CSR Consultation update
 Invitation to join HIN

Dorset CCG’s Supporting Stronger Voices Forum of patient, public and carer and lay
representatives have met regularly across the review being provided with information and
opportunity to provide feedback.
Regular programme updates have been provided to the Health Involvement Network, via our
Feedback e-newsletter. As a result of actively promoting membership of the HIN through all
our public engagement activity, membership has grown to 4300 (September 2016).
In January 2015 we undertook widespread distribution of 7,000 copies of the Need for
Change across health, social care and community settings including acute and community
hospitals, GP surgeries, sports centres, libraries, Children’s Centres and Citizen Advice
Bureaus and the HIN.
Also in 2015 in response to public feedback we produced a simple 3 ½ minute animated film
providing an overview of the CSR to reach out more widely across Dorset with key
messages.
In 2016, in response to public feedback, we also produced an updated single page 2-side
summary of the Need for Change. This has been widely distributed at public meetings and
engagement events. It has also been made available online.
The public have had the opportunity to keep abreast of developments in the review by
regular updates to the www.dorsetsvision.nhs.uk website. This includes videos of the public
information events and the facility to view and download key programme documents such as
the event presentations, evaluation criteria and compendium of best practice.
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We have also undertaken regular work with local Dorset print, broadcast and online media to
help to take the messages and updates into people’s homes. This includes weekly activity
through Dorset CCG’s Facebook and Twitter accounts.
The public have also been provided with the chance to correspond with the Clinical Services
Review team by post, email and telephone. We have a correspondence log of all contact
that has been made.
Dorset Association of Parish and Town Council meetings
Figure D.12: Dorset Association of Parish and Town Council meetings

Date

Location and detail

Format/Information given

12/01/2016

Central area meeting
Dorchester

12/01/2016

Northern area meeting
Durweston, Blandford

21/01/2016

Eastern area meeting
Wimborne

29/01/2016

Town and larger Parishes meeting
Bridport

24/02/2016

Purbeck area meeting
Stoborough

 Guest speaker
 Need for change animated film
and information presented, views
collected
 Need for change booklet made
available
 Invitation to join HIN
 Guest speaker
 Need for change animated film
and information presented, views
collected
 Need for change booklet made
available
 Invitation to join HIN
 Guest speaker
 Need for change animated film
and information presented, views
collected
 Need for change booklet made
available
 Invitation to join HIN
 Guest speaker
 More detailed Need for change
animated film and information
presented, ITN Virtual ward and
SPOC film shown and views
collected
 Need for change booklet made
available
 Invitation to join HIN
 Guest speaker
 More detailed Need for change
animated film and information
presented, ITN Virtual ward and
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25/02/2016

Western area meeting
Bridport

03/03/2016

Annual Conference
Kingston Maurward, Dorchester

05/03/2016

Executive meeting
Dorchester

v3.3, 26 November 2016

SPOC film shown and views
collected
 Need for change booklet made
available
Invitation to join HIN
 Guest speaker
 More detailed Need for change
animated film and information
presented, ITN Virtual ward and
SPOC film shown and views
collected
 Need for change booklet made
available
Invitation to join HIN
 Guest speaker
 Need for change booklet made
available
 Invitation to join HIN
 Guest speaker
 Need for change booklet made
available
 Invitation to join HIN

The Need for Change animated film was created as a source of public information in October
2015. The following is a record of views and responses to the accompanying online survey.
Figure D.13: Need for Change Animated Film and Survey

Date

Need for Change animated film

15/10/15

Need for Change animated film created and
published

3029 recorded views
(as of 5/10/16)

20/10/2015

Need for change animated film survey created on
Survey Monkey

407 recorded
responses (as of
5/10/16)

Media
The CCG has proactively engaged with the media around all aspects of the CSR, conducting
a large number of interviews both on television on radio and providing reactive comment on a
large number of printed pieces. Members of the local and regional media have also been
invited to briefings at key points in the review in order to explain the detail of proposals and
the process in general e.g. options for community services and the findings of the RCPCH
review.
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Channels that have carried media coverage of the review so far include BBC Radio Solent,
Wessex FM, Breeze FM, ITV West country, ITV Meridian, BBC Spotlight, BBC South Today,
Dorset Echo, Daily Echo, View From Series and Blackmore Vale Magazine
Social Media
The CCG has two leading social media channels, Facebook and Twitter. We have proactively
used social media since the launch of the CSR to target and promote key massages
messages, inform local people, listen to what stakeholders are saying, respond to comments,
encourage conversation and signpost to relevant information.
Over this time we have grown our audiences and have developed more engaging content to
help communicate key messages more effectively. For example, we have used info graphics
and animated GIFs to demonstrate key facts such as the need to change and proposal
details. The CCG Facebook audience has grown from 182 in April 2015 to 699 in October
2016. The Twitter audience has grown from 3073 to 4705 in the same period.
Social media provides an opportunity to reach a wide audience and has been a key tool in
raising awareness of events and opportunity for people to have their say. It has also helped
drive people to sign up to our Health Involvement Network to stay informed of future
developments.
Regular social media messages are scheduled weekly and reviewed daily. In addition, we
are reactive to conversations on other pages and take opportunities to respond and join
conversations, make corrections to inaccurate details where appropriate and sign post to
more information on our website.
A long-terms social media strategy has been developed with a campaign and implementation
plan to support key areas such as CSR consultation. We expect our social media channels to
be a key communication and engagement tool during the consultation period

D.5

Voluntary sector organisations

We have engaged with a wide range of different voluntary sector organisations that include
those that represent the public, patients and people with protected characteristics. In
addition, we have involved organisations involved in the delivery of specific health or social
care services. We have attended one-on-one meetings and meetings with a range of
participants to present or discuss the review.
In addition, we provided copies of the Need to Change to a cross-section of organisations in
January 2015 both for the information of the organisation and for onward distribution to their
stakeholders including members and event and meeting attendees. A range of voluntary
organisations also received the stakeholder bulletin in February and March 2015.
Figure D.14: Summary of engagement with voluntary sector organisations

Date
11/02/2015
05/02/2015
26/02/2015

Stakeholder
Presentation at Dorset Youth Council Forum
Presentation at Learning Disability Forum Pan Dorset Health Action Group
Presentation at Bournemouth People First’s Management Committee
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Date
Stakeholder
22/04/2015 Bournemouth, Dorset and Poole CVS attended the CSR Joint Communications
and Engagement Lead meeting
04/05/2015 Council Voluntary Service/ Dorset Race Equality Council Equality and Diversity
Forum
Discussion with Dorset Forum’s Project Coordinator
Various
Discussions with Equality and Diversity organisations
11/02/2015 Presentation at Dorset Youth Council Forum
05/02/2015 Presentation at Learning Disability Forum Pan Dorset Health Action Group
26/02/2015 Presentation at Bournemouth People First’s Management Committee
22/04/2015 Bournemouth, Dorset and Poole CVS attended the CSR Joint Communications
and Engagement Lead meeting
04/05/2015 Council Voluntary Service/ Dorset Race Equality Council Equality and Diversity
Forum
07/06/16
Bournemouth and Poole CVS Health Forum Meeting
11/09/16
Meeting with DREC to discuss approach to consultation with minority groups
12/09/16
Meeting with South West Multi-Cultural Society to discuss approach to
consultation with minority groups.
We have had regular meetings to update and hear the views on the review from Dorset
Healthwatch Manager and Community Engagement and Outreach Officer. Healthwatch are
also members of the CSR Engagement Leads Forum.
Figure D.15: Summary of Engagement with Healthwatch

Date
22/12/2014
25/11/2014
18/02/2015
22/04/2015
28/04/2015
24/06/2015
12/08/2015
14/12/2015
03/02/2016
25/04/2016
24/05/16
13/07/16
28/09/16

Meeting agenda
Update provided on public engagement
Update provided on public engagement
Update provided on public engagement including seeking advice on
consultation plans
Update provided at CSR Joint Communications and Engagement Leads
meeting including discussion of consultation principles and approach
Discussed proposed consultation plans
Update provided on public engagement. Focus on public presentations and
CSR and the draft consultation narrative.
Engagement update and focus on production of pen portraits and video clips –
what does it mean to me?
Focus on CSR engagement with Young People and CSR Core Messaging –
including the “Need to change” animation.
Engagement and communications updated focussing on Clinical Delivery
Groups, Community Vanguards, RCPCH review.
Engagement and communications update focussing on Integrated Community
Services Public Engagement Events.
Engagement and communications update focussing on Integrated Community
Services Public Engagement Events and pre-consultation engagement
Engagement and communications update focussing on Integrated Community
Services Public Engagement Events and pre-consultation engagement
Healthwatch Board – CSR presentation update. CSR consultation plan update
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CCG staff engagement

Regular information on the review has been provided to Dorset CCG’s staff, along with the
opportunity to provide views and comments. This has included a weekly update in the staff ebulletin.
On 9 December 2014 185 CCG members of staff attended an annual staff engagement
event with a primary focus on the Clinical Services Review. Since this date staff have been
regularly updated through a series of regular Chief Officer Staff briefings and at key points
during the review, e.g. 18 May 2015 to coincide with the Governing Body meeting which
approved proposals to go to consultation; and 12 April 2016 to inform staff about the review
on paediatric care which was being published by the Royal College of Paediatric and Child
Health.
Information about the Need for Change has been displayed at CCG sites at Vespasian
House and Canford House.
In order to involve a wide range of CCG staff in the CSR public engagement process, the
CCG has introduced a Flexible Friends programme. This is a database of staff volunteers
who have offered to support the wide range of public engagement opportunities. Currently
93 staff are listed on the database and most of these have been involved in some way. As
the CSR consultation approaches there will be a drive to recruit more staff to the programme.

D.7

Provider engagement

There has been significant engagement with our five provider organisations. This includes
regular updates and discussions through the formal CSR reference groups: Chief Executive,
Finance, Human Resources, Communications as well as other groups including the Chairs,
Boards, Engagement Leads Forum and the Pan Dorset Communications Leads.
Our providers received the Need to Change in January 2015 with Chief Executives and the
Communications Leads have received the document during the drafting process.
Provider senior leaders received the stakeholder bulletin in February and March 2015.
The Public Information Events in December 2014 and January and February 2015 were
promoted to staff and patients via the providers’ intranet and websites which resulted in some
attendees. Further provider updates have been summarised in Figure D.13.
All correspondence undertaken by way of letters or emails has also been logged in our
communications logs.
Since the launch of the CSR an update on the progress of the Clinical Services Review has
been included at regular Pan Dorset Communications meetings and Engagement Leads
meetings. These groups are made up of representatives from NHS Dorset CCG, Dorset
County Hospital, Poole Hospital, Royal Bournemouth Hospital, NHS England, Dorset
HealthCare and Public Health. There has also been representation from SWASFT at some of
the meetings. At key points in the progress of the review, meetings have taken place outside
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of the regular meetings to discuss issues such as staff communications and possible media
interest.

Figure D.16: Summary of meetings with providers

Date
Meeting
17/09/2014 Pan Dorset Communications Leads
meeting
05/11/2014 Pan Dorset Communications Leads
meeting
14/11/2014 Royal Bournemouth and Christchurch
Hospital Foundation Trust Board
25/11/2014 Board of Directors and Council of
Governors Away Day
26/11/2014 Poole Hospital Board
17/11/2014
20/11/2014
02/12/2014
11/12/2014
12/12/2014
18/12/2014
18/12/2014
15/01/2015
21/01/2015

CSR Workforce Reference Group
meeting
CSR CEO Reference Group meeting
CSR CEO Reference Group meeting
Pan Dorset Communications Leads
meeting
Royal Bournemouth and Christchurch
Hospital Foundation Trust Board
CSR CEO Reference Group meeting
CSR Workforce Reference Group
meeting
CSR Communications Lead Reference
Group meeting
Dorset Healthcare Council of Governors

22/01/2015 CSR CEO Reference Group meeting
27/01/2015 Dorset County Hospital Foundation
Trust Board
28/01/2015 Poole Hospital Foundation Trust Board
of Directors
30/01/2015 Royal Bournemouth and Christchurch
Hospital Foundation Trust Board
03/02/2015 CSR CEO Reference Group meeting
12/02/2015 Engagement Leads Forum
19/02/2015 CSR Communications Lead Reference
Group meeting
25/02/2015 Poole Hospital Foundation Trust Board
of Directors

Attendance/content
Update provided
Update provided
Update provided by Tony Spotswood
Attended by Phil Richardson
Attended by Phil Richardson and
Paul White
Update provided by Charles
Summers and discussion held
Update provided and discussion held
Update provided and discussion held
Update provided
Update provided by Tony Spotswood
Update provided and discussion held
Update provided by Charles
Summers and discussion held
Update provided
Presentation by Paul Vater and Sally
Shead
Update provided and discussion held
Attended by Phil Richardson, Karen
Kirkham and Forbes Watson
Verbal update provided
Need for Change document
presentation by Tony Spotswood
Update provided and discussion held
CSR Engagement and Comms
planning
Update provided
Verbal update provided
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Date
Meeting
26/02/2015 CSR CEO Reference Group meeting
26/02/2015 CSR Workforce Reference Group
meeting
27/02/2015 Royal Bournemouth and Christchurch
Hospital Foundation Trust Board
02/03/2015 Dorset County Hospital Council of
Governors Meeting
03/03/2015 Pan Dorset Communications Leads
meeting
11/03/2015 Dorset County Hospital Board of
Directors
19/03/2015 CSR Communications Lead Reference
Group meeting
23/03/2015 Poole Hospital Governors and Directors
25/03/2015 Poole Hospital Foundation Trust Board
of Directors
02/04/2015 CSR CEO Reference Group meeting
09/04/2015 CSR Workforce Reference Group
meeting
14/04/2015 CSR CEO Reference Group meeting
22/04/2015 Joint Communications and Engagement
Leads meeting
24/04/2015 Royal Bournemouth and Christchurch
Hospitals Foundation Board of Directors
28/04/2015 CSR CEO Reference Group meeting
28/04/2015 Royal Bournemouth and Christchurch
Hospital Foundation Council of
Governors
29/04/2015 Poole Hospital Foundation Trust Board
of Directors
12/05/2015 CSR Communications Lead Reference
Group meeting
12/05/2015 Chief Executive Reference Group
meeting
13/05/2015 Dorset County Hospital Board of
Directors
26/05/2015 CSR CEO Reference Group meeting
27/05/2015 Poole Hospital Foundation Trust Board
of Directors
29/05/2015 Royal Bournemouth and Christchurch
Hospitals Foundation Board of Directors
02/06/2015 Dorset County Hospital Council of
Governors Meeting
09/06/2015 CSR CEO & Chairs Reference Group
meeting

v3.3, 26 November 2016

Attendance/content
Update provided and discussion held
Update provided by Charles
Summers and discussion held
Presentation by Jane Pike, CCG
Director
Update provided
Update provided
Update provided
Update provided
Updated provided by Jane Pike
Verbal update provided

Update provided by Charles
Summers and discussion held
Update provided and consultation
plans shared
Verbal update
Update provided
Verbal update

Verbal update provided
Update provided
Update provided
Update provided
Update provided
Verbal update provided
Verbal update
Update provided
Update provided
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Date
Meeting
10/06/2015 Comms and Engagement Leads
meeting
10/06/2015 Dorset County Hospital Board of
Directors
24/06/2015 Poole Hospital Foundation Trust Board
of Directors
26/06/2015 Royal Bournemouth and Christchurch
Hospitals Foundation Board of Directors
02/07/2015 CSR CEO Reference Group meeting
13/07/2015 Royal Bournemouth and Christchurch
Hospitals Foundation Board of Directors
14/07/2015 CSR CEO & Chairs Reference Group
meeting
15/07/2015 Royal Bournemouth and Christchurch
Hospital Foundation Council of
Governors
29/07/2015 Poole Hospital Foundation Trust
Council of Governor Meeting
30/07/2015 Poole Hospital Foundation Trust Board
of Directors
06/08/2015 CSR CEO Reference Group meeting
06/08/2015 Comms and Engagement Leads
meeting
25/08/2015 CSR CEO & Chairs Reference Group
meeting
26/08/2015 Poole Hospital Foundation Trust Board
of Directors
09/09/2015 Dorset County Hospital Board of
Directors
15/09/2015 CSR CEO Reference Group meeting
25/09/2015 Royal Bournemouth and Christchurch
Hospitals Foundation Board of Directors
30/09/2015 Poole Hospital Foundation Trust Board
of Directors
08/10/2015 Pan Dorset Communications Lead
meeting
14/10/2015 Dorset County Hospital Board of
Directors
22/10/2015 CSR CEO & Chairs Reference Group
meeting
28/10/2015 Poole Hospital Foundation Trust Board
of Directors
30/10/2015 Royal Bournemouth and Christchurch
Hospitals Foundation Board of Directors

v3.3, 26 November 2016

Attendance/content
Overview of review, analyse and
design phase.
CSR Comms & Media update
Update provided
Verbal update provided
Verbal update
Update provided
Verbal update
Update provided
Verbal update

Update provided
Verbal update provided
Update provided
CSR update
Update provided
Verbal update provided
Update provided
Update provided
Verbal update
Verbal update provided
CSR update
Update provided
Update provided
Verbal update provided
Verbal update

Page 56 of 116

Clinical Services Review – Pre-Consultation Business Case Appendices

Date
05/11/2015

11/11/2015
19/11/2015
25/11/2015
27/11/2015
02/12/2015
07/12/2015
07/12/2015
09/12/2015
10/12/2015
15/12/2015
18/12/2015
13/01/2016
14/01/2016
14/01/2016
27/01/2016
28/01/2016
29/01/2016
02/02/2016
02/03/2016
03/02/2016

10/02/2016
18/02/2016
26/02/2016
07/03/2016

Meeting
Royal Bournemouth and Christchurch
Hospital Foundation Council of
Governors
Dorset County Hospital Board of
Directors
CSR CEO Reference Group meeting
Poole Hospital Foundation Trust Board
of Directors
Royal Bournemouth and Christchurch
Hospitals Foundation Board of Directors
Pan Dorset Communications Leads
meeting
Dorset County Hospital Council of
Governor Meeting
Engagement Leads Forum
Dorset County Hospital Board of
Directors
CSR CEO Reference Group meeting
CSR CEO & Chairs Reference Group
meeting
Royal Bournemouth and Christchurch
Hospitals Foundation Board of Directors
Dorset County Hospital Board of
Directors
CSR CEO Reference Group meeting
Poole Hospital Foundation Trust
Council of Governor Meeting
Poole Hospital Foundation Trust Board
of Directors
Comms and Engagement Leads
meeting
Royal Bournemouth and Christchurch
Hospitals Foundation Board of Directors
CSR CEO & Chairs Reference Group
meeting
Poole Hospital Foundation Trust Board
of Directors
Royal Bournemouth and Christchurch
Hospital Foundation Council of
Governors
Dorset County Hospital Board of
Directors
CSR CEO Reference Group meeting
Royal Bournemouth and Christchurch
Hospitals Foundation Board of Directors
Dorset County Hospital Council of
Governor Meeting
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Attendance/content
Verbal update

Update provided
Update provided
Verbal update provided
Verbal update
CSR update
Update provided
Review ICS engagement update
Update provided
Update provided
Update provided
Verbal update
Update provided
Update provided
Update provided
Verbal update provided
ICS Engagement and Comms plan
Verbal update
Update provided
Verbal update provided
Verbal update

Update provided
Update provided
Verbal update
Update provided
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Date
Meeting
09/03/2016 Dorset County Hospital Board of
Directors
22/03/2016 CSR CEO & Chairs Reference Group
meeting
24/03/2016 CSR CEO Reference Group meeting
01/04/2016 Royal Bournemouth and Christchurch
Hospitals Foundation Board of Directors
06/04/2016 Pan Dorset Communications Leads
meeting
11/04/2016 Dorset County Hospital Board of
Directors
13/04/2016 Royal Bournemouth and Christchurch
Hospital Foundation Council of
Governors
14/04/2016 System Leadership Team meeting
including Chairs
27/04/2016 Poole Hospital Foundation Trust Board
of Directors
29/04/2016 Royal Bournemouth and Christchurch
Hospitals Foundation Board of Directors
19/05/2016 System Leadership Team meeting
25/05/2016 Poole Hospital Foundation Trust Board
of Directors
27/05/2016 Royal Bournemouth and Christchurch
Hospitals Foundation Board of Directors
31/05/2016 Pan Dorset Communications Leads
meeting
09/06/2016 System Leadership Team meeting with
Chairs
13/06/2016 Dorset County Hospital Council of
Governor Meeting
24/06/2016 Royal Bournemouth and Christchurch
Hospitals Foundation Board of Directors
28/06/2016 Pan Dorset Communications Leads
meeting
29/06/2016 Poole Hospital Foundation Trust Board
of Directors
14/07/2016 System Leadership Team meeting
21/07/2016 Royal Bournemouth and Christchurch
Hospital Foundation Council of
Governors
26/07/2016 Pan Dorset Communications Leads
meeting
18/08/2016 System Leadership Team meeting with
Chairs
30/08/2015 Dorset County Hospital Council of
Governor Meeting
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Attendance/content
Update provided
Update provided
Update provided
Verbal update
CSR update
Update provided
Verbal update

Update provided
Verbal update provided
Verbal update
Update provided
Verbal update provided
Verbal update
CSR update
Update provided
Update provided
Verbal update
CSR update
Verbal update provided
Update provided
Verbal update

CSR update
Update provided
Update provided
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Date
Meeting
31/08/2016 Poole Hospital Foundation Trust Board
of Directors
15/09/2016 System Leadership Team meeting
21/09/2016 Pan Dorset Communications Leads
meeting
28/09/2016 Poole Hospital Foundation Trust Board
of Directors
28/09/2016 Dorset County Hospital Board of
Directors

D.8

v3.3, 26 November 2016

Attendance/content
Verbal update provided
Update provided
CSR update
Verbal update provided
Update provided

Local authorities

We have undertaken engagement work with our three local authorities through the preconsultation phase. This includes regular updates and discussions through the formal CSR
reference groups: Chief Executive, Communications as well as the Better Together Sponsor
Board. We have also provided updates at the Children’s’ Trust Board meetings.
Dorset’s Council leaders, Cabinet Members and key officers received an invitation to the
launch event on 22 October 2014. They have also received the Need for Change in January
2015 and they have been sent the stakeholder newsletter in February and March 2015.
The Public Information Events in December 2014 and January and February 2015 were
promoted to staff and local residents via the Councils’ intranet and websites which resulted in
some attendees.
All correspondence undertaken by way of letters or emails has also been logged in our
communications logs.
Figure D.17: Summary of engagement with local authorities

Date
11/11/2014
12/12/2014
07/01/2015
10/02/2015
10/03/2015
12/03/2015
16/03/2015
14/01/2015
14/04/2015
14/04/2015
27/04/2015
19/05/2015
18/06/2015
22/06/2015
14/07/2015
16/07/2015
18/08/2015

Meeting agenda
Better Together Sponsor Board
Directors of Adult Social Services at Bournemouth, Dorset and Poole LA
Better Together Sponsor Board
Better Together Sponsor Board
Better Together Sponsor Board
Poole Children’s Trust Board
Dorset Children’s Trust Board
Bournemouth Children’s Trust Board
Better Together Sponsor Board and Programme Board
Bournemouth Children’s’ Trust Board
Better Together Outcomes Based Commissioning Workshop
Better Together Sponsor Board
Poole Children’s Trust Board
Dorset Children’s Trust Board
Bournemouth Children’s Trust Board
Better Together Sponsor Board
Better Together Sponsor Board
Page 59 of 116

Clinical Services Review – Pre-Consultation Business Case Appendices

Date
17/09/2015
28/09/2015
22/10/2015
03/12/2015
09/12/2015
14/12/2015
17/12/2015
26/01/2016
25/02/2016
14/03/2016
17/03/2015
06/05/2016
21/06/2016
23/06/2016
20/09/2016
29/09/2016

D.8.1
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Meeting agenda
Poole Children’s Trust Board
Dorset Children’s Trust Board
Better Together Sponsor Board
Better Together Sponsor Board Workshop
Dorset Children’s Trust Board
Bournemouth Children’s Trust Board
Poole Children’s Trust Board
Better Together Sponsor Board
Better Together Sponsor Board
Bournemouth Children’s Trust Board
Poole Children’s Trust Board
Dorset Children’s’ Trust Board
Bournemouth Children’s Trust Board
Dorset Children’s’ Trust Board
Bournemouth Children’s Trust Board
Dorset Children’s’ Trust Board

Health Overview and Scrutiny Committees

Members of Dorset’s three Health Overview and Scrutiny Committees have been informed
and involved throughout the review.
Dorset CCG has provided updates in the papers of a number of Health Overview and
Scrutiny Committee meetings and has had the opportunity to present updates at several
meetings.
HOSC members were invited to the launch event on 22 October 2014. They also received
the Need for Change in January 2015 and they were sent the stakeholder newsletter in
February and March 2015.
Figure D.18: Summary of engagement with HOSCs

Date
17/11/2014

Activity
Briefing paper submitted to Dorset HOSC meeting and presentation from Phil
Richardson
04/12/2014 Briefing paper submitted to Bournemouth HOSC meeting
08/12/2014 Briefing paper submitted to Poole HOSC meeting and presentation from Dorset
CCG Deputy Director
25/03/2015 Meeting of Bournemouth, Dorset and Poole HOSC Chairs and Officers to
discuss consultation plans and agree the formation of a joint HOSC in July
2015

D.8.2

Joint Health Overview and Scrutiny Committee

The Joint Health and Overview Committee (JHOSC) is formed by bringing together
representatives of each of the three Health Overview and Scrutiny Committee (HOSC) in the
area and, if necessary, in neighbouring boroughs. It has responsibility for scrutinising the
programme and its proposals for service change and agreeing whether or not the proposals
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are considered substantial and whether, therefore, if public consultation is necessary and if
so, the planning of the consultation exercise.
The CCG wrote to the Officers at the three HOSC on 4 February 2015 to request a Joint
Scrutiny Committee meeting so that their duties to form a JHOSC and consider the CCG’s
plan could be undertaken in good time. Following this approach the HOSCs agreed on 9
February 2015 for their Chairs and Vice Chairs to meet with the CCG to discuss the forming
of a JHOSC. The meeting date was subsequently set for 25 March 2015.
The meeting took place on 25 March 2015 at which the consultation approach was discussed
and it was agreed that a JHOSC meeting would take place on 20 July 2015. JHOSC
members were advised as to how the evaluation of options for change had been based on
clinical criteria and on patient and public feedback, and how this has been used to develop
the recommendations for consultation. The scope of consultation and intended activity was
also provided.
Figure D.19: Key engagement with the Joint Health Overview Committee

Date
Activity
20/07/2015 Explanation of the role of JHOSC for future consultation. JHOSC also received
update from the Dorset CCG Governing Body meeting. The reasons for service
transformation were outlined.
02/12/2015 An update of the milestones achieved by the CSR was provided.
02/06/2016 JHOSC provided with an update from the Dorset CCG Governing Body meeting
explaining the preferred options for consultation.
14/07/2016 Informal non-public meeting to discuss the Integrated Community Services for
Dorset.

D.8.3

Health and Wellbeing Boards

On 4 February 2015 Dorset CCG had a joint development workshop with the two Health and
Well Being Boards.
Health and Wellbeing Board members were invited to the senior leaders meeting that took
place on 12 March 2015.
Members were invited to the launch event on 22 October 2014. They have also received the
Need for Change in January 2015 and they have been sent the stakeholder newsletter in
February and March 2015.
Health and Wellbeing Board meetings have had regular updates as to the process and
progress of the CSR as outlined in Figure D.20.
Figure D.20: Summary of engagement with the Dorset Health and Wellbeing Board

Date
Activity
10/09/2014 Dorset HWB received a briefing paper including a synopsis of the case for
change and advising that Dorset CCG will be using an external consultant to
start the process
10/09/2014 Bournemouth and Poole HWB provided with an introduction to the CSR and the
reasons behind the review.
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Date
Activity
04/03/2015 Dorset HWB received an explanation of the need for change. Dorset CCG
asked the HWB members to consider their role in the review.
10/06/2015 Dorset HWB provided with a report which was presented to the Dorset CCG
Governing Body in May 2015, providing a detailed update of the CSR.
10/09/2015 An update was provided to the Bournemouth and Poole HWB on the CSR
including a discussion about engagement.
11/11/2015 Dorset HWB provided with presentation to update on the progress of the CSR
including timings for public consultation, plans and assumptions when planning
and a summary of the Dorset Vanguard and the Acute Care Collaboration
Vanguard.
10/12/2015 Bournemouth and Poole HWB received an update on the CSR development
including timings for formal consultation, plans and assumptions when planning
and a summary of the Dorset Vanguard and the Acute Care Collaboration
Vanguard.

D.9

Members of Parliament

The CCG’s Chief Operating Officer has a regular bi-monthly meeting for Dorset’s seven local
MPs. Since the start of the review two meetings have been held on 24 October 2014 and 19
January 2015 at which an update on progress has have been provided to the attendees.
Figure D.21: Summary of engagement with HOSCs

Date
Meeting attendance
24/10/2014  Annette Brooke
 Tobias Ellwood
 Robert Syms
 Robert Walter (with Diana Mogg, Constituency Manager)
13/02/2015  Christopher Chope
 Constituency Manager
19/06/2015 Invited to attend:
 Tobias Ellwood
 Simon Hoare
 Robert Syms
 Tim Goodson
 Forbes Watson
 David Jenkins
 Chris McCall
 Paul Vator
27/08/2015  Oliver Letwin
 Forbes Watson
 Tim Goodson
 Blair Millar
17/09/2015  Richard Drax
 Forbes Watson
 Tim Goodson
 Phil Richardson
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Date
Meeting attendance
01/10/2015  Conor Burns
 Forbes Watson
 Tim Goodson
 Phil Richardson
 Stephen Tomkins
16/10/2015  Tim Goodson
 Phil Richardson
 Karen Kirkham
 Mike Wood
 Christopher Chope
 Conor Burns
 Michael Tomlinson
 Tobias Ellwood
 Robert Syms
 Simon Hoare
 Richard Drax
19/02/2016 Invited to attend:
 Conor Burns
 Tobias Ellwood
 Tim Goodson
 Phil Richardson
 Mike Wood
28/10/2016 Invited to attend:
 Conor Burns
 Karen Kirkham
 Phil Richardon
 Mike Wood
 Ken Wenman
All seven Dorset MPs were invited to the 22 October 2014 launch event and on 9 January
2015 they were sent a copy of the Need to Change with a covering letter offering to meet to
discuss in further detail or to answer questions.
On 12 March 2015 a letter was sent providing an update on the programme’s developments
and outlining the ambition to undertake a public consultation exercise.
MPs have also received copies of the programme stakeholder newsletter in February and
March 2015.

D.10 Trades unions
Trades unions meetings with representations from UNISON, Unite, BMA and RCN are
arranged quarterly with the CCG. A meeting was arranged for 13 October 2014 however it
was cancelled by the unions. Subsequent meetings took place on 12 January 2015 and 16
April 2015 and a review update was provided.
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Trade unions were invited to the launch event in October 2014 and sent the Need to Change
in January 2015.
RCN and Unison had stalls at Dorset CCG staff event in Bovington on 9 December 2014.
Engagement with Trade Unions has continued throughout the CSR programme. All
organisations within the scope of the programme have met locally with Trade Union and staff
side colleagues with transformation as a regular agenda item.
A system wide partnership conference with Trade Unions was held on the 19 June 2016, with
a follow up conference scheduled for 3 November 2016.

D.11 Local councillors
Dorset’s Council leaders, Cabinet Members and key officers received an invitation to the
launch event on 22 October 2014 and the Senior Leaders meeting on 12 March 2015. They
have also received the Need for Change in January 2015 and they have been sent the
stakeholder newsletter in February and March 2015.
In addition, the CCG has attended a number of meetings with councillors and updates have
been regularly provided through the HOSC and JHOSC meetings outlined in Chapters D.8.1
and D.8.2

D.12 NHS England
NHS England have been actively involved throughout the pre-consultation period through the
regular attendance at the Chief Executives Reference Group meeting by the Director of
Operations and Delivery.
Specific one to one briefing meetings have also been held.
NHS England received an invitation to the launch event on 22 October 2014 and the Senior
Leaders meeting on 12 March 2015. They have also received the Need for Change in
January 2015 and they have been sent the stakeholder newsletter in February and March
2015.
There has also been on-going liaison throughout the pre consultation phase with NHS
England as part of the CSR Governance and assurance processes (refer to Chapter 14 in
the PCBC).

D.13 Regulators
The CCG has continued to hold conversations with Monitor (now known as NHS
Improvement) throughout the pre consultation review period.
Monitor (NHS Improvement) received an invitation to the launch event on 22 October 2014
and also received the Need for Change in January 2015.
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D.14 CCGs and providers in neighbouring areas
In recognition of the patient in/outflows into Dorset we have been engaging with our
neighbouring areas in Hampshire, Wiltshire, Somerset and Devon.
We have had attendance of clinicians from surrounding providers at the Clinical Working
Groups as outlined in D.3.1 including representatives from Salisbury Hospital, Yeovil
Hospital, Royal Devon and Exeter Hospital and North Bristol.
The Need for Change was circulated in January 2015 and invitations sent to the launch event
in October 2014.
In December 2014 we were scheduled to meet with West Hampshire CCG Director of
Commissioning Acute Services but the meeting was cancelled. A meeting was rescheduled
for 21 May 2015.
The Communications Lead at West Hampshire CCG, Salisbury Hospital and Yeovil Hospital
are members of the Pan Dorset Communications Leads Forum and have therefore
participated in a regular schedule of meetings throughout the pre consultation phase of the
CSR. The West Hampshire CCG Communications Lead is also a member of the CSR
Communications Reference Group. All Communication Leads were invited to the Joint
Communications and Engagement Leads meeting on 22 April 2015 and a representative
from Salisbury Hospital attended.
We provided Liz Kite at West Hampshire CCG, Paul Courtney at Somerset CCG, Helen
Robinson-Gordon at Wiltshire CCG, Patrick Butler at Salisbury Hospital, Simon Blackburn at
Yeovil Hospital with a pre-launch briefing about the Need to Change on 7 January with
advance sight of the press-release. Invitations were sent for the Public Information Events
and the Poole meeting in January 2015 was attended by Associate Director of
Communication and Corporate Affairs, West Hampshire CCG.
In February 2015 we provided tailored briefing materials including a syndicated article, key
messages and FAQs for cascading to local people and patients in West Hampshire.
Additional telephone updates have also taken place.
A meeting has also taken place with the Engagement Lead at West Hampshire CCG in
March 2015 to plan reaching out to people in West Hampshire during the consultation phase.
Further discussions are on-going with their Locality Lead in the Ringwood area.
Meetings with the West Hampshire CCG Steering Group were attended on 11 November
2015 where an update on primary and community services, acute hospitals and priorities
was provided. A further meeting took place on the 11 May 2016 where the background of the
CSR, acute re-configuration, the options and how they were reached and assurance and
public engagement were discussed.
Liaison with Yeovil Hospital also commenced following an independent review by the Royal
College of Paediatrics and Child Health published in April 2016. It was recommended that
Dorset County Hospital should open talks with Yeovil District Hospital with a view to providing
an integrated service to ensure safe and sustainable services for the future. These talks are
continuing to take place.
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Appendix E. Dorset locality reviews
[Supplementary document]
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Detailed evaluation of acute hospital options

[Supplementary document]
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Appendix G. Big Ask research
Market Research Group at Bournemouth University, 2013
[Supplementary document]
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Appendix H. NHS Dorset: qualitative analysis case for
change
Market Research Group at Bournemouth University, November 2014
[Supplementary document]
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Travel time analysis

Background

Service users are understandably concerned that any proposed changes to services at the
current acute hospital sites will impact their access to healthcare. Thus one of the six criteria
for evaluation of the options for acute hospital-based care is the impact of each option on
patients’ ability to access high quality care. In particular, three questions are posed in the
evaluation:
1.

2.
3.

What is the impact on the distance and time to access services? (i.e. the impact on
population weighted average travel times (blue light, off-peak car, peak car, public
transport) for emergency and elective treatment and the absolute impact for more
isolated and/or rural populations)
What is the impact on service operating hours? (i.e. the ability of the option to facilitate
four day working and improved access to care out of hours)
What is the impact of the option on patient choice? (i.e. how many sites are delivering
emergency, obstetrics, elective, outpatients, diagnostics)

The travel time analysis aims to answer the first of these three questions.
This briefing note describes the process of carrying out travel time analysis, data sources
used and the implications for patients who use emergency and planned services that are
currently based at Dorset County Hospital, Poole General Hospital or the Royal
Bournemouth Hospital.

I.2

Summary

The travel time analysis undertaken for the Clinical Services Review has used validated and
commonly used software and data, and assumptions based on tried and tested experience
from elsewhere. It has shown that, for the majority of patients using hospitals in Dorset
today, they will continue to do so, regardless of whichever options for change that may be
considered. For the minority of patients that do need to travel further, the additional travel
time would need to be considered in light of the other aspects of the evaluation of the
options, in particular, the ability to receive higher quality, more specialised care.
Option evaluation for access to major emergency hospital (MEH) services rates MEH
services provided at Poole General Hospital higher than where MEH services are provided at
Bournemouth hospital. This is because a higher proportion of the whole Dorset’s population
is able to reach MEH services within 30 minutes and that the maximum travel time is 10
minutes less than the options where the MEH services are provided at Royal Bournemouth
Hospital. Despite the higher rating for access to MEH services at Poole, there are also
advantages to locating the MEH at Bournemouth. The options where the MEH services are
provided at Royal Bournemouth Hospital would see a higher proportion of the Dorset’s
population reaching MEH services within 20 minutes.
Option evaluation for access to planned and emergency care hospital (P&EH) services rates
MEH services (and hence P&EH services) provided at Royal Bournemouth Hospital higher
than options for these services provided at Poole General Hospital (i.e. Royal Bournemouth
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Hospital is the major planned hospital (MPH) site and no longer provides P&EH services).
This is because P&EH service provision at Poole General Hospital would see 80% to 87% of
the Dorset’s population reaching the P&EH services sites within 30 minutes depending on
peak or off-peak travel time (Figure I.9 and Figure I.10). While options where P&EH services
are provided at Royal Bournemouth Hospital show 90% to 93% of the Dorset’s population will
be able to reach the P&EH services sites within 30 minutes.

How many people might be affected by changes in travel
times?

I.3

Across all hospital options being considered, the CCG is planning to commission more
services from local non acute providers. This will reduce the need for patients to travel for
two reasons. Firstly, a proportion of some services which are currently provided at acute
settings, such as outpatients and diagnostics, could be moved to community hospitals or
primary care hubs. As such, patients will travel shorter distances to integrated community
service settings closer to their homes. Secondly, the increased focus on integrated
community services will help reduce emergency admissions hence keeping more patients
out of acute hospital altogether.
When assessing the potential impact on a population’s travel time, it is worth understanding
the proportion of people who might be impacted by any potential changes in travel time
under each of the options. For example, for those people attending A&E at Dorset County
Hospital only 1–3% will be their travel time impacted as the result of acute service
reconfiguration. The analysis used the numbers and proportions of patients who currently
receive local hospital care to consider, for each of the configuration options, how much care
would still be provided at their respective local hospitals, or the extent to which patients might
need to travel to other sites. This is considered here for two sets of changes: patients
accessing MEH services and patients accessing P&EH services.
Today, few services across Dorset are provided by consultants on a 24 hours, four days a
week basis. Clinical research (reflected in national guidance) suggests that those patients
with more complex needs will have better outcomes (fewer deaths and fewer complications)
if treated in a centre where specialists can build enhanced skills and expertise. As these
services are developed within Dorset, clinicians have suggested that those patients who
would benefit from such specialist care are taken to the MEH site. It is current estimated that
5–6% of all activities patients currently treated at a hospital in Dorset will transfer to a future
MEH site.

I.3.1

Patients accessing planned and emergency hospital services

Changes to P&EH services will only happen in the east of the county. Here:





17% to 20% of the attendances currently at Poole General Hospital or Royal
Bournemouth Hospital will move depending on which site will become the MPH site.
For maternity, if Poole hospital becomes a MPH site, then births will move to the Royal
Bournemouth Hospital; if Bournemouth becomes a MPH, the very small number of births
currently taking place there will move to Poole General Hospital.
For outpatients, 100% of commissioned attendances will either stay at the current sites
or be moved closer to home either in community hospitals or primary care hubs.
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Some elective (day case and inpatient) activity will move from Bournemouth or Poole
hospitals to the MPH site which will house a specialist elective centre.

What approach has been taken to measuring travel times?

There are challenges in using travel time data. Journey times will vary depending on the
type of transport used to get to hospital, the degree of traffic congestion at different times of
the day, and as a result of incidents or road works. Ambulance travel times vary significantly
depending on the type of incident (they do not always travel under “blue light”) and time of
day. As a result, there is no comprehensive ‘home to hospital’ database of actual visitor and
staff journeys using different forms of transport.
Despite this, there is a wealth of data on general travel patterns, mainly derived from the
widespread use of satellite navigation and GPS devices, and available for use through a
number of large specialist organisations. For this review, the CCG CSR team purchased
specific software licences that allowed access to and use of such data to inform, as
accurately as possible, the calculation of travel times, and predicted changes to travel times.
The commercial terms of the licence do not allow sharing of the detailed algorithms and
formulae that underpin the software, however further details of the methodology have been
provided in Section I.6.
South West Ambulance Service NHS Foundation Trust does not routinely record travel time
taken from incident locations to the nearest acute hospitals. As such, ambulance ‘Blue light’
times for modelling purposes use private car night time travel as a proxy. Across the country
this has been shown to be more similar to blue light times than application of a simple
formula as it takes into account differences in road conditions. Night time travel is
approximately 30% faster than day time travel and the ambulance service have validated that
their blue light journeys are approximately 30% faster than non-blue light journeys. Travel
time analysis has been used in two ways to help evaluate the potential hospital options. The
travel time analysis is used to:
1.

2.

Estimate the potential change in actual travel time as a result of the each proposed
option. For example, if a particular service is offered from a different hospital, what
would be the difference in travel time compared to the current situation?
Help predict which hospitals patients are likely to travel to, if a particular service is
offered from a different site. This provides an assessment of how much extra capacity
might be needed elsewhere. (This aspect of the analysis is not covered in this briefing,
but helps inform the evaluation criterion of “deliverability”.)

Throughout the travel analysis conducted, a number of elements have been considered:






Transport types considered
– Blue light ambulance
– Private car (travelling at peak and off-peak times)
– Public transport peak and off-peak travel times
Population covered
– Anyone for whom a Dorset acute hospital is currently their closest acute hospital –
this includes a number of people living in West Hampshire
Areas covered
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Times from small areas (electoral ward) within Dorset and a small part of West
Hampshire to acute hospital sites (as the majority of patients journeys will be from
home to a hospital)
Types of analyses
– Population weighted averages
– Distribution of population reaching their nearest acute hospital based on different
travel time (i.e. S-curve)
– Maximum travel times
– Estimated activity changes if services were offered from a different site
–



As patients already travel for care across administrative boundaries, the travel analysis has
included hospitals surrounding Dorset, e.g. Royal Devon and Exeter Hospital, Yeovil District
Hospital, Salisbury District Hospital and Southampton General Hospital

I.5

What does the travel time analysis show?

I.5.1

The situation today

The map in Figure I.1 shows, as an example, the existing travel times (outside peak periods)
by ward based on private car off-peak travel times:
Figure I.1: Existing off-peak private car travel times by ward

Currently, all of the Dorset population are able to
access ‘yellow’ hospital services within 40 minutes
M5

Time1
(Minutes)
Hospitals
Major Roads
CCG boundary
LSOA boundary

≤5
5-10
10-20

30-40

20-30

Salisbury District hospital
Yeovil District hospital

Royal Devon
and Exeter
M3
M 27

University
hospital
Southampton

25 km

Poole
hospital

Dorset
County
hospital

M 271

The Royal
Bournemouth
hospital

1 Sites included in the analysis: DCH, RBH, PH, Exeter, Yeovil, Salisbury, Southampton; times shown are for private car, off peak journeys
Source: Steer Davis Gleeve Transport Consultancy travel time data

25 km

22

As expected this shows that the wards closest to each hospital have the shortest travel times
(0–5 minutes). Figure I.1 also shows that the current maximum travel time for any of the
Dorset population to reach an acute hospital is 40 minutes.
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For each of the eight options, we then calculated the change in travel times for each ward if a
service was no longer provided at one or more of the current hospital sites (i.e. Dorset
County Hospital, Poole General Hospital and Royal Bournemouth Hospital).

I.5.2

Change in travel times if a service is no longer offered

The following six maps show the result of those calculations for private car off-peak time if a
service is discontinued at:







Dorset County Hospital (Figure I.2)
Poole General Hospital (Figure I.3)
Royal Bournemouth Hospital (Figure I.4)
Poole General Hospital and Royal Bournemouth Hospital (Figure I.5)
Dorset County Hospital and Poole General Hospital (Figure I.6)
Dorset County Hospital and Royal Bournemouth Hospital (Figure I.7)

Figure I.2: Off-peak private car travel times if service discontinued at Dorset County Hospital

Change in travel times if the services at Dorset
are changed
M5

Travel time1
(Minutes)
Hospitals
Major Roads
No change
15-20
CCG boundary
≤5
> 20
LSOA boundary
5-10
10-15

Salisbury District hospital
Yeovil District hospital

Royal Devon
and Exeter
M3
M 27

University
hospital
Southampton

25 km

Poole
hospital

Dorset
County
hospital

M 271

The Royal
Bournemouth
hospital

1 Time difference between this scenario and do nothing scenario; the white areas have no data because the nearest hospital to these areas is not among
the 3 Dorset acute hospitals

25 km

26

As expected, the wards most affected are those around Dorset County Hospital, where
patients would have an additional travel time of between 3 to 28 minutes. 12% of people
who have a Dorset acute hospital as their nearest acute hospital will have their travel time
increased by more than 20 minutes.
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Figure I.3: Off-peak private car travel times if service discontinued at Poole General Hospital

Change in travel times if the services at Poole
are changed
M5

Travel time1
(Minutes)
Hospitals
Major Roads
No change
15-20
CCG boundary
≤5
> 20
LSOA boundary
5-10
10-15
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Yeovil District hospital
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and Exeter
M3
M 27

University
hospital
Southampton

25 km

Poole
hospital

Dorset
County
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M 271

The Royal
Bournemouth
hospital

1 Time difference between this scenario and do nothing scenario; the white areas have no data because the nearest hospital to these areas is not among
the 3 Dorset acute hospitals

25 km

28

For the majority of local electoral wards, there would be no significant change in travel times
– they are closer to other hospitals (e.g. Dorset County Hospital, Royal Bournemouth
Hospital, and Southampton General Hospital) than they are to Poole General Hospital. The
wards most affected are those around Poole General Hospital, where residents would
potentially travel up to 17 minutes further than at present. 4% of people who have a Dorset
acute hospital as their nearest acute hospital will have their travel time increased by more
than 15 minutes.
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Figure I.4: Off-peak private car travel times if service discontinued at Royal Bournemouth
Hospital

Change in travel times if the services at
Bournemouth are changed
M5
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No change
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1 Time difference between this scenario and do nothing scenario; the white areas have no data because the nearest hospital to these areas is not among
the 3 Dorset acute hospitals

25 km

27

For the majority of local electoral wards, there would be no significant change in travel times
– they are closer to other hospitals (e.g. Dorset County Hospital, Poole General Hospital,
Yeovil District Hospital, and Salisbury District Hospital) than they are to Royal Bournemouth
Hospital. The wards most affected are those around Royal Bournemouth Hospital, where
residents would potentially travel up to 17 minutes further than at present. 10% of people
who have a Dorset acute hospital as their nearest acute hospital will have their travel time
increased by more than 15 minutes.
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Figure I.5: Off-peak private car travel times if service discontinued at Poole General Hospital
and Royal Bournemouth Hospital

Change in travel times if the services at
Bournemouth and Poole are changed
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1 Time difference between this scenario and do nothing scenario; the white areas have no data because the nearest hospital to these areas is not among
the 3 Dorset acute hospitals
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In cases where a service is no longer offered by either Poole General or Royal Bournemouth
Hospital, the electoral wards with the greatest increase in travel times are those around both
Trusts, where residents would potentially travel up to 32 minutes further than at present.
45% of people who have a Dorset acute hospital as their nearest acute hospital will have
their travel time increased by more than 20 minutes.
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Figure I.6: Off-peak private car travel times if service discontinued at Dorset County Hospital
and Poole General Hospital

Change in travel times if the services at Poole
and Dorset are changed
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1 Time difference between this scenario and do nothing scenario; the white areas have no data because the nearest hospital to these areas is not among
the 3 Dorset acute hospitals
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In cases where a service is no longer offered by either Dorset County Hospital or Poole
General Hospital, the electoral wards with the greatest increase in travel times are those
around Dorset County Hospital, where residents would potentially travel up to 28 minutes
further than at present. 14% of people who have a Dorset acute hospital as their nearest
acute hospital will have their travel time increased by more than 20 minutes.
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Figure I.7: Off-peak private car travel times if service discontinued at Dorset County Hospital
and Royal Bournemouth Hospital
Travel time1
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1 Time difference between this scenario and do nothing scenario; the white areas have no data because the nearest hospital to these areas is not among
the 3 Dorset acute hospitals
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In cases where a service is no longer offered by either Dorset County Hospital or Royal
Bournemouth Hospital, the electoral wards with the greatest increase in travel times are
those around Dorset County Hospital, where residents would potentially travel up to 28
minutes further than at present. 12% of people who have a Dorset acute hospital as their
nearest acute hospital will have their travel time increased by more than 20 minutes.

I.5.3

Impact on travel times of specific options

For each of the 8 options, we calculated the travel time impact for Dorset population requiring
access to MEH services (based on blue light travel time), P&EH services (based on private
car travel time) and low complexity high volume elective services (based on private car and
public transport travel time). More detailed explanation on S-curve can be found in Section
I.6.3.
For access to MEH services, it is worth noting that currently none of the three acute trusts
provide such services. Thus, the Dorset population currently has to travel to Exeter or
Southampton to get the potential for MEH services and currently not all patients who require
it currently receive these services. For each of the 8 options, where the MEH services are
either provided at Poole General Hospital or Royal Bournemouth Hospital, there is a positive
impact on the travel time to MEH services as shown on Figure I.8 where the maximum travel
time will reduce from today’s 113 minutes to between 56 to 66 minutes. Options where the
MEH services are provided at Poole General Hospital are currently being rated higher given
a higher proportion of the whole Dorset’s population is able to reach MEH services within 30
minutes and that the maximum travel time is 10 minutes less than the options where the
MEH services are provided at Royal Bournemouth Hospital. Despite the higher rating for
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access to MEH services at Poole, there are also advantages to locating the MEH at
Bournemouth. The options where the MEH services are provided at Royal Bournemouth
Hospital would see a higher proportion of the Dorset’s population reaching MEH services
within 20 minutes.
Figure I.8: Blue light travel time to MEH services at Royal Bournemouth Hospital or Pool
General Hospital

For access to E&PH services, the travel time impact is calculated based on private car travel
time (both off-peak and peak time). Note under the current modelling assumptions, the MEH
hospital site also provides E&PH services. Given Dorset County Hospital provides E&PH
services under any of the options, the impact of travel time to E&PH services only apply to
the population in the East of Dorset.
Options where MEH services (and hence E&PH services) are provided at Poole General
Hospital (i.e. Royal Bournemouth Hospital is the MPH site and no longer provides E&PH
services), would see 80% to 87% of the Dorset’s population reaching the E&PH services
sites within 30 minutes depending on peak or off-peak travel time (Figure I.9 and Figure I.10).
While options where MEH services (and hence E&PH services) are provided at Royal
Bournemouth Hospital. 90% to 93% of the Dorset’s population will be able to reach the
E&PH services sites within 30 minutes. Thus options where MEH (and hence E&PH)
services are provided at Royal Bournemouth Hospital are rated higher.
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Figure I.9: Off-peak private car travel times – one hospital no longer provides a service a given
service

Figure I.10: Peak private car travel times – one hospital no longer provides a service a given
service
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For access to low complexity high volume elective services, the travel time impact is
calculated based on both private car and public transport travel time (both off-peak and peak
time). Options where Dorset County Hospital is the low complexity high volume elective
centre (i.e. no low complexity high volume elective services are provided in the East of
Dorset) is rated the lowest. Given under these options, only 29% to 36% of the Dorset’s
population is able to reach these services within 30 minutes based on private care travel time
(Figure I.11 and Figure I.12) and only 18% to 20% are able to reach these services within 60
minutes based on public transport travel time (Figure I.13 and Figure I.14).
Figure I.11: Off-peak private car travel times – two or more hospitals no longer provides a
service a given service
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Figure I.12: Peak private car travel times – two or more hospitals no longer provides a service a
given service
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Figure I.13: Off-peak public transport travel times – two or more hospitals no longer provides a
service a given service
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Figure I.14: Peak public transport travel times – two or more hospitals no longer provides a
service a given service

Options where the MPH site (either Royal Bournemouth Hospital or Poole General Hospital)
is also the low complexity high volume elective centre are rated lower than options where
these services are provided at both MPH and E&PH services sites. Under the option that
Royal Bournemouth Hospital is the MPH site and the elective centre, 71% to 77% of the
Dorset’s population is able to reach the elective centre within 30 minutes private car travel
time and 47% and 52% is able to reach the elective centre within 60 minutes public transport
travel time (Figure I.11, Figure I.12, Figure I.13 and Figure I.14).
The options that Poole General Hospital is the MPH site and the elective centre, 67% to 75%
of the Dorset’s population is able to reach the elective centre within 30 minutes private car
travel time and 59% and 61% is able to reach the elective centre within 60 minutes public
transport travel time (Figure I.11, Figure I.12, Figure I.13 and Figure I.14).
The impacts on travel time under options where either the P&EH or the MPH site is the
elective centre are worse than the options where only one hospital site (i.e. the MEH hospital
site) stops providing the low complexity high volume elective procedures (Figure I.9, Figure
I.10, Figure I.15, Figure I.16). For example, based on private car off peak travel time, under
the options where Dorset County Hospital is the elective centre, only 36% of the Dorset’s
population is able to reach these services within 30 minutes.
Under the options where the MPH site is the elective centre (i.e. either Royal Bournemouth
Hospital or Poole General Hospital), 52% to 60% of the population is able to reach these
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elective services within 30 minutes. Impacts of travel time to low complexity high volume
elective services under any of the above options are worse than the ones where these
services are provided at both the E&PH and MPH sites where having both Dorset County
Hospital and Poole General Hospital providing these elective services would see 87% of the
population reaching these services within 30 minutes; this percentage will increase to 93% if
Dorset County Hospital and Royal Bournemouth Hospital both provide these elective
services (Figure I.9).
Figure I.15: Off-peak public transport travel times – one hospital no longer provides a service a
given service
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Figure I.16: Peak public transport travel times – one hospital no longer provides a service a
given service

I.6

Methodology behind calculating travel times

I.6.1

Private car and ambulance travel times

All the travel data come from the Steer Davis Gleave database, which uses a commercially
available TomTom Speed Profile dataset to generate highway journey times. These data
have been generated by sampling billions of measurements from real time journeys across
the UK, using GPS enabled devices such as satellite navigation devices and mobile phones.
These data provide an average speed for each individual road link across the road network.
Unlike some other speed network datasets, this information is not rounded up or banded.
This information is then used by ArcGIS Network Analyst to generate the least cost route
between each origin and destination.
The travel time calculations take the average journey time from the centre of electoral wards
to the nearest hospital. This allows for an accurate calculation of travel times for the
journeys of most of service users. These travel times are also continuously compared
against other data sources, such as Google Maps and Mapinfo.
Ambulance ‘Blue light’ times use night time travel as a proxy. Across the country this has
been shown to be more similar to blue light times than application of a simple formula as it
takes into account differences in road conditions. Night time travel is approximately 30%
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faster than day time travel and South West ambulance trust have validated that their blue
light journeys are approximately 30% faster than non-blue light journeys.
Figure I.17 shows how the impact of service changes on travel times is calculated:
Methodology for calculating the impact on travel times
Figure I.17: Methodology for calculating the impact on travel times
1,000 residents
Postcode region

Hospital offering service

Population weighted travel time:

Hospital not offering
service

Travel times are calculated based off the population
weighted time taken to reach the nearest hospital

Before reconfiguration

X
A

▪

Y

▪
Hospital A is closest
hospital offering
desired service by
travel time to region
X and region Y

B

▪
A

▪
B

Average travel time =
[(1000 x 5mins) + (2000 x 5mins)] / 3000 = 5 mins

▪

After reconfiguration
Hospital B is closest
hospital offering
desired service by
travel time to region
X and region Y

For example currently the average travel time to
‘hospital A’ would be 5 minutes and the maximum
would be 5 mins:

However if hospital A was no longer offering a
service, the public would be assumed to travel to
the next nearest hospital, ‘hospital B’ and the
average travel time would increase to 9 minutes
and the maximum to 10 minutes:
Average travel time =
[(1000 x 7mins) + (2000 x 10mins)] / 3000 = 9 mins

Travel time has
increased for both
regions

We calculate the average change in travel times for affected services (based on using a
population weighted basis) and the travel times for those most affected (the 95th percentile).

I.6.2

Public transport times

Public transport travel times are generated using Accession software, recognised as the
industry standard for generating public transport journey times. This software is endorsed by
the Department for Transport and was developed to allow Local Authorities to generate
reliable, accurate and reproducible journey times for use in their accessibility studies.
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S-curve analysis

Travel time S-curves analysis

Figure I.18: S-curve analysis

S-curves are used to graphically assess the travel times for the population in Dorset under
various hospital configurations

▪ Cumulative population (aggregated at lower super output area level (LSOA)) is plotted
against the travel time to the nearest hospital for populations from LSOA in Dorset

▪ Configuration options can then be compared at a particular travel time (e.g., % population
that can reach their nearest hospitals within 20mins; maximum travel time)
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I.7

Dorset CSR Ambulance Impact Modelling (Major Trauma)

I.7.1

Introduction

In order to inform forthcoming discussions at the Trauma Task and Finish Group established
by the Dorset Clinical Commissioning Group (CCG), South Western Ambulance Service NHS
Foundation Trust has undertaken the modelling exercise detailed within this paper6. The
purpose of this paper is to assess the impact on ambulance journey times and neighbouring
Trauma Unit (TU) admissions if an alternative Trauma Unit (TU) model was implemented
within Dorset.
Currently within Dorset, Poole General Hospital (PGH) and Dorset County Hospital (DCH)
both hold TU status, with Royal Bournemouth Hospital providing Emergency Department
(ED) services only. In the neighbouring Counties Yeovil District Hospital (YDH) and Salisbury
District Hospital (SDH) are also designated as Trauma Units and have been included in the
geographical modelling, as there will inevitably be some incidents where the patient would be
closer to one of these hospitals if their nearest acute hospital was to no longer provide TU
services.

I.7.2

Method

South Western Ambulance Service (SWASFT) has collected data on major trauma activity
since the launch of the major trauma system in the South West in April 2012. The data
comes largely from patient clinical records (PCRs) and is coined as ‘suspected’ major
trauma. Ordinarily the data is cross referenced with TARN data from the networks, however
6

Dorset Major Trauma Geographical Modelling (2016)
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SWASFT are yet to receive TARN data from the Trauma Units within the Wessex Network
covering the sample timeframe. Therefore, the number of patients within the sample do
not equate to hospital figures, as the database only captures patients where the
paramedics have suspected major trauma on scene.
A sample of 225 suspected major trauma incidents, where patients were conveyed to DCH,
PGH, RBH, YDH or SDH, was identified from the database. The sample covered the two
year period from the 1st April 2013 to 31st March 2015.
Journey times and distances from each hospital were calculated using Microsoft MapPoint
Software and were based on normal road speed.
The retrospective data was then applied to a geographical model to indicate the impact of 3
specific scenarios using ‘What if’ analysis:





Option 1: Dorset County Hospital (DCH) and Royal Bournemouth Hospital (RBH)
providing Trauma Unit services 24/7;
Option 2: Royal Bournemouth Hospital (RBH) providing 24/7 Trauma Unit services
along with Dorset County Hospital (DCH) providing Trauma Unit services between
8am-Midnight 7 days a week;
Option 3: Royal Bournemouth Hospital (RBH) as the sole Trauma Unit in Dorset.

Baseline Analysis

It is important to note that the geographical model works by making specific
assumptions. The most important assumption in relation to this exercise is that each
patient will go to the nearest hospital from the location of the incident, regardless of the
level of service it provides. So within the ‘What if’ analysis of the model, the base case
scenario figures for attendances at RBH will be higher than those reported in the
baseline analysis, as it assumes that patients closest to RBH will be conveyed there and
does not account for the fact that RBH currently is not a TU.
Similarly there will be patients within the dataset who were closer to YDH or SDH
geographically but were conveyed elsewhere for one reason or another.
The report only includes patients with suspected major trauma; the significantly greater
number of non-major trauma patients are excluded. For example, a patient with two shaft
of femur fractures would be included, but a patient with just one would be excluded.
It is important to note that this report has focused on the impact to patients and the
receiving hospitals. It has not assessed the operational impact on the ambulance
service, or any potential performance implications. This modelling can only be carried out
once the full TARN data has been included.

I.7.3

Results

Baseline Analysis
Figure I.19 indicates the number of patients conveyed to each of the hospitals in Dorset,
from the sample of 225 incidents.
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Figure I.19: Total patients conveyed to each hospital

There was an average of 3 patients a month suffering suspected major trauma, who
were conveyed to a hospital in Dorset, although this figure ranged from 0 to 10 and also
varied between hospitals. Table 2 shows the averages and range for each of the
hospitals in Dorset.
Figure I.20: Average and range of patients per month

Tables 1 and 2 show very little difference between suspected major trauma admissions
in PGH and DCH. As would be expected given that currently it only provides ED services
to major trauma patients, significantly less patients were conveyed to RBH. Figure I.21
shows the trend of patients attending each hospital across the time period.
Figure I.21: Suspected major trauma patients per month
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Figure I.21 shows no particular trend in the number of patients per month, although there
does appear to be in an increase in activity in the summer months. Figure I.22 shows the
age range of the patients in the sample.
Figure I.22: Age range of patients

As shown in Figure I.22, the sample covered a wide range of age groups, which follows a
similar pattern for major trauma across the whole Trust. The map in Figure 3 shows the
incident locations for each patient.
Figure I.23: Incident locations
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Figure I.23 shows a fairly widespread distribution of incidents, with clusters along the
coast, in particular in Weymouth and Poole. The map indicates that there were some
incidents where the patient was closer to an alternative TU, these patients were most
often conveyed by air ambulance and so the decision to convey to DCH or PGH was
likely due to the presence of a landing pad at the hospital.
In order to establish whether there are peaks of major trauma activity at certain times of
day, the patients’ time of arrival at hospital has been included in the analysis. Figure I.24
shows the frequency of patients arriving within certain times of the day.
Figure I.24: Time of arrival at hospital

As shown in Figure I.24, the busiest time of day for arrival of major trauma incidents at
hospital was between 12-2pm (18%, n=41). There was also a peak of patients arriving
between 4pm and midnight. Image 2 shows the locations of the incidents according to
the time the patient arrived at hospital.
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Figure I.25: Time of arrival at Hospital per incident

As illustrated in Figure I.25, there is not a particular area where incidents are more likely
to happen at a certain time of day.
The final parameter analysed was the average travel times to the hospitals. Figure I.26
gives the average travel time in minutes and average distance in miles.
Figure I.26: Average travel times and distance

‘What if’ Analysis
To assess the impact on the neighbouring trauma units, the assumption was made that the
patient would be conveyed to the next nearest Trauma Unit by journey time, should the
current nearest one be closed.

Tables I.27-I.29 show the model outputs for attendances of suspected major trauma
patients at the neighbouring hospitals for each of the options detailed in the method
section.
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Figure I.27: Attendances at hospitals if RBH and DCH both designated as a 24/7 trauma unit
(Option 1)

Figure I.28: Attendances at hospitals if RBH was the designated 24/7 Trauma Unit with DCH
open as a trauma unit between 8am-midnight 7 days a week (option 2)

Figure I.29: Attendances at hospitals if RBH was the sole designated trauma unit (option 3)

Figure I.27 shows that if RBH and DCH were both designated as 24/7 TUs and PGH was
closed, the majority of the patients who originally went to PGH would instead be
conveyed to RBH (n=46, 74%).
If RBH was the 24/7 TU with DCH open as a TU between 8am-midnight (Figure I.28),
DCH would not see any change in the number of patients seen, as the patients who
would be conveyed elsewhere during their hours of closure would be replaced by
patients during the opening hours who would have previously been conveyed to PGH.
RBH would incur the biggest impact with the majority of patients originally being treated
at PGH being conveyed to RBH. However, this is not unexpected due to the close
proximity of PGH and RBH.
Lastly, Figure I.29 illustrates if RBH was to be the solely designated TU for Dorset, they
could see a significant increase of patients over 2 years but also YDH would inevitably
see an increase from the patients who would have originally been conveyed to DCH.
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Figures I.30-I.32 show the impact on the patient’s journey time in each of the options.
The 95th percentile has also been measured to account for any anomalies in the dataset.
Figure I.30: Average travel time to hospital if RBH and DCH both designated as a 24/7 trauma
unit (option 1)

Figure I.31: Average travel time to hospital if RBH was the designated 24/7 trauma unit with
DCH open as a unit between 8am-midnight 7 days a week (option 2)

Figure I.32: Average travel time to hospital is RBH was the sole designated trauma unit (option
3)

Figures I.30-I.32 indicate that option 1 would incur the smallest impact on patient travel
times, with an average of an additional 2 minutes. Option 2 also does not appear to
significantly increase average patient journey times. Option 3 shows journey times would
on average be doubled, thus incurring the largest impact to patients.
The clinical implications of the significant increases predicted for Option 3 needs to be
carefully considered. Many patients are conveyed to a TU not because their injuries are
not severe enough to warrant a bypass to an MTC, but because they are too critically
unwell to survive the longer journey to the MTC. The potential safety risk of these
patients being conveyed from West Dorset to RBH requires further analysis.
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Summary

Between April 2013 and March 2015, SWAST recorded 225 incidents of suspected major
trauma where the patient was conveyed to a Dorset hospital.
The incidence of major trauma is sporadic and largely unpredictable, however within this
data sample, 70% of patients arrived at hospital between midday and midnight.
‘What-if’ analysis has shown that the largest impact to a hospital in a neighbouring
county would be to Yeovil District Hospital, if Royal Bournemouth Hospital were
designated as the sole TU for Dorset.
‘What-if’ analysis has also shown that designating Royal Bournemouth Hospital as the
sole TU in Dorset would double patient journey times on average. Further analysis of the
clinical severity of these patients is required to explore the potential impact on patient
safety.
It is important to bear in mind that geographical modelling cannot wholly predict what will
happen in a given situation, however it is extremely useful in that it gives an evidencebased simulation of what could happen.
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Integrated Community Services May 2015

[Supplementary document]
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Appendix K. Integrated community services modelling
April 2016
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Royal College review
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Appendix M. Acute vanguard – “One NHS”
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Appendix N. Locality information and potential models
The sections below starts to look at how different models could be applied across the
localities.

N.1.1

Dorset West

West Dorset has a predominantly rural community with approximately 41,000 registered
patients across a very sparsely populated region.
The locality is served by Bridport community hospital. Services available at the hospital
include:





44 inpatient beds with some direct access for GPs
Basic diagnostics including X-ray, ultrasound, Holter and echo
A minor injuries unit, elderly care rehabilitation, community rehabilitation, palliative care,
physiotherapy and outpatients department
A community geriatrician who coordinates an integrated home and community care
team, which is unique in Dorset. This service has enabled the reduction in non-elective
admissions to Dorset County Hospital

There are seven GP practices with list sizes ranging from ~2,000 to ~18,000. Challenges
exist in recruiting and retaining doctors and other health professionals, poor interaction
between primary and secondary care, increasing demand among patients and a poorly
coordinated out-of-hours service.
A potential future model of care in West Dorset, as discussed by some of the local clinicians,
includes the potential for a GP-led community hub(s) in the locality and/or coordinated
patient pathways with a system of inter-referral between GPs with specialist interests. The
local clinicians also outlined additional opportunities in:




Continuing education of health professionals to foster more collaborative working
relationships, improve adherence to clinical guidelines and care norms across the
locality and provide a local training platform enabling doctors to move back and forth
between practice and specialist interest
Developing a formal GP federation, with potential to increase negotiating power for
medical and non-medical purchases, potential to share back office function, and allow for
shared locum pool and better cross-cover arrangements

N.1.2

Mid Dorset

Mid Dorset has both urban and rural elements – comprising Dorchester and surrounds – with
a registered population of approximately 43,000.
The community is served by nine GP practices with list sizes ranging from approximately
4,000 to over 7,000. Many of the GP practices have branch surgeries reaching into more
rural areas. There is no community hospital in the locality, and most referrals go directly to
Dorset County Hospital.
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Particular challenges as outlined by some of the local clinicians are:







Access to services out-of-hours due to limited public transport in rural areas
Proximity to A&E in urban areas disproportionately increasing patient presentation
Long waiting times for diagnostic imaging
Difficulty in recruitment of both permanent and locum GP staff
Higher patient demand, resulting in less time per patient and more email and phone
consultations
Significant issues with onsite space at GP practices

The local clinicians discussed the potential to co-locate some facilities at Dorset County
Council, e.g. minor injuries unit or urgent care centre, more step up beds for frail older people
rather than A&E, rapid and urgent assessment to reduce admissions, over-investigation and
pressure on hospital beds.
The clinicians also discussed the potential for a network alliance of GPs to enable shared
contract bidding, shared back office function, better interactions with existing out-of-hours
services and better care of vulnerable patients in rural and isolated areas.

N.1.3

North Dorset

North Dorset has a dispersed rural community with approximately 89,000 registered patients.
Around a quarter of the population are 65 or over and a fifth below the age of 17. Life
expectancy for men is better than England average.
The locality is served by three community hospitals:





Sherborne (Yeatman) community hospital has inpatient beds, elderly care rehab and a
minor injury unit (MIU). The MIU provides specialist skilled nurse-led service with no
doctors present.
Shaftesbury (Westminster Memorial) hospital has inpatient beds, elderly care rehab, MIU
and direct GP admissions. It also provides minor operations.
Blandford community hospital has inpatient beds elderly care rehab and medical facility
and a MIU. It also provides day surgery, minor operations and procedures.

The region is served by 10 GP practices with list sizes ranging from approximately 4,000 to
over 16,000. Practices currently are having difficulties recruiting and retaining general
practitioners and in filling positions on GP training schemes (as in other parts of Dorset),
leading to large spend on locum doctors. The same workforce challenges also apply to allied
health and social care staff.
In order to provide high quality services and negate referrals to either acute or community
hospitals, the GPs believe the development of hub and spoke concept could be pursued.
Given the large area this locality covers, the GPs believe there is a potential to develop three
hubs covering east, central and west parts of the locality. These hubs could potentially
provide services for GP referrals, such as same day services urgent care centre/minor injury
unit, diagnostics and minor surgical procedures. The hubs could also benefit from having
acute consultant in-reach. There is also the potential to have social services staff co-located
in these hubs.
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The GPs also believe that having a more integrated working relationship between primary
care, community care and acute care via more integrated care pathways and enabled by
integrated IT services could provide higher quality chronic condition management services
and reduce unnecessary acute admissions. Furthermore, this could reduce duplications of
clinical examination, diagnostics and treatment.

N.1.4

Weymouth and Portland

Weymouth and Portland is a mainly urban locality with approximately 75,000 registered
patients. Almost a quarter of residents are aged 65 or above.
The region is served by eight GP practices with list sizes ranging from approximately 3,000 to
17,000 patients. Most surgeries have extended hours weekly until 8pm. In addition there
are three community hospitals in the locality – Weymouth Community Hospital, Westhaven
and Portland.






Weymouth Community Hospital has inpatient beds, currently only used for mental health
care for the elderly (e.g. dementia), a walk-in urgent care centre, minor injury unit (MIU)
and an out-of-hours service
Westhaven Hospital has community beds and sits adjacent to the community mental
health acute site. A medical consultant is responsible for covering patients in Westhaven
beds in hours. There is no medical cover on site at night. Sometimes there are long
waits for the out-of-hours doctor.
Portland Hospital has a minor injuries unit and community beds. Portland GP practice is
responsible for covering patients in Portland beds in-hours. There is no medical cover
on site at night. Sometimes there are long waits for the out-of-hours doctor.

The locality has a particularly high incidence of homelessness, drug and alcohol abuse which
puts strain on primary care. Similar to other localities, the difficulties in recruiting and
retaining GPs are further exacerbated by early retirement of some GPs.
The local clinicians outlined the potential to create a hub for diagnostics and care delivery
under a GP federation, with co-ownership or co-administration by local practitioners, aiming
to reduce the need for referral elsewhere. They also discussed:




Having a single IT solution for doctors and services across the locality between GPs,
community hospitals and acute trusts, to reduce service duplication
Enhancing public education to reduce expectation and demand for services, and to
reduce unnecessary presentations to medical centres by encouraging self-care
Better interaction between primary and secondary care, increasing the potential for
integrated care pathways

N.1.5

Poole Bay

Poole Bay is an urban locality with a large registered patient population of approximately
72,000. The population is served by eight GP practices with list sizes ranging from 3,500 to
over 16,000. There is one community hospital facility at Alderney devoted almost exclusively
to mental health for the elderly.
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Local GPs believe that there is a potential to create a hub-and-spoke model. However, given
the lack of any readily available healthcare facility in the locality, the GPs believe the hub
could take a virtual form in the short term. This configuration could see different GP
practices providing different diagnostic equipment. The GPs also believe that a federation
could help deliver this model and enable more services to be provided (e.g. out-of-hours
could be based on one or two GP premises). In the longer term, a physical hub would be
desirable.
Similar to some of the other localities, local GPs also discussed the potential to improve
internet access for doctors and patients to enable better data-sharing between local
practitioners and referral between primary, community and acute care institutions, enhance
public education to encourage self-care and improve interactions between primary and
secondary care with the potential to include an integrated community service that could
negate much of the need to go to the acute hospital.

N.1.6

Poole Central

Poole Central is an urban locality with a registered patient population of approximately
62,000, served by seven GP practices with list sizes ranging from over 3,000 to
approximately 31,000.
Local GP leaders believe that there is the potential to have one or two hubs, providing
services such as diagnostic and diabetic management, either in tandem with Poole General
Hospital or through an existing GP practice site and in so doing, to provide better and more
timely access to diagnostics as well as shifting more care for certain conditions – most
notably diabetes – out of acute hospital and into the community.

N.1.7

Poole North and East Dorset

Poole North is a small, urban locality with a registered patient population of approximately
52,000, served by four GP practices with relatively large list sizes ranging from 9,000 to just
under 20,000.
East Dorset is a large locality with a mixed urban and rural population of approximately
71,000 registered patients spread across a wide geographical area. The population is
served by 10 GP practices, with list sizes ranging from approximately 2,000 to over 13,000.
East Dorset has two community hospitals, Wimborne Community Hospital and St Leonard’s
Community Hospital. 16 inpatient beds with some access for GPs:




Wimborne Community Hospitals has inpatient beds with some access for GP,
diagnostics including X-ray and ultra sound machines, a minor injury unit, elderly care
rehabilitation, minor operations, physiotherapy, occupational therapy and outpatients
department
St Leonard’s Community Hospital has inpatient beds mostly dedicated to elderly care
rehabilitation and other services including physiotherapy, occupational therapy and
community care facilities
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Many challenges are common to both localities and include issues with workforce
recruitment and retention, rising patient demand and expectation for primary care services,
limited out-of-hours services, and overstretched and underfunded social services.
Local clinicians from the two localities discussed the potential future delivery model jointly
given the desire to work across the locality boundaries. The clinicians outlined the potential
for a hub and spoke model potentially using one of the existing community hospital estates to
provide GPwSI outpatients, diagnostics, phlebotomy, inpatient care, seven day a week
urgent centre and potentially a minor injury unit. The clinicians also discussed the potential
for a network model for the GP practices to enable the delivery of some services at scale
(e.g. long term condition management) and the integration of back office functions.

N.1.8

Purbeck

Purbeck is a small, rural locality with a registered population of approximately 33,000, with a
high proportion of frail older people with significant health and social care needs.
Six GP practices and two community hospitals serve the population. The GP list sizes
ranged from approximately 2,000 to over 11,000. There are two community hospitals – in
Wareham and Swanage respectively – which provide elderly care rehabilitation, some direct
GP admissions, a total of 31 inpatient beds, occupational therapy, physiotherapy and basic
diagnostics. Swanage minor injuries unit is available 08:00–20:00 and out-of-hours is
covered by South Western Ambulance Service NHS Foundation Trust. The out-of-hours
service is poorly supported due to lack of medical personnel versus availability of staff cars,
resulting in regular cancellation of services. There is an equivalent shortage of allied health
personnel to work in community services. The community hospital services are also
underutilised with varying access to diagnostics.
A potential future model in Purbeck could include initiatives such as local housing for key
carers, direct access for many cardiology investigations, voluntary sector enablement. In
addition, there is potential for a GP-led community hub (real or virtual) including services
such as:







A single point of access for all aspects of an integrated care team, including voluntary
sector
Amalgamation of some community hospital and primary care practice functions
Better management of patient discharge
GPs with specialist interests working across practices
Shared contract bidding and back office function
Centralised community mental health services

N.1.9

North Bournemouth

North Bournemouth has a suburban population of approximately 65,000. The population has
a higher proportion of people of lower socio-economic status with chronic health issues and
disabilities. Around 10,000 non-registered patients – students attending university in
Bournemouth – also reside in the locality during all but the summer months. The population
in North Bournemouth also has greater travelling distance to Royal Bournemouth Hospital
compared to patients in other localities making access difficult especially for the frail and
vulnerable patients.
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The locality is served by eight GP practices with list sizes from 3,000 to 17,000. There is no
community hospital in the locality, and most GP refer directly to services at Royal
Bournemouth Hospital.
Local GP leaders, community care workers and secondary care aspire to offer a better
service for the people of North Bournemouth, offering an increased range of outpatient
services and diagnostics locally. The GPs believe that more could develop special interests
and work collaboratively with their secondary care colleagues to improve access for local
people to specialist skills.
This may require some GPs to become more focused on caring and providing support for
patients with chronic conditions or for frail older people who are at a higher risk of
hospitalisation, with other GPs focused on caring for the urgent needs of the mostly healthy
population. In order to achieve this certain services could be delivered from a centralised
hub within the region. This is likely to require changes to the mix of skills that exist out of
acute hospital and greater alignment across primary and secondary care, helped for instance
through greater numbers of joint appointments.

N.1.10 Central Bournemouth
Central Bournemouth is an urban locality with a registered population of approximately
67,000, comprising of a large and growing elderly population, and a large number of students
and young foreign nationals, resulting in diverse and complex patient need and demand.
The locality is served by seven GP practices with list sizes ranging from approximately 4,000
to 12,000.
Local GP leaders believe that there is the potential to offer increased services locally such as
basic imaging and diagnostics, and a variety of services such as urgent care, mental health,
adolescent and select outpatient services through a hub with GP practices acting as ‘spoke’
sites. The hub could be provided from existing sites in the locality – either using one of the
existing care home estates, expanding existing GP practice sites or using some existing
estate at Royal Bournemouth Hospital.
There is also an ambition amongst GPs for creating a federation model across Bournemouth
and Christchurch, to include combined contract negotiation and shared administrative and
back office function. Integrated working across health professions, with nursing, midwifery
and social care potentially to be under one management structure.

N.1.11 East Bournemouth
East Bournemouth is an urban locality with a registered population of approximately 60,000.
The population is served by eight GP practices with list sizes ranging from 2,000 to 12,000.
There are specific challenges with regards to the deprived population with low life
expectancy in Boscombe and the large proportion of frail older people in Southbourne,
requiring tailoring of services. The large proportion of immigrants in the locality also makes
patient communications difficult.
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Local GP leaders and council workers believe that there is the potential to increase the level
of outpatients, diagnostics, phlebotomy and a seven day a week urgent care centre and
minor injury unit delivered through the creation of a shared hub. This location could also act
as a one-stop-shop for local people by bringing together acute outreach, social services,
community health services, mental health, public health professionals and the voluntary
sector all under one roof. They also feel that more services such as specialist consultations
could be offered from further locations (“sub-hubs”) such as one or more GP practices.
The providers also aspire to work in a more integrated fashion across primary care,
community care, acute care, social care and the voluntary sector (especially in the deprived
area of Boscombe) to provide joined up services for local people. For instance, health
providers could work more innovatively with other sectors such as supported housing teams
to improve prevention and remind people about all their appointments.

N.1.12 Christchurch
Christchurch is an urban locality with a registered patient population of approximately 54,000
patients. The population has a high prevalence of chronic conditions, such as CHD, diabetes
and hypertension. The population is served by seven GP practices with list sizes ranging
from approximately 5,000 to 10,000; and Christchurch Hospital.
Local GP leaders believe that more services could be offered locally such as diabetes
management, rheumatology, dementia etc. both from existing practices and through a fully
integrated hub providing urgent care and operating 08:00–20:00, seven days a week. In
addition primary care services could be offered on the Christchurch Hospital site ensuring
that people who don’t require secondary care services can quickly and effectively be treated
by primary care staff.
Federation should offer a provider vehicle for the eight GP practices to provide the additional
services and the potential to have a single lead provider could help to eliminate duplication of
services across organisations such as intermediate care teams and district nursing, reducing
waste and enabling the locality to invest in services that are not currently offered for local
people.
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Appendix O. Evaluation of acute modelling process
O.1.1

Potential non-site specific/generic options for Dorset

Applying these models across Dorset gives 21 potential generic (or non-site specific) options
shown below.

21 potential generic (non site specific) options for acute hospital
MajorHospital
Planned
and
Green
Yellow
Hospital
configuration across Dorset
emergency
hospital
(MEH)

emergency
hospital
(P&EH)

Major
Purple Hospital
planned care
hospital
(MEH)

PLUS ……
Mental health
services
Elective Services
Primary care,
community care
services, social
care services

These generic options were evaluated against the high level evaluation criteria outlined in
Section C.1. The summary of the evaluation is shown below, with an explanation beneath.
22

Options 1–4 (multiple major emergency hospital (MEH) sites)
These options were excluded as they included more than one MEH site and this would not
enable improved quality of care as specialist services would be distributed across too many
sites, not ensuring sufficient volumes of care for specialist staff to build and maintain their
expertise. It would also not be feasible from a workforce basis as these options would
require an increase in the number of specialist consultant staff compared to today. This was
agreed by the Clinical Working Groups and the discussion supported by internal review by
the Clinical Services Review programme team. The Finance Reference Group also
discounted these options on the grounds of increased cost to the system.
Options 11–20 (no MEH sites)
These options were excluded as they did not include a MEH hospital in Dorset which would
mean that patients needing to access such services would need to travel to either Exeter or
Southampton. This would result in patients requiring more specialist care to have to leave
the county and was not considered to be an optimal model of care. These options were
excluded as unacceptable by the Clinical Working Groups as access travel times for patients
within Dorset would be too great and so these options were removed, this was supported by
the Clinical Services Review programme team using the travel time analysis.
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Options 6, 7 and 9 (no planned and emergency hospital (P&EH) sites)
These options were excluded as it was considered important to have at least a P&EH in both
the east and the west of Dorset, to ensure access to A&E and acute care services in order to
prevent a significant impact on journey times for the local population. The Clinical Working
Groups deemed that the quality of access across the county would be compromised if there
was no E&PH site in the east or west of county. This was supported by the Clinical Services
Review programme team using the travel time analysis.
Option 5 (one MEH and two P&EH sites)
This option was excluded as it would require at least as many senior staff (especially
consultants) as today and current services are already struggling to provide sufficient staff to
provide high quality care across all sites. Excluded by Clinical Working Groups on the
grounds that Dorset did not have the workforce to be able to support the increase above the
current three P&EH sites and therefore one MEH and two P&EH’s could not be met from a
workforce perspective. The Finance Reference Group also discounted these options on the
grounds of increased cost to the system.
Option 21 (new build)
This option was excluded as the costs of building a new hospital on a new site in the middle
of Dorset were considered prohibitive (estimated to be in the order of £800m–1bn), the time
to deliver the new site was considered too long (given the clinical and financial challenges
facing the system in the meantime) and there would be a significant impact on journey times
to any site in the middle of Dorset for both patients and staff.
Eliminating the options, as described above, provided us with two feasible options – Options
8 and 10 – for further consideration.

O.1.2

Variations on core options

While the above options set out how the core services of any hospital type might look, there
is scope, given hospital interdependencies, to vary some services within these options,
specifically routine elective surgery, maternity and paediatrics.
Routine elective surgery
Routine elective surgery (i.e. patients not at high risk of complications due to their own health
status, and patients not requiring more complex procedures) could be performed away from
an acute hospital site. There are many examples of such facilities across England and
internationally. Therefore, routine elective surgery in Dorset could be performed:





At all of the current sites in similar proportions to now
At a single site in Dorset using either the P&EH site or the major planned hospital
(MPH) site to reduce the need for additional capital expenditure at the proposed MEH
site
Distributed across the P&EH and the MPH sites to reduce the need for additional
capital expenditure at the proposed MEH site
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This then gives four variants on the core options:
Option (i): routine elective surgery distributed across all sites
Option (ii): all routine elective surgery for Dorset at the MPH site
Option (iii): all routine elective surgery for Dorset at the P&EH site
Option (iv): all routine elective surgery for Dorset at the P&EH and MPH sites
Maternity care
Four options for the distribution of maternity care were identified by the Clinical Working
Groups:
Option (i): Provide a single site for all consultant obstetric births on the MEH site with
antenatal and postnatal care provided across Dorset (in other hospitals and community
facilities).
Option (ii): Provide a single site for all consultant obstetric births on the P&EH site with
antenatal and postnatal care provided across Dorset (in other hospitals and community
facilities).
Option (iii): Provide a single 24 hours, seven days a week consultant delivered obstetric unit
on the MEH site with a second unit on the P&EH site with 40–60 hours of consultant
presence with antenatal and postnatal care provided across Dorset (in other hospitals and
community facilities).
Option (iv): Provide a single 24 hours, seven days a week consultant delivered obstetric unit
on the P&EH site with a second unit on the MEH site with 40–60 hours of consultant
presence with antenatal and postnatal care provided across Dorset (in other hospitals and
community facilities).
The Maternity and Paediatrics Clinical Working Group believe that Option (iii) is the preferred
option because:
There are clinical interdependencies with emergency surgery, critical care and interventional
radiology which mean a high risk 24 hours, seven days a week obstetric unit should be colocated with the MEH site rather than the P&EH site
The population size in the east of Dorset is considerably larger than the population size in the
west of Dorset and so fewer women would be impacted by having the higher risk obstetric
unit in the east of the county.
At the time of writing, the Clinical Reference Group is supportive of Option (iii), with hours
confirmed as:
High risk obstetrics with 24 hours day, seven days a week consultant presence for maternity
on the MEH site with a second unit on the P&EH hospital, with 24 hours a day, seven days a
week* consultant-led cover with approximately 60 hours a week on the labour unit and 108
hours on-call at night (either resident or at home if within 30 minutes)
*Services provided 24 hours a day, seven days a week across Dorset on a networked basis.
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Paediatrics
There are four potential options for paediatric inpatient services:
Option (i): Inpatient paediatric units at both the MEH and the P&EH hospital.
Option (ii): No inpatient paediatric services in Dorset. This would see development of
services in the community with the provision of more integrated primary/community/social
care/mental healthcare services for children, potentially based around dedicated
hubs/facilities for children and supported by paediatric assessment units in the local
hospitals. Only those children who are seriously ill would need to be admitted to hospital and
they would be transferred to specialist centres at Exeter and Southampton.
Option (iii): Inpatient paediatric unit at the MEH hospital with a paediatric assessment unit at
the P&EH hospital
Option (iv): Inpatient paediatric unit at the P&EH hospital with a paediatric assessment unit at
the MEH hospital
The Clinical Reference Group considered that Option (iii) was the only viable option, as was
in line with national guideline Facing the Future7, with the following hours:
24 hours a day, seven days a week inpatient paediatrics unit at the MEH hospital, with a
paediatric assessment unit 16 hours, seven days a week* at the P&EH hospital
*Services provided 24 hours a day, seven days a week across Dorset on a networked basis.

Developing site specific options
Within Options 8 and 10 are 12 site specific options.

7

Facing the Future: Standards for Acute General Paediatric Services, Royal College of Paediatrics
and Child Health, 2015
Page 113 of 116

Clinical Services Review – Pre-Consultation Business Case Appendices

12 site specific options

Option 8
DCH
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Option 10
RBCH

Poole

DCH

8a

10a

8b

10b

8c

10c

8d

10e

8e

10d

8f

10f

Options 8b, 8e, 10b and 10e

RBCH

Poole

27

These options were excluded as they did not provide access to at least a P&EH service in
the West of the County. This would result in significantly increased travel times for people to
access core A&E and acute services.
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Appendix P. Acute Scenario Options Evaluation
[Supplementary document]
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Appendix Q. Integrated Community Services: Options for
Change
[Supplementary document]
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