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1 Integrated Impact Assessment
This assessment has been completed by Mid and South Essex NHS Foundation Trust
(“MSE”) Strategy Unit in conjunction with the Fit for the Future Programme team. Impact
analysis, as part of the evaluation of the two pilot changes (Gastroenterology and Trauma &
Orthopaedic inpatient services) has been undertaken locally; This IIA summary document
will incorporate findings from both IIAs.

4

1.1 Executive summary
Context
MSE Strategy Unit and Partners were engaged as an independent expert provider by
Gloucestershire Integrated Care System (ICS) to undertake an independent Integrated
Health Inequalities and Equality Impact Assessment (IHIEIA) of the proposed development
of centres of excellence and the resulting proposed relocation of services at Gloucestershire
Royal Hospital (GRH) and Cheltenham General Hospital (CGH).
Purpose
Through the IHIEIA the commissioners wanted to ensure that any decisions made by them
would support advancing equality and ensure fairness by removing barriers, engaging
patients and community and delivering high quality care. This would also help ensure that
the commissioners continue to meet their responsibilities under Section 149 of the Equality
Act 2010 and demonstrate due regard to the need to eliminate discrimination, harassment,
victimisation and any other conduct that is prohibited under the Equality Act; advance
equality of opportunity between persons who share a relevant protected characteristic and
persons who do not share it; and foster good relations between persons who share a
relevant protected characteristic and persons who do not share it. The IHIEIA also helps to
ensure that the commissioners continue to meet the duty to reduce inequalities between
patients with respect to their ability to access health services reduce inequalities between
patients with respect to the outcomes achieved for them by the provision of health services,
as set out in s.14T of the NHS Act 2006.
Process
Evidence review, data analysis and feedback from engagement and the consultation
feedback, including opinion surveys, panel discussions and focus groups, were considered by
the Strategy Unit team to summarise both positive and negative impacts of the proposed
changes for people with protected characteristics, outlined by the Equality Act 2010. This
included impact on other health inequalities and impact on general health.
The Consultation asked all respondents whether they were in support, neutral or opposed
to each proposed change and their reasons, including any alternative ideas or other
comments. The feedback from this has been incorporated into the overall assessment of
impact.

1.1.1
Summary of Impact
The IIA specifically focused on the impact of the proposed changes. The impacts are
quantified based on the scale of patients likely to be affected by the proposed change, the
duration of the impact e.g. short, medium or long term and this then identifies the overall
probability of the impact being beneficial or adverse. Impacts are quantified using a
combination of data collected by the Trust regarding the total number of patients and
patient subsets and paired with evidence review of the impacts based on literature and
open source data. All neutral impacts have been removed from the summary. A detailed
summary of this process is included in the Annex – (Appendix 2b), which includes all data
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and evidence based review. The impacts are broken down into two visuals shown overleaf.
Figure 1 represents the overall impact of each model and figure 2 represents the impact of
each individual proposed solution that makes up a model. The key indicates the nature of
the impact. Where there are moderate adverse impacts, these have been highlighted within
the document and recommendations have been made.

1.1.2
Summary of Proposals
As detailed in the Decision-Making Business Case (DMBC), the recommendation following
the options appraisal for planned Lower Gastrointestinal (Colorectal) surgery services was
that further work should begin with the General Surgery team to define a new, emerging
option that includes planned upper gastrointestinal surgery. Once defined, an IIA will be
undertaken but in the meantime the IIA includes the impact of both elective colorectal
consultation proposals, with all other services are identical:
 Model D proposes elective colorectal to be centralised at Cheltenham General
Hospital (CGH)
 Model E proposes elective colorectal to be centralised at Gloucestershire Royal
Hospital (GRH)

Figure 1 Summary of Proposals
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Proposal Summary
All proposals include the following changes,


Centralise Acute Medicine to GRH



Centralise Emergency General Surgery to GRH



Centralise General Surgery/GI day cases to CGH



24/7 Image Guided Interventional Surgery (IGIS) hub and Vascular surgery to GRH
with IGIS spoke at CGH



Gastroenterology at CGH

4

 Trauma at GRH and Orthopaedics at CGH
These are all significantly positive changes that outweigh the adverse impacts identified. The
adverse impacts identify that centralising emergency surgery to Gloucestershire Royal
means that patients who deteriorate (e.g. day case patients) at CGH or attend A&E but
require emergency surgery may need to be transferred. This has been considered adverse
for those who are most vulnerable to deterioration such as those over 65. There were 6,176
emergency admissions to General Surgery last year (Feb 19 to Jan 20), 4,215 of which were
at GRH. It is estimated; however, that ~6 patients per day in total will be affected by the
new arrangements (1,961 in total) and overall 93% of patient’s journeys will remain within
+/- 20 mins of their existing journey.
It is also estimated that there will be significantly less than 1 patient per day needing to be
transferred in an emergency as a result of inpatient deterioration and a Standard Operating
Procedure will be put in place for this event. This means the impact is relatively small and
outweighed by the positive clinical outcomes. Emergency General Surgery care would be
improved by providing a dedicated team in the Surgical Assessment Unit who would review
all patients presenting on the same day. This would reduce delays to review, improving
patient safety. Evidence suggests patients who are seen quicker have reduced admissions
and increased self-care post treatment. The Local IIA found a small adverse impact for those
in deprived areas with regards to the proposed change to gastroenterology. This is an
important consideration in terms of transport and access.

As part of GHNHSFT’s COVID response the Trust has been monitoring the patients attending
CGH A&E who require a transfer to GRH. On average, during the pandemic, 2 General
Surgery patients per week were transferred to GRH, 17 in total between 1st April and 18th
June 2020. It is also important to note, it is estimated that significantly less than 1 patient
per day will require a transfer as a result of inpatient deterioration.

Model D
In Model D the same adverse impact identified earlier also relates to elective colorectal
surgery patients, who will be centralised to CGH. This means this cohort will also need to be
considered as potentially at risk of needing to be transferred if they deteriorate. This risk,
however, is estimated to impact significantly less than 1 patient per day, meaning this is
outweighed by the positive clinical outcomes of having a centralised clinical response to
elective surgeries such as this. By centralising some elective surgery, quality of care could be
improved as a result of co-location with other relevant specialities. There is also a reduced
Page | 4
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risk of cancellations for patients as they will have access to a ring fenced service. Day case
patients, e.g. Gastroenterology patients, are currently cancelled frequently due to the need
for emergency beds, therefore, by separating elective and emergency there is dedicated
resource reducing the number of cancellations for patients.

4
As part of GHNHSFT’s COVID response the Trust temporarily consolidated vascular
emergency and elective inpatient pathways to GRH whilst day case venous patients
remained at CGH. This temporary change was only implemented in June 2020 and,
therefore, the impact on vascular patients is still being monitored. In a 12 month period
approximately 500 inpatients would move from CGH to GRH and approximately 750 day
case procedures would continue at CGH.

Model E
Model E has the least adverse impacts identified. This model co-locates IGIS and vascular
and centralises elective colorectal surgery with Emergency General Surgery. The adverse
impacts for Model E are reflected in the adverse impacts for all models.
Please see a more detailed look at each individual proposed change overleaf;
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1.1.3

Summary of Proposed Changes

The following table shows the impact assessment of each proposed change on patient
cohort. The IIA for Gastroenterology and Trauma and Orthopaedics were completed locally
within the Trust using a slightly different methodology to Mid and South Essex Foundation
Trust’s IIA. This is because they were pilots and the local IIA assesses the impacts slightly
differently. They have been included in this table to show the overall summary of the
findings.

4

Figure 2: Summary of proposed changes
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1.2 Post Consultation feedback
Full details can be found in Appendices 2a, 2b and 2c. Overall feedback from the
consultation was very positive, with the majority of respondents supporting the proposed
changes. Feedback from the consultation identified some overall themes;
Quality of care and reduced cancellations and waiting times were perceived to be the
benefits of the proposed changes from consultation feedback. These were often the reasons
for the high percentage of respondents supporting the changes. Many respondents
reported the rational for the changes were clear.
Travel was identified as theme, particularly for those over 65, those with disabilities and
carers. Respondents were concerned about the travel times to the hospital sites from where
they live and traffic across the county. Feedback also identified concerns regarding the
travel between sites and if public transport is sufficient.
Those with disabilities and those over 65 and those with long term conditions identified
concerns regarding transfers between hospital sites and wards during treatment. This
cohort also identified concerns around patients who are very unwell requiring transfer for
emergency treatment. This was highlighted in regards to elective colorectal centralisation
and Emergency General Surgery centralisation to GRH. Some feedback questioned if high
risk procedures should be carried out where Emergency General Surgery is centralised.
Parking was identified as an issue for patients, particularly at Cheltenham Hospital, which
could become exacerbated by centralisation of elective work.
Capacity was questioned by respondents. Many questioning if the hospitals can cope with
the increased demand brought about by centralising services.
Both sites acting as centres of excellence, was a suggestion by many respondents who felt
that the county was too large to have one centre of excellence located at one site. Some
raised concerns regarding the growing population. Whereas, others felt that the centralising
of services would optimise care quality, increased staff retention and learning for staff
which would result in reduced waiting times and cancellations.
Community Hospitals were mentioned within feedback, questioning how they will interact
with the new models of care.
Many felt that this could also be a good opportunity to modernise areas within the sites as
part of this proposal.
Subsidised Transport could be explored as many respondents fed back on the cost of
transport between hospital sites and home.
Request to increase Homeless Outreach, particularly in Cheltenham. Feedback from the
Homelessness Forum and Housing and Support Forum identified that those who are
homeless or rough sleeping do not tend to travel outside of their immediate area and so
travelling further for medical care may be difficult.
Many respondents commented that centralising services would support staff retention and
encourage recruitment.
Some respondents had questions regarding the inpatient care at Gloucester Royal Hospital
for Gastroenterology patients. This is also the case in relation to how the spilt of Trauma
and Orthopaedics looks in practice.
Care Quality was viewed as a benefit by many respondents who felt centralising services
would optimise care. Some commented that they were happy to travel for optimised care or
that location was less important compared to quality.
Page | 7
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1.2.1

Recommendations based on evidence review and consultation feedback

Communication
1. The need for further communication has been identified through consultation feedback.
Providing detailed information about what to expect as a patient attending Cheltenham
A&E, what is meant by a spoke model for IGIS at Cheltenham, what will remain available
at both sites in relation to Trauma and Orthopaedics split and Gastroenterology
centralisation, how do these changes link with community hospitals and how will the
hospitals continue to manage demand in the new models, are some examples.
2. Communications will be needed to explain the benefits and mitigate public perceptions
of additional risks to patient and visitor wellbeing. Ensure sufficient time, resource and
focus is allocated to engagement with a range of groups on travel impacts, both planned
and emergency, and for families and visitors as well as patients. Staff travel may also be
a factor.
3. Emphasising to the public that current A&E services at CGH will be maintained is
important to alleviate concerns around its closure. Feedback from over 65s emphasises
the need to ensure all patients are aware of their local A&E and where to go in the event
of an emergency. There are concerns around whether they will need to learn the route
to a new A&E so ensuring they know A&E is still available at CGH and what to do in the
event of an emergency is important.
4. Explaining how specialist staff are distributed across the two sites will be beneficial in
alleviating concerns around accessibility to specialist care equally across the county.
Delivery of care
5. It is recommended to explore the possibility of adapting the model of elective colorectal
to alleviate some concerns regarding the transfer of high risk patients. Evidence review
suggests there are clinical benefits to elective colorectal being centralised in GRH with
Emergency General Surgery, however, consultation feedback suggests that overall
patients would prefer centralisation at CGH. In order to accommodate patient
preference, optimise care and alleviate concerns regarding transfer, it is recommended
to explore a model where elective colorectal is centralised at CGH but with high risk
patients attending GRH to receive their colorectal treatment.
6. Explore if increasing outreach services for those who are Homeless is needed and would
be beneficial.
7. It is recommended to explore what could be moved to virtual appointment where
possible to reduce the need for patients and carers to travel for outpatient
appointments.
8. As part of the design of services, consultation feedback suggested that this could be an
opportunity to modernise areas of the sites.

4
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Transport and Accessibility
9. Assess the parking at each site, including availability of disabled parking bays to
understand if this will be negatively impacted by the changes.
10. It is recommended a review of public transport is conducted to understand if there are
limitations, to disseminate information regarding travel to patients to make journey
planning easier and ensure patients and carers are aware of what services are available.
11. It is recommended to conduct a review of transport options, including subsidised
options for transport which can be disseminated to patients ensuring they are aware of
all the options they can access.
12. High quality signposting, good quality wheelchair access and interactive information for
those with sensory impairments will be necessary to help patients navigate this change.
Both sites will already have facilities in place for patients with disabilities but it is
important to ensure these are optimised and co-designed where possible with
representative organisations and patients with disabilities.
13. It is recommended to work closely with local transport providers and the local authority
to understand their forward plans for transport and the impact this will have on the
reconfiguration proposals.
14. When centralising services it is important to assess if there is an appropriate number of
disabled parking bays to accommodate increases in demand of, for example, specific
elective procedures. Engagement with patients with disabilities can help to identify the
perceived challenges and what is required.
15. Moving sites can be a challenge for patients with a sensory impairment who may be
familiar with their local hospital site but may be required to travel to the other site.
Additional support may be needed to help patients navigate this change; engagement
through representative organisations for sensory impairments and disabilities would be
beneficial to understand the best way to offer support.

1.2.2 Potential Positive Impacts








Centralising acute medicine enhances patient safety, improves outcomes and reduces
length of stay as it allows for more patients to be seen by a senior reviewer within 14
hours of arrival, associated with increased patient discharges and improved clinical
outcomes. 67% of admissions to acute medicine last year were for over 65s, meaning
this cohort is significantly impacted by this change and its benefits.
By centralising the IGIS hub patients will now have a 24/7 service available to them. By
co-locating this with the County’s Trauma hub patients are more likely to receive
emergency intervention faster. By co-locating with vascular the Trust is creating a multidisciplinary approach to management of primary angioplasty which can improve patient
outcomes. 68% of Interventional Cardiology patients and 66% of vascular patients last
year were over 65, meaning this cohort is significantly impacted by this change and its
benefits.
The centralisation of services will also mean quality of care and expertise will be
enhanced, particularly beneficial to patients with long term conditions or co-morbidities
which are prevalent in patients with disabilities, those aged 65 and some BAME
communities.
By centralising services, patients will have reduced waiting times, fewer cancellations
and less unplanned overnight stays. Timely appointments with fewer cancellations
means patients can more effectively plan their travel (e.g. pick up and drop off times if
Page | 9
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they are not driving themselves). This will benefit all patients, including those with
disabilities who may need to plan travel in advance.
Reduced unplanned overnight stays may help to limit anxiety and unfamiliarity,
particularly important for patients with a learning disability.
Having a more consistent workforce can make a significant positive impact to patients,
specifically those with learning disabilities or from a minority group as consistency
allows for ongoing communication with a familiar team and helps build trust for
patients.
25% of Gloucester city’s population are living in deprived areas, approx. 32,000 people.
Therefore centralising Emergency General Surgery, Trauma, acute medicine and IGIS to
the GRH provides improved access to the right specialists to manage the care of this
higher risk community. Deprivation is linked to co-morbidities and poorer health
outcomes, therefore, centralising services to form different hubs with co-located
specialities across both sites with enhanced quality of care and reduced waiting times
will benefit all those living in deprivation across the County.
The centralisation of services will provide more comprehensive and co-located
specialised care, which could be beneficial for carers who are caring for someone with
multiple conditions. Centralisation also means services will be ring fenced, ensuring
fewer cancellations, reduced waiting times and improved clinical outcomes, resulting in
improved self-care. These benefits will help to support carers to reduce their time
attending hospital with the person they are caring for and improve the health outcomes
of both the person they are caring for and, in turn, potentially their own health.
There are 79 people registered with Gloucestershire’s homeless healthcare team and it
has been identified this cohort are significantly most likely to use A&E and community
care services and evidence suggests those who are homeless are more likely to have
multiple health conditions. Given rates of homelessness are slightly higher in Gloucester
than surrounding areas; centralising Emergency General Surgery to GRH provides
improved access to the right specialists to manage the care of homeless people who
present with multiple conditions.
There is a strong association between physical health and mental health. People with
long-term conditions, such as diabetes or cardiovascular disease, have significantly
raised rates of depression, anxiety and other mental health problems. Evidence suggests
they receive poorer quality care than those with a single condition.1 1.2% of all A&E
attendances last year were for those with mental health conditions, the large majority
attended GRH A&E. Therefore by centralising services, patients with comorbidities could
receive a better quality of specialist care as they will be treated with a multi-disciplinary
approach. .
Diabetes tends to be prevalent with other co-morbidities such as heart conditions,
meaning that this cohort is likely to be impacted by the centralisation of services as they
are likely to use several different services due to having multiple conditions. Thus
centralising services will improve their quality of care by reducing waiting times, faster
diagnostics and a multi-disciplinary approach to multiple conditions.
By centralising services new and innovative training opportunities will be available to
staff which will positively impact moral, help to retain existing staff and attract new
staff. The co-location of catheter labs with Interventional Radiology improves the

4
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opportunity to develop innovative nursing and technician roles that would not have
been possible before.
Although the inpatient gastroenterology ward is currently based at CGH there is full
access to gastroenterology services at GRH; with 7 day per week emergency endoscopy
provision and a rostered gastrointestinal consultant and registrar at GRH to assess
patients who are referred either from ED or other specialist areas ensuring the same
level of emergency care are available at both sites.
Outpatient gastroenterology and orthopaedic clinics are unaffected and will be
maintained at Cheltenham General, Gloucestershire Royal and Community Hospitals
creating no impact on travel times.



Despite some patients from the west of the county having to travel further for elective
(planned) orthopaedic surgery the move of planned orthopaedic care to CGH has
enabled the provision of ring-fenced wards with 80% lower chance of cancellation due
to emergency trauma patients requiring the attention of specialist staff.



The way the inpatient beds are organised for trauma and orthopaedics (in the pilot)
includes 17 single rooms at CGH and 18 at GRH which gives flexibility to maintain privacy
and dignity.



Rates of homelessness are slightly higher in Gloucester than surrounding areas; this
group have a significant requirement for trauma services and so the centralisation of
trauma services there will benefit this cohort.

1.2.3






Potential Adverse Impacts

A centralised hub for IGIS will provide the capacity and capability to provide specialist
centralised care for these patients. It is important to consider patients having
interventional surgery are often more complex and can be at higher risk, often with
other co-morbidities and long term conditions such as cardiovascular conditions.
Engagement with staff at Gloucestershire Hospitals Foundation Trust identified some
concerns that patient safety may be compromised by having IGIS and vascular separate
as this could result in some complex and emergency vascular patients needing to
transfer, identified vulnerable groups are patients who have had a mini stroke or
patients with carotid artery disease.
If Emergency General Surgery is centralised to GRH, people attending A&E at CGH or
patients (e.g. day cases and elective colorectal) deteriorating and needing Emergency
General Surgery may need to be transferred to GRH. Patients over 65 are most
vulnerable to deterioration and currently 40% of General Surgery patients are over 65,
meaning they are disproportionately impacted by this. Currently, however, it is only 6
per day in total will be impacted by the new arrangements, with significantly less than 1
patient per day needing transfer in an emergency as a result of inpatient deterioration.
This means the impact is relatively small and outweighed by the positive clinical
outcomes.
GI day case patients are generally lower acuity and so are less likely to deteriorate;
however, in the event a patient does deteriorate they may need to be transferred to
GRH. Patients over 65 are more likely to experience co-morbidities and other health
conditions and therefore could be more vulnerable to needing transfer; however,
transfer as a result of deterioration is already indicated to be low and infrequent. This is
outweighed, however, by reduction in waiting times, enhanced quality of care and a
reduction in the number of patients who are required to stay overnight unplanned as a
result of a late start.
Page | 11
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Feedback from staff and patients suggests parking can be a challenge at both sites. This
could prove challenging for patients with a disability who will require a disabled parking
bay or drop off point if the demand increases beyond what is currently available as a
result of centralising services. Moving sites can also be a challenge for patients with a
sensory impairment who may be familiar with their local hospital site but may be
required to travel to the other site. Additional support may be needed to help patients
navigate this change.
The new proposed models will mean that deteriorating patients may need to be
transferred depending on the site they attended and their condition. For patients with a
physical, sensory or learning disability, this may mean additional support with transport
arrangements on their return home as they may not drive. It is important to note this
will likely be in unique circumstances and outweighed by the clinical benefits of
centralising services
Carers and unpaid carers are likely to experience the clinical benefits of better quality of
care for the patient, shorter waiting times and specialist services working in a multidisciplinary approach which could help to reduce their number of hospital visits. It is
possible, however, in some instances a carer may need to attend both sites based on the
proposed changes (although unlikely), or in the event the patient deteriorates, they may
need to transfer to GRH for emergency surgery if they are currently at CGH. These
events have been estimated to happen for significantly less than 1 patient a day,
meaning that, the benefits outweigh the risks for carers.
Enhanced clinical outcomes outweigh the negative impacts of travel for the majority of
cohorts; however, it is important to consider the possible impact of additional cost in
travel for some either through fuel costs or public transport fares for all patients, but
particularly considering those in low income households. It is important to consider that
this is outweighed by enhanced clinical outcomes as centralising services will likely
reduce waiting times and therefore parking fees and in all the proposed solutions, ~80%
of all patients impacted will see a neutral impact in travel (a change +/-20 mins).
There are some patients who attend A&E at CGH who may need to transfer to GRH for
admission. This has been mitigated by working with the Ambulance Service to ensure
that patients who are likely to require admission are taken directly to GRH. Senior
orthopaedic doctor input is available for patients in A&E at both CGH and GRH and there
is a process in place to transfer patients who require admission.

1.2.4

4

Travel Impacts

To Patients






Patients may need to travel to a different site for their treatment in the future. Travel
analysis has suggested that approximately 80% of all patients will see minimal change in
their journey (+/- 20 mins). This equates to approximately 20,000 people and on average
7% will have a shorter journey, just over 1,600 people
On average, 13% of patients using the services contained within these proposals will
have a negative travel impact. The largest negatively impacted cohorts are those who
under the proposals would need to travel to GRH for acute medicine and those travelling
to CGH for elective colorectal if this are to be centralised in CGH.
GHNHSFT have assessed the evidence around the extra distance some patients may
need to travel in the event of an emergency and the evidence suggests the distance
would not impact negatively on mortality or the clinical outcomes of patients.
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By centralising services, a number of patients would see significant reductions in their
travel times as they could now be treated locally, whereas at present Primary PCI
patients are travelling to other hospitals, such as Bristol, for their treatment.
 There are also currently patients travelling out of county for IGIS procedures. By
centralising IGIS it improves the ability for this provision to expand, increasing the
potential for more patients to be treated in-county, overall reducing travel for some
patients. Within the scope of the IGIS service proposals are the current 115 patients who
undergo various Interventional Radiology interventions mostly delivered from
Birmingham and Oxford, a few from Bristol, and some travel as far as Leeds. In addition
to the patients directly benefitting, our IGIS service proposals will contribute towards to
other initiatives aimed at repatriating up to a further 600 patients.
To Staff




It is important to consider the impact increased travel can have on child care provision
or caring responsibilities of staff.
Despite some staff required to travel more, centralising General Surgery day cases will
reduce the number of visits a patient makes which creates more capacity for staff.
Currently there are challenges in filling rotas, increased sickness absence, and increased
use of agency staff to combat this. This puts staff under pressure and impacts morale.
The proposed solutions aim to give staff more dedicated time by making processes more
efficient. Some changes will bring teams together and result in less travel and as teams
become bigger there will be more opportunity for flexibility of staff. By centralising some
emergency and elective cohorts the environment improves for workforce as they have
more dedicated capacity, fewer cancellations and less late starts and by creating an IGIS
hub, this creates new opportunities for staff to train and develop new specialist skills as
well as to attract and retain more staff
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1.3 Integrated Impact Assessment (IIA) – background information
1.3.1 Context – Fit for the Future and Proposed options
The Fit for the Future (FFTF) Programme was developed by health partners in
Gloucestershire to support achievement of the NHS Long Term Plan’s ambitions and in
commitment to the public in Gloucestershire. As partners in Gloucestershire’s health and
care system, we believe patients who have serious illness or injury that requires specialist
care, should receive treatment in centres of excellence, equipped with the right specialist
staff, skills, resources and technology so they can by deliver care that is fit for the future.
The FFTF Programme (previously called “One Place”), strives to develop outstanding
specialist hospital care across the Cheltenham General and Gloucestershire Royal hospital
sites. These will be “Centres of Excellence” for planned care and treatment, and for
emergency care respectively. Our vision is for a single hospital on two sites, linked by the
A40 ‘corridor’, providing reliable and high quality care and experience, safely and that
delivers the best possible outcomes for local people.
To date, GHNHSFT has faced some challenges describing a clear future for services,
However, the Trust believes there is a huge opportunity to develop centres of excellence
providing outstanding specialist care where more patients can be treated, waiting times are
lower, patient experience is improved and patient outcomes are amongst the best.
This programme seeks to maximise the opportunities of hospital care being delivered from
two sites, by achieving the benefits of a separation of elective and emergency provision with
one site focusing more on planned care and one more emergency-driven care site. This is
unlikely, due to the needs of our population and critical co-dependencies, to be fully
achieved, so any future clinical model will retain a 24/7 front door (ED/ED+MIIU) and ITU on
both sites.
A summary of the proposed changes to services is as follows:
Clinical pathway group
Acute medicine
Image guided interventional
surgery

General Surgery

Ref

Solutions Descriptor

A3

Centralise acute medicine to GRH

B2

IGIS hub and vascular centralised to GRH





C3

EGS centralised to GRH
Elective colorectal to CGH






C5
C6

Elective colorectal to GRH

C11
Gastroenterology
Trauma & Orthopaedics

GI daycases - CGH
Gastro 1 Centralised CGH
T&O 1

Split O=CGH/T=GRH

**Enabler - Deteriorating patient
model

Model D (4.4)


4

Model E (5.4)















1.3.2 Why Integrated Impact assessment (IIA)?
An integrated impact assessment supports decision making by evaluating the impact of a
proposal, informing public debate and supporting decision makers to meet their Public
Sector Equality Duty and their duty to reduce inequalities.
The assessment was achieved by undertaking and combining three different methods
reflecting best practice guidance summarised in figure 1.
In relation to equality, these responsibilities include assessing and considering the potential
impact which the proposed service relocation could have on people with characteristics that
have been given protection under the Equality Act, especially in relation to their health
outcomes and the experiences of patients, communities and the workforce. With reference
to health and health inequalities, the responsibilities include assessing and considering the
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impact on the whole of the population served by the relevant statutory bodies and
identifying and addressing factors which would reduce health inequalities, specifically with
regard to access and outcomes.

1.3.3 What is included in the IIA?
NHS partners in Gloucestershire commissioned the MSE Strategy Unit and Partners in
February 2020 to:


Undertake and complete a full Integrated Health Inequalities and Equality Impact
Assessment (IIA) prior to the consultation process of the FFTF programme’s
proposed changes.



Provide recommendations based on the evidence review conducted as part of the IIA
to inform an action plan developed and owned by commissioners and the One
Gloucestershire Integrated Care System



Ensure the report contains evidence that decision-making arrangements will pay due
regard to equalities and inequalities issues and the Brown principles 2.



The assessment uses techniques such as evidenced based research, engagement and
impact analysis to understand the impact of change on the population, the impact
on groups with protective characteristics and the impact on accessibility and quality
of services. The aim of the report is to understand and assess the consequences of
change whilst maximising positive impacts and minimising negative impacts of the
proposed change.
This IIA is made up of 3 chapters:


Equality Impact Assessment



Health inequalities impact assessment



Health impact assessment

1.3.4 Applicable Standards and Principles
Key legal principles and guidance recognised and referenced as part of this document are:

22
3



s.149 - Public Sector Equality Duty (PSED) of the Equality Act 2010.



Equality and Human Rights Commission’s paper (2012).



Brown Principles3.



The Public Services (Social Value) Act 2012.



The Autism Act 2009.



The Children’s Act 2004.



Section 14T and 13G of the NHS Act 2006



Commissioner duties as set out in Section 14 of the National Health Service Act 2006



NHS Five Year Forward View and NHS Long Term Plan.



The NHS Constitution

R. (Brown) v. Secretary of State for Work and Pensions [2008] EWHC 3158 at paras 90-96.
R. (Brown) v. Secretary of State for Work and Pensions [2008] EWHC 3158
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1.3.5 What is the scope of this IIA?
Patients covered


The current and future patients from GHNHSFT.



The population served by One Gloucestershire ICS



Population/communities covered

 The overall population of Gloucestershire
Workforce
The current workforce at Gloucestershire Royal Hospital (GRH) and Cheltenham General
Hospital (CGH)

4

1.3.6 The IIA Methodology
This IIA process includes an evidence review, data analysis and linking with outputs from
stakeholder engagement to identify potential impacts of proposals on key groups. Each
aspect had specific focus areas as listed below:
An evidence review of health issues and the risk factors for the specific patient/client
groups impacted by the move as well as general population. This will ensure all population
groups with the potential to be impacted are considered.
Descriptive analysis of the current patient population and health landscape within England.
This includes specific emphasis on areas covered by CCGs relevant to Gloucestershire. This
analysis has been used to establish an understanding of the scale of impact. This ensures the
response to the impact is proportional to its scale.
Comparative analysis to assess whether different groups of the patient population/staff
population, namely those that fall under protected characteristics, are disproportionately
impacted by the proposed changes. This is done within the context of equality and diversity,
health inequalities and population health impact. For each category of assessment, themes
are used to assess impact following a description of the effect using evidence/data, whether
it was positive or negative and would be difficult to remedy or be irreversible.
Assessing future demand for the service and potential impact upon different groups of the
patient and workforce population in the context of equality and diversity, health inequalities
and population health impact.
Iterative process combining information gathered from engagement activity conducted
with the local population such as opinion surveys, panel discussions and focus groups
carried out by GHNHSFT and the findings from the consultation.
The Consultation asked all respondents whether they were in support, neutral or opposed
to each proposed change and their reasons, including any alternative ideas or other
comments. The feedback from this has been incorporated into the overall assessment of
impact.
The consultation analysis can be broken down into 3 steps.


Step 1: assessment of the representation of respondents



Step 2: quantitative analysis of the consultation feedback
Step 3: Qualitative analysis of feedback from respondents to capture themes which
inform recommendations.



Each impact was prioritised based on:
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Probability of the impact occurring (using a decision matrix combining scale and
duration)



Scale of those impacted



Public opinion through consultation



Duration of the impact e.g. short, medium or long term

1.3.7 The IIA assumptions and limitations

4

Patients who have attended GRH, CGH and community provision have been used to identify
potentially impacted patients and scale of impact.
The population of Gloucestershire as a county has been used to identify population health
needs and inequalities of those who may be impacted by the proposed changes.
Population growth projections are based on ONS 2011 Census and current scenarios thus by
default the analysis will assume that current trends will remain constant.
The overall impact of travel has been assessed considering both staff and patients feedback
through engagement. Travel analysis for patients has been provided by Gloucestershire
Commissioning Support Unit.

1.3.8 How to read the IIA
There are 3 chapters in the IIA;


Equality Impact Assessment



Health inequalities impact assessment

 Health impact assessment
Each chapter will start with a summary of the positive impacts and negative impacts
followed by evidence based recommendations related to these impacts. The impacts of
each solution has been assessed and then aggregated up to assess the impact of each
proposed model of change.
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1.4 Equality Impact assessment: the impact on groups with protected
characteristics
Equality impact assessment is a tool which identifies and assesses impacts on a range of
affected groups of people with characteristics protected under the Equality Act 2010,
namely: age; gender, disability; gender reassignment; marriage and civil partnership;
pregnancy and maternity; race and ethnicity; religion and belief; and sexual orientation.
The aim of an Equality Impact Assessment (EIA) is to establish the differential impact of a
policy, such as in this case the development of centres of excellence and the proposed
relocation or centralisation of services within Gloucestershire, on these groups. It also
considers the potential measures which could reduce any negative impacts, especially in
relation to health outcomes and the experiences of patients, carers, communities and the
workforce. It also seeks to identify opportunities to better promote equality and good
relations.
Protected characteristics considered in the analysis as per Equality Act 2010:


Age: a reference to a person of a particular age group, for example this includes
older people; middle years; early years; children and young people.



Sex: a reference to a man or a woman.



Gender reassignment; a reference to a person who is to undergo, is undergone or
has undergone a process (or part of a process) for the purpose of reassigning the
person’s sex by changing physiological or other attributes of sex



Disability: includes people with physical or mental impairments where the
impairment has a substantia and long terms adverse effect on the individual’s ability
to carry out normal day-today activities e.g. people with learning disability; sensory
impairment; mental health conditions; long-term medical conditions.



Marriage and civil partnership: people who are married or in a civil partnership.



Pregnancy and maternity: women before and after childbirth; breastfeeding.



Race: a reference to people of a particular racial group.



Religion or belief: a reference to people of a particular religion or belief.



Sexual orientation: a person’s sexual orientation towards persons of the same sex;
persons of the opposite sex or person of either sex.

4
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1.4.1 Summary of impacts on people with protected characteristics

4

Gastroenterology and Trauma and Orthopaedics were assessed locally through a local IIA.

1.4.2 Potential Positive Impacts


Centralising acute medicine enhances patient safety, improves outcomes and
reduces length of stay as it allows for more patients to be seen by a senior reviewer
within 14 hours of arrival, associated with increased patient discharges and
improved clinical outcomes. 67% of admissions to acute medicine last year were for
over 65s, meaning this cohort is significantly impacted by this change and its
benefits.



By centralising the IGIS hub patients will now have a 24/7 service available to them.
By co-locating this with the County’s Trauma hub patients are more likely to receive
emergency intervention faster. By co-locating with vascular the Trust is creating a
multi-disciplinary approach to management of primary angioplasty which can
improve patient outcomes. 68% of interventional cardiology patients and 66% of
vascular patients last year were over 65, meaning this cohort is significantly
impacted by this change and its benefits.



The centralisation of services will also mean quality of care and expertise will be
enhanced, particularly beneficial to patients with long term conditions or comorbidities which are prevalent in patients with disabilities, those aged 65 and some
BAME communities.



By centralising services, patients will have reduced waiting times, fewer cancellations
and less unplanned overnight stays. Timely appointments with fewer cancellations
means patients can more effectively plan their travel (e.g. pick up and drop off times
if they are not driving themselves). This will benefit all patients, including those with
disabilities who may need to plan travel in advance.



Reduced unplanned overnight stays may help to limit anxiety and unfamiliarity,
particularly important for patients with a learning disability.
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As part of GHNHSFT’s response the Trust temporarily consolidated vascular emergency
and elective pathways to GRH; this has allowed the Trust to monitor the impact on
patients and staff whilst optimising patient care during these unprecedented times. The
Trust can use this learning to help inform planning for the future.

4

1.4.3 Recommendations based on evidence Review and Consultation feedback
1. High quality signposting, good quality wheelchair access and interactive information for
those with sensory impairments will be necessary to help patients navigate this change.
Both sites will already have facilities in place for patients with disabilities but it is
important to ensure these are optimised and co-designed where possible with
representative organisations and patients with disabilities.
2. Explaining how specialist staff are distributed across the two sites will be beneficial in
alleviating concerns around accessibility to specialist care equally across the county.
3. It is recommended a review of public transport is conducted to understand if there are
limitations, to disseminate information regarding travel to patients to make journey
planning easier and ensure patients are aware of what services are available.
4. It is recommended to work closely with local transport providers and the local authority
to understand their forward plans for transport and the impact this will have on the
reconfiguration proposals.
5. It is recommended to explore the possibility of adapting the model of elective colorectal
to alleviate some concerns regarding the transfer of high risk patients. Evidence review
suggests there are clinical benefits to elective colorectal being centralised in
Gloucestershire Royal hospital with emergency general surgery, however, consultation
feedback suggests that overall patients would prefer centralisation at CGH. In order to
accommodate patient preference, optimise care and alleviate concerns regarding
transfer, it is recommended to explore a model where elective colorectal is centralised
at CGH but with high risk patients attending GRH to receive their colorectal treatment.
6. Communication has been identified as an area of improvement based on feedback.
Providing detailed information about what to expect as a patient attending Cheltenham
A&E, what is meant by a spoke model for IGIS at Cheltenham, how do these changes link
with community hospitals and how will the hospitals continue to manage demand in the
new models, are some examples.
7. Assess the parking at each site, including availability of disabled parking bays to
understand if this will be negatively impacted by the changes.
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1.4.4 Potential adverse Impacts


A centralised hub for IGIS will provide the capacity and capability to provide
specialist centralised care for these patients.



If emergency general surgery is centralised to GRH, people attending A&E at CGH or
patients (e.g. day cases and elective colorectal) deteriorating and needing
emergency general surgery may need to be transferred to GRH. Patients over 65 are
most vulnerable to deterioration and currently 40% of general surgery patients are
over 65, meaning they are disproportionately impacted by this. Currently, however,
it is only 6 per day in total will be impacted by the new arrangements, with less than
1 patient per day needing to be transferred in an emergency as a result of inpatient
deterioration. This means the impact is relatively small and outweighed by the
positive clinical outcomes.



GI day case patients are generally lower acuity and so are less likely to deteriorate;
however, in the event a patient does deteriorate they may need to be transferred to
GRH. Patients over 65 are more likely to experience co-morbidities and other health
conditions and therefore could be more vulnerable to needing transfer; however,
transfer as a result of deterioration is already indicated to be low and infrequent.
This is outweighed, however, by reduction in waiting times, enhanced quality of care
and a reduction in the number of patients who are required to stay overnight
unplanned as a result of a late start.



Feedback from staff and patients suggests parking can be a challenge at both sites.
This could prove challenging for patients with a disability who will require a disabled
parking bay or drop off point if the demand increases beyond what is currently
available as a result of centralising services. Moving sites can also be a challenge for
patients with a sensory impairment who may be familiar with their local hospital site
but may be required to travel to the other site. Additional support may be needed to
help patients navigate this change.



The new proposed models will mean that deteriorating patients may need to be
transferred depending on the site they attended and their condition. For patients
with a physical or learning disability, this may mean additional support with
transport arrangements on their return home as they may not drive. It is important
to note this will likely be a rare occurrence and therefore outweighed by the clinical
benefits.

Following the temporary change of Emergency General Surgery to GRH, the Trust has been
monitoring the patients attending CGH A&E/MIU who require a transfer to GRH; on average
2 general surgery patients per week were transferred to GRH, 17 in total between 1st April
and 18th June 2020.
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1.4.5 Recommendations based on evidence review and consultation feedback


It is recommended residents and service users over 65s and BAME communities are
engaged with, to explain the reasons for centralising IGIS and the implications for colocating vascular with IGIS from a clinical outcomes perspective.



Identifying to the public that current A&E services at CGH will be maintained is
important to alleviate concerns around its closure. Feedback from over 65s
emphasises the need to ensure all patients are aware of their local A&E and where
to go in the event of an emergency. There are concerns around whether they will
need to learn the route to a new A&E so ensuring they know A&E is still available at
CGH and what to do in the event of an emergency is important.



Liaise with the local authority and transport services regarding public transport
options for people who may need to use public transport to travel between hospital
sites or access a different site from their home.



When centralising services it is important to assess if there is an appropriate number
of disabled parking bays to accommodate increases in demand of, for example,
specific elective procedures. Engagement with patients with disabilities can help to
identify the perceived challenges and what is required.



Moving sites can be a challenge for patients with a sensory impairment who may be
familiar with their local hospital site but may be required to travel to the other site.
Additional support may be needed to help patients navigate this change,
engagement through representative organisations for sensory impairments and
disabilities would be beneficial to understand the best way to offer support.



It is recommended patients with disabilities are part of the co-design where possible,
looking at specific challenges such as disabled access and transport for those who do
not drive. Engagement with representative organisations and support groups would
also be needed to understand how to support patients with learning disabilities who
may need to travel to a different site.



It is recommended a review of public transport is conducted to understand if there
are limitations, to disseminate information regarding travel to patients to make
journey planning easier and ensure patients are aware of what services are available.



It is recommended to work closely with local transport providers and the local
authority to understand their forward plans for transport and the impact this will
have on the reconfiguration proposals.



It is recommended to explore the possibility of adapting the model of elective
colorectal to alleviate some concerns regarding the transfer of high risk patients.
Evidence review suggests there are clinical benefits to elective colorectal being
centralised in Gloucestershire Royal hospital with emergency general surgery,
however, consultation feedback suggests that overall patients would prefer
centralisation at CGH. In order to accommodate patient preference, optimise care
and alleviate concerns regarding transfer, it is recommended to explore a model
where elective colorectal is centralised at CGH but with high risk patients attending
GRH to receive their colorectal treatment.



Communication has been identified as an area of improvement based on feedback.
Providing detailed information about what to expect as a patient attending
Cheltenham A&E, what is meant by a spoke model for IGIS at Cheltenham, how do

4
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these changes link with community hospitals and how will the hospitals continue to
manage demand in the new models, are some examples.


Assess the parking at each site, including availability of disabled parking bays to
understand if this will be negatively impacted by the changes.

It is recommended that the impact of any COVID-19 pandemic temporary service changes
are assessed based on staff and patient experience, access to care and quality and
timeliness of care to ensure that the learning from the pandemic is reflected in any future
reconfiguration decisions. This will also include considerations around the zoning of patients
to ensure segregated pathways for COVID and non-COVID patients to ensure patient safety.
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1.5 Health Inequalities Impact Assessment
The Health inequalities impact assessment identifies and assesses health inequalities and
the impact of the proposed changes for the local community. The aims of a health
inequalities impact assessment include identifying and addressing factors which would
reduce health inequalities, specifically with regard to access and outcomes.
The World Health Organisation (WHO) defines health inequities or health inequalities as
‘avoidable inequalities in health between groups of people within countries and between
countries.’ Such inequities arise from inequalities within and between societies. According
to the WHO, ‘social and economic conditions and their effects on people’s lives determine
their risk of illness and the actions taken to prevent them becoming ill or treat illness when it
occurs.’
Unlike the protected characteristics listed in the Equality Act 2010, there are no specific
groups identified in Section 14T of the NHS Act 2006 in relation to the duty to reduce health
inequalities. However, research has identified that a range of groups and communities are
at greater risk of poorer access to health care and poorer health outcomes4. Groups other
than those that have protected characteristics as defined in the Equality Act 2010 who face
health inequalities:


Looked after and accommodated children and young people.



Carers: paid/unpaid; family members.



Homeless people or those who experience homelessness: people on the street;
those staying temporarily with friends/family; those in hostels/B&Bs.



People with addictions and substance misuse problems.



People who have low incomes.



People living in deprived areas.



People living in remote, rural and island locations.



People with enduring mental ill health.



People in other groups who face health inequalities.

4

Summary of impacts of health inequalities
The gastroenterology and trauma and orthopaedics IIA was carried out locally.

4

https://www.england.nhs.uk/wp-content/uploads/2019/01/ehia-long-term-plan.pdf
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1.5.1 Potential Positive impacts
25% of Gloucester city’s population are living in deprived areas, approx. 32,000 people.
Therefore centralising emergency general surgery, acute medicine and IGIS to the GRH
provides improved access to the right specialists to manage the care of this higher risk
community. Deprivation is linked to co-morbidities and poorer health outcomes, therefore,
centralising services to form different hubs with co-located specialities across both sites
with enhanced quality of care and reduced waiting times will benefit all those living in
deprivation across the County.
The centralisation of services will provide more comprehensive and co-located specialised
care, which could be beneficial for carers who are caring for someone with multiple
conditions. Centralisation also means services will be ring fenced, ensuring fewer
cancellations, reduced waiting times and improved clinical outcomes, resulting in improved
self-care. These benefits will help to support carers to reduce their time attending hospital
with the person they are caring for and improve the health outcomes of both the person
they are caring for and, in turn, potentially their own health.
There are 79 people registered with Gloucestershire’s homeless healthcare team and it has
been identified this cohort are significantly most likely to use A&E and community care
services and evidence suggests those who are homeless are more likely to have multiple
health conditions. Given rates of homelessness are slightly higher in Gloucester than
surrounding areas; centralising emergency general surgery to GRH provides improved
access to the right specialists to manage the care of homeless people who present with
multiple conditions.
There is a strong association between physical health and mental health. People with longterm conditions, such as diabetes or cardiovascular disease, have significantly raised rates of
depression, anxiety and other mental health problems. Evidence suggests they receive
poorer quality care than those with a single condition.5 Therefore by centralising services
patients with comorbidities could receive a better quality of specialist care. In Particular,
emergency services where the majority of patients with mental health conditions are
already attending as 1.2% of all A&E attendances last year were for mental health
conditions, the large majority attending GRH A&E.
Rates of homelessness are slightly higher in Gloucester than surrounding areas; this group
have a significant requirement for trauma services and so the centralisation of trauma
services there will benefit this cohort.

In light of the COVID-19 pandemic, some patient groups may now be further impacted by
the need to self-isolate for 14 days prior to an elective admission to hospital. Homeless
patients, for example, may find this challenging and may be unable to self-isolate. Those
with long term health conditions may be shielding and reluctant to attend hospital due to
concerns regarding COVID-19 and families in low income households, those who are selfemployed or those who have recently been made redundant may feel unable to self-isolate
prior to a hospital visit as they are financially unable to take the time off from work. This
could result in some patient cohorts not attending hospital for the treatment they need.

5

https://www.kingsfund.org.uk/projects/mental-health-and-long-term-conditions-cost-co-morbidity
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1.5.2 Potential adverse Impacts
Carers and unpaid carers are likely to experience the clinical benefits of better quality of
care for the patient, shorter waiting times and specialist services working in a multidisciplinary approach which could help to reduce their number of hospital visits. It is
possible, however, in some instances a carer may need to attend both sites based on the
proposed changes (although unlikely), or in the event the patient deteriorates, they may
need to transfer to GRH for emergency surgery if they are currently at CGH. These events
have been estimated to happen for less than 1 patient a day, meaning that, the benefits
outweigh the risks for carers.
Enhanced clinical outcomes outweigh the negative impacts of travel for the majority of
cohorts; however, it is important to consider the possible impact of additional cost in travel
for some either through fuel costs or public transport fares for all patients, but particularly
considering those in low income households. It is important to consider that this is
outweighed by enhanced clinical outcomes as centralising services will likely reduce waiting
times and therefore parking fees and in all the proposed solutions, ~80% of all patients
impacted will see a neutral impact in travel (a change +/-20 mins).
There are a number of patients with identified needs for whom it is important to ensure
access to services is equitable, for example 25% of the Gloucester city population living in
deprived areas and the rates of homelessness being slightly greater in Gloucester.

4

Consider how some patient cohorts are impacted by the need to self-isolate prior to an
elective admission and consider how these cohorts could be supported to follow the social
distancing rules. Offer virtual appointments and explain the process of attending hospital to
patients so they understand how they will be kept safe during their hospital visit (zoning,
COVID and non-COVID separation, PPE etc.).

1.5.3 Recommendations based on evidence review and consultation feedback
1. It is recommended a review of public transport is conducted to understand if there are
limitations, to disseminate information regarding travel to patients to make journey
planning easier and ensure patients and carers are aware of what services are available.
2. It is recommended to conduct a review of transport options, including subsidised
options for transport which can be disseminated to patients ensuring they are aware of
all the options they can access.
3. Explore if increasing outreach services for those who are Homeless is needed and would
be beneficial.

4. It is recommended to explore what could be moved to virtual appointment where
possible to reduce the need for patients and carers to travel for outpatient
appointments.
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1.6 Health Impact Assessment
The Health impact assessment (HIA) identifies and assesses health outcomes, service
impacts and workforce impact of the proposed changes for the local community. The aims
of a health impact assessment include assessing and considering the impact on the whole of
the population served by the relevant statutory bodies and identifying and addressing
factors which would reduce health inequalities, specifically with regard to access and
outcomes.
HIA emerged as the recommended tool for maximising the health of the population through
embedding health in all policies with the publication of the Gothenburg consensus. The
framework, which was produced by the World Health Organization [WHO] European Centre
for Health Policy, was underpinned by four core values: sustainable development, equity,
democracy and the ethical use of evidence6.
Based on an initial scoping exercise and evidence review we identified the main aspects
within the context of health and the wider determinants of health that potentially have the
greatest impact Gloucestershire’s proposed changes. These are:
1. Cardiovascular Disease
2. Diabetes
3. Falls in the elderly
4. Overweight and Obesity

1.6.1 Summary of impacts of the health assessment
The gastroenterology and trauma and orthopaedics IIA was conducted locally.

1.6.2 Potential Positive Impacts
Diabetes tends to be prevalent with other co-morbidities such as, heart conditions, meaning
that this cohort is likely to be impacted by the centralisation of services as they are likely to
use several different services due to having multiple conditions. This means centralising
services will improve their quality of care by reducing waiting times, faster diagnostics and a
multi-disciplinary approach to conditions.
Obesity is often linked to a large number of co-morbidities which mean obese patients are
significantly more likely to be impacted by the proposed changes. The movement of services
could result in specialist care being provided in one place leading to a better quality of care.

6

https://globalizationandhealth.biomedcentral.com/articles/10.1186/1744-8603-10-13
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Patients who fall regularly are one of the cohorts more likely to be impacted by the
proposed changes as they will usually attend hospital more than other cohorts in the
population. 1,812 people per 100,000 in Gloucestershire are admitted to hospital due to
falls. This cohort may benefit from the centralisation of services in the same way as over 65s
because frailty can correlate with age, see “Age” section of the EQIA.

1.6.3 Recommendations based on evidence review and consultation


It is recommended a review of public transport is conducted to understand if there
are limitations, to disseminate information regarding travel to patients to make
journey planning easier and ensure patients and carers are aware of what services
are available.



It is recommended to conduct a review of transport options, including subsidised
options for transport which can be disseminated to patients ensuring they are aware
of all the options they can access.



Explore if increasing outreach services for those who are Homeless is needed and
would be beneficial.



It is recommended to explore what could be moved to virtual appointment where
possible to reduce the need for patients and carers to travel for outpatient
appointments.



It is recommended to explore the possibility of adapting the model of elective
colorectal to alleviate some concerns regarding the transfer of high risk patients.
Evidence review suggests there are clinical benefits to elective colorectal being
centralised in Gloucestershire Royal hospital with emergency general surgery,
however, consultation feedback suggests that overall patients would prefer
centralisation at CGH. In order to accommodate patient preference, optimise care
and alleviate concerns regarding transfer, it is recommended to explore a model
where elective colorectal is centralised at CGH but with high risk patients attending
GRH to receive their colorectal treatment.

4

It is important to consider a number of patients with long term health conditions are likely
to be shielding due to the COVID-19 pandemic. Therefore, it is important to explain clearly
to patients and their relatives the pathways for COVID and non-COVID patients so they
understand the safety procedures in place should they need to attend hospital during this
time.

1.7 Public and Staff Engagement (Pre-consultation)7
The key concerns for patients are around access to specialist care regardless of where they
live, time to assessment and overall waiting times and the availability of services locally so
there is not an inequality in service provision.
Engagement from the public suggests BAME communities feel it is vitally important services
remain close to patients who need it most. This cohort identified the need to see a specialist
7

for more detail please see Appendix 2b & 2c
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at their earliest opportunity and some think that centres of excellence are a good idea to
promote specialist care.
Feedback from people over 65 confirmed that there are concerns around access to specialist
staff in a timely manner.
Both Staff and the public expressed some concerns about GRH being able to cope with an
increase in emergency admissions with staff looking at it from a facilities and resource
perspective, and the public considering waiting times and parking.
Feedback from people over 65 confirmed that there is concern around transport.
Specifically they highlighted the impact on family and friends of travelling to a different
hospital, the surrounding area and how to get there. This cohort also criticised public
transport reliability. This point was emphasised by those living outside of both Gloucester
and Cheltenham where transport is perceived to be more complicated.
Feedback indicated that the public are more concerned with travel times than distances
when it comes to care but also indicated that for some parts of the county it can take an
hour to attend hospital if the proposed changes take place and this will result in increased
fuel costs on top of parking charges.
Overview of local engagement
More than 3,300 face-to-face contacts were made across local communities during the FFTF
Engagement period. In addition, staff working across NHS and care organisations were
actively encouraged to participate in the engagement. Consequently a total of 2482 surveys
were completed, with feedback also captured through workshops and other engagement
events.
An overview of the feedback received during the engagement period was included in PCBC.
Feedback was received from across the county with targeted engagement through a series
of workshops. The workshops were supported by Inclusion Gloucestershire (a local user-led
organisation whose aim is to reduce health inequalities) who helped to recruit members of
the public as experts in their own lives to participate, and provide a balance of opinion, in
discussions with NHS clinicians and professionals. Those who attended the workshops
disclosed demographic information relating to:


Age – including a young carer



Disability – physical disability, Autism and learning disabilities



Race – individuals from different BAME communities



Religion or belief



Substance misuse



Sexual orientation

 Those who are socially isolated
Demographic information was also collected via the survey, although not everyone provided
the full range of information. From the information collected, approx. 38% of respondents
were aged over 65 yr., with approx. 25% declared a disability or long term condition and
87% described themselves as White British. This is comparable to demographic information
about the county (Source: Inform Gloucestershire).
In addition, engagement undertaken regarding the NHS Long Term Plan targeted our diverse
communities. In partnership with Healthwatch Gloucestershire, a series of drop-ins and
workshop style events were held with local communities of interest: the elderly; patients
with disabilities and long term conditions; those with poor mental health and learning
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disabilities; carers; LGBT+ representatives; young people not in employment, education or
training (NEET) and representatives from the BAME communities. Feedback relevant to
FFTF noted that people felt the most important elements of their care were:


Support is available as close to home as possible;



Quality of care/expertise and continuity of care;



Choice and timeliness of appointments;



Reduced cancellations of appointments and operations.

4

1.8 Next steps
The independent Integrated Impact Assessment (IIA) undertaken has identified the potential
for people with certain protected characteristics, health inequalities and health impacts to
be adversely impacted by some of the proposals. Our proposed consultation (see DMBC)
was developed to respond to the findings of the IIA and the IIA itself has been updated postconsultation to take account of consultation feedback and the impact upon people with
protected characteristics. A final list of recommendations has been provided based on the
evidence review and analysis of the IIA, public engagement pre consultation and feedback
post consultation. The recommendations will now help to drive decision making around the
implementation of proposed changes and considerations that need to be made that
identified through this process.
Full details of the IIA can be found in Appendix 2b and 2c
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1. Annex: Integrated Impact Assessment
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A key commitment for the Fit for the Future programme is to deliver the requirements for Service
Change as set out in Delivering Service Change for Patients (NHS England, 2018). An important
component of this is delivery of an Integrated Impact Assessment on proposed solutions. This
document contains all analysis conducted to determine the impacts of each proposed change.
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3. Equality Impact Assessment
3.1.

Key Findings

Public and staff Engagement


Engagement from the public suggests BME communities feel it is vitally important
services remain close to patients who need it most. This cohort identified the need to
see a specialist at their earliest opportunity and some think that centres of excellence
are a good idea to promote specialist care.



The key concerns for patients are around access to specialist care regardless of where
they live, time to assessment and overall waiting times and the availability of services
locally so there is not an inequality in service provision.



Over 65s have also expressed concerns around access to specialist staff in a timely
manner.



Both Staff and the public expressed some concerns about Gloucestershire Royal
Hospital (GRH) being able to cope with an increase in emergency admissions with staff
looking at it from a facilities and resource perspective and the public considering
waiting times and parking.



Over 65s expressed concerns around transport. Specifically they highlighted the impact
on family and friends and the unfamiliarity of a different hospital, the surrounding area
and how to get there. This cohort also criticised public transport reliability. This point
was emphasised by those living outside of both Gloucester and Cheltenham where
transport is perceived to be more complicated.



Feedback indicated that the public are more concerned with travel times than distances
when it comes to care but also indicated that for some parts of the county it can take an
hour to attend hospital if the proposed changes take place and this will result in
increased fuel costs on top of parking charges.

3
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Consultation Feedback
Feedback from the consultation identified some overall themes highlighted by those with protected
characteristics.

4

Travel was identified as concern, particularly for those over 65 and those with disabilities.
Respondents were concerned about the travel times to the hospital sites from where they live and
traffic across the county. Feedback also identified concerns regarding the travel between sites and if
public transport is sufficient.
Those with disabilities and those over 65 identified concerns regarding transfers between hospital
sites and wards during treatment. This cohort also identified concerns around patients who are very
unwell requiring transfer for emergency treatment. This was highlighted in regards to elective
colorectal centralisation and Emergency general surgery centralisation to GRH. Some feedback
questioned if high risk procedures should be carried out where emergency general surgery is
centralised.
Parking was identified as an issue for patients, particularly at Cheltenham General Hospital (CGH),
which could become exacerbated by centralisation of elective work.
Capacity was identified as a concern by respondents. Many questioning if the hospitals can cope
with the increased demand brought about by centralising services.
Both sites acting as centres of excellence, was a suggestion by many respondents who felt that the
county was too large to have one centre of excellence located at one site. Some raised concerns
regarding the growing population. Whereas, others felt that the centralising of services would
optimise care quality, increased staff retention and learning for staff which would result in reduced
waiting times and cancellations.
Community Hospitals were mentioned within feedback, questioning how they will interact with the
new models of care.
Many felt that this could also be a good opportunity to modernise areas within the sites as part of
this proposal.
Potential Positive Impacts
Centralising acute medicine enhances patient safety, improve outcomes and reduce LOS as it allows
for more patients to be seen by a senior reviewer within 14 hours of arrival, associated with
increased patient discharges and improved clinical outcomes. 67% of admissions to acute medicine
last year were for over 65s, meaning this cohort is significantly impacted by this change and its
benefits.
By centralising the IGIS hub patients will now have a 24/7 service available to them. By co-locating
this with the County’s Trauma hub patients are more likely to receive emergency intervention faster.
By co-locating with vascular the Trust is creating a multi-disciplinary approach to management of
primary angioplasty which can improve patient outcomes. 68% of interventional cardiology patients
and 66% of vascular patients last year were over 65, meaning this cohort is significantly impacted by
this change and its benefits.

4
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The centralisation of services will also mean quality of care and expertise will be enhanced,
particularly beneficial to patients with long term conditions or co-morbidities which are prevalent in
patients with disabilities, those aged 65 and some BME communities.
By centralising services, patients will have reduced waiting times, fewer cancellations and less
unplanned overnight stays. Timely appointments with fewer cancellations means patients can more
effectively plan their travel (e.g. pick up and drop off times if they are not driving themselves). This
will benefit all patients, including those with disabilities who may need to plan travel in advance.
Reduced unplanned overnight stays may help to limit anxiety and unfamiliarity, particularly
important for patients with a learning disability.

Recommendations based on evidence Review
1. It is recommended that BME communities, particularly those vulnerable to long term conditions
are involved in the consultation to feedback their views of the proposed changes and their
perceived challenges. BME patients and those aged over 65 are disproportionately represented
in the vascular patient cohort, meaning that engagement was these groups around the proposed
changes to the vascular hub would be beneficial.
2. Proactive engagement will be needed to explain the benefits and mitigate public perceptions of
additional risks to patient and visitor wellbeing. Ensure sufficient time, resource and focus is
allocated to engagement with a range of groups on travel impacts, both planned and
emergency, and for families and visitors as well as patients. Staff travel may also be a factor.
3. High quality signposting, good quality wheelchair access and interactive information for those
with sensory impairments will be necessary to help patients navigate this change. Both sites will
already have facilities in place for patients with disabilities but it is important to ensure these are
optimised and co-designed where possible with representative organisations and patients with
disabilities.

4. Explaining how specialist staff are distributed across the two sites will be beneficial in alleviating
concerns around accessibility to specialist care equally across the county.
5. It is recommended a review of public transport is conducted to understand if there are
limitations, to disseminate information regarding travel to patients to make journey planning
easier and ensure patients are aware of what services are available.
6. It is recommended to work closely with local transport providers and the local authority to
understand their forward plans for transport and the impact this will have on the
reconfiguration proposals.

5
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7. It is recommended to explore the possibility of adapting the model of elective colorectal to
alleviate some concerns regarding the transfer of high risk patients. Evidence review suggests
there are clinical benefits to elective colorectal being centralised in GRH with emergency general
surgery, however, consultation feedback suggests that overall patients would prefer
centralisation at CGH. In order to accommodate patient preference, optimise care and alleviate
concerns regarding transfer, it is recommended to explore a model where elective colorectal is
centralised at CGH but with high risk patients attending GRH to receive their colorectal
treatment.

4

8. Communication has been identified as an area of improvement based on feedback. Providing
detailed information about what to expect as a patient attending CGH A&E, what is meant by a
spoke model for IGIS at CGH, how do these changes link with community hospitals and how will
the hospitals continue to manage demand in the new models, are some examples.
9. Assess the parking at each site, including availably of disabled parking bays to understand if this
will be negatively impacted by the changes.

Potential Negative Impacts

A centralised hub for IGIS will provide the capacity and capability to provide specialist
centralised care for these patients. By retaining vascular at CGH, the service is maintained in
the location where a higher proportion of patients are over 65. However, patient safety may
be compromised by having IGIS and vascular separate, resulting in some complex and
emergency patients needing to travel. It is also unclear the impact this will have on vascular
and if this impact could be negative. Patients most impacted by this are those over 65 as
they are more likely to have heart disease and make up over 60% of the vascular patient
cohort. The impact to vascular and the impact on patient safety has been identified by
Gloucestershire Hospitals NHS Foundation Trust, however, this impact has yet to be
quantified by clinicians.
If emergency general surgery is centralised to GRH, people attending A&E at CGH or patients
(e.g. day cases and elective colorectal) deteriorating and needing emergency general
surgery may need to be transferred to GRH. Patients over 65 are most vulnerable to
deterioration and currently 40% of general surgery patients are over 65, meaning they are
disproportionately impacted by this. Currently, however, it is only 6 per day in total will be
impacted by the new arrangements, with less than 1 patient per day need to be transferred
in an emergency as a result of inpatient deterioration. This means the impact is relatively
small and outweighed by the positive clinical outcomes.
GI day case patients are generally lower acuity and so are less likely to deteriorate; however,
in the event a patient does deteriorate they may need to be transferred to GRH. Patients
over 65 are more likely to experience co-morbidities and other health conditions and
therefore could be more vulnerable to needing transfer, however, transfer as a result of
6
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deterioration is already indicated to be low and infrequent. This is outweighed, however, by
reduction in waiting times, enhanced quality of care and a reduction in the number of
patients who are required to stay overnight unplanned as a result of a late start.
Feedback from staff and patients suggests parking can be a challenge at both sites. This
could prove challenging for patients with a disability who will require a disabled parking bay
of drop off point if the demand increases beyond what is currently available as a result of
centralising services. Moving sites can also be a challenge for patients with a sensory
impairment who may be familiar with their local hospital site but may be required to travel
to the other site. Additional support may be needed to help patients navigate this change.
The new proposed models will mean that deteriorating patients may need to be transferred
depending on the site they attended and their condition. For patients with a physical or
learning disability, this may mean additional support with transport arrangements on their
return home as they may not drive. It is important to note this will likely be a rare
occurrence and therefore outweighed by the clinical benefits.
Recommendations based on evidence review

1. It is recommended residents and service users over 65s and BME communities are
engaged with to explain the reasons for centralising IGIS and the implications for
keeping vascular separate or co-locating it with IGIS from a clinical outcomes
perspective.
2. It is recommended those over 65 are engaged with regarding the proposed
centralisation of emergency general surgery as 60% of the cohort are over 65. It is
important to consider the impact for patients deteriorating at CGH who may need to
be transferred, particularly those over 65 who may have more difficulty travelling
around the county e.g. visitors such as relative who may be relying on public
transport and who may have health conditions themselves. It is also recommended
to consider if there will be repatriation plans for patients who started at CGH.
3. Identifying to the public that current A&E services at CGH will be maintained is
important to alleviate concerns around its closure. Feedback from over 65s
emphasises the need to ensure all patients are aware of their local A&E and where
to go in the event of an emergency. There are concerns around whether they will
need to learn the route to a new A&E so ensuring they know A&E is still available at
CGH and what to do in the event of an emergency is important.
4. Any change involving emergency transport will need to be part of engagement as
this could result in access concerns.
5. Liaise with the local authority and transport services regarding public transport
options for people who may need to use public transport to travel between hospital
sites or access a different site from their home.
7
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6. When centralising services it is important to assess if there is an appropriate number
of disabled parking bays to accommodate increases in demand of, for example,
specific elective procedures. Engagement with patients with disabilities can help to
identify the perceived challenges and what is required.

4

7. Moving sites can be a challenge for patients with a sensory impairment who may be
familiar with their local hospital site but may be required to travel to the other site.
Additional support may be needed to help patients navigate this change;
engagement through representative organisations for sensory impairments and
disabilities would be beneficial to understand the best way to offer support.
8. It is recommended patients with disabilities are part of the co-design where possible,
looking at specific challenges such as disabled access and transport for those who do
not drive. Engagement with representative organisations and support groups would
also be needed to understand how to support patients with learning disabilities who
may need to travel to a different site.

8
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4. EQIA analysis
Public bodies have a legal duty to eliminate unlawful discrimination, to advance equality of
opportunity and to have particular regard to the impact of potential service changes on defined
segments of the population – known as those with ‘protected characteristics’. The main protected
characteristics defined in legislation and national guidance are:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Age
Disability
Sex
Pregnancy
Marital status
Race
Sexual orientation
Religion
Gender reassignment

Catchment Area
Gloucestershire covers 6 districts: Gloucester, Stroud, Forest of Dean, Tewkesbury, Cheltenham
and Cotswold (see map below).This report will use this geography for analysing prevalence
within the population to supplement analysis of specific patient cohorts identified through
hospital data.

9
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4.1.

Age

4
The age of an individual, combined with additional factors including other ‘protected characteristics’
may affect their health and social care needs. Individuals may also experience discrimination and
inequalities because of their age. Analysis of the 2008 European Social Survey in 2012 found that age
discrimination was the most common form of prejudice experienced in the UK, affecting both
younger and older people, with 28% of respondents saying they had experienced prejudice based on
age.
Assuming current population trends continue, the population in Gloucestershire will rise by 44,300
between 2016 and 2026, from 623,100 to 667,400 (an increase of 0.7% per annum). The dominating
feature of the population projections is the sharp increase in population in the age group 65 or over.
These changes mean that by 2041, the proportion of people in the county who are aged 65 or over
will have risen from 20.8% to 28.9%, and the proportion of people aged 85 or over will have risen
from 2.9% to 5.5%. Population projections in the older age categories far exceed national averages
(see Table 1).
Table 1: ONS Subnational Population Projections for Gloucestershire, the districts and England by
age group, 2016 to 2041
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Proposed
Change

Scale of Potential
impact

Large Scale Impact

A3 - Centralise
acute medicine
to GRH

The proportion of
people in the county
who are aged 65 or over
will rise from 20.8% to
28.9% and the
proportion of people
aged 85 or over will rise
from 2.9% to 5.5% by
2040. Population
projections in the older
age categories far
exceed national
averages. As part of the
centralisation of acute
medicine there will likely
be an increase at GRH
from CGH. There were
7,415 admissions
between Feb 19 and Jan
20 for acute medicine at
CGH. 67% were over the
age of 65.

Evidence of Potential Impact and potential
duration

Consultation Outputs

Impact based on consultation

Nature of potential impact and
recommendations

Long Term Impact

141 people over 66 responded
to the survey with regards to
centralised acute medicine.

74% of those over 65 support
the proposal to centralise of
acute medicine to GRH and a
further 3.5% had no opinion.

Overall Impact : Positive

Long term conditions are more prevalent in
those over the age of 65 making this cohort
more likely to access services and may require
extra provision and support to do so. The acute
medical problems of older people are often
similar to those of younger adults but the
presentation can be atypical or there can be a
number of co-existing problems that make
diagnosis difficult. In these patients a minor
illness can lead to deterioration1. This commonly
leads to admission into acute medicine, making
this cohort likely to be impacted by the
centralisation of acute medicine.

In total for all those who
responded to this question in
all patient cohorts, 233
respondents were from the
East and 179 the West of the
county.

Centralising acute medicine enhances patient
safety, improve outcomes and reduce LOS as it
allows for the co-ordination of tests and input
from different specialist teams. It is also best
practice for acute medicine patients to undergo
consultant review within 14 hours of arrival in
hospital. By centralising a finite workforce the
Trust will be able to offer more consistent
provision of senior reviewers which will increase
the number of patients being reviewed within 14
hours, improving clinical outcomes for patients
and associated with increased discharges.

Where respondents agreed,
they felt that consolidating skill
into one centre was sensible.
Where respondents were
opposed, they expressed
concerns around travel to GRH
and felt both hospitals should
have equal skill and offer the
same services.
Feedback around the
importance of avoiding
multiple moves between sites
and wards for older patients.

Large Positive Impact
Centralising acute medicine enhances
patient safety, improve outcomes and
reduce LOS as it allows for more patients to
be seen by a senior reviewer within 14
hours of arrival, associated with increased
patient discharges and improved clinical
outcomes.
Small Negative Impact
Patients over 65 may need further support
to access services in the new location if their
journey becomes longer and they are less
familiar with the centralised location.
Respondents to the consultation over 65
expressed concerns regarding travel times
and travel options.
Liaising with local transport e.g. through
local authority partners to provide
information about transport options for
those over 65 and to understand more
about transport plans over the next 5 to 10
years to understand if there is any plans to
expand current transport options in the
future.
Plans to ensure patients are not moved
multiple times between sites or wards at
each site, particularly older patients and
those with dementia.

1

Lawson P, Richmond C. 13 Emergency problems in older people. Emergency Medicine Journal 2005;22:370-374.
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B2 - IGIS hub
and vascular
centralised to
GRH

Moderate Scale Impact

Long Term impact

There were 1,855
Interventional
cardiology procedures
and 944 vascular
surgeries at CGH
between Feb 19 and Jan
20. 68% of
interventional
cardiology patients were
over 65 and 66% of
vascular patients.
Considering that in
addition to this, over a
fifth of the population of
GRH and CGH is over 65,
this cohort is likely to be
the most impacted.

Evidence suggests aging has a remarkable effect
on the heart and arterial system, leading to an
increase in Cardiovascular Disease including
atherosclerosis, hypertension, myocardial
infarction, and stroke 2. As the population of
over 65s in GRH and CGH is predicted to rise
from a fifth to over a quarter by 2040, this
suggests a significant number of patients
receiving services will be over 65.
By centralising the image-guided interventional
surgery (IGIS) ‘hub’ to GRH including vascular
this will enable a 24/7 for patients which is not
currently offered. Many IGIS interventions are
time critical and there, outcomes for patients
will be improved by locating the hub at the
County’s trauma unit because it will reduce the
time to intervention in many emergencies.
By co-locating IGIS and vascular, interventional
radiology and interventional cardiology The
Trust is taking a multi-disciplinary approach to
the management of primary angioplasty. There
is significant evidence to suggest that patient
outcomes could improve as a result of this
approach.

142 people over the age of 65
responded to the survey
regarding this proposed model
of care.

73% of those over the age of
60 support the proposal to
have an IGIS hub in GRH and a
spoke site at CGH

In total for all those who
responded to this question in
all patient cohorts, 230
respondents were from the
East and 179 the West of the
county.

Those who agreed with a hub
at GRH supported the
consolidation of expensive
equipment and skills to one
site.

64% of respondents support a
centre for vascular surgery at
GRH and 19% had no opinion.

Overall Impact: Positive
Large Positive Impact
By centralising the IGIS hub patients will
now have a 24/7 service available to them.
By co-locating this with the County’s Trauma
hub patients are more likely to receive
emergency intervention faster. By colocating with vascular the Trust is creating a
multi-disciplinary approach to management
of primary angioplasty which can improve
patient outcomes. The co-location will also
promote a multi-disciplinary approach to
angioplasty, most common in those over
653.
Small Negative Impact
Data suggests a number of patients
accessing vascular services will be over 65
and required to travel to GRH where they
may have been travelling to CGH previously.
73% of those over 65 supported an IGIS hub
and spoke model at GRH with the spoke at
CGH. A smaller majority (64%) also
supported a vascular surgery centre at GRH.
It is recommended to provide more detailed
information about hub and spoke,
explaining how a spoke site will be used and
in what circumstances a patient attends a
spoke site.

2

3

Lakatta EG, Levy D. Arterial and cardiac aging: major shareholders in cardiovascular disease enterprises, part I: aging arteries: a “set up” for vascular disease. Circulation. 2003;107:139–146

https://www.nhs.uk/conditions/Coronary-angioplasty/
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It is estimated this will
mean 2,812 patients in
total may be subject to
change, approximately 8
a day.
2080 patient episodes
would move from CGH
to GRH 732 patient
episodes would move
from GRH to CGH.

C3 - EGS
centralised to
GRH

4

General surgery activity
data states that
approximately 38% of
patients seen at GRH are
aged 65+ and the
proportion is even
higher at CGH at 42%;
using general surgery
activity as a proxy, this
would imply that
regarding EGS
approximately 278
patients will move from
CGH to GRH and 874
Patients will move from
CGH to GRH. A total of
1,152 aged over 65 will
be impacted by solution
C3 which is 40% of the
estimated 2,812 overall
patients impacted.

140 people over 65 responded
to this the survey regarding
this care model.

Long Term Impact
The population aged 65 and over are much more
likely suffer with long term conditions and ill
health in general thus the older populations are
more likely to be accessing services and more
likely to require extra provision and support to
access the services. By 2039 the proportion of
over 65s is expected to rise to by 25% (ONS).
This demographic shift has been accompanied
by an increase in the prevalence of multiple and
often complex long-term conditions. The
number of people in England with three or more
long-term conditions is projected to increase by
1 million people. As the older population
grows, so too will the number of surgical
patients carrying additional risk factors and
requiring more multi-professional and
multidisciplinary support. Research into 154
hospital sites shows 60% of EGS patients were
over 65.4
Centralising emergency general surgery to GRH
will result in greater availability for staff to
discuss patients and see surgical assessment unit
patients quicker. Evidence suggests patients who
are seen quicker have reduced admissions and
increased self-care post treatment.

In total for all those who
responded to this question in
all patient cohorts,
231respondents were from the
East and 179 the West of the
county.

68% supported the proposal to
centralise EGS to GRH.
Those who supported the
proposal supported the
consolidation of skills and
expertise on one site and
increase capacity for planned
at CGH.
Those who opposed did not
supported both sites offering
different emergency general
surgery offers and felt both
sites should have the same
emergency offer.

Overall Impact: Positive
Large Positive Impact
EGS care would be improved by providing a
dedicated team on SAU which would review
all patients presenting on the same day. This
would reduce delays to review, improving
patient safety. Evidence suggests patients
who are seen quicker have reduced
admissions and increased self-care post
treatment. It is estimated 40% of the patient
cohort impacted by this change will be over
65.
Small Negative Impact
Patients attending A&E at CGH or inpatients
deteriorating and needing emergency
general surgery may need to be transferred,
however, this is less than 1 patient per day
at present so this impact is relatively small
overall but moderate for the patient as they
may be moved, however, they will receive a
high quality service due to centralisation.
It is recommended those over 65 are
engaged with as 60% of the emergency
general surgery cohort are over 65. It is
important to consider the impact for
patients deteriorating at CGH who may
need to be transferred, particularly those
over 65 who may have more difficulty
travelling around the county e.g. visitors
such as relative who may be relying on
public transport and who may have health
conditions themselves. It is also
recommended to consider if there will be
repatriation plans for patients who started
at CGH.

Watson R, Crump H, Imison C, Currie C and Gaskins M (2016) Emergency general surgery: challenges and opportunities. Research Report. Nuffield Trust.
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Clarity around the pathway for a patient at
CGH requiring emergency general surgery
may be helpful as well as information
regarding what can be provided in A&E at
CGH in the new model.
It may also be beneficial to discuss co-design
with organisations such as age UK.
Medium Term Impact
Moderate Scale Impact

C11 - GI day
cases to CGH

In this solution
(including the impacts of
all changes that will cooccur with this solution
in the overall model) it is
estimated, 4349
patients in total may be
subject to change,
approximately 16 a day.
2535 patients would
move from CGH to GRH
1814 patients would
move from GRH to CGH
Based on the prevalence
of over 65s as a proxy,
up to 42% of patients
are over 65. This is
disproportionately high
compared to other age
ranges.

Gastrointestinal (GI) changes in the elderly are
common. While some changes associated with
aging GI system are physiologic, others are
pathological and particularly more prevalent
among those above age 65 years5.
By centralising GI day cases to CGH there will be
dedicated unit which increases quality of care
and in turn will improve clinical outcomes.
Patients are currently cancelled frequently due
to the need for emergency beds, therefore, by
separating elective and emergency there is
dedicated resource reducing the number of
cancellations for patients.

138 people over 65 responded
to a question regarding this
care model.

In total for all those who
responded to this question in
all patient cohorts, 223
respondents were from the
East and 178 the West of the
county.

73% of respondents aged over
65 supported the proposal to
centralise GI day case at CGH.

Overall Impact: Positive

Were respondents agreed,
they supported the
centralisation of specialise
resources.

There will be dedicated unit which increases
quality of care and in turn will improve
clinical outcomes. By separating elective
and emergency there is dedicated resource
reducing the number of cancellations for
patients.

Where respondents opposed,
they did not support that the
hospitals would offer different
services and felt they should
offer the same due to the size
of the county and population
size.
Impact of population growth
on proposals was a theme.

Large Positive Impact

Moderate Negative Impact
GI day case patients are generally lower
acuity overall in this cohort and so are less
likely to deteriorate; however, in the event
a patient does deteriorate they may need to
be transferred to GRH. This is potentially
outweighed by the reduction in the number
of patients who are required to stay
overnight unplanned as a result of a late
start in procedures. Patients over 65 are
more likely to experience co-morbidities
and other health conditions and therefore
could be more vulnerable to needing
transfer.
It is recommended to provide examples of

5

Dumic, I., Nordin, T., Jecmenica, M., Stojkovic Lalosevic, M., Milosavljevic, T., & Milovanovic, T. (2019). Gastrointestinal Tract Disorders in Older Age. Canadian journal of
gastroenterology & hepatology, 2019, 6757524. https://doi.org/10.1155/2019/6757524
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what the patient pathways will look like for
an emergency and an elective patient so the
differences are clear. Information regarding
travel times and transport options across
the County may also be beneficial for carers
and relatives who have concerns regarding
travel, based on respondents over 65.

Moderate Scale Impact
GRH conducted 910
colorectal surgeries in
Feb 19 to Jan 20. 42%
were over the age of 65.
This means over 65s will
be disproportionately
impacted by the
centralisation to CGH.

C5 - Elective
colorectal to
CGH

Overall Impact: Positive

Long Term Impact
With the increase in life expectancy comes an
increase in the number of elderly people with
colorectal diseases; as the incidence of
colorectal carcinomas increases with advancing
age.6 The population of over 65s in
Gloucestershire is increasing from a fifth to over
a quarter by 2041 and therefore an increase in
demand for colorectal could be seen.
By centralising elective colorectal surgery,
quality of care could be improved as a result of
co-location with other relevant specialities such
as medical gastroenterology. There is also a
reduced risk of cancellations for patients as they
will have access to a ring fenced service.

In total 140 people over 65
answered questions related to
this care model.
73% of those aged over 65
support the proposal for a
centre of excellence for
planned colorectal surgery.

In total for all those who
responded to this question in
all patient cohorts, 227
respondents were from the
East and 176 the West of the
county.

49% of those over 65 think this
centre of excellence should be
located at CGH; please note a
third had no opinion.
Approximately half of all
respondents in each cohort
supported the proposal for the
centre of excellence to be
located at CGH rather than
GRH.

Comments largely focused on
the convenience of the centre
based on their own location of
residence. Where respondents
supported the proposal, they
were supportive of the concept
of a centre of excellence and
felt that developing that on
one site was sensible.
Where respondents were not

6

Large Positive Impact
By centralising the service with relevant
specialities quality of care will improve and
there will be fewer cancellations as a result
of better access.
Consultation results suggest that patients
over 65 with a disability would prefer the
service was centralised at CGH.
Moderate Negative Impact
The Proposed relocation to CGH may impact
negatively on travel for patients who would
have previously attended GRH. This may be
a challenge for patients over 65 who may
find travel more difficult and therefore it is
important to engage with this cohort. If
elective colorectal surgery is centralised to
CGH then arrangements will need to be
made for deteriorating patients who may
need to be transferred to Gloucestershire
for emergency general surgery, if
centralised. This will impact on visitors and
carers who may be reliant on public
transport and who may have health
conditions themselves.

1. de Rijke JM, Schouten LJ, Hillen HF, Kiemeney LA, Coebergh JW, van den Brandt PA. Cancer in the very elderly Dutch population. Cancer. 2000;89:1121–1133.
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supportive, they were
concerned that hospitals
should be equally resourced
and the overall perception
reflected that they felt a
movement in resources were a
reduction in resources.

73% of those aged over 65
support the proposal for a
centre of excellence for
planned colorectal surgery.

19% of those over 65 felt the
centre of excellence should be
located at GRH. Please note,
this is 25 people and 45 had no
opinion (33%).

Moderate Scale Impact

C6 - Elective
colorectal to
GRH

CGH conducted 584
colorectal surgeries and
49% were over 65. This
means over 65s will be
disproportionately
impacted by the
centralisation to GRH.

Evidence as listed above.

A third of all respondents did
not have an opinion on which
site the centre of excellence
was located.

Comments largely focused on
the convenience of the centre
based on their own location of
residence. Where respondents
supported the proposal, they
were supportive of the concept
of a centre of excellence and
felt that developing that on

It is recommended to engage with those
over 65 regarding the impact of centralising
services and the potential for transfer in the
event of deterioration to understand how
best to support visitors and carers in
travelling to another site.
It is also recommended to consider this
cohort have concerns around the
centralisation of emergency care and the
separation from elective care e.g. in the
case of colorectal patients. Another option
may need to be considered for more high
risk colorectal patients.
Overall Impact: Positive
Large Positive Impact
Although a smaller percentage of patients
are over 65 in GRH’s general surgery cohort,
The centralised services will improve access
to the right specialists without the need to
travel, however, data suggests this cohort is
smaller in GRH than CGH, so more over 65s
will need to travel in this proposed solution.
This is outweighed by the benefit of having
elective colorectal co-located with
Emergency general surgery (if this is to go
ahead) as then patients will not need to
travel in the event of deterioration,
something patients over 65 could be more
vulnerable to.
Moderate Negative Impact
The Proposed relocation to GRH may impact
negatively on travel for patients who would
have previously attended CGH. This may be
a challenge for patients over 65 who may
find travel more difficult and therefore it is

16

4

395 of 634

Tab 4 Appendix Two

396 of 634

Strategy Unit
Extraordinary Governing Body Meeting FFTF Thursday 18 March 2021-18/03/21

one site was sensible.

important to engage with this cohort.

Where respondents were not
supportive, they were
concerned that hospitals
should be equally resourced
and the overall perception
reflected that they felt a
movement in resources were a
reduction in resources.

Consultation results suggest that patients
over 65 would prefer the service was
centralised at CGH. Therefore it is important
to establish a clear plan describing the
patient pathway in the event of an
emergency if a patient were to be
transferred from CGH.
It is also recommended to consider this
cohort have concerns around the
centralisation of emergency care and the
separation from elective care e.g. in the
case of colorectal patients. Another option
may need to be considered for more high
risk colorectal patients.
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4.2.

Disability

Dementia, learning disabilities and physical disabilities have all been considered under this category.

4

Learning Disabilities: Estimated projections suggest that in 2019 there will be approximately 11,825
people aged 18+ living with a learning disability in Gloucestershire equating to 2.3% of the adult
population. Of this group, about 2,400 are estimated to have moderate or severe learning
disabilities, equating to 0.5% of the adult population.
Disabilities: According to the 2011 Census, 16.7% of Gloucestershire residents reported having a
long term limiting health problem or disability. At a household level, 24.2% of households had at
least one person with a long-term limiting health problem or disability.
Dementia: Only 12% of people with dementia have no comorbidities. 40% have 1-2 and 48% have 3
and a quarter of hospitals beds are occupied by patients with dementia over the age of 65.
Sensory Impairment: A sensory impairment is something that affects your hearing, vision or both
your hearing and vision. Most people accessing support because of a sensory impairment are over
55 years and population projections suggest this will increase. They often experience multiple long
term conditions which can impact on accessing health care services. Several services are on offer to
sensory impaired people in the county including Gloucestershire Deaf Association who provide
British Sign Language (BSL) Interpreters in our health care settings.
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EQIA summary for Disability
In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230
respondents compared to the West of the county where there were approx. 175 respondents.

Model

Scale of Potential impact
Moderate Scale Impact:

A3 - Centralise acute
medicine to GRH

16.7% of Gloucestershire
residents reported having a
long term limiting health
problem or disability.
Approximately 11,825 people
aged 18+ living with a
learning disability in
Gloucestershire equating to
2.3% of the adult population.

Evidence of Potential
Impact
Long Term Impact
People with a physical or
learning disability will
require increased
provision and assistance
to access services and
are at a higher risk of
requiring services,
especially those with
multiple long term
conditions.

Consultation Outputs

Impacts from Consultation

124 people with a
disability answered
questions regarding this
care model.

71%
of
respondents
supported the centralisation
of acute medicine, 72% for
those using the easy read.
Those who agreed supported
the efficiency benefits of
centralising.
Those who opposed had
concerns regarding travel
and the distance in traffic.
Respondents with disabilities
were
concerned
about
limited transport options,
particularly from rural areas
or areas further from
Gloucester.

Nature of Potential Impact and recommendations
Overall Impact: Positive
Large Positive Impact
By centralising services, patients will have reduced
waiting times, fewer cancellations and less unplanned
overnight stays. Timely appointments with fewer
cancellations means patients can more effectively plan
their travel (e.g. pick up and drop off times if they are
not driving themselves). The centralisation of services
will also mean quality of care and expertise will be
enhanced, particularly beneficial to patients with long
term conditions or co-morbidities which are prevalent
in patients with disabilities.
Reduced unplanned overnight stays may help to limit
anxiety and unfamiliarity, particularly important for
patients with a learning disability.
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124 people with a
disability answered
questions regarding this
care model.

Those who supported the
hub model supported the
avoidance of duplication,
centralising specialist service
provision and staff retention.
Those opposed, had
concerns regarding
resources spread across the
county and some residents
being too far away from the
hub site.

B2 - IGIS hub and
vascular centralised
to GRH

123 people with a
disability answered
questions regarding this
care model.

57% support vascular
surgery at GRH but nearly a
quarter had no opinion.
66% support EGS
centralisation to GRH, 67%
for those using the easy read
Those who supported,
commented on planned
surgery being less likely to be
interrupted by emergency
surgery.

C3 - EGS centralised
to GRH

C11 - GI day cases to
CGH

71% support the proposal for
an IGIS hub and spoke
model, 77% for those using
the easy read.

121 people with a
disability answered
questions regarding this
care model.

Those who opposed had
concerns around parking
being difficult and around
coverage across the whole
county.
72% of people with a
disability supported GI day
case at CGH, 67% of those
using the easy read, and 19%
had no opinion.
Those who supported put

Moderate Negative Impact
Feedback from staff and patients suggests parking can
be a challenge at both sites. Therefore, by centralising
services it is important to assess if there is an
appropriate number of disabled parking bays to
accommodate increases in demand of, for example,
specific elective procedures.
The new proposed models will mean that deteriorating
patients may need to be transferred depending on the
site they attended and their condition. For patients
with a physical or learning disability, this may mean
additional support with transport arrangements on
their return home as they may not drive.
Moving sites can also be a challenge for patients with a
sensory impairment who may be familiar with their
local hospital site but may be required to travel to the
other site. Additional support may be needed to help
patients navigate this change.
High quality signposting, good quality wheelchair
access and interactive information for those with
sensory impairments will be necessary to help patients
navigate this change. Both sites will already have
facilities in place for patients with disabilities but it is
important to ensure these are optimised.
It is recommended that those with a disability are
involved in the consultation to understand their needs
and perceived challenges. It is also recommended that
local transport providers are engaged with to
understand if there are transport options running
between the two hospitals and frequency of these.
Explore the possibility of modernising areas within sites
if needed.
Indicate how the proposed plans with work alongside
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C5 - Elective
colorectal to CGH

community provision such as community hospitals.

Those opposed had concerns
around CGH parking facilities
and accessibility.
79% of those with a disability
support the proposal for a
centre of excellence, 73% of
those using the easy read.
47% of those with a disability
felt the centre of excellence
should be at CGH
21% of those with a disability
felt the centre of excellence
should be at GRH

C6 - Elective
colorectal to GRH

Those who supported
expressed that reducing
duplication was important.
Those who opposed had
concerns around centralising
to one site for the
population size the hospitals
serve.
Make better use of
community hospitals was
also a theme from feedback.
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4.3.

Gender

The sex of an individual, combined with additional factors such as living alone, may affect their
health and social care needs. Individuals may also experience discrimination and inequalities
because of their sex. A report by the European Social Survey found 24% of respondents had
experienced prejudice based on their sex. Discrimination on the grounds of sex was reported by
more respondents than discrimination based on ethnicity.

4

The overall population split by sex in Gloucestershire is slightly skewed towards females, with males
making up 49.1% of the population and females accounting for 50.9%. In Gloucestershire in 2017,
52.9% of people aged 65-84 were female, whilst for people aged 85+ the difference was more
marked with females accounting for 64.6% of the total population. This situation is also reflected at
district, regional and national level. As a result of this, 71% of single pensioner households are shown
to be headed by a woman. It is worth highlighting that women were more likely than men to be
living in a household without access to a car.

Figure 1: population by proportion of males and females within the catchment area, Gloucestershire
and England.
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In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents. More females answered the survey, approx. 260 females and 180 males.

Model

A3 - Centralise
acute medicine
to GRH

7

Consultation Outputs

Scale of Potential
impact

Evidence of Potential Impact

Large Scale Impact

Long Term Impact

There were 7,415
admissions between Feb
19 and Jan 20 for acute
medicine at CGH. 54%
were female, suggesting
changes to acute
medicine may slightly
disproportionately
impact females.

It is difficult to determine the driver
behind why more females are treated
in acute medicine in CGH, however, it
could be because although there is a
gynaecology department in CGH,
Obstetrics is in Women’s and Children
in GRH. Therefore this demand could
be skewed by females of pregnancy
age.
Pregnant women can present to any
acute hospital service at any time
during their pregnancy or the
postpartum period, which is up to 12
months post-delivery. Women may
present with acute medical problems
that need to be managed differently
because of pregnancy, or may present
with obstetric syndromes7.

Impacts from Consultation
Nature of Potential Impact and recommendations

262 females and 182 males
answered questions in
relation to this care model.

73% of females and 72% of
males support centralised
acute medicine at GRH.

Overall Impact: Positive

Those who supported saw
benefits in centralising and
improvements in quality of
care.

It is evident that males are disproportionately
impacted in some cohorts and females in others,
however, the centralisation of services and the
separation of elective and emergency where possible
in these proposed changes will improve quality of
care, create opportunities for enhanced training and
understanding of patient’s conditions as a result of
co-located specialities and therefore improve clinical
outcomes for patients.

Those opposed at concerns
around increasing travel
times for unwell patients and
felt there should be two
acute medical sites at both
locations. There were also
comments regarding how
GRH would accommodate
the additional acute medical
demand.

Large Positive Impact

Small Negative Impact
It is possible that males could be disproportionately
impacted if vascular was to remain at CGH and IGIS to
centralise at GRH as 69% of interventional cardiology
patients were male. This could mean that is a patient
needs to be moved to the vascular hub at CGH from
GRH evidence suggests they are more likely to be

https://www.rcplondon.ac.uk/guidelines-policy/acute-care-toolkit-15-managing-acute-medical-problems-pregnancy
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257 females and 184 males
answered questions in
relation to this care model.

Those in support felt the
rational was clear and
understood the need to
centralise expressive
equipment and resources.

Moderate Scale Impact

B2 - IGIS hub
and vascular
centralised to
GRH

There were 1,855
Interventional
cardiology procedures
and 944 vascular
surgeries at CGH
between Feb 19 and Jan
20. 69% of
interventional
cardiology patients were
male and vascular was
only marginally more
male.

70% of females and 70% of
males supported a hub and
spoke model for IGIS where
IGIS is at GRH and the spoke
at CGH.

It is estimated that around 1.4 million
people in the UK have survived a heart
attack, approx.1 million men and
380,000 women. There are currently
2.3 million people living with Coronary
heart disease in the UK, 1.5 million are
men8. Therefore males may be
disproportionately impacted by
changes to cardiology and vascular
services.

male; however, this is likely to be less than 1 patient
per day and the clinical outcomes are likely to
outweigh this.
It is recommended that a clear outline of how
patients will be transferred in emergencies for each
pathway are completed so patients can understand
what will happen and ensure all the appropriate
safety measures are in place. It must also be helpful
to consider repatriation options for patients
transferred, if not already doing so.

Those who opposed had
concerns around patient
safety if patients who are
very unwell need to be
transferred to the other site.
They also felt this should be
offered at both sites.
66% of females and 60% of
males support vascular
surgery at GRH.
Comments from some
respondents question if
more services are being
centralised to GRH
compared to CGH and
question how this model
works with hospital care in
Oxford.

8

https://www.bhf.org.uk/what-we-do/our-research/heart-statistics
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C3 - EGS
centralised to
GRH

C11 - GI day
cases to CGH

Moderate Scale Impact

Long Term Impact

General surgery activity
data states that
approximately 54% of
patients seen at GRH are
female and 52% at CGH.
Using general surgery
activity as a proxy, this
could suggest females
may be slightly
disproportionately
impacted by this,
however, the difference
in gender is very small.

There is no evidence to suggest that
males or females are more likely to use
EGS services in GRH. The overall
population of general surgery patients
are 52% female, however, there is no
evidence to suggest females are more
likely to receive emergency general
surgery.

Moderate Scale Impact

Medium Term Impact

In this solution
(including the impacts of
all changes that will cooccur with this solution
in the overall model) it is
estimated, 4349
patients in total may be
subject to change,
approximately 16 a day.
2535 patients would
move from CGH to GRH
1814 patients would
move from GRH to CGH.

There is no evidence to suggest that
males or females are more likely to use
EGS services in GRH. The overall
population of general surgery patients
are 52% female, however, there is no
evidence to suggest females are more
likely to receive emergency general
surgery. Evidence does suggest,
however, that, as compared to men
with IBS, women with IBS are more
likely to report additional functional
gastrointestinal (GI) conditions
including globus, dysphagia, bloating,

260 females and 181 males
responded to questions
regarding this care model.

73% of females and 70% of
males support the
centralisation of EGS to GRH.
Those who support this,
commented on the need
have single site if this
improves care quality and
safety. There was also
support if this reduces
waiting times and
cancellations for planned
surgery.

256 females and 181 males
responded to questions
regarding this care model.

Those opposed have
concerns regarding the time
it would take to transfer a
patient in an emergency due
to the size of the county.
Comments also reflected
concerns around how
patients get home following
discharge if they live near
Cheltenham.
79% of females and 75% of
males support GI day case to
CGH.
Those who support
commented on day case
beds being ring-fenced,
resulting in fewer
cancellations.
Those opposed, commented
on the need for day case to
be available at both sites to
save patients travelling.
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Using general surgery as
a proxy we know that
54% of patients at GRH
who would attend CGH
in the proposed change
are female. Suggesting
females could be
disproportionately
impacted by this.

C5 - Elective
colorectal to
CGH

constipation, fecal incontinence and
pelvic floor dysfunction9. This could
suggest women may be more likely to
report concerns and seek treatment.

Moderate Scale Impact

Long Term Impact

GRH conducted 910
colorectal surgeries in
Feb 19 to Jan 20. There
were slightly more
males than females in
this patient cohort
(51%) but very marginal.

Evidence suggests differences in
gender across colorectal cancer. The
overall incidence is higher in men, with
an earlier age distribution, however,
important sex differences exist in
anatomical site. There were relatively
small differences in screening uptake,
route to diagnosis, cancer staging at
diagnosis. Women are more likely to
present as emergency cases, with more
men diagnosed through screening and
two-week-wait10.

Moderate Scale Impact
C6 - Elective
colorectal to
GRH

CGH conducted 584
colorectal surgeries.
53% of this patient
cohort were male.

Evidence same as above

253 females and 182 males
responded to questions
regarding this care model.

83% of females and 81% of
males support elective
colorectal being centralised.
Those in support
commented elective
pathways not being
disturbed by emergency
pathways through things like
cancellations.
Some respondents
commented on whether
there still needs to be some
emergency capacity at both
sites.
52% of females and 48% of
males support this at CGH.
Please note over a quarter of
females and a third of males
did not have an opinion.

9

Cain et al (2009) Gender Differences in Gastrointestinal, Psychological, and Somatic Symptoms in Irritable Bowel Syndrome, Dig Dis Sci, 54(7) 1542–1549.
White, A., Ironmonger, L., Steele, R.J.C. et al. A review of sex-related differences in colorectal cancer incidence, screening uptake, routes to diagnosis, cancer stage and
survival in the UK. BMC Cancer 18, 906 (2018). https://doi.org/10.1186/s12885-018-4786-7
10
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4.4.

Pregnancy

The Equality Act protects women who are pregnant, have given birth in the last 26 weeks (non-work
context) or are on maternity leave (work context) against discrimination in relation to their
pregnancy.
There were 6,739 live births in Gloucestershire in 2016. Table 2 shows the age of mothers at the
delivery of their baby in five year age bands), the highest proportion of deliveries were to women
aged 30 to 34 continuing the trend of later motherhood. Births to mothers aged 25-29 and 30-34
account for a slightly higher proportion of total births in Gloucestershire than they do nationally,
whilst those to mothers aged under 25 account for a slightly lower proportion.
At district level, Gloucester and the Forest of Dean have a higher proportion of births to mothers
aged under 20 (4.0% and 3.6% respectively) than Gloucestershire and England. Cheltenham,
Cotswold and Stroud have a higher proportion of births to mothers aged 35+ than Gloucestershire
and England.
Table 2: % of births by age of mother
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In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.
Model

Scale of Potential impact
Moderate Scale Impact

A3 - Centralise acute medicine to GRH

B2 - IGIS hub and vascular centralised to
GRH
C3 - EGS centralised to GRH
C11 - GI day cases to CGH
C5 - Elective colorectal to CGH

There were 6,739 live births in
Gloucestershire in 2016;
Gloucester and the Forest of
Dean have a higher proportion
of births to mothers aged
under 20 (4.0% and 3.6%
respectively) than
Gloucestershire and England.
Cheltenham, Cotswold and
Stroud have a higher
proportion of births to mothers
aged 35+ than Gloucestershire
and England.

Evidence of Potential
Impact
Long Term Impact
There is currently
limited data to
determine any impact of
the changes for women
during pregnancy.

Consultation Outputs

Impacts from Consultation

There is nothing in the
consultation document to
suggest significant concerns
from those pregnant or
regarding pregnancy in
relation to these models of
care.

There is nothing in the
consultation document to
suggest significant concerns
from those pregnant or
regarding pregnancy in
relation to these models of
care.

Nature of Potential Impact
and recommendations
Overall Impact: Neutral
Proposed changes to
services are expected to
maintain current inclusive
support service approach. It
is recommended to engage
with a representative
distribution of the
population, to include those
pregnant or new parents.

C6 - Elective colorectal to GRH
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4.5.

Marital status

According to the latest data from the ONS, the majority (50.6%) of the population in England and
Wales aged 16 and over in 2015 were married and this is similar in Gloucestershire. The next largest
group within the population were single, never married or civil partnered (34.5%). The population
who were divorced or widowed made up a smaller proportion of the total population at 8.1% and
6.5% respectively. The smallest group within the population were those who were civil partnered,
making up 0.2% of the population aged 16 and over in 2015.
Figure 2: Population Estimates (aged 16 and over) by marital status, age group and sex, 2015
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In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.

Model

A3 - Centralise
acute medicine to
GRH

B2 - IGIS hub and
vascular
centralised to
GRH

Scale of Potential impact
Moderate scale Impact
As part of the centralisation of
acute medicine there will likely be
an increase at GRH from CGH.
There were 7,415 admissions
between Feb 19 and Jan 20 for
acute medicine at CGH. 46% of
acute medicine patients are
married, 16% single and 9%
widowed. A large number not
stated

Evidence of Potential
Impact

There is currently
limited data to
ascertain any impact
of the changes for
those who are from
any particular marital
status.

Consultation Outputs

Impacts from Consultation

There is no significant
evidence from consultation
feedback to suggest this
patient cohort is significantly
impacted.

There is no significant
evidence from consultation
feedback to suggest this
patient cohort is significantly
impacted.

Nature of Potential Impact
and recommendations
Overall Impact: Neutral
Proposed changes to services
are expected to maintain
current inclusive support
service approach. It is
recommended to engage
with a representative
distribution of the
population to include those
who are married, divorced,
widowed, single and
separated.

Moderate scale Impact
There were 1,855 Interventional
cardiology procedures and 944
vascular surgeries at CGH between
Feb 19 and Jan 20. 49% of
interventional cardiology patients
and 45% of vascular patients at
CGH are married.
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C3 - EGS
centralised to
GRH

C11 - GI day cases
to CGH

Moderate Impact:
General surgery activity data states
that approximately 36% of patients
seen at GRH are married compared
to 44% at CGH. Using general
surgery activity as a proxy, this
suggests patients are most likely to
be married.
Moderate Impact:
In this solution (including the
impacts of all changes that will cooccur with this solution in the
overall model) it is estimated, 4349
patients in total may be subject to
change, approximately 16 a day.
2535 patients would move from
CGH to GRH 1814 patients would
move from GRH to CGH
Using general surgery as a proxy we
know that 36% of patients at GRH
who would attend CGH in the
proposed change are married.

Moderate scale Impact:
C5 - Elective
colorectal to CGH

GRH conducted 910 colorectal
surgeries in Feb 19 to Jan 20. 39%
of patients were married at GRH.
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Moderate Impact:
C6 - Elective
colorectal to GRH

CGH conducted 584 colorectal
surgeries and 43% of patients at
CGH were married
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4.6.

Ethnicity

The prevalence of ethnic minorities in Gloucestershire is lower than national averages at 4.6% of the
population from Black and Minority Ethnic (BME) backgrounds; this figure increased to 8.4% when
the Irish, Gypsy or Irish Traveller and ‘other White’ categories were included11.
Based on data, from the Gloucestershire county council population profile, amongst people aged 65
and over, 58.5% of Asian/Asian British people and 56.7% of Black African/Caribbean/Black British
people had a long-term health problem/disability compared with 48.9% of White British people.
Amongst the Gloucestershire population of all ages, people of Gypsy or Irish Traveller origin were
much more likely to be in poor health than other ethnic groups (15.9% of Gypsy/Irish Travellers
compared with 4.6% of White British people).

11

https://inform.gloucestershire.gov.uk/media/2087689/equality-profile-2019-final.pdf
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In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.

Model

Scale of Potential impact

Evidence of Potential Impact
Long Term Impact

Large Scale Impact

A3 Centralise
acute
medicine to
GRH

As part of the centralisation of
acute medicine there will likely
be an increase at GRH from
CGH. There were 7,415
admissions between Feb 19
and Jan 20 for acute medicine
at CGH. 4% were BME

In Gloucestershire amongst people
aged 65 and over, 58.5% of
Asian/Asian British people and
56.7% of Black
African/Caribbean/Black British
people had a long-term health
problem/disability compared with
48.9% of White British people.

Consultation Outputs

Impacts from
Consultation

Nature of Potential Impact and
recommendations

39 people who are BAME
responded to questions
regarding this care
model.

82% of BAME
respondents supported
the centralisation of
acute medicine to GRH.

Overall Impact: Positive

Respondents questioned
if this would increase
demand at GRH and how
GRH would accommodate
this demand.
Those in support,
commented ton reduced
waiting times and quality
of care offered.
Those opposed had
concerns regarding the
A&E capability at CGH if
acute medicine were to
be at GRH.

Large Positive Impact
Centralised services ensure the best
quality care is made available to
patients and will benefit patients
with complex or long term needs,
which correlates with some BME
patient cohorts. The co-location of
relevant specialist services improves
training and enhanced understanding
of patient conditions, leading to
better clinical outcomes and
improving access to services with
fewer cancellations.
Small Negative Impact
Some patient cohorts are
disproportionately from BME
communities such as vascular
patients. Therefore, changes to the
vascular hub will impact on this
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38 people who are BAME
responded to questions
regarding this care
model.

B2 - IGIS
hub and
vascular
centralised
to GRH

C3 - EGS
centralised
to GRH

12

Moderate Scale Impact
There were 1,855
Interventional cardiology
procedures and 944 vascular
surgeries at CGH between Feb
19 and Jan 20. 4% of cardiology
patients and 5% of vascular
patients at CGH are BME. This
is disproportionately higher
than the overall BME
population of Gloucestershire
at 4.6% BME.

Research suggests South Asians are
more likely to develop coronary
heart disease than white
Europeans. Those who are African
or African Caribbean are at higher
risk of developing high blood
pressure and having a stroke than
other ethnic groups and all are
more likely to develop diabetes
12
than the rest of the population .
Therefore, BME patients are likely
to be impacted by this proposed
change.

Moderate Scale Impact:
General surgery activity data
states that approximately 8% of
patients seen at GRH are BME
compared to 6% at CGH. Using
general surgery activity as a
proxy, this suggests BME
patients are disproportionately
impacted.

74% of BAME
respondents supported
the proposal for an IGIS
Hub and spoke model
with the spoke at CGH.

cohort, particularly if this results in
further travel or the possibility of
requiring a transfer from one site to
another, however, this is only in a
very small number of circumstances.

Some respondents
commented on the risks
related to transferring
patients between sites.

It is recommend that information
regarding travel times and
repatriation between sites is made
clear to help residents and patients
understand more about the transfer
process and how frequently transfers
are to happen.

75% of BAME
respondents support
vascular surgery at GRH.

39 people who are BAME
responded to questions
regarding this care
model.

85% of BAME
respondents support the
centralisation of EGS.

Having patient representatives as an
integral part of the co-design of
services is crucial to ensure there is
wide representation from those with
the conditions that are being
impacted. Particularly considering
that for some of the conditions being
impacted, there are disproportionate
numbers of BAME patients.

Those in support thought
the proposal was clear
and commented on the
benefits of reduced
waiting times and less
cancellations.
Those opposed,
commented on the

https://www.bhf.org.uk/informationsupport/risk-factors/ethnicity
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increased demand to GRH
and the risks associated
with transferring patients
between sites.

Moderate Scale Impact:

C11 - GI day
cases to
CGH

In this solution (including the
impacts of all changes that will
co-occur with this solution in
the overall model) it is
estimated, 4349 patients in
total may be subject to change,
approximately 16 a day. 2535
patients would move from CGH
to GRH 1814 patients would
move from GRH to CGH.

37 people who are BAME
responded to questions
regarding this care
model.

78% of BAME
respondents supported
day case GI at CGH.
Some respondents
commented if all GI
should stay together,
others commented that
separating emergency
and elective has benefits.

Using general surgery as a
proxy we know that 8% of
patients at GRH who would
attend CGH in the proposed
change are BME. This suggests
BME patients are
disproportionately impacted.
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C5 - Elective
colorectal
to CGH

C6 - Elective
colorectal
to GRH

85% of those who are
BAME support the
proposal for a centre of
excellence

Moderate Scale Impact:
GRH conducted 910 colorectal
surgeries in Feb 19 to Jan 20.
4% were BAME patients.

Moderate Scale Impact:
CGH conducted 584 colorectal
surgeries in Feb 19 to Jan 20.
5.6% were BAME patients. This
is disproportionately high
compared to the population of
BAME which is 4.6%.

43% of BAME
respondents felt the
centre of excellence
should be at CGH
36 respondents who are
BAME responded to
questions regarding this
care model.

24% of BAME
respondents felt the
centre of excellence
should be at GRH
Please note 11% had no
opinion.
Those in support
commented on the clear
rational for centralising
services. Those opposed,
commented on the need
for specialist services at
both sites.
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4.7. Sexual orientation
People who are lesbian, gay or bisexual (LGB) are more likely to have experienced depression or
anxiety, attempted suicide or had suicidal thoughts and self-harmed than men and women in
general13. LGB population aged over 55 are more likely than heterosexual people over 55 to live
alone and are more likely than heterosexual people to say that they expect to rely on health and
social care providers as they get older.14 The prevalence of the LGB population in Gloucestershire is
estimated to be around 5% - 7%15.

4

13

Stonewall, 2015, Mental Health, Stonewall health briefing
http://www.stonewall.org.uk/sites/default/files/Mental_Health_Stonewall_Health_Briefing__2012_.pdf
Accessed 18/12/2017
Stonewall, 2011, Lesbian, Gay and Bisexual People in Later Life.
www.stonewall.org.uk/sites/default/files/LGB_people_in_Later_Life__2011_.pdf Accessed 18/12/201

15

https://inform.gloucestershire.gov.uk/media/2087689/equality-profile-2019-final.pdf
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EQIA Summary for sexual Orientation
In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.
Model

A3 - Centralise acute
medicine to GRH

B2 - IGIS hub and
vascular centralised
to GRH

C3 - EGS centralised
to GRH

Scale of Potential
impact
Small- Moderate Scale
Impact
The LGBTQ+
community is
estimated to form 5% 7% of the
Gloucestershire
population.

Evidence of
Potential Impact
Long Term Impact
According to the
Stonewall survey,
13% of LGBTQ+
people have
experienced some
form of unequal
treatment from
healthcare staff
because they are
LGBTQ+ and 23%
have witnessed it.
This includes 32% of
trans people and
24% of Asian
LGBTQ+ people who
have experienced
unequal treatment.

Consultation Outputs

Impacts from Consultation

19 respondents who are LGBT+
responded to questions regarding
this care model.

58% of LGBT+ respondents supported
the centralisation of acute medicine

18 respondents who are LGBT+
responded to questions regarding this
care model.

However, 39% had no opinion.

19 respondents who are LGBT+
responded to questions regarding
this care model.

C11 - GI day cases to
CGH

18 respondents who are LGBT+
responded to questions regarding
this care model.

C5 - Elective
colorectal to CGH

19 respondents who are LGBT+
responded to questions regarding
this care model.

C6 - Elective
colorectal to GRH

Some respondents commented on
concerns regarding the distance for
those living further from Gloucester,
others
55% of LGBT+ respondents supported
an IGIS hub and spoke model with CGH
as the spoke.

78% supported vascular surgery at GRH.
74% of LGBT+ respondents supported
EGS centralised to GRH.
Some respondents commented they
felt CGH still needed to have adequate
emergency care.
78% of LGBT+ respondents support GI
day case at CGH.

Nature of Potential Impact and
recommendations

Overall Impact: Neutral
Proposed changes to services are expected
to maintain inclusive support service
approach. It is recommended to ensure
LGBTQ+ communities are included in the
consultation and are able to feed back their
views as changes to health care settings can
be challenging to patients who may already
feel healthcare is unequal (as shown in the
Stonewall survey).

84% of LGBT+ respondents supported
the centralisation of elective colorectal.
58% felt this should be CGH and 26%
had no opinion.
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4.8.

Religion

According to the 2011 Census, 63.5% of residents in Gloucestershire were Christian, making it the
most common religion. This was followed by no religion which accounts for 26.7% of the total
population.

4

Gloucestershire has a higher proportion of people who are Christian, have no religion or have not
stated a religion than the national figures. In contrast it has a lower proportion of people who follow
a religion other than Christianity, which reflects the ethnic composition of the county.
Figure 3: Gloucestershire population broken down by religious background

At district level:






Cheltenham had the lowest proportion of people who are Christian at 58.7% of the total
population; this was lower than the county and marginally lower than the national figure.
Cotswold had the highest proportion of people who follow Christianity.
Cheltenham had the highest proportion of Buddhists, Hindus and people who have no
religion.
At 3.2% of the total population Gloucester had the highest proportion of Muslims.
Stroud had the highest proportion of people who follow an "Other Religion" and of people
who did not state their religion.
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In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.
Model

Scale of Potential impact

Long Term Impact
Small Scale Impact
A3 - Centralise
acute medicine to
GRH

B2 - IGIS hub and
vascular
centralised to GRH

As part of the centralisation of acute medicine there will likely be
an increase at GRH from CGH. There were 7,415 admissions
between Feb 19 and Jan 20 for acute medicine at CGH. 60%cute
medicine patients were Christian and 7% have no religion.

Consultation Outputs

Impacts from
Consultation

Nature of Potential Impact and
recommendations

There is no significant
evidence from
consultation feedback
to suggest this patient
cohort is significantly
impacted.

There is no
significant
evidence from
consultation
feedback to
suggest this
patient cohort is
significantly
impacted.

Overall Impact: Neutral

Evidence of Potential Impact

Approximately 64% of the
Gloucestershire population are
from a Christian background
and almost 27% have no
religion. Only estimated 10% of
the population has other
religious backgrounds.

It is important to ensure an evenly
represented group feedback through the
consultation, meaning that religions are
represented when feeding back views.
Many patients did not state their religion
and so it is difficult to know how different
religions are impacted which is why it is
important to ensure the consultation
captures feedback from all religions. As an
example some patients will want
reassurance that they can request the
gender of their doctor for religious reasons

Small Scale Impact
There were 1,855 Interventional cardiology procedures and 944
vascular surgeries at CGH between Feb 19 and Jan 20. 48% of
interventional cardiology patients and 33% of vascular patients at
CGH are Christian. 0.7% are Muslim and a large proportion did
not state their religion.
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Small Scale Impact
C3 - EGS
centralised to GRH

General surgery activity data states that approximately 45% of
patients seen at GRH are Christian compared to 53% at CGH.
0.4% of patients are CGH were Hindu and a further 0.4% Muslim.

Small Scale Impact

C11 - GI day cases
to CGH

In this solution (including the impacts of all changes that will cooccur with this solution in the overall model) it is estimated, 4349
patients in total may be subject to change, approximately 16 a
day. 2535 patients would move from CGH to GRH 1814 patients
would move from GRH to CGH

Using general surgery as a proxy we know that 45% of patients at
GRH who would attend CGH in the proposed change are Christian
and 1% are Muslim.

Small Scale Impact
C5 - Elective
colorectal to CGH

GRH conducted 910 colorectal surgeries in Feb 19 to Jan 20. 42%
of patients were Christian, the large majority remaining stated
they had no religion or did not state their religion.
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C6 - Elective
colorectal to GRH

Small Scale Impact
CGH conducted 584 colorectal surgeries in Feb 19 to Jan 20. 51%
of patients were Christian, the large majority remaining stated
they had no religion or did not state their religion.
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4.9.

Gender reassignment

The Equality Act 2010 protects transgender people. It is therefore important this is clearly
understood and followed within the organisation, for both patients and staff who are transgender.

4

Transgender people are more likely to report mental health conditions and to attempt suicide than
the general population16. Transgender people encounter significant difficulties in accessing and using
health and social services17. Numbers of people identifying as transgender across the county is
increasing with current estimates at 0.6% people aged 16 and over18.

16

House of Commons Women and Equalities Committee, 2016, Transgender Equality .
www.publications.parliament.uk/pa/cm201516/cmselect/cmwomeq/390/390.pdf Accessed 24/01/2019
17
Stonewall (2015) Unhealthy Attitudes www.stonewall.org.uk/sites/default/files/unhealthy_attitudes.pdf
Accessed 24/01/2019
18
https://inform.gloucestershire.gov.uk/media/2087689/equality-profile-2019-final.pdf
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EQIA Summary for Gender Re-assignment
In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.
Consultation Outputs
Impacts from Consultation
Nature of Potential Impact and
Model
Scale of Potential impact
Evidence of Potential Impact
recommendations
Small Scale Impact
There is no significant
There is no significant
Overall Impact: Neutral
evidence from
evidence from consultation
The estimated prevalence of
There is limited evidence regarding
consultation feedback
feedback to suggest this
Proposed changes to services are
A3 - Centralise acute medicine
gender re-assignment is 0.6% in
the impact to those who have
to suggest this patient
patient cohort is significantly
expected to maintain inclusive
to GRH
Gloucestershire.
undergone gender reassignment,
cohort is significantly
impacted.
support service approach. It is
however, impacts may mirror those impacted.
recommended to ensure transgender
of sexual orientation (see above)
people are included in the
consultation
B2 - IGIS hub and vascular
centralised to GRH

C3 - EGS centralised to GRH
C11 - GI day cases to CGH
C5 - Elective colorectal to CGH
C6 - Elective colorectal to GRH
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5. Health Inequalities Impact Assessment
5.1. Key Findings

4

Consultation Feedback
Travel was identified as concern, particularly for carers. Respondents were concerned about the
travel times to the hospital sites from where they live and traffic across the county. Feedback also
identified concerns regarding the travel between sites and if public transport is sufficient. Some
respondents mentioned if technology could be utilised to deliver virtual appointments, avoiding
travel.
Subsidised Transport could be explored as many respondents fed back on the cost of transport
between hospital sites and home.
Request to increase Homeless Outreach, particularly in Cheltenham. Feedback from the
Homelessness Forum and Housing and Support Forum identified that those who are homeless or
rough sleeping do not tend to travel outside of their immediate area and so travelling further for
medical care may be difficult.
Many respondents commented that centralising services would support staff retention and
encourage recruitment.

Potential Positive impacts
25% of Gloucester city’s population are living in deprived areas, approx. 32,000 people. Therefore
centralising emergency general surgery, acute medicine and IGIS to GRH provides improved access
to the right specialists to manage the care of this higher risk community. Deprivation is linked to comorbidities and poorer health outcomes, therefore, centralising services to form different hubs with
co-located specialities across both sites with enhanced quality of care and reduced waiting times will
benefit all those living in deprivation across the County.
The centralisation of services will provide more comprehensive and co-located specialised care,
which could be beneficial for carers who are caring for someone with multiple conditions.
Centralisation also means services will be ring fenced, ensuring fewer cancellations, reduced waiting
times and improved clinical outcomes, resulting in improved self-care. These benefits will help to
support carers to reduce their time attending hospital with the person they are caring for and
improve the health outcomes of both the person they are caring for and, in turn, potentially their
own health.
There are 79 people registered with Gloucestershire’s homeless healthcare team and it has been
identified this cohort are significantly most likely to use A&E and community care services and
evidence suggests those who are homeless are more likely to have multiple health conditions. Given
rates of homelessness are slightly higher in Gloucester than surrounding areas; centralising
emergency general surgery to GRH provides improved access to the right specialists to manage the
care of homeless people who present with multiple conditions.
There is a strong association between physical health and mental health. People with long-term
conditions, such as diabetes or cardiovascular disease, have significantly raised rates of depression,
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anxiety and other mental health problems. Evidence suggests they receive poorer quality care than
those with a single condition.19 Therefore by centralising services patients with comorbidities could
receive a better quality of specialist care. In Particular, emergency services where the majority of
patients with mental health conditions are already attending as 1.2% of all A&E attendances last
year were for mental health conditions, the large majority attending GRH A&E.
Potential Negative Impacts
Carers and unpaid carers are likely to experience the clinical benefits of better quality of care for the
patient, shorter waiting times and specialist services working in a mutli-disciplinary approach which
could help to reduce their number of hospital visits. It is possible, however, in some instances a carer
may need to attend both sites based on the proposed changes (although unlikely), or in the event
the patient deteriorates, they may need to transfer to Gloucestershire Royal for emergency surgery
if they are currently at CGH. These events have been estimated to happen for less than 1 patient a
day, meaning that, the benefits outweigh the risks for carers.
Enhanced clinical outcomes outweigh the negative impacts of travel for the majority of cohorts,
however, it is important to consider the possible impact of additional cost in travel for some either
through fuel costs or public transport fares for all patients, but particularly considering those in low
income households. It is important to consider that this is outweighed by enhanced clinical
outcomes as centralising services will likely reduce waiting times and therefore parking fees and in
all the proposed solutions, over half of all patients impacted will see a neutral impact in travel (a
change +/-20 mins).
Evidence Based Recommendations

1. It is recommended a review of public transport is conducted to understand if there are
limitations, to disseminate information regarding travel to patients to make journey planning
easier and ensure patients and carers are aware of what services are available.
2. It is recommended to conduct a review of transport options, including subsidised options for
transport which can be disseminated to patients ensuring they are aware of all the options they
can access.
3. Explore if increasing outreach services for those who are Homeless is needed and would be
beneficial.
4. It is recommended to explore what could be moved to virtual appointment where possible to
reduce the need for patients and carers to travel for outpatient appointments.

19

https://www.kingsfund.org.uk/projects/mental-health-and-long-term-conditions-cost-co-morbidity
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6. HIIA analysis
6.1. Deprivation

4

In general, Gloucestershire is not a very deprived county; looking at the 151 upper-tier authorities,
Gloucestershire has a rank of 126, putting it in the least deprived quintile for overall deprivation. An
average IMD rank for each of the six districts in Gloucestershire shows that even the most deprived
district (Gloucester City) falls in the middle quintile (middle 20%) for deprivation out of 326 English
authorities. Tewkesbury, Cotswold, and Stroud districts are in the least deprived quintile, with
Cheltenham in the second least deprived quintile. However there are pockets of deprivation and 13
areas of Gloucestershire are in the most deprived 10% nationally. These 13 areas account for 20,946
people (3.4% of the county population). Comparison of data between 2015 and 2019 indicates that
there have been minimal changes to the increase/ decrease in levels of deprivation in the county20.
Figure 17 shows that Gloucester City has the highest proportion of population living in the most
deprived quintile at around 25% and this is 2.5 times higher than the equivalent proportion for
Cheltenham (10%).
Deprivation: Inequality in life expectancy
According to the latest available data, men who reside in the least deprived IMD quintile in
Gloucestershire live 8.4 years longer on average compared to those who live in the most deprived
areas; this is statistically similar to the regional average of 7.4 years but significantly better than the
national average of 9.5 years (see Figure 18)21.
The inequality in life expectancy among females also showed a similar trend with women living in
the least deprived quintiles of Gloucestershire living 5.4 years longer on average than their
counterparts living in the most deprived areas; this was significantly better than the national average
but similar to the regional rates (see Figure 22).

20

https://inform.gloucestershire.gov.uk/media/2094524/gloucestershire_deprivation_2019_v13.pdf
https://fingertips.phe.org.uk/search/life%20expectancy#page/0/gid/1/pat/6/par/E12000009/ati/102/are/E1
0000013
21
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Figure 16: Overall Index of Multiple Deprivation 2019 Map of Gloucestershire by IMD 2019
Quintile22.

4

Figure 17: Overall Index of Multiple Deprivation 2019 – Percentage of Population by Quintile and
District.

22

https://inform.gloucestershire.gov.uk/media/2094524/gloucestershire_deprivation_2019_v13.pdf
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Figure 21: Graph showing number of years of inequality in life expectancy among males living in the
most deprived and least deprived IMD quintiles; 2016-201823

4

Figure 22: Graph showing number of years of inequality in life expectancy among females living in
the most deprived and least deprived IMD quintiles; 2016-2018

23

https://fingertips.phe.org.uk/search/life%20expectancy#page/0/gid/1/pat/6/par/E12000009/ati/102/are/E10
000013
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In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.
Proposed Change

Scale of Potential impact
Large Scale Impact

A3, B2, C3 and C6
Centralise/move
various services
to GRH

Approximately 7.7% of the
Gloucestershire population live
within the most deprived IMD
quintile which equates to just
over 48,000 people being
potentially impacted. At a
district level, Gloucester city has
the highest proportion of its
population living in the most
deprived areas (25%) equating
to approximately 32,500
people; this is followed by
Cheltenham (11,700), Forest of
Dean (2,600) and Tewkesbury
(1,800). None of the areas
within Stroud nor Cotswold fall
under the most deprived
quintile. Overall, an estimated
72% of the population living in
the most deprived areas appear
to live closer to GRH (based on
district level map information)
and this equates to around
35,000 people.

Evidence of Potential Impact
Long Term Impact
The lack of affordability for
private vehicles in low-income
households, combined with
limited public transport services
in many peripheral social housing
estates, considerably
exacerbates the problem (of
inequalities to healthcare) in
many parts of the UK24
People in the most deprived
areas in England can expect to
have two or more health
conditions at 61 years, which is
10 years earlier than people in
the least deprived areas,
according to research carried out
by the Health Foundation25
The more deprived areas in both
England and Wales experienced a
higher number of deaths from
leading causes such as heart
diseases, chronic respiratory
diseases and lung cancer than
less deprived areas26

Consultation Outputs
128 people in the 12 most
deprived wards responded to
questions regarding these care
models.

Impact based on consultation
64% of those living in the 12 most
deprived wards supported the
centralisation of acute medicine at
GRH
68% of those living in the 12 most
deprived wards supported EGS at
GRH.
80% of those living in the 12 most
deprived wards supported
centralisation of elective
colorectal. 55% thought this should
be at CGH.
78% of those living in the 12 most
deprived wards supported GI day
case at CGH.
63% of those living in the 12 most
deprived wards supported an IGIS
hub and spoke model with CGH
being the spoke. 60% also
supported vascular surgery at GRH
and just under a quarter had no
opinion.

Nature of potential impact and
recommendations
Overall Impact: Positive
Large Positive Impact
Given that around 35,000 people,
accounting for 72% of the population
living in the most deprived areas live
closer to GRH; centralising/moving
services to GRH provides improved
access to the right specialists to manage
the care of those living in the most
deprived areas. Services will be providing
specialist care where residents are more
likely to have multiple conditions.
In the event proposed change B2 were to
happen, vascular services would also be
centralised to GRH. Based on research,
those in deprived areas are more at risk
of conditions that may benefit from
specialised vascular services and this area
has the highest proportion of residents in
deprivation.
In the event that the proposed change
“B3” were to happen, vascular services
would still remain in CGH and would not
be centralised, benefiting the deprived
population in Cheltenham whilst still

24

Lucas et al, 2019; Inequalities in mobility and Access in the UK Transport System: Evidence Review:
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/784685/future_of_mobility_access.pdf
25
https://www.health.org.uk/news-and-comment/news/people-in-most-deprived-areas-of-england-develop-multiple-health-conditions-10-years
26
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/howdoesdeprivationvarybyleadingcauseofdeath/2017-11-01
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providing other specialist services (IGIS)
closer to the higher proportion of
deprived residents in Gloucester.

C5, C11 services
to CGH (or in the
case of B3 to
keep vascular at
CGH)

Large Scale Impact

Long Term Impact

Approximately 7.7% of the
Gloucestershire population live
within the most deprived IMD
quintile which equates to just
over 48,000 people being
potentially impacted. At district
level, Gloucester city has the
highest proportion of its
population living in the most
deprived areas (25%) equating
to approximately 32,500
people; this is followed by
Cheltenham (11,700), Forest of
Dean (2,600) and Tewkesbury
(1,800). None of the areas
within Stroud nor Cotswold fall
under the most deprived
quintile. Overall, an estimated
72% of the population living in
the most deprived areas live
closer GRH (based on a map
view of these areas being
geographically closer) and this
equates to around 35,000
people.

Inequalities in the provision of
transport services are strongly
linked with where people live,
and the associated differences in
life expectancy, access to
employment, healthcare,
education, are all influenced by
deprivation.
The lack of affordability for
private vehicles in low-income
households, combined with
limited public transport services
in many peripheral social housing
estates, considerably
exacerbates the problem in many
parts of the UK27

Some respondents have concerns
around access and transport to a
site further from where they live.
Some have concerns that the
county is too large for centralised
services.
Those in support have stated they
are happy to travel for care that is
optimised whilst others think both
sites should be centres of
excellence.

Greater visibility and support given
to people needing to claim travel
expenses for hospital visits was a
theme from the feedback.

Moderate Negative Impact
However, patients who live in the most
deprived areas nearer to CGH (approx.
13,000) may need further support to
access services in the new location if
their journey becomes longer and they
are less familiar with the centralised
location.
Engaging with lower income areas within
Gloucester City is important to
understand if they currently struggle to
access healthcare and if they think the
proposed centralisations and movement
of services from CGH to GRH will improve
their access to healthcare.
It is recommended that residents are
made aware of transport options for low
income families both from the hospital
and from local transport services. This
includes opportunities for subsidised
travel.

27

Lucas et al, 2019; Inequalities in mobility and Access in the UK Transport System: Evidence Review:
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/784685/future_of_mobility_access.pdf

52

4

431 of 634

Tab 4 Appendix Two

Strategy Unit
6.2. Looked After Children (LAC)
According to data from the department for Education, there are just under 80,000 children who are
in care in England. Most are taken into care over fears of abuse or neglect. They are vulnerable to
health inequalities, and exhibit significantly higher rates of mental health issues, emotional disorders
(anxiety and depression), hyperactivity and autistic spectrum disorder conditions28.
In Gloucestershire there were 718 looked after children in 2019; this equated to a rate of 56 per
10,000 persons, which is lower than England (65 per 10,000); however it is worth noting that the
rate of LAC has increased by a third from 2015 to 201929 (see Figure 18).
Figure 18: Graph showing the rate of looked after children per 10,000 in local authorities in the
South West region and national rate, 2019

28

https://www.rcpch.ac.uk/resources/looked-after-children-lac
https://www.gov.uk/government/statistics/children-looked-after-in-england-including-adoption-2018-to2019
29
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4
Figure 19: Graph showing the rate of looked after children per 10,000 in Gloucestershire and
England rate, 2015 to 2019
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In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.

Model

A3 - Centralise acute
medicine to GRH

B2 - IGIS hub and vascular
centralised to GRH
C3 - EGS centralised to GRH
C11 - GI day cases to CGH
C5 - Elective colorectal to
CGH
C6 - Elective colorectal to
GRH

30

Scale of Potential impact

Evidence of Potential Impact

Small Scale Impact

Long Term Impact

In Gloucestershire there were
718 looked after children in
2019; this equated to a rate of 56
per 10,000 persons, which is
lower than England (65 per
10,000); however it is worth
noting that the rate of LAC has
increased by a third from 2015 to
2019

There is limited evidence regarding
the impact to those who are looked
after children; however evidence
suggests that they are vulnerable to
health inequalities, and exhibit
significantly higher rates of mental
health issues, emotional disorders
(anxiety and depression),
hyperactivity and autistic spectrum
disorder conditions30.

Consultation Outputs
There is no significant evidence
from consultation feedback to
suggest this patient cohort is
significantly impacted.

Impacts from
Consultation
There is no significant
evidence from
consultation feedback to
suggest this patient
cohort is significantly
impacted.

Nature of Potential Impact and
recommendations

Overall Impact: Neutral
Proposed changes to services are
expected to maintain current
inclusive support service
approach. It is recommended to
consult with a representative
distribution of the population.

https://www.rcpch.ac.uk/resources/looked-after-children-lac
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6.3.

Carers and Unpaid Carers

Increasing numbers of people are living with complex health needs and disabilities and require help
with everyday activities. These people are often cared for, informally and unpaid, by family, friends,
and neighbours.

4

Around 6.5 million carers in the UK provide care worth an estimated £57 billion to £100 billion per
year. The number varies across the UK with a higher proportion of carers in Wales and Northern
Ireland31.
Providing unpaid care can affect carers’ education, employment, relationships, household finances,
health and well-being. Effects on carers tend to worsen with the more care provided. Support for
carers can be provided by a range of organisations, such as employers and governments, and it can
include financial, employment-related, respite care, and emotional and social support. Some carers,
such as those from ethnic minorities, can find it difficult to access support. Respite breaks, training,
and counselling can improve carers’ mental health and reduce stress.
There is very little publically available data on the prevalence of unpaid and paid carers; according to
the 2011 census the prevalence of unpaid carers within the Gloucestershire population was 2.05%
and this was significantly lower than both regional and national averages (2.37%).
Figure 20: Graph showing the prevalence of unpaid carers in local authorities in the South West
region and national rate, 2011 census

31

https://researchbriefings.files.parliament.uk/documents/POST-PN-0582/POST-PN-0582.pdf
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In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.

Model

A3 - Centralise
acute medicine to
GRH

Scale of Potential impact

Evidence of Potential Impact

Small Scale Impact

Long Term Impact

According to the 2011 census the
prevalence of unpaid carers
within the Gloucestershire
population was 2.05% and this
was significantly lower than both
regional and national averages,
however, unpaid carers are likely
to be under-represented.

Caring responsibilities can have an
adverse impact on the physical and
mental health, education and
employment potential of those
who care, which can result in
significantly poorer health and
quality of life outcomes.
These in turn can affect a carer’s
effectiveness and lead to the
admission of the cared for person
to hospital or residential care. 84%
of carers said that caring has had a
negative impact on their health and
evidence suggests there is a 23%
increased risk of stroke for spousal
carers.

B2 - IGIS hub and
vascular
centralised to
GRH

Carers attribute their health risk to
a lack of support, with 64% citing a
lack of practical support.32

C3 - EGS
centralised to
GRH

32

Consultation
Outputs
135 carers
responded to
questions
regarding these
care models.

Impacts from Consultation

Nature of Potential Impact and recommendations

69% of carers supported
the centralising of acute
medicine to GRH.

Overall Impact: Positive

63% of carers supported
centralising EGS to GRH.

The centralisation of services will provide more specialist care which
could be beneficial for carers who are caring for someone with multiple
conditions. The waiting times will be reduced and fewer cancellations
will help to support carers who often have to plan and make
arrangements.

78% of carers supported
centralising elective
colorectal. 44% thought
this should be a CGH and
36% had no opinion.
73% of carers supported GI
day case at CGH.

65% of carers supported
an IGIS hub and spoke
model with CGH as the
spoke and 19% had no
opinion. 67% supported
vascular surgery at GRH.

Those in support of
proposed centralisations
to GRH felt this was the
right location as centre of
the county.

Large Positive Impact

Overall, centralised services will provide shorter lengths of stay, faster
diagnostics and minimised waiting times which will help carers who have
to attend hospital regularly.
It will also result in ring fenced services which means more access to
services and therefore better health outcomes for the patient and
improved self-care.
Moderate Negative Impact:
If, however, centralisation results in extended travel time or a more
complex journey, this could lead to carers finding this more challenging.
Carers may have to attend a different site or even both sites and
contend with the challenges that come with this, for example, parking
which is reportedly a challenge from engagement with the public.
It is also possible that carer and patient may need to transfer to another
site in the event of patient deterioration in certain circumstances. This is
in a very small number of circumstances, however.

https://www.england.nhs.uk/commissioning/comm-carers/carer-facts/
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Some carers expressed
concerns regarding
travelling to GRH from
other parts of the county.
Increased patient and
carer travel time was a
theme.

It is recommended that carers are part of the co-design with a specific
interest in understanding what practical support may be required to
help them navigate changes, specifically around disability access, travel
information and required facilities.

C11 - GI day cases
to CGH
C5 - Elective
colorectal to CGH
C6 - Elective
colorectal to GRH
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6.4. Homelessness

4
The number of rough sleepers identified by the Ministry of Housing, Communities and Local
Government are extremely small in Gloucestershire identifying just 19 people. Therefore this report
will look at the impact to those statutorily homeless. This is identified as the count of households
who are living in temporary accommodation provided under the homeless legislation.
As such, statutorily homeless households contain some of the most vulnerable members of our
communities and are at a higher risk of long term conditions, mental health, smoking and various
other illnesses, thus this cohort require a higher provision of care33. Being homeless also comes with
a higher risk of delayed discharge from hospital, lengthening stays or cause repeated admissions to
hospitals34.
Numerous risk factors are associated with the likelihood of someone becoming homeless, and these
broadly fall under individual circumstances and the wider forces. The risks range from drug and
alcohol issues, bereavement, or experience of the criminal justice system, to the wider determinants
of health such as inequality, unemployment, and housing supply and affordability35
The rate of homelessness in Gloucestershire varies substantially by district. The highest rates are
seen in Gloucester with 219 households accepted as homeless, equating to a rate of 4.12 per 1000
households; this is significantly higher than both county and national rates and double the rate of
Cheltenham at 2.09 (see Figure 22).

33

Morton , Jane. Primary Health Care (2014+); London Vol. 27, Iss. 8, (Sep 2017): 25.
DOI:10.7748/phc.2017.e1289
34
https://publichealthmatters.blog.gov.uk/2018/02/09/the-inequalities-of-homelessness-how-can-we-stop-themdying-young/
35
https://publichealthmatters.blog.gov.uk/2018/02/09/the-inequalities-of-homelessness-how-can-we-stop-themdying-young/
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Figure 22: Graph showing rate of acceptances per 1000 households in Gloucestershire districts
compared with Gloucestershire and national averages, 2017/18

4

Locally sourced data provided by NHS Gloucestershire Clinical Commissioning Group and
Gloucestershire County Council indicates there are 40 rough sleepers in Gloucestershire currently.
Gloucester 17, Cheltenham 9, Cotswold 7, Forest of Dean 3, Stroud 2 and Tewkesbury 2.
There are also 79 people registered with Gloucestershire’s Homeless Healthcare team. This group
are more likely to be male and are far younger than the overall CCG cohort. This cohort used A&E
and community care services more, as well as mental health services.
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In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.

Proposed
Change

A3, B2, C3 and C6
Centralise/move
various services
to GRH

Scale of Potential impact

Evidence of Potential Impact

Small Scale Impact

Long Term Impact

On average 2.37 per 1000
households are homeless in
Gloucestershire. In Cheltenham 108
households are accepted as
homeless, in Tewkesbury this figure
is 61 households and in Cotswold 26.
This means approx. 195 homeless
may currently be living closer to CGH
and therefore could be impacted by
the proposed move of services to
GRH from CGH (based on a map
view of these areas being
geographically closer)

Homeless people are at a
higher risk of long term
conditions, mental health,
smoking and various other
illnesses, thus this cohort
require a higher provision of
care36. Being homeless also
comes with a higher risk of
delayed discharge from
hospital, lengthening stays or
cause repeated admissions to
hospital37.

There are 79 people registered with
the Homeless Healthcare team.

36
37

Those known to
Gloucestershire’s homeless
healthcare team are more
likely to be male and are far
younger than the overall CCG
cohort. This cohort used A&E
and community care services
more, as well as mental health
services.

Impacts from Consultation

Nature of potential impact and
recommendations

Feedback from those representing
those who are homeless in the
Gloucester Homeless Forum and
Housing and Support Forum
expressed concerns about how
the proposals will meet the needs
of the vulnerable clients that
attend Cheltenham Open Door
who have very complex needs and
MA also discussed concerns about
how people rough sleeping often
don’t like to leave the immediate
area and travel for appointments.

Overall Impact: Positive

Consultation Outputs
Minutes from the Gloucester
Homeless Forum and the Housing
and Support Forum.

Feedback also suggests requests
for more outreach services to the
homeless, in particular in
Cheltenham.

Large Positive Impact
Given rates of homelessness are
slightly higher in Gloucester; a
centralising/moving services to GRH
provides improved access to the right
specialists to manage the care of
homeless people who present with
multiple conditions.
Services in these solutions will be
located near the highest proportion of
homeless people in Gloucestershire,
improving access to specialist care
without additional travel.
Homeless people are more likely to
have long term conditions and multiple
conditions which means centralising
and co-locating services will provide
support for more complex needs such
as these.

Morton , Jane. Primary Health Care (2014+); London Vol. 27, Iss. 8, (Sep 2017): 25. DOI:10.7748/phc.2017.e1289
https://publichealthmatters.blog.gov.uk/2018/02/09/the-inequalities-of-homelessness-how-can-we-stop-them-dying-young/
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Small Scale Impact

Long Term Impact

The highest rates of homelessness
acceptances are seen in Gloucester
with 219 households accepted as
homeless, equating to a rate of 4.12
per 1000 households; this is
significantly higher than both county
and national rates and double the
rate of Cheltenham at 2.09. In
addition to this Stroud has 39
homeless households and Forest of
Dean 15. Making the assumption
that these areas are closer to GRH,
there are approximately 273
homeless who may be impacted by
the proposed move of some services
to CGH. (based on a map view of
these areas being geographically
closer)

Homeless people are some of
the most vulnerable and needy
members of our communities
and are at a higher risk of long
term conditions, mental
health, smoking and various
other illnesses, thus this
cohort require a higher
provision of care. Being
homeless also comes with a
higher risk of delayed
discharge from hospital,
lengthening stays or cause
repeated admissions to
hospitals.

Small Negative Impact

Extraordinary Governing Body Meeting FFTF Thursday 18 March 2021-18/03/21

C5 and C11 move
various services
to CGH (or in the
case of B3 to
keep vascular at
CGH)

Patients who are homeless, especially
those from outside of Gloucester
district may need further support to
access services in the new location if
their journey becomes longer and they
are less familiar with the centralised
location.
It is recommended that organisations
that advocate for homeless people
locally such as Cheltenham Open door
and others, are part of the co-design
around transport and repatriation of
those who are homeless to understand
the pathway of care and how that
impacts on homeless people or rough
sleepers if they are required to travel
out of their local area.
Explore if there are more outreach
opportunities for homeless people and
if this is needed.

62

4

441 of 634

Tab 4 Appendix Two

Strategy Unit

6.5.

Substance Abuse

There is evidence to suggest that young people who use recreational drugs run the risk of damage to
mental health including suicide, depression and disruptive behaviour disorders. Regular use of
cannabis or other drugs may also lead to dependence. Among 10 to 15 year olds, an increased
likelihood of drug use is linked to a range of adverse experiences and behaviour, including truancy,
exclusion from school, homelessness, time in care, and serious or frequent offending38.
Patients with substance use disorder diagnoses, specifically those with drug use-related diagnoses,
have higher rates of recurrent acute care hospital utilisation than those without substance use
disorder diagnoses39.
The age standardised hospital admissions due to substance misuse in Gloucestershire is among the
lowest in the South West region at 38 per 100,000 persons; lower than both regional and national
rates, although there is a lack of data to determine statistical significance or comparisons. The age
standardised mortality rate due to substance misuse is highest in the district of Gloucester with a
rate of 7 per 100,000 over the period from 2016 to 2018; this is significantly higher than both
Gloucestershire and England rates. All other districts had a rate similar to national and county rates
or lower.

Figure: Age standardised rate of hospital admissions due to substance misuse per 100,000 within
local authorities within the South West region compared with regional and national rates, 2018/19

38

Schlossarek S et al U: Psychosocial Determinants of Cannabis Dependence: A Systematic Review of the
Literature. Eur Addict Res 2016;22:131-144.
39
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6034987/
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Figure: Age standardised mortality rate due to substance misuse per 100,000 within Gloucestershire
districts, compared with county and national rates, 2016 - 2018

*Numbers were too low for Cotswold and Forest of Dean
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HIIA Summary for Substance Misuse
In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.

Model

A3 - Centralise acute
medicine to GRH

B2 - IGIS hub and vascular
centralised to GRH
C3 - EGS centralised to GRH
C11 - GI day cases to CGH
C5 - Elective colorectal to
CGH
C6 - Elective colorectal to
GRH

Scale of Potential impact

Evidence of Potential Impact

Moderate Scale Impact

Long Term

The age standardised hospital
admissions due to substance misuse
in Gloucestershire is among the
lowest in the South West region at 38
per 100,000 persons; lower than both
regional and national rates; however
mortality rates suggest that the
district of Gloucester City has the
highest rates of deaths due to
substance misuse, significantly higher
than county and national averages.

Patients with substance use
disorder diagnoses, specifically
those with drug use-related
diagnoses, have higher rates of
recurrent acute care hospital
utilisation than those without
substance use disorder
diagnoses40.

Consultation Outputs
There is no significant
evidence from consultation
feedback to suggest this
patient cohort is significantly
impacted.

Impacts from
Consultation
There is no significant
evidence from
consultation feedback to
suggest this patient
cohort is significantly
impacted.

Nature of Potential Impact and
recommendations
Neutral Impact
Proposed changes to services are
expected to maintain current
inclusive support service approach.

40

Walley et al (2012) Acute care hospital utilization among medical inpatients discharged with a substance use disorder diagnosis. J Addict Med. 2012 Mar;6(1):50-6.
doi: 10.1097/ADM.0b013e318231de51
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6.6.

Mental Health

4
The prevalence of mental health disease within the GP practice registered population within
Gloucestershire is among the lowest in the South West region at 0.8%; significantly lower than both
regional and national averages (see Figure 24).
During 2018/19, 351 people attended CGH ED and 1447 attended GRH with a mental health issue.
This total of 1798 across the 2 sites equates to 1.2% of all attendances during this year. This data
clearly demonstrates that more people attend GRH than CGH with mental health related issues.

Figure 24: Graph showing QOF prevalence of the registered population with a mental health disease
in local authorities in South West compared to regional and national averages 2015/16 to 2017/18
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In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.

Model

Scale of Potential impact

Evidence of Potential Impact

Moderate Scale Impact

A3 - Centralise acute
medicine to GRH

The prevalence of mental health
disease within the GP practice
registered population within
Gloucestershire is among the lowest
in the South West region at 0.8%;
significantly lower than both regional
and national averages, however, a
number of mental health conditions
are undiagnosed or
underrepresented.
During 2018/19, 351 people attended
CGH ED and 1447 attended GRH with
a mental health issue. This total of
1798 across the 2 sites equates to
1.2% of all attendances during this
year. This data clearly demonstrates
that more people attend GRH than
CGH with mental health related
issues.

Long Term Impact
There is a strong association
between mental and physical ill
health. People with long-term
conditions, such as diabetes or
cardiovascular disease, have
significantly raised rates of
depression, anxiety and other
mental health problems.
Evidence suggests that many of
these people receive poorer
quality care than those with a
single condition.41

Consultation
Outputs
22 respondents
with mental
health
conditions
answered
questions in
relation to
these care
models

Impacts from Consultation

Nature of Potential Impact and recommendations

62% of those with a mental
health condition supported
centralised acute medicine
62% of those with a mental
health condition supported EGS
centralised to GRH and 19% had
no opinion.
57% of those with a mental
health condition supported
centralised elective colorectal
and 29% had no opinion. 50%
supported it at CGH and 35% had
no opinion.
57% of those with a mental
health condition supported GI
day case at CGH and 29% had no
opinion.
62% of those with a mental
health condition supported an
IGIS hub with a spoke at CGH
and 19% had no opinion. 60%
supported vascular surgery at
GRH and 20% had no opinion.

Overall Impact: Positive
Large Positive Impact
By centralising services patients with comorbidities could
receive a better quality of specialist care. Particularly
emergency services where the majority of patients with
mental health conditions are already attending.

Moderate Negative Impact
Patients with anxiety disorders and other mental health
disorders which may be exacerbated by change in routine
or need to travel may find these challenging.
It is recommended those with mental health conditions
and organisations supporting those with mental health
conditions form part of the design of services, particularly
considering the impact of travel or a new environment on
those with mental health conditions that may be
exacerbated by these changes.

Some benefits identified through

41

https://www.kingsfund.org.uk/projects/mental-health-and-long-term-conditions-cost-co-morbidity
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feedback were around the
increased likelihood of seeing a
specialist on first appointment
rather than being redirected and
quality of care optimised.
Some respondents expressed
concerns around capacity at one
site by centralising services.

B2 - IGIS hub and
vascular centralised to
GRH
C3 - EGS centralised to
GRH
C11 - GI day cases to
CGH
C5 - Elective colorectal
to CGH
C6 - Elective colorectal
to GRH
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7. Health Impact Assessment

4
7.1.

Key Findings

Consultation Feedback
Care Quality was viewed as a benefit by many respondents who felt centralising services would
optimise care. Some commented that they were happy to travel for optimised care or that location
was less important compared to quality.
Those over 65 with disabilities and those with long term conditions had concerns regarding the
potential need to transfer some patients for emergency treatment who may be very unwell.
Potential Positive Impacts
Diabetes tends to be prevalent with other co-morbidities such as, heart conditions, meaning that
this cohort is likely to be impacted by the centralisation of services as they are likely to use several
different services due to having multiple conditions. This means centralising services will improve
their quality of care by reducing waiting times, faster diagnostics and a multi-disciplinary approach
to conditions.
Obesity is often linked to a large number of co-morbidities which mean obese patients are
significantly more likely to be impacted by the proposed changes. The movement of services could
result in specialist care being provided in one place leading to a better quality of care.
Patients who fall regularly are one of the cohorts more likely to be impacted by the proposed
changes as they will usually attend hospital more than other cohorts in the population. 1,812 people
per 100,000 in Gloucestershire are admitted to hospital due to falls. This cohort may benefit from
the centralisation of services in the same way as over 65s because frailty can correlate with age, see
“Age” section of the EQIA.
Potential Negative Impacts
In the event that the proposed change “B3” were to happen, vascular services would still remain in
CGH and would not be centralised. By having IGIS separate from vascular this could result in
compromised patient safety and could result in patients needed to be transferred if they are
vulnerable to deterioration such as those with cardiovascular disease. This may also impact on what
cardiovascular disease patients receive in the vascular hub at CGH. The impact of the separation of
vascular on patient safety is not yet known but has been raised as a concern by staff, and therefore
remains a concern for patients vulnerable to deterioration or those with complex heart conditions.

The impact to vascular and the impact on patient safety has been identified by
Gloucestershire Hospitals NHS Foundation Trust, however, this impact has yet to be
quantified by clinicians.
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Evidence Based Recommendations



It is recommended a review of public transport is conducted to understand if there
are limitations, to disseminate information regarding travel to patients to make
journey planning easier and ensure patients and carers are aware of what services
are available.



It is recommended to conduct a review of transport options, including subsidised
options for transport which can be disseminated to patients ensuring they are aware
of all the options they can access.



Explore if increasing outreach services for those who are Homeless is needed and
would be beneficial.



It is recommended to explore what could be moved to virtual appointment where
possible to reduce the need for patients and carers to travel for outpatient
appointments.



It is recommended to explore the possibility of adapting the model of elective
colorectal to alleviate some concerns regarding the transfer of high risk patients.
Evidence review suggests there are clinical benefits to elective colorectal being
centralised in GRH with emergency general surgery, however, consultation feedback
suggests that overall patients would prefer centralisation at CGH. In order to
accommodate patient preference, optimise care and alleviate concerns regarding
transfer, it is recommended to explore a model where elective colorectal is
centralised at CGH but with high risk patients attending GRH to receive their
colorectal treatment.

4
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7.2.

4

Cardiovascular disease

Cardiovascular disease (CVD) is responsible for 26% of all deaths in the UK. This equates to
approximately 160,000 deaths each year or an average of 435 people each day and at least 42,000 of
these deaths occur prematurely. 42 There are multiple risk factors for cardiovascular disease; these
include old age, ethnicity, deprivation, gender, smoking, obesity etc.43
The more deprived areas in both England and Wales experienced a higher number of deaths from
leading causes including cardiovascular and other related conditions than less deprived areas.44
The prevalence of cardiovascular disease within the GP practice registered population within
Gloucestershire is 3.3%, which is significantly lower than the regional average (3.5%) but significantly
higher than the national average (3.1%) see Figure 25.
Figure 25: Graph showing QOF prevalence of chronic heart disease in the registered population in
local authorities in South West compared to regional and national averages, 2017/18

42
43
44

https://www.heartuk.org.uk/downloads/heart-uk-state-of-the-nation-report-2018.pdf
https://ada.com/cardiovascular-disease-risk-factors/

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/howdoe
sdeprivationvarybyleadingcauseofdeath/2017-11-01
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HIA summary for Cardiovascular disease
In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230
respondents compared to the West of the county where there were approx. 175 respondents.
Proposed
Change

A3, B2, C3 and C6
Centralise/move
various services
to GRH

Evidence of Potential Impact

Consultation Outputs

Impacts from Consultation

Large Scale Impact

Long Term Impact
There are multiple risk factors
for cardiovascular disease;
these include old age, ethnicity,
deprivation, gender, smoking,
obesity etc.45

73% of those with a long term
condition supported acute
medicine centralised to GRH.

Overall Impact: Negative

The prevalence of cardiovascular
disease within the GP practice
registered population within
Gloucestershire is 3.3%, which is
significantly lower than the regional
average (3.5%) but significantly higher
than the national average (3.1%).

81 respondents with Long term
conditions responded to
questions regarding these care
models.

69% of those with a long term
condition supported EGS
centralised to GRH and 10% had
no opinion.

In the event proposed change B2 were
to happen, vascular services would also
be centralised to GRH. Based on
research, those in deprived areas are
more at risk of conditions that may
benefit from specialised vascular
services and this area has the highest
proportion of residents in deprivation.
The centralisation of services will result
in cardiovascular patients experiencing
reduced waiting times, less
cancellations and improved clinical
outcomes as a result of the co-location
of specialities.

Over the period between April 2018
and March 2019, there was a total of
3,783 cardiology/vascular patients
seen across GRH and CGH; 3,334
(88%) of these patients were seen at
CGH.
While there is insufficient data to
ascertain whether there is a higher
prevalence of cardiovascular patients
living nearer to CGH compared to
GRH; it can be denoted that the vast
majority of cardiology patients are
currently seen at CGH and proposed
changes are most likely to impact this
cohort.

45
46

Nature of potential impact and
recommendations

Scale of Potential impact

The more deprived areas in
both England and Wales
experienced a higher number of
deaths from leading causes
including cardiovascular and
other related conditions than
less deprived areas.46
Approx. 35,000 people,
accounting for 72% of the
population living in the most
deprived areas live closer to
GRH; centralising/moving
services to GRH provides
improved access to the right
specialists to manage the care
of those living in the most
deprived areas who are at a
higher risk of cardiovascular
disease.

84% of those with a long term
condition supported the
centralisation of elective
colorectal. 48% felt it should be
at CGH.
74% of those with a long term
condition supported GI day case
at CGH.
73% of those with a long term
condition supported and IGIS
Hub with the spoke at CGH and
52% supported vascular surgery
at GRH with 30% having no
opinion.
Feedback regarding colorectal
raised concerns regarding
transfers of very unwell patients

Large Positive Impact:

Large Negative Impact
In the event that the proposed change
“B3” were to happen, vascular services
would still remain in CGH and would
not be centralised. This could result in
less optimised patient safety and could
result in patients needed to be
transferred. This may impact on what

https://ada.com/cardiovascular-disease-risk-factors/
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/howdoesdeprivationvarybyleadingcauseofdeath/2017-11-01
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and the time required for
transfer impacting on patient
outcomes.
Feedback also expressed
concerns around the impact
centralising acute medicine will
have on the A&E offer at CGH.

It is recommended that patient
pathways regarding transfer are made
clear so patients can understand the
impact of transfer in the event of being
unwell.

Large Scale Impact

C5, C11 services
to CGH (or in the
case of B3 to
keep vascular at
CGH)

The prevalence of cardiovascular
disease within the GP practice
registered population within
Gloucestershire is 3.3%, which is
significantly lower than the regional
average (3.5%) but significantly higher
than the national average (3.1%).

vascular patients receive at CGH also.
The impact of the separation of
vascular on patient safety is not yet
known, and therefore remains a
concern for patients vulnerable to
deterioration or those with complex
heart conditions. Until the impact is
quantified, this remains high.

An assessment of travel times between
sites in an emergency may also be
beneficial
As above

Over the period between April 2018
and March 2019, there was a total of
3,783 cardiology/vascular patients
seen across GRH and CGH; 449 (12%)
of these patients were seen at GRH.
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7.3.

Diabetes Mellitus

Research suggests that those living in the most deprived areas within the UK are 2.5 time more likely
to be suffering from Diabetes.47 Those suffering from diabetes also have a high likelihood of coming
from a BME background; Type 2 Diabetes is up to 6 times more likely in people of South Asian
descent and 6 times more likely among Afro-Caribbean’s.48

4

The prevalence of Type 2 Diabetes within the GP practice registered population within
Gloucestershire is similar compared to the South West region and national average at 6.8% (see
Figure 26).
Figure 26: Graph showing QOF prevalence of the registered population with a Diabetes Mellitus in
local authorities in South West compared to regional and national averages, 2017/18

47

https://www.diabetes.org.uk/about_us/news_landing_page/uks-poorest-twice-as-likely-to-have-diabetes-and-its-complications
Association of glycaemia with macrovascular and microvascular complications of Type 2 diabetes: prospective observational
study British Medical Journal 2000; 321: 405-412.
48
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In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx.
230 respondents compared to the West of the county where there were approx. 175 respondents.
Model

Scale of Potential impact

Evidence of Potential Impact

A3 - Centralise acute
medicine to GRH
B2 - IGIS hub and
vascular centralised
to GRH
C3 - EGS centralised
to GRH
C11 - GI day cases to
CGH
C5 - Elective
colorectal to CGH

Small Scale Impact: The
prevalence of Type 2
Diabetes within the GP
practice registered
population within
Gloucestershire is similar
compared to the South West
region and national average
at 6.8%

Long Term Impact

C6 - Elective
colorectal to GRH

There is limited evidence
regarding the impact to those
who are Diabetics; however,
evidence suggests that those
living in the most deprived areas
within the UK are 2.5 time more
likely to be suffering from
Diabetes.49 Those suffering from
diabetes also have a high
likelihood of coming from a BME
background; Type 2 Diabetes is
up to 6 times more likely in
people of South Asian descent
and 6 times more likely among
Afro-Caribbean’s.50 This cohort
may face challenges and
perceived challenges in access to
services in general, especially
those within BME background51

Consultation
Outputs
81 respondents
with Long term
conditions
responded to
questions
regarding these
care models.

Impacts from Consultation
73% of those with a long term condition
supported acute medicine centralised to GRH.
69% of those with a long term condition
supported EGS centralised to GRH and 10% had
no opinion.
84% of those with a long term condition
supported the centralisation of elective
colorectal. 48% felt it should be at CGH.
74% of those with a long term condition
supported GI day case at CGH.
73% of those with a long term condition
supported and IGIS Hub with the spoke at CGH
and 52% supported vascular surgery at GRH
with 30% having no opinion.

Nature of Potential Impact and
recommendations
Overall Impact: Positive
Positive Impact
Diabetes is prevalent with other comorbidities such as, heart conditions, meaning
that this cohort is likely to be impacted by the
centralisation of services as they are likely to
use multiple services due to having multiple
conditions. This could mean centralising
services will improve their quality of care and
enhance clinical outcomes.
It is recommended to use existing forums to
engage with patients with long term
conditions and also to engage with
representative organisations for long term
conditions such as diabetes.

Feedback regarding colorectal raised concerns
regarding transfers of very unwell patients and
the time required for transfer impacting on
patient outcomes.
Feedback also expressed concerns around the
impact centralising acute medicine will have on
the A&E offer at CGH.

49
50

51

https://www.diabetes.org.uk/about_us/news_landing_page/uks-poorest-twice-as-likely-to-have-diabetes-and-its-complications
Association of glycaemia with macrovascular and microvascular complications of Type 2 diabetes: prospective observational study British Medical Journal 2000; 321: 405-412.

https://bmjopen.bmj.com/content/6/11/e012337
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7.4.

Neurological Conditions

The number of people living with neurological conditions in England is rising and will continue to
increase. This is due in part to advances in neonatal healthcare meaning more children with
neurological conditions survive beyond birth and into adulthood. Public Health England’s 2018
Neurology Mortality reports show that number of deaths in England relating to neurological
disorders rose by 39% over 13 years, while deaths in the general population fell by 6% over the same
period.52

4

According to the NHS & CQC 2017 Adult Inpatient Survey, Patients with neurological conditions
reported poorer experiences for confidence and trust, respect and dignity, respect for patientcentred values and overall experience of care. In response to the NHS 2016 patient experience
survey, just 41% (n=2,132) of patients described the health services they received for their
neurological condition as ‘good’ or ‘excellent’.53
The 2013-14 NHS England survey of patients of GP practices found that people with long-term
neurological conditions have the lowest health-related quality of life of any long-term condition.54
The prevalence of neurological conditions among the registered population is similar in
Gloucestershire compared with the South West Region and National rates at 8.8%.
The rate of hospital admissions for epilepsy among under 19s is 87.5 per 100,000; this is statistically
similar to the South West regional average (71.5) but statistically higher than the national average
(70.6) by a small margin.
Figure 27: Graph showing prevalence neurological conditions among the registered population in
local authorities in South West compared to regional and national averages, 2017/18

52

Public Health England (2018) Deaths associated with neurological conditions in England 2001 to 2014: Data analysis report.
Available online at https://www.gov.uk/government/publications/deaths-associated-withneurological-conditions
53
The Neurological Alliance (2017): Falling short: How has neurology patient experience changed since 2014? Available online
at http://www.neural.org.uk/store/assets/files/668/original/Neurological_Alliance__Falling_Short__How_has_neurology_patient_experience_changed_since_2014.pdf
54
The Neurological Alliance (2017): Falling short: How has neurology patient experience changed since 2014? Available online
at http://www.neural.org.uk/store/assets/files/668/original/Neurological_Alliance__Falling_Short__How_has_neurology_patient_experience_changed_since_2014.pdf
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Figure 28: Graph the rate of hospital admissions for epilepsy among under 19s per 100,000 in local
authorities in South West compared to regional and national averages, 2016/17
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In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.
Nature of Potential
Impact and
recommendations

Model

Scale of Potential impact

Evidence of Potential Impact

Consultation Outputs

Impacts from Consultation

A3 - Centralise acute
medicine to GRH
B2 - IGIS hub and vascular
centralised to GRH
C3 - EGS centralised to
GRH
C11 - GI day cases to CGH
C5 - Elective colorectal to
CGH

Moderate scale Impact: The
prevalence of neurological
conditions among the registered
population is similar in
Gloucestershire compared with the
South West Region and National
rates at 8.8%. The rate of hospital
admissions for epilepsy among
under 19s is 87.5 per 100,000; this
is statistically similar to the South
West regional average (71.5) but
statistically higher than the national
average (70.6) by a small margin.

Long Term Impact

81 respondents with
Long term conditions
responded to
questions regarding
these care models.

73% of those with a long term condition supported
acute medicine centralised to GRH.

C6 - Elective colorectal to
GRH

Over the period between April
2018 and March 2019, there was a
total of 1,042 neurology patents
seen at GRH and 644 (62%) of these
patients lived closer to GRH than
CGH thus if services were to be
moved from GRH to CGH, this
cohort is most likely to be
impacted.

According to the NHS & CQC 2017
Adult Inpatient Survey, Patients
with neurological conditions
reported poorer experiences for
confidence and trust, respect and
dignity, respect for patient-centred
values and overall experience of
care. In response to the NHS 2016
patient experience survey, just 41%
(n=2,132) of patients described the
health services they received for
their neurological condition as
‘good’ or ‘excellent’.55
The 2013-14 NHS England survey of
patients of GP practices found that
people with long-term neurological
conditions have the lowest healthrelated quality of life of any longterm condition.56

69% of those with a long term condition supported EGS
centralised to GRH and 10% had no opinion.
84% of those with a long term condition supported the
centralisation of elective colorectal. 48% felt it should
be at CGH.
74% of those with a long term condition supported GI
day case at CGH.
73% of those with a long term condition supported and
IGIS Hub with the spoke at CGH and 52% supported
vascular surgery at GRH with 30% having no opinion.
Feedback regarding colorectal raised concerns
regarding transfers of very unwell patients and the
time required for transfer impacting on patient
outcomes.
Feedback also expressed concerns around the impact
centralising acute medicine will have on the A&E offer
at CGH.

55

The Neurological Alliance (2017): Falling short: How has neurology patient experience changed since 2014? Available online at
http://www.neural.org.uk/store/assets/files/668/original/Neurological_Alliance__Falling_Short_-_How_has_neurology_patient_experience_changed_since_2014.pdf
56
The Neurological Alliance (2017): Falling short: How has neurology patient experience changed since 2014? Available online at
http://www.neural.org.uk/store/assets/files/668/original/Neurological_Alliance__Falling_Short_-_How_has_neurology_patient_experience_changed_since_2014.pdf
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7.5.

Falls among the elderly

A rapidly ageing population means that doctors in all specialties are likely to encounter older people
with falls. Falls in the elderly are common and associated with major morbidity and mortality. Falls
cause injuries, fractures, loss of confidence and independence, depression and death. Recurrent falls
and fear of falling are the most common reasons for an older person to require nursing home care.
An initial fall may be a manifestation of an acute illness and may be the only presenting feature.
However, it is known that an index fall is a risk for future falls and approximately half of those who
fall once are likely to do so again.57
The rate of emergency hospital admissions due to falls among those aged over 65 per 100,000 in
Gloucestershire is among the lowest in the South West region; a rate of 1,812 per 100,000 at
Gloucestershire makes it significantly lower than both regional and national averages.
Figure 29: Graph the rate of emergency hospital admissions due to falls among over 65s per 100,000
in local authorities in South West compared to regional and national averages, 2018/19

57

https://www.rcpe.ac.uk/sites/default/files/anderson.pdf
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In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.

Model

A3 - Centralise acute
medicine to GRH

B2 - IGIS hub and
vascular centralised
to GRH

Scale of Potential
impact
Large Scale Impact: The
rate of emergency
hospital admissions due
to falls among those
aged over 65 per
100,000 in
Gloucestershire is
among the lowest in the
South West region; a
rate of 1,812 per
100,000 at
Gloucestershire makes it
significantly lower than
both regional and
national averages.

Evidence of Potential Impact

Long Term Impact
Falls cause injuries, fractures, loss of
confidence and independence, depression
and death. Recurrent falls and fear of
falling are the most common reasons for
an older person to require nursing home
care. An initial fall may be a
manifestation of an acute illness and may
be the only presenting feature. However,
it is known that an index fall is a risk for
future falls and approximately half of
those who fall once are likely to do so
again.58
This cohort focuses on those aged over
65; see “Age” section of the EQIA (pages
5-10). Although it is to be noted that this
cohort is a particularly vulnerable subset
of the elderly population, hence more
provision of care needs to be given.

Consultation
Outputs
58 people over the
age of 65 with a
disability answered
questions regarding
these care models.

Impacts from Consultation

Nature of Potential Impact and recommendations

69% of those over 65 with a disability
supported the centralisation of acute
medicine

Overall Impact: Positive

60% of those over 65 with a disability
supported EGS at GRH and 21% strongly
opposed this.
83% of those over 65 with a disability
supported the centralisation of elective
colorectal, 52% supporting it at CGH
and 29% with no opinion.
73% of those over 65 with a disability
supported GI day case at CGH.
75% of those over 65 with a disability
supported the IGIS hub and spoke
model with spoke at CGH, 58%
supported vascular surgery at GRH and
21% had no opinion.
Respondents in support commented on
the location being less important if the
care is “excellent”.
Some respondents had concerns
around the transfer of patients in an
emergency to GRH from CGH.

C3 - EGS centralised
58

Positive Impact
Patients who fall regularly are likely to be a cohort
impacted by the proposed changes as they will
likely attend hospital more than other cohorts in
the population. 1,812 people per 100,000 in
Gloucestershire are admitted to hospital due to
falls. This cohort may benefit from the
centralisation of services in the same way as over
65s because frailty correlates with age, see “Age”
section of the EQIA (pages 5-10).
It is recommended to engage through existing
forums with patients Or via representative
organisations for frailty and falls.

It is recommended to conduct some analysis to
understand the travel offer in the area and how
vulnerable patients can be supported in this.
It is also recommended to consider this cohort
have concerns around the centralisation of
emergency care and the separation from elective
care e.g. in the case of colorectal patients. Another
option may need to be considered for more high
risk colorectal patients.

Travelling around the county was also a

https://www.rcpe.ac.uk/sites/default/files/anderson.pdf
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to GRH
C11 - GI day cases to
CGH
C5 - Elective
colorectal to CGH
C6 - Elective
colorectal to GRH

concern for some.

81

4

Tab 4 Appendix Two

Strategy Unit

7.6.

4

Overweight or Obese

Excess weight and obesity is a risk factor for various health conditions, including type 2 diabetes,
high blood pressure, cardiovascular disease, fatty liver disease, various cancers and kidney disease.59
Overweight and obese individuals are less likely to access healthcare and are less likely to receive
evidence-based and bias-free healthcare when they do engage according to various studies.606162
The prevalence of overweight and obesity in Gloucestershire if 61.4%; this is similar to both regional
and national rates.
Figure 30: Prevalence of overweight and obese among the population aged 18 and over in local
authorities in South West compared to regional and national averages, 2018/19

59

https://www.niddk.nih.gov/health-information/weight-management/health-risks-overweight
Aldrich T., Hackley B. (2010). The impact of obesity on gynecologic cancer screening: an integrative literature review. J
Midwifery Womens Health 55, 344–356. 10.1016/j.jmwh.2009.10.001 [PubMed] [CrossRef] [Google Scholar]
61
Forhan M., Salas X. R. (2013). Inequities in healthcare: a review of bias and discrimination in obesity treatment. Can. J.
Diabetes 37, 205–209. 10.1016/j.jcjd.2013.03.362 [PubMed] [CrossRef] [Google Scholar]
62
Phelan S. M., Burgess D. J., Yeazel M. W., Hellerstedt W. L., Griffin J. M., van Ryn M. (2015). Impact of weight bias and
stigma on quality of care and outcomes for patients with obesity. Obes. Rev. 16, 319–326. 10.1111/obr.12266 [PMC free
article] [PubMed] [CrossRef] [Google Scholar]
60
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In total for all those who responded to the consultation survey across all patient cohorts, there were more respondents from the East, approx. 230 respondents compared to the West of the county where there
were approx. 175 respondents.

Model
A3 - Centralise acute
medicine to GRH
B2 - IGIS hub and vascular
centralised to GRH
C3 - EGS centralised to GRH
C11 - GI day cases to CGH
C5 - Elective colorectal to
CGH

C6 - Elective colorectal to
GRH

Scale of Potential
impact
Large Scale Impact:
The prevalence of
overweight and obesity
in Gloucestershire
is61.4%; this is similar to
both regional and
national rates.

Evidence of Potential Impact
Long Term Impact
Research suggests statistically significant
associations for overweight with the
incidence of type II diabetes, cancer,
cardiovascular diseases asthma, gallbladder
disease, osteoarthritis and chronic back
pain63.

Consultation
Outputs
81 respondents
with Long term
conditions
responded to
questions
regarding these
care models.

Impacts from Consultation

Nature of Potential Impact and
recommendations

73% of those with a long term
condition supported acute
medicine centralised to GRH.
69% of those with a long term
condition supported EGS
centralised to GRH and 10% had no
opinion.

Overweight and obese individuals are less
likely to access healthcare and are less likely
to receive evidence-based and bias-free
healthcare when they do engage according
to studies.646566

84% of those with a long term
condition supported the
centralisation of elective
colorectal. 48% felt it should be at
CGH.

Evidence suggests that this cohort may face
challenges and perceived challenges in
access to services in general and also are at
a higher risk of mobility related barriers.67

74% of those with a long term
condition supported GI day case at
CGH.

Overall Impact: positive
Obesity is often linked to a large number
of co-morbidities which mean obese
patients are more likely to be impacted by
the proposed changes. The movement of
services could result in specialist care
being provided in one place leading to a
better quality of care.
It is recommended to engage through
existing forums with patients Or via
representative organisations.

73% of those with a long term
condition supported and IGIS Hub
with the spoke at CGH and 52%
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Strategy Unit
supported vascular surgery at GRH
with 30% having no opinion.
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Feedback regarding colorectal
raised concerns regarding transfers
of very unwell patients and the
time required for transfer
impacting on patient outcomes.
Feedback also expressed concerns
around the impact centralising
acute medicine will have on the
A&E offer at CGH.
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Appendix 14b: Integrated Impact Assessment
Inpatient Gastroenterology and Trauma and Orthopaedics
1. Introduction
A key commitment for the Fit for the Future programme is to deliver the requirements for
Service Change as set out in Delivering Service Change for Patients (NHS England, 2018). An
important component of this is delivery of an Integrated Impact Assessment (IIA) on
proposed solutions. This document contains the analysis conducted to determine the
impacts of the two pilot studies which have been evaluated as successful, so our approach
to the IIA is to assess the impact of these pilots being reversed; these are.


In October 2017 Trauma was centralised to Gloucestershire Royal Hospital and
elective Orthopaedics to Cheltenham General Hospital.



In November 2018, Gastroenterology inpatient services were centralised to
Cheltenham General Hospital
This report is to be read in conjunction with Annex II (Appendix 14a) prepared by the
Strategy Unit at NHS Mid and South Essex University Hospitals Group.
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2. Impact Assessment Key Findings
2.1

Positive Impacts

Gastroenterology
The majority of gastroenterology patients are in the 18 to 64 year age range. However,
there are a number of patients with identified needs. With 25% of Gloucester city
population living in deprived areas and the rates of homelessness being slightly greater in
Gloucester it was important to ensure that access to the service was equitable. Although the
inpatient ward is currently based at Cheltenham General Hospital there is full access to
gastroenterology services at GRH; with 7 day per week emergency endoscopy provision and
a rostered gastrointestinal consultant and registrar at Gloucestershire Royal Hospital to
assess patients who are referred either from ED or other specialist areas ensuring the same
level of emergency care are available at both sites.
Outpatient clinics are unaffected and will be maintained at Cheltenham General,
Gloucestershire Royal and Community Hospitals creating no impact on travel times.
Trauma & Orthopaedics
25% of Gloucestershire city population are living in deprived areas, approximately 32,000
people. Therefore, centralising trauma (emergency orthopaedics) to Gloucestershire Royal
Hospital provides improved access to the right specialists to manage the care of this higher
risk community.
Rates of homelessness are slightly higher in Gloucester than surrounding areas; this group
have a significant requirement for trauma services.
As part of the initiative a trauma triage service was set up. This means that anyone who
comes into the Emergency Department at Cheltenham General Hospital, Gloucestershire
Royal Hospital or any of the Minor Injury Units will have an independent review of their case
notes and X-rays by a senior orthopaedic surgeon, 7 days a week. This enables the service to
prioritise those requiring immediate treatment. Those that do not need to attend the
hospital again are contacted by Advanced Nurse Practitioners to give advice by telephone.
This prevents unnecessary journeys to hospital which is especially helpful for the elderly or
those with physical disability or learning difficulty.
Despite some patients from the west of the county having to travel further for elective
(planned) orthopaedic surgery the move of elective care to Cheltenham General Hospital
has enabled the provision of ring-fenced wards with 80% lower chance of cancellation due
to emergency trauma patients requiring the attention of specialist staff.
The way the inpatient beds are organised now (in the pilot) includes 17 single rooms at
Cheltenham General Hospital and 18 at Gloucestershire Royal Hospital which gives flexibility
to maintain privacy and dignity, allowing segregation of gender and availability of single
rooms for those with learning disabilities etc.
Outpatient clinics are unaffected and will be maintained at Cheltenham General,
Gloucestershire Royal and Community Hospitals creating no impact on travel times.
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2.2

Negative Impacts

During the period of the pilot the impact of the change has been monitored and where
necessary mitigations have been put in place to address negative impacts identified.
Gastroenterology
There are some patients who will attend Gloucestershire Royal Hospital who may require a
longer stay and therefore need to transfer to Cheltenham General Hospital for admission.
There is a process in place to transport these patients.
There are some patients with long term conditions that may need multiple admissions and
some of these will live in the west of the county requiring a longer journey. However the
dedicated ward environment, specialist team and improved outcomes resulting from care
provided by the specialist team mitigates the additional journey time.

4

Trauma & Orthopaedics
There are some patients who attend A&E at Cheltenham General Hospital who may need to
transfer to Gloucestershire Royal Hospital for admission. This has been mitigated by working
with the Ambulance Service to ensure that patients who are likely to require admission are
taken directly to Gloucestershire Royal Hospital. Senior orthopaedic doctor input is available
for patients in A&E at both Cheltenham General and Gloucestershire Royal Hospitals and
there is a process in place to transfer patients who require admission.
Not all elective (planned) orthopaedic surgery is undertaken at Cheltenham Hospital due to
theatre capacity constraints. The planned services that remain at Gloucestershire Royal
Hospital are those with the strongest clinical links to trauma e.g. spinal services. A ringfenced separate ward area has been created at Gloucestershire Royal Hospital which
included a £200,000 estates renovation.

2|Page
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3. Equality Impact Assessment (EQIA)
3.1

Age
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By 2040 the proportion of people in the county who are aged 65 or over will rise from 20.8% to 28.9% and the proportion of people aged 85 or
over will rise from 2.9% to 5.5%. Population projections in the older age categories far exceed national averages.
EQIA Summary for Age
Proposed
Change

Scale of Potential impact
Long term Impact

Formalise
Gastroenterology
Pilot

1135 people are admitted per year for
gastroenterology treatment only 8 are age 17
or under. 588 are aged 18-64 years and 544 are
over the age of 65 years. It is recognised that
those at the upper end of this age band may
use adult services. Broadly speaking, older
people are more likely to have underlying long
term health conditions, more likely to attend
A&E and are more likely to be admitted to
acute care than younger people. As a result
older people may benefit disproportionately
from an improved service. However, previous
engagement work has suggested that older
people tend to raise transport and access
issues more often than younger people so
concentrating services on one site may impact
this group more

Evidence of Potential Impact and
duration
Overall Impact : Positive

Potential Impact if changes
reversed
Overall Impact : Negative

Large Positive Impact

Large Negative Impact

Centralising gastroenterology enhances
patient safety, improve outcomes and
reduce LOS as it allows for more patients
to be seen by a senior reviewer which is
associated with increased patient
discharges and improved clinical
outcomes.

Centralising gastroenterology
enhances patient safety, improve
outcomes and reduce LOS as it
allows for more patients to be
seen by a senior reviewer with
increased patient discharges and
improved clinical outcomes.

Potential Small Negative Impact

Small Positive Impact

Prior to the changes it was thought that
Patients over 65 may need further
support to access services in the new
location if their journey becomes longer
and they are less familiar with the
centralised location. However, this has
not been raised in the patient feedback.

Patients over 65 may need further
support to access services in the
new location if their journey
becomes longer and they are less
familiar with the centralised
location. However this has not
been demonstrated

3
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Overall Impact : Positive

Overall Impact : Negative

Large Positive Impact

Large Negative Impact

Centralising elective orthopaedic services
to CGH enhances patient safety, improve
outcomes and reduce LOS. Centralising
trauma to GRH: Hip fractures are
managed by the trauma service now
based at Gloucestershire Royal Hospital
during the pilot. These patients almost
always arrive by ambulance straight to
Gloucestershire Royal Hospital where
there is a specialist ward staffed with
both orthopaedic and care of the elderly
specialist doctors and a team of highly
specialised nursing and therapy staff in a
ward with a therapy room and
modifications for those with dementia.

Decentralising planned
orthopaedic services will lead to
increased cancellations and
poorer outcomes. For trauma
services there would not be a
centralised service to provide
timely surgical provision
Small Positive Impact

Patients over 65 may find it easier
to attend for surgery nearer to
home. Although it should be
noted that outpatient care
remains unchanged, including
community sites.

Potential Small Negative Impact

Prior to the changes it was thought that
Patients over 65 may need further
support to access services in the new
location if their journey becomes longer
and they are less familiar with the
centralised location. However, this has
not been raised in the patient feedback.
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Formalise Trauma
& Orthopaedic
Pilot

8248 people are admitted per year for
treatment within the Trauma and Orthopaedic
service 489 are age 17 or under. 3866 are aged
18-64 years and 3894 are over the age of 65
years. Within the Trauma and Orthopaedic
services there are two groups of elderly
patients who use the service. Those are the
patients who suffer from deteriorating
conditions i.e. arthritis and require planned
joint replacement and those who sustain injury
associated with frailty for example fractured
neck of femur.
While the service under discussion is an adult
service with the paediatric services remaining
unchanged and therefore the 0-19 age group
will NOT use these services, it is recognised
that those at the upper end of this age band
may use adult services. Broadly speaking, older
people are more likely to have underlying long
term health conditions, more likely to attend
A&E and are more likely to be admitted to
acute care than younger people. As a result
older people may benefit disproportionately
from an improved service. However, previous
engagement work has suggested that older
people tend to raise transport and access
issues more often than younger people so
concentrating services on one site may impact
this group more
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3.2

Disability
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Dementia, learning disabilities and physical disabilities have all been considered under this category.
Learning Disabilities: Estimated projections suggest that in 2019 there will be approximately 11,825 people aged 18+ living with a learning
disability in Gloucestershire equating to 2.3% of the adult population. Of this group, about 2,400 are estimated to have moderate or severe
learning disabilities, equating to 0.5% of the adult population.
Disabilities: According to the 2011 Census, 16.7% of Gloucestershire residents reported having a long term limiting health problem or
disability. At a household level, 24.2% of households had at least one person with a long-term limiting health problem or disability.
Dementia: Only 12% of people with dementia have no comorbidities. 40% have 1-2 and 48% have 3 and a quarter of hospitals beds are
occupied by patients with dementia over the age of 65.
Sensory Impairment: A sensory impairment is something that affects your hearing, vision or both your hearing and vision. Most people
accessing support because of a sensory impairment are over 55 years and population projections suggest this will increase. They often
experience multiple long term conditions which can impact on accessing health care services. Several services are on offer to sensory impaired
people in the county including Gloucestershire Deaf Association who provide British Sign Language (BSL) Interpreters in our health care
settings.
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EQIA summary for Disability
Proposed
Change

Scale of Potential impact
Long term Impact
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Forest of Dean is the only district locally that exceeds the
national average in terms of the proportion of residents
living with a disability. People with disabilities may have an
increased risk of developing secondary conditions that are
more likely to result in the need for acute care. Evidence
shows that people with learning disabilities have poorer
health than the general population, much of which is
avoidable, and that the impact of these health inequalities is
serious; people with learning disabilities are three times as
Formalise
Gastroenterology likely as people in the general population to have a death
Pilot
classified as potentially avoidable through the provision of
good quality healthcare. Men with learning disabilities die
on average 13-20 years younger than men in the general
population and women with learning disabilities die on
average 20-26 years younger than women in the general
population. These inequalities result to an extent from the
barriers which people with learning disabilities face in
accessing health care. Studies suggest that people with a
disability are also more likely on average to have negative
experiences of using acute hospital services due to a

Evidence of Potential Impact and
duration
Overall Impact : Positive

Potential Impact if
changes reversed
Overall Impact : Negative

Large Positive Impact

Large Negative Impact

Centralising gastroenterology
enhances patient safety, improve
outcomes and reduce LOS as it
allows for more patients to be seen
by a senior reviewer which is
associated with increased patient
discharges and improved clinical
outcomes.

Reversal of the changes
will lead to a poorer
service for all patients
including those with
disabilities, with
deteriorating patient
outcomes and greater LOS.

Small Negative Impact

Patients with disabilities need to
travel further for inpatient
admission although this has not
been raised in patient feedback.

Small positive Impact
Patients with disabilities
may find it easier to have
inpatient care nearer to
home
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Overall Impact : Positive

Overall Impact : Negative

Large Positive Impact

Large Negative Impact

Centralising trauma and
orthopaedics enhances patient
safety for all patients. The current
17 single rooms at Cheltenham
General Hospital and 18 at
Gloucestershire Royal Hospital
which gives flexibility to maintain
privacy and dignity, allowing
availability of single rooms for
those with learning disabilities etc.

Reversal of the changes
will lead to a poorer
service for all patients
including those with
disabilities and the bed
configuration may need to
change.

Small Negative Impact

Patients with disabilities need to
travel further for inpatient
admission although this has not
been raised in patient feedback.

Small positive Impact

Patients with disabilities
may find it easier to have
inpatient care nearer to
home
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perceived lack of understanding and sensitivity to their
disability, and generally “being treated differently”. For
example, in a recent national survey, 33% of A&E patients
with a mental health condition and 31% with a learning
disability said they were not reassured by staff when
distressed. This is compared with 21% of A&E patients
without a disability. Communication issues have also been
highlighted particularly for people with a sensory disability.
For example, in a survey of deaf people in Manchester,
nearly half (46%) had considered complaining about their
experience in A&E, with communication difficulties being
the main reason. Providing services from a calmer, site with
a shorter overall length of stay may well benefit those with
Formalise
disabilities as they may be more affected by such factors
Trauma &
than the general population. Overall, given the evidence
Orthopaedic Pilot
around increased need in this population, it is possible that
people will disabilities will benefit more from an improved
service with faster access to specialists and a more
streamlined provision than the general population.
However, if modifications around adequate access and/or
staff's understanding of the diverse needs of this group are
not met then this section of the population could be
disadvantaged. In addition, moving services to Cheltenham
is further from the Forest of Dean where the highest
proportion of those with disabilities lives. This represents a
potential dis-benefit if not mitigated

4
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3.3

Gender
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The sex of an individual, combined with additional factors such as living alone, may affect their health and social care needs. Individuals may
also experience discrimination and inequalities because of their sex. A report by the European Social Survey found 24% of respondents had
experienced prejudice based on their sex. Discrimination on the grounds of sex was reported by more respondents than discrimination based
on ethnicity.
The overall population split by sex in Gloucestershire is slightly skewed towards females, with males making up 49.1% of the population and
females accounting for 50.9%. In Gloucestershire in 2017, 52.9% of people aged 65-84 were female, whilst for people aged 85+ the difference
was more marked with females accounting for 64.6% of the total population. This situation is also reflected at district, regional and national
level. As a result of this, 71% of single pensioner households are shown to be headed by a woman. It is worth highlighting that women were
more likely than men to be living in a household without access to a car.

EQIA Assessment for gender:
Proposed
Change

Scale of Potential impact
Long term Impact

Formalise
Gastroenterology
Pilot

There is no conclusive evidence to suggest that
access to and experience of acute hospital care
differs solely on the basis of a person's sex. While
there are slightly more women in the population,
men are marginally more likely to require
unplanned care and so overall the effect is likely
to be neutral. In terms of staff impact nursing
staff is more likely to be female so centralisation
on CGH site may have impact on family
commitments.
The gastroenterology service admits 1135
patients a year of which 517 (45.6%) are female
and 544 (54.4%) are male.

Evidence of Potential Impact
and duration
Overall Impact :

Potential Impact if changes
reversed
Overall Impact :

There have not been any impacts
identified specific to gender
within this service

There have not been any impacts
identified specific to gender
within this service
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Overall Impact : Positive

Overall Impact : Negative

As part of the centralisation of trauma and
Orthopaedic inpatients there will be an increase
at CGH from GRH.
There is no conclusive evidence to suggest that
access to and experience of acute hospital care
differs solely on the basis of a person's sex. While
there are slightly more women in the population,
men are marginally more likely to require
unplanned care. In terms of staff impact nursing
staff is more likely to be female so centralisation
on CGH site may have impact on family
commitments
The trauma and orthopaedic service service
admits 8248 patients a year of which 4418
(53.5%) are female and 3830 (46.5%) are male.

Positive Impact

Negative Impact

Centralising trauma and
orthopaedics enhances patient
safety for all patients. The current
bed configuration is 17 single
rooms at Cheltenham General
Hospital and 18 at
Gloucestershire Royal Hospital
which gives flexibility to maintain
privacy and dignity, allowing
segregation of gender

Reversal of the changes will lead
to a poorer service for all patients
and the possibility that the bed
configuration may change.
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Formalise
Trauma &
Orthopaedic Pilot

Long term Impact
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3.4

Pregnancy
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The Equality Act protects women who are pregnant, have given birth in the last 26 weeks (non-work context) or are on maternity leave (work
context) against discrimination in relation to their pregnancy.
There were 6,739 live births in Gloucestershire in 2016. The highest proportions of deliveries were to women aged 30 to 34 continuing the
trend of later motherhood. Births to mothers aged 25-29 and 30-34 account for a slightly higher proportion of total births in Gloucestershire
than they do nationally, whilst those to mothers aged under 25 accounts for a slightly lower proportion.
At district level, Gloucester and the Forest of Dean have a higher proportion of births to mothers aged under 20 (4.0% and 3.6% respectively)
than Gloucestershire and England. Cheltenham, Cotswold and Stroud have a higher proportion of births to mothers aged 35+ than
Gloucestershire and England.

EQIA Assessment for Pregnancy
Proposed
Change

Scale of Potential impact

There are no changes to current
pregnancy, maternity or neonatal
services. There is no identified evidence
to indicate that pregnant women and
mothers of new-born children have
disproportionate of differential needs in
relation to acute hospital services.
Formalise
However, the majority of inpatient
Gastroenterology
gastroenterology services will now be
Pilot
located on the opposite site to the
obstetrics and paediatrics service. It is
envisaged that the hot consultant cover
will be able to provide specialist input to
any obstetric/maternity patients on the
GRH site to ensure they are not
disadvantaged.

Evidence of Potential Impact and
duration
Overall Impact : Positive
Large Positive Impact

Centralising gastroenterology enhances
patient safety, improve outcomes and
reduce LOS as it allows for more
patients to be seen by a senior
reviewer which is associated with
increased patient discharges and
improved clinical outcomes.

Potential Impact if changes reversed
Overall Impact : Negative
Large Negative Impact

Changing the service back would
decrease patient safety, improve
outcomes and reduce LOS.
Small Negative Impact

There will be a negligible impact on those
who have recently given birth

Small Negative Impact

There will be a negligible impact on
those who have recently given birth
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Overall Impact
Large Positive Impact

Overall Impact : Negative
Large Negative Impact

Elective surgery is planned and
therefore patients who have given birth
in the last 26 weeks who require
orthopaedic admission at CGH have
time to organise the resources
required.
It is far more likely that someone in this
category may sustain trauma and
require admission to GRH. This is
significantly positive as all Women’s
and Children’s services are located on
this site.

Changing the service back would
decrease patient safety, improve
outcomes and reduce LOS.
For trauma patients it would separate
this patient group from on-site Women’s
and Children’s facilities
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Formalise
Trauma &
Orthopaedic Pilot

There are no changes to current
pregnancy, maternity or neonatal
services. There is no identified evidence
to indicate that pregnant women and
mothers of new-born children have
disproportionate of differential needs in
relation to trauma and orthopaedic
services.
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3.5

Marital status
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According to the latest data from the ONS, the majority (50.6%) of the population in England and Wales aged 16 and over in 2015 were
married and this is similar in Gloucestershire. The next largest group within the population were single, never married or civil partnered
(34.5%). The population who were divorced or widowed made up a smaller proportion of the total population at 8.1% and 6.5% respectively.
The smallest group within the population were those who were civil partnered, making up 0.2% of the population aged 16 and over in 2015.

EQIA Assessment for Marital Status:
Proposed
Change

Scale of Potential impact
Long term Impact

Formalise
Gastroenterology
Pilot
Formalise
Trauma &
Orthopaedic Pilot

This protected characteristic applies to
workforce matters. Geographical distribution
of people with the varied characteristics is not
known at small area scale. It is not envisaged
that centralisation of services will have an
impact

Evidence of Potential Impact and
duration
Overall Impact : Neutral

Potential Impact if changes
reversed
Overall Impact : Neutral

There is currently limited data to
ascertain any impact of the changes
for those who are from any
particular marital status.

There is currently limited data to
ascertain any impact of the changes
for those who are from any particular
marital status.

12

4

477 of 634

Tab 4 Appendix Two

478 of 634

3.6

Ethnicity
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The prevalence of ethnic minorities in Gloucestershire is lower than national averages at 4.6% of the population from Black and Minority
Ethnic (BME) backgrounds; this figure increased to 8.4% when the Irish, Gypsy or Irish Traveller and ‘other White’ categories were included.
Based on data, from the Gloucestershire county council population profile, amongst people aged 65 and over, 58.5% of Asian/Asian British
people and 56.7% of Black African/Caribbean/Black British people had a long-term health problem/disability compared with 48.9% of White
British people. Amongst the Gloucestershire population of all ages, people of Gypsy or Irish Traveller origin were much more likely to be in
poor health than other ethnic groups (15.9% of Gypsy/Irish Travellers compared with 4.6% of White British people).

EQIA Assessment for Ethnicity:
Proposed
Change

Scale of Potential impact
Long term Impact

Formalise
Gastroenterology
Pilot
and
Formalise
Trauma &
Orthopaedic Pilot

Studies of secondary care usage have found that ethnicity is a
significant predictor of acute hospital admission with BAME group’s
overall being more likely to access emergency services than the
general population. Previous national surveys show higher levels of
dissatisfaction with NHS services amongst some minority ethnic
groups. Patients from Pakistani, Indian and Bangladeshi backgrounds
report poorer experiences than patients from other white and BAME
groups. In addition, cultural factors can mediate access to acute
hospital care. Nationally, it has been reported that minority ethnic
communities may have poor access to health services for reasons
including language barriers, lack of culturally sensitive services and
negative attitudes about communities. Conversely there is also
evidence of how some members of BAME groups, particularly recent
migrants, may be disproportionately more likely to access acute
hospital services, owing to a lack of awareness of local primary care
provision. For example, recent research by Dudley CCG highlighted
that a disproportionately high proportion of BAME attendees at A&E
were not registered with a local GP and so had no other access route

Evidence of Potential
Impact and duration
Overall Impact : Positive
Large Positive Impact

Centralised services
ensure the best quality
care is made available to
patients and will benefit
patients with complex or
long term needs, which
correlates with some BME
patient cohorts. The colocation of relevant
specialist services
improves training and
enhanced understanding
of patient conditions,
leading to better clinical
outcomes and improving
access to services with
fewer cancellations.

Potential Impact if
changes reversed
Overall Impact :
Negative
Large Negative
Impact

Reversing the
centralisation of
services would
negatively impact
patient safety,
improve outcomes
and LOS
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to health services. The district with the highest proportion of BAME
residents is Gloucester meaning that travel distances to specialist
services are likely be longer for this group. However, recent CCG
engagement has suggested seeing the right specialist is more
important to people than where they see them. Overall,
improvements to services configuration and delivery may therefore
have a disproportionate benefit to BAME communities due to a higher
service usage and the facts they may be more negatively impacted by
current service design issues.
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3.7

Sexual orientation
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People who are lesbian, gay or bisexual (LGB) are more likely to have experienced depression or anxiety, attempted suicide or had suicidal
thoughts and self-harmed than men and women in general1. LGB population aged over 55 are more likely than heterosexual people over 55 to
live alone and are more likely than heterosexual people to say that they expect to rely on health and social care providers as they get older.
The prevalence of the LGB population in Gloucestershire is estimated to be around 5% - 7%2.
Proposed
Change

Scale of Potential impact

Evidence of Potential Impact and
duration

Long Term Impact - Neutral

Overall Impact – Neutral

The LGBTQ+ community is estimated to form 5% - 7% of the Gloucestershire
population. A major recent UK survey found that this group on average
report poorer levels of general health. Research into this group’s
Formalise
experiences of accessing healthcare indicates that they have more negative
Gastroenterology
experiences, on average, than heterosexual patients and may also face
Pilot
specific challenges associated with disclosing their sexuality and being
visited by friends and same-sex partners in healthcare settings. One of the
and
few studies to have included findings specifically on this group’s experiences
Formalise
of acute hospital services highlighted instances of discrimination and
Trauma &
reported that 70% of gay and bi men felt they were treated with respect and
Orthopaedic Pilot
dignity in A&E compared to 78% of the general population. The absence of
current data makes the impact hard to assess although based on current
findings a reduced length of stay may have a disproportionately beneficial
impact on this group.

According to the Stonewall
survey, 13% of LGBTQ+ people
have experienced some form of
unequal treatment from
healthcare staff because they
are LGBTQ+ and 23% have
witnessed it. This includes 32%
of trans people and 24% of
Asian LGBTQ+ people who have
experienced unequal treatment.
We anticipate that changes to
this patient group would be
negligible.

1

Potential
Impact if
changes
reversed

Overall
Impact:
Neutral

We anticipate
that changes
to this
patient group
would be
negligible.

Stonewall, 2015, Mental Health, Stonewall health briefing http://www.stonewall.org.uk/sites/default/files/Mental_Health_Stonewall_Health_Briefing__2012_.pdf
Accessed 18/12/2017
Stonewall, 2011, Lesbian, Gay and Bisexual People in Later Life. www.stonewall.org.uk/sites/default/files/LGB_people_in_Later_Life__2011_.pdf Accessed 18/12/201
2
https://inform.gloucestershire.gov.uk/media/2087689/equality-profile-2019-final.pdf
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3.8

Religion
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According to the 2011 Census, 63.5% of residents in Gloucestershire were Christian, making it the most common religion. This was followed by
no religion which accounts for 26.7% of the total population.
Gloucestershire has a higher proportion of people who are Christian, have no religion or have not stated a religion than the national figures. In
contrast it has a lower proportion of people who follow a religion other than Christianity, which reflects the ethnic composition of the county.
At district level:


Cheltenham had the lowest proportion of people who are Christian at 58.7% of the total population; this was lower than the county
and marginally lower than the national figure.
 Cotswold had the highest proportion of people who follow Christianity.
 Cheltenham had the highest proportion of Buddhists, Hindus and people who have no religion.
 At 3.2% of the total population Gloucester had the highest proportion of Muslims.
 Stroud had the highest proportion of people who follow an "Other Religion" and of people who did not state their religion.
EQIA assessment for Religion
Proposed
Change

Scale of Potential impact
Small Scale Impact

Formalise
Gastroenterology
Pilot
Formalise
Trauma &
Orthopaedic Pilot

No evidence has been identified to indicate that
this group has significant differential or
disproportionate needs in relation to acute
hospital services like gastroenterology or T&O. It
is envisaged that best practice around provision
for people with religious or other beliefs will
continue to be provided over both sites so access
will be unchanged.

Evidence of Potential Impact and
duration
Long Term Impact
No impact

Potential Impact if changes
reversed
Overall Impact: Neutral
No impact

Both CGH and GRH have a team of
Chaplains who provide spiritual
and pastoral care and support for
all faiths to help people find
strength comfort and meaning at
what can be a very difficult time in
their lives.

Both CGH and GRH have a team of
Chaplains who provide spiritual and
pastoral care and support for all
faiths to help people find strength
comfort and meaning at what can be
a very difficult time in their lives.
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3.9

Gender Reassignment
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The Equality Act 2010 protects transgender people. It is therefore important this is clearly understood and followed within the organisation,
for both patients and staff who are transgender.
Transgender people are more likely to report mental health conditions and to attempt suicide than the general population 3. Transgender
people encounter significant difficulties in accessing and using health and social services4. Numbers of people identifying as transgender
across the county is increasing with current estimates at 0.6% people aged 16 and over5.
EQIA assessment for Gender reassignment
Proposed
Change

Scale of Potential impact
Impact: Neutral

The estimated prevalence of gender re-assignment is 0.6% in
Gloucestershire.
There is a paucity of data both on the size of this group within
Formalise
Gastroenterology Gloucestershire and on health service use or experience. One
Pilot
study of this group's experiences of health services in general
Formalise
has identified certain barriers, including a lack of access to
Trauma &
knowledgeable, competent, and trans-friendly providers. Service
Orthopaedic Pilot
reconfiguration alone is unlikely to impact this although a
reduced length of stay and ongoing wider trust activity around
LGBT+ inclusivity may have a positive impact on this group.

Evidence of Potential Impact
and duration
Overall Impact: Neutral

Potential Impact if
changes reversed
Overall Impact: Neutral

There is limited evidence
regarding the impact to those
who have undergone gender
reassignment, however,
impacts may mirror those of
sexual orientation

Proposed changes to
services are expected to
maintain inclusive support
service approach.

3

House of Commons Women and Equalities Committee, 2016, Transgender Equality. www.publications.parliament.uk/pa/cm201516/cmselect/cmwomeq/390/390.pdf
Accessed 24/01/2019
4
Stonewall (2015) Unhealthy Attitudes www.stonewall.org.uk/sites/default/files/unhealthy_attitudes.pdf Accessed 24/01/2019
5
https://inform.gloucestershire.gov.uk/media/2087689/equality-profile-2019-final.pdf
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25% of Gloucester city’s population are living in deprived areas, approx. 32,000 people. Deprivation is linked to co-morbidities and poorer
health outcomes, therefore, centralising services to form different hubs with co-located specialities across both sites with enhanced quality of
care and reduced waiting times will benefit all those living in deprivation across the County.
The centralisation of services provides more comprehensive and co-located specialised care, which could be beneficial for carers who are
caring for someone with multiple conditions. Centralisation also means services will be ring fenced, ensuring fewer cancellations, reduced
waiting times and improved clinical outcomes, resulting in improved self-care. These benefits help to support carers to reduce their time
attending hospital with the person they are caring for and improve the health outcomes of both the person they are caring for and, in turn,
potentially their own health.
There are 79 people registered with Gloucestershire’s homeless healthcare team and it has been identified this cohort are significantly most
likely to use A&E and community care services and evidence suggests those who are homeless are more likely to have multiple health
conditions. Given rates of homelessness are slightly higher in Gloucester than surrounding areas; centralising services to Gloucestershire Royal
Hospital provides improved access to the right specialists to manage the care of homeless people who present with multiple conditions.
There is a strong association between physical health and mental health. People with long-term conditions, such as diabetes or cardiovascular
disease, have significantly raised rates of depression, anxiety and other mental health problems. Evidence suggests they receive poorer quality
care than those with a single condition.6 Therefore by centralising services patients with comorbidities could receive a better quality of
specialist care. In Particular, emergency services (such as Trauma), where the majority of patients with mental health conditions are already
attending as 1.2% of all A&E attendances last year were for mental health conditions, the large majority attending Gloucestershire Royal
Hospital A&E.

6

https://www.kingsfund.org.uk/projects/mental-health-and-long-term-conditions-cost-co-morbidity
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4.1

Deprivation
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In general, Gloucestershire is not a very deprived county; looking at the 151 upper-tier authorities, Gloucestershire has a rank of 126, putting it
in the least deprived quintile for overall deprivation. An average IMD rank for each of the six districts in Gloucestershire shows that even the
most deprived district (Gloucester City) falls in the middle quintile (middle 20%) for deprivation out of 326 English authorities. Tewkesbury,
Cotswold, and Stroud districts are in the least deprived quintile, with Cheltenham in the second least deprived quintile. However there are
pockets of deprivation and 13 areas of Gloucestershire are in the most deprived 10% nationally. These 13 areas account for 20,946 people
(3.4% of the county population). Comparison of data between 2015 and 2019 indicates that there have been minimal changes to the increase/
decrease in levels of deprivation in the county7.
Gloucester City has the highest proportion of population living in the most deprived quintile at around 25% and this is 2.5 times higher than
the equivalent proportion for Cheltenham (10%).
HII Assessment for Deprivation
Proposed
Scale of Potential impact
Change
Long term Impact

Approximately 7.7% of the
Gloucestershire population live within
the most deprived IMD quintile which
equates to just over 48,000 people
being potentially impacted. At a district
Formalise
Gastroenterology level, Gloucester city has the highest
Pilot
proportion of its population living in the
most deprived areas (25%) equating to
approximately 32,500 people; this is
followed by Cheltenham (11,700),
Forest of Dean (2,600) and Tewkesbury
(1,800). None of the areas within

Evidence of Potential Impact and duration
Overall Impact : Small Negative
Small Negative Impact

The lack of affordability for private vehicles in
low-income households, combined with limited
public transport services in many peripheral
social housing estates, considerably exacerbates
the problem (of inequalities to healthcare) in
many parts of the UK8
Engaging with lower income areas within
Gloucester City is important to understand if
they currently struggle to access healthcare at
CGH

Potential Impact if changes
reversed
Overall Impact : Negative
Negative Impact

Decentralising Gastroenterology
services will lead to greater
cancellations and poorer outcomes
Small Positive Impact
Some patients may find travel easier

7

https://inform.gloucestershire.gov.uk/media/2094524/gloucestershire_deprivation_2019_v13.pdf
Lucas et al, 2019; Inequalities in mobility and Access in the UK Transport System: Evidence Review:
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/784685/future_of_mobility_access.pdf
8
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Formalise
Trauma &
Orthopaedic Pilot

4.2

Overall Impact : Positive

Overall Impact : Negative

Positive Impact

Negative Impact

The deprivation level is higher around
Gloucester and this group of patients are more
likely to require the unplanned services. This
with trauma services based at GRH the impact is
positive.

Decentralising planned orthopaedic
services will lead to greater
cancellations and poorer outcomes.
For trauma services there would
not be a centralised service to
provide timely surgical provision

Small Negative Impact

The lack of affordability for private vehicles in
low-income households, combined with limited
public transport services in many peripheral
social housing estates, considerably exacerbates
the problem (of inequalities to healthcare) in
many parts of the UK9

Small Positive Impact

Patients find it easier to attend for
surgery nearer to home. Although
it should be noted that outpatient
care remains unchanged, including
community sites.

Looked after children

According to data from the department for Education, there are just under 80,000 children who are in care in England. Most are taken into
care over fears of abuse or neglect. They are vulnerable to health inequalities, and exhibit significantly higher rates of mental health issues,
emotional disorders (anxiety and depression), hyperactivity and autistic spectrum disorder conditions10.
There is no change to children’s service for either gastroenterology or Trauma and Orthopaedics. All inpatient children’s services remain at
GRH.

9

Lucas et al, 2019; Inequalities in mobility and Access in the UK Transport System: Evidence Review:
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/784685/future_of_mobility_access.pdf
10
https://www.rcpch.ac.uk/resources/looked-after-children-lac
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neither Stroud nor Cotswold fall under
the most deprived quintile. Overall, an
estimated 72% of the population living
in the most deprived areas appear to
live closer to GRH (based on district
level map information) and this equates
to around 35,000 people.

4

485 of 634

Tab 4 Appendix Two

486 of 634

4.3

Carers or unpaid carers
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Increasing numbers of people are living with complex health needs and disabilities and require help with everyday activities. These people are
often cared for, informally and unpaid, by family, friends, and neighbours. Around 6.5 million carers in the UK provide care worth an estimated
£57 billion to £100 billion per year. The number varies across the UK with a higher proportion of carers in Wales and Northern Ireland11.
Providing unpaid care can affect carers’ education, employment, relationships, household finances, health and well-being. Effects on carers
tend to worsen with the more care provided. Support for carers can be provided by a range of organisations, such as employers and
governments, and it can include financial, employment-related, respite care, and emotional and social support. Some carers, such as those
from ethnic minorities, can find it difficult to access support. Respite breaks, training, and counselling can improve carers’ mental health and
reduce stress.
There is very little publically available data on the prevalence of unpaid and paid carers; according to the 2011 census the prevalence of unpaid
carers within the Gloucestershire population was 2.05% and this was significantly lower than both regional and national averages (2.37%).
HII Assessment Carers
Proposed
Scale of Potential impact
Change
Formalise
Long term Impact
Gastroenterology
According to the 2011 census the prevalence of
Pilot
and
Formalise
Trauma &
Orthopaedic Pilot

11

unpaid carers within the Gloucestershire
population was 2.05% and this was significantly
lower than both regional and national averages,
however, unpaid carers are likely to be underrepresented.

Evidence of Potential Impact and
duration
Overall Impact : Neutral

Potential Impact if changes
reversed
Overall Impact : Neutral

There is currently limited data to
ascertain any impact of the changes
for those who are carers.

There is currently limited data to
ascertain any impact of the
changes for those who are carers.

https://researchbriefings.files.parliament.uk/documents/POST-PN-0582/POST-PN-0582.pdf
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Homelessness
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The number of rough sleepers identified by the Ministry of Housing, Communities and Local Government are extremely small in
Gloucestershire identifying just 19 people. Therefore this report will look at the impact to those statutorily homeless. This is identified as the
count of households who are living in temporary accommodation provided under the homeless legislation.
As such, statutorily homeless households contain some of the most vulnerable members of our communities and are at a higher risk of long
term conditions, mental health, smoking and various other illnesses, thus this cohort require a higher provision of care12. Being homeless also
comes with a higher risk of delayed discharge from hospital, lengthening stays or cause repeated admissions to hospitals 13.
Numerous risk factors are associated with the likelihood of someone becoming homeless, and these broadly fall under individual
circumstances and the wider forces. The risks range from drug and alcohol issues, bereavement, or experience of the criminal justice system,
to the wider determinants of health such as inequality, unemployment, and housing supply and affordability14
The rate of homelessness in Gloucestershire varies substantially by district. The highest rates are seen in Gloucester with 219 households
accepted as homeless, equating to a rate of 4.12 per 1000 households; this is significantly higher than both county and national rates and
double the rate of Cheltenham at 2.09 (see Figure 22).
Locally sourced data provided by NHS Gloucestershire Clinical Commissioning Group and Gloucestershire County Council indicates there are 40
rough sleepers in Gloucestershire currently- Gloucester 17, Cheltenham 9, Cotswold 7, Forest of Dean 3, Stroud 2 and Tewkesbury 2.
There are also 79 people registered with Gloucestershire’s Homeless Healthcare team. This group are more likely to be male and are far
younger than the overall CCG cohort. This cohort used A&E and community care services more, as well as mental health services.

12

Morton , Jane. Primary Health Care (2014+); London Vol. 27, Iss. 8, (Sep 2017): 25. DOI:10.7748/phc.2017.e1289
https://publichealthmatters.blog.gov.uk/2018/02/09/the-inequalities-of-homelessness-how-can-we-stop-them-dying-young/
14
https://publichealthmatters.blog.gov.uk/2018/02/09/the-inequalities-of-homelessness-how-can-we-stop-them-dying-young/
13
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Proposed
Change

Evidence of
Potential Impact and
duration

Scale of Potential impact

Extraordinary Governing Body Meeting FFTF Thursday 18 March 2021-18/03/21

Long term Impact

The highest rates of homelessness acceptances are seen in Gloucester with 219
households accepted as homeless, equating to a rate of 4.12 per 1000 households;
this is significantly higher than both county and national rates and double the rate
Formalise
Gastroenterology of Cheltenham at 2.09. In addition to this Stroud has 39 homeless households and
Pilot
Forest of Dean 15. Making the assumption that these areas are closer to GRH, there
are approximately 273 homeless who may be impacted by the current pilot location
and
of services at CGH.
The Gloucestershire Public Health Team have completed but not yet published a
Formalise
homeless heath needs assessment. Findings suggest the homeless population are
Trauma &
Orthopaedic Pilot higher than average users of acute services. Barriers to people who are homeless
receiving good care were reported in a recent study to be around insensitive,
impersonal or unkind behaviour from service providers, not receiving the support
they felt was needed, and lack of communication between multiple providers .

Overall Impact :
Neutral

There is currently
limited data to
ascertain any impact
of the changes for
those who are
homeless

23

Potential
Impact if
changes
reversed
Overall Impact :
Neutral

There is
currently limited
data to ascertain
any impact of
the changes for
those who are
homeless
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Substance Abuse
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There is evidence to suggest that young people who use recreational drugs run the risk of damage to mental health including suicide,
depression and disruptive behaviour disorders. Regular use of cannabis or other drugs may also lead to dependence. Among 10 to 15 year
olds, an increased likelihood of drug use is linked to a range of adverse experiences and behaviour, including truancy, exclusion from school,
homelessness, time in care, and serious or frequent offending15.
Patients with substance use disorder diagnoses, specifically those with drug use-related diagnoses, have higher rates of recurrent acute care
hospital utilisation than those without substance use disorder diagnoses.
The age standardised hospital admissions due to substance misuse in Gloucestershire is among the lowest in the South West region at 38 per
100,000 persons; lower than both regional and national rates, although there is a lack of data to determine statistical significance or
comparisons. The age standardised mortality rate due to substance misuse is highest in the district of Gloucester with a rate of 7 per 100,000
over the period from 2016 to 2018; this is significantly higher than both Gloucestershire and England rates. All other districts had a rate similar
to national and county rates or lower.
HII Assessment – Substance Abuse
Proposed
Change

Scale of Potential impact
Long term Impact

Those with drug and alcohol problems tend to be
high users of gastroenterology services as a result of
the complications arising from drug and alcohol
abuse. As a result improved services are likely to
Formalise
Gastroenterology benefit this group. As for other groups transport
Pilot
may be an issue where this characteristic co-exists
with poverty.

Evidence of Potential Impact and
duration
Overall Impact : Positive
Large Positive Impact

Potential Impact if changes
reversed
Overall Impact : Negative
Large Negative Impact

Centralising gastroenterology
enhances patient safety, improve
outcomes and reduce LOS as it allows
for more patients to be seen by a
senior reviewer which is associated
with increased patient discharges and
improved clinical outcomes.

Centralising gastroenterology
enhances patient safety,
improve outcomes and reduce
LOS as it allows for more
patients to be seen by a senior
reviewer with increased
patient discharges and
improved clinical outcomes.

Potential Small Negative Impact

Prior to the changes it was thought
15

Schlossarek S et al U: Psychosocial Determinants of Cannabis Dependence: A Systematic Review of the Literature. Eur Addict Res 2016;22:131-144.
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that Patients with substance misuse
may need further support to access
services in the new location if their
journey becomes longer and they are
less familiar with the centralised
location. In the patient feedback this
has not been evidenced.

Formalise
Trauma &
Orthopaedic Pilot

Patients with substance use disorder diagnoses,
specifically those with drug use-related diagnoses, have
higher rates of recurrent acute care hospital utilisation
than those without substance use disorder diagnoses

Large Positive Impact

Impact Negative

Patients who undertake substance
abuse will be more prevalent in the
Gloucester area which gives best
access for this patient group

Reversing the pilots would
reduce the benefits of
centralisation.
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4.6

Mental Health
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The prevalence of mental health disease within the GP practice registered population within Gloucestershire is among the lowest in the South
West region at 0.8%; significantly lower than both regional and national averages.
During 2018/19, 351 people attended CGH ED and 1447 attended GRH with a mental health issue. This total of 1798 across the 2 sites equates
to 1.2% of all attendances during this year. This data clearly demonstrates that more people attend GRH than CGH with mental health related
issues.
HII Assessment – Mental Health
Proposed
Change

Scale of Potential impact

Small Scale Impact
Formalise
Gastroenterology
Pilot
The prevalence of mental health disease within the GP

Evidence of Potential Impact
and duration
Long Term Impact

Potential Impact if changes
reversed
Overall Impact: Neutral

No impact identified

No impact identified

practice registered population within Gloucestershire is
among the lowest in the South West region at 0.8%;
significantly lower than both regional and national
Formalise
averages, however, a number of mental health conditions
Trauma &
Orthopaedic Pilot are undiagnosed or underrepresented.
and
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4.7

Diabetes Mellitus
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Research suggests that those living in the most deprived areas within the UK are 2.5 time more likely to be suffering from Diabetes.16 Those
suffering from diabetes also have a high likelihood of coming from a BME background; Type 2 Diabetes is up to 6 times more likely in people of
South Asian descent and 6 times more likely among Afro-Caribbean’s.17
The prevalence of Type 2 Diabetes within the GP practice registered population within Gloucestershire is similar compared to the South West
region and national average at 6.8%.
HII Assessment- Diabetes Mellitus
Proposed Change

Scale of Potential impact

Formalise Gastroenterology
Pilot

Neutral Impact

and
Formalise Trauma &
Orthopaedic Pilot

Both CGH and GRH have a team of
Diabetic specialists who provide
support to services at both sites

Evidence of Potential Impact and
duration
Long Term Impact

Potential Impact if changes
reversed
Overall Impact: Neutral

No impact

No impact

16

https://www.diabetes.org.uk/about_us/news_landing_page/uks-poorest-twice-as-likely-to-have-diabetes-and-its-complications
Association of glycaemia with macrovascular and microvascular complications of Type 2 diabetes: prospective observational study British Medical Journal 2000; 321:
405-412.
17
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4.8

Neurological Conditions
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The number of people living with neurological conditions in England is rising and will continue to increase. This is due in part to advances in
neonatal healthcare meaning more children with neurological conditions survive beyond birth and into adulthood. Public Health England’s
2018 Neurology Mortality reports show that number of deaths in England relating to neurological disorders rose by 39% over 13 years, while
deaths in the general population fell by 6% over the same period.18
According to the NHS & CQC 2017 Adult Inpatient Survey, Patients with neurological conditions reported poorer experiences for confidence
and trust, respect and dignity, respect for patient-centred values and overall experience of care. In response to the NHS 2016 patient
experience survey, just 41% (n=2,132) of patients described the health services they received for their neurological condition as ‘good’ or
‘excellent’.19
The 2013-14 NHS England survey of patients of GP practices found that people with long-term neurological conditions have the lowest healthrelated quality of life of any long-term condition.20 The prevalence of neurological conditions among the registered population is similar in
Gloucestershire compared with the South West Region and National rates at 8.8%. The rate of hospital admissions for epilepsy among under
19s is 87.5 per 100,000; this is statistically similar to the South West regional average (71.5) but statistically higher than the national average
(70.6) by a small margin.
HII Assessment- Neurological Conditions
Proposed Change

Scale of Potential impact

Formalise Gastroenterology
Pilot

Neutral Impact

and
Formalise Trauma &
Orthopaedic Pilot

Both CGH and GRH have a team of
neurology specialists who provide
support to services at both sites

Evidence of Potential Impact and
duration
Long Term Impact

Potential Impact if changes
reversed
Overall Impact: Neutral

No impact

No impact

18

Public Health England (2018) Deaths associated with neurological conditions in England 2001 to 2014: Data analysis report. Available online at
https://www.gov.uk/government/publications/deaths-associated-withneurological-conditions
19
The Neurological Alliance (2017): Falling short: How has neurology patient experience changed since 2014? Available online at
http://www.neural.org.uk/store/assets/files/668/original/Neurological_Alliance__Falling_Short_-_How_has_neurology_patient_experience_changed_since_2014.pdf
20
The Neurological Alliance (2017): Falling short: How has neurology patient experience changed since 2014? Available online at
http://www.neural.org.uk/store/assets/files/668/original/Neurological_Alliance__Falling_Short_-_How_has_neurology_patient_experience_changed_since_2014.pdf
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4.9

Falls among the elderly
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A rapidly ageing population means that doctors in all specialties are likely to encounter older people with falls. Falls in the elderly are common
and associated with major morbidity and mortality. Falls cause injuries, fractures, loss of confidence and independence, depression and death.
Recurrent falls and fear of falling are the most common reasons for an older person to require nursing home care. An initial fall may be a
manifestation of an acute illness and may be the only presenting feature. However, it is known that an index fall is a risk for future falls and
approximately half of those who fall once are likely to do so again.21
The rate of emergency hospital admissions due to falls among those aged over 65 per 100,000 in Gloucestershire is among the lowest in the
South West region; a rate of 1,812 per 100,000 at Gloucestershire makes it significantly lower than both regional and national averages.
HII Assessment- Falls among the elderly
Proposed
Change

Scale of Potential impact

Evidence of Potential Impact and duration

Potential Impact if changes reversed

Long term Impact

Overall Impact : Positive

Overall Impact : Negative

Positive Impact

Negative Impact

Centralising gastroenterology enhances patient
safety, improve outcomes and reduce LOS

Centralising gastroenterology enhances
patient safety, improve outcomes and
reduce LOS.

Older people may benefit
disproportionately from an
improved service.
However, previous
engagement work has
Formalise
suggested that older
Gastroenterology
people tend to raise
Pilot
transport and access issues
more often than younger
people so concentrating
services on one site may
impact this group more

21

Potential Small Negative Impact

Prior to the changes it was thought that Patients
over 65 may need further support to access
services in the new location if their journey
becomes longer and they are less familiar with the
centralised location. In the patient feedback this
has not been raised.

Small Positive Impact

Patients over 65 may need further support
to access services in the new location if their
journey becomes longer and they are less
familiar with the centralised location.
However this has not been demonstrated

https://www.rcpe.ac.uk/sites/default/files/anderson.pdf
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Overall Impact : Negative

Large Positive Impact

Large Negative Impact

Centralising trauma to GRH: Hip fractures are
managed by the trauma service now based at
Gloucestershire Royal Hospital during the pilot.
These patients almost always arrive by ambulance
straight to Gloucestershire Royal Hospital where
there is a specialist ward staffed with both
orthopaedic and care of the elderly specialist
doctors and a team of highly specialised nursing
and therapy staff in a ward with a therapy room
and modifications for those with dementia.

For trauma services there would not be a
centralised service to provide timely surgical
provision
Small Positive Impact

Patients who fall in CGH and require surgical
orthopaedic treatment would no longer be
transferred.

Potential Small Negative Impact

Patients who fall in CGH and require surgical
orthopaedic treatment will be transferred to a
trauma ward at GRH.
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The Trauma and
Orthopaedic services are
directly affected by patient
Formalise
Trauma &
falls as many patients who
Orthopaedic Pilot are admitted after falling
are seen by the trauma
team.

Overall Impact : Positive
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4.10 Overweight or obese
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Excess weight and obesity is a risk factor for various health conditions, including type 2 diabetes, high blood pressure, cardiovascular disease,
fatty liver disease, various cancers and kidney disease.22
Overweight and obese individuals are less likely to access healthcare and are less likely to receive evidence-based and bias-free healthcare
when they do engage according to various studies.232425
The prevalence of overweight and obesity in Gloucestershire is 61.4%; this is similar to both regional and national rates.
HII Assessment – overweight and obese
Proposed Change

Scale of Potential impact

Formalise Gastroenterology
Pilot

Neutral Impact

and
Formalise Trauma &
Orthopaedic Pilot

Obesity is often linked to a large
number of co-morbidities which
mean obese patients are more
likely to be positively impacted by
the centralisation of services
resulting in specialist care being
provided in one place. They would
be negatively impacted if these
services reverted to their original
configuration.

Evidence of Potential Impact and
duration
Overall Impact : Positive

Potential Impact if changes
reversed
Overall Impact : Negative

Positive Impact

Negative Impact

Centralisation of specialist services
improves clinical outcomes for
patients with co-morbidities.

Centralising gastroenterology
enhances patient safety, improve
outcomes and reduce LOS.
For trauma services there would not
be a centralised service to provide
timely surgical provision

22

https://www.niddk.nih.gov/health-information/weight-management/health-risks-overweight
Aldrich T., Hackley B. (2010). The impact of obesity on gynecologic cancer screening: an integrative literature review. J Midwifery Womens Health 55, 344–356.
10.1016/j.jmwh.2009.10.001 [PubMed] [CrossRef] [Google Scholar]
24
Forhan M., Salas X. R. (2013). Inequities in healthcare: a review of bias and discrimination in obesity treatment. Can. J. Diabetes 37, 205–209. 10.1016/j.jcjd.2013.03.362 [PubMed]
[CrossRef] [Google Scholar]
25
Phelan S. M., Burgess D. J., Yeazel M. W., Hellerstedt W. L., Griffin J. M., van Ryn M. (2015). Impact of weight bias and stigma on quality of care and outcomes for patients with obesity. Obes.
Rev. 16, 319–326. 10.1111/obr.12266 [PMC free article] [PubMed] [CrossRef] [Google Scholar]
23
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1.

Preface

About this report
This is a report from the 18 members of the citizens’ jury who met online over eight afternoons
between 19 and 28 January 2021 to hear evidence from a wide variety of witnesses, to
deliberate together, and to make recommendations about the 2020 public consultation on Fit
for the Future (FFTF). FFTF is a programme from Gloucestershire NHS organisations (“One
Gloucestershire”) which proposes changes to how certain specialist hospital services are
organised across the two main sites: Gloucestershire Royal and Cheltenham General
Hospitals. The report was constructed using the words of the 18 jury members, from
statements they prepared together. A draft version was reviewed and agreed by jury members
as part of the jury process on 28 January before being reformatted, published online and
distributed to members of the jury.

5

A citizens’ jury report with additional information (e.g. on jury recruitment) will be produced by
Citizens Juries c.i.c. and published online during February 2021.

3
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1. Statement to NHS Governing Bodies and Public
At the conclusion of the jury, participants chose to share the following about their experience
and collective work assessing the Fit For the Future consultation process, information, and
results:
Everyone's opinions were taken into consideration and time was given to discuss individually and
together to enable us to make the decisions in the report fairly.
It is important to know that the jury has worked as a cohesive unit to give truthful feedback to processes
etc regarding FFTF in order to improve the process (where needed) going forward.

5

Without much knowledge initially about what a Citizens’ Jury does, I feel there should be one in every
decision making process now! Not only does it add transparency to a process but it hopefully provides
either valuable insight or analysis as well.
I think that the effectiveness of the Jury over the past 2 weeks is in some degrees reflected by the
whole consultation process and information that has been shared with all of the jury and how important
a role that the jury plays its part and that because of the way the Jury process was delivered it has
made a substantial contribution to the whole FFTF Consultation Process.
This gave me the opportunity to engage with jury members drawn from a broad spectrum of the
community. I was pleasantly surprised how quickly the members gelled and interacted positively and
courteously with each other and achieved outstanding outcomes. This experience has been very
exhilarating and totally rewarding. Thank you to the organisers and professionals who helped us
understand and achieve an outstanding finale and result.
It is important for the NHS Governing Bodies to know that I am pleased I was able to take part and have
an input in this FFTF consultation. The public should be aware that there is a lot of unseen processes
and in-depth research that take place in order to come to a final decision on proposed changes.
I would like to say that I would've preferred to have taken part in the actual process and been able to
have my opinion on the changes heard but feel taking part in the jury means that maybe next time a
process like this happens it will be more broadly advertised so that myself and the rest of the public get
to put their opinions forward. I also hope that our opinions on the process make a difference as we did
spend a lot of time deliberating. I found the facilitators extremely helpful and the witness speakers
knowledgeable and passionate.
It is important to know that the work we've done together as a jury has been done in a fair way, giving a
diverse group of individuals the chance to share their opinions, listen to others, and work together. The
information we were given and the presentations we heard were useful, professional and
comprehensive. The process was also excellently handled. Not only has the jury itself been excellently
designed, facilitated and made to be interesting and enjoyable, but it demonstrates how robust an
approach the NHS takes to their public consultations. It has given me more confidence in the NHS and
their commitment to engage the public in various ways.
A jury containing a cross section of Gloucestershire public were given enough information to form a
view on the actual consultation process used by FFTF giving everyone an equal platform to discuss
their own views and listen to others to form an educated opinion for our conclusion, all very well led by a
system laid out and well communicated by our organisers, in lead up and during this process.
We received informative briefs and information to assist with our decisions. The jury had a fair chance
to discuss together but answer independently.
We have listened to and questioned expert witnesses, both internal to the NHS and external to the
NHS. This included the FFTF consultation team, staff representatives, voluntary groups and experts in
the consultation process. We have had lots of information to help us deliberate on the FFTF process
and information and come to our conclusions. The Citizens’ Jury has been professionally organised and

4
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facilitated to make it an enjoyable and stimulating experience.

We've been able to read a lot of information, listen to a lot of witnesses and deliberate effectively on the
process and I hope the governing body will appreciate this. As a juror I now feel very informed and
encouraged that our voices will hopefully be listened to as part of the decision-making process. The
organisers have been very efficient, welcoming and friendly and have kept us all motivated throughout. I
would definitely recommend them to any organisation looking to go through a similar process.
It was a systematic process which gave you a framework to think through the questions and information
presented by FFTF. The group work was a great place to test your own personal conclusions, questions
and clarify information. The facilitators were very neutral in their approach and encouraged full group
participation. They always gave room for questions and were very respectful. I felt that by the end of the
time, when we were asked to draw conclusions on the process FFTF followed, I had been well
equipped to answer the questions posed. It would have been helpful to have a greater understanding of
the influence of the jury on the final decisions or following processes. In some areas more time would
have made the jury a more comfortable experience although I am not sure if that would have impacted
my personal conclusions. It was hard work but very worthwhile and enjoyable.

5

It is possible for a jury to examine and decide on substantial matters if it is set up and run properly like
the one we have just completed.
That we have listened to and seen the presentations from witnesses and experts, we have raised
issues and questions for clarification directly with them at the time and that we have duly considered the
issues that were directly involved in relation to the process and collectively with the assistance from
experts and facilitators delivered a report that we believe to be fair and unbiased with points and
recommendations for your consideration.
Considering we are going through a pandemic the efforts and lengths that were made to get the
information out about the consultation was still made despite the pandemic. I do feel that the public was
made aware of their best ability and we as jurors were led through the process. Considering I've never
done this before in this way, it has definitely taught me something new meeting and grouping with like
minded people of all ages and backgrounds and helped to get through this new way of working and
communicating.
It was thorough and professionally conducted. Everything was open and transparent. Expert
presentations covered every aspect of the jury deliberations. The organisers have been exemplary in
every aspect. I have every confidence this experience will enhance my learning adventure.
We've discussed and analysed all of the consultation material, and come up with other ways of looking
at the consultation information from a variety of perspectives.
The jury members were from all ages, locations, backgrounds and sexes who came together as
individuals to make the best informed decisions as a group that they could make on the evidence
available to them over a two week period. The written information was supported by verbal
presentations with the opportunity to question and clarify information supplied. This enabled focused
conclusions to be reached on the factual information supplied. The facilitators were most efficient in
keeping the timetable on track and clarifying uncertainties. It was an interesting, stimulating experience.

5
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2. The jury questions and recommendations
The questions for the citizens’ jury, and our answers/recommendations are set out below. The
jury questions are in italics. Our answers explain, in our own words, what we thought about the
FFTF public consultation process and information, and what we think are the most important
things that emerge from the consultation responses from the public. We voted to prioritise what
we considered to be most important of our ideas, and the numbers of votes are shown
throughout section 2 (often votes exceed 18 in total because we were given more than one
vote each).

5

The process we went through to reach our conclusions is described in section 3.

Q1. How good was the FFTF consultation process?
We heard evidence from an expert witness on what a good public consultation process and
good consultation information should look like (see section 3). We used this information and
deliberated together to answer Q1a and Q2a. With further oral expert evidence and access to
the public consultation documentation, we were able to work together to answer Q1b and Q2b
about how confident we are in the public consultation process and information.
Q1a. What are the characteristics of a good consultation process?
The table below sets out what we agreed are the most important characteristics of a good
consultation process based on the evidence that we heard and our deliberations.
Quality / Characteristic of a
Strong or Good Consultation Process
Consultation seeks to incorporate guidance
from relevant bodies, involves a wide variety
of the public in its decisions, engages with all
sections of society, including groups that are
harder to hear, and is inclusive regarding
location, access, and geography. - 16 votes

Why It Matters
(how this quality or characteristic helps us
gauge consultation quality or results, etc.)
- It is important to ensure all members of the
public have the chance to have their say
because everyone should be able to have the
information available to be able to make an
informed decision.
- Shows that the consultation attempts to reach
as many of the public as possible and aims to
make sure changes made are in the best
interest of as many people as possible.

Process uses clear, concise and targeted
information and materials. - 11 votes

- This explains why proposed changes are
necessary, informs the public with reasonings
behind the decisions, and enables the public to
evaluate the proposals and make informed
decisions.

Consultation is conducted in accordance with
the Gunning Principles and process lasts a
proportionate amount of time during
formative stages of proposal development.
- 5 votes

- Demonstrates that the process has taken into
account the relevant information over a
timescale that does it justice and is based on
previous experience and best practices.

Process allows scrutiny from relevant media,
local government, public representatives and

- This shows broad oversight of the consultation
process.
6
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the public. - 3 votes

The table below sets out important characteristics of a weak or poor consultation process
based on the evidence that we heard and our deliberations.
Quality / Characteristic of a
Weak or Poor Consultation Process
The consultation process is not inclusive or
there is a failure to consult the right people
and those who are affected by service
changes. - 8 votes

Why It Matters
(how this quality or characteristic helps us
gauge consultation quality or results, etc.)

5

- This matters because the CCG serves the
whole of the county and needs to take account
of differing medical needs across the whole
county.
- This matters because the ones who will be
impacted by the decisions should be involved
and different groups should be consulted
appropriately.
- This matters because evidence informing the
proposals may be misleading and consultation
results may be biased if based only on certain
brackets of the public.

Responses not analysed or responded to
properly. - 8 votes

- This demonstrates that the decision makers
think the public’s views are not important and
could cause people to lose confidence in these
services and the NHS.

There is not sufficient time for the
consultation process. - 7 votes

- This could make it so that not enough
information will be gathered to make an
informed decision and people won’t have a
chance to participate.

Not enough information is provided to the
public about the consultation process and
relevant changes. - 6 votes

- This matters because it is vitally important to
provide enough quality information to make an
informed decision.

Information not communicated effectively,
- This may lead to the public being confused or
not presented clearly and contains jargon. - misinformed and not able to fully understand the
3 votes
proposed changes.
Proposals not developed transparently.
- 3 votes

- This matters because it may weigh the
outcome in favour of a certain group or party.

Q1b. Based on what you have learned, how confident are you that the consultation process
has allowed all residents to contribute meaningfully to the decision-making process?
[Very confident/Fairly confident/Neutral/ Not that confident/Not at all confident]
Our votes on this question are shown in the table below.

7
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Answer Choices

Responses

Percentage

Very confident

1

5.56%

Fairly confident

6

33.33%

Neutral

4

22.22%

Not that confident

6

33.33%

Not at all confident

1

5.56%

TOTAL

18

100%

-

5

What are the most important reasons to be confident [that the consultation process has
allowed all residents to contribute meaningfully to the decision-making process]?
We collectively identified and ranked reasons that made us confident that the consultation
process has allowed residents to contribute meaningfully to the decision-making process.
Reasons to be confident that the consultation process has allowed residents to
contribute meaningfully to the decision-making process.
Clear, concise language and limited jargon in materials - 11 votes
Range of platforms and options for participating and responding - 9 votes
Variety of versions of documents with varying detail was provided - 8 votes
Significant effort made to reach and involve harder to hear groups - 6 votes
Process allowed for scrutiny from multiple outside bodies - 5 votes
Number of responses statistically acceptable based on software - 4 votes
Incorporated guidance from relevant outside bodies - 3 votes

8
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Conducted in accordance to Gunning Principles - 3 votes
Staff were given options for participating in process - 3 votes
NHS engagement staff (B. Parish) answered questions and presented confidently - 2
votes
Carried out over a timely and appropriate timescale - 0 votes
Open and inclusive process - 0 votes

5
-

What are the most important reasons to not be confident [that the consultation process has
allowed residents to contribute meaningfully to the decision-making process]?
We collectively identified and ranked reasons that made us not confident that the
consultation process has allowed residents to contribute meaningfully to the decisionmaking process.
Reasons to not be confident that the consultation process has allowed residents to
contribute meaningfully to the decision-making process.
Conducting consultation during Covid-19 pandemic compressed timeline, made it
more difficult to participate, limited options for engagement and reduced quality - 12
votes
Marketing and advertising strategy did not raise awareness of consultation - 10 votes
Relying on Royal Mail Postal leaflet as primary outreach led to reduced awareness
and participation - 9 votes
Overemphasis on targeted groups may have reduced awareness among and
participation among general public - 8 votes
Input of past, current, and future users of services under consultation and patient
experience not emphasised in materials - 5 votes
Use of self-selecting survey to gather responses may have decreased number of
people who participated - 4 votes
Large percentage of responses were from Cheltenham and less representation from
Gloucestershire overall could bias results - 2 votes
Unclear whether or not and how CCG will utilise the results of the Citizens' Jury in
decision-making - 2 votes
Feedback from community groups may not have been responded to or may have
disregarded - 1 vote
Alternative options for service changes not clearly communicated in materials - 1 vote
REACH organisation has given a very negative opinion - 0 votes

9
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Q2. How good was the consultation information?
Q2a. What are the characteristics of good consultation information?
The table below sets out the most important characteristics of good or strong consultation
information based on the evidence that we heard and our deliberations.
Quality / Characteristic of
Strong or Good Consultation
Information
Clear and consistent presentation of
information using “Plain English.”
- 10 votes

Why It Matters
(how this quality or characteristic helps us
gauge consultation quality or results, etc.)
- Demonstrates an understanding by the
process organisers that they acknowledge what
is required by the service users and that
information is being shared among the public.
- Matters because participants need to properly
understand the proposed changes so they can
make relevant contributions and understand the
information they are asking to opinionate on.
- Matters because overly complicated language/
technical jargon can be off putting/confusing to
some people and be difficult for those
w/disabilities and dyslexia, etc.

Information is accessible across multiple
platforms and tailored to specific
audiences. - 9 votes

- To ensure it reaches a wide audience, allowing
as many people to be aware of it as possible
and because different audiences will have
differing capacities to understand and feedback
on information

Data is accurate, specific, and up-to-date
or responsive when appropriate. - 7 votes

- Demonstrates that the consultation is credible
and reliable.

A good consultation should include other
arguable alternatives and reasons they
were not considered. - 5 votes

- This is the only Gunning Principle directly
related to consultation information so it is
important that it is adhered to in the
consultation.

Any proposed changes include rationale
and supporting evidence. - 4 votes

- Otherwise people won’t understand why the
changes are needed / what problems the
changes are designed to address.

The table below sets out the most important characteristics of weak or poor consultation
information based on the evidence that we heard and our discussions.
Quality / Characteristic of
Weak or Poor Consultation Information
Information or data in consultation
materials is inaccurate, incorrect,
incomplete or insufficient. - 17 votes

Why It Matters
(how this quality or characteristic helps us
gauge consultation quality or results, etc.)
- This matters because it will lead to an incorrect
judgement because the audience may not fully
understand the issues or the potential impacts
which would limit the success of the whole
10
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consultation process.
Consultation materials are not available in
accessible formats or information is too
detailed, dense, or lengthy. - 8 votes

- This matters because the process should be
as inclusive as is practically possible and
information should be accessible to everyone including people who don’t have much spare
time.
- People need to be able to find and access all
information offered.

Information could be construed as
ambiguous or misleading to the general
public. - 8 votes

- This matters because it will lead to an incorrect
judgement and may be counterproductive.

Information is poorly written or not
presented clearly. - 2 votes

- This matters because it could lead to confusion
and questions not being answered correctly,
resulting in misinformed and irrelevant data.

5

Q2b. Based on what you have learned, how confident are you that the information provided
through the consultation enabled residents to be adequately informed about the proposed
service changes?
[Very confident/Fairly confident/Neutral/ Not that confident/Not at all confident]
Our votes on this question are shown in the table below.
Answer Choices

Responses

Percentage

Very confident

3

16.67%

Fairly confident

9

50.00%

Neutral

5

27.78%

Not that confident

1

5.56%

Not at all confident

0

0.00%

TOTAL

18

100%

11
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5

-

What are the most important reasons to be confident?
We ranked the reasons that made us CONFIDENT that the information provided through
the consultation enabled residents to be adequately informed about the proposed service
changes.
Reasons to be confident that the information provided through the consultation
enabled residents to be adequately informed about the proposed service changes.
Uses "plain English" and provides supplemental glossary to explain jargon - 15 votes
Information was accessible across multiple platforms and formats - 14 votes
Included the rationale for why proposed changes were being considered and the
reasons these changes would be beneficial - 10 votes
Information provided was informative, factual, accurate, and up-to-date - 5 votes
Information was shared through print, online platforms, face-to-face interactions, and
by telephone - 4 votes

-

What are the most important reasons to not be confident?
We ranked the reasons that made us not confident that the information provided through
the consultation enabled residents to be adequately informed about the proposed service
changes.
Reasons to not be confident that the information provided through the consultation
enabled residents to be adequately informed about the proposed service changes.
Alternatives to proposals not easy to find in consultation, nor explanation of why
alternative options were not chosen or available to preferred options - 16 votes
Methods used to distribute information (and solicit feedback) was inadequate - 11
votes
12
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Continuing the consultation during COVID-19 pandemic hindered advertisement of
information - 11 votes
Easy Read materials and survey were difficult to access and did not provide enough
relevant information about proposed changes - 9 votes
Information was poorly written, too dense, or contained too much jargon for the
average reader - 1 vote

Q3. What are the most important findings from the FFTF consultation
results?

5

Q3a. What are the most important findings from the consultation for the NHS Governing
Bodies to consider (such as impact on local community, and suggestions to reduce any
negative impacts)?
-

Why?

We ranked what we think are the most important findings that we identified from the
responses to the consultation in the table below. The main reasons for each choice are shown
in the right-hand column.
Important Findings from FFTF
consultation results for NHS Governing
Bodies to consider

Why It Matters

It is important to know that although the
number of 713 completed surveys appears to
be a small countywide response, this is
approximately double the number survey
models recommend. The Fit For the Future
consultation group were happy with the
overall response, double than what was
predicted with response software. However,
due to the population being approx 650,000,
the number of completed surveys may appear
unsatisfactory to the general public. - 11
votes

- Suggests the general public is pretty
apathetic and the FFTF are happy not
pushing to get the numbers higher in all age
demographics. Whilst some members of the
jury felt it was a low number.

There was a range of respondents however
this did not necessarily reflect the
demographics of the county. A significant
number of the survey results came from
Cheltenham with relatively small proportions
from elsewhere. - 10 votes

- This demonstrates that the consultation
results captured different sections of the
community (including 20% from people who
considered themselves to have a disability),
but some groups were under-represented
(few responses from under 45 year olds).

- This helps us to know that the response
rate, and therefore results, is robust enough
to base decisions. This is because it shows
that most areas were represented.

- This is important because it could mean that
the consultation results are inappropriately
biased toward Cheltenham where evidence
has suggested there is concern that the
hospital in Cheltenham may be closed. The
survey results may therefore be skewed and
biased in favour of proposed changes and
13
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therefore do not reflect the views of the
residents of Gloucestershire as a whole.
There are concerns from both staff and
patients about bed numbers and the increase
of patients to GRH which is already deemed
to be overstretched (pre-Covid-19). - 8 votes

- A plan should have been provided to ensure
concerns were heard and addressed as well
as potential negative effects on other areas of
the hospital are mitigated against.

Despite the level of participation being
deemed as sufficient, we feel it is not
representative. - 7 votes

- The results are not a true representation of
the population of Gloucestershire because of
the low response rate.

The overall level of support for the proposals
was around 70% for all options from the
general public and staff that responded to the
survey and staff consultation. - 6 votes

- This suggests the proposals are acceptable
to the general public and the NHS staff.

Service users were not properly targeted or
identified. - 5 votes

- It would have been as important, if not more
important, to see this information as the stats
from target groups as ‘lived’ experience could
prove invaluable.

It is important to know that deciding whether
to go ahead with the consultation during a
pandemic was carefully considered by the
consultation team with the help from external
organisations such as the Consultation
Institute. - 3 votes

- This matters because benefits to completing
the consultation process were identified that
outweighed any pandemic effect.

Open text feedback from the consultation
uses the language of the proposals such
“Centres of Excellence.” - 2 votes

- This demonstrates that respondents
understood the narrative/proposals in the
FFTF consultation informational texts and
therefore the results reflect informed
understanding of the options.

Proposals and public response are
scrutinized both internally and externally and
that all aspects and potential adverse impacts
are considered. - 1 vote

- To assure the public that results are
analysed and presented in accordance with
law and processes and they are reassured
that any concerns raised have been
considered and addressed.

The data appears to show a lot of support for
the movement of Planned Lower GI surgery
and Gastroenterology inpatient services to
Cheltenham General Hospital. - 1 vote

- This is important to note because the
majority of respondents to the survey were
from Cheltenham postcodes which may give
false data and sway the results in favour of
the planned proposals.

14
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Q4. Any other messages for the Governing Bodies?
Q4. Is there anything else about the consultation that a majority of the jury would like the
NHS Governing Bodies to consider in the decision-making process?
Why?
We worked together to identify other messages that are important for the NHS Governing
Bodies to hear about the FFTF public consultation. Only those that are supported by a
majority of the jury are included in the table below. Our reasoning is given in the right-hand
column of the table.
Something still missing, needs to be
addressed, or requires further clarification
re: the FFTF consultation

5

Why It Matters

We are concerned regarding the number of
Royal Mail mailshots actually delivered to
homes and wonder if there are better ways to
market the initial engagement process, to get
more people to know about the consultation,
and hopefully contribute to the results. 16 Yes
votes / 2 No votes)

This will get more peoples’ opinions and a
better representation of the people in
Gloucestershire, and would help us to know
the majority have had a chance to be part of
the consultation.

The Covid-19 pandemic has changed our
way of life considerably - it would have helped
for the FFTF consultation to incorporate a
response to the pandemic in their presented
material. (15 Yes votes / 3 No votes)

This matters because the plans drawn up
before the pandemic may not be relevant
anymore and the pandemic directly affects
the day-to-day running of the services.

We have been assured that the golden thread It’s about the patients!
of patient experience is the reason for this
project, but there is nothing about that in the
proposals. It is important that at the same
time as any reorganisation of medical
services, there is a review of the way patients
are treated, their dignity and the facilities
offered associated with new medical
proposals. There is always something about
this in external audits. (16 Yes votes / 2 No
votes)

Statements that received 50% of votes “Yes” are included in the table below.
Something still missing, needs to be
addressed, or requires further clarification
re: the FFTF consultation
Why was Inclusion Gloucestershire told in
mid 2019 that there wasn’t enough time to
produce more easy read information
booklets? (9 Yes votes / 9 No votes)

Why It Matters

This is important because it might’ve meant
that the disabled population had a better
representation and may have led to different
results and views on FFTF.
15
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Data is missing that would give information of
how many leaflets were actually delivered by
Royal mail. (9 Yes votes / 9 No votes)

This matters because it would give more data
to know that as many households as possible
had received the leaflets that were
commissioned to be delivered by Royal Mail
(297k).

5
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3. The jury process: what we heard and did
This section describes what we did over the eight days of the citizens’ jury: from 13.00 to 17.30
each day on 19-22 January, and then 25-28 January. We heard from a range of expert and
community witnesses. We asked questions and collectively captured important information
after each presentation. The brief for each presenter is given below but a full set of slides and
audio of the presentations are available for download at:
https://www.onegloucestershire.net/yoursay/fit-for-the-future-developing-specialist-hospitalservices-in-gloucestershire/citizens-jury/.

5

Day 1: Context setting
The event began with introductions by jury members, and to the citizens’ jury process and
deliberation. This was led by the process designers and facilitators Kyle Bozentko and Sarah
Atwood from the Jefferson Center.
We then heard from Micky Griffith, the Programme Director of the NHS’s “Fit for the Future”
programme. He had been asked to set the context for the jury:
●
●
●
●
●
●

Why has the jury been called?
Who has commissioned it?
What is the subject of the jury?
What are the main steps that have led up to this jury, and when did they happen?
Where are we now and what steps will follow the jury to lead to decisions being made?
Why do the results of the jury matter, and how will they be used?

Day 2: What is “Fit for the Future”?
We heard from Prof. Mark Pietroni, Director for Safety and Medical Director, Gloucestershire
Hospitals NHS Foundation Trust. He had been briefed to explain:
●
●
●

What is “Fit for the Future,” an “integrated care system,” and the Centres of Excellence
approach?
Why are changes to hospital services being proposed?
In summary, what are the main service changes being proposed?

Day 2: What does a good NHS public consultation process look like?
Frances Newell, Senior Programme Lead (community involvement), NHS England was
briefed to address:
● What does the law and national guidance require from a NHS public consultation?
● What features would a good NHS public consultation process have?
● What features might a poor NHS public consultation process have?
● Any other relevant points about public consultation processes.

17

Extraordinary Governing Body Meeting FFTF Thursday 18 March 2021-18/03/21

513 of 634

Tab 5 Appendix Three

Day 2: What does good NHS public consultation information look like?
Frances Newell also gave the presentation on good consultation information:
●
●
●
●

What information does the law and national guidance require to be included in a NHS
public consultation?
What would be the features of good information content in a NHS public consultation?
What might be the signs of poor information in a NHS public consultation?
Any other relevant points about public consultation information.

Day 3: What has the FFTF engagement and consultation process been?

5

This presentation was made jointly by two representatives from Gloucestershire Clinical
Commissioning Group: Micky Griffiths, Programme Director, Fit for the Future & Becky
Parish, Associate Director Engagement and Experience. Their brief was:
●
●
●
●
●

What steps did the NHS in Gloucestershire go through up to the end of engagement?
What steps did the NHS in Gloucestershire go through from engagement up to the end
of the public consultation?
What has the NHS in Gloucestershire done (with relevant metrics) during the public
consultation to make these consultation materials accessible?
What activities were carried out to encourage local people to respond and what
mechanisms were available to people to respond?
Following the public consultation, what steps will be taken before the governing bodies
make decisions?

As a group we determined “What’s Important for our Neighbours to Know” regarding the steps
NHS Gloucestershire undertook for the Fit for the Future consultation process:
What’s Important to Know re: FFTF Process
FFTF used a range of communications on a variety of different platforms for
accessibility along with a diversity of approaches and targeted outreach to involve
different groups and ensure inclusion of seldom heard or hard to reach groups.
External groups were contacted to provide input and be involved in planning, in
proposal development, and the consultation process itself.
FFTF appears to have taken steps to ensure the process is done according to
procedure and that public were able to shape the process and that the feedback
would be incorporated meaningfully (eg the public were asked what mattered to them
and these were incorporated into process; FFTF worked with the Consultation
Institute for advice).
There were methods for internal and external scrutiny of the materials and process.
A low level of response was deemed a success from various engagement activities.
FFTF adjusted the consultation process in response to COVID-19.
Members of NHS staff have been (heavily) engaged in the process.

18
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Day 3: What information has NHS Gloucestershire provided for the public
consultation?
Becky Parish also gave this presentation addressing the following questions:
●
●
●

What are the main public consultation documents, and what purpose does each of them
serve?
What purpose does each serve?
Is there anything in particular that jurors should be aware of when reviewing the
documents?

5
As a group we determined “What’s Important for Our Neighbours to Know” regarding the
information NHS Gloucestershire provided for the public consultation process:
What’s Important to Know re: FFTF Information
There were a variety of informational documents available and different ways for
people to access the consultation information, on various platforms (including
methods such as callbacks).
It is important to know the total number of or amount of requests for various types of
information and the response rates for various approaches.
Many people were seemingly unaware of the consultation and did not access/receive
any information (including the NHS leaflet) and did not respond to any surveys or
participate in any of the engagement options.
FFTF responded to Covid-19 by adjusting how information was provided to try to
ensure people had access to the information.
It is important to know how successful response rate/s are determined based on the
population and targets and to know whether or not these were met.

Day 4: Community perspectives: what were the strengths and weaknesses of the
public consultation?
Five representatives from the local community were invited to speak to the jury on what they
perceived to be the strengths and weaknesses of the consultation. Each gave a short
presentation followed by questions from the jury. The presentations were given by:
●

Dr Russell Peek, Consultant Paediatrician and Medical and Dental Staff Governor,
Gloucestershire Hospitals NHS Foundation Trust (speaking about consultation with
staff)

●

Julius Marstrand and Chris Hickey, REACH (Restore Emergency At Cheltenham
General Hospital)

●

Trevor Rawlinson, Church St Medical Patient Participation Group Chair

●

Angela Gilbert, Community Development Team Managers, Know Your Patch

●

Vicci Livingstone-Thompson, Director, Inclusion Gloucestershire.
19
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As a group we determined some of the most important strengths of the Fit for the Future
consultation process and information after hearing from community members and
deliberating:
Strengths of FFTF Consultation
Efforts were made to ensure accessibility and inclusion by engaging a wide range of
Gloucestershire residents as well as among seldom heard groups (eg working with
community groups) so everyone could have input.
Community groups were involved in sharing, distributing or communicating
consultation information to, and engaging with, target groups across the county.

5

Community groups were involved in planning the consultation process and
developing the proposals.
NHS staff were represented or involved at all stages throughout the process.
Information was made available on multiple platforms and across various formats
(online, phone, print) for residents to learn about the process and share their views.
Lots of information was available and materials had different levels of detail.
FFTF attempted to respond to Covid-19 by adjusting how people learned about or
participated in the consultation.
Patient experience was included as a consideration.
As a group we determined some of the most important weaknesses of the Fit for the Future
consultation process and information after hearing from community members and
deliberating:
Weaknesses of FFTF Consultation
The Covid-19 pandemic interrupted the process and made it more difficult for people
to participate, decreased overall participation/response rates, and limited
opportunities for community groups to be engaged.
Information was unclear, was too technical and didn’t properly provide rationale for
changes or the potential impacts of changes on patients and staff.
It is unclear if all staff were equally involved and whether or not various relevant
Unions (medical and non medical) were consulted or involved.
Some groups who were engaged to plan or contribute to the consultation may have
had suggestions, feedback or changes overlooked or disregarded and consultation
was less inclusive.
Information was not easily available to enough people and not heavily advertised
enough for people to know about the consultation.
Low awareness of the consultation and low participation numbers and response rates
among Gloucestershire residents.
Negative views from community groups (such as REACH) may not have been fully
included in the consultation process and information.
20
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Patient experience (eg treatment pathways) and users not fully included as a
component of the consultation materials.
Reliance on digital and electronic communications may have excluded some from
participating.
The time period of the consultation process may not have allowed enough time for
residents to participate.

Day 5: Jury Study Time, Review of Fit for Future Consultation Materials, and
Deliberations

5

Day 6: What can we learn and where should we be cautious when interpreting public
consultation results?
Richard Stockley, Head Of Research, Surrey Heartlands Health & Care Partnership (NHS) &
Surrey County Council presented information to help us more effectively interpret and assess
consultation results, finding, and information. He was briefed to give a presentation
addressing the following:
●
●
●
●
●

What can we learn from the results of a public consultation?
What are we unable to learn from a public consultation?
Why might public consultation results not reflect the views of the local population (e.g.
self-selection bias)?
What are the important questions to ask to test how well the results reflect the views of
the local population?
Any other relevant points about interpreting consultation results.

As a group we determined some important things to consider when interpreting results:
Interpreting Consultation Results Responses
It is important to know whether responses reflect a broad cross section of society or if
responses represent particular groups when interpreting results to understand if the
consultation provides a full snapshot of the public.
It is important to consider how different groups and the general public are targeted,
and why, in order to gather responses from those groups appropriately to ensure that
consultation has been effective.
It is important to ensure that the questions being asked are not leading, loaded or
weighted towards a certain response and include explanation of alternative options.
This is crucial because misleading questions can produce skewed results which
encourage confidence among decision makers where it shouldn’t exist and not
provide all relevant information.
It is useful to consider the number of survey responses received (response rates) so
we can be confident that the results are giving an overall snapshot of the population.
It is important that the consultation includes existing, past, and future users of the
21
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services to be affected because this gives perspective from members of the
community that will possibly be affected by any changes.

Day 6: What were the results of the NHS Gloucestershire public consultation?
Becky Parish presented a summary of the responses to the public consultation. The full report
was in the ring binders sent to jury members. The brief for this presentation was:
●
●

●
●
●
●
●
●

Who / how many people responded?
Did the mix of people responding closely match the Gloucestershire population in
relation to:
o Where people live?
o Other key demographics such as age, gender, ethnicity etc.?
What groups were over-represented and under-represented/missing?
What were the main results?
Was there a clear pattern in any of the results suggesting that particular views came
from particular groups of people?
Were there marked differences between staff and public responses?
What were some of the main themes from free-text responses?
Were there public responses received from other organisations?

5

Day 7: Jury Study Time, Review of Fit for the Future Consultation Materials and Interim
Output of Consultation Report, and Deliberations
Day 8: Deliberation and report writing (this report)

22

518 of 634

Extraordinary Governing Body Meeting FFTF Thursday 18 March 2021-18/03/21

Tab 5 Appendix Three

Appendix 1: Messages to our neighbours
When asked about what they would want to share with their family, friends, and neighbours
about their experience on the jury, participants shared the following:
That it is a positive and worthwhile experience and the website address to apply!
It is important to know that the jury was conducted in such a way that every member was able to get
their thoughts and views heard.
It is important for people to know that the jury was made up of people from different ages, genders,
ethnic and personal backgrounds, making it a very broad opinionated group. Also the amount of detail
we were supplied with to enable us to make our decisions was excellent.

5

I have found the experience to be what I expected overall but have been really impressed with how
things have worked so smoothly online. I will actually be taking away some things too - particularly how
much more constructive it has been to work in smaller groups, then coming together as it has allowed
people who wouldn't normally speak up to feel engaged and confident.
How refreshing it is that 18 people with nothing obvious in common are able to come up with very
similar reactions and answers to questions put to the jury i.e. how similar and sensible we all are when
it comes down to it.
Important for them to know that it is an in-depth process where there are no constraints to sharing your
views/opinions/concerns. That (hopefully) the opinions/concerns of the jury are taken on board by the
various groups/committees going forward, not only for the FFTF plan but future consultations.
I found the whole process very interesting and enjoyable, I have learned a lot about the way the NHS
tries to get the public involved. Disappointed that this was the first time I had heard of this process
though as I think it is in everyone's interest to get involved in anything relating to the NHS. I also found
the hosts very welcoming and incredibly nice.
Been a fun and interesting process, learning lots about what's happening moving forward with NHS
Gloucestershire, having not known about it before the jury. Found different peoples’ views interesting on
matters I may not have thought about. Liked the Zoom model rather than the face-to-face, felt it put
people at ease working from home, and easy to focus on the task at hand.
I have been very impressed with how much work has gone into the preparation and organisation of the
jury. The variety of people selected has been great and from different areas and backgrounds, all really
nice people. All the presentations from witnesses were interesting and informative and helped a great
deal with our deliberations. The time goes very quickly!
I am extremely impressed by my experience with the jury. Not only has the jury itself been excellently
planned, facilitated and made to be enjoyable, but it demonstrates how robust an approach the NHS
takes to their public consultations. It has given me confidence in the NHS and their commitment to
engage the public. I would also say that the jury has been very interesting, I feel I have gained new
skills and had the chance to work with a wonderful group of people!
They know that I was in consultation with a group discussing matters to do with the NHS health service
and the way forward. They were glad to know I had something to occupy my mind, body & soul during
the past 2 weeks.
I have enjoyed the experience being part of the Jury service for the last 2 weeks, it has been very
interesting and informative to understand from the presentations and witness statements, working with
people on the Jury that until this time, for me I did not know them previously, a very good mix of people
from a variety of backgrounds with different viewpoints and perspectives, this enhanced the value and
experience and enabled me to evaluate my own viewpoints and perspectives to come to what I think
were good evaluations and decisions.
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That we were all unknown to each other and we all had our own views which we were able to express
and compare with each other respectfully and with due consideration. As a result we were able to put
forward constructive responses both favourable and unfavourable for consideration by the Gloucester
Health Trust FFTF commissioning body.
The Citizens’ Jury has been a stimulating and fun experience. It has taken a lot of concentration but has
been managed in a professional and encouraging way. All members of the jury are encouraged to
participate during the discussions and I have found my peers to be supportive and accepting of differing
opinions.
Very engaging work with a very good step by step process to get to a clear end point - by the end you
could see how all the steps got us to a conclusion. It was really helpful to hear different views and
perspectives on issues and tasks. It enabled a well-rounded approach and challenged any
preconceived ideas. It may have been helpful to have a little more time getting to know each other. It
was hard to judge how much influence this process will have on the decision or work of FFTF going
forward. Although it still felt worthwhile. Timing was sometimes pushed however some of the group
work could have been more efficient. It was a worthwhile experience.

5

To know it was a learning experience for us all, made us all think differently about what we were
discussing as time went on.
It was not about the proposals but about the correct process was conducted and more than sufficient
and appropriate information was delivered to the public. Moreover it allowed us to receive a variety of
witness statements and the opportunity for Q and A, clarity and clearing any misunderstandings.
That the jury were able to make evidence-based decisions that the CCG should have regard to and that
the Citizens’ jury was not merely a rubber stamping exercise.

24
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Fit for the Future (FFTF) Public Consultation
January 2021 Citizens’ Jury
Jury Report

5
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Management Summary
The NHS in Gloucestershire has developed a “Centres of Excellence” approach which could mean that
certain services currently provided at both Gloucestershire Royal and Cheltenham General Hospitals
will be re-organised and may be provided from a single centre in future. Proposals for change were
published as part of One Gloucestershire’s Fit for the Future consultation and responses sought from
the Gloucestershire public and local NHS staff between October and December 2020. A citizens’ jury
was held online in January 2021 about the public consultation; this is the report of that citizens’ jury.
The citizens’ jury was designed and carried out by Citizens’ Juries c.i.c. in partnership with the Jefferson
Center (the founders of the citizens’ jury method). A Jury Commissioning Group of representatives from
the NHS in Gloucestershire oversaw the project and set the questions which the jury tackled but not
involved in the jury process design. The jury design and materials were reviewed in advance for
potential bias by an independent oversight panel.

5

The jury of 18 citizens, broadly reflecting the Gloucestershire public, was recruited through advertising
and came together on Zoom for eight afternoons between 19 and 28 January 2021. They heard
evidence from a total of 12 expert and community witnesses about the public consultation processes
and information, and deliberated together to answer the questions they were set. The jury worked
extensively in small groups, developing and refining their conclusions which are captured in a separate
Jurors’ Report.
Overall, the jury:
•

•

•

•

Was neither confident nor not confident that the consultation process enabled the public to
contribute meaningfully to decision making;
o Gaining in confidence from the clear, concise language and limited jargon in materials
o Losing confidence from running the consultation during the pandemic thus reducing
participation;
Was more confident than neutral that the information provided as part of the consultation
enabled residents to be adequately informed about the proposed service changes thanks to use
of plain English and information made accessible across multiple platforms;
Overall, the jury considered the most important findings from the consultation to be:
o Though 713 completed surveys may appear unsatisfactory to the general public, it is
approximately double the number predicted by sample size calculation software;
o Respondents did not necessarily reflect the demographics of the county: a significant
number of the survey results came from Cheltenham;
o There are concerns from both staff and patients about bed numbers and the increase of
patients to Gloucestershire Royal which is already deemed to be overstretched.
And a jury majority wanted the NHS Governing Bodies to know:
o They were concerned about the number of Royal Mail mailshots actually delivered to
homes and wondered if there were better ways to market the initial engagement
process 1;
o It would have helped if the FFTF consultation materials incorporated a response to the
pandemic;
o That the proposals should have focused more on patient experience.

1

Note that the jury heard that the mailshot was one of a range of communication methods used including social media, radio, local
newspapers etc.
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Report of the jury
Between 19 and 28 January 2021, 18 people from across Gloucestershire met online for a “citizens’
jury”. The task for these citizens was to tackle a set of jury questions about the public consultation
on Fit for the Future, One Gloucestershire’s programme proposing potential changes to certain
specialist hospital services.
Over eight afternoons (each 1 – 5.30PM), the citizens heard from, and asked questions of, 12
witnesses and carried out group exercises to explore the jury questions. The jury deliberated and
found answers to the jury questions together about:
• how confident they were in the public consultation process and the information that was
distributed about the proposed service changes
• what they considered to be the most important findings from the public and staff responses
to the consultation
• messages that a majority of the jury wanted to send to One Gloucestershire Governing
Bodies.
The 18 jury members were selected randomly from 332 applicants to broadly represent the
demographic mix of Gloucestershire (according to the 2011 census) in terms of age, gender,
ethnicity, educational attainment, employment status and county district.
This report explains why the jury was held, how it was designed, how the jurors were recruited,
what they did, the jury’s answers to the jury questions, and the results of the end-of-jury
questionnaires completed at the end of the last day.
The report from the jurors themselves, and many detailed documents about the jury can be found
at https://citizensjuries.org/gloucestershire-hospitals-consultation-2021-jury/. Witness slides and
recorded presentations are at: https://www.onegloucestershire.net/yoursay/fit-for-the-futuredeveloping-specialist-hospital-services-in-gloucestershire/citizens-jury/.

Why the citizens’ juries were run
This was the second of two citizens’ juries about the Fit for the Future programme in
Gloucestershire, the first being in January 20220. Both were commissioned by NHS Gloucestershire
Clinical Commissioning Group on behalf of One Gloucestershire. One Gloucestershire is an
“integrated care system” which aims to provide more joined-up care for NHS patients. It comprises
seven partner organisations: Gloucestershire County Council; Gloucestershire Care Services NHS
Trust; Gloucestershire Health & Care NHS Foundation Trust; NHS Gloucestershire Clinical
Commissioning Group; Gloucestershire primary care providers; and South West Ambulance Service
NHS Foundation Trust. One Gloucestershire has developed a “Centres of Excellence” approach to
providing specialist services from Gloucestershire’s two main hospitals (Gloucestershire Royal and
Cheltenham General Hospitals). This approach aims to organise resources and services across the
two hospital sites so as to enable better and more efficient patient care.
One Gloucestershire must consult the public about any significant changes to services, and is doing
this as part of its “Fit for the Future” Programme. A public and staff engagement exercise was
carried out through autumn 2019, to inform the development of “potential solutions” – changes to
some specialist hospital services, and to develop evaluation criteria for assessing these potential
3
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solutions. The citizens’ jury in January 2020 contributed to this process.
A public consultation about the change proposals was run between October and December 2021.
As the public consultation took place during the Covid-19 pandemic, face-to-face events were
restricted. A leaflet about the consultation was delivered door-to-door across Gloucestershire and
a variety of information booklets were distributed providing varying degrees of detail. Public and
staff feedback was captured using a variety of methods including online surveys, social media, and
drop-in events.
The citizens’ jury was carried out in order to inform the cross-section of the public on the jury
about the public consultation process, information and responses, and ask the jury a variety of
questions to assess the process and information. The outputs from the jury were designed to
inform the decision makers as they consider the case for implementing a set of potential service
change solutions carried into the 2020 public consultation.

5

An earlier citizens’ jury was carried out in January 2020 to gain public feedback on the approach
and service changes being considered by One Gloucestershire to inform what change proposals
were chosen. A report and other documents about the 2020 jury can be found at:
https://citizensjuries.org/371-2/.

Planning and designing the citizens’ jury
The January 2021 citizens’ jury was planned, designed and refined over a period of approximately
six months by Citizens’ Juries c.i.c. and the Jefferson Center (with the exception of the jury
questions which were set by the commissioners of the jury). The main aspects of the jury design
were:
•
•
•
•
•
•
The

the jury questions;
the jury demographics and recruitment approach;
the brief and selection of individuals to act as expert witnesses;
the brief and selection of individuals to act as members of the oversight panel;
the programme of jury activities across the five days; and
the design of the questionnaires completed at the end of the jury.

design

documentation

is

published

and

available

at:

https://citizensjuries.org/gloucestershire-hospitals-consultation-2021-jury /
Bias, both conscious and unconscious, is a risk to consider in planning citizens’ juries.[2] For
example, it is very difficult to know what constitutes “impartial information” or balanced argument,
and almost every design choice, even down to a bullet point on a presenter’s slide, could be
challenged on grounds that it might manipulate the citizens’ jury towards one outcome or another.
Bias can be monitored and minimised but not eliminated. To monitor and minimise bias on this
project, an oversight panel was appointed to review the jury design and materials, and report
potential bias. They were chosen to be people with relevant topic knowledge, and no conflict of
interest in the outcome of the jury. Members of the panel each completed a bias evaluation
form after the jury, published at: https://citizensjuries.org/gloucestershire-hospitalsconsultation-2021-jury/.
The end of jury questionnaire also asked about bias.
4
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Other design controls used to monitor and minimise bias included:
•
•
•

The commissioners of the jury were involved in setting the jury questions and advising on
NHS witnesses but were independent from the design of the jury process and outcomes;
The jury worked with independent facilitators from the Jefferson Center to construct and
agree their own Jurors’ Report of their findings; and
The detailed jury design and results documentation were published.

Jury recruitment
In total, 332 people applied to be part of the jury. They applied by entering their personal details,
including relevant demographics, into an on-line survey. Candidates were shortlisted based on their
demographics alone using an algorithm supplied by the Sortition Foundation. Shortlisted candidates
had a brief telephone or Zoom interview so that any ineligible candidates (e.g. current NHS
professionals) could be identified and excluded. Some jurors were recruited by email or word of
mouth, but the majority came through the “Indeed” jobs website. In order to guard against any bias
from using a jobs website, the sample was controlled for employment status to ensure the majority
were employed or self-employed. Each juror was paid £480 for eight afternoons. Paying participants
is an important way to limit self-selection bias.
One week before the jury, 18 jurors and three reserves had been recruited. The jury demographics
were all within target ranges, broadly reflecting the population of Gloucestershire (in 2011 census)
in terms of age, gender, ethnicity, and educational attainment, District (in Gloucestershire), and
employment status. One person withdrew just before the jury began, and two people withdrew
during the first two jury days, all because of unforeseeable changes to personal circumstances. The
three reserve jurors were able to step in. Despite these late withdrawals a good demographic mix
was still achieved. The geographical distribution of the 18 jurors across Gloucestershire was affected
by the late withdrawals but there was still a fair spread (see map below). There were 4 jurors from
Cotswold District, all chosen at random, but by chance none was from the north of the District.

5
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The jury process and jurors’ report
The jury took place online using Zoom from 19 to 22 January, and from 25 to 28 January 2021
(13.00 to 17.30 each day) with:
•
•
•
•

Two facilitators: Kyle Bozentko and Sarah Atwood of the Jefferson Center
12 expert witness presentations (a mix of expert and community witnesses);
Group exercises and deliberation; and
The Jurors’ Report in the jurors’ words, and the End-of-jury questionnaire, produced on the
end of day five.

5

The jury met in private to protect the identity and privacy of jury participants from people
recording and publishing their images and voices through the internet. For this reason, the
transparency of the jury design and process is particularly important. The outline jury schedule
and the slides and audio recordings from expert witnesses are published on the One
Gloucestershire webpage dedicated to the jury. More detailed jury documents are available on
the Citizens Juries c.i.c. website.
A full description of the 12 witness presentations, plus the questions posed to the jury and their
conclusions, are set out within the Jurors’ Report. The results are expressed in their own words
using the outputs of the group work over the two weeks. The Jurors’ Report was shown to, and
agreed by, the jury on the final day of the jury. It was collated by the jury facilitators and contains
the main conclusions of the jury in the jurors’ own words plus a summary of each day’s activities.
The jurors were led page-by-page through the report, which was displayed to the group on Zoom,
to gain the jurors’ acceptance that it fairly represented their work and conclusions. The report was
formatted and the final version published by Citizens Juries c.i.c. without external review on 1
February 2021, two working days after the jury ended.

Jury questions and answers
The jury was charged with tackling the six questions set out in in Appendix B. In order to provide
reasoned answers to those questions, the jurors listened to witness presentations, asked questions
of those witnesses, and deliberated together in small groups in Zoom breakout rooms throughout
the week. Their answers were developed and prioritised through group work, other than for
questions 1b and 2b (“how confident are you…?”) where results were achieved through individual
online voting.
The full jury results are published in the Jurors’ Report. The summary below aims to capture the
main answers to the jury questions (but see the Jurors’ Report for the full detail including the
reasoning behind priorities). Unlike the full Jurors’ Report, it only includes reasoning that was
supported by at least a third of the jury (i.e. a minimum of 6 votes). Each juror had multiple votes so
the total votes often exceed 18. The narrative reasoning in the tables below is taken directly from
the Jurors’ report and is in the words of the jurors.
The jury questions are shown below in italics.
Q1. How good was the FFTF consultation process?
In order to enable the jury to assess the quality of the FFTF consultation process, they heard
evidence from an expert witness about what constitutes a good consultation process and
developed their own thinking on this question (set out below).
6
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Q1a. What are the characteristics of a good consultation process?
Quality / Characteristic of a
Strong or Good Consultation Process

Why It Matters

Consultation seeks to incorporate guidance
from relevant bodies, involves a wide variety
of the public in its decisions, engages with all
sections of society, including groups that are
harder to hear, and is inclusive regarding
location, access, and geography. - 16 votes

- It is important to ensure all members of the
public have the chance to have their say because
everyone should be able to have the information
available to be able to make an informed
decision.

Process uses clear, concise and targeted
information and materials. - 11 votes

5

- Shows that the consultation attempts to reach
as many of the public as possible and aims to
make sure changes made are in the best interest
of as many people as possible.
- This explains why proposed changes are
necessary, informs the public with reasoning
behind the decisions, and enables the public to
evaluate the proposals and make informed
decisions.

Q1b. Based on what you have learned, how confident are you that the consultation process has
allowed all residents to contribute meaningfully to the decision-making process?
[Very confident/Fairly confident/Neutral/ Not that confident/Not at all confident]
The results indicate that overall the jury was neither confident nor not confident about the
consultation process with a symmetrical split in voting:

-

What are the most important reasons to be confident [that the consultation process has allowed all
residents to contribute meaningfully to the decision-making process]?
7
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Reasons to be confident that the consultation process has allowed residents to contribute
meaningfully to the decision-making process.
Clear, concise language and limited jargon in materials - 11 votes
Range of platforms and options for participating and responding - 9 votes
Variety of versions of documents with varying detail was provided - 8 votes
Significant effort made to reach and involve harder to hear groups - 6 votes
-

5

What are the most important reasons to not be confident [that the consultation process has
allowed residents to contribute meaningfully to the decision-making process]?
Reasons to not be confident that the consultation process has allowed residents to contribute
meaningfully to the decision-making process.
Conducting consultation during Covid-19 pandemic compressed timeline, made it more
difficult to participate, limited options for engagement and reduced quality - 12 votes
Marketing and advertising strategy did not raise awareness of consultation - 10 votes
Relying on Royal Mail Postal leaflet as primary outreach led to reduced awareness and
participation - 9 votes
Overemphasis on targeted groups may have reduced awareness among and participation
among general public - 8 votes
2. How good was the consultation information?
In order to enable the jury to assess the quality of the FFTF consultation information, they heard
evidence from an expert witness about what constitutes a good consultation information and
developed their own thinking on this question (set out below).

2a. What are the characteristics of good consultation information?
Quality / Characteristic of
Strong or Good Consultation Information
Clear and consistent presentation of
information using “Plain English.”
- 10 votes

Why It Matters
- Demonstrates an understanding by the process
organisers that they acknowledge what is required
by the service users and that information is being
shared among the public.
- Matters because participants need to properly
understand the proposed changes so they can make
relevant contributions and understand the
information they are asking to opinionate on.
- Matters because overly complicated language/
technical jargon can be off putting/confusing to
8
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some people and be difficult for those w/disabilities
and dyslexia, etc.
Information is accessible across multiple
platforms and tailored to specific audiences. 9 votes

- To ensure it reaches a wide audience, allowing as
many people to be aware of it as possible and
because different audiences will have differing
capacities to understand and feedback on
information

Data is accurate, specific, and up-to-date or
responsive when appropriate. - 7 votes

- Demonstrates that the consultation is credible and
reliable.

2b. Based on what you have learned, how confident are you that the information provided through the
consultation enabled residents to be adequately informed about the proposed service changes?
[Very confident/Fairly confident/Neutral/ Not that confident/Not at all confident]

-

What are the most important reasons to be confident?

Reasons to be confident that the information provided through the consultation enabled residents
to be adequately informed about the proposed service changes.
Uses "plain English" and provides supplemental glossary to explain jargon - 15 votes
Information was accessible across multiple platforms and formats - 14 votes
Included the rationale for why proposed changes were being considered and the reasons
these changes would be beneficial - 10 votes
-

What are the most important reasons to not be confident?
Reasons to not be confident that the information provided through the consultation enabled
residents to be adequately informed about the proposed service changes.
Alternatives to proposals not easy to find in consultation, nor explanation of why alternative
9
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options were not chosen or available to preferred options - 16 votes
Methods used to distribute information (and solicit feedback) was inadequate - 11 votes
Continuing the consultation during COVID-19 pandemic hindered advertisement of
information - 11 votes
Easy Read materials and survey were difficult to access and did not provide enough relevant
information about proposed changes - 9 votes

5

Q3. What are the most important findings from the FFTF consultation results?
Q3a. What are the most important findings from the consultation for the NHS Governing Bodies to
consider (such as impact on local community, and suggestions to reduce any negative impacts)?
-

Why?

Important Findings from FFTF consultation
results for NHS Governing Bodies to consider

Why It Matters

It is important to know that although the number
of 713 completed surveys appears to be a small
countywide response, this is approximately
double the number survey models recommend.
The Fit For the Future consultation group were
happy with the overall response, double than
what was predicted with response software.
However, due to the population being approx
650,000, the number of completed surveys may
appear unsatisfactory to the general public. - 11
votes

- Suggests the general public is pretty apathetic
and the FFTF are happy not pushing to get the
numbers higher in all age demographics. Whilst
some members of the jury felt it was a low
number.

There was a range of respondents however this
did not necessarily reflect the demographics of
the county. A significant number of the survey
results came from Cheltenham with relatively
small proportions from elsewhere. - 10 votes

- This demonstrates that the consultation results
captured different sections of the community
(including 20% from people who considered
themselves to have a disability), but some groups
were under-represented (few responses from
under 45 year olds).

- This helps us to know that the response rate,
and therefore results, is robust enough to base
decisions. This is because it shows that most
areas were represented.

- This is important because it could mean that the
consultation results are inappropriately biased
toward Cheltenham where evidence has
suggested there is concern that the hospital in
Cheltenham may be closed. The survey results
may therefore be skewed and biased in favour of
proposed changes and therefore do not reflect
the views of the residents of Gloucestershire as a
whole.
There are concerns from both staff and patients
about bed numbers and the increase of patients

- A plan should have been provided to ensure
concerns were heard and addressed as well as
10

Extraordinary Governing Body Meeting FFTF Thursday 18 March 2021-18/03/21

531 of 634

Tab 5 Appendix Three

to GRH which is already deemed to be
overstretched (pre-Covid-19). - 8 votes

potential negative effects on other areas of the
hospital are mitigated against.

Despite the level of participation being deemed
as sufficient, we feel it is not representative. - 7
votes

- The results are not a true representation of the
population of Gloucestershire because of the low
response rate.

The overall level of support for the proposals was
around 70% for all options from the general
public and staff that responded to the survey and
staff consultation. - 6 votes

- This suggests the proposals are acceptable to
the general public and the NHS staff.

5

4. Any other messages for the Governing Bodies?
Is there anything else about the consultation that a majority of the jury would like the NHS
Governing Bodies to consider in the decision-making process?
Something still missing, needs to be addressed,
or requires further clarification re: the FFTF
consultation

Why It Matters

We are concerned regarding the number of Royal
Mail mailshots actually delivered to homes and
wonder if there are better ways to market the
initial engagement process, to get more people to
know about the consultation, and hopefully
contribute to the results. 16 Yes votes / 2 No
votes)

This will get more peoples’ opinions and a better
representation of the people in Gloucestershire,
and would help us to know the majority have had
a chance to be part of the consultation.

The Covid-19 pandemic has changed our way of
life considerably - it would have helped for the
FFTF consultation to incorporate a response to
the pandemic in their presented material. (15 Yes
votes / 3 No votes)

This matters because the plans drawn up before
the pandemic may not be relevant anymore and
the pandemic directly affects the day-to-day
running of the services.

We have been assured that the golden thread of
It’s about the patients!
patient experience is the reason for this project,
but there is nothing about that in the proposals. It
is important that at the same time as any
reorganisation of medical services, there is a
review of the way patients are treated, their
dignity and the facilities offered associated with
new medical proposals. There is always
something about this in external audits. (16 Yes
votes / 2 No votes)

Jury questionnaire results
All jury members completed a daily feedback questionnaire at the end of the first seven jury
days. When asked whether staff were conducting themselves in a neutral manner, over 99% of
responses from jurors over the seven days were either “very satisfied” or “satisfied” with over
11
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80% being “very satisfied”. Participants also responded each day on whether they agreed that
they were being allowed to fully participate in the process. Satisfaction rates were again very
high (97%) but slightly lower than those around staff neutrality.
The 18 jurors completed a fuller end-of-jury questionnaire at the end of the jury. The full
questionnaire design and the results are available at: https://citizensjuries.org/gloucestershirehospitals-consultation-2021-jury/. An end-of-day bias questionnaire was also completed by jury
members and the results of these are available on the same webpage.
Three questions in the end-of-jury questionnaire concerned potential bias.

5

When asked “Did you ever feel that the expert witnesses (other than the community
representatives on Friday) tried to influence you towards particular conclusions?”
•
•
•
•

11 said “not at all”;
5 said “perhaps occasionally”
2 said “sometimes”
No one answered “often” or “very often”.

On the organisers:
•
•
•

17 jurors said that the facilitators exhibited no bias (one said “perhaps occasionally”);
and
Similarly, 17 said that no one else outside the jury exhibited bias
17 said they were given a fair balance of information (one said there was “some bias” in
information presented).

When asked “How easy or difficult did you find doing the jury remotely and online?”
•
•
•
•

12 said “very easy”
4 said “mostly easy”
2 said “neither easy nor difficult”
No one said it was “mostly difficult” or “very difficult”.

Asked how interesting they found the jury (on a five point scale from “very interesting” to “very dull”),
17 jurors said they found it “very interesting”, and one said “mostly interesting”.
In another question, each jury member was asked to provide three words to sum up their experience of
the jury. The words of the 18 jury members are constructed in a “word cloud” below (large words were
said more often).

12
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“Word cloud” of jurors’ experience of the citizens’ jury

5
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Appendix 1: further information about the juries
The Citizens’ Jury Method
Like much public policy, assessing a public consultation about how specialist services should be
delivered across two hospitals is complex with a lot of information and many arguments to
consider. Surveys and focus groups provide useful information about what the public thinks, but
they are not mechanisms to inform people. A citizens’ jury can tell policymakers what members of
the public think once they become more informed about a policy problem. In a citizens’ jury, a
broadly representative sample of citizens are selected to come together for a period of days, hear
expert evidence, deliberate together, and reach conclusions about questions they have been set.
The method was devised by Dr Ned Crosby in 1971. He went on to set up the Jefferson Center,
which produced the Citizens’ Juries Handbook[3], the method followed by Kyle Bozentko and Sarah
Atwood of the Jefferson Center when designing and running the jury in Gloucestershire in
partnership with Citizens Juries ci.c.

5

Citizens’ Juries are a form of “deliberative democracy”, based on the idea that individuals from
different backgrounds and with no special prior knowledge or expertise can come together and
tackle a public policy question. A citizens’ jury is a particularly relevant method for informing public
bodies making value judgements. Melbourne City Council appointed a citizens’ jury to determine
how to allocate its A$5 billion budget, and the council is implementing virtually all of the jury’s
recommendations. A Citizens’ Assembly (the same method but with more participants than a
citizens’ jury) was commissioned by the Irish government on whether to change the Irish
Constitution on abortion recommended change, leading directly to the national referendum on the
subject. Mostly citizens’ juries or assemblies inform policy decisions, although there are examples of
these bodies being constituted to make decisions.

Witnesses
Witnesses were chosen to provide relevant information to the members of the jury to enable them
to answer the jury questions. Each witness gave a presentation and then answered questions posed
by the jurors.
The expert witnesses were issued with a brief prior to preparing their presentations. The witness
brief is published at: https://citizensjuries.org/gloucestershire-hospitals-consultation-2021-jury/.
The witness slides were reviewed in advance to check for potential bias by the oversight panel.
The panel identified whether changes were “required” or “advisory”. All “required” changes, and
most “advisory” changes were made prior to the start of the jury.

Date

Witness presentation topic

Witness

19 Jan

Where are we now, how did we
get here and what happens
next?

Micky Griffith, One Gloucestershire (NHS)

20 Jan

a) What is Fit for the Future
(FFTF)?

a) Prof. Mark Pietroni, One Gloucestershire
(NHS)
14
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b) What does a good NHS
consultation process look like?
c) What does good consultation
information look like?
Jan 21

a) What has the FFTF
engagement and
consultation process been?
b) What information has the
NHS provided for the public
consultation?

Jan 22

What in your view were the
strengths and weaknesses of
the FFTF public consultation?

b) Frances Newell, NHS England

c) Frances Newell, NHS England
a) Micky Griffith and Becky Parish, One
Gloucestershire (NHS)

5

b) Becky Parish, One Gloucestershire (NHS)

Five separate presentations from community
representatives all on same topic:
Russell Peek, Staff Governor, Gloucestershire
Hospitals NHS Foundation Trust
Chris Hickey and Julius Marstrand, REACH
Angela Gilbert, Know Your Patch Networks
Trevor Rawlinson, Patient Participation Group
from Church Street Medical Practice
Vicci Livingstone-Thompson, Inclusion
Gloucestershire

Jan 26

a) What can we learn and
where should we be
cautious when interpreting
consultation results?

a) Richard Stockley, Surrey Heartlands
Health and Care Partnership

b) What were the results of
the consultation?

b) Becky Parish, One Gloucestershire (NHS)

The oversight panel
The oversight panel was appointed by Citizens Juries c.i.c. to help monitor and minimise bias. The
panel reviewed the citizens’ jury design, and much of the detailed jury documentation, including the
end-of-jury questionnaire, and the slides from the presentations by the expert witnesses, including
the video produced by the NHS to be presented alongside Mark Pietroni’s slides. Issues identified by
the panel were marked as either “advisory” or “required” and fed back to presenters resulting in
changes to these materials where appropriate. The three oversight panel members, chosen for their
lack of conflict of interest in any particular jury outcome, were:
•

Karen Newbiggin, Reader in Healthcare Policy and Management, Health Services
15
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•
•

Management Centre, University of Birmingham;
Ben Stokes, Chair of Health and Wellbeing Board, South Gloucestershire Council;
Helen Webb, Healthwatch Gloucestershire Manager.

The brief for the oversight panel is available at: https://citizensjuries.org/gloucestershire-hospitalsconsultation-2021-jury/ Each member of the oversight panel completed a questionnaire about
bias, published at the same webpage.
Two panel members was “fully satisfied” and one panel member was “mostly satisfied” that the
jury was designed with the aim of minimising bias. Two of the three panel members were “mostly
satisfied” that this aim was achieved, and one was “fully satisfied”.

5

Citizens’ jury project team and commissioners
The project manager was Malcolm Oswald, Director of Citizens Juries c.i.c. and an Honorary Research
Fellow in Law at The University of Manchester. He worked closely with the jury commissioners, the
jury facilitators, oversight panel, and expert witnesses. Kyle Bozentko, Executive Director of the
Jefferson Center and his colleague Sarah Atwood led the jury design process and facilitated the
juries. Chris Barnes and Amanda Stevens recruited and supported the jurors.
The juries were commissioned and paid for by NHS Gloucestershire Clinical Commissioning Group.
A Jury Commissioning Group comprising Micky Griffith, Becky Parish, Ellen Rule, Simon Lanceley,
all from One Gloucestershire oversaw the project and particularly the setting of the jury questions.
Malcolm Oswald provided three-weekly highlight reports to the Jury Commissioning Group, and
had liaison meetings with Becky Parish and Micky Griffith through the project.

16
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Appendix 2: The Jury Questions
The jury was tasked with responding to a number of questions set out below. The jury was designed to
prepare, inform and otherwise enable the jurors to provide reasoned answers to these questions (the
latter being set out in full in the Jurors’ Report).
The questions for the citizens’ jury are:
1. How good was the FFTF consultation process?
1a. What are the characteristics of a good consultation process?

5

1b. Based on what you have learned, how confident are you that the consultation process
has allowed all residents to contribute meaningfully to the decision-making process?
[Very confident/Fairly confident/Neutral/ Not that confident/Not at all confident]
-

What are the most important reasons to be confident?
What are the most important reasons to not be confident?

2. How good was the consultation information?
2a. What are the characteristics of good consultation information?
2b. Based on what you have learned, how confident are you that the information provided
through the consultation enabled residents to be adequately informed about the proposed
service changes?
[Very confident/Fairly confident/Neutral/ Not that confident/Not at all confident]
-

What are the most important reasons to be confident?
What are the most important reasons to not be confident?

3. What are the most important findings from the FFTF consultation results?
3a. What are the most important findings from the consultation for the NHS Governing
Bodies to consider (such as impact on local community, and suggestions to reduce any
negative impacts)?
-

Why?

4. Any other messages for the Governing Bodies?
Is there anything else about the consultation that a majority of the jury would like the NHS
Governing Bodies to consider in the decision-making process?

17
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Summary
The 99 bus service connects Gloucester Hospital, Gloucester Bus station, Arle Court Park and Ride, Cheltenham Town Centre and
Cheltenham General Hospital. This service runs 06:35 – 19:50 Mon – Fri every 30 mins. This service is free to staff with a valid
permit and a charge is made to the public.
The 94 bus operates between Gloucester bus station and Cheltenham Promenade. Services commence at 04:30 and operate until
00:20 Monday to Friday. This service runs every 15 mins at peak times and every 30 mins at other times. On a Saturday the
service runs from 04:30 – 00:20 - every 20 mins at peak times. On a Sunday the service commences at 06:00 and runs until 23:27 every 30 mins during peak times.
Current services to/from hospitals:
 Service 24 – Late night journeys between Cinderford and Gloucester – 23:10
 Service 22 – Between Gloucester-Cinderford-Coleford – 23:06
 Service 41 – Between Tewkesbury (Ashchurch / Northway) and Cheltenham – 23:30
 Service D/E – Cheltenham / Hatherley / Bishop’s Cleeve – 23:02
 Service 98 – Between Gloucester – Longford - Churchdown – Cheltenham – 23:40
 Service 66 – Between Stroud, Stonehouse and Cheltenham – 19:00
During the week the last bus from Gloucester to key towns is at:
 Cheltenham – 23:45
 Tewkesbury – 18:20
 Stroud – 19:35
 Dursley – 17:53
 Cirencester – 18:25
 Tetbury – 16:35
 Coleford – 23:05
 Lydney – 23:05
All will have a connection with the 99 bus. Although the final 99 bus service runs from GRH at 19:45 arriving at Gloucester bus
station at 19:50.

6

The Gloucestershire County Council lead Local Transport Plan (LTP has bus travel as one of its key themes and although
perceived as poor the bus network does have key routes linking up Gloucester, Cheltenham and key towns that run on a regular
basis during peak hours as seen in appendix 5.
At the moment, GCC spend roughly £2.5 million a year on subsidised routes across the county. This remains a significant
investment in public transport especially as in recent years some Councils have dramatically scaled back their funding.
The LTP is currently being refreshed up until 2041 which will set out strategic ambition for bus travel this sets out a commitment to
making GP surgeries accessible with 45 minutes.
The average journey time by train between Cheltenham Spa and Gloucester is 10 minutes. On an average weekday, there are 60
trains travelling from Cheltenham Spa to Gloucester.
The following stations in Gloucestershire have services with direct trains to Cheltenham and Gloucester
 Stroud
 Kemble
 Stonehouse
 Cam & Dursley
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During the week the last bus from Cheltenham to key towns is at:
 Gloucester – 23:30
 Tewkesbury – 23:30
 Stroud – 19:00
 Dursley – 16:53*
 Cirencester – 19:12
 Tetbury – 15:40
 Coleford – 22:05*
 Lydney – 22:05*
All will have a connection with the 99 bus. Although the final 99 bus service runs from CGH at 19:46 arriving at Clarence Parade at
19:50.

6
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Ashchurch for Tewkesbury
Lydney
Moreton-in-Marsh also has trains that run to Gloucester & Cheltenham although a change is required.
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The following community and Voluntary transport providers operate in Gloucestershire.
 Connexions – County wide
 Lydney DAR
 Cotswold Friends
 Newent DAR (Shepard House).
A Non-Emergency Patient Service exists for some people are eligible. These services provide free transport to and from hospital for
people who have a medical need for it.
GCC currently operates three Park & Ride facilities. It owns the Park & Ride at:
 Waterwells – For Gloucester
 Arle Court – For Cheltenham
 Cheltenham Racecourse – For Cheltenham
Age UK Survey - People were asked to indicate their main form of transport from a list of options and nearly half of respondents
were drivers 49.37 % responded that it was by a vehicle driven by me
*No specific service. Allowing an hour to travel to Gloucester to connect at Gloucester bus station.
Subject area
99 Bus GRH
– CGH

Narrative
This service links staff and passengers to Gloucestershire Royal
and Cheltenham General Hospitals (GRH & CGH) five days a
week (Monday to Friday excluding Bank Holidays).This service is
funded by the NHS.

Link
Link to service timetable https://www.gloshospitals.nhs.
uk/about-us/newsmedia/press-releasesstatements/new-99-shuttlebusservice-launches/

Appendix
Appendix 1
Service
timetable

6
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Bus stops
Cheltenham:
 Clarence Parade - Buses serving this stop include: D, E, F,
99, 94U, 94X
 North Street Stop 18 (by Primark) - Bus serving this stop:
99, F
 Albion Street - Buses serving this stop include 99, 606 &
606S, B, F, 801
 Cheltenham General Hospital, College Road
 Arle Court Park and Ride
*St James St (on the return loop from Gloucester to Cheltenham
only)
The service runs 06:35 – 19:50 Mon – Fri.
Gloucester:
 Gloucester Bus Station, Market Parade
 Gloucestershire Royal Hospital, Tower Block entrance
For staff:
Travel is free on display of a valid staff ID card (GHNHSFT).
However, a £1 fare is applicable to staff joining the service at Arle
Court Park and Ride (this includes car parking).
For the public:
 CGH to GRH: Single: £3.30 Return: £5
 Cheltenham town centre to CGH: Single: £1.50 Return: £2
 GRH to CGH: Single: £3.30 Return: £5
 Gloucester bus station to GRH: Single: £1.50 Return: £2
Please see appendix 1 for the service timetable.

6
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Travel between Gloucester and Cheltenham 7 days per week.

94 timetable

Services commence at 04:30 between Cheltenham and
Gloucester until 00:20 Monday to Friday. This service runs every
15 mins at peak times and every 30 mins at other times.

https://tiscon-mapsstagecoachbus.s3.amazonaws
.com/Timetables/West/2021/9
4.pdf

On a Saturday the service runs from 04:30 – 00:20 on every 20
mins at peak times.
On a Sunday the service commences at 06:00 and runs until
23:27 every 30 mins during peak times.
Please see appendix 2 for the service timetable.
Moovit travel
analysis to
GRH

Travel analysis using the Moovit website indicates that GRH is
relatively well connected to the local network and that several
services that pass near to GRH.
The appendices indicated ‘live’ end to end travel times at a point
in time.

https://tiscon-mapsstagecoachbus.s3.amazonaws
.com/Timetables/West/2020/9
4041020.pdf
Moovit urban mobility app
https://moovitapp.com/
How to get to GRH from
various locations and
indicative travel times–
https://moovitapp.com/index/e
n-gb/public_transportationGloucestershire_Royal_Hospit
al-South_West-site_88642552106

Appendix 2
Service
timetables
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94 Bus
service
between
Gloucester
and
Cheltenham
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Travel analysis using the Moovit website indicates that CGH is
relatively well connected to the local network and that the several
services that pass near to CGH.
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The appendices indicated ‘live’ end to end travel times at a point
in time.

Moovit urban mobility app
https://moovitapp.com/
How to get to CGH from
various locations and
indicative travel times
https://moovitapp.com/index/e
n-gb/public_transportationCheltenham_General_Hospital
-South_West-site_88702042106

Buses that
stop at GRH
and CGH

Current services to/from hospitals
 Services 94 and 10 still operate evening services between
Gloucester and Cheltenham and prior to pandemic they
appeared to be working well.
 Service 24 – Late night journeys between Cinderford and
Gloucester
 Service 22 – Between Gloucester-Cinderford-Coleford
 Service 41 – Between Tewkesbury (Ashchurch / Northway)
and Cheltenham
 Service D/E – Cheltenham / Hatherley / Bishop’s Cleeve
 Service 98 – Between Gloucester – Longford Churchdown – Cheltenham
 Service 66 – Between Stroud and Stonehouse

Tab 6 Appendix Four

Moovit travel
analysis to
CGH
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Bus strategy
/ LTP

Analysis of the first and last bus home from
 Cheltenham
 Tewkesbury
 Stroud
 Dursley
 Cirencester
 Tetbury
 Coleford
 Lydney
Please see appendix 3 for a summary and appendix 4 for a travel
map.
General
Bus routes can be commercial – run by a company. In this case,
the route needs to bring in enough revenue from passengers to
make it viable/sustainable for that operator without receiving any
subsidy funds from GCC.

Appendix 3
Analysis
matrix
Appendix 4
Analysis
map

Local transport plan

If a route is required for a community but is not commercially
viable, the route can be subsidised. This is where a local authority
(in our case, Gloucestershire County Council) pays an operator
what is required to provide the route. We use a fully compliant
tendering process to ensure best and most efficient use of public
funds.

Appendix 5
Gloucesters
hire bus
network (by
frequency of
services)
Appendix 6
Tiered
services with
differing
funding
streams

At the moment, GCC spend roughly £2.5 million a year on
subsidised routes across the county. This remains a significant
investment in public transport especially as in recent years some
Councils have dramatically scaled back their funding.
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First and last
bus analysis
from GRH
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As the car has become more popular in rural areas (no scheduling
is required), especially in the evenings, some bus users have
moved to using their cars rather than hard-to-reach public
transport. As such, some commercial bus services have reduced
their journey number (per day), due to decreased revenue, and for
those routes that are subsidised, the council has to maintain or
increase subsidy to cover the decreasing revenue.
Aims and objectives:
The purpose of continuing to maintain and develop the bus
network is three-fold:
 To support the economy and growth by providing access to
facilities and services for people with no alternative.
 To support efficiency within society and the economy by
offering travel choice for people with private transport.
 To support measures to promote health and fitness and
care for the environment.
Frequency of offer:
Frequency of services does differ across the County and this is
demonstrated in appendix 5. Although, it should be noted the
areas that receive a tier 1 or tier 2 service which tend to be
commercially or part commercially viable services.
Funding:
Bus services are subject to a 3 tier funding system –
 Core Services – High frequency (ie no GCC funding).
 Intermediate – Frequent bus services (mix of commercial
and subsidised services).
 Supported services – (infrequent and mostly subsidised).

6
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From the draft LTP:
• It is important for GCC to direct its financial resources effectively
with the aim of improving the commercial viability of the network
through the provision of complementary services and specific
services that meet particular policy objectives, such as avoiding
social exclusion or isolation. Access to education and training,
employment, non-emergency health care and essential (food)
shopping are considered priorities.
Any significant changes to funding or the allocation of funding
would be considered a ‘Key Decision’ and would be subject to a
process that included consultation.
LTP priority - below is the LTP priority relating to bus travel.
LTP PI-10 - Maintain bus passenger access. Outputs from this
indicator will assist in understanding the impacts of LTP Policy
Documents 1 Public & Community Transport. This indicator
reports access by public transport within 45 minutes to GP
surgeries it provides a good proxy for network coverage as GP
surgeries tend to be located close to other local services. The
target is to maintain level of access to GP services and facilities
by public transport within 45 minutes.
Please see appendix 5 which provides an overview of the
Gloucestershire bus network and appendix 6 which provides
some more detail around funding of the busses in the County.

6

The average journey time between Cheltenham Spa and
Gloucester is 10 minutes. On an average weekday, there are 60
trains travelling from Cheltenham Spa to Gloucester. The journey
time may be longer on weekends and holidays.
 The first train weekday train from Gloucester is at 04:17
and the last train at 00:56.
 The first weekday train from Cheltenham is at 04:56 and
the last train at 23:03.
 The fastest journey time by train is 8 minutes.

Timetable information is
available here –

Train travel
in
Gloucestershire

The following stations with trains to Cheltenham and Gloucester
• Stroud
• Kemble
• Stonehouse
• Cam & Dursley
• Ashchurch for Tewkesbury
• Lydney
 Moreton-in-Marsh also has trains between Gloucester &
Cheltenham although a change is required.
Gloucestershire County has a responsibility to have a Local
Transport Plan (LTP). The LTP sets out the long term transport
strategy between 2015 and 2031. To put the LTP into context
please see.

More details on local train
times can be found here -

Local
Transport
Plan (LTP)

The LTP draws together 6 connecting place based strategies and
is currently undergoing a refresh, the refresh will look forward to
2041 and it is now in a draft format.
The draft vision is:
‘A resilient transport network that enables sustainable economic
growth by providing travel choices for all, making Gloucestershire
a better place to live, work and visit’

https://www.thetrainline.com/tr
ain-times/gloucester-tocheltenham-spa

https://www.thetrainline.com/

Links to the LTP document
https://www.gloucestershire.go
v.uk/transport/gloucestershires
-local-transport-plan-20152031
Connecting places strategies
https://www.gloucestershire.go
v.uk/transport/gloucestershires
-local-transport-plan-20152031/connecting-placesstrategies-cps/

Tab 6 Appendix Four

Extraordinary Governing Body Meeting FFTF Thursday 18 March 2021-18/03/21

Train travel
between
Gloucester
and
Cheltenham
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Appendix 7 sets out how the plan is funded, appendix 8 its
proposed objectives and 9 the context of the document and who
feeds into the process of creating the plan.

Appendix 8
LTP
Objectives
Appendix 9
LTP context.

Community & Healthwatch Gloucestershire is not a transport provider but
Voluntary
signposts to community and Voluntary transport providers.
travel
The main groups are:
 Connexions – County wide
 Lydney DAR
 Cotswold Friends
 Newent DAR (Shepard House).

Voluntary Groups
https://www.gloucestershire.go
v.uk/transport/communitytransport/

GCC provides £0.5 million per year in annual grants to support
community transport providers, as this is often the last line of
access to public transport for vulnerable people.
It is an LTP aspiration that there may be opportunities to protect
and enhance community transport through a Total Transport
approach. This would draw together the resources deployed on
various types of specialist provision, including non-emergency
patient transport and school transport47. Such integration will
provide economies of scale by linking together different
passenger demands and increasing utilisation of existing vehicles.
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In delivering the LTP, funding is achieved from various sources
who are all stakeholders in the decision making process.
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GCC is progressing this idea through the Thinktravel Total
Transport portal which will bring community, voluntary and public
transport together under one platform, making accessible
transport available to a wider audience, that previously have not
considered these options as a travel choice. This could include
better integration of the funding and delivery of patient care
transport, demand responsive community transport services and
car or lift-share schemes. There is a need to clarify the training
and permit requirements for those providing shared services.
NonEmergency
Patient
Transport
Services

Non-emergency patient transport services
Some people are eligible for non-emergency patient transport
services (PTS). These services provide free transport to and from
hospital for people who have a medical need for it.
The NHS determines that patients are eligible for free nonemergency transport when:
 The medical condition of the patient is such that they
require the skills or support of PTS staff during the journey
and where it would be detrimental to the patient’s condition
or recovery if they were to travel by other means: and/or
 The patient’s medical condition impacts on their mobility to
such an extent that they would be unable to access
healthcare or it would be detrimental to the patient’s
condition or recovery to travel by other means.
In Gloucestershire this transport is provided by E-zec Medical
Transport Services Ltd. If you think you might be eligible to
receive non-emergency patient transport, call The Patient
Transport Advice Centre (PTAC) direct on 01278 726968.
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You will be asked some questions about yourself or the person
you are booking transport for and they will be able to tell you if
you/they are eligible. PTAC’s assessment will be based on
Department of Health Guidelines.
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If you are eligible they will take some further details to make sure
the right type of transport and support is provided and will take
your booking.
Park & ride

Age UK

GCC currently operates three Park & Ride facilities. It owns the
Park & Ride at:
 Waterwells – For Gloucester
 Arle Court – For Cheltenham
And has a facility at:
 Cheltenham Racecourse – For Cheltenham

Cheltenham Racecourse

Services run between 07:00 and 19:00 Monday – Saturday and
08:30 and 18:00 on a Sunday.

https://www.gloucestershire.go
v.uk/transport/park-ridegloucester-and-cheltenham/

https://www.stagecoachbus.co
m/promos-andoffers/west/cheltenham-parkand-ride

In the spring of 2019 we conducted further engagement activity
with older people across Gloucestershire, asking about their
experiences of living in the county and how it could be better. The
purpose of this activity was to provide further clarity to our initial
focus group findings, by gaining insight from a larger number of
older people across Gloucestershire.
Key findings:
It is easy for me to get around and access the activities I do and
the services I need.

6
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Respondents were asked to indicate how far they agree or
disagree with this statement.
 57.5% agreed or strongly agreed that it is easy for them to
get around
 27.7% disagreed or strongly disagreed.
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What is your main form of transport?

COVID 19

People were asked to indicate their main form of transport from a
list of options and nearly half of respondents were drivers.
 49.37 % responded that it was by a vehicle driven by me
 11.72 % responded that it was a vehicle driven by a friend
or relative
 6.28 % responded that it was a vehicle driven by a partner
 23.43 % responded that the bus was the main form of
transport
 The remainder of the responses were a mixture of walking
13.8% and taxi, train and bicycle
It should be noted that travel timetables have been amended to
adjust to passenger demand which has changed through
Lockdowns, working from home and general changes in
behaviour due to COVID-19. In general the first and last services
each day have not been removed from service timetables.
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Appendix 1

99 Service timetable
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94 Service timetable
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Analysis map

Extraordinary Governing Body Meeting FFTF Thursday 18 March 2021-18/03/21

6

Tab 6 Appendix Four

Appendix 5

Gloucestershire bus network (by frequency of services)
Extraordinary Governing Body Meeting FFTF Thursday 18 March 2021-18/03/21

6

559 of 634

Tab 6 Appendix Four

560 of 634

Appendix 6

Tiered services with differing funding streams
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LTP Objectives
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Benefit Realisation Plans
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This document presents the proposed benefits that are planned as a result of the proposed service changes in the Fit for the Future
Programme (Phase 1). These plans will be developed through the business case process the baseline and outcome metrics are confirmed prior
to implementation1.
The identified benefits include:

1



Improved patient outcomes



Improved patient experience



Improved staff experience



Improved staff recruitment and retention



Improved efficiency and effectives ness (cash releasing)



Improved efficiency and effectives ness (non-cash releasing)

It should be noted that Gastroenterology and T&O are currently pilots and therefore the benefits are those that have accrued as a result of their implementation.

1
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Desired benefit pre change

Stakeholders
impacted

Enablers
required to
realise benefit

Outcomes
Displayed if benefit
realised

Current (PreCOVID)
Baseline measure

Who is
Responsible?

Target
date

Learning / Indications from Temporary COVID
19 Changes

Improvement in staffing workload –
Risk S2275- Risk of sub-optimal
staffing caused by a combination of
insufficient trainees and increased
demand resulting in compromised
trainee supervision, excessive work
patterns and impacting on the ability
to run safe and high quality surgical
rotas

Patients
Junior doctors
Deanery
Consultants

Reallocation of
workload by
centralising the
emergency service.
Rota redesign

Enhance training and
support for staff.
Retention and possible
increase of trainee
doctors
Increasing registrar
presence at GRH to 2 to
enable better support
and workload

Risk (S2275)
Score: Extreme Risk
16- Workforce
12- Statutory
10- Finance
In a 7 month period
in 2019 15% of EGS
shifts were not
covered (390 out of
2599) Rota gaps
increased by 46%
over the past 3 years

Surgical
Division

First quarter
2021/22

Rotas are still not optimal as covering CGH in a nonsustainable rota; however the new rota has shown
marked improvement with significantly improved
resilience and a reduction in locum shifts.
Risk (S2275) has been reviewed following temporary
co-location at GRH
Score: Moderate Risk
6- Workforce
6- Statutory
6- Finance
Opportunity to reduce locum spend but yet to be
quantified.

Improvement in trainee
environment- Risk S3035 to safe
service provision caused by an ability
to provide an appropriate training
environment leading to poor trainee
feedback which could result in a
reduction of trainee allocation
impacting further upon workforce
and safety of care

Patients
Junior doctors
Deanery
Consultants

Reallocation of
workload by
centralising the
emergency service.
Rota redesign

Retention and possible
increase of trainee
doctors

Risk (S3035)
Score: Extreme Risk
15- Workforce
Deanery feedback is
poor.

Surgical
Division

First quarter
2021/22

Rotas are still not optimal as covering CGH in a nonsustainable rota; however already there is a marked
improvement with trainees now able to continue
operating alongside consultants without being
interrupted to review patients who require admission
or escalation.
Risk (S2275) has been reviewed following temporary
co-location at GRH
Score: High Risk
9- Workforce

Improved senior surgical review.
Risk S2930-Insufficient senior
surgical cover resulting in delayed
senior assessment and delays to
urgent treatment for patients- Risk
to patient safety

Patients
Junior doctors
Deanery
Consultants

Reallocation of
workload by
centralising the
emergency service.
Rota redesign

Ability to assess
patients in a timely way
resulting in faster
assessment and
treatment for patients

Risk (S2930)
Score: Extreme Risk
15- Quality
12- Safety
10- Statutory

Surgical
Division

First quarter
2021/22

Following the temporary centralisation of EGS, data
collected by the Surgical Assessment unit has shown
that the waiting time has reduced markedly with an
increase of 81% to 93% of patients reviewed within 4
hours
Score: Moderate Risk
4- Quality
4- Safety
4- Statutory

2
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Stakeholders
impacted

Enablers
required to
realise benefit

Outcomes
Displayed if benefit
realised

Current (PreCOVID)
Baseline measure

Who is
Responsible?

Target
date

Learning / Indications from Temporary COVID
19 Changes

Improved access to sub specialty
treatment and equity of care. Risk
S3036 shows sub-optimal care for
patients with conditions requiring
specific care (upper or lower GI)
caused by inability to provide subspecialty rotas and resulting in
inequitable are and different clinical
outcomes

Patients

In the proposals
there are plans to
have two
consultants on call
one upper and one
lower GI

The on call
arrangements
described would
ensure that patients
requiring subspecialty
expertise receive it in a
timely way

Risk (S3036)
Score: Extreme Risk
15- Quality

Surgical
Division

First quarter
2021/22

Following the temporary centralisation of EGS the
new on call arrangements have been trialled enabling
a reduction in delay to theatre and better continuity
of care.
Score: Moderate Risk
6- Quality

Better access to emergency theatre.
Risk S3038- A risk of sub-optimal
care with delays for patients
requiring surgical treatment caused
by limited day time access to
emergency theatres resulting in
increased length of stay and poor
patient experience

Patients
Junior doctors
Consultants

To increase
emergency theatre
provision to one 24
hrs a day and a
second 08.00-18.00

To allow more timely
surgery and avoid
working after 20.00hrs
on patients who should
receive surgery during
normal working hours
(national guidance)

Pre COVID baselineDuring February
2020; 42 operations
were carried out
between the hours of
20.00 to 08.00
Risk (S2930)
Score: Extreme Risk
16- Quality
9- Safety

Surgical
Division

First quarter
2021/22

April- August 2020; 152 operations were carried out
between the hours of 20.00 to 08.00 (an average of
30 a month) This shows a reduction of 40%. It is
anticipated that this would further improve if the
vascular surgical team are not sharing the emergency
theatre as they have during the COVID period
Risk (S2930)
Score: High Risk
12- Quality
9- Safety

The provision of a protected
dedicated Surgical Unit. If the wards
are not ring-fenced other patients’
sometimes medical patients are
accommodated on the surgical ward
and in turn surgical patients are then
outliers in other wards. This makes
the care more difficult for the on-call
team.

Patients
Junior doctors
Consultants

To ring-fence wards
5A and 5B.

This will create a
dedicated area for
General Surgery
including a Surgical
assessment Unit which
will improve patient
care.

Pre COVID baselineThere were 41.9 beds
used for emergency
surgical outliers in
the 4 months prior to
COVID November
2019-Feb 2020. An
average of 10.5 beds
a month

Surgical
Division

First quarter
2021/22

During the COVID changes from April-August 2020
there were 33 outliers. An average of 6.6 a month

3
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Desired benefit pre change
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Stakeholders
impacted

Enablers
required to
realise benefit

Outcomes
Displayed if benefit
realised

Current (PreCOVID)
Baseline measure

Who is
Responsible?

Target
date

Learning / Indications from Temporary COVID
19 Changes

To Reduce the admission rate.
By providing improved senior review
for emergency patients in ED or the
Surgical Assessment Unit. Currently
in theatre whilst the other is
available to support junior staff in
the assessment of emergency
patients. This will avoid unnecessary
admission. The rate of emergency
Admission is 9.7% higher than peer
groups.
Achieve compliance with
Regulatory Bodies. Currently
emergency theatre provision at CGH
does not comply with NCEPOD
regulations as there is not dedicated
emergency theatre provision 24/7

Patients
Hospital
capacity

By having two
consultants on call,
one will be in
theatre whilst the
other is available to
support junior staff
in the assessment
of emergency
patients.

Improved patient
pathway and patient
experience
The plan is to reduce
the admission rate by
20%- 455 admissions
but this is non-cash
releasing (~£314,000)

Pre COVID baselineTo reduce the
number of
admissions. In the
year prior to COVID
March 2019 to Feb
2020 there were
6895 admissions. An
average of 574.6 a
month

Surgical
Division

First quarter
2021/22

Emergency Surgery admissions from April to August
2020 were 2277 An average of 455.4 a month.
Indicating a drop in admissions of 21%

Patients
All Staff
Trustwide

Patients

Compliance with
NCEPOD
recommendations

Emergency theatre
provision at CGH
does not comply with
NCEPOD regulations
as there is not
dedicated emergency
theatre provision
24/7

Surgical
Division

First quarter
2021/22

Proposed Theatres provision at GRH is compliant with
NCEPOD recommendations
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Benefits Realisation- Centralisation of elective colorectal (lower GI) services to one site (C5 & C6).
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Desired benefit pre change

Stakeholders
impacted

Enablers
required to
realise benefit

Outcomes
Displayed if benefit realised

Current (Pre-COVID)
Baseline measure

Who is
Responsible?

Target
date

The provision of a protected dedicated
Surgical Unit. If the wards are not ringfenced other patients’ sometimes medical
patients are accommodated on the surgical
ward and in turn surgical patients are then
outliers in other wards. This makes the
care more difficult for the on-call team.

Patients
Junior doctors
Consultants

To ring-fence
ward

This will create a dedicated area for
colorectal surgery which will improve
patient care.

Pre COVID outlier baselineThere were 7.9 bed days with
outlying colorectal patients in the
6 months prior to COVID Sept
2019-Feb 2020. An average of 1.3
a month

Surgical Division

First quarter
2021/22

Greater capacity to cope with higher
levels of demand. Demand for healthcare
is increasing due to population growth

Patients
Regulatory targets18 week pathway

To centralise
elective colorectal
surgery

Number of elective inpatient
episodes. From March 2019 to
Feb 2020 were 166, an average of
14 a month.

Surgical Division

First quarter
2021/22

To implement ERAS (enhanced
recovery after surgery) programme

Patients
Consultants
Nursing Staff

To centralise
elective colorectal
surgery

Length of stay and patient
feedback

Surgical Division

First quarter
2021/22

Workforce benefits

Consultants
Nursing Staff
Junior Doctors

To centralise
elective colorectal
surgery

A centralised service will provide
more capacity and increased levels of
efficiency to support higher levels of
demand
Additional 16 Inpatient cases PA x
£4,159 per average PbR income.
Total increased income of £43,254
Non-cash releasing
A single site will facilitate the
standardisation of practice which will
give clear pathways resulting in
better patient, nursing and junior
doctor experience
LoS reduction of one day per case;
166 cases PA x cost of a day in
hospital £300 gives a total saving of
£49,800. However this is already
included in the SSDP (Surg 05)
It is anticipated that centralisation
will enhance the training and support
offered to staff. It will also form
closer working relationships and peer
support.

Deanery feedback is currently
poor.
Nursing feedback to be recorded

Surgical Division

First quarter
2021/22
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Desired benefit pre change

Stakeholders
impacted

Enablers
required to
realise benefit

Outcomes
Displayed if benefit realised

Current (Pre-COVID)
Baseline measure

Who is
Responsible?

Target
date

Reduction in cancellations due to bed
pressures. Currently approximately 55% of
upper and lower GI day surgery cases are
performed at GRH. As GRH hosts more
emergency work, peak pressures on beds
can result in the cancellation of non-urgent
day cases.

Patients

To move elective
day cases for both
upper & lower GI
to CGH.

Over 400 cancellations for nonclinical reason were recorded in the
past year the majority of these were
day cases.

Surgical Division

First quarter
2021/22

Greater capacity to cope with higher
levels of demand. Demand for healthcare
is increasing due to population growth

Patients
Regulatory targets18 week pathway

To centralise
elective general
surgery day cases

Number of elective day case
episodes. In the year from February
2019 to January 2020 were 622, an
average of 52 per month.

Surgical Division

Second quarter
2021/22

Reduction in length of stay. Day surgery
principles are fundamental to modern
patient care

Patients

To centralise
elective general
surgery day cases

Improved patient experience
Each cancellation means that theatre
is not utilised. A theatre sessions
costs approx. £2,000 to staff and
there are approximately 4 cases in
each session (£500 per case and
there is an assumption 300
cancellations in GS can be prevented.
There will be a saving of £150K PA
A centralised service will provide
more capacity and increased levels of
efficiency to support higher levels of
demand
If there is an increase of 10% there
will be an additional 62 cases PA x
the average cost of a day case
£4,159. (£167,000)
Shortened length of stays improves
outcomes and earlier mobilisation
reduces the risk of hospital acquired
infections and venous
thromboembolism
If an hour is removed from every
procedure, this will give 30 bed days.
A reduction of £9,000 (assuming that
the cost of a bed day is £300).
However this is already included in
the SSDP business case (Surg 05)

The British Association of Day
Surgery (BADS) has listed an index of
listed procedures that are optimally
done as a day case. The BADS target
is to undertake 95% of these cases as
day surgery. The target for general
surgery at Gloucestershire Hospitals
is currently 75%

Surgical Division

Fourth quarter
2021/22

Standardisation of pathways. High
volume, non-complex cases are particularly
suited to geographical separation

Patients
Consultants
Nursing Staff

To centralise
elective general
surgery day cases

A single site will facilitate the
standardisation of practice which will
give clear pathways resulting in
better patient, nursing and junior
doctor experience

Patient feedback via FFT

Surgical Division

Second quarter
2021/22

6
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Consultants
Nursing Staff
Junior Doctors

To centralise
elective general
surgery day cases

It is anticipated that centralisation
will enhance the training and support
offered to staff. It will also form
closer working relationships and peer
support.

Deanery feedback is currently poor.
Nursing feedback to be recorded

Surgical Division

First quarter
2021/22
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Desired benefit

Stakeholders
impacted

Increased number of ED attendances
managed by SDEC on both sites–
avoiding admission

Patients
attending ED

Consistent provision of consultant
review within 14 hours of arrival

Acute Medical
admissions

Earlier access to ‘in reach’ advice from
other specialties

Acute medical
patients, acute
medical team

Enablers
required to
realise benefit
Redistribution
of medical
registrars across
sites
Extended use of
CINAPSIS
Extending
opening hours
of SDEC in CGH
(from 6pm to
8pm Mon-Fri)
Centralised
acute medical
take rota

Outcomes displayed if benefits realised

Current baseline measure

Who is
responsible?

Target date

CGH - Reduction in AEC associated
admissions with a LOS of <24hrs,
reducing number of admissions by
1,416
GRH – 40% of acute medical take
managed by SDEC
Non-cash releasing benefits included in
SSDP (£1.3m)

CGH - AEC associated
admissions with LOS of <24hrs
is 1416

Medical
Division

First quarter
after
implementation

90 % of inpatients reviewed within 14
hours of arrival. Reduction in ALOS on
AMU to 1.4 days
Non-cash releasing benefits included in
SSDP (£1.56m), potential additional
£144,000

% patients assessed within 14
hours on weekdays 67% and
48% at weekends
25660 admissions to ACUC
and AMU
LOS – current baseline shows
for AMU 0.86.
SSDP assumptions – ACUC
baseline 1.3, AMU baseline
1.2

Medical
Division

First quarter
after
implementation

Acute medical
take centralised
at GRH,
improving colocation with
other specialties

Earlier assessment of acute medical
patients, leading to:

See above

Medical
Division

First quarter
after
implementation

GRH – 29% of acute medical
take managed by SDEC

Reduction in admissions
Reduction in LOS on AMU to 1.4 days
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Stakeholders
impacted

Enablers
required to
realise benefit

Outcomes displayed if benefits realised

Current baseline measure

Who is
responsible?

Enhanced staff training and support

All staff of all
professional
groups

Where specialities
are centralised
this will enhance
the training and
support offered
to staff

Forges closer working relationship and peer
support.
Mentors affords easier access to those they
are mentoring and vice versa
Avoids forced duplication of training
provision
Management support more accessible
Improved staff morale
Natural progression to meet demands of a
developing service new roles/ways of
working
Positive impact on patient care
Reduction in staff turnover by 2%
Reduction in agency / locum costs
Cash and non-cash releasing benefits
included in GSSD (£913,000)
Improved staff satisfaction/morale will make
Acute Medicine a more attractive place to
work.
Not only improve retention of staff thus
reducing number of vacancies but act as a
magnet to attract new staff thus reducing
reliance upon agency.
Better able to support staff in terms of
flexible working
Reduction in number of vacancies
Reduction in staff turnover by 2% by the end
of the second year following implementation
Maintain GMC NTS GIM overall scores using
GRH scores as baseline
Staff Survey – improvement to staff
motivation to England Average
Reduction in workforce risk register scores
(M, 2434, Emer, - The risk of reduced safety,
patient experience and quality of care due to
inability to recruit and retain qualified
nursing staff across Unscheduled Care –
scored 8-12)

Medical Division turnover is
13.31%

Medical
Division

Improved recruitment and retention –
medical and nursing staff and overall staff
satisfaction

Medical and
Nursing Staff

New rotas to
support a
centralised acute
take.
Creation of more
attractive job
roles and training
opportunities
Overall impact of
improved morale
health and we
being

Target date

Assess success 6
& 12 months post
implementation
National NHS
Staff Survey

43% vacancy rate for acute
medical consultant physicians
Medical Division turnover is
13.31%
Workforce risks reduced to 4-6

Medical
Division

Third quarter post
implementation
Turnover – at end
of 2nd year 2%

9
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Desired benefit

7

Stakeholders
impacted

Workforce efficiencies through
centralising acute medical beds

Nursing staff

Improved patient pathway and
patient experience

Patients

Enablers
required to
realise benefit
Creation of a
centralised
acute medical
unit
All of the above
plus direct
admission
protocols

Outcomes displayed if benefits realised

Current baseline measure

Who is
responsible?

Reduction in 5.8 wtes (inclusive of
additional costs to extend SDEC at CGH)

Increased number of direct admissions
to CGH avoiding the need for admission
via the ED. Improved Family and Friends
scores % who would recommend the
service to England Average

Target date

Third quarter
from date of
implementation
Currently 2120 direct
admissions to CGH

Medical
Division

Second quarter
from
implementation
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Benefits Realisation – IGIS
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Desired benefit

Stakeholders
impacted

Improved access to interventional
radiology for patients on an
emergency pathway

Acute medicine,
Interventional
Radiology

Improved access to adjacent
specialty advice for second opinion /
clinical advice

Improved recruitment and retention
– medical and nursing staff

Interventional
Radiology,
Vascular Surgery,
Cardiology

Radiographers,
Radiologists,
cardiologists,
surgeons, nursing

Enablers
required to
realise benefit
Establishment
of 24/7 IGIS
Hub,
Centralisation
of the acute
take to GRH

Outcomes displayed if benefits
realised

Establishment
of 24/7 IGIS
Hub, relocation
of cath labs,
relocation of
hybrid theatre

Improved patient outcomes
Reduction in mortality
Reduction in morbidity

Establishment
of the 24/7 IGIS
Hub

Reduction in agency spend
Reduction in staff vacancies
Reduction in staff turnover

Current baseline measure

Who is
responsible?

Target date

Trustwide mortality rate
for patients admitted on
emergency pathway
Unable to baseline
morbidity rate
Trustwide average LoS
for patients admitted on
emergency pathway =
5.6 days

Radiology

2024
(following full
establishment
of the 24/7
IGIS hub

Trustwide mortality rate
for patients admitted on
emergency pathway
Unable to baseline
morbidity rate

Radiology,
Cardiology,
Vascular
Surgery

2024
(following full
establishment
of the 24/7
IGIS hub

D&S2051Rad Datix current score
= consequence 4 x Likelihood 3 =
12

Radiology,
Cardiology,
Vascular
Surgery

2024
(following full
establishment
of the 24/7
IGIS hub

Improved patient outcomes
Reduction in mortality
Reduction in morbidity
Reduced LoS

-

-

-

Not expected to be a statistically
measurable difference

Reduction in risk rating for
D&S2051Rad Datix (Risk of a
reduced radiology service due to
increase in vacancy and turnover
rate of skilled Radiographic staff)
= target score of 8 or below

11

7

Stakeholders
impacted

Enablers
required to
realise benefit
Co-location of
hybrid theatre
and IGIS Hub

Outcomes displayed if benefits
realised

Current baseline measure

Who is
responsible?

Target date

Workforce deployment efficiencies
through consolidation of radiology
locations

Radiographers

Reduction in radiographic
equipment downtime resulting
from staff shortages
Non-cash releasing benefit 20 x
£2,077 (£54,000)

Radiology

2024
(following full
establishment
of the 24/7
IGIS hub

Cardiology
inpatients,
emergency
admissions, E-zec

Relocation of
the cath labs

Cardiology

2021
(following
relocation of
cath labs)

Improved patient pathway for
patients requiring urgent vascular
input

Emergency
admissions

Relocation of
Vascular
surgery,
Centralisation
of the acute
take to GRH

2024
(following full
establishment
of the 24/7
IGIS hub

Patients, Surgical
division,
Interventional
radiologists

Commissioned
to undertake
new activity /
agreement to
undertake
activity under
the QE MDT

Vascular patients admitted via
GRH (this will need to offset by
the number of vascular patients
admitted via CGH) – Between
Feb19-Jan20 64 patients were
admitted as vascular inpatients
via GRH ED.
Unable to effectively measure
expected change in patient
experience
As detailed in bed impact

Vascular
Surgery

LoS reduction resulting from new IR
procedures replacing open surgery

Reduction in inter-site transfers
for emergency cardiac
interventions. Estimate reduction
of 62% inter-site transfer
(NCRB ~£25,000)
Average LoS reduction of 0.5 days
for each inter-site transfer
avoided (NCRB £39,000)
Resulting in improved patient
experience
Undifferentiated emergency
admissions will have access to
vascular care without the need to
transfer to CGH
Thereby improving the patient
experience and reducing time to
intervention
Reduction in inter-site transfers
for vascular inpatients admitted
via the other site (NCRB ~£3,400)
See bed impact detail
NCRB - 62 beds days @ £276
(£11,000)

IR suites have been closed on
approximately 20 occasions a
year as a result of radiographers
being unavailable. Had facilities
not have been out of action on
occasion because of breakdowns
this figure would be much higher.
Between Feb19-Jan20 678
Patients were admitted at GRH
on an emergency pathway and
required inter-site transfer to
CGH to access the cath labs

Improved patient pathway and
patient experience for emergency
patients requiring cardiac input

Interventional
Radiology

Subject to
commissioner
approval
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Stakeholders
impacted

Reduction in expired IR inventory
resulting from consolidated IR
locations

Interventional
Radiology

Increased revenue resulting from
repatriated activity

Reduction in patient travel resulting
from repatriated activity

Reduction in inter-site transfers
resulting from same site location of
vascular and dialysis services

Enablers
required to
realise benefit
Co-location of
hybrid theatre
and IGIS Hub

Outcomes displayed if benefits
realised

Current baseline measure

Who is
responsible?

Target date

Reduction in expired stock.
Target of 33% reduction (moving
from 3 sites to 2)
= dispose of less than £53k
CRB £27,000

During 2017/18 £80k of IGIS
consumable stock had to be
disposed of

Radiology

2024
(following full
establishment
of the 24/7
IGIS hub

Interventional
Radiology

Commissioned
to undertake
new activity /
agreement to
undertake
activity under
the QE B’Ham
MDT

£463,590 in potential additional
revenue (as detailed in financial
modelling)

£0

Radiology

Subject to
commissioner
approval

Gloucestershire
patients

Commissioned
to undertake
new activity /
agreement to
undertake
activity under
the QE B’Ham
MDT

Improved patient experience

N/A

Radiology

Subject to
commissioner
approval

Relocation of
vascular surgery
to GRH

Improved patient experience

During the six month period of
July 2019 – December 2019 72
site transfer-and-return journeys
were undertaken for vascular
inpatients requiring dialysis
= 146 transfer and return
journeys / annum

Vascular
Surgery

2024
(following full
establishment
of the 24/7
IGIS hub

Vascular
inpatients, E-zec

Avoided requirement for
Gloucestershire patients to travel
out of County to receive their
care.

No inter-site transfers required
for vascular inpatients requiring
dialysis.
NCRB 146 x £60 (£8,760)
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Desired benefit

7

Stakeholders
impacted

Enablers
required to
realise benefit
Establishment
of 24/7 IGIS Hub

Outcomes displayed if benefits
realised

Current baseline measure

Who is
responsible?

Target date

Improved robustness of OOH
interventional radiology service
resulting from radiologist vacancies

Radiology

Reduction in score of datix risk
D&S1636Rad (Risk of nonavailability of OOHs
interventional radiology service)
Target score of 9 or less

D&S1636Rad datix score =
consequence 3 x likelihood 4 = 12

Radiology

2024
(following full
establishment
of the 24/7
IGIS hub

Improved mortality and morbidity
rates within interventional
cardiology

Cardiology

Relocation of
the cath labs to
GRH and
centralisation of
the acute take

Reduction in morbidity and
mortality for the PPCI 24/7
programme and ACS treatment

Tbc

Cardiology

2024
(following
relocation of
the cath labs
and
centralisation
of the acute
take

Improved access to renal ward for
vascular opinion

Renal inpatients

Relocation of
vascular AC to
GRH

Better access to fistula patients
by vascular consultants.
Improved access to a vascular
opinion.
Quicker review of patients.

N/A

Vascular / Renal

Following
relocation of
vascular
service

Not expected to produce
measureable benefit
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NB: These Pilots have been implemented therefore benefits realised are in the Baseline
Benefits Realisation- Centralisation of Gastrointestinal Medicine
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Desired benefit pre change

Stakeholders
impacted

Enablers
required to
realise benefit

Outcomes
Displayed if benefit realised

Current (Pre-COVID)
Baseline measure

Who is
Responsible?

Target
date

Greater capacity to cope with higher
levels of demand. Demand for healthcare
is increasing due to population growth

Patients
Regulatory targets18 week pathway

To centralise
patients from two
sites to one
dedicated unit

A centralised service is more efficient
freeing clinicians to provide more
clinic and endoscopy capacity

Additional endoscopy lists a week.
Post pilot the service is regularly
achieving 5.6 additional endoscopy
lists a week

Medical Division

Fourth quarter
2018/19

Reduction in spend by no longer
outsourcing private services. Before the
pilot the service was unable to keep up
with demand necessitating the use of
private providers to undertake endoscopy
procedures

Patients
Regulatory targets18 week pathway

To centralise
patients from two
sites to one
dedicated unit

By becoming more efficient (as
described above) the service would
no longer need to ‘outsource’ to
private providers

The annual cost to GHNHSFT before
the pilot was £660K. Since the pilot it
has not been necessary to
‘outsource’ endoscopy services.

Medical Division

Fourth quarter
2018/19

Achieve the 6 week wait diagnostic target.
Before the pilot the service was unable to
achieve the target of 6 weeks for
endoscopy even with the use of private
providers to undertake endoscopy
procedures

Patients
Regulatory targets18 week pathway

To centralise
patients from two
sites to one
dedicated unit

By becoming more efficient (as
described above) the service would
no longer need to ‘outsource’ to
private providers

To achieve the 6 week diagnostic
target.
Pre pilot the service was unable to
achieve the target of 6 weeks for
endoscopy even with the use of
private providers to undertake
endoscopy procedures
Post pilot the trust has achieved the
6 week target

Medical Division

Fourth quarter
2018/19

Reduced time to ‘be seen’ by a
gastroenterologist. This refers to a request
via e-referral

Patients

A ‘consultant of
the day’ rota to
be established

Pilot target was that all patients
should be seen within 24 hours.
Pre pilot results 24-48 hours
Post pilot results 6-12 hours

Medical Division

Fourth quarter
2018/19

Decrease in the number of violence and
aggression incidents within the service.

Patients
All Staff

Improvement of
the time taken to
assess patients

A ‘consultant of the day’ rota to be
established to provide support for
two ‘high acuity beds’ at GRH and
provide referrals in a more timely
way
The system described above will
enable patients to be reviewed
earlier and prevent delays which lead
to agitation

A decrease in reported incidents
involving violence and aggression
within the service.
Before pilot there were an average of
8.5 a month
After the pilot there were an
average of 1.6 a month

Medical Division

Fourth quarter
2018/19
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Stakeholders
impacted

Enablers
required to
realise benefit

Outcomes
Displayed if benefit realised

Current (Pre-COVID)
Baseline measure

Who is
Responsible?

Target
date

Reduction in length of stay.

Patients

To centralise
patients from two
sites to one
dedicated unit

Shortened length of stays improves
outcomes and earlier mobilisation
reduces the risk of hospital acquired
infections and venous
thromboembolism

Medical Division

Fourth quarter
2018/19

More responsive to GP requests

Patients
GPs
Consultants

Provide an
‘Advice and
Guidance’ service
to GPs

Medical Division

Fourth quarter
2018/19

Improvement of patient experience.

Patients

To centralise
patients from two
sites to one
dedicated unit

Direct communication between GPs
and consultants enables best care for
patients which can either result in
the prevention of an Inpatient
admission or a more streamlined
admission where the patient is
admitted directly to the gastro ward
A single dedicated unit will provide
timely admission to a ward staffed by
an expert team of nurses and doctors

Monitor Length of stay.
Reports show fluctuation in length of
stay. However because there are
more patients being seen quickly on
admission and discharged home
straight from the Acute Medical
Ward the previous shorter stay
admissions are no longer required.
Monitor the number of requests.
Since the start of the pilot the
gastroenterology service receives
between 120 and 150 GP requests
for help in managing this patient
group.

Medical Division

Fourth quarter
2018/19

Improved Junior Doctor training

Junior Doctors

To centralise
patients from two
sites to one
dedicated unit

Patient feedback via FFT (Friends and
Family Test)
Prior to pilot results: Positive 79%,
Negative 6.98%
After pilot results: Positive 91.49%,
Negative 2.13%
Monitor deanery feedback

Medical Division

Fourth quarter
2018/19

Workforce benefits

Consultants
Nursing Staff

To centralise
patients from two
sites to one
dedicated unit

Monitor Feedback:
Consultant feedback overwhelmingly
positive, able to concentrate on their
own specialty.
Nursing feedback agreed that the
changes gave patients the correct
environment with the right expertise.

Medical Division

Fourth quarter
2018/19

Improved access to teaching ward
rounds.
Manageable workload.
Increase opportunities to attend
endoscopy sessions and clinics.
It is anticipated that centralisation
will enhance the training and support
offered to staff. It will also form
closer working relationships and peer
support.
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Benefits Realisation- Trauma & Orthopaedics
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Desired benefit pre change

Stakehold
ers
impacted

Enablers
required to
realise benefit

Outcomes
Displayed if benefit realised

Current (Pre-COVID)
Baseline measure

Who is
Responsible?

Target
date

Improved senior surgical review.
Prior to the changes there were
often prolonged waits for senior
Orthopaedic Opinion because the
on-call team might be undertaking
other duties, for example working
in clinic or theatre.

Patients
Junior
doctors
Consultants

Re-allocation of service by
centralising the trauma service
and
rota redesign to have a
designated on-call Consultant
and registrar without other
commitments

Ability to assess patients within
30mins of being contacted by
ED; resulting in faster
assessment and treatment for
patients

Number of patients seen within 30
mins of ED request.

Surgical
Division

Third quarter
2017/18

Reduction in trauma admissions.
Delays in getting a senior
orthopaedic opinion in ED (as
above) could also lead to a higher
number of patients being admitted
than necessary.

Patients
Junior
doctors
Consultants

Re-allocation of service by
centralising the trauma service
and
rota redesign to have a
designated on-call Consultant
and registrar without other
commitments

Reduce trauma admissions as
patients will no longer be
admitted unnecessarily due to
delayed senior opinion.

Number of trauma admissions; bed
days for trauma patients have been
difficult to calculate accurately
however we believe that bed days
are reduced as we are able to
prevent unnecessary admissions
from ED. Trauma beds have been
reduced by 5.

Surgical
Division

Fourth quarter
2017/18

Daily Ward/Board Round for
Trauma patients. Prior to the
changes post op follow up was
variable as clinicians who were
responsible for patients may be
timetabled elsewhere making daily
consultant review impossible

Patients
Junior
doctors
Deanery
Consultants

Re-allocation of service by
centralising the trauma service
and altering the on call rotas.
There is now one designated oncall Consultant and registrar who
will undertake a daily ward and
board round

All trauma patients to receive a
daily senior review by the oncall consultant 7 days a week

100% of patients reviewed daily by a
Consultant, every day.

Surgical
Division

Third quarter
2017/18

Improved access to sub specialty
treatment Sometimes there was
inability to provide timely subspecialty surgery for complex
trauma. This was because
timetables for complex
subspecialty trauma surgery were
not evenly rostered.

Patients

There are two all day trauma
theatres 7 days a week. Every day
a surgeon who is able to
undertake hip arthroplasty is
allocated to one theatre and
there is a rota for other specialist
surgery i.e. upper limb, and foot
and ankle in the other theatre

Reduced waits for complex
surgery

Reduced delays for complex surgery

Surgical
Division

Third quarter
2017/18
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Desired benefit pre change

Stakehold
ers
impacted

Enablers
required to
realise benefit

Outcomes
Displayed if benefit realised

Current (Pre-COVID)
Baseline measure

Who is
Responsible?

Target
date

Improvement in trainee
environment- to provide an
appropriate training environment
leading to poor trainee feedback
which could result in a reduction of
trainee allocation impacting further
upon workforce and safety of care

Patients
Junior
doctors
Deanery

Reallocation of workload by
centralising the trauma service
and redesigning the rotas.

Retention and possible increase
of trainee doctors

Surgical
Division

Third quarter
2017/18

Improved access to specialist
trauma and orthopaedic clinicians
for advice. By providing a trauma
triage service

Patients
ED & MIU
Clinicians
Consultants
Junior
Doctors

Set up an advice service where
referrals and X-rays are reviewed.

The provision of a protected
dedicated Elective Unit. It is
essential that elective orthopaedic
wards are ring-fenced to prevent
deep joint infection

Patients
Junior
doctors
Consultants

To ring-fence elective
orthopaedic wards: Alstone,
Dixton, Hazelton and 2A Annex

This enables the expedition of
prioritised urgent cases and
those who do not need further
face to face appointments can
be contacted by extended
scope practitioners to give
advice. Therefore avoiding
unnecessary visits.
This will create a dedicated
area for elective orthopaedic
patients which is essential to
provide the best environment
to achieve low rates of
infection and best postoperative care

Deanery feedback:
Foundation Year 2 Feedback was
‘requires’ improvement prior to the
pilot and ‘good’ post changes.
Registrar feedback remains good and
it has been easier to recruit Trust
Doctors.
Every GP and MIIU trauma referral
now triaged by a senior decision
maker, patients are prioritised with
urgent cases seen sooner

Surgical Site infection rates are to be
monitored.

Surgical
Division

Third quarter
2017/18

Greater capacity to cope with
higher levels of demand. Demand
for healthcare is increasing due to
population growth

Patients
Regulatory
targets- 18
week
pathway

To centralise elective orthopaedic
arthroplasty surgery

Monitor the number of procedures:
In comparison with the year prior to
the pilot and first year afterwards.
The overall number of elective
procedures went up by 310, 10%
representing an additional £1.656 M
income. Of these higher proportions
were joint replacements. Hip
replacement increased by 20% and
Knee replacement by 19%. In the
following year the number reduced
slightly as one of the theatres was
refurbished and out of action for 6
months.

Surgical
Division

Third quarter
2018/19

A centralised service will
provide more capacity and
increased levels of efficiency to
support higher levels of
demand

Third quarter
2017/18
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Desired benefit pre change

Stakehold
ers
impacted

Enablers
required to
realise benefit

Outcomes
Displayed if benefit realised

Current (Pre-COVID)
Baseline measure

Who is
Responsible?

Target
date

Reduction in surgical
cancellations. Previously elective
cases were cancelled for trauma, in
particular complex trauma.

Patients

To separate the elective
orthopaedics and trauma services

Previously elective cases were
cancelled for trauma, in
particular complex trauma.
With allocated sub-specialty
trauma sessions this should be
markedly reduced.

Monitor Cancellations.
In the first 14 months post pilot
cancellations on the day were
reduced by 55% and cancellations
for urgent trauma were reduced by
80%

Surgical
Division

Third quarter
2018/19

Increase Efficiency (ERASenhanced recovery after surgery
programme) A single site will
facilitate the standardisation of
practice which will give clear
pathways resulting in better
patient, nursing and junior doctor
experience

Patients

Patients
Consultants
Nursing Staff

To centralise elective
orthopaedic (arthroplasty)
surgery

Monitor length of stay.
In the past year length of stay for hip
replacement has reduced by 20%

Surgical
Division

Third quarter
2018/19

Standardisation of Theatre
Equipment. Theatre staff can be
familiar with all equipment used
which increases safety and there
are financial savings associated
with buying in larger quantities

Patient
safety and
Financial
benefit

To centralise both trauma and
elective orthopaedic surgery

A single site will facilitate the
standardisation of equipment
which will enable a more
streamlined and efficient
Theatres experience and may
result in reduction in purchase
costs.

Monitor spends on equipment
particularly high cost items like hip
and knee prostheses.
Work has been undertaken to
standardise implants used resulting
in a reduction in spend of £750K

Surgical
Division

Fourth quarter
2017/18
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Your hospital
discharge: going home
This leaflet explains why you are being
discharged from hospital and what you
might expect after your discharge.
Why am I being discharged
from hospital?
You are being discharged from hospital
as your health team have agreed that
you are now able to return home.

Why can’t I stay in
hospital?
It is important that our hospitals are
able to look after people that need
hospital care. Due to this, once you
no longer need care in hospital, as
decided by the health team looking
after you, you will be discharged. It is
always our priority to discharge you
to the best possible place to support
your recovery.
You will not be able to remain in
hospital if you choose not to accept
the care that is being offered to you.

What can I expect?
Your health team will discuss
discharge and transport
arrangements with you (and a family
member, friend or carer if you wish).

If you require care and support when
you get home, this will be arranged.

What if I need additional
care?

8

If you need more care now than
when you came into hospital, your
clinical assessment team will arrange
for additional care to be provided
free of charge FOR 1 - 6 WEEKS,
depending on the level of care
you require. This does not mean
that you are entitled to 6 weeks of
care. After this time you may be
required to pay for SOME or ALL
of your health/social care costs.

Who can I contact?
After you have been discharged,
if you have any concerns or need to
speak to someone about your care,
you can call 0300 422 4224 to be
re-directed to your specialist
hospital team.
You are a patient under the care of:

www.nhs.uk
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Your hospital discharge:
another place of care
This leaflet explains why you are being
discharged from hospital and what you
might expect after your discharge.
Why am I being discharged
from hospital?
You are being discharged as your health
team have agreed that you are now able
to continue your recovery in another
care setting, outside of hospital.

Why can’t I stay in hospital?
It is important that our hospitals are able
to look after people that need hospital
care. Due to this, once you no longer
need care in hospital, as decided by the
health team looking after you, you will
be discharged. It is always our priority
to discharge you to the best possible
place to support your recovery. You will
not be able to remain in hospital if you
choose not to accept the care that is
being offered to you.

What can I expect?
Your discharge and transport
arrangements will be discussed with you
(and a family member or carer if you
wish) and you will be discharged with
the care and support you need to a bed
in the community.

It is possible that you may be moved
more than once after your discharge.
This is because we will be trying to find
the best place for your ongoing care.
Your health team are here to answer any
questions you might have.

What if I need additional
care?
If you need more care now than when
you came into hospital, your clinical
assessment team will arrange for
additional care to be provided free of
charge FOR 1 - 6 WEEKS, depending
on the level of care you require. This
does not mean that you are entitled
to 6 weeks of care. After this time you
may be required to pay for SOME or
ALL of your health/social care costs.

Who can I contact?
After you have been discharged,
if you have any concerns or need to
speak to someone about your care,
you can call 0300 422 4224 to be
re-directed to your specialist
hospital team.

You are a patient under the care of:

www.nhs.uk
584 of 634
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Gloucestershire Carers Hub
The Carers Emergency Scheme
If you are being looked after by an unpaid carer, such as a member of your family or a
friend, your carer can register with The Carers Emergency Scheme to ensure that your
care will continue, even when they are unexpectedly prevented from looking after you.
There are two ways in which The Carer’s Emergency Scheme can support you when
your carer cannot; with interim emergency care provision from someone you know or
short term support from professional healthcare workers.
If you have family, friends or neighbours who would be willing to provide the necessary
care and support without prior notice, we would encourage them to register with the
scheme so you can receive the help you need from someone you know.

8

If your family and friends live away or are unable to provide unplanned care, you
can also register to receive free support from experienced care workers for up to 48
hours (72 over a bank holiday). This gives time for family, friends or other relevant
organisations to consider your care requirements and discuss your options with you.
To find out more about the scheme or about what other
free support Gloucestershire Carers Hub can offer you,
visit www.gloucestershirecarershub.co.uk
email carers@peopleplus.co.uk
or call 0300 111 9000

Gloucestershire Carers Hub is a commissioned service
by Gloucestershire County Council and NHS
Gloucestershire Clinical Commissioning Group.

If you have hospital equipment on loan
that you no longer need, please call
01452 520438 to arrange a collection.
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Your hospital discharge:
Staying safe and well at home
There are a number of people who can help you stay safe and well at home
following your recent stay in hospital. As well as offering help and advice,
they can provide practical support and guidance on a number of issues. In some
instances you may also be contacted by a member of the hospital discharge
team once you are home, who can signpost you to appropriate services

Gloucestershire Community Help Hub
01452 583519 - Mon to Fri, 9am to 5pm
www.gloucestershire.gov.uk/helphub
As you adjust to life at home, you may need help with everyday tasks – particularly if you
have to stay home more than usual. The Gloucestershire Help Hub works with local councils
and police as well as health and social care services to support people. The Help Hub can
signpost you to appropriate community resources support available to you.
In some instances, there might already be a group you can get in touch with; you can find
further information at www.yourcircle.org.uk or by calling 01452 583519. If you are
Clinically Extremely Vulnerable, you can register for support at https://www.gov.uk/
coronavirus-shielding-support

Age UK Gloucestershire
www.ageuk.org.uk/gloucestershire
Age UKG Out of Hospital Team: 01452 420937/420928 - Mon to Fri, 9am to 5pm
If you are over 65, Age UK’s Out of Hospital Team can support you and your family as you
continue your recovery at home, helping you to maintain your independence following your
time in hospital. The team can provide essential information and signposting to help you find
what you need at this time.
Age UKG Help Team: 01452 422660/Option 1 - Mon to Fri, 10am to 3pm
If you’re over 50 and need advice or guidance on something that is affecting you, Age UK’s
Help Team can provide support and assistance on a wide range of issues.

Let’s Talk
0800 073 2200
www.talk2gether.nhs.uk
It’s normal to feel anxious after an illness or injury, but this can sometimes become
overwhelming; particularly if you have limited contact with others. Let’s Talk can offer help
and advice on how to manage your mental health and improve your wellbeing to support
your recovery.
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Trauma and Orthopaedic Evaluation: Pre and Post Pilot - Draft
Executive Summary
The Trauma and Orthopaedic pilot was introduced on 20th October 2017. The pilot centralised all
trauma surgery to GRH and the majority of elective orthopaedic surgery to CGH.
Trauma and Orthopaedic inpatient services have been part of the recent Fit for the Future (FFTF)
public consultation focussing on the medium and long term future of specialist hospital services at
Cheltenham General Hospital and Gloucestershire Royal Hospital. The consultation proposal was to
maintain two ‘centres of excellence’ for Trauma at Gloucestershire Royal Hospital and Orthopaedics
at Cheltenham General Hospital.
As part of the FFTF programme details including the clinical evidence for this proposal (both
desktop and from the pilot), patient and staff (including junior doctor quality panels) experience, an
options appraisal assessing the pilot vs. reverting to the previous configuration and benefits
realisation information were included in the FFTF Pre-Consultation Business Case (PCBC). The
proposal was also assessed as part of the South West Clinical Senate review.
The purpose of this report is to provide a systematic evaluation of the Trauma and Orthopaedic
pilot to be included as part of the FFTF decision making process as well as additional performance
information. The report is structured around the 10 key objectives of the pilot (using the latest
available data sets) and latest performance is summarised below:


6 of 10 objectives have been achieved



3 of 10 objectives show much improved performance



1 of 10 objectives has not been achieved.

#
1.

Pilot objective
Co-location of
arthroplasty (joint
replacement) surgery

Description
To improve standardisation
of pathways.

Current position
All arthroplasty at CGH
and ERAS pathway and
standardisation of
prostheses

2.

Reduced cancellation
of elective patients
for trauma patients

Cancellations frequent,
particularly when complex
sub-specialty surgery was
required

There are still cancellations Much
when there are peaks in
improved
trauma demand but
significantly fewer

3.

Reduced cancellation
of elective patients
when beds used for
other specialties

Elective patients were often
cancelled when the
hospitals had periods of
high demand.

There are still cancellations Much
in times of high demand
improved
but significantly fewer

4.

Timely review of
trauma patients by a
senior decision maker
to reduce wait times
in ED
Timely review of
admitted trauma

On call consultant and
registrar could be
scheduled to work either in
theatre or clinic at the same
time.
On call consultant and
registrar could be

Now there is a consultant
and registrar as well as a
foundation doctor to give
an immediate response

Achieved

There is now an on-call
consultant and Registrar

Achieved

5.

1

Outcome
Achieved
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#

Pilot objective
patients by a senior
decision maker

6.

Implement regular
senior review for
trauma inpatients

7.

Respond to rapid
increase in trauma
referrals to fracture
clinic
Improve time to
theatre for trauma
patients

8.

Description
scheduled elsewhere and
were not always available
for immediate consultation
There was no routine
Ward/Board Round for
trauma patients which
meant delay for review
Increase in demand just
prior to the pilot leading to
unacceptable delays

There was a delay in getting
some patients to theatre,
especially during peaks in
demand
9. Address poor junior
Access to senior colleagues
doctor feedback
was difficult as timetables
prevented regular
supervision
10. Improve junior doctor Filling junior doctor posts
recruitment
was often difficult

Current position
Outcome
who do not have other
duties and so are available
for immediate consultation
Now there is a 7 day a
Achieved
week Ward/Board round
for all trauma patients
New trauma triage service
in place to assist with
growing demand

Much
Improved

Although the care for
trauma patients is now
standardised, this remains
an issue to be resolved.
There is now a consultant
and registrar available for
supervision and regular
training sessions
The service is now fully
staffed

Not
achieved

Achieved

Achieved

The main section of the report provides the context, data and details underpinning the assessment
for each of the objectives but it is worth noting that:


Given the length of the pilot period (over 3 years), there have been significant external changes
which have impacted on the service and these are explained in the report.
 Despite work to increase the efficiency of the trauma service, the increase in demand has
exacerbated the difficulty of ‘time to operation’ especially when there are peaks in demand.
 Patients with fractured neck of femur will be (correctly) prioritised for surgery before those
with wrist fractures. However this increase leads to a pressure on theatre resource particularly
as each fractured neck of femur patient will require 2 to 3 hours in the operating theatre.
Growth in hip fractures since 2009 has grown 21% an average year on year increase of 3.8%.
 The trauma team have been working to maximise theatre efficiency and also convert some
theatre lists from elective to trauma. More theatre lists have been made available at
Cirencester Hospital and some non-complex trauma surgery is undertaken there. In addition
more day cases from the remaining elective work at GRH have been transferred to Cirencester
Hospital to create more theatre space within GRH theatres for Trauma patients. There is a
further plan to utilise one of the new day surgery theatres at CGH that are to be developed as
part of the £39.5M Strategic Site Development Programme for orthopaedics. This will enable
the service to further reorganise elective lists and create theatre space at GRH for additional
trauma surgery.
In summary, the pilot achieved the vast majority of its objectives and has made a positive impact on
patients. The team are working to achieve all objectives, to make the best use of the opportunities
provided by the Strategic Site programme and to continuously improve the service. The report also
includes lessons learned and recommendations for future implementation monitoring and
evaluation.
2
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Introduction
Background
The Trauma and Orthopaedic (T&O) pilot was introduced on 20th October 2017. Prior to the pilot
service change, both trauma surgery and planned orthopaedic surgery was carried out at
Gloucestershire Royal Hospital (GRH) and Cheltenham General Hospital (CGH).
Under the pilot, all orthopaedic trauma surgery is now carried out at GRH and as much planned
orthopaedic surgery as possible e.g. hip and knee replacements is carried out at CGH. The T&O
service has sole use of 8 Theatres (4 at CGH and 4 at GRH) all of which have laminar flow (special
high flow air conditioning which minimises the incidence of deep joint infection). As the theatre
infrastructure was fixed, all elective (planned) arthroplasty (joint replacement surgery) was
transferred to CGH however approximately 30% of elective orthopaedic surgery remains at GRH.
The paediatric (children’s) wards are in GRH and therefore paediatric surgery must remain there.
There are some sub-specialties where there are links with trauma surgery. As the transfer of the
remaining elective surgery is dependent on suitable theatre provision at CGH, there are plans in
place to utilise one of the new day surgery theatres at CGH that are to be developed as part of the
£39.5M Strategic Site Development Programme for orthopaedics. This will enable the service to
undertake all elective adult day surgery at CGH and create theatre space at GRH for additional
trauma surgery.
Fit for the Future
Trauma and Orthopaedic inpatient services have been part of the recent Fit for the Future (FFTF)
public consultation focussing on the medium and long term future of specialist hospital services at
Cheltenham General Hospital and Gloucestershire Royal Hospital. The consultation proposal was to
maintain two ‘centres of excellence’ for Trauma at Gloucestershire Royal Hospital and Orthopaedics
at Cheltenham General Hospital.
The FFTF Pre-Consultation Business Case (PCBC) provided extensive information on the
performance of the pilot, including:


Published clinical evidence



T&O service key performance indicators



T&O service improvements



Lessons learnt and areas for improvement



Patient and staff experience including junior doctor quality panels



Results of the options appraisal assessing the T&O pilot vs. reverting back to the previous
configuration and,

9

 Benefits realisation information
The proposal was also assessed as part of the South West Clinical Senate review of all FFTF
proposals; in summary the senate stated that:
• The pilot has shown that the service works, with clear pathways in place and good staffing,
since 2017.
• There is an effective handover and regular ward round at GRH. On call consultant provides
support to any out of hours issues at CGH and over weekend.
All documents can be found at Fit for the Future: Developing specialist hospital services in
Gloucestershire – OneGloucestershire.net.

3
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Purpose of the Report
The purpose of this report is to provide a systematic evaluation of the Trauma and Orthopaedic
pilot to be included as part of the FFTF decision making process as well as additional performance
information. The report is structured around the 10 key objectives of the pilot, using the latest
available data sets. Given the length of the pilot period (now over 3 years), it is worth noting there
have been significant changes which have impacted on the service and these are explained in the
sections below.
The objective of the pilot was to address the following areas:


Co-location of arthroplasty (joint replacement) surgery to allow standardisation of
pathways.



Elective patients were often cancelled for emergency (trauma) patients; particularly when
complex sub-specialty surgery was required.



Elective patients were often cancelled when the hospitals had periods of high demand.



Trauma patients did not always receive a timely review by a senior decision maker in ED
because the on call consultant and registrar could be scheduled to work either in theatre or
clinic at the same time. This exacerbated wait times in ED and at the time of implementation
of the pilot Gloucestershire Hospitals were in special measures for poor performance in
achieving the 4 hour ED target.



Once admitted the senior review of trauma patients was variable (depending on the
admitting consultant’s timetable); this often led to patients staying in hospital longer than
necessary.



There was no routine Ward/Board Round for trauma patients which meant delay for
patients but also lost opportunity for supervision of junior doctors with poor trainee
feedback.



Junior doctor training, feedback was variable with better supervision and workload

 Junior doctor recruitment was problematic
Three of the pilot KPIs performance form part of the Trust’s Quality Performance Report that is
presented monthly at Trust Public Board; performance against the national 4 hour ED standard, the
percentage of fractured neck of femur patients treated with 36 hours and the percentage of
fractured neck of femur patients meeting best practice criteria.
Governance and Assurance
This report was drafted by the T&O team with support from the FFTF Programme Team.
A draft of the report has been reviewed by the GHNHSFT Surgical Board.
Members of the T&O Board received an updated draft of the report and their comments are
incorporated.
The report will be presented and reviewed in public at both the GHNHSFT Board and
Gloucestershire Clinical Commissioning Group (CCG) Governing Body; prior to formal FFTF decision
making. A copy of the final report will be provided at https://www.onegloucestershire.net/yoursay/
The report will also be provided to the Gloucestershire Health Overview & Scrutiny Committee,
who last had a T&O update in May 2019.

4
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Elective Orthopaedic Data
Over the past three years since the beginning of the pilot there have been many changes, including
implementation of a new Patient Administration System (PAS), a six month refurbishment of one of
the laminar flow theatres at CGH, a new referral system and the impact of the COVID 19 pandemic
in 2020 which has resulted in elective work being reduced and orthopaedic staff diverted to treat
patients with COVID 19 and support non-COVID areas at CGH and GRH.
When the new PAS was implemented not all data links to the Business Intelligence team were
completed and it was very difficult to obtain data and in particular to go back a year before the
start of the pilot to establish a performance baseline. A new pre-pilot dataset is now available
which has closed some of these gaps and is included in the sections below.

18 week target:
There is a national 18 week target from referral to treatment for all elective surgery, detailed in the
graph below. Before the pilot and it can be seen that the orthopaedic service was achieving the
target (95%) during 2015 but dropped to 85.8% by the end of 2016. This was due to closure of
elective wards during peaks of high activity (bed pressures).

T&O 18 Week RTT (GHT vs National) Apr-15 to Sept-20
100%
90%
80%

9

70%
60%
50%
40%
30%
20%

Covid 19

10%

Target (92%)

GHT (T&O)

Sep-20

Jul-20

May-20

Mar-20

Jan-20

Nov-19

Sep-19

Jul-19

May-19

-

Oct-16

Aug-16

Jun-16

Apr-16

Feb-16

Dec-15

Oct-15

Aug-15

Jun-15

Apr-15

0%

National (T&O)

It should be noted that from November 2016 to April 2019 the Trust was unable to report the 18
week target data. A new IT system was implemented and during this time the data was not
deemed sufficiently reliable.
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Hip and Knee Arthroplasty Replacement Surgery:
This data has been presented by the BI team who have identified patients who have elective
arthroplasty surgery. It should be noted that during 2019 the service were without one of the
arthroplasty theatres for 6 months whilst it was refurbished (*).

Type of operation
Hips
Knees
Grand Total

Hips

Knees

2015

2016

1030
819
1849

891
766
1657

(20th Oct pilot)
2017
757
890
1647

2018

2019

843
1009
1852

712
907
*1619

Hip and Knee Operations 2013-2019 (End)

1200

2017 (Oct): Moved arthroplasty surgery to CGH for pilot
1000
800
600
400

9

200
0
2015

2016

2017

2018

2019

2018/19: On block contract
2018: One theatre at CGH close for refurbishment (6 months) and 3 theatres (3 weeks)
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Hip and Knee Operations recorded by the National Joint Registry:
It will be noted that these are different from those in the report compiled by the BI team however
they include hip arthroplasty undertaken for trauma patients as well as elective surgery.

Type of operation
Hips
Knees
Grand Total

Hips

2015

2016

1030
819
1849

891
766
1657

(20th Oct h/c split)
2017
931
904
1835

2018

2019

1047
1022
2069

955
952
1907

Hip and Knee Operations 2013-2019

Knees

1200

th

2017 (20 Oct): arthroplasty surgery moved to CGH
for pilot

1000
800
600
400
200
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0
2015

2016

2017
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Objective #1: Enhanced Recovery after Surgery (ERAS)
#
1.

Issue
Co-location of
arthroplasty (joint
replacement) surgery

Description
To improve standardisation
of pathways.

Current position
All arthroplasty at CGH
and ERAS pathway and
standardisation of
prostheses

Outcome
Achieved

By relocating the arthroplasty (joint replacement) surgery on one site the service established a
multidisciplinary ERAS working group in 2018. In a year they were able to save 1741 bed days, 726
days after hip arthroplasty and 1015 after knee arthroplasty by:


Establishing an audit programme



Link nurses for ERAS established in all departments



Starting Pre-op Carbohydrate drinks



Monthly review of readmissions to look for trends



Increased patient involvement



Patients have access to a post op advice line/ wound service which is well utilised



Established staff education programmes



Working with infection control team to produce a new protocol for post-op wound care



Stopped using Diamorphine in spinal anaesthetic which reduces the incidence of nausea
/vomiting and post-op dizziness.

Length of Stay1

9

Average LoS for Primary Hip & Knee Replacements
(Apr-18 - Dec-20)
7

Hips

Knees

6
6
5
5
4
4
3
3

1

Dec-20

Oct-20

Aug-20

Jun-20

Apr-20

Feb-20

Dec-19

Data source: ERAS reporting – orthopaedic dashboard.
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Length of Stay
Type
Hips
Ave. LoS
Knees
Ave. LoS
Total
primary
Hip/Knee

Type
Hips
Ave. LoS
Knees
Ave. LoS
Total
primary
Hip/Knee

Type
Hips
Ave. LoS
Knees
Ave. LoS
Total
primary
Hip/Knee

2

Apr18
5.9

May18
5.0

Jun18
5.0

Jul18
4.5

Aug18
4.3

Sep18
4.2

Oct18
4.8

Nov18
4.1

Dec18
4.2

Jan19
4.1

Feb19
4.5

Mar19
3.8

5.2

4.8

5.6

4.6

4.9

4.5

4.1

4.3

4.8

5.5

4.2

4.4

112

137

124

151

127

125

159

146

108

97

105

120

Apr19
4.2

May19
4.2

Jun19
6.1

Jul19
4.2

Aug19
4.5

Sep19
4.0

Oct19
4.0

Nov19
5.3

Dec19
4.4

Jan20
3.2

Feb20
3.4

Mar20
2.9

5.1

4.2

4.7

4.4

4.6

4.0

4.1

3.9

3.8

4.0

3.4

3.6

112

132

61

123

124

122

138

110

86

105

87

50

Apr2
20
-

May20
-

Jun20
-

Jul20
3.0

Aug20
3.2

Sep20
4.6

Oct20
3.1

Nov20
3.1

Dec20
3.0

-

-

-

2.7

4.0

5.0

3.4

3.6

3.0

0

0

0

55

64

62

67

51

37

9

No activity recorded Apr20-Jun20 as a result of Covid-19
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Objectives #2 & #3: Cancellation of Elective operations
#

Issue

Description

Current position

Outcome

2.

Cancellation of elective
patients for trauma
patients
Cancellation of elective
patients when beds
used for other
specialties

There are still cancellations
when there are peaks in
trauma demand but
significantly fewer
There are still cancellations in
times of high demand but
significantly fewer

Much
improved

3.

Cancellations frequent
particularly when complex
sub-specialty surgery was
required
Elective patients were often
cancelled when the hospitals
had periods of high demand.

Much
improved

There are a number of reasons why elective surgery is cancelled but by far the most common are
because there is an emergency (trauma) or urgent case or in times of high activity when there are
bed pressures. Data can be taken from the system but only cancellation on the day of surgery is
recorded and this was started in 2017. This data is not particularly helpful as the service makes
every effort to cancel before the day of surgery if they are aware that surgery cannot go ahead to
try and reduce the impact on patients as much as possible. To find these figures an audit of the
manual system has been carried out.
Cancellation of orthopaedic surgery (by hospital) for either trauma/urgent case or bed pressures:
200
Cancellations for Trauma
175

Cancellations for Beds

150

9

Pilot started 20/10/2017

125
100
75
50
25

2016

2017

2018

2019

Jan

Nov

Sept

July

May

Mar

Jan

Nov

Sept

July

May

Mar

Jan

Nov

Sept

July

May

Mar

Jan

Nov

Sept

July

May

Mar

Jan

0

2020

The red line shows cancellation for beds and although there are still peaks where bed pressures
necessitate the reallocation of wards, the trend is positive. Likewise the cancellations for trauma,
shown in blue, decreased although the chart shows a rise in 2019. It should be noted that this data
includes cancellations for urgent elective (planned) patients as well as emergency trauma patients.
2020 data has not been shown as the service has been significantly affected by the COVID 19
pandemic and comparison would not be appropriate.
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Objective #4: Trauma
#
4.

Issue
Trauma patients did
not always receive a
timely review by a
senior decision maker
which exacerbated
wait times in ED

Description
On call consultant and
registrar could be
scheduled to work either in
theatre or clinic at the same
time.

Current position
Now there is a consultant
and registrar as well as a
foundation doctor to give
an immediate response

Outcome
Achieved

Trauma Admissions:
Trauma admissions have always fluctuated throughout the year but the gradual trend has been an
increase apart from a marked drop in attendances during the COVID 19 lockdown from March to
July 2020. The linear admission growth since the beginning of 2017 can be seen in the graphs below
the first giving numbers of admissions and the second the growth rates (the red line until the end of
2019 and the blue line including the COVID 19 drop in patient presentation).

9
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The graph above shows changes over the years in the number of trauma patients who required surgery.

Objectives #5 & #6: Senior Review

9

#
5.

Issue

Description

Current position

The senior review of
admitted trauma
patients from ED was
variable

6.

Regular senior review
for trauma patients

On call consultant and
registrar could be scheduled
elsewhere and were not
always available for
immediate consultation
There was no routine
Ward/Board Round for trauma
patients which meant delay
for review

There is now an on-call
consultant and Registrar who
do not have other duties and
so are available for
immediate consultation
Now there is a 7 day a week
Ward/Board round for all
trauma patients

12
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Objective #7: Trauma Triage
#
7.

Issue

Description

Inability to cope with
trauma referrals to
fracture clinic

Increase in demand just prior
to the pilot leading to
unacceptable delays

Current position
Now new trauma triage
service in place to assist
with growing demand

Outcome
Much
Improved

At the beginning of 2017 the number of trauma patients requiring opinion from the orthopaedic
surgeons had risen, this was in part due to the retirement of the specialist who oversaw the
community hospitals minor injury units (MIU) team and there was insufficient pre-planning to take
account of the likely impact as a result of a change in the pathway.
The system prior to the pilot was that all patients that came into the ED and were not immediately
admitted but referred on to the orthopaedic team and (from 2017) community MIUs were given an
appointment in fracture clinic. Ideally this was within 48 hours; at this appointment the surgeons
would assess whether surgery was required and plan the treatment regime. However the demand
on this service was unsustainable with an increasing number of referrals resulting in a longer wait
for an appointment in fracture clinic which could mean that the decision of whether surgery was
needed was delayed and the resulting surgery.
In order to resolve this concern a trauma triage system was set up. In this service all patients who
would be previously referred to the fracture clinic were referred into a virtual clinic. Every day the
on-call trauma team review the referrals and allocates patients to either be admitted immediately,
seen at fracture clinic immediately or if that is not necessary at an appropriate interval.
There are also patients who do not need to come into fracture clinic, these patients are telephoned
by the specialist nurse trauma co-ordinators who advise on the best management; these patients
are also given a number to call an open appointment in case they have concerns. In this way we can
insure that those who require immediate treatment receive it and also minimise unnecessary visits
to hospital.
The trauma triage started in November 2017 when 1,344 patients were triaged. As all trauma
numbers do fluctuate but there was a marked rise in referrals towards the end of 2019 with a peak
in September 2019 of 2,018 referrals.

9

Trauma Patients Triaged (Nov-17 to Nov-20)
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Objective #8: Trauma waiting times
#
8.

Issue
Improve time to
theatre for trauma
patients

Description
There was a delay in getting
some patients to theatre,
especially during peaks in
demand

Current position
Although the care for
trauma patients is now
standardised, this remains
an issue to be resolved.

Outcome
Not
achieved

There is a daily meeting of all trauma staff, on call team, operating team, trauma co-ordinators,
junior doctors and Theatre staff. At this meeting the patients awaiting surgery are prioritised and
allocated a theatre slot. Upper limb trauma was chosen as a metric for the pilot as many patients in
this group will wait at home and be admitted when there is a theatre slot.
Guidance from the BSSH (British Society for Surgery of the Hand) is that all hand injuries should be
triaged within 72 hours and be taken to surgery within 7 days. For specific fractures of the distal
radius the British Orthopaedic Association Audit Standards for Orthopaedics gives a 72 hour target
for review and surgical intervention, if appropriate.
Using the British Society for Surgery of the Hand (BSSH) standard of 7 days for surgery as the
benchmark, and assessing performance for upper limb trauma, the BSSH standard was achieved:




In 1 of the 4 quarters (25%) pre pilot (October to September 2017)
In 4 of the 9 quarters (44%) post pilot, but pre Covid-19 (October 2017 to January 2020)
In 2 of the 4 quarters (50%) post Covid-19

Although not part of the original set of pilot objectives, time to surgery for wrist fractures is now
included on the monthly orthopaedic dashboard for monitoring.
The trauma team have been working to maximise theatre efficiency and also convert some theatre
lists from elective to trauma. There is a plan to utilise one of the new day surgery theatres at CGH
that are to be developed as part of the strategic site development programme for orthopaedics.
This will enable the service to undertake all elective adult day surgery at CGH and create theatre
space at GRH for additional trauma surgery.

14

600 of 634

04/02/2021

Extraordinary Governing Body Meeting FFTF Thursday 18 March 2021-18/03/21

9

Tab 9 Appendix Seven

9

Trauma Fracture Ankles Waiting times in Days
(Jan 15 to Oct 20)
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Trauma Fracture Wrist Waiting times in Days
(Jan 15 to Oct 20)
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Jul-15
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0.0

Objectives #9 & #10: Junior Doctors
#

Issue

Description

9.

Poor junior doctor
feedback

Access to senior colleagues
was difficult as timetables
prevented regular supervision

10.

Junior doctor
recruitment

Filling junior doctor posts was
often difficult

Current position
There is now a consultant
and registrar available for
supervision and regular
training sessions
The service is now fully
staffed

Outcome
Achieved

Achieved

Performance measures outside of pilot objectives
In addition to the 10 Objectives that were key drivers for change in the original Pilot (described
above), there are a number of additional performance metrics associated with the Trauma and
Orthopaedic services and these are described below.

Fractured Neck of Femur Data
There is a national database to record data for people suffering from fractured neck of femur. This
is because hip fracture is very common – almost 68,000 people were admitted into hospital with a
fractured hip last year. The majority of these patients are very frail and suffering from complex
medical conditions. The database was set up due to a national variation in quality and outcomes.
Up to a third of people who fractured their hip died within the year and a third of patients did not
return to their previous place of residence i.e. their own home or care home within 30 days of
discharge from hospital.
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The national data base was set up as there was national variation in mortality (deaths within 30
days of admission to hospital). High quality, safe care requires the coordinated approach of a
multidisciplinary team who are committed to implementing care that research has shown will
produce the best outcomes. All data shown is published nationally.
Care of fractured neck of femur patients was undertaken at both CGH and GRH hospitals until
October 2017. Although after 2013 when CGH ED became 24/7 A&E (nurse-led 8pm–8am), all
patients who were brought by ambulance would be taken to GRH. Ambulance is the usual way for
these patients to arrive at hospital.
We have publicly committed to the future of the Accident and Emergency (A&E) Department in
Cheltenham. Once the COVID-19 temporary changes are reversed the service will remain
consultant led and there will be no change to the pre-COVID opening hours.

Best Practice Tariff (fracture neck of femur):
A national ‘Best practice tariff’ was also implemented which is achieved if individual patient care
complies with the following key performance indicators:


Surgery within 36 hours of admission



Assessment by senior member of the Care of the Elderly Team (consultant/SAS/ST3+)



AMTS on admission (a nationally validated assessment of mental cognition)



Delirium assessment undertaken post operatively



Nutrition assessment undertaken



Falls assessment undertaken.



Bone protection medication reviewed

9

Achievement of Best Practice tariff at Gloucestershire Hospitals 2016-20193
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Data for 2020 not yet available due to end of year adjusted mortality rate validated by national team
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The achievement of the best practice tariff required co-ordination from a dedicated
multidisciplinary team which was difficult to provide on two sites as there is a national shortage of
ortho-geriatricians. The impact of theatre capacity on performance is dealt with elsewhere in the
report.

Mortality
The National Hip Fracture database collects data to show the percentage of deaths within 30 days
of admission to hospital with a fracture neck of femur. The raw data is collected and is then
validated and case mix adjusted to indicate the level of medical complexity for each patient. This
may mean that the raw data percentage rises if complexity is low and drops if complexity is high.
This is done to enable equitable benchmarking between organisations. Validation is completed by
the national group at the end of each year
Mortality within 30 days for fractured neck of femur patients in Gloucestershire:4

9

Pilot started 20th Oct 2017

Year
2015
2016
2017
2018
2019

GRH
10.4%
6.7%
7.0%
5.8%
6.9%

CGH
8.8%
8.3%
8.8%
0
0

National
7.1%
6.7%
6.9%
6.1%
6.5%

It will be noted that the mortality percentage was high and reached a peak in 2015 at GRH (10.4%)
and at CGH levels were lower (8.8%) but above national average (7.1%). A considerable amount of
work was commenced to resolve this issue. A multidisciplinary team was established in
4

Data for 2020 not yet available due to end of year adjusted mortality rate validated by national team
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Gloucestershire including the Orthopaedic Trauma Lead Consultant, Care of the Elderly Consultant,
Anaesthetic Consultant, ED Consultant, Nursing ANP, Ward Nurses, Physiotherapists, Junior
Doctors, Pharmacists and General Manager to address the issues. The team also joined the Scaling
up for safety National project to share the lessons learnt from a hip fracture quality improvement
programme.
The improvement team undertook a pathway review, altering processes in ED, Anaesthetic
protocols, surgical implants used and management on the wards, including a dedicated nutritional
nurse. As a result of this work the mortality rate at GRH dropped to 6.7% the national level for that
year whilst CGH was 8.3%.
This improvement took place before the reconfiguration pilot. However one of the aims was to
bring the improved service to all patients and maintain the improvements in care. In 2018 the year
after pilot was initiated mortality for all fractured neck of femur patients had improved even
further to 5.8% better that the national average at 6.1% (see table above).
The overall validated mortality percentage rose to 6.9% in 2019 slightly higher than the national
average at 6.5%. However it was noted that the percentage increased sharply towards the end of
the year and there was concern within the service, the reason for this rise is multifactorial and not
always easy to identify but there was concern that that it may be due to competition for theatre
space.
Validated data for 2020 is not yet available and figures for this year will be affected by the March
and November/December COVID spikes. Over the last few months 30 day crude mortality has
plateaued at approx. 7%

Length of time to Theatre
This information reflects the length of time from admission to surgery; the target is within 36 hours.
The reason that early surgery is important is that research shows better mortality and morbidity
outcomes. Also surgical intervention is a good form of pain control. The majority of patients receive
a fascia iliac local block (local anaesthetic is injected into the hip area) in ED which gives good pain
control for up to 24 hours, if patients do not go to theatre within this time they are assessed and a
second block is given if appropriate. This was part of the pilot and has been very effective. There
will be a small percentage of patients who after assessment are not taken to theatre, this will only
be in cases where death is imminent and the surgical intervention would be inappropriate.
The two graphs below are taken from the nationally published data, the block graphs show the
number of patients admitted with Fractured Neck of femur. The diamond line graph shows the
average length of time for patients to be taken to theatre and the dotted line shows the national
average time to take patients to theatre.
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Graph to show the number of patients and time to Theatre at CGH 2015-2017 (until 20th October 2017):

Graph to show the number of patients and Time to Theatre at GRH 2015-2020:

COVID 19

Start of Pilot

9

As demonstrated, the time to theatre at CGH was consistently longer than the national average.
There were two reasons for this; before the pilot there was only one half day list at CGH and the
trauma surgery was carried out by a timetabled surgeon, this did not provide the flexibility to
provide sub-specialty care. For example if the surgeon that day was a specialty in upper limb
procedures they may not be best placed to operate on a patient with a hip fracture and the hip
fracture patient would have to wait until a suitable surgeon was rostered or cancel a patient who
was booked to undergo an elective procedure on the list of a surgeon with appropriate subspecialty.
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In the pilot there are a minimum of two full day trauma theatre lists every day, 7 days a week and
the lists are structured in a way to ensure that there is access to complex sub-specialty surgery as
required.
The graphs show that whilst we were unable to get patients with fractured neck of femur to theatre
within the target timescale at CGH, since the start of the pilot it has been possible to maintain a
time to surgery that is better than the national average. There was an adverse rise towards the end
of 2019 and 2020 as mentioned above (in mortality) and measures have been taken to re-allocated
theatre lists, the improvement is also charted.
As previously mentioned, more theatre lists have been made available at Cirencester Hospital and
some non-complex trauma surgery is undertaken there. In addition more day cases from the
remaining elective work at GRH have been transferred to Cirencester Hospital to create more
theatre space within GRH theatres for Trauma patients. There is a further plan to utilise one of the
new day surgery theatres at CGH that are to be developed as part of the £39.5M Strategic Site
Development Programme for orthopaedics. This will enable the service to further reorganise
elective lists and create theatre space at GRH for additional trauma surgery.

Growth in referrals for Fractured Neck of Femur
900
800
700
600

CHG

500

GLO

400

Trust total

300

9

Linear (Trust total)

200
100
0
2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018

Continuous Improvement
A physical service move will not solve all issues but will provide a building block for change. Over
the last three years there have been a number of new innovations.








Within the elective service a ward round was set up at CGH to support the junior doctors
and work is ongoing with ERAS and standardisation in surgery.
Wards at CGH have been ring-fenced in accordance with infection control regulations and
further work to undertake pre-operative testing for MSSA in addition to MRSA has been set
up.
The anaesthetic team have set up a new cell salvage service to enhance patient care.
Theatre lists are well utilised although the service was without an elective theatre for six
months in 2019 whilst necessary refurbishment was carried out and as part of the same
refurbishment without three theatres for 3 weeks.
A musculoskeletal triage service was put in place in July 2019. This is going well with regular
MDTs between advanced practitioners and surgeons. As a result, and as expected, this has
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resulted in a lower number of referrals to outpatients but a higher conversion rate. The
lower referral rate has allowed the service to undertake the delayed follow ups that had
accumulated during the difficult IT system implementation; although unfortunately there
will be significant delays in treatment in after the COVID 19 Pandemic.
 Within the Trauma service we have seen a significant rise in demand which has shown a
pressure in 2019 with a delay to theatre recorded and a rise in cancellations for trauma
cases.
 There have been a number of innovative changes with a Trauma Assessment & Treatment
unit now in place to help patient flow from ED. Details and feedback of this trial are
recorded below:
Despite work to increase the efficiency of the trauma service, the increase in demand has
exacerbated the difficulty of time to operation especially when there are peaks in demand. Growth
in demand is in particular for fractured neck of femur and wrist fractures; patients with fractured
neck of femur will be (correctly) prioritised for surgery before those with wrist fractures. However
the increase leads to a pressure on theatre resource particularly as each fractured neck of femur
patient will require 2 to 3 hours in the operating theatre. With this in mind a simple comparison of
data may not tell the whole story but work is ongoing to review theatre requirements and ensure
that theatre utilisation and productivity are optimised.

Trauma Assessment & Treatment Unit (TATU)

9
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9

TATU has now been made permanent and has made a major contribution to keeping the service
running throughout the COVID pandemic.

COVID 19 Changes
Another change undertaken during the COVID pandemic is that orthopaedic staff have worked
within the minor injuries area at GRH. The benefits have been:


A reduction of the 1st on call workload



An ability to access a second senior decision maker immediately and process referrals to
trauma triage by ANPs immediately



The availability to undertake minor ops (freeing up valuable time / resources from main
theatres)

 The ability to triage to come back to fracture clinic e.g. at 10days instead of within 72hrs.
Whether this continues after the COVID pandemic is to be reviewed.
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Lessons Learned


Theatre modelling: The modelling for the required theatre time in GRH for trauma did not
fully identify the ongoing requirement and this resulted in sub-optimal capacity and did not
enable all the expected benefits to be realised.



Monitoring of the Pilot: the monitoring processes in place did not create a sufficiently
robust feedback loop so that deliverability issues5, for example ring fenced beds for elective
orthopaedic care, waiting times and repatriation of work lost to the independent sector,
were not addressed during the pilot period.

Recommendations
As demonstrated in the report, the Trauma and Orthopaedic pilot had a set of clear objectives that
aimed to improve patient outcomes and experience, respond to increasing demand, support
recruitment and retention and improve efficiency; and the T&O team continue to develop the
service and innovate. It is recognised, however, that the monitoring of the pilot could have been
enhanced and a list of considerations for future service change implementation governance is listed
below:

5



Apply Plan-Do-Study-Act (PDSA) approach to ensure expected benefits are monitored and
reviewed and actions taken to rectify



Identify evaluation forum which receive regular updates (e.g. quarterly) and where
deliverability issues are resolved / escalated to e.g. Specialty Board, Divisional Board, TLT
etc.



Confirm the performance metrics to be used to assess success and present in easily
understood format e.g. dashboard and to include quality metrics pre and post pilot



Allocate responsibility for evaluation to nominated clinical, operational and programme
staff.

A number of these are addressed in the report
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Fit for the Future
Planned General Surgery
The consultation included two options for Planned Lower GI (colorectal) General Surgery,
either as part of a General Surgery centre of excellence at GRH or as part of a centre of
excellence for Pelvic Resection at CGH. On Thursday 4th February, the Trust Leadership
Team (TLT) at Gloucestershire Hospitals NHS Foundation Trust explored in detail the
configuration options against six domains: Quality of Care; Access to Care; Deliverability;
Workforce; Strategic Fit and Acceptability.
The discussion benefited from presentations followed by a question and answer session,
with clinical leads from the multi-disciplinary General Surgery team. Both proposals had
better outcomes for patients at their heart and many benefits. However, it was evident as a
result of the debate that there was an alternative, potentially even better option, that
includes the best elements from the two options presented and notably the opportunity to
deliver more planned elective surgery at CGH than either of the two options consulted on.
This opportunity to treat more patients in a centre of excellence for planned surgical care
was also something that came through the consultation feedback (with over 40 references
to increasing planned care at CGH) from both public contributors and staff.
The recommendation was that further work should begin with the General Surgery team to
define this new, emerging option. The focus will be to explore the opportunity to deliver:


Planned “High Risk” Upper Gastrointestinal (GI) and Lower Gastrointestinal
(Colorectal) surgery at Gloucestershire Royal Hospital



Planned complex and routine inpatient and day case surgery in both Upper and
Lower GI (Colorectal) at Cheltenham General Hospital
The General Surgery team will now work together to define ‘high risk’ and it is important to
note that risk doesn’t equal complexity. A complex operation on an otherwise fit and well
patient could be categorised as ‘low risk’ where as a relatively routine operation on a
patient with other underlying health conditions could be categorised as ‘high risk’.

10

Copies of the two presentations are provided overleaf.
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Elizabeth O’Mahony
Regional Director South West
NHS England and NHS Improvement
South West House
Blackbrook Park Avenue
Taunton
TA1 2PX

7 October 2020

Mary Hutton
CCG Accountable Officer &
One Gloucestershire ICS Lead
Via email:

Telephone: 01823 361338
Email: e.omahony@nhs.net

mary.hutton1@nhs.net

Dear Mary
Stage 2 Assurance of the Gloucestershire Centres of Excellence (CoEx) Proposals
My thanks to you and the CoEx team for the extensive work on the CoEx PreConsultation Business Case and the constructive manner in which you have
addressed the points arising from discussions with our SW service reconfiguration
assurance panel on 3 September and then the follow-up meeting on 1 October 2020.
Statement of Assurance
Following consideration of the evidence presented and the discussion at the
assurance meetings on 10 August, 27 August, 3 September and 1 October 2020, it
is concluded that this scheme is Fully Assured against the four Key Tests, and the
Finance and Best Practice requirements:
Test

Panel finding

Test 1 - Strong Public & Patient Engagement / Stakeholder
Engagement

Fully Assured

Test 2 - Consistency with current & prospective need for Patient
Choice

Fully Assured

Test 3 - Clear Clinical Evidence Base

Fully Assured

Test 4 - Support from Clinical Commissioners

Fully Assured

Test 5 - NHS Beds Test

Not
Applicable***

Financial Assurance

Fully Assured

Implementation Plan

Fully Assured

11

***Note: At the Stage 2 Panel Meeting on 3 September, Gloucestershire ICS
confirmed that there is no overall change in hospital bed numbers in their CoEx
proposals. As a result of this it was agreed that the NHS Beds Test is Not Applicable
in relation to the CoEx proposals.

NHS England and NHS Improvement
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There has been extensive independent expert review of the FFtF CoEx proposals by
the SW Clinical Senate Clinical Review Panel (CRP). The CRP Report was issued
on 20 August 2020. I understand that at the Stage 2 follow up meeting on 1 October,
Gloucestershire colleagues shared their appreciation for the Senate’s further support
through their additional independent clinical review of the colorectal staffing model.
As a result, the GHFT Medical Director and the FFtF team confirmed their
confidence in the safety and deliverability of the two options for colorectal proposals either centralising elective colorectal to CGH or to GRH.
The final PCBC is due to be reviewed and approved by GHFT Board and the GCCG
Governing Body on 8 October and the considerations will include:
•

The actions taken in response to the CRP’s feedback, especially in respect to
vascular and colorectal.

•

The legal advice received by the team confirming that no issues have been
identified about moving forward to consultation.

For the avoidance of doubt, my agreement to proceed to public consultation does not
constitute approval or sign-off for:
•

Capital expenditure or confirmation of capital availability. This is a particularly
significant point given the constrained national capital funding position.

•

Control totals for the trusts or surplus/deficit for the CCG for future years.

•

Any other funding beyond routine allocations

I wish you and colleagues every success in taking forward these proposals.
Yours sincerely

11
Elizabeth O’Mahony
Regional Director South West

cc:

Glos ICS:

NHSE/I:

Deborah Lee
Ellen Rule
Micky Griffith
Mark Pietroni
Anthony Dallimore
Becky Parish
Karen Johnson
Catherine Leech

Rachel Pearce
Laura Nicholas
Christina Button
David Halpin
Ellie Devine
Sharon Kingscott
Jane Appleton
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Data Protection Impact Assessment (DPIA)
Project title
DPIA Reference no. (from IG Lead)
DPIA prepared by (project lead)

Fit For the Future Programme – Engagement & Consultation
phase
DPIA079a
This update 09/02/21 – updated text highlighted in yellow.
Mark Woodward - Project Manager – Fit For the Future

1. Summarise the project or change, including the benefits
For completeness the DPIA is being refreshed to reflect the programme moving into the DMBC
phase and the subsequent implementation phase. The updated text is highlighted in yellow.
The Fit For the Future (FFtF) Programme sits as part of our One Gloucestershire ICS strategy. This
sets out our ambitions to deliver a step change for health and social care in Gloucestershire. Our
Vision is to:
– Place a far greater emphasis on personal responsibility, prevention and self-care,
supported by additional investment in helping people to help themselves
– Place a greater emphasis on joined up community based care and support, provided
in patients’ own homes and in the right number of community centres, supported by
specialist staff and teams when needed
– Continue to bring together specialist services and resources in to ‘Centres of
Excellence’, where possible reducing the reliance on inpatient care (and
consequently the need for bed based services) across our system by repurposing the
facilities we have in order to use them more efficiently and effectively in future
– Develop new roles and ways of working across our system to make best use of the
workforce we have, and bring new people and skills into our delivery system to
deliver patient care
Have a continued focus on ensuring Parity of Esteem for Mental health
The programme has recently completed a ‘Solutions Appraisal’ process and has a shortlist of
solutions that it wishes to progress through an iterative Pre Consultation Business Case (PCBC)
process. The PCBC will be presented to the ICS and partner organisations (v1), the Clinical Senate
(v2), NHSE/I (v3) and then HOSC (v4). Should the PCBC be approved then it is anticipated that a
solution(s) will be subject to a public consultation in 2020.
This DPIA covers the Solutions Appraisal phase of the programme, drafting of the PCBC and the
period up until the end of any consultation process.
The Programme was paused in the Spring of 2020 due to the system response to COVID-19 until
June when the PCBC v4 was refreshed. It is planned that the Consultation phase will commence
following the 22nd October HOSC meeting. The DPIA will then be refreshed for the Decision Making
Business Case phase of the programme.

2. Describe the data, data flows, and retention period.
If this is a trial or pilot project, include the criteria, process and data that will be used
for evaluating its outcome
The FFtF Programme is currently focusing on a PCBC and then a consultation process so there should
be no change to any patient pathways and patient data flows during the current phase of the
programme.
At no time will any patient identifiable data be held by the programme.

DPIA079a FFtF Prgm Engagement Consultation DMBC updated 090221 (3) clean
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The data that will be held by the programme is as follows –
Project Management









TOR’s for working groups and Programme Governance groups
Agenda’s for meetings
Action notes from meetings
Minutes from meetings
Risk and issues log for the programme
Project plans
Communication and consultation strategy and plan
Highlight reports

Programme Governance





PCBC and appendices
Integrated Impact Assessment (IIA)
Travel Impact Assessment (TIA)
Date Protection Impact Assessment (DPIA)

Consultation documentation









Consultation documentation e.g. – leaflets
Consultation online / paper based surveys
Staff consultation
Public consultation
Citizens Jury documentation
Letters
Emails
Feedback extracted from the Engagement HQ system (non-patient identifiable data)

Data Flows –


Project Management

Project management documentation will be issued by the FFtF programme office by way of email
from NHS email accounts or from the generic Fit For the Future email account. All email accounts are
controlled by user name and password protection. The recipients will predominantly have NHS email
accounts.

12

The Project Management documentation will contain project team members’ names and job titles
and be stored on the CCG’s network and the FFtF Programme MS Teams shared storage area. The
MS Teams shared storage area is subject to a national DPIA / information Governance
arrangements.
The CCG’s network access is controlled through Line Managers authorising access to certain areas of
the network based on employees needs to access the folders.
The above data will be stored on the CCG’s network and the MS Teams shared storage area for the
lifetime of the programme and any challenge period. The data will then be archived in line with the

DPIA079a FFtF Prgm Engagement Consultation DMBC updated 090221 (3) clean
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CCG’s data retention policy.


Programme Governance

The PCBC document and appendices will not contain any patient or staff member identifiable
information other than the authors. Summary data will be included as well as anonymised quotes
from stakeholders.
The PCBC will have an Integrated Impact Assessment (IIA), which is being created by Mid & South
Essex University Hospitals Group. Various non patient identifiable data sets have been sent via NHS
email to Mid & South Essex University Hospitals Group who will in turn create an assessment. The
aim of the reports is to understand the current services and assess the consequences of any change
whilst maximising the positive impacts and minimising negative impacts of the proposed change.
The majority of the information provided is considered as ‘in the public domain’. The IIA will be
appended to the PCBC.
The PCBC will also contain a number of Travel Impact Assessments (TIA) as appendices which are
being created by the Commissioning Support Unit (CSU) using non patient identifiable data sets. The
data has been sent to the CSU using the NHS email system. When completed the impact
assessments will be stored on the CCG network and form part of the PCBC.
The PCBC will also contain a South West Ambulance Service (SWAST) impact assessment. The
modelling to develop the impact assessment will be completed by ORH Management Consultancy
who currently undertake all of the SWAST transport modelling. A contract is currently in place
between SWAST and ORH for data transfer and management.
A contract will be put into place between GHFT (the data controller) and ORH for modelling the
impacts of potential hospital service reconfigurations on SWAST resources.
The contract will be appropriate to the low level of risk in sending this data, using an encrypted
service to an existing SWAST contractor. The following data will be provided to ORH as part of the Fit
For the Future Programme –



SWAST ID / incident number
Arrival time at a location

The data will be sent to ORH NHS mail [SECURE] email and ORH will extract this data using the egress
end to end encryption email service.

12
It is anticipated that the data will be sent on a single occasion. The data will then be manipulated by
ORH and it will be presented back in a spatial format using licensed base maps.
The spatial mapping will then be agreed as appropriate for inclusion in the PCBC by the FFTF
Programme Director.
The draft and final versions of the PCBC will be stored on the CCG’s network and the ultimately the
MS Teams shared storage area. The document will be shared to the Programme team and
stakeholders using NHS mail.
The PCBC and appendices will be stored on the CCG’s network and the MS Teams shared storage
area for the lifetime of the programme and any challenge period. The data will then be archived in
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line with the CCG’s data retention policy.


Consultation Documentation

An online questionnaire has been used as part of the Solutions appraisal process to allow invited
attendees to answer a set of questions in advance of the event. Respondents could provide a name
and attendee role if they wished to do so when completing the survey. This data is held in the third
party Smart Survey system. Smart Survey is based in Tewkesbury, Gloucestershire and all data is
stored on servers which are located in the UK. The physical location of the servers is something that
formed part of the procurement evaluation criteria.
A hyperlink to the survey was emailed to attendees from the Fit For the Future email account using
the bcc option.
When the questionnaire was completed summary reports were generated from the system and used
to analyse feedback. The summary reports are stored on the CCG network.
It is planned that a similar questionnaire will be used during the Consultation phase of the
programme and a similar process will be followed.
Due to the impacts of COVID-19 pandemic the approach to the consultation phase of the
programme has been reviewed and the Communication and Consultation plan has been updated.
During the Consultation process stakeholders will be encouraged to provide feedback through the
following methods –
Online consultation and feedback using the online participation platform: Get involved
Gloucestershire https://getinvolved.glos.nhs.uk
Media and Social media promotions which will encourage feedback
QR codes linked to consultation materials and surveys to provide feedback
Online information – booklets & FAQ’s
Ad hoc emails
Ad hoc letters
Roadshows
Virtual Citizens’ Jury
The online participation platform: the Get involved Gloucestershire will be used to collect and
manage non-identifiable patient demographic data provided through feedback during the
Consultation period.

12

Data that is collected will be held on the Bang the Table (system developers) system servers in the
UK. The CCG’s Patient Engagement team will then be able to extract required data through its data
analytics reporting functionality. Any reports that are extracted will be stored on the CCG’s M Drive
or MS Teams shared storage area.
Access to the online participation platform: the Get involved Gloucestershire system will be
controlled by username and password protection and will be limited to the CCG’s Patient
Engagement team.
Following the consultation exercise the data will be held in the online participation platform: the Get
involved Gloucestershire for a period in line with the CCG’s retention schedules.
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A range of non-identifiable demographic data will be collected throughout the consultation process
via online and paper based surveys. It will also be possible to complete the survey at one of the
roadshows (Information Bus Tour) that are planned.
The surveys can be completed by any stakeholder and posted back to the CCG by Freepost, at one
of the roadshows or online. When collated the paper survey data will be input into the online
participation platform: the Get involved Gloucestershire and then shredded.
All emails relating to the consultation process will be administered through the Engagement Team’s
online participation platform: the Get involved Gloucestershire generic email account. Access to this
account is through Line Manager authorisation and user name and password protection.
Should a letter be received then this is scanned and the hard copy shredded. The letter is then held
on the Patient Engagement team ‘M’ drive together with any response. The letter is stored in
accordance with the team’s retention schedule.
In January 2020 an independently facilitated Citizens’ Jury took place and it is planned that another
Citizens’ Jury, this time facilitated virtually, will be held in the winter of 2021. The Citizens Jury
process is operated by a Company Called Citizens Juries CIC who administered the event. This
resulted in the CCG not holding any attendee identifiable data.
The Programme is now in the Decision Making Business Case (DMBC) phase. The non-identifiable
patient demographic data collected during the consultation will be presented in the DMBC.
It is not planned to change the data, data flows or retention periods during the DMBC phase or the
next phase of the programme which will be implementation.

3. What is the lawful basis for processing the personal data under GDPR/DPA 2018?
(refer to IG Lead or NHS Digital guidance, particularly sections 5 and 6)
For processing Personal Data:
GDPR 6(1)(e) – the processing is necessary for the performance of a task carried out in the exercise
of official authority vested in the controller by the NHS Act 2006.
For processing Special Category Data (e.g. health):
No special categories of personal data will be processed.

4. Relevant stakeholders who have been consulted about data protection and privacy
risks (name, role)
Ellen Rule – Director of Transformation
Tony Ware – Information Governance Manager
Micky Griffith - Fit For the Future Programme Director
Becky Parish – Associate Director Engagement and Experience
Caroline Smith – Senior Manager Engagement & Inclusion
Anthony Dallimore – Associate Director Communications

12

5. Describe any data protection and privacy risks identified






Risk 1 – Unauthorised access to lists of individuals names and job titles and email addresses
contained on ToR’s, action log, minutes etc.
Risk 2 – Unauthorised access to surveys completed through the Smart Survey / Engagement
HQ systems via hacking the site or accessing the summary reports generated by the system.
Risk 3 - Unauthorised access to ‘hard copy’ surveys completed.
Risk 4 – That paper copy completed surveys or hand delivered letters are delivered to the
wrong CCG department.
Risk 5 – Unauthorised access to the ORH data transfer or business systems containing
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o
o

SWAST ID number
Arrival time at a location

6. Describe the risk management measures agreed (what, why, who, when), including
how they will be implemented






Risk 1 – Access to the network will only be available to those with a CCG user account with
approved access by a line manager to the Fit For the Future filing structure and Fit For the
Future email account which both have user name and password protection in place.
Risk 2 – Access to the Smart Survey / Engagement HQ systems will be limited to the
Engagement Team this will be controlled through user name and password protected
accounts.
Risk 3 – Hard copy surveys will be stored by members of the CCG’s Engagement &
Experience team and only made available to Programme Team members on request with a
business need for the hard copy forms.
Risk 4 – Ensure that a procedure is agreed with those responsible at the CCG for post
opening and distribution.
Risk 5 – The data will be sent to ORH using an NHS.net email account and the egress
encrypted file transfer service. ORH will only allow access to its systems using user name and
password protection and the data will be stored on the ORH servers in line with the ORH
data retention schedules.

7. Approved and signed off by the GCCG IG Lead (Tony Ware)
T Ware. 10/3/20. Updated version DPIA079a approved, by email dated 15/10/20
This update 9/2/21 approved by email dated 17/2/21

8. Approved and signed off by the relevant Director (name, signature, role, date)
Previously Ellen Rule, Director of Transformation and Service Redesign, approved DPIA079a on
27/10/20.

Date: 19th February 2021

9. Does this DPIA need to be reviewed? If yes, when?
For completeness the DPIA is being refreshed to reflect the programme moving into the DMBC
phase and the subsequent implementation phase.

12

DPIA079a FFtF Prgm Engagement Consultation DMBC updated 090221 (3) clean

Extraordinary Governing Body Meeting FFTF Thursday 18 March 2021-18/03/21

Page 6 of 6

629 of 634

Tab 13 Appendix Eleven

Communications and Engagement Plan
Publication of the Fit for the Future DMBC
1.

Background

One Gloucestershire partners will formally publish the Fit for the Future Decision Making Business
Case (DMBC) on 4 March 2021, ahead of the CCG Governing Body meeting on 11 March 2021.
This business case will set out resolutions for the service proposals following the Fit for the Future
consultation:






Acute Medicine (specifically acute medical take)
Gastroenterology inpatient services
General Surgery (Emergency General Surgery, *Planned Lower Gastrointestinal
[GI]/colorectal surgery and day case Upper and Lower GI surgery)
Image Guided Interventional Surgery (IGIS) including Vascular Surgery
Trauma and Orthopaedic (T&O) inpatient services.

This follows the consultation review period, which included careful consideration by
Gloucestershire Hospitals NHS Foundation Trust and NHS Gloucestershire CCG, of the output of
consultation report, the Citizens’ Jury reports and public, staff and stakeholder comments following
publication of additional information.
*The DMBC will also include a resolution for Planned General Surgery that recommends that
further work is done to define a new option to deliver:


Planned High Risk Upper Gastrointestinal (GI) and Lower Gastrointestinal (Colorectal) surgery
at Gloucestershire Royal Hospital
Planned complex and routine inpatient and day case surgery in both Upper and Lower GI
(Colorectal) at Cheltenham General Hospital.



Local people and staff will be given the opportunity to be involved.

2.

Aim

The aim of the communications and engagement plan is to ensure staff, community partners, the
public and media receive information on the outcome of the decision making process and next
steps in a timely and appropriate way.

3.

13

Objectives

There are a number of communication and engagement objectives, including:





To provide clear, consistent and accurate information
To support the NHS to communicate the outcome and the changes
To ensure relevant audiences receive the information in the right order e.g. staff first
To ensure effective media and social media arrangements are in place.
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4.

Key Messages

General


The Fit for the Future consultation was about exploring how best to provide a number of
specialist hospital services across the Cheltenham General and Gloucestershire Royal
Hospital sites in the future and to ensure Gloucestershire is at the leading edge of
healthcare



The consultation feedback shows there was more support overall than opposition to
strengthen the ‘centres of excellence’ approach to care, which reflects the way a number of
inpatient services are already concentrated in one place, such as cancer care in
Cheltenham and children’s services in Gloucester



We want to see two thriving hospital sites in Cheltenham and Gloucester, both providing
world class treatment and care



For services, the aim is to improve health outcomes for patients, reduce waiting times and
the number of cancelled operations and ensure people see the right specialist to meet their
needs at the right time



It’s about ensuring there are always safe staffing levels, including senior doctors available
24/7, teams have the best equipment and facilities and we support joint working across
services



We are also keen to create flagship centres for research, training and learning – attracting
and keeping the best staff in Gloucestershire and provide more specialist services in the
county to enable people to receive care locally rather than travelling further afield



We know how important the Cheltenham General Hospital A&E Department is to people
who live in the east of the county; in particular Cheltenham. We have publicly committed to
a 24 hour A&E department in Cheltenham (nurse led, 8pm to 8am)



The temporary COVID-19 emergency service changes are designed to support the delivery
of healthcare in the context of the operational challenges presented by the COVID-19
pandemic
Whilst some of the temporary changes relate to the same clinical services included in the
Fit for the Future consultation, the Fit for the Future programme remains the mechanism for
agreeing any permanent, substantive changes to specialist hospital services for the benefit
of patients.

13

The consultation


We aimed to deliver a comprehensive consultation that sought to gather views from a wide
cross section of the local population and our staff



We were keen to go the extra mile to ensure we reached and received feedback from our
diverse local communities and workforce using innovative methods, which responded to the
challenges brought by the pandemic
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5.



Our consultation approach was informed by independent advice from The Consultation
Institute (TCI) and we used a variety of methods and channels to inform and consult online, in person, by post and by phone. As part of this advice, TCI also reviewed all
consultation processes – documents, approach and survey



As part of the consultation review period, all feedback was carefully considered before
decisions were made



We have demonstrated that we are always open to embracing new methods to provide
opportunities for participation to as many people as wish to get involved.

Key Stakeholders and timings

There are a number of key stakeholders that need to be engaged and supported as decisions are
made and communicated:
Time
Monday 1
March 2021

Stakeholder
NHS England –
regional comms

Wednesday 3
March 2021

Staff within the
services affected

Purpose
Provide an overview of the decision
making process and communication
arrangements
Notification that the
DMBC/recommendations will be
published on 4 March ahead of the
CCG Gov Body meeting and where the
papers can be found. Communicate
the recommendations, decision making
process and potential next steps

Method
Verbal
briefing
Verbal
briefing
Develop
Q/A based
on
questions
received
and publish

Wednesday 3
March 2021

Strategic
Stakeholders:
MPs, HWG,
HOSC, District
Councils

As above. Provide notification of where
the papers and recommendations will
be published, decision making process
and potential next steps

Written
briefing

Wednesday 3
March 2021

Dedicated
briefing to Alex
Chalk, MP and
Richard Graham
MP
Media

As above. Provide notification of where
the papers and recommendations will
be published, decision making process
and potential next steps

Virtual
Briefing

Reactive statement in place

Publish
information

Provide a link to the DMBC/Board
papers from
www.onegloucestershire.net/yoursay
Ensure links across CCG and Trust
websites are in place
Briefing to inform stakeholders of the
outcome of the CCG Governing Body
meeting and next steps

Media
statement
On-line

Thursday 4
March
Thursday 4
March

Thursday 11
March

All Governors &
Board Members

Written
briefing
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Thursday 11
March

Staff briefing

Thursday 11
March

Strategic
Stakeholders:
MPs, HWG,
HOSC, District
Councils,
Healthwatch
Gloucestershire
Dedicated
briefing to Alex
Chalk, MP and
Richard Graham
MP
Trust and CCG
PALS &
Volunteers
Dedicated
briefing to
REACH

Thursday 11
March

Thursday 11
March
Thursday 11
March

6.

Briefing to inform staff affected of the
outcome of the CCG Governing Body
meeting and next steps
Briefing to inform stakeholders of the
outcome of the CCG Governing Body
meeting and next steps

Verbal and
written
briefing
Written
briefing

Briefing to inform them of the outcome
of the CCG Governing Body meeting
and next steps

Verbal
briefing

Briefing and where to direct queries for
further information

Written
briefing

If not in attendance at the meeting,
briefing to inform them of the outcome
of the CCG Governing Body meeting
and next steps
Issue media release

Verbal
briefing

Thursday 11
March
Thursday 11
March

Media/public
Public

Issue social media post with video
talking head from GHFT Medical
Director?

Friday 12
March

Consultees

Communication/letter to all those who
took part in the consultation (who
supplied contact details) informing
them of the outcome of decision
making with a link to the papers online

Media
release
Social
media post
with video
content
Letter
based on
stakeholder
briefing

Media statement

To follow

7.

Social Media Posts

To follow

8.

Internal comms

13

To follow

9.
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Risks and mitigations
There are a number of risks that need to be considered:
Risk
Misinformation on social media channels
regarding the decisions
Media receive accurate information on the
decisions made
Information online is out of date

Mitigation
A proactive watching brief on social media channels
will enable any misinformation to be quickly
addressed and responded to
Appropriate proactive and reactive media
arrangements in place
One Gloucestershire, GIG, Trust and CCG sites
checked from 3 March 2021-12 March 2021

13
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