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1.1

Executive summary

The challenges facing the NHS in Dorset are very
real and they’re here now.
With one of the country’s most elderly populations
(and expected to grow by nearly a third by 2021), a
large and diverse geographical area, and clinically
and financially unsustainable (and inequitable) care
models, the health system in Dorset has some
specific challenges.

One NHS in Dorset will bridge the gaps in health and
wellbeing, care and quality (including reduced
mortality) , and funding and efficiency set out in the
NHS Five Year Forward View.

It will do this by empowering clinicians and patients to
directly influence service design and provision, linking
clinical teams across the county together, building in
innovation, resilience, efficiencies and best practice
Attempts have been made in recent years to put
as they do so. Organisational boundaries will no
things right. Greater integration between two of the
longer be a barrier to change - patients and not
three acute NHS trusts was prohibited by competition politics will come first.
authorities. Discrete programmes of work looking to
unify specific services, for example pathology, are in
We will work in partnership with the CCG to ensure
progress but lack the scale and ambition needed to
that benefits can be derived from increased flexibility
deliver widespread service improvement and answer around payments and contracts, putting in place
the sustainability challenge.
rewards which recognise quality and clinical
outcomes.
NHS Dorset Clinical Commissioning Group – one of
the largest in the country – grasped the nettle in late
The One NHS in Dorset’s steering board will have
2014, launching an all-encompassing and clinician-led overall responsibility for oversight of this programme
review of health services in the county. Its aim is to
of work and in ensuring it delivers the benefits
ensure health services are clinically and financially
outlined in this value proposition. A joint venture, to be
sustainable, with variations in care and access
determined by the steering board, will enable these
addressed across primary community, mental health benefits to be implemented.
and acute care sectors.
Our value proposition encompasses the
Such a major undertaking brings its own significant
establishment of enabling workstreams and
challenges, and agreement - following a public
supporting functions, including a programme
consultation - and implementation of any changes is management team, as well as direct investment to the
some way off. Putting them in place alone will take
eight services within One NHS in Dorset’s vision to
some three to four years once agreed.
realise our aims.
The challenges facing the NHS in Dorset can only It is clear that significant investment from each of the
begin to be addressed now by One NHS in Dorset. three participating organisations will also be required,
particularly around implementation of service change.
One NHS in Dorset was established to realise as
soon as possible the clear benefits that better
Vanguard: deliv ering integration at pace
integration between services and organisations,
identified in the CCG’s review, will bring. Initially,
System-w ide gov ernance and enabling costs
those service lines will be:
• Clinical services: Maternity, Paediatrics,
Specific serv ice-line workstream enabling costs
Cardiology, Stroke, Ophthalmology, Non-surgical
cancer.
Transitional costs for implementation, cov ered by
the three Foundation Trusts
• Clinical support: Imaging.
• Business services: Dorset-wide IT and other
Benefits for Dorset patients and the w ider NHS
transaction-related services.
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1.2.1

Context and history:
The Dorset challenge

It is important to recognise the history and challenges facing the Dorset health system in order to
understand w hy the three Dorset acute hospital Foundation Trusts need to find innovative w ays of w orking
together

Dorset has the third largest Clinical Commissioning Group (CCG) in the country (population: 766,000) w ith a
diverse geography (urban and rural), and a demography marked by a significant and grow ing elderly
population. The county features the greatest concentration of over 75-year-olds in England, w hich is
expected to increase by nearly a third by 2021. There is also a grow ing younger population. Both of these
groups require different solutions to address their w ide-ranging health needs. It is clear therefore that
Dorset’s health services are redesigned at pace to respond to the current and future health needs of the
Dorset population.
There are three district general hospital providers in Dorset that serve this population (as w ell as parts of
West Hampshire):
•

Dorset County Hospital NHS Foundation Trust

•

Poole Hospital NHS Foundation Trust

•

The Royal Bournem outh and Christchurch Hospitals NHS Foundation Trust

The planned merger of Poole and Royal Bournemouth Foundation Trusts w as prohibited by competition
regulators in October 2013. As a consequence, a 10-year non-collaboration legal agreement betw een the
tw o parties w as imposed.
The three Foundation Trusts also w ork alongside eight other key stakeholders to make up the Dorset Health
and Social Care system:
•

Dorset HealthCare University NHS Foundation Trust (primary and community care and mental health)

•

Dorset CCG (main commissioner)

•

NHS England (Wessex hub specialised services commissioner)

•

Emerging Federations of General Practitioners (GPs) as providers

•

South West Ambulance NHS Foundation Trust

•

Three local authorities (Borough of Poole, Bournemouth Borough Council and Dorset County Council).

Dorset’s Clinical Services Review (CSR)
To address the urgent need to redesign and reorganise the Dorset Health and Social Care System, the CCG
launched a Clinical Services Review (CSR) in October 2014. It is a clinically-led public review of health
services in the county, w hich begins w ith addressing the health needs of the population in a sustainable
w ay.
The vision is to create sustainable models of care, w ithin and outside acute hospitals, to meet the needs of
our communities; accessible to everyone, 24 hours a day, 7 days a w eek.
The anticipated outcome of the CSR w ill be new models of healthcare to respond to patient need and the
challenges of the Keogh Review and the Five Year Forw ard View . The Vanguard strategy must, therefore,
align w ith this.
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1.2.2

Context and history:
Health system challenges

The CSR set out to address the follow ing challenges. One NHS in Dorset w ill deliver (at pace) many of the
acute hospital ambitions around more integrated care, as articulated in the CSR.
1.

Clinical variability (treatment, performance and outcome) – there is variation across the three acute
hospitals, for example stroke patients receiving a formal sw allow assessment w ith 72 hours varies
from 59% to 86% depending upon the hospital, w hile total time in A&E departments for admitted
patients varies from 193 to 272 minutes, there are also variations in mortality betw een providers.

2.

Clinical w orkforce – in common w ith the w ider NHS, Dorset faces w orkforce challenges. In particular
there is a need to review how w e our w orkforce is best used to meet the dual challenges of seven day
w orking and the Keogh review .

3.

Finance – The CSR has identified a £223m w orst case/carry on as w e are scenario by 2020/21 for the
Dorset health economy (as show n in the chart below , Source: Dorset CSR, 26th November 2015).
£147m of this relates to Acute Provider spend; £76m relates to Other Providers. Within the £147m
deficit that the programme seeks to reduce, £29-30m of this can be mitigated through the emerging
planned hospital reconfiguration efforts detailed in the CSR. £46m is the number that the CCG has put
against provider efficiencies and productivity gains by 2020/21, based on current financial w orking of
the three trusts w orking in isolation. How ever, this leaves £73m outstanding as unidentified CIP and
the vanguard programme w ill make a contribution to closing this gap. Note: this £73m gap is based on
2015/16 allocations that exclude the recently announced additional NHS funding for 2016/17 and
beyond. Assuming some of these funds result in an increase to next year’s Dorset CCG allocation, the
unidentified gap should reduce to ~£50m.

Acute Provider deficit: Savings
attributed to Reconfiguration
(in line with the CSR), £29M
Acute Provider deficit:
Identified efficiency savings
that three trusts could make in
isolation, £46M

`
CCG
identified
deficit for
Other
Providers,
£76M

Acute Provider
Deficit, £147M
Acute Provider deficit: As
yet an unidentified deficit the value of One NHS in
Dorset , £73M

Total Dorset health economy
def icit by 2020/21: £223M

It should also be noted that the emerging planned hospital reconfigurations present a fourth challenge.
They w ill require very significant Dorset-w ide clinical and managerial leadership to implement over a 3-4
year period, therefore a vehicle w ill need to be created that spans the existing three Dorset acute
Hospitals to im plem ent the outcome of the Dorset CSR and get the system benefits.

The challenges facing the health system in Dorset are not unique to the county. What is different is the age
of the population and the recent hospital merger history in East Dorset. The county benefits from having a
large CCG, but the current outputs of the CSR only identify part of the financial challenge leaving £50m £73m unidentified. The CSR, w hich aims to ensure clinical and w orkforce sustainability, creates a significant
transitional challenge: how to implement a system-w ide hospital reconfiguration plan across three
independent Foundation Trusts over the next 3-4 years. The answ er to this system-wide reconfiguration
and sustainability challenge has led to the creation of the One NHS in Dorset vanguard.
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1.3.1

One NHS in Dorset ambition:
Scope

We have an agreed vision to create a new joint venture, One NHS in Dorset (exact form to be agreed), to
improve the delivery of health services to the people of Dorset. The achievement of this vision w ill need to
address historic organisational cultures and behaviours, remove barriers to decision making and ensure
high quality innovative services are delivered w ithin the limited resources available.
One NHS in Dorset is all about delivering the blueprint of the CSR, focusing on some of the changes that
need to happen in joining up acute services across the health system.

The programme w ill:
•
•
•
•
•
•
•

•

co-design high quality services w ith patients that can be delivered seamlessly and consistently across
Dorset;
create an innovative new county-w ide service delivery joint venture, whilst ensuring the sustainability
of services that remain outside of this;
realise efficiencies in the delivery of our services to ensure the long term viability of a high quality and
innovative health and care service in Dorset;
develop a coherent approach to integrating services and shifting of traditionally hospital-based
services into the community;
address and overcome historical organisational cultures, behaviours and barriers to county-w ide
decision making;
enable us to move forw ard at pace w ith delivering county-w ide service provision, building on the Dorset
CSR blueprint;
recognise and m eet the am bition of the national vanguard program me to achieve a step change in
new care model provision; and
put in place and share a replicable service delivery m odel that can be implemented elsew here.

This means that:
•
•
•

•

the three acute trusts in Dorset will work in partnership to deliver this ambition;
services will be designed and managed at a county-level using sustainable organisational models that
remove barriers, empower clinicians and involve patients;
services will be commissioned using contractual and payment mechanisms that reward county-wide
delivery arrangements; and
services will be delivered using a robust organisational form that drives collaboration, and draws on the
suggested models in the Dalton Review.

One NHS in Dorset w ill deliver joined-up services that cross organisational boundaries to improve
population health, service quality, and the sustainability of the Dorset health system.
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1.3.2

One NHS in Dorset Ambition:
Timetable and Milestones

We have identified an ambitious timetable to help us achieve these aims and patient outcomes at pace.

2015/16:

2016/17:

3-5 year vision:

•

•

•

•

•

•

•

•

Establish robust governance
arrangements for the delivery
of the programme
Agree the governance
arrangements for the joint
venture
Work w ith the competition
and regulatory authorities to
overcome barriers to
establishing this programme
Develop an initial view of
contracting and funding flow s
that w ill incentivise countyw ide service provision
Work w ith clinical groups
around new service models
Begin engaging w ith patients
and the public

Setup Activity
•
Programme management
structure agreed
•
Joint Gov ernance Board
and delegated decision
arrangements established

•

•

•

Create w orkforce and OD
models to ensure clinical
sustainability of both the
services in the scope of One
NHS in Dorset, and those
outside, addressing staffing
and skills shortages
Deliver in-scope services in
an integrated and seamless
w ay to patients across Dorset
via a multi-service joint
venture
Welcome additional partners
from across the Dorset health
system to continue to improve
the joined-up delivery of care
Identify and create an
increasing number of Dorsetw ide joined up services,
achieving improved patient
outcomes and system-w ide
efficiencies at scale

December 2015
•
Regulatory and competition
position established
•
Serv ice line input captured
•
Organisational form and
gov ernance report created

November 2015
•
Clinical alignment, boards,
and senior leadership
established

•

•

Improved patient outcomes
for services in-scope, as w ell
as a significant and
measurable contribution to
system-w ide financial and
clinical sustainability
New Joint Venture embedded
and delivery locations
configured in line w ith the
Dorset CSR to achieve the
best outcomes for patients
One or more Accountable
Care Organisations w ill
manage and deliver
integrated health and social
care to patients across
Dorset, pending
commissioner intentions

March 2016
•
Formal programme review
•
Organisation f orm agreed
•
Common IT strategy developed

January 2016
•
Financial and workforce models
dev eloped
•
Residual and stranded cost models
dev eloped

July 2016
•
Workf orce strategy and
implementation plan complete
•
Serv ice level business cases
rev iewed
•
Framework JV created
•
Serv ice transfer decision
•
CSR Consultation

June 2016
•
Sy stem wide enablers in
place
•
Serv ice models and
transf ormation plan agreed
•
Contracting form and financial
f lows agreed with CCG

Oct 2016
•
Start serv ice
transition into
Joint Venture
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2.1.1

Programme Governance:
Overview

Key to the success of the programme w ill be a robust governance structure, to (a) ensure the various
w orkstreams achieve their stated objectives, and to (b) support engagement w ith a complex netw ork of
internal and external stakeholders. The governance approach is detailed below .

Joint Steering Board

This w ork w ill be led by a Joint Steering Board comprising the chairm an and CEOs from the three
organisations, plus a further three executives from each organisation to ensure all board skills are
represented. The board w ill include a patient representative draw n from the patient engagement group.
The terms of reference and decision-making pow ers of this group are being developed in concert w ith local
Boards. We are presently considering w hether or not to appoint an independent chair and it may be that
representatives from the CCG and/or Monitor are invited to attend Board meetings.
This Steering Board w ill lead the One NHS in Dorset programme, holding the clinical and enabling
w orkstreams to account for key activities. The board w ill shape and drive the approach to establishing the
joint venture, hold to account the project management activities and steer w ork w ith competition and legal
advisors as w e negotiate the competition landscape w ith the New Care Team , Monitor and the
Com petition and Markets Authority.
The Stakeholder Group
The Steering Board w ill w ork closely w ith a Stakeholder Group. We w ill use the Better Together Forum
w hich draw s together Directors of Social Services, Local Authority CEOs, the CEO of Dorset University NHS
Foundation Trust and the Lead Officer of the CCG. This is designed to ensure local partners remain key
contributors to this w ork – critical as w e move tow ards developing potential Accountable Care
Organisations.

Local enabler w orkstream s
The vanguard w ork w ill be supported by a number of local enabler w orkstreams focusing on finance and
contracting, IT, organisational developm ent (OD), w orkforce redesign, patient engagement, analytics
and com m unications and engagem ent. Each enabler group w ill have a lead director draw n from one of
the three partner organisations; clear terms of reference and agreed outcomes; and an associated milestone
plan for w hich they w ill be held to account by the Joint Steering Board. These groups w ill be established by
early January 2016. Whilst all these enablers are important, the OD w orkstream w ill be key in creating the
landscape, behaviours and trust for our One NHS in Dorset programme to flourish.

Oversight Group
The Oversight Group, comprising m edical directors and chief operating officers, w ill guide and oversee
the w ork of the seven clinical w orkstreams (including imaging) and one non-clinical w orkstreams (IT). The
clinical groups w ill each be led by a lead clinician determined jointly by the w orking group and oversight
group. They w ill w ork to agreed terms of reference and focus on developing new models of care and
pathw ays w hich underpin the w ider transformation of services signalled in the Dorset CSR. The non-clinical
groups w ill similarly have an identified lead and clear terms of reference and outcomes .

Program m e Management Office (PMO)
The w ork w ill be supported by a Programme Management Office, a Program m e Director w ill be appointed
via national advert. It is anticipated that the project team w ill comprise fixed term appointees and individuals
draw n on secondment from the participating organisations. In the short term, Paul Miller, Director of
Strategy from Poole Hospital w ill act as Programme Coordinator and lead the PMO. The Senior
Responsible Officer is Debbie Flem ing, CEO of Poole Hospital.
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Programme Governance:
Governance Structure

2.1.2

Our proposed governance structure, as detailed on the previous page, is show n below .

Royal Bournemouth
and Christchurch
Hospitals FT

Poole Hospital FT

Dorset County
Hospital FT

Joint Steering Board

Stakeholder
Groups

PMO

Oversight Group
3 MDs, 3 COOs

Clinical Work Streams
Cardiology

Stroke

Paediatrics

Imaging

Non-surgical
cancer

Maternity

Ophthalmology

Non Clinical Work Streams
IT

External Advice
Competition

Finance and
contractual

Enablers

Communications

Legal

IT

New
Care
Models

Organisational
development
Patient
engagement

Workforce

Analytics
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3.1

Selected initial services

Services w ill be designed and managed at a county-level using sustainable organisational models that
remove barriers, empow er clinicians and involve patients. They w ill be commissioned using contractual and
payment mechanisms that rew ard county-w ide delivery arrangements and w ill be delivered using a robust
delivery vehicle that drives collaboration, and draw s on the suggested models in the Dalton Review . Eight
priority services have been chosen for initial assessment, detailed below .

Clinical services
• Maternity
• Paediatrics
• Cardiac
• Stroke
• Ophthalmology
• Non-surgical cancer services (including
radiotherapy and chemotherapy)

Clinical support
• Imaging (note: pathology is the focus of
a separate integration programme)

Business Services

All services initially involved in the One NHS in Dorset
programme have identified their key challenges, the
changes that w ant to make to the service, as w ell as the
impact of these changes to patients, the system, finance
and the creation of a more sustainable w orkforce. The
abridged output from each of the eight initial services
from these initial scoping sessions can be found in the
appendix.
Across all initial service lines, similar themes have
emerged, many of w hich encompass the enablers that
the New Care Models team has identified. These include
compatible IT systems, using available w orkforce to
maximum impact, clear governance, and better access to
data to support a proactive and joined-up approach to
patient care.

• Dorset wide-IT and other transaction
related services
Strategic and operational challenges

and patient records for sharing. This w ill avoid
duplication of both testing and patient history on
Across the county there is a clear message that the
service for patients is not consistently equitable or best admission. It could also assist w ith basic health
practice. Some of these constraints are structural, some prevention activities like drug administering for patients
w ith chronic health concerns or routine vaccinations, as
geographical, but many are due to current w ays of
w orking and the increasing demands to move tow ards and w hen appropriate.
Seven Day Services and to reach national standards.
Many services feel that a more coordinated or DorsetThere is variable access to diagnostic services and
w ide training scheme for staff in specialist services, or
clinical trials. In all service lines there are challenges
building up a greater pool of generic staff to support
around staff shortages, or that staff are not utilised in
these specialist services, would help to improve a more
their most efficient capacity. There are some IT
consistent approach to care and best practice. It could
infrastructure challenges between the three trusts that
also be seen as an attractive benefit for staffing in the
slow down existing systems and applications.
county for networking and shared learning.

Sharing resources, for example through a more
coordinated staffing rota or coordinating admissions
w here appropriate, would be a more efficient way of the
Across all the service lines it is clear that better access three trusts w orking together. This w ould also depend
to patient records and in particular clinical image sharing
on the IT systems shared between the trusts or how IT,
across the three trusts (and ultimately across the health telemedicine and resources can be coordinated.
and social care system for the county) would assist in
Establishing accountability across all three trusts for
delivering more efficient and effective patient care and
best practice across the identified services will help to
could positively impact on patient outcomes. To enable
deliver better outcomes for patients receiving the best
this w e need to improve the infrastructure between the possible care experience.
three trusts, including a ‘digital motorw ay.’ We also need
specialist consultation to design the best possible digital
solutions to improve access to patient imaging results
Changes and impact
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3.2

Shared funding for One NHS in Dorset activities

We recognise that there needs to be a clear link betw een the programme’s planned activities and the
funding requested. Below is a depiction of the process as to how w e w ill get from a programme of activities
to the intended benefits. The achieve of these benefits w ill require investment. For some costs w e w ill
request central enabling funding to be made available, how ever a significant amount of local investment w ill
also be required to support the implementation itself, including the associated service transitional costs. For
further detail, please refer to section 5.1 of this Value Proposition.

Vanguard = Delivering CSR at
pace

System-wide (indirect)
enabling costs

Service-line (direct)
workstream costs

Transitional costs for
implementation, covered by
the three Foundation Trusts

Benefits for Dorset patients
and the wider NHS

The CSR is the change we are looking to implement.
One NHS in Dorset is the deliv ery mechanism to
facilitate that change at pace.

Further outlined in section 5.1, there are governance and
enabling activ ities that will require cash upfront. Please
refer to the logic models in Appendix 1 for further detail.

We are currently working with the 8 identified services
within One NHS in Dorset. Between now and January,
we are looking to scope their activ ities in order to firm
up the indicative costs provided in section 5.1 of this
Value Proposition.

As One NHS in Dorset progresses and takes shape,
there are inevitably going to be transitional and
stranded costs. The three Foundation Trusts and
Dorset CCG will fund these significant costs as local
contribution to the activities of the Vanguard programme.
This will allow progress at pace.
The benefits from the above activities are detailed
throughout this Value Proposition at length. Primarily, the
long-term goal of the vanguard will be improved patient
outcomes and financial sustainability for the local health
system.
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3.3

Delivery mechanism for One NHS in Dorset

We believe the best w ay to successfully deliver ‘One NHS in Dorset’ is a multi-service joint venture. This
section explores the future evolution of the programme, including its size and possible legal form.

The creation of One NHS in Dorset is deliberately evolutionary and eight priority services have been chosen
for initial assessment.
We have applied the old adage that ‘form follow s function.’ There are three key questions that the Steering
Board w ill need to answ er:
1.

2.
3.

Given the legal non-collaboration agreement between Poole and RBCH NHS FTs, are there any legal
constraints to future joint ventures between these two organisations?
Based on the answer to this question, what legal form of joint venture should One NHS in Dorset take?
After assessing the initial eight priority services, should other services be assessed, and how many (i.e.
how big should One NHS in Dorset become, and over what timescale?)

The three acute NHS Foundation Trusts in Dorset are aw are that the vanguard has to operate w ithin
the existing legal constraints. How ever at the sam e tim e there is a real need to create innovative
legal form s that ensure the Dorset health system works in a sustainable w ay. Therefore to help
understand this further, One NHS in Dorset has created a legal, competition and new care models support
w orkstream and their advice is a key priority and one w hich w ill have a significant influence on the future of
the programme..

We have reflected on the w ork carried out as part of the Dalton Review . Examples of joint ventures to be
review ed could include:
•

Non-legally binding agreem ent

•

Contractual joint venture
o Prim e contracting
o Alliance contracting
o Section 75 agreem ent

•

Corporate joint venture
o Com pany lim ited by shares
o Lim ited liability partnership
At this early stage of the programme it is not possible to predict the
answ ers to these questions – the Steering Board w ill need to form a
view by March 2016

One NHS in Dorset is committed to creating some form of joint venture, although the form w ill be dependent
upon the type and number of services to be managed. To help determine this form, eight initial services w ill
be assessed and, in parallel, various legal forms of joint venture w ill be assessed. Finally taking both
together, a decision w ill be taken by the Steering Board on the future of the Vanguard by March 2016.
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3.4

Future contractual and commissioning models

The three Dorset acute hospital trusts are currently paid directly by the CCG through annual national
contracts based on Payments by Results (PBR) tariff. How ever there are opportunities to use some of the
emerging local contractual and payment flexibilities to deliver better value for money and incentive local
innovation, as w ell as drive up consistent standards.
Within the cash constrained environment in Dorset there is an opportunity to blend existing funding streams
into one flexible pot, and better serve the needs of the communities w e serve by removing existing
unintended barriers and perverse incentives. Examples may include moving aw ay from single year
contracting, thereby increasing the certainty associated w ith the CSR implementation and early stages of
delivery, capitation based payments to ensure financial incentives are in the right place w ith the provider
best able to add best possible value or - by pooling funds w ithin One NHS in Dorset - change can still
proceed even if that means one of the three NHS Foundations Trusts is disadvantaged by a particular
service line change.
One NHS in Dorset expects to contract directly w ith the Dorset CCG and other commissioners and an
example of how such a contractual payments model could look in the future is depicted below .
Possible future contractual m odel for
m aternity and paediatrics
Roy al College Review of
Maternity

Wessex Maternity
Strategy

Commissioner
Defined
outcomes & £
envelope

Prov ider response to deliver the
solution recognising a possible
need to f lex outcomes and/or
money . Commissioner
accepts/amends/rejects Provider
proposal

Other relev ant factors

Acute Vanguard

Quality

Estates

Prov ider Teams
Vanguard Models deliver
outcomes within £

Workforce

Solution
Dorset Maternity service

Contracts and payment arrangements need to be constructed to support better outcomes and value for
money. They should also be constructed to encourage innovation both w ithin and betw een organisations
and remove perverse incentives that stop us ‘doing the right thing’.
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4.1

Expected programme outcomes for Dorset patients

The creation of One NHS in Dorset is not an end in itself. It is a means to an end. Dorset clinicians w ill w ork
horizontally across organisations, delivering care in a variety of settings, w ithin a model that involves
patients and their families in service design, thereby better meeting the needs of patients, rather than the
needs of individual organisations. Ultimately, w e are creating Dorset-w ide teams and services in agreed
specialties.

This w ill result in:
•
•
•
•
•
•
•
•
•
•
•

A reduction in unw arranted variation of care
Standardised im plem entation of best practice
The rapid spread of innovation
Encouragem ent to research
Quality im provem ents being m ainstreamed (supported by larger scale clinical audit)
Im proved professional standards
Better use of our w orkforce and im proved recruitment and retention of staff
More support for seven day w orking
Ongoing achievem ent of current and future national standards
Better value for m oney
Im proved outcom es, including reducing avoidable m ortality

There w ill be a more equitable delivery of services across the w hole of Dorset, w ith the clinical netw ork(s)
organised to ensure that all patients are able to access a consistent, high standard of care, regardless of
w here they live.

It is envisaged that there w ill be movement to a single shared rota for many clinical service across Dorset
w hich w ill ensure the best use of limited human resources, w hilst at the same time, the creation of job plans
that allow for the recruitment and retention of high calibre clinicians, thus ensuring the development of
sustainable high quality clinical models.

Our vision is to create an organisational model that removes barriers, empow ers clinicians and involves
patients and the public to improve services for the benefit of the population of Dorset. The outcomes include
an improved clinical experience and better use of resources (money, staff and estate).
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4.2

Expected benefits for the wider NHS

From the outset, One NHS in Dorset w ill establish its programme of w ork to capture and share areas of
learning to ensure w ide-scale benefit can be derived.

Areas of possible shared learning and replicability may include:
•

Models and approaches to organisational developm ent across a health care system

•

Detailed governance and pros and cons of various joint ventures m odels

•

Innovative contracting and paym ent m odels to support health system w ide outcom e based
w orking

•

Innovative w orkforce solutions to support the better use of care skills and capacity

•

New service m odels will be developed, initially w ithin the eight services being assessed

•

Digital technology (including Inform ation Technology infrastructure), it is a challenge to ensure
an effective Inform ation Technology strategy w ithin one acute hospital it is a greater challenge to
create a single Inform ation Technology environment across three.

•

Learning from inform ation governance issues to support three Foundation Trusts w orking
effectively

One NHS in Dorset w ill utilise the online collaboration tools, as w ell as other appropriate channels,
established by the national New Care Models team to share learning, best practice and innovation.
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5.1.1

Inputs and resources required

Below is a list of know n, costed inputs. We acknow ledge that there is additional support available w hich w e
can draw upon, detailed across 8 areas w ithin the Forw ard View into Action New Care Models update. For
detailed outcomes and benefits that stem from these inputs, please refer to the logic models in Appendix 1.
For further detail and calculations, please see the separate Calculations w orkbook.

Governance & system-enabling
activities
15/16
GOVERNANCE
Interim PMO
Permanent PMO
Finance
Communications
Patient engagement & co-production
Sub total
WORKFORCE & OD
Workforce Planning Support
System leader capability (culture
change and working relationships)
Training/Education
Clinical backfill
Sub total
IT
Infrastructure
Supplier Professional Fees
Project Team
Sub total
EXTERNAL SUPPORT
Research/Analytics
Competition and Mergers Authority
Joint Venture (legal advice)
Sub total
Governance & system-enabling
activities Total

16/17

17/18

249,702
80,965
25,000
25,000
80,000
460,667

49,940
577,780
200,000
80,000
80,000
987,720

150,000
200,000
85,000
435,000

52,000

298,333

298,333

71,750
400,000
523,750

466,500
100,000
800,000
1,664,833

466,500
100,000
864,833

500,000
100,000
600,000

500,000
775,000
432,687
1,707,687

450,000
775,000
432,687
1,657,687

-

250,000

-

250,000
150,000
400,000

250,000
350,000
850,000

-

1,984,417

5,210,240

2,957,520
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5.1.2

Inputs and resources required

Specific service-line workstream-enabling costs
15/16
CLINICAL
Maternity
Paediatrics
Stroke
Cardiology
Ophthalmology
Non-surgical cancer services
CLINICAL SUPPORT
Imaging
BUSINESS SERVICES
IT (see above)
Service-line workstream-enabling
Total

16/17

17/18

-

500,000
500,000
500,000
500,000
500,000
500,000

TBC
TBC
TBC
TBC
TBC
TBC

-

500,000

TBC

-

-

TBC

-

3,500,000

-

Transitional costs - locally funded
15/16
Existing revenue service and
infrastructure integration costs
CSR capital costs
CSR revenue set up costs

16/17

17/18

TBC
TBC
TBC

TBC
TBC
TBC

TBC
TBC
TBC

CSR revenue double-running costs
Stranded costs of CSR
implementation

TBC

TBC

TBC

TBC

TBC

TBC

Transitional Costs Total

TBC

TBC

TBC

Totals
15/16
Total funding requested
Total investment by Dorset
Total programme investment

1,984,417
TBC
1,984,417

16/17
8,710,240
TBC
8,710,240

17/18
2,957,520
TBC
2,957,520

Please note: the 15/16 expenditure (£1.984M) includes the £300K currently provided.
Therefore, the net additional 15/16 request is £1.684M. For further detail and calculations,
please see the separate Calculations w orkbook provided.
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6.1.1
2015-2016

Project plan & key milestones:
First 100 Days*
October 2015

November 2015

December 2015

Design Prog.
Gov ernance &
Comms strategy.

Programme
Structure and
Governance

Prog. Gov ernance
VP to
NHSE

Programme Mgmt
Agreed

FT Boards approv al
Dorset Acute Care
Alliance Board
Formed

Commis
sion
External
Support

Regulation,
Competition, Decision
Making Criteria

Setup
serv ice line
groups and
key
questions

Ready for
decision

Design interfaces with
local Vanguards/
prov iders

Identify system-wide enablers (e.g. IT
connectivity)

Service M odel
and Transition

January 2016

Dorset Vanguard
Ev ent

Dev elop initial view of contract and
commissioning models

8+1 initial dev elopment of
serv ice responses to key
questions (e.g. quality,
af f ordability, demand,
workf orce, ambition)

Early View of
Programme
Requirements

Outline
Residual
position

Outline
workf orce
position

Outline £
position
External
Challenge
Responses
to key Qs

Org Form options (inc. form, FT license,
gov ernance, risk/benefit share, T.O.M.,
OD

Organisational
Form

VP to
NHSE

Continue to
dev elop
serv ice models

Org Form
Report

JV Scoping
Complete

Key
Activity

Milestones set out in Vanguard
bid

Additional Milestones / Key
Deliverables

*One NHS in Dorset has developed

the 100 days plan to outline at a high level the programme activities
that need to take place in the initial phase of the programme. We recognise that we are already underway
with the planning phase for this ACC Vanguard programme and that activities listed above are a work in
progress. We are managing the milestone deliveries closely through the programme team and governance
structures that have been put in place as we scope out more detailed programme milestones within the
service lines that are included in this Vanguard. A more detailed outline of these plans will be included in
the Value Proposition that we submit in January.
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Project plan & key milestones:
Year 1

6.1.2
2016

Feb

Mar

Apr

May

Jun

Jul

Aug

Sep

Oct

Prog Gov ernance
FT Boards
Approval

FT Boards
Approval

Formal
Programme
Review

Service
Transfer
Decision

Programme
Structure and
Governance

Design and Implement system-wide enablers (e.g.
IT)

Enablers
in place

Start Service
Transfer to JV

Agree f inal contract and
commissioning models with
commissioners

Service M odel
and Transition

Complete detailed service
modelling
Patient /
f inance/OD Input

Organisational
Form

Implemen’n
Plan
Complete

Create
implementation
plan

External
Challenge

Design and create Multi
Disciplinary Joint Venture

Detailed
Transition
planning /
readiness

Identif ication of services 9+

Business
Cases

Framework
JV Created

JV Gov ernance

Org Form
Decision

Key
Activity

Milestones set out in Vanguard
bid

Additional Milestones / Key
Deliverables
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7.1.1

The value of One NHS in Dorset:
Meeting the national challenge

It is vitally important that One NHS in Dorset is sighted on delivering value to both Dorset and the w ider NHS
- this section outlines how .

It is important to remind ourselves that the national New Care Models
vanguard programme is not an end in itself, but a programme about
helping the NHS meet the three key challenges outlined in the ‘Five Year
Forw ard View ’ (October 2014).

These are:
•
•
•

The health and w ellbeing gap
The care and quality gap
The funding and efficiency gap

Outlined below are some of our initial thoughts on how w e can add value
to addressing these gaps in Dorset.

Health and w ellbeing
Whilst One NHS in Dorset is a
collaboration of acute hospitals,
the importance of health and
w ellbeing in its w ider context
w ill be strategically championed
by the Steering Board and w ill
also be operational designed
into the w ork of the initial 8
w ork streams. For example, a
Dorset-w ide maternity service
w ill continue to promote and
support the vital importance of
breast feeding, as w ell as look
for new and innovative w ays of
supporting the prevention and
health promotion agendas. This
w ork w ill be in partnership w ith
the three Local Authorities in
Dorset w ho w ill be members of
our vanguard Stakeholder
Board.

Care and quality
This is central to the rationale
of our w ork. The existence of
clinical variability in Dorset w as
highlighted in our current
system challenges section
(1.2.2) and the reduction of
unw arranted variations in care,
implementation of best practice,
spread of innovation, raising
professional standards and
improvement of outcomes are
all contained w ithin the
expected programme outcomes
(section 4.1). As part of the
methodology of the programme
w e w ill w ork w ith the New Care
Models team to provide agreed
metrics to measure these
improvements in a w ay that
enables national benchmarking.

Funding and efficiency
In section 1.2.2, w e identified
an outstanding Dorset health
system financial gap of £223m
by 2020/21, £147m of w hich
can be attributed to acute
providers. One NHS in Dorset
is completely committed to
using the programme to reduce
the current financial gap of
betw een £50m - £73m; the
figure that is currently
unidentified w ithin the Dorset
health system financial gap.
Please refer to section 7.1.2 for
further detail regarding the
Return On Investment of One
NHS in Dorset.
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7.1.2

The value of One NHS in Dorset:
Return On Investment

In section 1.2.2 page 3 w e have identified that the Dorset health system faces a £223m finance challenge
betw een now and 2020/21. To date, the CCG and providers have identified plans for £150m but that still
leaves £50m - £73m unidentified. The Dorset acute providers are committed to reducing this gap by
betw een £20m to £30m, through collaborative w orking i.e. the One NHS in Dorset programme.

Acute Provider deficit: Savings
attributed to Reconfiguration
(in line with the CSR), £29M

CCG
identified
deficit for
Other
Providers,
£76M

Acute Provider deficit:
Identified efficiency savings
that three trusts could make in
isolation, £46M
Acute Provider
Deficit, £147M
Acute Provider deficit: As
yet an unidentified deficit the value of One NHS in
Dorset , £73M

Total Dorset health economy
def icit by 2020/21: £223M

The value of the inputs and resources identified in section 5.1.1, page 14 total £1.984m for 2015/16 and
£8.710m for 2016/17and £2.958m for 2017/18. This is a gross total enabling investment of £13.652m ,
how ever the Dorset acute providers and CCG w ill be locally funding the very significant CSR transitional
costs. This enabling investment w ill in significant part close the current £50m - £73m unidentified Dorset
system financial gap.

The programme Steering Board w ill ensure One NHS in Dorset adds value to meet the three key challenges
as outlined in the Forw ard Five Year View . Firstly this w ill be achieved by ensuring health and w ellbeing is
central to its w ork, both strategically and operationally. Secondly, it w ill be achieved by building care and
quality into each individual w ork programme and by agreeing relevant metrics to manage and communicate
improvement. Finally, by w orking together the three NHS Foundation Trusts w ill be able to lever additional
savings and efficiencies w hich w ill significantly reduce the current £50m - £73m unidentified financial gap in
Dorset.
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8.1.1

Appendix 1:
A logic model approach

We recognise that it is important to be able to see a clear thread from programme funding right the w ay
through to a more sustainable service, delivering improved outcomes for patients – taxpayer funding must
result in measurable benefit for patients. Therefore, as detailed below , w e have developed a number of logic
models per tranche or grouping of cost associated w ith the different aspects of the enabling activities
required by One NHS in Dorset. Please turn to the follow ing pages for detailed logic models per enabling
activity.
Note: These are high-level logic models, to begin to support the main areas of initial investment
required in section 5.1. M ore granular, operational logic models will be developed within the
services as part of the programme.

Success of the programme = long-term impact:
One NHS in Dorset is:
• better enabled and equipped to meet patient need;
• clinical variation is reduced;
• the capacity and capability of a limited workforce is maximised;
• patient outcomes are improved and evidenced by key metrics;
• efficiencies are derived and cost is stripped out from the three Trusts; and
• the local health system is better sustained for the good of Dorset patients and the
wider NHS.

Overarching logic model for ACC programme

Overarching
Governance &
Programme
Management

Workforce &
Organisational
Development

Professional &
Technical Analysis &
Support

Legal, competition and
new models support

Individual project
issues

IT & Digital

Enabling Activities
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Appendix 1:
A logic model approach

8.1.2

Grouping 1: Overarching Governance & Programme Management
Program m e context
Dorset is the 3rd largest CCG in the country (population of 766,000, diverse urban/rural geography, large
concentration of over 75s). Dorset is therefore currently facing the same challenges that many local health economies
are facing. The three acute Trusts recognise that access to services differs across the county, as do outcomes in
patient treatment and care. At a local health system level, the Vanguard programme gives the opportunity to deliver
joined-up services that cross organisational boundaries, so as to improve population health, service quality, and the
sustainability of the Dorset health system.

Rationale for intervention
Key to the success of the programme will be a robust governance structure which ensures from a project perspective
decisions are made by appropriate and accountable forums, and from a patient perspective a continual focus on
service quality and system improvement is maintained. Project pace will be managed by this group, as will
communications and requirements from system -wide stakeholders.

Inputs:

Activities :

Executive and
clinical leadership
time across 3
Trusts;
Central,
dedicated staffed
PMO to include
project
management,
change
management,
communications,
finance and
administrative
roles. Enhanced
communications
enabled by
investment into
multi-site Video
Conferencing.

The governance
structure exists to
provide
programme
strategy, clear
direction,
escalation paths
and decision
making bodies to
move the
programme
forward.
It also exists to
ensure patient
and wider
stakeholder
views are
considered in key
decisions.

Short-term
outcom es:

Medium -term
outcom es:

Long-term
im pacts:

A clear and
defined
governance
structure for the
programme.

Strategic
decisions are
made within an
over-arching
framework that
ensures system
sustainability and
improvement.

The long-term
goals of the
programme will
be achieved:
joined-up
services that
improve
outcomes,
access and
sustainability.

Terms of
Reference,
programme
outputs, and
project plan
agreed.
Mechanisms in
place to track
project progress,
risks and issues.

Assum ptions and external factors:
a)
b)
c)
d)
e)

There can be agreement between the three Trusts on the Governance structure
A single SRO is agreed between the three organisations
Decision making authority and accountability is delegated from Trust Boards to the Vanguard Board
The governance structure is a fair and equal representation of all three Trusts
Individuals involved are given time (backfill where necessary) to drive their programme responsibilities at pace
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Appendix 1:
A logic model approach

8.1.3

Grouping 2: IT & Digital
Program m e context
Dorset is the 3rd largest CCG in the country (population of 766,000, diverse urban/rural geography, large
concentration of over 75s). Dorset is therefore currently facing the same challenges that many local health economies
are facing. The three acute Trusts recognise that access to services differs across the county, as do outcomes in
patient treatment and care. At a local health system level, the Vanguard programme gives the opportunity to deliver
joined-up services that cross organisational boundaries, so as to improve population health, service quality, and the
sustainability of the Dorset health system.

Rationale for intervention
One NHS in Dorset can only be fully realised by improving digital ways of working and connecting different legacy IT
solutions and packages. From improving the interoperability of current IT systems across the geographically disparate
Trusts, to improving video conferencing facilities and remote/digital care delivery this investment enables genuine
improvements in service standardisation, efficiency, and access for patients.

Inputs:

Activities:

Independent
advice
to design
enhanced info
sharing;
Creation of high
speed connection
between Trusts;
investment into
software and
equipment e.g.
video
conferencing;
and resource and
time to educate
and train staff to
use common
digital solutions
and platforms.

Implementation
of a high speed
link between
Trusts;
Decisions (and
implementation)
on architecture –
i.e.
standardisation of
clinical
applications or
interfaces;
Redesign of roles
and activities to
be on-site or
remote, and
linked cultural
changes to ways
of working.

Short-term
outcom es:

Medium -term
outcom es:

Long-term
im pacts:

The ability to
share real time
information
across Dorset
enables a
smarter
configuration of
service delivery,
and from a
patient and
clinician
perspective is a
key enabler to
design
standardised,
accurate and
immediate
information.

Staff across
Dorset work to
standardised
procedures and
access real-time
patient
information; roles
have been redefined, and
resourcing can
be more fluidly
managed across
the county to
respond to
patient flows.

The long-term
goals of the
programme will
be achieved:
joined-up
services that
improve
outcomes,
access and
sustainability.

Assum ptions and external factors:
a)
b)
c)
d)

Effective take up and buy in from service users
Risks associated with increased digital collaboration are effectively managed
Technology is available and secure enough to use the appropriate service setting
Independent advice is available and credible
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Appendix 1:
A logic model approach

8.1.4

Grouping 3: Professional & Technical Consultation
Program m e context
Dorset is the 3rd largest CCG in the country (population of 766,000, diverse urban/rural geography, large
concentration of over 75s). Dorset is therefore currently facing the same challenges that many local health economies
are facing. The three acute Trusts recognise that access to services differs across the county, as do outcomes in
patient treatment and care. At a local health system level, the Vanguard programme gives the opportunity to deliver
joined-up services that cross organisational boundaries, so as to improve population health, service quality, and the
sustainability of the Dorset health system.

Rationale for intervention
An Acute Care Collaborative is inherently complex and highly technical. Therefore, professional, expert advice and
consultation will be essential to the success of the programme. Specifically, external input will be sought to ensure
effective modelling/analytics activity.

Inputs:

Activities:

Short-term
outcom es:

Medium -term
outcom es:

Long-term
im pacts:

Investment into
independent
advice and
consultation that
can be replicable
elsewhere across
the programme.

Commissioning
independent
consultative work
to supplement
the work towards
the programme.
Key areas
include
modelling and
analytics in the
development of
analytical tools
and datasets to
inform care
model design.

The work carried
out by external
advisors will feed
into programme
design and
implementation.
During design,
staff across the
three Trusts will
access tools,
insight, and
information to
enable effective
decisions.

Analytics will
continuously
inform the
programme and
service
management.

The long-term
goals of the
programme will
be achieved:
joined-up
services that
improve
outcomes,
access and
sustainability.

The PMO will
look to the centre
for support or
produce
specifications for
external provision
of professional
services.

Accurate
baseline of
service
configurations
across Dorset to
use for future
tranches of
services.

Assum ptions and external factors
a)
b)

Independent advice is available, credible and of the required quality
Independent advisors and consultants adhere to briefs and meet timescales of the programme
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Appendix 1:
A logic model approach

8.1.5

Grouping 4: Workforce & Organisational Development
Program m e context
Dorset is the 3rd largest CCG in the country (population of 766,000, diverse urban/rural geography, large
concentration of over 75s). Dorset is therefore currently facing the same challenges that many local health economies
are facing. The three acute Trusts recognise that access to services differs across the county, as do outcomes in
patient treatment and care. At a local health system level, the Vanguard programme gives the opportunity to deliver
joined-up services that cross organisational boundaries, so as to improve population health, service quality, and the
sustainability of the Dorset health system.

Rationale for intervention
The programme will have a large impact on the workforce across the three Trusts, both on day -to-day roles and
responsibilities, and also potentially through staff transfer to a new service provider organisation. Sophisticated
workforce planning tools to model the transitional and steady state staffing requirements of new care models will
ensure sustainable services are put in place, and a training and cultural change strategy will address issues arising
from changes to roles and also overcome historical ‘loyalties’ amongst the workforce.

Inputs:

Activities:

Provision of OD
expertise and
support to 3
groups:
•Leadership team
•PMO
•Clinical groups
Provision of HR
technical advice
to support
workforce
changes and
consultation;
Provision of
workforce advice
to create
sustainable
workforce
strategy

Develop and
deliver a
collective OD
strategy for the
Vanguard
programme;
Develop
workforce plan
and strategy;
Develop
organisational
change
framework

Short-term
outcom es:

Medium -term
outcom es:

Long-term
im pacts:

Shared system
vision, values
and behaviours;
optimised system
leadership to
deliver the
business
strategy;
Workforce
requirements
aligned to new
care models;
Clarity around
contractual and
consultation
requirements for
staff.

Culture change to
achiev e the
Vanguard v ision;
Positiv e working
relationships and
sy stem leadership
capability; Shared
leadership identity
bey ond
organisational form;
Engaged and
motiv ated workforce
f rom all participating
organisations;
Workf orce guiding
principles to
underpin OD and
HR work

The long-term
goals of the
programme will
be achieved:
joined-up
services that
improve
outcomes,
access and
sustainability.

Assum ptions and external factors
a)
b)
c)

Buy into the co-design of service from clinical and operational staff
Adequate resource allocation to workforce planning
Adequate resource allocation and staff availability for training/education regarding service configuration and
collaboration
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Appendix 1:
A logic model approach

8.1.6

Grouping 5: Legal, competition, and new models support
Program m e context
Dorset is the 3rd largest CCG in the country (population of 766,000, diverse urban/rural geography, large
concentration of over 75s). Dorset is therefore currently facing the same challenges that many local health economies
are facing. The three acute Trusts recognise that access to services differs across the county, as do outcomes in
patient treatment and care. At a local health system level, the Vanguard programme gives the opportunity to deliver
joined-up services that cross organisational boundaries, so as to improve population health, service quality, and the
sustainability of the Dorset health system.

Rationale for intervention
Our ambition to create One NHS Dorset at pace requires specialist technical advice and intervention in a number of
key areas. Notably to resolve the Competition Commission undertaking that Poole and Bournemouth cannot merge
certain services for 10 years, for which we anticipate requiring substantial senior NHS support. Furthermore the
importance of creating an effective new organisational vehicle, as per the Dalton Review, for which we require expert
advice. Therefore this logic model will support a request for New Care Model support and advice, as well as potentially
locally-commissioned expertise, which can then be shared with other Vanguards and beyond.

Inputs:

Activities:

Support and
guidance from
centre to
‘escalate’
competition
situation in
Dorset.
Legal and
technical advice
pertaining to JV
and regulatory
accountability.
Expertise to
develop new care
models using
advanced
workforce,
process and
acuity, modelling
tools.

Project time to
commission
required technical
and professional
services.
Development of
information to
guide decision
making and
guidance around
options for JV,
and merger
issue.

Short-term
outcom es:

Medium -term
outcom es:

Long-term
im pacts:

Clarity on options
around merger
undertakings.
Clarity on joint
venture options.
Therefore ability
to accurately plan
activities and
timelines to meet
our ambition.

Stable and legally
robust
organisational
structure.
Well designed
new care models
using an effective
and
standardised/
replicable
approach.

The long-term
goals of the
programme will
be achieved:
joined-up
services that
improve
outcomes,
access and
sustainability.

Assum ptions and external factors
a)

Without support from the Centre, we do not see a rapid resolution of the competition issue between Bournemouth
and Poole and we assume that in line with the 5YFV and Dalton models, identifying an effective vehicle to drive
greater collaboration will enable us to overcome this obstacle.
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Appendix 1:
A logic model approach

8.1.7

Grouping 6: Individual project issues
Program m e context
Dorset is the 3rd largest CCG in the country (population of 766,000, diverse urban/rural geography, large
concentration of over 75s). Dorset is therefore currently facing the same challenges that many local health economies
are facing. The three acute Trusts recognise that access to services differs across the county, as do outcomes in
patient treatment and care. At a local health system level, the Vanguard programme gives the opportunity to deliver
joined-up services that cross organisational boundaries, so as to improve population health, service quality, and the
sustainability of the Dorset health system.

Rationale for intervention
There is a grouping of costs associated with a) ensuring necessary clinical input to the collaborative (and providing
necessary backfill; b) managing the transition of the services that are within the programme scope; and c) being aware
of and effectively managing any stranded costs during programme implementation.

Inputs:

Activities:

Staff time to
effectively roster
clinical input to
the service
design; resource
to cover stranded
costs, double
running costs,
and service/staff
transition.

Activities include:
backfilling clinical
time to allow
input to the
design of
services
(effective
rostering etc.);
continuous
monitoring and
reduction of
stranded costs;
communicating
transition
arrangements

Short-term
outcom es:

Medium -term
outcom es:

Long-term
im pacts:

The correct levels
of capability and
capacity are in
place to design
the programme
effectively.

Interim staffing
arrangements are
made and
funding is in
place to support
stranded and/or
double-running
costs of service
during transition.

The long-term
goals of the
programme will
be achieved:
joined-up
services that
improve
outcomes,
access and
sustainability.

Assum ptions and external factors
a)
b)
c)

Staff resource is available to backfill
The services possess and maintain a grip on stranded costs
Transition and interim staffing arrangements provide safe and effective care while allowing the programme to
progress at pace
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8.2.1

Appendix 2: High-level service proposal
Cardiology

What are the key challenges to the delivery of Cardiology services currently?
• Inequality across the county of access to Cardiology Service in Secondary Care. Especially in the out of hours
service and in the timely access to in-patient angio/PCI procedures for ACS. Also in the availability of functional
imaging
• Lack of Visibility of patient data particularly in imaging makes joined up primary and secondary care image
sharing difficult.
• Staff recruitment and retention levels are challenging particularly in the area of physiologists and specialist
cardiology nurses.
• Due to financial pressures there are threats to the delivery of necessary invasive cardiology procedures.
What are the changes w e w ant to m ake to im prove Cardiology?
• Population health w ould benefit from targeted patient education on heart failure. We w ant to reduce w aiting time
for both in and out patient cardiology services. We w ant to improve access to data for the Cardiology team w ith
an understanding of the outcome measurements to enable better value care.
• Service quality w ould improve by ensuring that all providers are meeting the national standards for cardiology
out of hours care. This currently requires Cardiologists from Poole Foundation Trust to change provide a 24/7
on-call service. Enabling this w ould bring equity across the county to out of hours cardiology service.
• More rapid access to specialist opinion at the ‘front door’ w ould lead to admission avoidance and patients
receiving appropriate treatment. Rapid access to Cardio clinics w ould also help primary care and GPs to be
able to link more effectively w ith Cardiologists
• Demand capacity modelling and central co-ordination for hospital beds and Cath labs w ould bring more efficient
use of resource and available spaces. Centralised Dorset w ide staff training could produce a much needed
cohort of nurses and physiologists w ith a more generic skill set. This investment in training staff w ould allow
more flexibility in rotas and avoid the need to roster specialists to duties outside their areas of expertise keeping
them free and available to support the Cardio team.
• Improving the current issue of direct on site functional imaging w ould improve the quality of service for patients.

What w ill be the im pact on the system , patients, and financial/w orkforce sustainability of doing this?
• By receiving a specialist opinion at the ‘front door’ patients w ill avoid any unnecessary admissions, ensure the
right tests and treatment are provided therefore keeping length of stay low er and less re-admissions. There is
clear data to support more favourable patient outcomes for those w ho have early access to specialist opinion.
• By implementing a centralised management of Cardiology in the county there may be savings to be made from
combined procurement approaches. More efficient use of consultants and staff to their areas of expertise,
playing to their strengths and ultimately improving human resource and retention.
• National guidelines on 24 hour Cardiology services to be provided are evidence based and enabling this across
the county w ould realise better patient outcomes for out of hours services.
• By enabling faster and more joined up access to imaging across primary and secondary cardiology care there
w ould be much less need for test duplication saving on time and costs. Access to more functional imaging and
increase monitoring in elective PCI and AF ablation w ill improve the data set for Cardiologists ultimately leading
to better value care.
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8.2.2

Appendix 2: High-level service proposal
Non-Surgical Cancer

What are key challenges to the delivery of Non-surgical Cancer services currently?
• Inequity of oncology/haematology/palliative provision and care in Dorset in regard to treatment pathw ays,
guidelines, access to consultants and access to clinical trials
• To improve access to end of life care at home; this requires appropriate nursing and support staff w ith specialist
palliative care skills and suitable access to nursing home beds (w ill need community Trust input)
• Workforce shortages or inequities of available consultant oncologists and junior medical staff cover including on
call rotas w hich are unsustainable.
• Sustainable nursing w orkforce: numbers of skilled haematology oncology nurses recruitment and retention
shortages.
• Constraints on budget management including adherence to guidance for drugs
• The Specialist Integrated Haematological Malignancy Diagnostic Services (SIHMDS) requires further
development in Dorset.
• Inability to easily access patient clinical records betw een all three Trusts as w ell as pathology records from
Dorset County Hospital
• Insufficient on treatment and follow -up for patients w ith more support needed from MDTs and acute oncology
provisions w ithin each trust.
What are the changes w e w ant to m ake to im prove non-surgical cancer?
• Vision – ‘Develop a more coherent approach across all three trusts w hich w ill enable us to use our resources
more efficiently to introduce service changes more quickly at scale e.g. develop chemo in the community,
community support/assessment of patients, introduce point of care testing, telehealth, acute oncology triage. It
is anticipated all these innovations w ould have benefits in terms of experience, w ell being and oncology
outcomes.’
• Specifically:
o Improve the numbers of Cancer Nurse Specialist posts. Potentially upskilling the Research and
Development nurse population and managing more efficiently to increase patient dedicated time for
specialist nurses.
o Develop and implement Dorset agreed algorithms and guidelines along w ith a w orking time directive
compliant on call rota for junior medical staff
o Provide equal access to oncology consultant cover at all 3 sites
o Common governance and education
o Risk stratified follow up
o Provide equal access to clinical trials across all three trusts
o Strengthening MDT pathw ays and SIHMDS Service
What w ill be the im pact on the system , patients, and financial/w orkforce sustainability of doing this?
• Address inequity of Care in Dorset in regard to medical oncology, haematology and access to clinical trials
• Improve rehabilitation, survivorship provision and psychological support services
• Improved access to treatment for all patients in community and at home as w ell as in acute Trust setting
• Chemotherapy that is more flexible and closer to home
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8.2.3

Appendix 2: High-level service proposal
Maternity

What are key challenges to the deliv ery of Maternity serv ices currently?
• Fractured, inherently wasteful system which requires greater partnership between the public, patients, carers, the voluntarysector,
healthcare administrators and healthcare providers to re-design, monitor and deliver a high-value service.
• Women’s Health Services are at the forefront of the evolving professional-patient partnership. To deliver relentlessly excellent service
going forward will require a greater emphasis on shared decision making, managing consumer demand and expectations, improved
communication across a range of media and enhanced elements of ‘customer service’.
• The increasing age range and co-morbidity of women accessing maternity services requires closer scrutiny and resource allocation to
these higher risk groups.
• The elderly demographical skew of the Dorset population and the rural nature of west Dorset accentuate accessibility issues to
healthcare serves for older women with conditions such as pelvic organ prolapse or post menopause bleeding.
• Addressing inconsistent service design and geographically dispersed services across our county. Absence of a joined-up clinical
information system across different units.
• Concurrently meeting the service specification challenges posed by national policy documents in multiple diverse service elements
such as maternity, cancer care and continence care across three independent care providers with the same limited, overstretched
clinical workforce.
• Achieving the critical mass and infrastructure design required for delivering NHS England Specialist Commissioned services across
the three existing NHS Trusts.
• The logistical and cultural challenge of ‘Hard Wiring’ into the various elements of the service, a system of continuous quality control
and data collection offering the potential for future service refinement and optimisation.
What are the changes w e w ant to make to improv e M aternity serv ices?
• Establishing a role of patients as key players within a collaborative system rather than delivering healthcare as a prosaic,highly
variable and technocratic professional activity. For example, the use of telemedicine technology to move services closer to home in
women diagnosed with Pre-eclampsia by using ‘Flo’ blood pressure monitoring.
• Greater integration and ‘scale’ of healthcare delivery across Dorset will allow us to fulfil a greater public health role in areas su ch as
perinatal mental health and pre-conception healthcare. Enable services which are only sustainable when operating at a more regional
level such as medical liaison clinics for pregnant women with epilepsy or blood disorders.
• Improved consistency of service delivery through better service specification, planning and by actively managing variability of
healthcare delivery across the three acute care organisations. Provide a single point of access for referral and advice
• Establishment of a larger clinical team across the three existing providers reduces duplication of skill -sets and allows for the
development of a greater breadth of services. When combined with telemedicine this will facilitate easier access to real-time second
opinions and better quality control.
• Better-defined separation of our heterogeneous patient population into clinically meaningful subgroups to allow infrastructure redesign
to precisely match the needs of these specific patient groups. ‘Microsystems’ of appropriately supported, highly specialised clinical
workers with simplified workflow and harmonised incentives, data collection, goals, educational programs, and team structures.
• Collective Oversight: By proactively taking responsibility for selecting and measuring significant clinical performance data and using i t
to inform service optimisation rather than viewing this as a tiresome requirement of a top-down external bureaucracy.
• Dorset Women’s Health Vanguard would aim to listen to opinion from consumer feedback groups such as Maternity Voices to develop
strategic partnerships with the charity and voluntary sector (such as Marie Stopes and Macmillan) and with commercial organisations
(such as Slimming World) to improve service provision for women across the county.
What do w e need to do to make this happen?
• Initial research and planning phase over three months to systematically evaluate examples of systems which consistently deliver highvalue care both within Women’s Health, in a wider medical context and where applicable to learn from other industries where systems
for safety, efficiency and consistency of customer care are embedded as part of the organisational culture.
• Establishing an Experience-Based Co-Design (EBCD) approach that enables staff and patients to co -design services and care
pathways in partnership. In some cases, this could be facilitated by the use of social media, such as the Dorset Maternity Voices
Facebook group, for rapid feedback and market research. Elsewhere, expert patient groups could be established.
• Collaborative, bottom-up, service redesign across the three partner organisations that will fulfil the needs of our population’s
demographical and geographical distribution. To involve: needs analysis; integration of governance, education, training and IT
services; assessing how to improve coordination with social care and the voluntary sector; prevention methodologies; the syste matic
collection and ongoing evaluation of an array of outcome measures across clinical and patient-orientated domains.
• Improved ‘signposting’ towards highly managed and tightly defined referral and treatment pathways for the most common clinical
subgroups to ensure that each person is assessed by the right individual, in the right place, at the right time, in the rightway, every
time.
• Excellence in clinical workforce training across all grades in an integrated service demonstrating greater flexibility for cross-site
working and use of a shared IT platform.
• Innovative use of technology for staff and patients to conduct follow up, access health records, collect data and facilitate governance
across the network including multidisciplinary team meetings across geographically separated sites.
• Commitment to co-design and embed local and national metrics of health and care quality, to measure progress against them and
monitor the cost implications of service redesign.
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• A public education, evaluation and awareness strategy promoting independently collected and openly presented patient and family
feedback.

8.2.4

Appendix 2: High-level service proposal
Ophthalmology

What are key challenges to the delivery of Ophthalm ology services currently?
• Increasing and uncontrolled referral demand
• Increasing outpatient demands due to elderly population especially The Big Four: glaucoma, age-related
macular degeneration, diabetes, cataract
• Increased complexity and costs of available treatments for common ophthalmic conditions e.g. diabetic macular
oedema, age-related macular degeneration, glaucoma
• Difficulties w ith paediatric ophthalmology consultant recruitment at DCH and middle grade recruitment across
the patch
• DCH are unable to provide comprehensive OOH service
• Difficulties maintaining RTT
• Outcome data not being collected/reported adequately and no benchmarking
• Variable quality of service across the county due to independent sector provision at Harbour Hospital and
Practice plc (Boscombe and Weymouth)
• Underutilisation of community skills in general practice and specialised opticians
• Rural population w ith difficulties for patients accessing the service – poor public transport, long distances w ith
travel costs, issues re driving and vision.
What are the changes w e w ant to m ake to im prove Ophthalm ology services?
•
•
•
•
•
•
•
•

•

Reducing avoidable blindness leads to positive health benefits in other w ays e.g. reduced falls risk, longer
survival, ability to live independently
Increasing use of shared care, virtual clinics and telemedicine w ill move care closer to home
Standardisation of referral pathw ays, governance procedures and improved access for patients
Multidisciplinary teams, consultant led but linked w ith community via integrated IT system.
Reduction of admitted w aiting times by re-direction of primary care ophthalmology to community locations
Reduction of duplicated appointments by referral triage ensuring patients seen in the right place FIRST time
Increased use of one-stop clinics e.g. YAG laser capsulotomies, anti-VEGF injections
Regular contribution of patient outcome data from the Dorset ophthalmology service to the Royal College of
Ophthalmologists National Ophthalmology Data Set (NODS) – benchmarks and improves service quality.
Joint consultant appointments betw een RBH/Poole and DCH for sub-specialist interest e.g. paediatric
ophthalmology.

What do w e need to do to m ake this happen?
• Closer Collaboration w ith the community, build on the community provision w ith closer collaboration betw een
primary and acute care.
• Develop purpose designed referral triage and booking system giving direct access to consultant advice,
bypassing labour intensive referral systems and eliminating duplication enabling right care in the right place first
time.
• Investment in integrated IT systems, fundus cameras, OCT retinal scanners and equipping community clinics
• Providing audit softw are (e.g. Medisoft) to allow continuous collection of patient data for contribution to NODS
• Establish an appropriate financial mechanism to support integration to promote pan Dorset financial integration.
• Recognition and support from the Trusts that investment in the training of ophthalmology service personnel is
fundamental to service development.
• Equality of care across the county by develop day case surgery facilities and out patient facilities at Poole and
other community sites.
• Dedicated Project Management and clinical backfill
• Increase outpatient space and equipment at secondary care sites to train specialist nurses and GPs
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8.2.5

Appendix 2: High-level service proposal
Paediatrics

What are key challenges to the delivery of Paediatrics services currently?
• Workforce shortages, specialist Paediatrics nurses
• Extending w orking hours
• Wider issues of neonatal care strategy (is it moving to centralised)
• 16/17 year olds – being moved to adult services often w ith less optimal outcomes during the transition or if they
are treated in Adult services.
• Outcomes of CSR not currently implemented
• Finances
• CAMHS and Paediatrics interface
• Chronic patient medication errors
• Gaps in service provision, including in other agencies; specifically this includes:
o lack of psychological services (w here they do not meet CAMHS criteria) for example in chronic
disease, and entrenched behaviours
o high threshold for 'mental health' criteria
o interface w ith learning disability services, insufficient, in current provision
• Increase in demand from paediatrics due to reduced resources / higher thresholds implemented in other
agencies (education and social care)
• Difficulty in recruiting consultant community paediatricians
What are the changes w e w ant to m ake to im prove Paediatrics services?
• Children’s Trust across Dorset – all children’s services in one organisation/place and all w ork together
• Out of Hours Service for children - link w ith the assessment unit in the acute setting w ith a Paediatrics nurse or
a Paediatrics ED.
• Pilot specialist Paediatrics nursing / GP shadow ing programme to assist w ith the up skilling of parents and the
patient referral and ultimately improve the patient pathw ays
• Improve patient information sharing to prevent duplication of full history being taken at every stage of a patient
care pathw ay. Pan Dorset IT solution, single record for every child.
• Working more collaboratively w ith the 111 and ambulance services and implementing a clear governance
structure around how that is integrated w ith Paediatrics care.
• Acuity w orkforce modelling, have a sufficient nursing complement for services provided.
• Consideration of other w ays of provision e.g. our current plan to recruit a community paediatrics specialist
nurse.
What do w e need to do to m ake this happen?
• East and West of County – backfill for 3/4 Consultants w ith 1 PA a w eek to meet on a regular basis, same
number of senior nurses, admin support, management support to draw up a comprehensive plan for the
follow ing year. This w ill enable the design w ork of the Paediatrics services delivery across the county. This w ill
enable the child and health board w ith task and finish group.
• Improving patient pathw ays and care experience by having the right people in the right place at the right time.
• Improving efficiencies by reducing non essential admissions, catching patients and their parents and carers at
earlier stages and providing care in the community rather than direct referral to acute paediatrics services only
w hen necessary.
• Preventative measures such as developing a synergy w ith maternity services by providing good pre-pregnancy
care leads to prevention of some population health problems.
• Quality improvement process/technique, i.e. MDT w orking (has been done in Paediatrics Diabetes BPT), could
this be extended to other LTCs such as asthma, etc. (can provide incentives to do this over a 2 year period,
then audit and show differences, changes, etc.)
• Care of children involves education and social care. This holistic view is essential but requires good w orking
together and is expensive to do w ell – perhaps needs funding across education/social care and health but at
present, it feels like all funding comes from health.
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8.2.6

Appendix 2: High-level service proposal
Stroke

What are key challenges to the delivery of Stroke services currently?
• The key challenges are in providing a 7 day Stroke Specialist Service w ith available stroke expertise over the 24
hours. This includes patients having direct access to a Hyperacute Stroke (HASU) Unit, timely investigations
(CT scans w ithin 1 or 12 hours), treatment (including thrombolysis) and therapy (e.g. speech therapy w ithin 72
hours). There needs to be an effective Early Supported Discharge Team throughout Dorset to enable patients to
spend as much time as possible receiving rehabilitation at home.
• The quality of the service can be improved by providing 24 hour access to a Stroke Specialist Team 7 days a
w eek. There are current shortfalls in stroke expertise at w eekends and out of hours.

What are the changes w e w ant to m ake to im prove Stroke services?
• There needs to be an effective 7 day TIA outpatient service throughout Dorset (currently in East Dorset but not
West) w here high risk patients are seen and appropriately investigated and treated w ithin 24 hours of first
medical contact.
• An enabler of this is centralising services. This w ill need reconfiguration of services e.g. 1 HASU (Hyper Acute
Stroke Unit) for w hole of Dorset or 1 HASU in East and 1 HASU in West.
• Population Health can be improved by ensuring TIA/Stroke patients are given appropriate secondary
prevention. This includes detecting Paroxysmal Atrial Fibrillation to enable patients to receive anticoagulation as
indicated. This also depends on having a responsive vascular surgery service for patients w ith significant
carotid artery disease.
• Improvements can also be made in the post discharge stage from hospital w ith an effective Early Supported
Discharge Team and support from community services and a Stroke Liaison Nurse. Evidence from the
reconfiguration of Stroke Services in London and Manchester demonstrates that Increasing the efficacy of the
Early Supported Discharge Teams can lead to reductions in length of Hospital Stay.

What do w e need to do to m ake this happen?
•
•

Detailed feasibility assessments need to be undertaken to determine the optimal configuration of HASU’s
across Dorset to enable patients to access them w ithin 60 minutes of presentation.
There w ould need to be a 24/7 Stroke Specialist Rota for Acute Stroke and Thrombolysis decisions supported
by tele-radiology and possible telemedicine. This is likely to need a change in the specialty and skill mix of
Stroke Specialist Staff across Dorset.
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8.2.7

Appendix 2: High-level service proposal
Imaging (Radiology)

What are key challenges to the delivery of Im aging services currently?
• We face a demand increase for the service of 10-15% per year, and some of this is as a result of unnecessary
duplication of activity caused by differences in PACS systems.
• Constraints in specialist resource capacity at individual sites, for example for paediatric and nuclear medicine,
w hich results in a reliance on services from outside of Dorset, and exacerbates locum costs to maintain a high
quality service and avoid punitive fines for breaches.
• Lack of image sharing due to technology constraints particularly for services w ith already joint posts and clinics
across DCH and Poole e.g. Oncology. The images can be transferred and imported into each other PACS via
IEP but it is time consuming and requires preplanning
• Reporting backlog in cross sectional imaging
• We are meeting the 6 w eek diagnostic target but specific Trusts often close to breach
• Difficulty in recruiting radiographic and sonographer staff. Retention is good but response to advertisement is
poor.
What are the changes w e w ant to m ake to im prove Im aging services?
In 2016/17 w e plan to create an IT infrastructure to support integrated full image sharing, w hich enables service
redesign and consolidation across Dorset:
• Joint / county w ide recruitment, training, and utilisation of specialist skills – offer of ‘Comprehensive Opportunity’
to attract new hires
• Standard provision of 7 day services w here required (noted that not a demand for this across all sub-specialties)
• Implementation of standardised imaging parameters and a single Radiation Dose Management System
• Joint (Dorset w ide) ISAS accreditation and joint service plans for IR, Paediatrics and Breast services
• Review of requirements for insourcing/outsourcing services (e.g. nuclear medicine)
• Creation of joint procurement strategy – including capital and consideration of MES type arrangements
• Implement additional videoconferencing to enhance remote w orking and staff efficiency.
In 2017/18 w e plan to further develop the IT infrastructure to enable integrated full shared reporting w hich enables:
• The redesign and county-w ide standardisation of roles to enable faster reporting to patient/consultant and an
increase in team efficiency. This w ill include changes to job roles for example Radiographic reporting,
radiologists, and sub-specialty reporting and expertise
• Creation of a single point of access (SPA) to services (unless evidence base to contrary)
• Agreement of new approach to finance / payments / contracts on a Dorset w ide basis
• Consolidation of organisational structures across Dorset – including governance / management.

What do w e need to do to m ake this happen?
2016/17
• Independent I.T. review and creation of an IT strategy for image sharing. This w ill include infrastructure,
systems, servers, and interfaces.
• Actual investment cost of new I.T. according to the outcome of the independent review (including high speed
link, system/license costs for RDMS, and Videoconferencing capacity
• Project Management and backfill to support IT plan plus ISAS accreditation, Specialist skills sharing, Standard
imaging parameters, Joint service planning, outsource/insource service review s, procurement strategy
2017/18
• Independent I.T. review and creation of an IT strategy for shared reporting – based on available technology
w hich is expected to be different to current.
• Project Management, modelling, w orkforce, and organisational development skills / backfill to support service
consolidation, creation of SPA, and development of new commissioning arrangements.
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