‘Our National Health Service was founded
in 1948 in place of fear - the fear that
many people had of being unable to
afford care for themselves and their
families. And it was founded in a spirit of
optimism - at a time of great uncertainty,
coming shortly after the sacrifices of war.
At its best our National Health Service is
the practical expression of a shared
commitment by the British people: over
the past seven decades, there when we
need it, at the most profound moments in
our lives. But as medicine advances,
health needs change, and society
develops, the Health Service continually
has to move forward.’ NHS Long Term
Plan
Future Fit is not forward looking. It
represents the acute-centric model of the
past.

Future Fit
Unfit to Progress
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1.

INTRODUCTION: A NEW SERVICE MODEL FOR THE 21ST CENTURY

The NHS Long Term Plan includes some clear ideas on what the NHS should like.
We are told:
The longstanding aim has been to prevent as much illness as possible. Then
illness which cannot be prevented should where possible be treated in
community and primary care. If care is required at hospital, its goal is
treatment without having to stay in as an inpatient wherever possible. And,
when people no longer need to be in a hospital bed, they should then receive
good health and social care support to go home.1
This is the right vision. Prevention, as the first and most important task of the NHS. Intervention at
or close to home whenever this can meet people’s needs. Hospital-based care not as the default
option, but only when care needs can’t be met elsewhere. And the right support when and where
people need it to go home as soon as they can.
This is an approach that we absolutely support in Defend Our NHS. We are not opposed to change.
Many of our leading members have health or social care backgrounds. We have lived with change,
and some of us have led change. We agree strongly with local health leaders that ‘No change is not
an option’.
The question is, what change?
The Future Fit that completed its consultation process last September, that was signed off by CCGs
on 29th January – this was not the original Future Fit model. In 2014, Future Fit was about whole
system transformation, prevention, investment in improved community-based services, joined up
care. By 2018, it was reduced to a choice between which town was to get an Emergency Centre and
which town would get a Planned Care Centre. This was the only question asked of the public in
Future Fit consultation: Do you want Option 1, Shrewsbury and Telford? Or Option 2, Telford and
Shrewsbury?
We have a strong and justified concern that Future Fit maintains an outdated focus - both clinically
and financially - on acute care. It is a project that takes us in a retrograde direction.
The relentless prioritisation of secondary care will further reduce funding for other areas of work.
That means less investment in prevention and wellness; and fewer resources for community-based
care.
The centralisation of secondary care is to take place at the same time as a cost-cutting review of
community hospital beds and services in rural areas; significant cuts to community NHS services
overall; and the virtual disappearance of public health/prevention work particularly in Shropshire.
Our expectation is that the rural areas of Shropshire will continue to be hardest hit, with services
increasingly centralised to Shrewsbury.
Reduced access to healthcare is not simply a matter of inconvenience. There is a small but real
evidence base of distance to emergency care affecting patient outcome; evidence, too, of reduced
access to planned care and primary care having adverse consequences for patients. There are other
aspects of the Future Fit proposals that cause us concern from a safety perspective. We have been
1

NHS England, NHS Long Term Plan, p.11.
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approached by senior clinicians who have told us of their own fears for patient safety if the Future
Fit model is implemented.
The Future Fit plans are also, to a significant degree, being overtaken by events. There have been
steep increases in acute activity at both our hospitals on a scale that is not reflected in Future Fit
demand and capacity modelling. The staff and bed numbers outlined in the current model are
unlikely to meet changing patient need. The financial modelling behind Future Fit is itself now
invalidated by sharply deteriorating system-wide finances. Intended CCG QIPP schemes will reduce
the acute trust’s income by an amount several times greater than the assumed Future Fit surplus.
CCG QIPP plans will also of course impact on the creation of future alternatives to acute care. The
Pre-Consultation Business Case (PCBC) was finalised in November 2017 and was plainly out-of-date
by the time Future Fit was signed off in January 2019.
We question both the clinical and financial sustainability of Future Fit in a context of rapid change.
This introduction gives a broad overview of our main areas of concern. These are explored further in
subsequent sections of this paper. We are very happy to respond as fully as we can to any queries
you may have.
The paper draws on ideas developed and contributed by many people. Of the two main authors, Gill
is a clinician by background; a speech and language therapist who worked extensively in hospital and
community settings, and in both clinical management and senior clinical roles. Pete worked as a
senior Business Consultant. We are both now retired. We are, of course, both local NHS patients.

Gill George
Pete Gillard
On behalf of Shropshire, Telford and Wrekin Defend Our NHS
1st May 2019

Page 4 of 123

2.

FUTURE FIT: A HISTORY OF DISCONTINUITY AND CHAOS

The November 2017 Pre-Consultation Business Case (PCBC), the May 2018 Pre-Consultation
Engagement report, and the January 2019 Decision-Making Business Case (DMBC) all give the
impression of a lengthy but well-managed project that has run smoothly. We are told of the
extensive public involvement that took place in the early years of the project, and of the way that
this public involvement shaped and refined Future Fit proposals.
For example, this is the summary of pre-consultation engagement in the PCBC2:

Figure 1: Pre-Consultation Business Case

The subsequent DMBC states:
The proposals for consultation were influenced very strongly by staff and local
people. Between 2013 and 2018 ongoing engagement has helped to shape
these.3
The DMBC cites the Future Fit Pre-Consultation Engagement Report, approved by the Future Fit
Programme Board in July 2018, as evidence that the public were able to shape Future Fit proposals.
The account in the DMBC is that the report ‘details how we have developed our communication and
engagement process based on feedback from stakeholders, patients their families and carers,
members of the public, clinicians and GPs’.
The Pre-Consultation Engagement report painstakingly lists all forms of public-facing activity that
took place between March 2014 and May 2018, and states:
Patients have been involved at every stage of developing the proposals and will
now be asked their views on those proposals in this consultation.4
We do not dispute that many events have taken place. The current portrayal, though, is of proposals
that have been developed and refined on an iterative basis through ongoing public involvement. This
is simply incorrect, for two reasons.

2

Future Fit, Pre-Consultation Business Case, p. 27.
Future Fit, Decision-Making Business Case, p. 31.
4
Future Fit, Pre-Consultation Engagement Report, p. 13.
3
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Firstly, there is an obvious distinction to be made between ‘informing’ and ‘involving’. The mere
provision of information to the public is a one-way process. It does not provide the public with a
means of shaping the outcome of NHS reconfiguration proposals. Public involvement from 2016
onwards has been characterised by one-way ‘information’ events.
Secondly, and very significantly, there has been a complete discontinuity in the development of
Future Fit proposals. This has effectively been written out of the history of Future Fit, but it is of
profound importance.
‘Future Fit I’ was launched in November 2013 and ended in October 2015. It did not confine itself to
acute hospital reconfiguration. A whole system approach was regarded as essential, and up-front
investment in community-based alternatives to acute care was identified as a prerequisite to any
reduction in hospital-based care. The unique selling point – emphasised repeatedly to the public –
was that Future Fit meant ‘Care Closer to Home’. In a predominantly rural county, this mattered. The
promises of ‘Care Closer to Home’ were not confined to fine words. Detailed discussion with the
public shaped the future model, and there were detailed plans for its implementation. Annual
recurrent investment in new community services was agreed by Shropshire CCG in August 2015.
Future Fit I was cancelled on 1st October 2015, seemingly at the very meeting that had been due to
make a final selection of the ‘preferred option’. Public consultation on the Future Fit proposals
had been due to begin at the end of December 2015. Future Fit 1 was a project on the brink of
completion at the point of its cancellation. This last-minute cancellation was on the instruction of
regional NHS England and the regional TDA (now NHSI) because Future Fit did not go far enough in
resolving the system-wide deficit. There was no public engagement or consultation on the
cancellation of the Future Fit plans, nor on the very different content of the replacement.
Future Fit was replaced by… Future Fit! The name remained; in almost every other respect,
however, this was a different project. ‘Future Fit II’ abandoned any pretence of a whole system
solution to local health needs. It became a project with an objective of solving the most pressing
workforce challenges of acute trust SaTH. When it came to consultation, the only choice given to
the public was between two mirror image versions of the same constrained proposals: ‘Do you
want your Emergency Centre in Shrewsbury and your Planned Care in Telford, or the other way
around?’
This is of the greatest importance. Public engagement shaped key components of a model of care
that was abandoned. The discarded model was replaced with something very different: the same
name, the same commitment to closing an A&E, but with the loss of the core components that the
public had valued.

2.1.

The ‘Future Fit 1’ model

A ‘Clinical Design Workstream’ followed the November 2013 launch of Future Fit. This led to the
publication of detailed proposals in May 2014: the ‘Clinical Design Workstream Final Report, Models
of Care’. This has generally been referred to as the Future Fit ‘Clinical Model’, and this is the
convention we will follow here.
Within the Clinical Model, it was made explicit that Future Fit was to include Urgent Care Centres,
community hospital beds, and Community Hubs. The Future Fit public engagement events of 2014
and 2015 put a strong emphasis on a network of local services, with a focus on Rural Urgent Care
Centres and Local Planned Care Centres (which were to include access to diagnostics and follow up,
and even to routine surgery). The transformation of community-based services was part and parcel
of Future Fit; improved access to local care was absolutely woven into the plans.
Page 6 of 123

The Future Fit Clinical Model had a broad scope. Its opening paragraph describes Future Fit as ‘an
approach to ensure that the future of hospital and community services is considered within the
context of a whole system plan’5. The May 2014 report6 uses the phrase ‘whole system’ no less than
29 times. The strands of work that were explicitly part of Future Fit were to be developed as part of
a broader approach, to include primary care and community NHS services, and integration across
the NHS and with social care and the voluntary sector. There were also ambitious aims to address
the determinants of population health as a ‘primary health, social, economic, political and cultural
aim’7. These were admirable objectives.
The Clinical Model emphasises the whole system approach required for the success of Future

Figure 2: Scope of 'Clinical Model'

This commitment to whole system transformational change was made again and again at public
engagement events and at Board meetings of NHS organisations. Health leaders were in no doubt
about the direction of travel. Future Fit was itself a rich and multi-faceted set of proposals – and its
successful implementation was dependent on the concurrent development and implementation of
even wider work seen as equally or more important than acute reconfiguration.
The breadth of the model was well-illustrated in the patient stories contained in the Future Fit
‘Clinical Design Summary’8. This was a short pamphlet produced initially in 2014 for use at Future Fit
engagement workshops, and re-printed in April 2015. The patient stories formed the basis for roundthe-table discussion at very many public events. Story after story emphasised the whole system
approach that was inherent in Future Fit, and how integration of services would transform care.
It was also made explicit in the booklet that, with the Future Fit model, people would be able to
access local Urgent Care Centres instead of travelling to Shrewsbury or Telford. The UCCs were to
include facilities such as ultrasound, X-rays, phlebotomy, therapy services, an observation unit and a
pharmacy. Community Hubs feature prominently in the model, based at existing community
hospitals. These were to include walk-in services, in-patient beds and GP-led Urgent Care Centres, as
well as a raft of information and prevention services. Some members of the public will have found
concepts of whole system change, integration and the like difficult to grasp – but local care was both
understandable and popular. This was especially true for Shropshire’s rural communities.

5

The ‘Clinical Model’ for Future Fit. Future Fit, Clinical Design Workstream: Final Report: Models of Care, p. 9.
Ibid.
7
Ibid., p. 19
8
Future Fit, Clinical Design Report Summary
6
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Particularly in Shropshire, the public involvement in shaping the ‘Care Closer to Home’ components
was genuine and substantial. The early proposals for a network of Rural Urgent Care Centres was
refined through patient engagement into an agreed and widely supported list of five market town
locations. The services to be provided at Urgent Care Centres were hammered out after long
discussion: both from a focused workstream with patient representation and from wider
engagement events.
Engagement took place at a considerable level of detail. At a Market Drayton meeting on rural
urgent care, in July 2015, facilitators encouraged a long discussion on whether the observation area
of the new Whitchurch UCC should have beds or reclining chairs for patients. A secondary and
public-led discussion at the same meeting was on whether or not Market Drayton could have its own
UCC, as the support for the model was overwhelming.
There was no reason for the public to disbelieve the assurances that Rural Urgent Care Centres and
Local Planned Care Centres were part and parcel of Future Fit. These were promises made to the
public. They were in the Future Fit Clinical Model. They were in Future Fit promotional material.
They were talked about as a simple matter of fact at Future Fit engagement meetings. There were
firm commitments made, in workshop after workshop, that this transformed local provision would
be available across our area.
The Future Fit Strategic Outline Case9 (SOC) was finalised in September 2015. It combined drafts
from SaTH and Shropshire Community NHS Trust. The SOC continued to emphasise the need for a
whole system approach. Rural Urgent Care Centres featured prominently, and with considerable
detail on the required service specification.
It was acknowledged within the SOC that Local Planned Care work had not been progressed to the
same extent as Rural Urgent Care Centres – but it continued to be part of the model that up to 70%
of all assessment, diagnosis and follow up appointments would be offered closer to home; that
planned care consultation rooms would be available at Community Hubs or UCCs; that local X-ray
and ultrasound facilities would be available seven days a week; that there was a need for a
standardised approach to assessment across the county. The SOC assumed that 102,000 outpatient
appointments were to be offered at the centralised Emergency Centre or Diagnostic and Treatment
Centre – but 232,000 attendances and procedures would take place through Local Planned Care,
with a further 35,000 appointments to be offered virtually. There were also ambitious and
quantified targets for the reduction in hospital admissions through improved primary care and
improved use of community hospitals; better integration of primary care and community services;
and preventive work to reduce key risk factors such as high cholesterol and high blood pressure.
It was an SOC that strongly reflected the original Future Fit vision.
It would be quite wrong to pretend that every aspect of Future Fit was welcomed. Both the
authors of this paper attended the November 2013 ‘Call to Action’ conference from which Future
Fit was launched. A comment from one of us to a friend, as the event ended, was, ‘So they’ve
decided to close one of the A&Es and downgrade a hospital, then’. That strand of Future Fit was
always a done deal. It was a cause of great frustration over the following 22 months that
facilitators of engagement events were reluctant to record the quite significant opposition
expressed by the public to A&E closure. When minor battles took place over ownership of
flipcharts and pens, and support for both A&Es was written down, the comments seldom made it
into the formal feedback from meetings. In an extensive telephone survey of the public,
9

SaTH, Strategic Outline Case (SOC) Acute Hospital Services
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respondents were asked if they preferred an A&E in Shrewsbury or Telford. Those who said ‘Both’
were informed that this response was not allowed. (This prefigured the eventual public
consultation, of course).
Activists in Defend Our NHS also had concerns over available funding; quite rightly, as subsequent
events have shown.
Nevertheless, there was a powerful vision behind the Future Fit of 2014 and 2015. The public was
unconvinced of A&E closure, but ‘Future Fit I’ also included many positive proposals which had
genuine public support.

2.2.

Community Fit

In line with the commitment to a whole system approach, a second workstream was established to
run concurrently with Future Fit. This was Community Fit. It was not secondary to Future Fit and was
not seen by health leaders as less important than Future Fit. The success of Future Fit was identified
repeatedly – in public events and in NHS Board meetings – as dependent on the successful
implementation of Community Fit. The purpose of Community Fit was ‘to enable safe transition from
the current care model, which is heavily inpatient based, covering all aspects of care’10.
Community Fit was nominally an independent workstream11, but in practice the boundaries between
intended Future Fit and Community Fit outcomes were completely blurred. The objective, after all,
was an integrated system. In engagement events, proposed changes to service delivery were
presented as a single model.
The Future Fit Clinical Design Summary, for example, describes components of a new healthcare
system in which every patient with a long term condition has a care plan; management of health
issues increasingly takes place in the community; new technology will allow many appointments
with specialists to take place remotely, removing the need to travel; many routine appointments will
take place at home; community hospitals will be developed into vibrant Community Hubs; there will
be a strong focus on prevention; and an integrated health care record will promote joined up care.
Commitments were also made to new funding for enhanced community services. At its August 2015
Board, Shropshire CCG discussed and agreed new investment of £5.3 million annually, on a
recurrent basis. This reflected the commitments made in the Clinical Model, including this:
‘Community capacity must be built to accommodate this shift. It is not necessarily
cheaper to provide care at home when intensive input is required. Although new
ways of working will provide efficiencies, there is an absolute need to shift
resources into community care’12.
The commitments to additional funding for increased community capacity were made repeatedly in
public engagement workshops. The funding was not described by health leaders as part of a wish list
– but as a simple question of fact.
We were advised too that there was an ‘absolute requirement’ for:

10

Future Fit, NHS Community Fit: Board Paper, 22 October 2015, p.2.
Ibid., p. 1.
12
Future Fit, Clinical Design Workstream: Final Report: Models of Care, p. 16.
11
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…an enhanced and integrated education and prevention programme addressing
the wider determinants of health of the whole population, driven by a
commitment to wellbeing as a primary health, social, economic, political and
cultural aim, without which the sustainability and quality of services in the future
will be seriously threatened.13
Work was underway on integrated clinical pathways. The intention was, quite rightly, for pathways
to be modelled and agreed across all providers, to ensure consistency, safe care, and a good
experience for patients. The work seems to have been abandoned14, without explanation and
without an equivalent model of care being put in place. In the PCBC, diabetes is mentioned multiple
times – but only in the context of the responsibilities of individual organisations. That concept of
joined up care has been lost.
The public had no reason to doubt from what they were told at engagement events that the Future
Fit vision was real and would be implemented. At times, detail of genuinely impressive service
proposals was given. One of the authors of this paper attended a Ludlow meeting where it was
reported that Shropshire would implement the Buurtzorg model of community nursing, with a likely
doubling of the existing workforce. The delight of hearing that remains unforgettable – many years
after the actual proposal has vanished.

2.3.

How did ‘Future Fit II’ come about?

The stripped-down model that went to public consultation is summarised succinctly on the Future
Fit website15:

Figure 3: The Only Options

This could not be further removed from the whole system vision that underpinned ‘Future Fit I’.
These are mirror image versions of a model that is entirely acute-focused, and that has been
designed without meaningful public input. Public events have certainly taken place; these, however,
have been about the one-way provision of information rather than public involvement in the design
of a new healthcare system. That meaningful public involvement had already been done – and the
products of that work were abandoned in October 2015.

13

Ibid., p. 19.
Initial Drafts of some pathways were reviewed at a Future Fit Clinical Reference Group held on 01 February
2017, but the workstreams then appeared to have been closed. One of the authors of this document
was a patient representative to the Clinical Reference Group and a member of the Diabetes Pathway
working group.
15
Future Fit, NHS Future Fit: Home [Online].
14
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When questions have been asked about the lack of detailed work on (and funding for) community
services, the response has been ‘This is not part of Future Fit’. And when questions have been asked
about Future Fit bed or staff numbers, about capital funding, about a lack of information on the
implications for the ambulance service – the response has too often been, ‘We’re not consulting on
that’. There is a great deal of window dressing in the PCBC and DMBC, but it has been made clear
that the matters considered to be of public concern are restricted to the locations of the Emergency
site and the Planned Care site.
Unpicking what went wrong for Future Fit requires quite detailed reading of superseded documents.
At no stage has there been any detailed public reporting of events (although some of the history has
emerged in private conversations).
The initial Future Fit model had been ‘ready to roll’ in the autumn of 2015.
There were initial signs of financial concerns in August 2015. All ‘greenfield site’ options for
reconfiguration of acute care were ruled out in a report16 accepted by the Future Fit Programme
Board. It is clear within the paper that exclusion of these four shortlisted options was solely on
affordability grounds, not because a greenfield site had suddenly been found to be undesirable. (A
greenfield site had been the preference of SaTH, and of the then Future Fit Clinical Lead, Mike
Innes).
Nevertheless, the September 2015 SOC was absolutely in line with the vision contained in the Future
Fit Clinical Model and discussed so extensively at public engagement events. All of those key strands
around Rural Urgent Care Centres, Local Planned Care, Community Hubs etc were there. So were
commitments to preventative work, improved community services, and an enhanced role for
community hospitals. It was a multi-faceted approach. The SOC described a plan for whole system
transformation.
Non-financial and financial appraisal of Future Fit options took place. The Future Fit appraisal report
of 21st September 201517, prepared for the Programme Board, reported the ratings for the options
considered and gave no public indication that the Future Fit project was in significant difficulty.
At least officially, Future Fit was firmly on track.
In late September 2015, another question mark emerged. The two architects of Future Fit were Dr
Caron Morton MBE, Accountable Officer of Shropshire CCG, and Dr Bill Gowans, Vice Chair of
Shropshire CCG. The Future Fit model of that time reflected their vision and close to two years of
their work. Unexpectedly, and for unreported reasons, they were both placed on authorised leave.
This left Future Fit without effective leadership. Dr Morton and Dr Gowans did not return to work
with the CCG, and they both resigned from their posts in November 2015.
A Future Fit Programme Board meeting took place on 1st October. The report of the meeting
produced for Sponsor Boards, reports the NHS Trust Development Authority and NHS England
feedback on the Future Fit Strategic Outline Case. The paper notes:
‘To secure final approval any business case will need to indicate how the
underlying deficit in the local health economy is to be addressed beyond the

16
17

Future Fit, Update on the Shortlist of Acute Hospital Options, p. 2.
Future Fit, Report on the Appraisal of Options
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contribution which the remaining options could make (up to £3.6m annual
surplus).’ 18,
This was quite extraordinary. Essentially, NHS England and the TDA (now within NHS
Improvement) had pulled the plug on Future Fit – on all options then under consideration, and (it
rapidly became clear) on the Future Fit model itself. The Future Fit Board agreed to defer the
agreement of a preferred option, and for commissioners and providers to take forward parallel
discussions on dealing with the remaining financial deficit. Importantly, SaTH – not the local health
and social care system as a whole, but the acute trust acting in isolation – was asked to develop
‘an interim solution to its workforce challenges’.
And this marked the end of Future Fit as a whole system approach. SaTH was given responsibility for
preparing a new and very different Strategic Outline Case19, based on that ‘interim’ solution to its
perceived organisational problems. This was published in March 2016. The second SOC was
succeeded by an Outline Business Case20, released in November 2016. This, in turn, formed the basis
of the November 2017 Pre-Consultation Business Case, which has been succeeded by the rather
sketchy January 2019 Decision-Making Business Case.
There was no public engagement on this sharp change of direction, and on the loss of almost
everything that had been central to the original Future Fit project.
The assertions of 2018 and 2019 are of continuity, ongoing public engagement, and – in the words
of the DMBC – that ‘the proposals for consultation were influenced very strongly by staff and local
people’. Our view on this is based on personal knowledge and close involvement in Future Fit
engagement events from November 2013 onwards – and our view is that these assertions are
simply untrue. Any engagement that took place in 2014 and most of 2015 should be discounted, as
it related to what was effectively a different project. Subsequent public engagement has
overwhelmingly been a one-way process of imparting information on decisions that were already
taken.
This is in no way a fanciful account. The content of Programme Board reports highlighted the sharp
break with the previous model of Future Fit. A February 2016 report21 noted two ‘critical
interdependencies’ for the successful implementation of Future Fit. These are unrelated to the
development of primary care, community capacity, successful prevention strategies etc. No. The
critical interdependencies have become ‘Developing a deficit reduction plan for the Local Health
Economy’ and ‘Completing a revised Strategic Outline Case for acute services which prioritises the
most pressing clinical challenges’. The change of direction was fundamental.
This reinforces that a fundamental shift in the direction of Future Fit had taken place. The need to
cut costs has become an overarching priority. And the new Strategic Outline Case? This was no
longer to be a whole system plan, and no longer a vision of world class services for the next 20 to 30
years. It had become a plan for acute services – and it has become a plan for the most pressing
clinical challenges. The loss of continuity could not be clearer.

18

Future Fit, NHS Future Fit Update: Programme Board Report, p. 2.
SaTH, Sustainable Services Programme: FINAL Strategic Outline Case
20
SaTH, Sustainable Services Programme: Executive Summary, DRAFT Outline Business Case
21
Future Fit, Post Board Update Report, pp. 1-2.
19
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The message is reinforced:

Figure 4: Change in Direction

Again, not whole system transformation, but an acute-only Strategic Outline Case – and a Strategic
Outline Case based on SaTH’s ‘most pressing clinical workforce challenges.’
Interestingly, an OGC Gateway Review of December 2016 also noted the discontinuity:
The initial clinical model was regarded as a strength of the programme but this
has not been sustained and there are concerns that the model has been modified
without appropriate engagement.22
It was a politely phrased but accurate assessment.

2.4.

The demise of Community Fit

In practice, Community Fit died alongside the ’Future Fit I’ model. The Future Fit Programme Board
considered a report on Community Fit on 22nd October 2015, shortly after the abandonment of
Future Fit 1. Although no decisions on Community Fit had been taken at this stage, a sense of
uncertainty emerges:
There is a significant risk that the fully quantified and measured impact of the
shift of care out of hospital under Future Fit, combined with the growing demand
due to demography, will create an expectation amongst patients and providers
that there will be future phases of the Community Fit programme to respond to
the anticipated rise in demand for community health and social care services. If
there is an appetite for further phases of work, it would be timely to begin to
scope these now…23
The intended Phase 2 and Phase 3 of Community Fit were not commissioned. All work on the
development of community services stalled. It must be stressed that this took place without public
engagement. There was no public support for the reversal of previous plans, and in fact very little
public knowledge of the extent of the crisis for Future Fit.
The Rural Urgent Care Centres agreed in August 2015 looked uncertain by December 2015. A
December 2015 report to Shropshire CCG noted the formation of a new steering group which would
decide ‘Whether the Urgent Care Centre model described in Future Fit should be included in plans for

22
23

Cabinet Office, OGC Gateway Review 0: Delivery Confidence Assessment, p.2.
Future Fit, NHS Community Fit: Board Paper, 22 October 2015, p. 1

Page 13 of 123

rural urgent care provision’. 24 The same document made reference to ‘the acute-hospital focussed
terms of reference of the Future Fit programme’ [sic].
And by February 2016, Rural Urgent Care Centres were no longer part of Future Fit. The Post-Board
report25 contains a very brief section on ‘Rural Urgent Care’, in which Rural Urgent Care Centres
were not mentioned. It was an unacknowledged reversal of previous Future Fit proposals.
Subsequently, the decision to abandon Rural Urgent Care Centres seems to have been formalised in
a sub-group report of April 2016 submitted to ‘Future Fit Clinical Design’ for further work on 12th
May 201626. Rural Urgent Care Centres were replaced by a model of ‘Working together across the
locality, maximising use of local asset base’.
That April/May sub-group report notes that in March, five locality workshops took place in the areas
where Rural Urgent Care Centres were to have been established. There is a rare hint of honesty in
the feedback:
There was a mixed reception at the locality briefings regarding the proposed rural
urgent care service offer… There was also some disquiet regarding the use of the
terminology of ‘service’ rather than ‘centre’, particularly in localities where the
community hospital is the most logical and viable base for services’.
One of the authors of this document was at the Ludlow event – well-attended by local people and by
Ludlow GPs. The meeting was characterised by extreme anger at the reversal of the earlier Future Fit
promises around Urgent Care Centres; an anger that is missing from the notes of the meeting. The
Ludlow audience was well-informed and understood the scale of the change. Feedback from
participants at other events suggested that the loss of Rural Urgent Care Centres was not made clear
to them.
There had been overwhelming support for Rural Urgent Care Centres, and public engagement had
shaped both where they were to be located, and the services they would offer. Public engagement
did not in any way shape the decision to scrap the Rural Urgent Care Centres, and there was no
public consent for their loss.
In the May 2016 Future Fit Programme Director’s report27, it was noted that key concerns from the
CCGs and the public included, ‘Clarity required around availability of community investment for the
shift from acute to community’ and ‘Concerns around access to urgent care and link with rural
solutions’. Interestingly, there was also a CCG/public concern – quite rightly – that ‘Revised SOC
being developed in isolation without wider GP or public engagement and wish for assurances going
forward’. Oddly, a major strand of the proposed solution was ‘a media/marketing campaign on the
SOC’ – despite the entirely acute focus of this being the cause of the growing concerns.
And then in the Future Fit Board paper28 of June 2016, Community Fit became subsumed into the
work of the STP. This meant the lack of prioritisation and the lack of work on community
transformation simply continued but were no longer reported within the Future Fit workstream.

24

NHS Shropshire CCG, Rural Urgent Care/Community Fit/Primary Care Strategy: Report to the Governing
Body, p. 1.
25
Future Fit, Post Board Update Report, p. 3.
26
Future Fit, Rural Urgent Care Service Sub Group Proposal
27
Future Fit, Programme Director’s Update Report, p. 1.
28
Future Fit, NHS Community Fit: Board Paper, June 2016, p. 1.
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2.5.

A period of turmoil

The local NHS entered a period of considerable and protracted chaos. Shropshire CCG had four
Accountable Officers in a period of a year. Dr Caron Morton (and Vice Chair Dr Bill Gowans) formally
resigned in November 2015. Brigid Stacey became interim Accountable Officer. The CCG was placed
in special measures on financial grounds in November 2015 and was placed under ‘legal direction’ in
April 2016. Interim Accountable Officer Brigid Stacey was replaced by David Evans, also in April 2016.
David Evans was replaced by Simon Freeman in October 2016. Simon Freeman has recently retired
and has been succeeded by interim Accountable Officer David Stout. The financial crisis affecting
Shropshire CCG has been and continues to be profound. This has of course had implications for
Future Fit.
In this context of turmoil, there has been no safe pair of hands steering Future Fit through choppy
waters. Dr Gowans and Dr Morton were the acknowledged architects and leaders of Future Fit. That
leadership ended sharply and suddenly in the autumn of 2015. The project was left rudderless, with
senior staff coming and going with bewildering speed.
Shropshire CCG Chair Helen Herritty also resigned, leaving her post in March 2016. On her final day
as Chair, she wrote29 to campaigner Gill George responding to questions asked at a Board meeting.
Dr Herritty noted that the CCG’s top priority was to restore its financial position, and that it was
unlikely that the CCG would have additional resource to invest in community services. This was an
effective death sentence for Rural Urgent Care Centres, and also for that wider vision of investing in
improved community services in order to transfer activity out of acute hospital settings.
The organisational chaos has not been confined to Shropshire CCG. Shropshire Community Trust’s
Board decided in November 2016 that the organisation was neither financially nor operationally
viable in the long term and sought to wind itself up – but takeover bids from two larger
organisations were rejected by NHS Improvement in May 2018. And hospital trust SaTH has been
increasingly mired in difficulty: with an escalating financial crisis; a damning CQC report that was
particularly condemnatory of SaTH’s leadership; a genuinely frightening set of staff survey results,
including the worst rating on safety culture for any acute trust nationally; and the evolving story of
avoidable deaths and harm in SaTH’s maternity service (in what may well prove to be a scandal on a
par with mid-Staffordshire). SaTH’s leadership has, to a significant extent, lost the confidence of local
people.
This is an unpromising context for delivery of a major reconfiguration project. The lack of direction
and the lack of leadership for Future Fit have been conspicuous.
The OGC Gateway Review of December 2016 designated Future Fit as ‘Amber/Red’, showing that
successful delivery of the programme was in doubt ‘with major risks or issues apparent in a number
of key areas’.
Part of the OGC Review’s conclusion was that ‘The consultation will take place against a backdrop
of current cynicism and lack of belief that Future Fit can deliver this time’. It was an accurate
assessment.

29

Helen Herritty, Letter on CCG finance.
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3.

ACCESS
In Shropshire, Telford and Wrekin there are distinctive populations. Particular
factors include our responsibility for meeting the health needs of sparsely
populated rural areas in the county, and that services provided in our geography
can also be essential to people in parts of Wales. Improved and timely access to
services is a very real issue and one which the public sees as a high priority. We
have a network of provision across community hospitals that can be part of the
redesign of services to increase local care.30

The quote is from the Clinical Model, emphasising that any future reconfiguration of services had to
consider the rurality of the catchment area. This was a restatement of a similar position captured in
the original Case for Change. There, the statement was introduced with a summary stating that
reconfiguration had to meet the challenge of the ‘impact on accessing services for populations living
in two urban centres and much more sparsely populated rural communities.’31
The architects of the first Future Fit model saw access as important not merely as a matter of
convenience for patients, but as a service quality or clinical requirement. This can be seen in
comments made in the clinical workshops that led to the final Clinical Model:







‘Need different approach for rural/urban – minimise travel to the centre.’32
‘Integrated services accessible to all  equity urban & rural settings.’33
‘If travel time is more than 45mins, patients will opt not to have radiotherapy, impacting on
outcomes (see Canadian research and Worcester example).’34
‘AAA screening was defended in a similar way by the issue of rurality.’35
‘Transport is a big rural issue, and any changes to services will need to deal with this.’36
‘Adequacy of resources for timely ambulance services particularly in rural areas.’37

The references show an understanding that the rural nature of the catchment area raised important
issues around access to services.
Our view is that access is fundamental – and that access to services is inextricably linked to
questions of quality and patient safety. It is a particularly key issue for rural communities, but of
course not restricted to these areas.
Access is not just about distance. A formal definition of access to health services will include several
factors:


Availability – the relationship between the resources available and patient needs. This is
covered in our section on capacity.

30

Future Fit, Clinical Design Workstream: Final Report: Models of Care, p. 15.
Future Fit, The Case for Change, as approved 23 January 2014, p.3.
32
Meeting notes in Future Fit Clinical Workstream Appendix, p. 68.
33
Ibid., p. 78.
34
Ibid., p. 108.
35
Ibid., p.110.
36
Ibid. p. 149
37
Ibid., p.193.
31
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3.1.

Accessibility – the relationship between the location of clinical resources and patient
location taking account of patient transportation resources and travel time, distance and
cost. We discuss this factor in this section.
Accommodation – the relationship between the manner in which clinical resources are
organised to accept patients and the patients’ ability to accommodate to that organisation.
This is partially discussed in our comments around centralisation of services.
Affordability – the relationship of the cost of clinical services and the ability for a patient to
pay for them. In this context, this would apply primarily to patients who, because of
insufficient availability within the NHS are considering utilising a private provider. While we
believe there is insufficient capacity in the current proposals, we do not believe this
represents a conscious design point which should lead to affordability being an important
criterion.
Acceptability – the relationship of patients’ attitudes to, and expectations from, service
provision and the actual characteristics of providers. In this context, there remains a high
expectation locally that services will be provided by the NHS with a traditional NHS culture
that puts the patient first.38

Demographics

The starting point in understanding accessibility of services is understanding the demographics of
the patient population. The Future Fit catchment area comprises the two unitary authorities of
Shropshire and Telford and Wrekin (with coterminous CCGs), together with the northern half of
Powys (roughly the historic county of Montgomeryshire).
The total area of the catchment area is about 6,460 km2. For comparison, that is over four times the
area covered by Greater London. A drive from east to west of the area, from Bridgnorth to
Machynlleth, is over 75 miles and would take 1 hour 50 minutes. From north to south, from
Whitchurch to Llandrindod Wells, is an almost identical distance and would take a similar drive time.
The population of the area at the 2011 Census was 556,064 with an overall population density over
60 times less than Greater London.39 The population can be divided into two distinct groups: 220,554
living in the two urban centres of Shrewsbury and Telford, and 335,480 living in rural communities.
With over 60% of the catchment population living in rural areas, any health service reconfiguration
should surely include consideration of rural access as a central issue. It cannot be relegated to the
level of an afterthought.

38

This definition is lightly adapted from that given in Roy Penchansky and J. William Thomas, ‘The Concept of
Access: Definition and Relationship to Consumer Satisfaction’, Medical Care, Vol. 19, No. 2 (February
1981), pp. 128-129. This definition appears to be the one most cited by health researchers, with over
one thousand citations recorded in Scopus.
39
The population is calculated from 2011 Census table KS102EW based on Lower Super Output Areas (LSOAs).
The LSOAs used for the Powys element of the catchment area were those used for Future Fit modelling
by the Programme Office. Email to us from NHS Central Midlands CSU (since merged) date 07 October
2014. The area was defined as ‘the area of Powys that we have used. It is the entirety of Montgomery
and then the upper half of Radnor.’
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Figure 5: Future Fit catchment area. Urban areas in red. 40

The map shows the urban/rural split in the catchment area with the location of the two hospitals,
RSH and PRH. The ‘urban’ areas outside Shrewsbury and Telford are small market towns with
populations between 10,000 and 17,000.
The population profile is also important. The Future Fit Case for Change listed as the first challenge
‘changes in our population profile’:
‘The remarkable and welcome improvement in the life expectancy of older people
that has been experienced across the UK in recent years is particularly
pronounced in Shropshire… As a result the pattern of demand for services has
shifted with greater need for the type of services that can support frailer
people.’41
With 26.1% of the population aged over 60 in 2011, the original Future Fit design recognised the
potential challenge. What was not taken into account, even in these early stages, was that the
challenge was accentuated because the over 60s were concentrated in rural areas. The 2011 Census
40

The map is based on 2011 Census RUC11 (area type) indicators for the underlying Output Areas (OAs). The
urban/rural population for each LSOA was aggregated from these with the map showing an LSOA as
urban if the majority of the population it contained was so designated. The map is available online at
https://drive.google.com/open?id=1JWyWtjBYZIrSHzK6WwqbuMMLl1H36LsR&usp=sharing
41
Future Fit, The Case for Change, p. 2.
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data demonstrates that a striking 66.7% of the over 60s in the catchment area live in rural locations,
many of them in the south of Shropshire and Powys, the areas most distant from the two District
General Hospitals.

Figure 6: LSOAs with over 30% of the population aged over 60 (in red) 42

The proportion of people who were reported in the 2011 Census as having major long-term health
problems or disabilities that represented a significant impact on their life was only marginally
greater in the Future Fit area than in England and Wales as a whole (8.7% as against 8.5%). This
represents a cohort that are more like to have long term needs for health services, including those
provided through acute hospitals. This population, in the Future Fit area, is not concentrated in the
two urban areas. It is spread across the area, with 59.7% of people with long term health problems
or disabilities living in rural areas.

42

Data from 2011 Census table KS102EW. Map available online at
https://drive.google.com/open?id=1TH_1b49-wkxdzYp7RKp8ifna6cU-AtPh&usp=sharing

Page 19 of 123

Figure 7: LSOAs where more than 10% of the population report major health problems (in red) 43

3.2.

Accessibility

In any area characterised by low population density and significant distances to major urban areas,
availability of transport becomes important. The Future Fit Integrated Impact Assessment calculated
that 14% of the residents of the catchment area could not access either of the hospitals by public
transport. The greatest impact is in Powys where 52% of the population do not have public transport
available. For Shropshire, the figure is 15%.44
The Integrated Impact Assessment also contains a map showing expected travel times by public
transport for the area.45

43

Data from 2011 Census table QS303EW. Interactive map available at
https://drive.google.com/open?id=17CyeH4tSco3BP_fIs9E27WZR5Wj6w1Ar&usp=sharing
44
Future Fit, Integrated Impact Assessment, p. 70.
45
Ibid., p. 69.
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Figure 8: Future Fit Integrated Impact Assessment map of travel times by public transport to PRH

The map is somewhat misleading because it only displays the minimum travel times in a single
direction, and these are not always realistic. For example, Clun, a small town in South West
Shropshire (marker on map) is in an area which supposedly has a public transport journey time to
PRH of 30-59 minutes. The fastest journey time is by the 860 bus with a scheduled travel time of 87
minutes. This service runs only every other Tuesday and allows a maximum of 3 hours at PRH. At all
other times, the travel times each way are over 3 hours, and do not provide an option which allows
travel and return from Clun to PRH on the same day.46 What is not included in the Integrated Impact
Analysis is a realistic analysis of round trip times by public transport that would allow an appropriate
appointment time.47
One challenge of depending on public transport use to travel around the area is a general
deterioration of service availability. It was reported in 2018 that Shropshire had lost over a quarter
of its scheduled bus trips in the previous four years and was the third worst local authority in
England and Wales for bus service reduction. One of those reductions was the termination of the
Sunday bus service from the centre of Shrewsbury to RSH.48

46

Data from Traveline Midlands. Available at http://www.travelinemidlands.co.uk
Some examples are given in Station Drive Surgery Patients’ Group, Response to Future Fit Consultation, p. 17
48
Shropshire Star, 16 February 2018. Available at https://www.shropshirestar.com/news/localhubs/bridgnorth/2018/02/16/dramatic-bus-route-drop-in-shropshire/
47
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The Impact Assessment also points out that many of these public transport journeys require multiple
changes of transport. Only 7% of Shropshire residents can access PRH without a change at some
point and similarly no Telford & Wrekin residents can access RSH without a change.49 The Impact
Assessment rightly points out the effect this can have on some groups:
‘Previous research has highlighted that over a third of disabled people experience
difficulties in using public transport, and the most frequently cited difficulty is
getting on/off a bus or train. These difficulties are most acute for people with a
physical impairment, those who are blind or partially sighted, those with a
hearing impairment, and those with a cognitive impairment. Local stakeholder
interviewed for this assessment also suggested that people with a mental health
condition can experience increased anxiety when having to undertake long and/or
complicated journeys by public transport.’50
There is an assumption within Future Fit that most travel within the area will be by car. The area has
a lower proportion of households without a car than the national average – 17.1% against 25.6%.
The national figure is distorted though by the reduced car ownership in the major conurbations
(where 36.2% of households do not own one). Shropshire is much closer to the national average
excluding conurbations, a figure of 20.6%.51
The average, however, disguises pockets of lower car ownership.

Figure 9: Areas where households without a car exceed the national average of 25% (in red)

49

Future Fit, Integrated Impact Assessment, p. 72.
Future Fit, Integrated Impact Assessment, pp. 72-73.
51
Data from 2011 Census table KS404UK using England and Wales averages.
50
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As well as the expected pockets of lower car ownership in the two urban areas, Shrewsbury and
Telford, most of the market towns in the area exhibit the same characteristic: Shifnal, Newport,
Market Drayton, Whitchurch, Wem, Ellesmere, Oswestry, Craven Arms, Ludlow, Bridgnorth,
Welshpool, Newtown, Machynlleth, and Llandrindod Wells. These are areas with a higher proportion
of lower income families and/or elderly populations who are likely to find it also more difficult to use
public transport because of expense or disability.52
There is frequently an assumption that car ownership implies willingness or ability to drive to any
location. For elderly people, in particular, this is not a valid assumption. Station Drive Surgery Patient
Participation Group, Ludlow, conducted a survey at the annual flu vaccination day in 2014. One
question asked about ability to drive from the Ludlow area to the two hospitals for appointments.
The age-related results are striking.53

Figure 10: Question - If you had a routine appointment at RSH/PRH next week, how would you travel there? Responses for
‘In my own car’.

While the survey was not academically rigorous, the results matched anecdotal expectations. As
people grew older, they drove less, and tended to make only short journeys around town. While the
driving distances are almost identical from Ludlow to RSH (30.5 miles) and PRH (31.0 miles), the
fastest drive to PRH is along narrower roads, and the route is also likely to be much less familiar.
This pattern has been reported in formal research:
It is well known that the frequency of driving declines with increasing age,
especially at night and during periods of high traffic volume (Stewart, Moore, &
Marks, 1993). There is also evidence that women are more likely than men to stop
driving (Campbell, Bush, & Hale, 1993; Stewart et al., 1993).54
Decline in vision is given as the most important for reason for the decline in driving with age
although ‘a factor mentioned in three of the studies was feelings of stress and insecurity about
driving.’55

52

Interactive map available at
https://drive.google.com/open?id=13orkEC_PxnTw2MvdPtGpGD_SmLN7sg5u&usp=sharing
53
Station Drive Surgery Patients’ Group, Survey Results, p. 2.
54
Ragland, D.; Satariano, W.; Macleod, K., ‘Reasons Given by Older People for Limitation or Avoidance of
Driving’, p. 237.
55
Ibid., p. 238.
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3.3.

Deprivation

One of the seven domains that make up the Multiple Deprivation Index is ‘Access to Services’. Given
the demographics of the Future Fit area and the challenges around transport, it is perhaps
unsurprising that ‘Access to Services’ shows a high level of deprivation over many of the rural areas.
Looking at the Future Fit catchment area, the total population of the LSOAs that are in the 1st decile
for ‘Access to Services’ is 126,001, or 22.7%.56 None of the urban LSOAs are in this decile - which
means that 37.6% of the rural areas are in the 1st decile.

Figure 11: LSOAs in 1st decile of Access to Services deprivation (England lavender, Wales blue)

3.4.

Distance Decay

Ease of access is important in determining utilisation of health services:
Evidence of the difficulties associated with travel and access to health services for
those transport disadvantaged groups was found to exist in this research. For

56

The English deprivation statistics are from the 2015 release (available at
https://www.gov.uk/government/statistics/english-indices-of-deprivation-2015) and the Welsh ones
from the 2014 release (available at https://statswales.gov.wales/Catalogue/Community-Safety-andSocial-Inclusion/Welsh-Index-of-Multiple-Deprivation/WIMD-2014). The methods of calculating the two
indices are broadly similar although, the 1st decile in Wales will have a different scoring profile to the 1st
decile in England as the deciles are both specified within the confines of the specific country. The
population figures are from the 2011 Census (KS102EW). Interactive map available at
https://drive.google.com/open?id=1KqZqRy_PgY9vVd9rbjjPqpMNWnCBZpL4&usp=sharing
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instance, the rate of utilisation of health services of non-car owning individuals
and individuals with a lower level of income was found to be significantly lower
compared to other groups. Non-car owning and lower income groups tended to
travel a significantly shorter distance, and their journey times to health facilities
were found to be significantly higher. This finding, therefore, suggests the need to
improve geographic access to services together with an enhanced mobility option
for disadvantaged groups in order for them to have improved levels of access to
health facilities.57
Significant research has been conducted on the effects of distance on outcomes. A systemic review
concluded after reviewing 108 studies covering a range of conditions:
In the debate between local versus centralised healthcare provision, 77% of the
included studies showed evidence of an association between worse health
outcomes the further a patient lived from the healthcare facilities they needed to
attend. This was evident at all levels of geography—local level, interurban and
intercountry level. A distance decay effect cannot be ruled out, and
distance/travel time should be a consideration when configuring the locations of
healthcare facilities and treatment options for patients.58
The explanations for worse health outcomes vary between the studies but there seem to be two
common explanations. Firstly, a delay in seeking diagnosis and treatment because of the difficulty of
travelling to a location that has the appropriate diagnostic facilities, and, secondly, patients missing
follow up appointments after procedures or inpatient episodes, again because of travel difficulties.
Travel difficulties included not just the distance and time the patients needed to travel but also the
cost implications for low income patients. A Swiss research example demonstrates that the problems
do not only exist for conditions where physical restrictions affect travel, but also for mental health
conditions:
Our study demonstrated that travel time by public transportation to the closest
mental health service facility negatively predicts the utilization of outpatient
services for all prevalent mental disorders, even if available ecological (e.g.
socioeconomic) characteristics of the communities were controlled for… Based on
these findings, outpatient clinics should be most effectively located decentralized
and in the largest communities to meet the needs of the population as close as
possible to where people live and to avoid remote areas being insufficiently
supplied with mental health care.59
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Hine, J.; Kamruzzaman, M., ‘Journeys to health services in Great Britain: An analysis of changing travel

patterns 1985–2006’p. 284

Kelly, C.; Hulme, C.; Farragher ,T. et al., ‘Are differences in travel time or distance to healthcare for adults in
global north countries associated with an impact on health outcomes? A systematic review.’, p. 6.
59
Stulz, N.; Pichler, E-M.; Kawohl, W.; Hepp, U., ‘The gravitational force of mental health services: distance
decay effects in a rural Swiss service area’, p. 11.
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3.5.

Rurality

All Government departments, including the Department of Health and Social Care, are expected to
consider issues of rurality when developing policies and interventions. NHS England would be
expected to follow these guidelines as a matter of good practice. The intention of Government
policy is that proposals are ‘rural proofed’.
Rural proofing aims to understand the impacts of government policy intervention
and to ensure fair and equitable policy outcomes for rural areas. Rural proofing is
about finding the best ways to deliver policies in rural areas. This could mean that
implementation might need to be designed and delivered differently compared to
urban areas. It is possible to overcome undesirable policy impacts in rural areas
by designing and delivering proportionate solutions.60
Several recent literature reviews effectively summarise the unique health issues facing rural
populations61, 62, 63. There is evidence that the number of visits to hospital (for outpatient and
inpatient episodes) falls with increasing distance from the patient’s home to the hospital. Distance
from home to an A&E department is a major factor in reducing utilisation rates. For people suffering
from asthma, rural dwellers have both lower rates of hospital admission and higher mortality rates.
Prognosis and survival rates for some cancers are inversely related to distance from a GP. Diabetic
patients living in rural areas experience worse outcomes than their urban counterparts, with higher
rates of diabetic retinopathy. Evidence from several studies shows that trauma deaths are higher in
more rural areas, and at their highest when there is no major A&E department in the district. ‘Dead
on Arrival’ rates vary hugely and are lowest in urban areas and highest in rural areas. There are also
inequalities in access to ‘gold standard’ treatments. Patients living more than 20 km from a centre
offering coronary angiography and revascularisation are less likely to receive this care. Treatment
delays in accessing early CT scans following acute stroke or early percutaneous coronary
intervention for acute myocardial infarction may affect outcomes.
The pattern of disadvantage in terms of access to healthcare seems to be a consistent one. In most
areas of rural England, patients have worse access to high quality healthcare, and therefore
experience adverse outcomes – sometimes including death – that are unnecessarily poor.
A comprehensive 2014 review of rural healthcare needs notes:
‘Accessing services is the foundation of health. Distance from services and support
can have a great impact on rural health… In terms of getting timely services to
people and getting people to services across primary, community,
secondary/specialist and social care, access needs to be improved across the
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DEFRA, Rural proofing: Practical guidance to assess impacts of policies on rural areas, p. 5.
Longley, M; Llewellyn, M; Beddow, T; Evans, R., R. Mid Wales Healthcare Study: Report for Welsh
Government
62
Mungall, I.J., ‘Ensuring equitable access to health and social care for rural and remote communities.
Increasing centralisation and specialisation within the NHS: the trend has some adverse effects on
access to care for rural and remote communities.’
63
Rural Health Implementation Group. Delivering Rural Healthcare Services.
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spectrum, from emergency survival to the convenient delivery of routine
services’64
A 2011 report on the implementation of the Welsh Rural Health Plan highlights the problems
inherent in the centralisation of health care:
‘However, this centralisation of hospital services has a disproportionate
disadvantage upon those patients who live at a distance from their hospital’65.
An earlier review discussed the trend towards centralisation, and asked:
‘What is the impact of these trends on remote and rural communities? There is an
impact of centralisation and specialisation on access to care; services are taken
up less often or later. This negative impact is disproportionately felt by those
people who have low incomes, poor access to transport, and by elderly and
disabled people’66.
This is one of the issues against which Future Fit should be judged.

64

Longley, M; Llewellyn, M; Beddow, T; Evans, R., R. Mid Wales Healthcare Study: Report for Welsh
Government, p.36
65
Rural Health Implementation Group, Delivering Rural Healthcare Services
66
Mungall, I J. 2007. ‘Ensuring equitable access to health and social care for rural and remote communities.
Increasing centralisation and specialisation within the NHS: the trend has some adverse effects on
access to care for rural and remote communities.’
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3.6.

Access and the Development of Future Fit

The original Future Fit Clinical Model included several components that – if implemented - would
have hugely improved the accessibility of many health services. These were grouped together under
the broad heading of ‘Care Closer to Home’. Care Closer to Home was a major theme at Future Fit
engagement events, with the public asked to discuss the patient stories set out in the widely
distributed summary of the Clinical Model (produced as a pamphlet for the public).
One of those patient stories was about ‘Jill’ from Clun67:

Figure 12: Future Fit Cataract Patient Story

Jill is 83 and needs cataract surgery. She lives in the small rural town of Clun, with a population of
fewer than 700 people. There is a bus service, but a very limited one. Jill’s story highlights the way in
which Future Fit was originally intended to improve access to planned care.
Under current arrangements, Jill will have her surgery at the Royal Shrewsbury Hospital. Future Fit I
promised closer and more convenient care than this.
67

Future Fit, Clinical Design Summary, p. 17.
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With Future Fit I, Jill will be assessed for surgery either at her local Community Hub (almost certainly
at the Community Hospital in the local market town of Ludlow) or perhaps on a mobile assessment
vehicle coming to her in Clun. And with Future Fit I, Jill will have her surgery locally as well –
probably in the Local Planned Care Centre in Ludlow.
And with the new Future Fit II? The model has changed. Jill will avoid the extensive travel to the
hospital in Shrewsbury. Unfortunately, this will be replaced by rather more extensive travel to the
Princess Royal Hospital in Telford! The initial Future Fit model of local care is replaced by a model
of less accessible care.
The changes to Jill’s story highlight only some of the losses around accessibility. For planned care, it
was envisaged, in the Future Fit 1 model, that consultation and diagnostic facilities would be
available locally:
Planned care consultation rooms can be co-located in community hubs or urgent
care centres (which may anyway be co-located). These can be used by generalists
or specialists and the consultation can be face to face, or remote, using telehealth
technology. Remote specialist follow up would significantly increase efficiency by
reducing consultant travel time. Ultrasound and plain x-ray facilities in UCCs
should be fully utilised (over seven days) for planned care diagnostics.68
As discussion continued, the idea of ‘Local Planned Care Centres’ emerged. These were promoted
and supported at engagement events. The conclusion of modelling work was that these could
manage 67% of all planned care work.69 The September 2015 Strategic Outline Case acknowledged
the need for further work on local planned care but indicated no doubt that this would take place.
Up to 70% of all assessment, diagnosis and follow up appointments were to take place closer to
home. There were proposals for clearly defined pathways that crossed organisational boundaries.
Consultations were to be face to face or remote (via telehealth links) as needed.70
The DMBC does not include any of these provisions - except a passing reference that remote
consultations will be available from ‘several locations’ in the future.71
For acute and episodic care, there was to be new provision, offering radically improved access:
…a network of Urgent Care Centres strategically placed across Shropshire and
Telford and Wrekin, will provide low and medium acuity urgent care 24 hours a
day (potentially open 16 hours and able to signpost for the remaining 8 hours). 72
It was envisaged from the very start of Future Fit that these UCCs would be located in rural market
towns (probably co-located with community hospitals). There would also be an additional UCC in a
socially deprived area of Telford. These were of course in addition to the two UCCs to be located at
the main hospital sites.
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And now? The plans only include Urgent Care Centres at RSH and PRH. Even the future of the Minor
Injuries Units serving rural Shropshire is currently under review by Shropshire CCG.
For long term conditions, Community Hubs and DAART (Diagnostics, Assessment and Access to
Rehabilitation and Treatment) were to be significant strands of care provision. Locally based
facilities, including beds, and locally based services such as DAART, were intended to be key in
improving access – and therefore also improving the take-up of services designed to support
patients with long term conditions.73
Some of these services could have been transformative in terms of improved patient experience.
There was discussion of chemotherapy being offered at home, or in satellite chemotherapy units or
at health hubs. 74
With current Future Fit proposals, the Future Fit II model, Community Hubs are long gone. While
DAART is mentioned, there is no indication of DAART’s future being under review by Shropshire CCG.
The ideas of improving access were all included in the initial business case for Future Fit. Access was
described as one of nine criteria that had to be satisfied to meet patient need.75

Figure 13: Strategic Outline Case - First Version

An explanation was provided:
Impact on accessing services
In Shropshire, Telford and Wrekin there are distinctive populations. Particular
factors include a responsibility for meeting the health needs of sparsely populated
rural areas in the county, and that services provided in our geography can also be
essential to people in parts of Wales. Improved and timely access to services is a
very real issue and one which the public sees as a high priority. A network of
provision already exists across Community Hospitals that can be part of the
redesign of services to increase local care.76
In 2014 and 2015, access was just part of the plan.
Now, access hardly features in Future Fit. When it does, it is typically used with the meaning of
‘availability’ with little consideration given to ‘accessibility’.
For example, the PCBC sums up the equality impact assessment’s brief consideration of access:
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The assessment of access impacts was based on statistical analysis of journey
times and distances. To aid comparison both car and public transport journey
times have been calculated for daytime off-peak travel (between 10am and
4pm).77
No consideration is given to frequency of public transport services. No consideration is given to
confidence in driving longer distances, rather than simply car ownership. No consideration is given
to the cost of travel. No consideration is given to any of the effects of distance decay. Access
impacts becomes a statistical exercise rather than a patient-centred one.
There is no evidence that any formal ‘rural proofing’ took place at any stage of the Future Fit
programme – despite this reconfiguration impacting on a primarily rural population. In response to a
question raised during the consultation, ‘Has Future Fit used Government guidance on rural
proofing its policies? If yes, why is there no reference to rural proofing in the consultation
documents?’, the Future Fit team confirmed they had not:
Rural proofing is… is not guidance that we would use for an NHS public
consultation.
However, we are aware of the rural nature of our county and that this has an
impact on some communities accessing hospital services. We included rurality as
one of four additional areas to focus our engagement on in addition to the nine
protected characteristics that are in the Equality Act 2010. The issue of rurality
has therefore being [sic] covered as part of our equalities and inclusion activity
and our work with seldom-heard groups [our emphasis].78
Rural proofing is fundamentally about access. Future Fit, in its current guise, has managed to
reduce the problem of rural access from one the affects the majority of the population to one for
‘some communities’ and ‘seldom heard groups’.

3.7.

Access and Emergency Care

The Royal College of Emergency Medicine warned against over-centralisation of Emergency
Departments. In evidence to the Health Select Committee in 2013:
‘In rural areas significant clinical benefit is lost as a result of increased transport
times and none of the advantages stated for urban areas pertain.’’79
It is important to note that most of the evidence supporting centralisation of Emergency
Department functions has been carried out in urban areas where the excess travel times are
relatively minimal.
One example of this is the reorganisation of stroke care into a smaller number of specialist units. The
best example of this is the London reorganisation of stroke care in 2010 with eight hyperacute
stroke units (HASUs) being established. Average journey time to a HASU was 17 minutes, a few
minutes more than a typical journey to A&E. The model was constructed to give a maximum
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ambulance journey time of 30 minutes. The results showed a significant decrease in mortality.80 The
model of centralising stroke care to a smaller number of acute/hyper-acute units is increasingly
being rolled out nationally.
Locally, stroke services were centralised in 2013, with a repeated insistence from local health leaders
that outcomes improved as a direct consequence. Future Fit has used the stroke service at PRH in
2013 as an exemplar of the benefits of centralisation.81 Unfortunately, performance on a raft of key
indicators worsened following the consolidation. Although the service has been hailed as a success,
it has in reality been immensely troubled. Shropshire, Telford & Wrekin Defend Our NHS reviewed
SSNAP82 audit data, wrote to the two CCGs in August 2018 pointing out multiple concerns. One issue
was mortality:
‘For 2016/17, the Standardised Mortality Ratio (SMR) for stroke was 1.28,
consistent with 25 more patients dying than would be expected. SaTH ranked
121st out of the 135 routinely admitting stroke units for which SMR was
recorded.’83
The Chief Executive of SaTH, Simon Wright responded by email on 24 August 2018 confirming that
the points raised were real concerns for SaTH:
‘Thank you for sharing your letter with me.
I will be asking the stroke team to look into the points raised and will be working
with our commissioners to address the issues.
We are aware of the concerns and are already working with Prof Rutter on
raising our performance across this service and the points raised feature within
the plan.’84
In the process, SaTH conceded that the centralisation of stroke services has not been the
unmitigated success portrayed by Future Fit consultation materials. The reasons for the poor
performance of the stroke service remain unknown. Exceptionally long elapsed times from stroke
onset to a CT scan, ruling out thrombolysis for most patients, will almost certainly be a factor. It isn’t
clear if those delays are caused by patient behaviour, poor ambulance response times, long journeys
to reach PRH, or internal hospital delays when they arrive – or most probably by a combination of
these things. Local stroke outcomes show, however, that centralising care is no guarantee of
improved outcomes. There also needs to be ongoing audit, and a relentless focus on quality.
More generally, care for some life-threatening conditions has been transformed in recent years, in the
UK and internationally. For some cardiac conditions, for strokes, and for major trauma, there is no
question that patient outcomes are better if patients are able to access high quality specialist care.
This may often mean ambulance crews driving past a local A&E to reach a more specialist unit – and
this being to the benefit of patients.
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However, patients with these conditions are a minority of those accessing Emergency Departments.
For many other life-threatening conditions, time to emergency care is important, but specialist care
much less so. For example, for severe haemorrhage, poisoning, anaphylactic shock, acute asthma
attack, choking, or drowning, the key issue is speed, not specialism. This is an argument for bypassing
the local A&E when a patient will benefit from specialist care, but a poor justification for closing local
A&Es.
A 2007 Sheffield University study85 is the most important piece of UK research on the relationship
between journey length and mortality. This large-scale study looked at survival rates for patients with
life threatening conditions, relating this to the straight-line distance between home and hospital. For
patients travelling up to 10 km, the overall mortality rate was 5.8%. For those travelling 11 to 20 km,
7.7% died. For people travelling 21 km or more, 8.8% died. The ‘absolute risk’ of death increased by
around 1% for each additional 10 km travelled, but relative risk shows the pattern more clearly.
Overall, people who travelled more than 20 km to access treatment were 50% more likely to die than
those living close to the hospital. Those with respiratory conditions did even worse, and were around
twice as likely to die if they had to travel the longer distance to access A&E.
More recent research confirms the pattern. A 2013 Japanese study86 looked at distance to hospital for
patients with acute heart attacks, strokes and pneumonia – a sub-set of the conditions that the
Sheffield study examined. The study found a strong correlation between transport distance and
mortality for acute heart attack and for ischaemic stroke; and a moderate correlation between
distance and mortality for pneumonia and for subarachnoid haemorrhage.
A 2014 York University analysis of Swedish data compared survival rates from myocardial infarction
for people having to travel different distances to emergency care. The author concluded ‘The results
show a clear and gradually declining probability of surviving an acute myocardial infarction as
residential distance from an emergency room increases’. 87 People travelling 50 to 60 km to emergency
care were 15% less likely to survive than those living close to the hospital. Most of the excess deaths
were of people dying on the way to hospital. The author noted an inherent bias in much medical
research, as studies typically look only at outcomes for people who arrive alive at hospital. Those who
die on the way are excluded. Most research also takes place in urban areas, with little data existing on
the impact on survival of rurality and long journey distance. The studies that do exist strongly support
the case that longer journeys to A&E result in higher rates of mortality.
There is evidence from the USA of Emergency Department closure88 having a strong ‘ripple effect’,
with mortality increasing by 5% for patients at neighbouring Emergency Departments that remained
open. Existing facilities can easily be overwhelmed by increased demand. A strong and growing body
of anecdotal UK evidence is of severe pressure on A&Es that remain following the closure of a
neighbouring unit.
The recent research published by NIHR into the effect of closing 5 A&Es showed that the case fatality
ratio for emergency conditions increased by 2.3% in the areas affected by A&E closures or downgrades
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(p<0.001).89 It may be significant that the reported deaths in Newark, one of the case studies,
increased sharply in the years subsequent to the two years post-closure looked at by the research
team.90 In the BMJ review of the study, one of the co-authors, Jon Nicholl, is quoted as saying:
‘We didn’t find the better outcomes for patients that planners hoped to see from
closing these small departments. This means it isn’t clear that the disruption and
anxiety that can be caused by closing emergency departments is worthwhile.’’91
In a comment on the article and the study Emergency Physician David Mountain cautions:
‘Like many studies about system dynamics, policy and change people tend to only
see what they want to further their pre-determined policy position, preferred
options and agendas. This study in no way allows people to claim that there is no
mortality effect of closing A+Es.’’92
The report also looks at the effect on ambulance services. The results on the time from 999 call to
eventual hospital arrival are concerning. In the more remote areas (they call ‘high dose’), more likely
to be representative of Shropshire and Mid-Wales, the average increase is 9.1 minutes for the ‘red’
calls i.e. life-threatening conditions. For one of the sites, Newark in the East Midlands, the increase
was 16.7 minutes.93
There is currently no spare capacity in the local ambulance service. A spokesman for the West
Midlands Ambulance Service was quoted as saying:
‘It should come as no surprise to anyone that West Midlands Ambulance Service
does not meet all of its response times in Shropshire. Independent reports have
shown for many years that the budget the trust receives is insufficient to meet the
needs of the people of Shropshire’94
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Figure 14: Emergency Ambulance Travel Times

Locally, our CCGs commissioned an ambulance modelling study from ORH. The CCG commitment
had been that the Future Fit impact on ambulance journeys would be available to the public prior to
public consultation. In the event, the report appeared in October 2018, after public consultation had
closed.
ORH calculated that the reconfiguration to a single Emergency Department at RSH will result in 41%
of the population of the catchment area facing emergency ambulance journey times of over 30
minutes. They report, with current levels of ambulance provision, that 86.3% of patients would
experience longer travel times in WMAS emergency ambulances, the majority of those having
journey times increased by 10 minutes or more.95 The whole of Telford & Wrekin, and in particular
its most deprived areas, will have increased journey times.96
Unfortunately, the entire ORH report deals with journey times and does not appear to evaluate
changes in response times. The report references the average WMAS response time to C1 calls, but
this covers the whole of the WMAS area including the Birmingham conurbation.97

Figure 15: ORH Report

Those overall WMAS average response times are not representative of local ambulance response
times. The BBC published the results of its FOI requests for C1 response times in an article on its
website in March 2019. The results show that a majority of the Future Fit post codes experienced
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response times greater than the WMAS average used by ORH.98 It is not clear from the report what
use ORH made of the average WMAS response time, but, if they used it for calculations regarding
ambulance resources required for the Future Fit area, the results are likely to have underestimated
resource requirements. In the words of ORH, ‘many small changes can combine to produce bigger
impacts.’
Future Fit appears to have accept the ORH model uncritically. In the DMBC it only looks at the report
through resource requirement, not at the impact on patients. There is no reference to the impact on
the 86.3% of patients who will face longer travel times on emergency call outs.99
There is also a specific reduction in accessibility for patients who attend the PRH UCC who then
require transfer to the Emergency Department at RSH. Current Future Fit proposals make no
provision for dedicated ambulance support and WMAS will be contacted to provide an emergency
ambulance where required.100 With an 8-minute ambulance response time, and 24-minute drive
transfer time, this represents a potentially significant delay in treatment.
In summary, the Future Fit plans will reduce accessibility for patients in emergencies. The evidence
base suggests that for at least some patients with life threatening conditions, this will lead to worse
outcomes.

3.8.

Non-Emergency Access

Non-Emergency Patient Transport (NEPT) is not an option for most patients, and totally excluded for
relatives (except in specific situations where they are recognised carers). Shropshire CCG have laid
down criteria for NEPT use that explicitly exclude most patients:
A Non-Emergency Patient Transport (NEPT) Service is provided for patients who
have a medical condition which prevents them from using other forms of
transport to travel to and from healthcare appointments. This service is totally
separate from the emergency ambulance service and is not provided to people
who simply require transport for social or financial reasons, or for those who are
able to travel on public transport or by other means to get to their healthcare
provider.101
Amongst the ‘social’ reasons for which patients are excluded from use of NEPT is inability to use
public transport because no public transport is available. Inability to afford public transport is also
not an acceptable criterion for use of NEPT. There is no recognition here of the impact on patients,
particularly when multiple changes of public transport are required to travel to an acute site (e.g.
two buses and a train from most of Telford to RSH).
Looking at non-emergency accessibility, we are therefore considering primarily non-NHS modes of
transport.
We have already demonstrated that for longer distances or for journeys to less familiar destinations
many elderly patients are reluctant to drive themselves. There is a similar constraint around distance
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and time that may make it more difficult for neighbours to offer to drive someone to an
appointment, particularly with an indeterminate wait time at a hospital.
Volunteer car services are becoming a less viable option. It is becoming increasingly difficult to
recruit volunteer drivers locally as the retirement age increases102. The current Government
consultation around withdrawing Section 19 and Section 22 permits from not-for-profit
organisations risks exacerbating the situation.103

3.8.1. Urgent Care
For urgent care in rural areas we quoted earlier the expectation that ‘the options and strategic case
for change around community provision will emerge over the coming months and will need to be set
out in more detail before the Decision-Making Business Case (DMBC) is approved for Future Fit in
early 2018.’104
The Decision-Making Business Case does not contain such detail. The plans for ‘Crisis
Response/Rapid Response’ are included in ‘Phase 3’ of the Shropshire community care model. The
DMBC confirms that the model for ‘Rapid Response’ does not currently exist: ‘A Rapid Response
model will be developed in the same way’ [our emphasis]. The DBMC refers to the detail contained
in Appendix 12 to the document.105 The Appendix is a report from Shropshire CCG on the current
state of their community care plans. It contains a high-level project plan, with this recorded for the
state of Phase 3 (which includes Hospital at Home as well as Rapid Response)106:

Figure 16: Shropshire care Closer to Home Project Plan

The Shropshire Care Closer to Home programme is primarily designed as an admissions avoidance
programme for frail elderly people with comorbidities.107 Even if it were to properly plan for Rapid
Response, it would do nothing for the majority of rural patients who need urgent care.
Currently, there is an option to visit an MIU as an alternative to travelling to an A&E at one of the
two hospitals. The Shropshire CCG review of Minor Injury Units, DAART (Diagnosis, Assessment and
Referral to Treatment) and Community Hospital beds was initially conceived in 2017 as a cost
reduction exercise. When the review is resumed after its pause, there can be no guarantee that its
conclusions will include the retention of any or all of the MIUs.
A loss of any MIU, and its diagnostic equipment (e.g. X-ray), would mean that rural patients in that
area would have to travel to one of the two Urban UCCs for urgent care needs that could not be
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dealt with through a GP appointment. It is a scenario where ‘distance decay’ becomes relevant.
Some patients will delay attendance and others will go without needed care, with potential adverse
consequences. The likelihood is that reduced accessibility will result in worse outcomes for some
patients.

3.8.2. Outpatients
The DMBC states that Future Fit will provide ‘a model where both sites continue to provide the vast
majority of outpatient services and diagnostic tests.’108 This is not an unconditional guarantee, and it
is clear that pressure on staff and financial resources will increase as Future Fit is implemented.
One of the authors of this document will travel from South Shropshire to PRH for an echocardiogram
later this week. The service used to be available at both RSH and PRH. The only explanation from the
Referral Assessment Service on the loss of the Shrewsbury service was, ‘They don’t do it there any
more’. Outpatient MRIs are available at both sites – but patients are typically booked to the first
available slot irrespective of where they live. Patient access has not been a priority for SaTH, and
there is no reason to believe that this will change as Future Fit centralises care.
SaTH currently provides some consultant-led outreach clinics109. It is concerning that there has been
no commitment to continue the existing level of provision in either in the DMBC or the Future Fit
consultation documents. The DMBC does report concerns raised by stakeholders and members of
the public that they might be reduced – but with no documented response.110
While SaTH does not appear to publish outpatient statistics by location, we have heard anecdotally
from local GPs that there has been a reduction of clinics offered at community hospitals. With the
envisaged reduction in doctor numbers of 6.97%111, it seems likely that there will be pressure to
reduce the diversity of locations at which outpatient clinics are offered. This would obviously have a
negative impact on accessibility. There are no firm proposals that would improve accessibility of
outpatient clinics overall or reduce any distance decay. (The DMBC mentions in passing
‘developments under consideration include telemedicine’112. Given the complete lack of progress on
IT solutions over the last five years, this is not particularly reassuring.)

3.8.3. Women’s and Children’s
The Integrated Impact Assessment analysis of Women’s and Children’s services looked at the impact
of relocating the Women’s and Children’s Centre from PRH to RSH. Overall it concluded that, on
balance, any impact would be minimal. That was of course because access to women and children
who live closer to RSH would be improved, whilst that of those closer to PRH would be worsened.
There is an exception in the report, linking deprivation and ‘Access to services”. Here, there is
projected to be ‘a moderate negative impact in Telford and Wrekin’. However, the report goes on to
say that ‘there are no obvious equality impacts’ because ‘this effect may be felt most acutely by
those who are already living close to or in deprivation.’113 The conclusion of the report, therefore, is
that effectively those who are already in deprivation will be worst affected by a reduction of access –
but somehow this has no obvious equality impacts. It is an extraordinary conclusion.
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The Future Fit claim is that reconfiguration will only affect inpatients, but the CCGs propose that the
interim closure of some of our Midwife-Led Units will be made permanent, and that they will not be
replaced with the maternity hubs that were previously promised in their place. This would mean the
loss of consultant-led outpatient appointments at those MLUs.114 The patchiness of services and the
random closures in the ‘satellite units’ of the maternity service have been a source of great
unhappiness since the bulk of the service was moved to PRH in 2014. There is no reason to suppose
that the reverse will not be true if the unit is relocated to RSH.
The negative impact of moving Women’s and Children’s will thus hit hardest at families in
deprivation, with a correlation to families that do not own a car. The overall Integrated Impact
Assessment confirms this when talking about travel to RSH: ‘The greatest adverse impact appears to
be on over 75s, BAME groups and deprived populations in Bridgnorth, Hadley Castle, Lakeside South
and The Wrekin.’115
The following table describes the number of changes that are required to travel to RSH by public
transport116:

Figure 17: Number of changes required to complete journey to RSH by public transport

Excluding those for whom public transport is not available, 56% of Telford & Wrekin residents would
be required to make two or more changes to travel to RSH. The practical challenges of doing this
with young children are great. The cost of three or more tickets, from different operators, is also a
major disincentive for those from already deprived backgrounds. Distance decay is a real
phenomenon – and it carries clinical consequences.

3.8.4. Visitors
It is a significant omission that nowhere in the Pre-Consultation Business Case, the Decision-Making
Business Case, the Integrated Impact Assessment, or the Travel and Transport report is the question
of accessibility for visitors posed.
This is not just a question of convenience. The Royal College of Nursing has welcomed visitors:
"We know that there are real benefits for patients where relatives can get
involved in care, if that is what both the patient and family want," [Dr Carter, RCN
General Secretary] said. "We know from areas such as children's care that having
familiar people involved at mealtimes for example can make hospital stays in
particular less stressful for all concerned. What we would like to see is flexibility to
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allow relatives to help make patients comfortable, such as extending visiting
times."117
The Francis Inquiry made a similar recommendation:
Providers need to review unnecessary restrictions on visiting hours. They should
be as open to visitors as would be a patient’s home, subject to health protection
requirements.118
There is a broad consensus that visits from relatives and friends have a positive impact on patient
wellbeing. There is very little research evidence to directly back (or disprove) claims that visits
improve clinical outcomes; perhaps because the ethical challenges of RCTs here would be
unsurmountable. There is some indirect evidence, however. Increased visiting hours, which
presumably result in more visits, have been shown to have a positive effect on clinical outcomes.
One study, for example, reported reduced cardiocirculatory complications in an ICU when visiting
hours were extended:
We conclude that, beyond being neither caring nor compassionate, restricting
visiting hours might be unjustified and unnecessary for protecting the sickest
patients in the ICU because it does not reduce the rate of infectious
complications. Our findings suggest that liberalizing the visiting hours seems to be
more protective because it is associated with a reduction in severe cardiovascular
complications.119
Extended visiting hours only have a practical meaning if relatives and friends can physically get
there. We have already described the challenges of parents from Telford and Wrekin visiting PRH.
There is a particular concern for those parents who need to visit child inpatients at RSH, as all
paediatric inpatient care is to be located there in the future.
The Future Fit model is that all emergency patients requiring inpatient care will initially be admitted
to RSH and will remain at RSH – if not discharged – typically for the first 72 hours of their stay. After
this, a majority of those patients who are medically able to be transferred will be moved to PRH for
ongoing care. The implications of this are explored later in this paper.
During the consultation, it was suggested that patients whose home was closer to Shrewsbury would
not be transferred. However there is a caveat in the Public Consultation document around ‘wherever
possible’. 120 The pressure on beds is very likely to be greater when Future Fit is implemented; acute
beds at RSH will be prioritised for newly arriving emergency inpatients; it is inevitable that patients
who live very far away from Telford will be transferred to PRH. This will result in all of the difficulties
for visitors that we have outlined.
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It is particularly shocking that, in current Future Fit proposals, it appears that all medical wards for
End of Life care will be located at PRH.121 For elderly partners, this imposes an intolerable burden
at a time when being together is most important.

3.9.

Mitigation

The mitigation plans for accessibility of acute hospital services have only looked at situations where
they have been worsened by Future Fit:
However, this Travel and Transport Plan aims to look only at additional negative
or positive impacts as a result of the Future Fit proposals and not at travel and
transport issues in general that already exist.122
The stipulation in the original Clinical Model was very different:
Improved and timely access to services is a very real issue and one which the
public sees as a high priority. [our emphasis]123
There is not even a pretence now that accessibility will be improved by Future Fit. Accessibility is
seen as a matter of convenience, and nowhere in the DMBC or the Travel and Transport Report is
there any recognition that poor accessibility may result in worse clinical outcomes.124
The programme included a set of mitigations in the DMBC as an appendix to the Travel and
Transport Report. We reproduce them in their original table form below with our comments.125

IMPACT
West Midlands
Ambulance Service
require 144 additional
vehicle hours = 1
additional vehicle and
ambulance crew, WMAS
are affected by Option 1
more so than Option 2.

MITIGATIONS
Improving ambulance
handover performance to
30 minutes will reduce
the requirement to 100
additional hours. ORH
findings will be reviewed
AM1.1 with WMAS to ensure
plans are in place to
commission and provide
the most appropriate
services including the
provision of Air
Ambulance.

OUR COMMENTS
This is only a mitigation for
cost. There is no evidence that
handover performance will be
improved and will worsen if
capacity plans do not match
demand. There is no mitigation
for the already inadequate
ambulance service and its
above target response times.
All this seeks to do is maintain
the current poor level of
performance.
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Future Fit, Decision-Making Business Case, p. 101.
Future Fit, Travel and Transport Report, p. 3.
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Future Fit Clinical Design Workstream, Final Report: Models of Care, p. 15.
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Future Fit, Travel and Transport Report, pp. 9-10.
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Welsh Ambulance NHS
Trust require 0 additional
vehicle hours.

Shropshire Patient
Transport Service (FALCK)
require 136 additional
vehicle hours, option 1
effects slightly more
patients but still
represents only 4.18% of
all journeys undertaken
by Falck
Welsh Patient Transport
Services require 0
additional vehicle hours.

Operation Research in
Health Ltd (ORH) findings
will be reviewed with
Welsh Ambulance NHS
AM1.2
Trust to ensure plans are
in place to commission
and provide the most
appropriate services.
ORH findings will be
reviewed with FALCK to
ensure plans are in place
to commission and
AM1.3 provide the most
appropriate services.

This is not a mitigation.

ORH findings will be
reviewed with Welsh
Patient Transport Services
AM1.4 to ensure plans are in
place to commission and
provide the most
appropriate services.

This is not a mitigation.

QUALITATIVE ASSESSMENT OF AMBULANCE MODELLING
The localities adversely
The Royal Shrewsbury
affected are South
Hospital (RSH) is currently
Shropshire Shrewsbury
served by 8 local bus
and Atcham, Powys and
services (1, 74, 12, 552,
Oswestry.
553, 558, X3, X75) which
directly travel to/from
The options also have an
several areas across
impact on the
Shropshire and some
convenience of public
parts of Powys
transport journeys to
BA1.1 Enhancement of service
access non-complex
provision could be
planned care provision.
provided by existing
Under either option this
transport providers.
provision would be
delivered at a single
Planned Care Centre
located at either RSH or
PRH. This will result in
journeys by public

126

This is not a mitigation.

Not all of the affected localities
are serviced by the buses listed
The suggestion that Shropshire
Council are working to enhance
services cannot be taken
seriously. Shropshire Council
are currently engaged in a
consultation around the
reduction of bus service
subsidies of £455,000 per year.
This will result in, amongst
other things, the reduction of
frequency of Shrewsbury Town
services (e.g. from every 30
minutes to hourly) and
elimination of weekend services
from some towns not served by
train (e.g. Bridgnorth).126

Shropshire Council, ‘Reduction of Local Bus Service Subsidies - Financial Year 2019/20’, [Online]. Available at
https://shropshire.gov.uk/get-involved/reduction-of-local-bus-service-subsidies-financial-year-201920/
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transport to access noncomplex planned care
provision becoming less
convenient –
i.e. requiring more
changes to complete –
from parts of the
catchment area
Longer travel times by
public transport
Visitors adversely
affected due to an
emergency admission in
the following localities North Shropshire,
Bridgnorth Lakeside
South The Wrekin and
Hadley Castle

BA1.2

BA1.3

Shropshire council are
leading discussions with
Tanat Valley and Celtic
Bus Companies to divert
services to the PRH site.

Impact on the following
areas are taken into
account in the
mitigations Planned care
Emergency in patient
care(rs) and family
impacts
Womens and Childrens
BA1.3

BA1.5

127
128

Shropshire council are
exploring the opportunity
with the bus company to
decrease the number of
stops on some services
and therefore reduce
journey times on services.
Shropshire Council are
negotiating with the bus
company to reroute the
X4 service to provide a
direct route between
Shrewsbury Bus station
and PRH.

Reducing journey times by a
few minutes will have marginal
effect on accessibility.
Frequency and timing of
services is more important.
This not a comprehensive
service. The last return from
Telford on weekdays is at
14:50. There is no service on
Sundays. And importantly, the
service is hourly meaning that,
for most patients and visitors
who have to change transport,
the journey time could be up to
an hour over the actual time
spent moving.127
Celtic Travel run services from
Powys to Shrewsbury currently
– every two hours with no
evening or Sunday service. The
travel time from Newtown to
PRH would be over 2 hours
each way.128 Given there is a
direct train service from
Newtown to Wellington that
can take less than an hour, the
only advantage to an enhanced
bus service would be cost.
Given that cost and time are
both considerations in
accessibility, this trade-off is a
very weak mitigation.

Tanat Valley services have the
same problem. They connect
Powys with Shrewsbury
currently. An extension to PRH
would involve over 2-hour
journey times each way.
Shropshire council are
Given the already noted
leading a piece of work to Shropshire Council consultation
improve journey provision on reducing journey provision,
on all services to hospitals we doubt this work will lead to
and between hospital
meaningful improvements.
sites

See https://bustimes.org/services/x4-shrewsbury-telford-express?date=2019-04-29
See https://bustimes.org/services/x75-llanidloes-shrewsbury-via-newtown-welshpool?date=2019-04-29
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Provide a shuttle bus
service (current x5
service) between both
Hospital sites.

BA1.6

BA1.7

accommodation for
parents children and for
adults transfer to planned
care site when patients
are over their acute phase

Transferring people closer
to home after their acute
phase.

BA1.8

This mixed coverage
means that, even
currently, people living in
some areas will need to
change bus (or train) at
least once in order to
access the nearest noncomplex planned care
provision by public
transport.

Development of Through
Ticketing to reduce travel
times and cost of travel
across county boundaries.
BA1.9

West Midlands Combined
Authority Pilot is in place
and Shropshire Council
are looking to develop a
similar approach.

The X5 does not currently run
between the two sites so this
would be an extension of the
bus service currently running
between Shrewsbury Bus
Station and Telford Central Bus
Station. As most patients and
visitors find it difficult to travel
to either of hospital sites using
public transport (mostly
requiring multiple changes),
this proposal will do nothing to
improve accessibility for the
overwhelming majority.
This could be of assistance if
the cost to individuals was
minimal. Unfortunately, the
recommendation does not
include any proposals as to who
should provide this
accommodation. There appears
to be nothing in the Future Fit
financial plan that represents
expenditure on such a solution.
This would help in the specific
case where patients were
hospitalised for more than 72
hours. Unfortunately, the main
Future Fit proposals make no
such absolute commitment,
simply ‘wherever possible’
depending on, presumably, bed
pressures. There is no mention
in the proposals of using
community hospitals for stepdown provision, perhaps
because of the ongoing
Shropshire CCG review into the
viability of community hospital
beds.
The impact statement
minimises the problem by
suggesting only ‘some’ people
will need to change bus or train
to access PRH. The Integrated
Impact Assessment calculated
that only 23% could access PRH
without changing. That 23%
includes a requirement to walk
up to one mile – the distance
from Wellington Station to PRH
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being just under that one mile.
In practice, probably fewer than
10% of people requiring
healthcare could make the
journey without changing
transport.
There is little evidence of
combined ticketing initiatives
being applied to rural areas.
PlusBus only provides add-on
tickets for Shrewsbury Town
and the Telford urban area
(excluding Newport). At a cost
of £3.60 for each town, the
total cost for an adult round
day trip from PRH to RSH would
be £11.60. Shropshire
Councillors have told us that
there is no serious work by the
Council to develop a combined
ticketing approach – the idea is
at best aspirational.
QUALITATIVE ASSESSMENT OF BUS ACCESS
Reduce unnecessary
travel to hospitals

AT 1.1

Shrewsbury and Telford
NHS Trust (SaTH) clinical
model will reduce
unnecessary follow ups
and choice of
appointment times
through clinical
engagement and
development of
alternative digital
solutions e.g. digital
consultations working
with the STP Digital
Programme.

While much emphasis is given
to the supposed benefits
deriving from the STP Digital
Enabling Programme, the
reality is that it has no capital
resource currently allocated
and very little revenue
resource. The risks to delivery in
a report last year illustrate why
we should not make any
assumptions about the delivery
of solutions proposed in these
mitigations:




‘Resources – (lack of
funding, governance
and leadership to
progress strategic
planning, and
availability.
commitment from
senior management to
release or increase
resources)
Lack of Technology
standardisation –
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Develop the use of
electronic appointment
booking system
AT 1.2

SaTH electronic patient
record (EPR) system will
be developed to enable
patients to choose
convenient times and
locations for
appointments.

Action: Identify
interoperable platforms
and recommending
their use across the STP
 Licencing costs are set
to increase with a
requirement to migrate
to a supported set of
office applications with
revenue costs instead
of capital.
 Executive Strategic
Direction
 Lack of clear coordinated approval
processes for schemes
with a crossorganisation impact.
 Complex governance
arrangement (STP is
not an executive group
with delegated
authority.)
 Lack of consistent
engagement from
social care and mental
health trust.
 Uncertain leadership of
the DEG. No consistent
CCIO appointment
process and no DEG
CCIO position
defined.’129
It is a pretence to suggest that
patients will be offered
convenient times and locations
for appointments. The resource
constraints, which will increase
with the Future Fit reduction of
staff, will not allow that
flexibility any more than it does
today. An improved booking
system cannot overcome
resource constraints.

QUALITATIVE ASSESSMENT OF APPOINTMENT TIMES

129

Shropshire, Telford & Wrekin STP, STP Directors Update, June 2018, p. 24
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Development of
Telemedicine

We strongly support the
development of telehealth
options. However, a strong
note of caution is required.
Progress to date is minimal,
there are no robust future
plans, and leadership and
finance are lacking.

D 1.1

Use of Phone Apps

D 1.2

Many hospital appointments
include diagnostic testing. We
Use of telemedicine will
hope to see remote access
reduce the need for
options develop in the future –
patients to travel to a
but currently much diagnostic
hospital location for their work cannot take place via
appointment.
telemedicine. In this way they
are different to most GP
appointments. It should also be
noted that many of the rural
locations with most difficult
access to acute hospital sites
also have either poor or no
internet access.
There are no estimates here of
the proportion of visits to be
eliminated. In the short to
medium term, we suspect low.
Prostate Cancer app
We have already commented
already being used within that the STP Digital Enablement
SaTH. The Sustainability
Programme is not able to
and Transformation
commit to developing Apps.
Partnership (STP) Digital
There needs to be a specificity
Programme will work with here about the goals rather
SaTH to develop Apps
than aspirational statements.
which reduce the need to Good ideas are not enough.
attend hospital sites
unnecessarily.

QUALITATIVE ASSESSMENT OF DIGITAL

General public currently
have limited awareness
of train services between
Shrewsbury and
Wellington Train station.

PA1.1

SaTH communications
and engagement team to
lead on an awareness
campaign around utilising
local train services.

The major problem is not
awareness but frequency. There
are two trains per hour, but
they leave and arrive within 10
minutes of each other (different
operators). That means it is
possible to have to wait up to
50 minutes for a connection.
One example, to meet a 10:00
appointment at PRH, one would
have to catch the 07:13 train
from Ludlow arriving at 07:44.
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General public currently
have limited awareness
of community transport
options available to
them.
PA1.2

Non-emergency patient
transport services have
eligibility criteria that
needs to be shared
widely with the general
public.

Shropshire, Telford &
Wrekin and Powys
Councils to lead an
awareness campaign
around community
transport options.

SaTH communications
and engagement team to
lead on an awareness
campaign around Nonemergency patient
transport eligibility.

PA1.3

Patients and families
currently have limited
awareness of "Help with
travel cost scheme".

130

PA1.4

SaTH communications
and engagement team to
lead on an awareness
campaign around the
"Help with Travel Cost
Scheme".

There is then a wait until the
08:32 train to Wellington
arriving, after a walk from the
station, at PRH at 09:08. The
total train travel time is 43
minutes but the wait time at
Shrewsbury station is 48
minutes (personal experience of
authors).
The community transport
options are declining. It was
reported to Shropshire HOSC in
January 2019 that Shropshire
CCG were removing top up
subsidies to enable community
transport schemes to charge
less than economic fares.130 It
is not an effective mitigation to
an accessibility problem to
publicise a service to which
accessibility is to be reduced.
We have already recorded that
non-emergency patient
transport eligibility are too
narrowly drawn. We have
received anecdotal reports from
Shropshire GPs that patients
who they recommend for NEPT
are routinely turned down by
the CCG. We know of
Councillors who have resorted
to driving people to hospital
appointments as it is the only
way they will get there.
The Shropshire HOSC has
discussed a current cost-saving
CCG review of NEPT; we have
not seen details of this.
Eligibility is likely to be
tightened still further.
While the Healthcare Travel
Costs Scheme provides can
provide real benefits for those
who are eligible, the majority of
those who have challenges with
accessibility will not be covered,
including those seeking urgent
or emergency care
(reimbursement is only for

Shropshire Council HOSC, Minutes of meeting on 21 January 2019, p. 3.
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those with an outpatient
appointment), most
accompanying adults and
children, and visitors. The
income eligibility criteria mean
that many who are in need are
not eligible (as highlighted by
the children’s cancer charity
CLIC Sargent.)131
QUALITATIVE ASSESSMENT OF PUBLIC AWARENESS
The mitigations listed will do little or nothing to reduce the impact of reduced accessibility that will
be produced by Future Fit. For a frail elderly person, one less bus change might be welcome, but
probably will not be decisive when they are deciding whether it is practical and possible for them to
attend an appointment.
Telehealth has enormous potential – for the future. Aspirations, though, are not the same as robust
plans, with identified resource, and a credible timetable for implementation. The lack of progress in
the STP Digital Enablement programme, due primarily to lack of resources and executive leadership,
does not give confidence that technology solutions can play a significant role in the short to medium
term. Also, much of the evidence for successful implementation in rural areas is for specialised
programmes where a clinical expert can provide support to a local clinician.132 Any plans for
telehealth must also include staffing resources.
The biggest problem, though, is that the mitigations do not deal with the key issue. At the heart of
Future Fit is centralisation. This is a reconfiguration of two District General Hospitals. They will be
replaced by one Emergency site, which will necessitate longer journeys for many people, and one
Planned Care site, which will necessitate longer journeys for many other people. Reduced access is
not incidental; it is built into the plans. It is regrettable that access is seen as a matter of patient
convenience, not as a clinical issue; regrettable too that local health leaders are unfamiliar with the
concept of ‘distance decay’.
One valuable mitigation might have been an enhanced role for community hospitals and for the use
of community hospital beds for intermediate care. These things were discussed in the early stages of
Future Fit - but are not part of the current model.
And those thoughtful points made by the clinicians who participated in the original Future Fit design
workshops? None of them are reflected in the final Future Fit proposals.
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See CLIS Sargent comments [Online] at https://www.clicsargent.org.uk/join-our-fight/getcampaigning/cancer-costs-campaign/.
132
See McWilliams et al. ‘Telehealth for paediatric burn patients in rural areas: a retrospective audit of activity
and cost savings’ and Marcin, J. P., Shaikh, U.; Steinhorn, R. H., ‘Addressing health disparities in rural
communities using telehealth.’.
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4.

KEY AREAS OF CLINICAL CONCERN

4.1.

Community Services and Prevention

The creation of adequate community alternatives to hospital care will not just ‘happen’.
The King’s Fund has noted:
‘proposals in STPs to reduce capacity in acute hospitals will only be credible if there are coherent
plans to provide alternatives in the community. This will require additional investment in these
services.’133 [our emphasis]
The point is emphasised elsewhere, again by the King’s Fund:
This means recognising that it is not realistic to release resources from acute
hospitals to invest in services in the community when hospitals are working under
intense pressure. It also means identifying the funding and staffing needed to
make a reality of new models of care and creating time and support for this to
happen.134
Money, staffing, time and support. Those are the essential building blocks in creating a different
NHS.
The architects of the first Future Fit model would have readily agreed.
In the original Future Fit model, the building of community alternatives to Future Fit was seen as
essential – not at some future time, but as part and parcel of delivering successful acute change. We
are therefore told ‘community capacity must be built’, and that there is ‘an absolute need to shift
resources into community care’ [our emphasis].135 It was recognised, too, that care at home is not
necessarily cheaper.
The theme remained at the heart of the Future Fit 1 model. A Future Fit Programme Board review of
June 2015, for example, noted ‘For the Future Fit model to be delivered, appropriate out of hospital
services will need to be in place and to have adequate capacity’ [our emphasis].136
Prevention was also placed centre-stage. The Clinical Model comments:
There was clear and repeated recognition throughout the clinical design process
that the biggest single factor which will determine success or failure of the
programme over the next twenty years is the degree to which the prevention and
wellbeing agenda is addressed.137
In many ways this was a programme ahead of its time. It is worth remembering that the first Future
Fit Clinical Model was published five months before the Five Year Forward View.
The clinical leaders of Future Fit were not ‘starry eyed’ about finance. The Clinical Model states
clearly that delivering financial sustainability was not the remit of Future Fit clinical design – but also
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King’s Fund. ‘Sustainability and transformation plans (STPs) explained’ [Online].
King’s Fund, Reimagining community services: Making the most of our assets, p. 5.
135
Future Fit, Clinical Design Workstream: Final Report: Models of Care, p 16.
136
Future Fit. Programme Interdependencies, p. 7.
137
Future Fit, Clinical Design Workstream: Final Report: Models of Care, p 18.
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assumes ‘that there will be no increase in overall budgets over the next ten to twenty years, and that
in the face of an increase in population care needs and life expectancy, in real terms there will be a
reduction in investment’138.
A final sentence on financial sustainability caused us genuine concern, and was something that, as
campaigners, we challenged:
A financially constrained environment will provide a huge challenge to the system
to collectively develop the necessary level of ‘courage to change’ and ‘appetite for
risk’.139
We have no difficulty with change and with the need for NHS leaders and users to have the courage
to change – but ‘an appetite for risk’ is much more questionable. The challenge with risk is that is
borne by vulnerable people. An appetite for risk translates into the experience of a frail elderly lady
in South Shropshire a few weeks ago: discharged late in the evening from a lengthy acute hospital
admission, because of pressure on beds; taken home by the non-emergency transport service; and
simply dropped off at her cold and empty house with no attempt to contact relatives or social care.
It was no one’s responsibility to ensure the heating was on, that there was food in the house, or that
this lady was able to get herself into bed. She was subsequently re-admitted to acute care. There are
other comparable stories. Risk carries consequences for people who deserve better.
Nevertheless, the 2014/15 leaders of Future Fit did not foresee the scale of the current financial
crisis for the NHS in Shropshire, Telford and Wrekin. The overall consequences of this for the
sustainability of Future Fit are outlined more fully later in this paper.
Irrespective of debates on risk, the successful implementation of Future Fit always depended on the
existence of adequate community provision, and the long-term sustainability of Future Fit always
rested on the availability of strong prevention and wellbeing initiatives.
There is no longer any realistic possibility of these things being in place.

4.1.1. Shropshire CCG
The history
The original Community Fit work effectively stopped in October 2015. There was no progress on
taking forward community transformation for around two years.
In October 2017, Shropshire CCG launched a cost-saving review of community hospital beds, rural
Minor Injuries Units, and rural DAART services (DAART being a locally provided assessment and
diagnostic service for older people).140 This was badged as the ‘Out of Hospital Programme’.
The initiative caused extreme public anger, culminating in around 600 people attending what may
have been the largest public meeting Ludlow has ever seen. Hundreds queued along Broad Street to
get into the Methodist Church; hundreds more waited in the cold for an overspill meeting outside.
Speakers shuttled between the two. The meeting was chaired by the Mayor of Ludlow; two local GPs
spoke at the meeting about their own opposition to cuts. Ludlow people were in doubt that their
hospital was under threat, and in no doubt either that they were ready to defend it.
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Ibid., p 20.
Ibid., p. 20.
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NHS Shropshire CCG, Review of Minor Injury Units (MIU), Diagnostic, Assessment and Access to
Rehabilitation and Treatment (DAART) Services and Community Beds, pp. 54-82
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Shropshire CCG had been due to progress its ‘Out of Hospital’ proposals in early 2018. In the event,
that timescale was quietly dropped. We know that community hospital beds and DAART are part of
current ‘Care Closer to Home’ review plans; we know, too, that Minor Injuries Units will be reviewed
in the future as part of changed urgent care services. The intention is that changes are to happen
piecemeal, with no opportunity for the public – nor, probably, health planners – to have a whole
system overview.
The Pre-Consultation Business Case of November 2017 carries only the sketchiest of outlines on
what Shropshire’s community model might look like.141 There is a mention of Project Hälsostaden,
now probably dropped as a local proposition as no one talks about it anymore. There are nods
towards resilient communities, whole population prevention, and the integration of health and
social care community services. There is nothing to disagree with – but no detailed content at all. At
this stage, there had seemingly been minimal progress in taking forward work to build alternatives
to hospital provision.
There were (very high level) reports of the ‘Out of Hospital’ work in Governing Body meetings, but
little or no firm information. The visible relaunch of the work was not until July 2018, with the
release of a paper on what was now described as ‘Care Closer to Home’142. A similar but more
detailed paper is on the Future Fit website143.
The vision behind the work has become more targeted:
Using all available resources to commission integrated health and care services
that are clinically effective and cost-efficient and as close as possible to where
people with the greatest need live [our emphasis].144
This is no longer for all of us, but for those with the ‘greatest need’. This is explored further in the
‘Overview’ paper. Here, the explanation is that ‘Shropshire Care Closer to Home is being aimed
therefore at improving health outcomes for people with multiple long-term health conditions aged 65
and over’145. Our view is that access to care closer to home would be of benefit to a majority of
service users, not just older people with comorbidities. This is a very constrained implementation of
the vision within the original Future Fit Clinical Model.
Phase 1 of the programme has been to establish a ‘Frailty Intervention Team’ based at A&E at the
Royal Shrewsbury Hospital, with a view to acute admissions avoidance for frail elderly people. This
became operational in September 2018. This seems to be a modest success in admissions avoidance
terms, with the relevant Decision-Making Business Case appendix reporting ‘There has been a
reduction in the conversion rate from ED to admission for >75s at RSH to 53.02% compared to
57.71% in the same period the previous year’146.
What is unclear is how the service is experienced by those frail elderly people, especially those who
live perhaps 30 or 40 miles from the hospital. They may have waited a long time for an ambulance;
undergone assessment and/or treatment; waited again for non-emergency transport home; they are
likely to be unwell, upset and perhaps in pain. Is there always someone who can meet them when
141
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they return home, to make a cup of tea or a sandwich, turn the heating on, whatever immediate
support is needed? Are necessary domiciliary services put in place for them straight away? What is
the impact of that long journey to hospital and then home again? We hope to see an increased focus
on patient-centred audit, which must surely include patient experience.
There was, several years ago, a project at Bridgnorth Community Hospital to look at acute
admissions avoidance. The idea was to offer a comparable service but at local level, with people able
to access that multi-disciplinary support in their own community. It was abandoned at the point that
investment was needed. We wonder if that approach could be revisited, on the basis that local and
more accessible care might result in a better experience and better outcomes for quite a vulnerable
patient group.
Phase 2 will be a risk stratification exercise to identify older people with complex care needs; leading
in the future to case management for those people. It is an absolutely worthwhile idea and should
eventually result in better and more proactive management of health needs for a vulnerable
population – but of course it is not yet implemented, and planning seems to be at an embryonic
stage. The future impact on admissions is necessarily unclear.
And Phase 3 is contentious. It is multi-stranded: Hospital at Home to offer planned care either at
home or in a nearby setting; Rapid Response to provide timely diagnostic and intervention services
where appropriate; unknown changes to DAART (offering diagnostic and assessment services and
access to rehab and treatment at local level); and – very controversially – cuts to community hospital
beds and services, and replacement of at least some community hospital beds with care home
beds147. This is completely at odds with the commitments made to the public during engagement on
Future Fit I, but in line with previous bed cuts and with the long term ‘interim’ closure of rural
Midwife-Led Units in Bridgnorth. Ludlow, and Oswestry.
Details of Phase 3 are – we believe intentionally - not in the public domain. Unusually, the
Shropshire Patient Group nominee for patient representative on the workstream was rejected by
the CCG. There was no patient representative at all between October 2018 and February 2019.
There is now someone appointed by the CCG, but it is not known who they are, or in what way they
will be supported in liaising with the wider public. There have been three stakeholder events. We
asked how members of the public were invited to these and were told it was ’20 people on a list that
Karen gave us when she left’148. Again, there is no way of knowing who they are or how
representative they are. Those stakeholder meetings, however, do not appear (from the CCG’s
online notes) to be events where participants have any significant influence on the direction of
travel. The single unknown patient representative is the only member of the public of any
importance here.
There is an enormous appetite in our rural communities for direct public involvement and
involvement of town and parish councils in shaping community services, not just having the
opportunity to comment in a future consultation after key decisions have in practice been made.
There is genuine expertise and knowledge of local needs in our communities, and this is currently a
completely untapped resource. We have asked repeatedly at CCG Governing Body meetings for this
wider public involvement to happen. It seems improbable that it will. We do know that Phase 3
147

Information on community hospital beds was given by the Commissioning and Redesign Lead for Shropshire
Care Closer to Home at a Shrewsbury What Matters to Me shopping centre ‘drop in’ event in February;
for some other questions, we were given incorrect information; for others again, we were advised that
information was not in the public domain.
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design commenced in October last year, and we know that GPs dropped out of these sessions. We
know (from Twitter) that draft Phase 3 specifications were available in early December. We have no
way of knowing when details will be released to the public.
The money
In August 2015, the commitment was made that Shropshire CCG would invest £5.3m in new or
improved community services; this investment to take place on an annual recurrent basis.
The funding of course is no longer available.
The CCG’s July 2018 ‘Overview’ paper asks and answers a rhetorical question:
How will this be paid for? SCCG has no additional money to pay for this way of
working but the aim will be to redirect existing monies from services that are not
fit for purpose and reinvest it into creating new services which would better meet
the needs of our patients. This means that to enable change to take place, some
of the existing services may have to be stopped in order to provide the new ones.
It is however expected that in doing things differently, we will provide the people
of Shropshire with higher value care capable of reducing the dependence we as a
county have upon general hospital services.
It is welcome, of course, that there will be new services for older people with complex care needs. It
is potentially a good deal less welcome that ‘some of our existing services may have to be stopped’ in
order to pay for this. The decisions of health leaders are not always, in our view, rational. We are
very proud of having saved a raft of valuable community-based services for frail elderly people and
people with mental health services in late 2016, at a time when Shropshire CCG’s focus was on
desperate fire-fighting cuts.
The 2018/19 Financial Plan (May 2018) showed a net QIPP target of £1.643m against Community
Health Services149.
The August Financial Recovery Plan approved by the Board on 8th August showed 2018 planned
savings (over a 5-year period) of:
Community Hospital Review

£5m

Review of Community Contract

£3.5m

Better Care Fund

£4m

An interesting discussion took place at the November 2018 Governing Body of the CCG. At the time,
the CCG was seeking 4.5-5% QIPP savings each year over a five-year period. (The financial position
has subsequently worsened). One Governing Body member commented, ‘We’ve dealt with the low
hanging fruit’. There was a brief discussion on how future savings would be made. The Director of
Finance ran quickly through her personal list of likely areas for QIPP savings in subsequent years.
This targeted prescribing efficiencies, CHC, and Care Closer to Home. The Chair asked, ‘We’ve
allocated to areas rather than to plans?’ and the Director of Finance readily agreed this was the
case.
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The Accountable Officer hastily intervened to comment that this was to areas ‘with an underlying
logic’.150 It is hard, however, to see the logic of ongoing reductions in spending on cost-effective
community services that are meant to provide an alternative to expensive acute care.
The current CCG approach is being planned and implemented in a piecemeal fashion, with a virtual
certainty that current and future funding will be inadequate. The people who have local
knowledge and enthusiasm for an NHS that works at local level – the public – are being allowed no
meaningful role. It has to be very, very doubtful indeed that this will achieve the service
improvements required to deliver Future Fit’s assumed improvements in population health and
reduced dependence on hospital care. It is even less likely that this can result in integrated care
within a whole system approach.

4.1.2. Shropshire Council
Local NHS strategy has depended for some years on the development of effective prevention and
wellbeing services. This was part of Future Fit I. It remains part of Future Fit II. For example, the
PCBC states:
These transformational changes will not only deliver better health outcomes for
our communities but will support an investment shift into prevention,
maintenance, early detection and treatment and reduce demand for secondary
care provision, releasing hospital specialists’ capacity to focus on the acutely
unwell.151
Prevention and wellbeing services are also a thread running through the newly published STP
Primary Care Strategy.152 In particular, Appendix 3 is devoted to Prevention and addressing health
inequalities. The workstream is, rightly, led jointly by the two CCGs, the two Councils, and the STP’s
Population Health and Prevention Group. The objectives of the work are around improving the
health of the population and reducing health inequalities. The project is intended to ‘deliver progress
against the priorities for the renewed NHS prevention programme, i.e. smoking, poor diet, high blood
pressure, obesity, alcohol and drug use’153.
There is a problem, however.
The section on Funding states, ‘The majority of the local preventative services, including lifestyle
services, social prescribing and NHS Health Check are funded through the two Local Authority Public
Health Grants, e.g. Telford Healthy Lifestyles and Shropshire Healthy Lives/Help2Change.’
And the section on Risk Management, almost immediately following this, notes, ‘There is a
significant risk regarding funding for local lifestyle services given the savings required in local
authority public health budgets, e.g. Shropshire Council is currently consulting on significant
reductions in services.’ The risk is noted, but no solutions are offered.
The reality is that Shropshire Council is a hairsbreadth away from ending non-mandatory
preventative work altogether. The public health cuts to be taken forward in 2019/20 are
150
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summarised in the Council’s budget consultation material154. Smoking cessation support is to end.
Provision of mental health services, including suicide prevention, will end. Sexual health services will
be reduced and centralised (with the loss of local access having significant consequences for young
people who do not have transport). The school nursing service will be phased out. There is a sharp
reduction in established and very successful ‘Help2Change’ weight management and exercise
programmes, and in community-based health promotion services. The roll out of social prescribing
initiatives is sharply cut back. Substance misuse work is to be re-tendered and cut back. These are
the headlines in a wider programme of cuts.
There can be no doubt about the damaging impact of cuts on this scale. The HOSC discussed the
public health cuts in September last year155, and again in November. The Director of Public Health
described his own views and those of the Committee:
The outline proposals set out in this paper have been identified (and)
reluctantly put forward. They are not recommended as the medium to long
term consequences for local people will adversely affect the health and
wellbeing of local people. This will include later identification of life limiting
illnesses and a rise in chronic disease.156
This is simply not consistent with the successful implementation of Future Fit, depending as it does
on improved population health and reduced disease prevalence.
For many people in Shropshire, particularly those in rural communities, social care is proving difficult
to access and prohibitively expensive. When people need domiciliary care, the Council lists their
needs and domiciliary care agencies choose to take them. The recent experience of one lady in rural
South Shropshire has been shocking and also illustrative of underlying problems. She needed a high
level of domiciliary care, following serious illness. No agencies were able to meet her needs in this
geographical area, forcing her to remain in a care home for several months. When an agency was
eventually located, the standard of care was very poor and caused her avoidable harm. An
alternative agency offered a care package costing £2,500 a week – a sum beyond the reach of this
lady’s family.
New analysis by the King’s Fund identifies a ‘social care system at crisis point’157, with more people
seeking care and fewer receiving it. Local authorities face increasing care costs and are spending
more, but they lack the resources to meet growing demand. Shropshire and Telford and Wrekin
Councils are not exempt from those pressures. We know as a campaign that in our rural areas, even
those who are self-funded are finding it increasingly difficult to access effective support. And
voluntary agencies of course face further cuts in the funding they have received historically from
local authority and NHS sources.
Our concern is that fine words and aspirations will not fill the growing gaps.
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4.1.3. Telford and Wrekin – a joint approach
Telford and Wrekin health and council leaders have, to their credit, been far ahead of Shropshire. A
‘Neighbourhood Working’ approach was initiated in 2015, as Community Fit ended and Future Fit
became an acute model. This consists of many different initiatives. A January 2019 update reports:
The Neighbourhood Working programme is a complex set of activities bringing
together all aspects of community centred approaches. There is no single model
of care, rather this is a collection of approaches and services each with their own
description all contributing to the achievement of the outcomes…158
Local GPs support this work – but are of the view that it is insufficient to achieve population-scale
change.159 The impact on unscheduled admissions has been modelled and is described in the DMBC
as ‘predicted’ – but is not yet realised.160 A recent report by the Council’s Director of Children’s and
Adult’s services was measured: outlining improved outcomes, but also that sustaining progress could
be difficult; that competing national priorities could slow progress; and that the scale of change and
resource required for transformation had been underestimated by some. He suggested the need to
establish success criteria; for new governance arrangements; and to consider dual funding to
support transformation.161

4.1.4. Telford and Wrekin CCG
Major strands of the Neighbourhoods work are around prevention, community resilience, and the
provision of direct care in the community. Some of this work will be curtailed because of the
changing financial situation for Telford and Wrekin CCG. QIPP savings approved for 2019/20 include
over £3m of decommissioning or disinvestment in community-based services provided by voluntary
sector organisations or local authority partners.162 163
There is likely to be a significant impact on older people. Hospital discharges will be less safe, with
the loss of a grant to the Red Cross Assisted Discharge service. Dementia support groups and ‘Older
People Enjoying Life’ (OPEL) hubs provided by Age UK will lose their funding. The average age of
OPEL users is 85; the centres offer ‘a hot meal, a chance to meet friends and have a bit of fun’164.
Without that weekly contact, the risks of social isolation, depression, and physical deterioration that
goes unspotted must surely increase. These are services that have previously been regarded by the
local authority as an important part of public health provisions.
There is a substantial £1.39m cut to Wrekin Mental Health; and the loss of support for services for
people with autism, brain injury, hearing loss and sight loss.
The reality is that the patchwork of services that makes up the Neighbourhood Working approach is
now being eroded. Our view is that increased social isolation and reduced community support for
vulnerable populations create a risk of avoidable non-elective hospital admissions.
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4.1.5. Telford and Wrekin Council
The Council of course faces the same financial pressures as every other local authority, and the same
uncertainty over the future of the Public Health grant.
A comparison of 2018/19165 and 2019/20166 budgets shows a reduction in expenditure on Health and
Wellbeing of over 23%. The implications of this are unclear, but the Council will plainly not be wellplaced to fill the gaps left by the withdrawal of CCG funding for Neighbourhoods work.

4.1.6. The gap between rhetoric and reality
The aspirations of the NHS Long Term Plan are to boost out-of-hospital care and to reduce
pressure on emergency hospital services. Despite the rhetoric attached to Future Fit, its
implementation is taking us very firmly in the wrong direction.
It makes no sense to us that NHS policy in Shropshire, Telford and Wrekin is increasingly pulling
resources away from community-based services (NHS, voluntary sector, and local authority
services; covering prevention, direct support, and community resilience) – and does so in order to
fund new hospital buildings and ever-increasing emergency admissions.
We also have significant clinical concerns over other strands of the Future Fit model:

4.2.

Urgent Care Centres/Urgent Treatment Centres

We support UCCs. We are strongly in favour of co-located UCCs that can play a role in relieving the
pressure on A&Es; we were strongly in favour of stand-alone Rural UCCS at the time these were part
of the Future Fit offer (although there would have needed to be significant safeguards around
these).
However, this support does not translate into a position of ‘All proposals involving UCCs are
automatically a good thing’.
The Future Fit model depends on around 65%167 168of patients with urgent or emergency conditions
having their care managed in one of the two Urgent Care Centres (UCCs): either at Shrewsbury,
alongside the Emergency Department, or at the stand-alone UCC at Telford’s Princess Royal Hospital.
The Emergency Department is intended only for patients with a life or limb threatening condition.
Questions on the proposed model for UCCs went largely unanswered during Future Fit public
consultation. It was revealed by the Accountable Officer of Shropshire CCG, at an August 2018
Future Fit event in Bishop’s Castle169, that the UCC contracts would go out to tender. This was at
odds with previous verbal pledges from SaTH staff, including Chief Executive Simon Wright, that the
UCCs would be run by SaTH to enable seamless service delivery across the Emergency Department
and the UCCs.
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There remains even at this stage very little detail of the proposed UCC model. There is the recent
five-page appendix170 to the Decision-Making Business Case, published in January 2019 (after public
consultation was closed). The appendix, states, for example:
How would the UCC’s link to other services?
The UCC’s provided at the Royal Shrewsbury Hospital (RSH) and the Princess Royal
Hospital (PRH) would work in partnership with the Emergency Department (ED)
on the Emergency Care Site, Primary Care Providers and the Ambulance Service to
ensure that patients are seen and treated in the right place and by the right
people. Teams and individuals working within these services would
follow agreed processes and pathways and work to common standards and
protocols.
Those processes, pathways, standards and protocols have not yet been decided, however.

4.2.1. Is that estimate of 65% to be managed in the UCC a realistic one?
Is this model safe? Achievable? The Future Fit model is based on retrospective evaluation,
establishing the percentage of A&E patients who attended A&E and were subsequently found to not
have a life or limb threatening condition. We believe this is simplistic. We have not seen any analysis
of the percentage of patients who required expert assessment in order to rule out a more significant
condition.
Several years ago, we discussed the Future Fit model with a senior member of the Royal College of
Emergency Medicine (RCEM). He laughed out loud when we explained to him how it was meant to
work.
From wider reading, there seems to be no established consensus on the percentage of patients who
might be safely managed in a UCC or another primary care setting. In 2014, the CEM (now RCEM)
collected clinician-based analysis of the records of 3,053 patients who visited twelve A&Es across the
country over a 24-hour period. The A&Es were representative in terms of geography, age and case
mix. The findings171 were that 15% of people attending A&E could be safely seen by a GP within the
next 24 hours, while another 22% of people could be appropriately managed by a GP working in the
emergency department with access to A&E resources. (This would be a co-located UCC). A further
63% of A&E patients needed the skills of a specialist emergency medicine doctor, and an overall
28% were admitted to hospital.
The CEM work was in response to the Keogh review, and its reporting that 40% of A&E patients were
discharged requiring no treatment.172 (That 40% should of course not be misinterpreted or
misrepresented as the percentage of patients who attended A&E inappropriately).
Professor Jonathan Benger, NHS England’s national clinical director for urgent care, commented on
the CEM research. Professor Benger said, ‘There have been several attempts to quantify the
percentage of A&E attendances that could be readily managed elsewhere, with estimates ranging
between 10 and 45%’.173
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There is plainly no consensus here. Equally plainly, there is no robust evidence base to support the
Future Fit plan for 65% of the current A&E caseload to be diverted to GP-led Urgent Care Centres,
leaving the Emergency Department to deal with the 35% who have life or limb threatening
conditions. If the model is wrong, we will either have patients being managed in an inappropriate
clinical environment, or we will have an Emergency Department that is unable to cope with
demand.
We have concerns too that the Future Fit model does not differentiate clinically between the colocated UCC and the stand-alone UCC. The co-located UCC, to be based at the Royal Shrewsbury
Hospital, will have ready access to the clinical expertise, the diagnostics, and the scope for
intervention offered by the Emergency Centre. The stand-alone UCC, to be based at Telford, will be
at a Planned Care Centre without the luxury of those facilities. Are the two UCCs genuinely equally
well equipped to see 65% of patients who would currently attend A&E? In the event of a patient at
Telford’s UCC requiring a greater level of input, the pathway – such as it is – is:
Where the non-admitted patient in the Urgent Treatment Centre (UTC)
deteriorates, the UTC should call 999 and manage the patient along with the
arrest team until the ambulance arrives. The ambulance would at this point
transfer the patient to the most appropriate acute facility.174
Appendix 6 to the DMBC acknowledges, for example, that stroke patients will self-present to the
UCC at the Planned Care Centre. Clinically, those patients require fast access to a head scan, and,
where appropriate, clot busting treatment. Locally, the acute stroke service was centralised to a
single acute stroke unit in Telford in 2013. Outcomes sharply deteriorated175; belatedly
acknowledged by SaTH leaders at the end of 2018 but remaining unexplained and unexplored. From
SSNAP data, it appears there are already unacceptable delays in patients reaching hospital, and in
accessing a head scan once they arrive. Adding an additional layer of delay is unlikely to help.
We have spoken, too, to local doctors (GPs and Consultants) who have concerns over the
expectation that the UCC at the Planned Care Site will see patients with breathing difficulties who
are able to ‘speak in short sentences’, or with a nose bleed that is ‘rapidly getting worse’.176
Patients may self-present (or be brought by relatives) with a significant head or neck injury, and with
airway difficulties. The Future Fit Clinical Model indicated that UCCs would manage patients with
chest pain, and those who were suicidal.177 We question the wisdom of this at Telford’s UCC, based
at the Planned Care site, and without the benefit of rapid transfer. GPs and specialist Emergency
doctors have different skills sets and do different jobs. Of course, there is an overlap – but is it
sufficient to enable a GP-led service to optimally manage the care of 65% of the patients who
present at A&E?
Ambulatory Emergency Care is to be available only at Shrewsbury, yet there has been no teasing out
of which patients are more appropriate for the AEC than the UCC, and how this might influence the
caseload appropriate for the UCC at Telford’s Planned Care site.
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The brave expectation built into Future Fit is that parents will bring their sick children to the UCC at
Telford’s Princess Royal Hospital when this is closer to home than Shrewsbury. However, the services
available at Telford will be even less than those currently offered to sick children at the Royal
Shrewsbury Hospital. Currently, Shrewsbury has a Children’s Assessment Unit (CAU) staffed by
specialist paediatric nurses, despite the bulk of paediatric care being based at Telford. With Future
Fit plans, the only CAU will be at Shrewsbury, along with paediatric emergency and acute care. And
at the Planned Care Centre in Telford?
Children who would normally be observed within primary care or at home, to
determine whether they need further treatment or not, could be managed within
the service on the Planned Care Site if the team feel competent to do.178
This falls far short of specialist paediatric care. Any children requiring further assessment or
treatment will be transferred to the Emergency Department at Shrewsbury – as with adults, through
a UCC staff member dialling 999 and requesting an ambulance. Currently, both hospitals are ‘Level 1
PCCCs’179; that is, that they are able to deliver paediatric critical care within a defined Critical Care
area.
This will end with Future Fit. The Princess Royal Hospital will not have a Critical Care facility in the
future. There will not be anaesthetist availability at Princess Royal 24/7. If paediatric anaesthetist
cover is available at all (and it probably will not be), we assume this would be on-call. The intention
is that ‘Workforce training will include Advanced Paediatric Life Support (APLS)’. However, this is
within SaTH’s Quality Impact Assessment, and the UCCs are likely to be provided by another
organisation.
We have asked SaTH and Shropshire CCG previously who is responsible for the governance of the
current UCC at the Royal Shrewsbury Hospital, provided by Malling Health. We did this because of
concerns brought to our attention by hospital A&E staff. We were told “Malling Health”, and there
seemed to be no interest in good governance beyond this. Frankly, we do not believe that our CCGs
have the capability of close monitoring of service quality and patient safety.
There remain many unanswered questions about how Future Fit arrangements will be brought in
line with the current SaTH Transfer of Children policy180. It is unclear if SaTH or the UCC will have a
duty of care towards these children; unclear, too, if critically ill children at the UCC in Telford will be
transferred to Shrewsbury for stabilisation or if there will be reliance on the KIDS regional paediatric
transfer team to transport children directly to a Level 2 or 3 PCCC. The current Quality Impact
Assessment on Unscheduled Care181 does not even begin to consider these more complex questions.
Recognition of the risks around transferring patients (children or adults) from the UCC at the
Planned Care site to the Emergency site is marginal. There is a section on the Quality Impact
Assessment form headed ‘Impact on Patient Safety: Describe Risk’. This has been completed with
the comment ‘Inter hospital transport for emergency patients to be developed and agreed’. This is of
course not a description of clinical risk. At this stage, five years into the Future Fit process, the safety
of those patients requiring emergency transfer does not seem to have been thought through.
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A subsequent section asks for a description of the risk with regard to ‘Clinical Effectiveness’. Here,
finally, there is a recognition of risk arising from the need to transfer patients from the Planned Care
UCC to the Emergency Site. The QIA notes that the ‘Speed and efficiency and safety of the transfer
may have clinical impact’. The ‘Consequences’ are given a high-risk rating of 3, while ‘Likelihood’ is
given a moderate risk score of 2. (This score seems to be SaTH’s default for unscheduled care risk
assessments.) It takes a very determined member of the public to find this acknowledgement of risk.
The Consultation document merely comments,
If a seriously ill patient went to an Urgent Care Centre, or in the unlikely event
that a patient became critically unwell in the centre, they would be quickly
assessed and cared for by skilled clinical staff. If needed, they would be quickly
and safely transferred to the Emergency Department at the Emergency Care site
or out of the county to a Trauma Centre, as they are now.182
The emphasis throughout public consultation was consistently on reassurance, rather than on
achieving a shared understanding of the potential pros and cons of service reconfiguration.
Our guess is that many parents who are worried enough to seek urgent medical attention for their
child will also be worried enough to travel straight to Shrewsbury, rather than risk a subsequent
transfer. If this does not happen immediately, it will certainly arise after a serious incident and a
front-page story in the Shropshire Star. Adults may well take the same decision if they have concerns
for their own or a loved one’s health: to go straight to the hospital with the ‘real’ A&E. This does not
seem to have been anticipated or modelled within Future Fit plans. The risk here, of course, is that
Shrewsbury’s Emergency Department will be unable to cope with future demand.
Risks to patients may also be more subtle ones. Following discussions with concerned local doctors,
we also believe that the Future Fit model fails to take account of conditions that may be life
changing. An injury that results in a relatively small loss of hand function, for example, may result in
a loss of livelihood for a hairdresser, carpenter, chef or pianist. Not life or limb threatening – but
potentially needing more specialist intervention that a primary care-led UCC is likely to offer. The
UCCs will need to link into a much wider network of services – but there is no evidence that any
thought has been given to this.

4.2.2. What do we know from other UCCs?
In Shropshire, we have an unpromising local example. When a new Urgent Care Centre was
established at the Royal Shrewsbury Hospital in December 2014, it was to be the prototype for
Future Fit UCCs. The commitment from Shropshire CCG was that it would manage 65% to 69% of
urgent and emergency care patients. Defend Our NHS queried the realism of this figure, and our
concerns were dismissed by CCG leaders. At no stage has Shrewsbury’s UCC seen anything
approaching this percentage. In January 2019, the two Urgent Care Centres together treated only
18.8% of patients seeking urgent or emergency care at the hospitals in Telford and Shrewsbury.
Another example. In the early years of Future Fit, the two UCCs in Halton were ‘sold’ to the
Shropshire public and very strongly to local councillors as a model for future provision in our area.
The Chief Executive of SaTH was particularly positive about the Halton model, as this was the area in
which he had worked previously. In 2016, Councillors from Shropshire and Telford and Wrekin
Councils undertook a joint visit. They found much that was praiseworthy – but also reported ‘A&E
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attendance has reduced by 8% during the time that the UCCS have been in operation’183. Very good –
but of course far, far removed from the Future Fit targets.
A September 2018 review of the Halton UCCs, carried out by the commissioning CCG, concluded:
In short, the UCCs have not lived up to the expectations of the public,
commissioners and providers, resulting in concerns raised, due to the
inconsistency of provision and ineffective service delivery.184
Halton is no longer mentioned in Shropshire, Telford and Wrekin.
Another relatively local example: there is a privately run UCC at the Royal Stoke Hospital, one of the
neighbouring hospitals to Telford’s Princess Royal. The Emergency Department at Stoke is typically
extremely busy; in part, this will reflect the overnight closure of the A&E at the County Hospital,
Stafford. Following a CQC inspection, the Stoke UCC had been rated inadequate for Safety and
Governance, warning notices were issued, and the running of the service was temporarily passed
back to the hospital trust. The CQC report notes, ‘Clinicians were not working to the exclusion
criteria, inappropriate patients were being accepted into the service, resulting in delays to patients in
need of urgent treatment.’185
Examples given by the CQC included that ‘a patient with a heart rate of 33 was not referred to the
emergency department immediately’ and ‘a patient who arrived by ambulance with serious
abnormal observations’ was accepted for treatment within the UCC.
The target for the Stoke UCC was of 30% of patients being diverted from A&E. In the event, it rose to
48% (undoubtedly due in part to being co-located with an A&E that was not coping with demand).
But if the UCC at Stoke could not safely manage 30 to 48% of patients, and the RCEM as the national
experts suggest a lower percentage than this, how can we have confidence that the Future Fit model
- of UCC management of 65% of urgent or emergency care patients - is both achievable and
consistent with safety?
There is one provider of primary care services (to four large co-located UCCs based at London
hospitals) which sees a higher proportion of A&E patients: 50 to 60%.186 This remains unusual. The
report from the provider indicates that patients were attending the UCCs even when offered sameday GP appointments with their own GP. It is therefore plausible that the caseload being seen at
these London UCCs was not just ‘patients who would otherwise have gone to A&E’ but included a
wider cohort of primary care patients. In London, where people often commute a significant
distance, a walk-in primary care appointment may be much more accessible than taking half a day
off work to attend the GP surgery near home.
However, a phenomenon of ‘If you build it, they will come’ has been identified in other studies. An
important 2016 review187 found little evidence that UCCs reduced the demand on emergency care
facilities. Rather, demand for unscheduled primary care increased because barriers to access were
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removed. The results from Halton show only a modest reduction in A&E demand. A 2012 study188 of
patient perceptions found that they often attended an urban UCC for reasons of ‘convenience and
ease of access’. This was not knowingly a misuse of urgent care provision; patients who were triaged
as having a minor illness nevertheless were anxious and believed their problem was serious. A 2015
survey189 of UCC staff perceptions found that ‘the convenient access relative to primary care was
perceived as the main reason for increasing demand for urgent care centres’.
Future Fit is about constructing a new model of urgent and emergency care. It is predicated on the
successful transfer of 65% of the A&E caseload to the two urban UCCs to be based in Telford and
Shrewsbury. If this does not happen, Future Fit is likely to fail – yet the evidence base for the
assumed 65% shift of activity is very slight.
We have repeatedly raised these concerns, including the risk of ‘provider-induced demand’ that
may be created by the UCC model. This risk has not been acknowledged within Future Fit plans. A
likely outcome here is that the UCCs will be well-used but will not reduce demand for emergency
care at a level that even approximates to Future Fit assumptions. We will therefore have a single
Emergency Department that cannot meet demand, and a scenario in which patients face
ambulance journeys around the West Midlands in pursuit of an A&E with the capacity to treat
them. This would plainly not be consistent with safe or accessible care.

4.2.3. Transfers from the UCC at the Planned Care site UCC
There is currently no modelling of the number of patients who will require transfer from Telford’s
UCC to Shrewsbury’s Emergency Department or out-of-county; no modelling either of the impact on
the ambulance service, on Emergency Department capacity, or of the risks to patients. It is genuinely
surprising that the 105-page ORH report190 on the impact of Future Fit on ambulance services and
patient transport simply omits this area of work.
The number of patients requiring transfer may be quite significant. Cowling et al191 looked at onward
referral rates for patients attending two large co-located UCCs in London. The study did not include
all urgent and emergency patients but was restricted to patients already streamed as appropriate to
be seen in the UCC. This is therefore a population that may well be comparable with the patient
population that will attend local UCCs in Shropshire, Telford and Wrekin under the Future Fit model.
Despite the initial decision of appropriacy for UCC management, ‘a large absolute number of
patients were referred onwards’. Overall, almost 26% of those patients required onward referral to
the Emergency Department or to a hospital speciality department. 16.8% of the patients required
same day referral to the co-located Emergency Department, 5.7% to another speciality (same-day
referral), while a further 3.3% needed deferred referral to a fracture, hand management or soft
tissue injury clinic. The odds of onward referral were closely related to age, and 41.3% of patients
aged 80 years or over could not be managed solely in the UCC setting.
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This is not a detail – and again, it is an area we have raised, in writing, with health leaders. It is an
absolute given that a significant number of patients arriving at the stand-alone UCC in Telford will be
triaged as needing transfer to the Emergency Department in Shrewsbury. Children who attend
Telford’s UCC are very likely to require transfer, as paediatric facilities at Princess Royal Hospital will
be very limited indeed. A further number of patients will deteriorate during their time at the
Princess Royal UCC and will then require transfer to the Emergency Department at Shrewsbury. And
in 2018, 3.5% of ‘Type 3 A&E’ patients at SaTH required emergency admission. In the future, with
the single acute hospital to be based at Shrewsbury, those patients attending the Princess Royal
Hospital will require ambulance transfer to the Royal Shrewsbury Hospital.
There will of course be an impact on the ambulance service. We do not have the data to estimate
the extent of this, but we believe it is urgent that this work is done. There will also inevitably be
an impact on patients – and by definition, many of these patients will be very unwell. Our view is
that there are significant clinical risks involved in an 18-mile ambulance transfer for a patient who
may be critically ill; more so when the major plank of the pathway seems to be ‘Dial 999’.
A paramedic has told us that in an over-stretched ambulance service, dispatchers will prioritise
some Category 1 calls over others. A patient in a UCC setting may well be deemed as lower priority
than a patient at home or on the street, as they are in an environment where some medical help
will be available.

4.2.4. No direct entry to the Emergency Department
There is to be no self-referral to the Emergency Department when Future Fit is implemented, with
patients entering emergency care only via the ambulance service or if transferred from the UCC. The
consequences of this of course depends on the quality of triage within the two UCCS, and on the
extent of joint working between the UCCs and the Emergency Department.
An important factor here may well be that the UCCs will go out to tender, and the expectation is that
the UCCs will be provided by the independent sector. The Decision-Making Business Case comments,
‘The staff in UCCs on both sites will work closely with the team at the Emergency Department and
will ensure patients receive the care they need without delay. Where the ED is not co-located with
the UCC service tele-links will support the patients’ prompt diagnosis and treatment.’192
Close working is typically harder across organisational boundaries, harder again where there may be
a perception of one partner seeking to manage its workload by offloading tricky decisions to the
other, and perhaps harder still to establish that seamless working relationship when one team is at
Shrewsbury and the other is at Telford. (We know anecdotally that SaTH’s relationships with the UCC
provider at Shrewsbury have been strained). And tele-links? Future Fit has supposedly been working
on a single patient record since 2013, and, as yet, there has been no progress. There is no budget
and it is not the priority for any of our local NHS organisations. We are told that SaTH bought the
equipment for tele-links between its two A&E sites a decade ago – and put it away in a cupboard. It
absolutely cannot be assumed that close working and tele-links will happen in the foreseeable
future.
The RCEM does not support ‘gate keeping’ to Emergency Departments by third party services:
Gatekeeping by non- Emergency Department services
Patients who self-refer, are referred by NHS111 or primary care or are conveyed
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to ED by ambulance, should not be further assessed by any third party service.
Such gatekeeping is potentially unsafe and may lead to treatment delays.193
It is hard to see how the Future Fit model complies with this advice, unless it is Emergency
Department staff who carry out the streaming process on behalf of the UCCs (including the standalone UCC at Telford).
We know of senior SaTH doctors who concur with RCEM advice, and who are concerned that
Emergency Department entry only via the UCCS will create avoidable risk for patients. We also know
of some patients with high risk conditions, and parents of children with high risk conditions, who
have been advised by their GP to go straight to A&E if they are concerned. The rationale of course is
to access specialist care a little bit faster, rather than wait for an ambulance service that has a patchy
record in rural Shropshire. That advice breaks down once direct Emergency Department access is
disallowed.

4.2.5. A 24- or 12-hour UTC service?
And a final concern. It has always been a Future Fit pledge that the two urban UCCs will provide a
24/7 service. It emerged in February that, in line with NHS England guidance, the two CCGS are
working on a new Urgent Treatment Centre contract. The revised service will replace the existing
UCCs and will in turn become the Future Fit urgent care service.
The surprise, tucked away somewhat obscurely on CCG websites, was that the UTCs are to be open
12 hours a day, the NHS England minimum requirement, rather than the 24 hours a day promised in
Future Fit. The contract will be tendered on this basis. Following public challenge, the CCGs have said
that the move to 24-hour UTC opening will take place later on, when Future Fit is implemented.
Both A&Es, at Telford and Shrewsbury alike, are under enormous pressure. SaTH in November last
year was the second worst performing trust in England on the 4-hour A&E target and has fallen far
short of the target for some years. Last year’s CQC report highlighted the damaging impact of poor
A&E performance on patients.
The situation raises important questions. Do our CCGs genuinely believe that a 24/7 UTC service will
be able to take 65% of A&E patients and provide the solution to current poor performance? And if
they do, why are they not implementing this model now, rather than waiting several years? A rapid
pilot of a 24/7 model could in any case allow a realistic assessment of the future scope of the
UCCs/UTCs, and the percentage of patients they are able to manage safely.
The public fear, of course, is that the commitment to 24/7 UTC opening will go the way of many
other Future Fit promises. The expectation from many in Telford and Wrekin is that the UTC at the
Princess Royal Hospital will remain open for only 12 hours a day, leaving minimal out-of-hours
provision once the A&E is closed down. It is a legitimate concern.

4.3.

The Planned Care Centre at Princess Royal Hospital

4.3.1. Patient Safety
It is fair to say that staff are split on this. Some think it will be wonderful. Others think that proposals
are unacceptable from a patient safety perspective.
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A recent summary aimed at the public promises: …Very exciting. Big plans. Patient friendly. Better
build.194 It is a little Trump-esque in its approach. (It is also simply misleading around some of the
future service claims in the document.) What we know from staff is that there is to be no Critical
Care provision at the Planned Care Centre, with Critical Care only at the Royal Shrewsbury Hospital.
There is also to be no out-of-hours anaesthetic cover at Princess Royal. Without out-of-hours
anaesthetist availability, out-of-hours surgery is also not possible – although there may be a clinical
need for it. These gaps cause real concern to staff. Patients can unexpectedly deteriorate; however
straightforward an elective surgical procedure may have appeared.
It is a model reminiscent of ISTCs, the ‘big plan’ of a previous era. The limited research on ISTCs
found evidence of worse patient outcomes. The Royal College of Surgeons of England reported
‘increasing evidence’ that these centres were unable to manage complications ‘with consequent
transfer to existing NHS facilities’.195
The QIA for ‘Scheduled Care’ records risks but seems to us to downplay the potential consequences
for patients. An identified risk, for example, is: ‘Inpatient at the Planned Care Site requiring
Emergency Care’. Within this are component risks:
Impact on Patient Safety. Staff may not have the available skills, equipment,
facilities or experience to effectively manage the patients condition.
Impact on Clinical Effectiveness. Staff may not have the available skills,
equipment, facilities or experience to effectively manage the patients condition
causing a delay in treatment.
Impact on Patient Experience. Patients will experience a delay in treatment
causing anxiety and lack of confidence in the provision of care. 196
Surely the real risk here is the increased potential for patient morbidity and mortality? The delay in
patients accessing emergency care may be significant: a delay following a 999 call for an ambulance
(for which there is currently no provision in Future Fit modelling), followed by an 18-mile journey to
the Emergency Centre at Shrewsbury. It is conceivable that there may be very profound clinical
consequences for some patients, far greater than ‘anxiety’ or ‘lack of confidence’ because of a delay
in their treatment. When even the risk assessment fails to come close to acknowledging the actual
level of risk to patients, there is a lack of reality in service planning.
The reality is that most patients probably make the assumption that fast specialist help will be
available for them in an NHS hospital ‘if something goes wrong’. We have seen nothing in material
aimed at patients and the public that tells them of the proposed lack of emergency care and critical
care at the Planned Care Centre.

4.3.2. No more cancellations?
The repeated commitment within Future Fit plans is that a separation of emergency care and
planned care will eliminate or greatly reduce the cancellation of elective surgery. For example, the
main Public Consultation document pledges:
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Beds at the Planned Care site would be protected for planned operations. As a
result it would be highly unlikely that an operation is cancelled because a bed is
unavailable due to a patient being admitted in an emergency. This is currently
happening across our two hospitals because emergency patients have to take
priority.197
That phrase of ‘highly unlikely’, in relation to future cancellation of planned surgery, was used
repeatedly in public consultation material.
The more recent excitable public document on ‘PRH of the Future’ finds additional benefits:
Separating planned and unplanned care brings a number of benefits, and this
new way of delivering healthcare will mean a huge reduction in cancelled
appointments.
The separation of emergency care from the Planned Care site will also create a
much calmer environment and seamless experience for patients attending for
planned operations, clinic appointments or diagnostic tests with no interruption
from emergency cases.198
The theme of avoided cancellations is prominent too in the PCBC and the DMBC.
Will it happen?
One rather obvious point is that, if elective surgery is being routinely cancelled for emergency
patients to be treated, there may well be insufficient capacity in the system. There is either a need
for more beds, or for more efficient use of beds, or for community-based alternatives to acute care.
Ideally, of course, alongside a prevention and wellbeing approach that seeks to keep people as well
as they can be, and out of hospital in the first place.
The separation of scheduled and unscheduled care beds does not by itself conjure up additional
capacity. An acceptance that very unwell emergency patients could be turned away to allow routine
elective care raises significant ethical questions. There seems to be relatively little work on the
advantages and disadvantages of separation.
The Royal College of Surgeons commented:
Separating emergency and elective services can prevent the admission of
emergency patients (both medical and surgical) from disrupting planned activity
and vice versa, thus minimising patient inconvenience and maximising
productivity for the Trust. The success of this will largely depend on having
sufficient beds and resources for each service. [Our emphasis]199
The same paper adds:
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A physical separation of services, facilities and rotas works best although a
separate unit on the same site is preferable to a completely separate location.200
The professional recommendations therefore appear to be that physical and organisational
separation is a positive, but ideally with services still on the same site; also of course with that strong
emphasis on sufficient beds and resources for emergency and elective services.
The degree of risk to patients of surgery in a purely elective service will of course depend on the
effective streaming of patients to the most appropriate service, and on ensuring ‘sufficient critical
care support appropriate to patient need’.201
A recent HSJ article notes that the separation of ‘hot’ and ‘cold’ sites has consequences for the hot
site:
And here was the next surprise: it turns out that separating ‘hot’ and ‘cold’
facilities may not be such a good idea after all. Moving elective care to a ‘cold’
site protects it from surges in non-elective demand. But there are consequences
for the ‘hot’ site that only become clear when you can quantify the risks.202
The suggested solutions to high bed occupancy and elective surgery cancellations are around
reduction in length of stay, admissions avoidance – and more beds.
There is a dearth of evidence on effective strategies to avoid cancellations – but from what is
available, it is more complex than just moving routine elective surgery somewhere else. The SaTH
solution is to do precisely that, with no apparent consideration of the consequences for the
Emergency site.
Demand and capacity are explored elsewhere in this paper. In summary, though, pressure on beds at
SaTH is plainly unacceptably high before Future Fit, with occupancy levels seldom below 90% (and
often a good deal higher). Future Fit proposals will increase the pressure on beds, especially on
medical beds. There seems to be a shift in emphasis – or certainly in beds - away from unscheduled
care towards the routine surgery that may well be more profitable.
The Planned Care Centre in Telford is not just for ‘planned care’. The intention is that a high
proportion of patients will be transferred from the Emergency site to the Planned Care site as soon
as they are well enough. This is made plain in the PCBC. Transfers will not be restricted just to
patients who live closer to Telford; they will also include patients from, for example, South
Shropshire, the Oswestry area, and Powys. The Public Consultation document, describing emergency
care provision, states:
Where this ongoing care takes place will depend on your condition and the care
services you need. For many patients, this will mean they are transferred to the
Planned Care site. Wherever possible, if a patient lives nearer to the Emergency
Care site, our aim would be that they remain there for their ongoing care.203
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‘Our aim’ falls far short of a commitment. The PCBC describes the model without reference to where
people live:
All unplanned patients would therefore be assessed and admitted to the
Emergency Site. If clinically appropriate, patients could be transferred to the
Planned Care for their on-going care and treatment.204
There can be very little doubt that patients who do not live in or around Telford will find themselves
transferred to the Princess Royal Hospital for ongoing care. This is to include the care of older
people, and end of life care.
The PCBC modelling of transfer for ongoing care confirms that the pressure on beds at Telford will
be intense. The modelling assumptions and related audit are briefly outlined in the PCBC.205 The
assumption is that 84% of emergency patients at Shrewsbury’s Emergency site will require ongoing
care. Of those, 65% could transfer to Telford’s Planned Care site. This amounts to 54% of all
emergency patients. The conclusion in the PCBC is ‘It is clear that a very considerable proportion of
the overall activity can be managed from the planned care site’.
A quick look at numbers confirms the future pressure on beds at both Shrewsbury and Telford.
There are to be a total of 354 medical beds206, which will include 49 clinical trolleys and recliner
chairs207. There will therefore be 305 overnight medical beds, plus those 49 ‘clinical spaces’. Of the
305 beds, there will be 114 beds at the Planned Care Centre for patients requiring continuing
medical care208. This implies 191 medical beds at the Royal Shrewsbury’s Emergency site, plus the 49
clinical trolleys and recliner chairs for short-term use.
In 2017/18, there were – from SaTH’s Annual Report – 62,531 non-elective admissions. (Those
numbers are continuing to grow). On those out-of-date figures, though, over 33,000 patients will
receive medical treatment at the Planned Care Centre in the 114 beds set aside for their care. There
will be peaks in demand, most obviously in the winter. Pressure on those beds will be immense –
and frankly we do not believe the numbers add up.
Is it really going to be possible to protect elective surgery beds? This will only be achieved by closing
Telford to those patients being transferred from Shrewsbury – which will put hugely increased
pressure on the emergency beds at Shrewsbury. That will mean no bed capacity for seriously ill
patients needing emergency admission. ‘Patient flow’ will be lost at Shrewsbury’s Emergency site,
and SaTH will lapse back into trolley waits, delayed ambulance handovers, and an Emergency
Department that is not coping. The risk of insufficient transfers resulting in capacity constraints at
the Emergency site has been recognised by SaTH.209
Our belief is that the avoidance of elective surgery cancellations is impossible given the competing
pressures on beds. If cancellations were to be avoided, this could only be on the basis of
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jeopardising the operation of the Emergency site and creating unacceptable risk to acutely ill
emergency patients.
There is a second issue of course. Emergency patients who live closer to Shrewsbury will find
themselves transferred to Telford for the second phase of their care, not through choice but because
this is the pathway. This is not an ideal patient journey. For some, this will be for end of life care –
and it currently appears that all End of Life Medical wards will be at the Princess Royal. This may well
place an intolerable burden on a frail elderly partner struggling to reach Telford from South
Shropshire, the Oswestry area, or Powys. Access, including visitor access, always matters – but for
end of life care it must surely be a centrally important consideration. (A parallel problem emerges
for patients and the families of patients who die unexpectedly at Shrewsbury, as end of life expertise
and support for relatives will be based at Telford).
And a third issue, on safety. An emergency patient may start at Shrewsbury; transfer to Telford for
ongoing care; deteriorate and require a transfer back to Shrewsbury. And this poses all the questions
about ambulance availability, staff capabilities, lack of critical care etc that apply to the Urgent Care
Centre and to scheduled care at the Princess Royal. This is a model that lends itself to chaos. It would
make a good deal more sense to have a starting point of two District General Hospitals, providing
accessible emergency and planned care across the catchment area.

4.4.

Unanswered questions

The Future Fit project has tended to be driven by grand assertions, with evidence seen as an
optional extra. In Defend Our NHS, we have raised detailed and credible concerns about the Future
Fit UCC model, about access, about delayed time to treatment for emergency care. We have
highlighted the potential risks to patients. We have asked awkward questions about these issues,
and around beds, staff and finance, that have gone unanswered. There is simply no meaningful
response from Future Fit leaders. The information available to the public is the reassurance within
the Consultation document: that almost 80% of people will continue to go to the same hospital for
urgent or emergency care, that staff will be highly skilled and senior, and that ‘in the unlikely event’
of deterioration, patients can be ‘quickly and safely transferred’210. This is not enough – and most
members of the public are unconvinced.
This is stating the obvious – but none of the challenges and risks outlined here would be solved by
adopting the ‘mirror image’ version of Future Fit, Option 2 instead of Option 1. The compromises
to access and safety are very real indeed, with either of these Future Fit variants.
We are also aware of one member of SaTH’s medical staff lobbying for a single site solution. We
do not believe that this proposal has any relevance at all.
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5.

SUSTAINABILITY

Sustainability is a key concept in today’s NHS. It was also a key concept within the early Future Fit
proposals, with the 2014 Clinical Model explicit that the purpose of Future Fit was to create a model
of healthcare that would last for 20 years.
The Clinical Model discussion of sustainability began – rightly – with a discussion of the prevention
and well-being agenda. In 2014, the analysis was:
There was clear and repeated recognition throughout the clinical design process
that the biggest single factor which will determine success or failure of the
programme over the next twenty years is the degree to which the prevention and
wellbeing agenda is addressed. The general health of the population and the
years they live without disease (‘disease free life years’) will be the primary
determinant of the ‘disease burden’, the size of which will determine whether or
not health and social care is effective and sustainable in the future.211
We agree. It is hugely regrettable that the importance of this work has been downgraded to such an
extent. This alone undermines the chances of successful implementation of Future Fit.
There is also a perspicacious observation in the Clinical Model:
It is important to distinguish between the imperative of developing sustainable
services designed around entire patient journeys which cross organisational
boundaries, and the future of individual providers who will play a part in
delivering care for part of those journeys. New models of care, workforce and
commissioning must reflect whole patient journeys and providers will need to
adapt, integrate and collaborate to accommodate this whole system planning.212
The current version of Future Fit is partly about eliminating the system deficit and partly about SaTH
finding ‘an interim solution to its workforce challenges’ – the decision taken in the autumn of
2015213. Clinically, the model is driven by SaTH, and is narrowly based on SaTH’s ‘Sustainable Services
Programme’. There is almost nothing here on prevention; the minimal content on care closer to
home and wellbeing components has been added belatedly and remains undeveloped; primary care
and mental health remain conspicuous by their absence. Future Fit is about SaTH’s organisational
needs. This is not about ‘whole patient journeys’ or ‘whole system planning’. And integration? A
quick scan of the DMBC suggests far more interest in Integrated Impact Assessments than integrated
care.

5.1.

Sustainability: demand and capacity

5.1.1. SaTH is struggling
SaTH is a trust under pressure. In the final quarter of 2018/19, there were 48 incidents of ‘12-hour
trolley waits’ – of emergency patients waiting more than 12 hours from the decision to admit to a
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bed actually being found214. This may be an under-report. CQC inspectors observed waits in excess of
12 hours that were evidently not included within NHS England data. There were, during the same
three-month period, 4043 trolley waits exceeding 4 hours. Large numbers of patients are, at best,
having their privacy and dignity compromised.
We know from staff and patients that there were regular A&E closures over the winter of 2018/19,
with ambulances diverted from Telford to Shrewsbury or vice versa. And, we know that on occasion,
both A&Es were closed to ambulance admissions, with diverts out of county in place. This
information is reliable but anecdotal and does not seem to be reflected in ‘Winter Sit Reps’ data.
Delayed handover of patients by ambulance crews to hospital staff is commonplace. A January news
report215 reported 227 cases where ambulance crews waited longer than an hour to hand over
patients at Royal Shrewsbury Hospital and Telford's Princess Royal Hospital – a slight improvement
on the 267 cases the month before. Ambulances were held up for between 30 and 60 minutes a
total of 867 times in October, and 788 in November.
SaTH’s performance on the 4-hour A&E target is consistently poor and has been for some years now.
The percentage of patients admitted, transferred or discharged within 4 hours was, on a quarterly
basis, 62.7%, 61.7%, 68.1% and 68.4% in 2018/19. SaTH has routinely been one of the worst
performing trusts in the country on the 4-hour A&E target.
Last year’s CQC report216 identified pressures across both hospitals. These included a shortage of
medical and nursing staff, poor uptake of training in life support and safeguarding, and poor
recognition and management of patients whose condition was deteriorating. These issues affected
the two A&Es but were not restricted to them. The CQC also focused robustly on the practice of
‘boarding’, with patients accommodated inappropriately within the hospitals when there was no
space within the Emergency Departments and there were no available beds on the wards. This was
described by the CQC as ‘unsafe and undignified’217. The practice ended last year following CQC
feedback but had been well-established routine practice for two or three years prior to this.

5.1.2. Patient ‘flow’
It is recognised across the NHS now that problems in A&E are the proverbial tip of the iceberg. In
order to resolve problems in A&E departments, the NHS must first ensure effective ‘patient flow’ of
patients moving through the NHS and social care system. The RCEM homes in on the issue of ‘exit
block’, commenting ‘Exit block and the consequential emergency department crowding is the single
most important issue affecting our patients and staff today’.218
Exit block (from A&E) occurs when patients need hospital admission, but there are no beds for them.
A&E therefore becomes over-crowded. There are then additional consequences of ambulances
stacking up outside the A&E because A&E cubicles are full of the patients who are awaiting hospital
admission. Most obviously, then, exit block reflects a shortage of acute hospital beds. However, that
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in turn may be consequent on a lack of intermediate beds, social care, or community NHS services.
As soon as ‘flow’ is lost, the system can grind to a halt – with the loss of efficiency to the NHS, and to
the detriment of patients.
In Shropshire, there has been good system working around reducing ‘DTOCs’ – delayed transfers of
care. There remain major gaps in providing the ongoing care that people need, but there have been
real gains in reducing the short-term unavailability of services that prevented discharge from SaTH in
the past. So, a November 2018 Shropshire Council report notes:
By collectively implementing innovative measures, Shropshire Council exceeded
its target, achieving a 75% improvement by September 2017 and a 97% reduction
in DTOC between May 2017 and May 2018.219
A November 2018 SaTH report acknowledges:
To date, improvement in the flow out of the hospital has been exceptional with
our main Local Authorities placing up to 88% of complex patients within 48 hours,
resulting in a reduction in the number of patients who are medically safe for
transfer waiting in acute beds. The reduction in the stranded patient metric from
362 to below 250 (aim 180) and in super-stranded patients from 90 to 50 has
resulted in us being among the top ten of all systems for the reduction in long
lengths of stay.220
The immediate issues around exit block, therefore, are likely to lie within SaTH.

5.1.3. Beds at SaTH
A review of bed numbers and occupancy rates (from NHS England data221) confirms the intense
pressure on General and Acute beds within SaTH. Quarterly data shows bed occupancy below 90%
only once in the last four years (the third quarter of 2016/17, when occupancy for General and Acute
beds stood at 89.4%).
There is also a small number of maternity beds, typically around 30, and occupancy rates here are
generally less.
The final quarter of 2018/19 is not yet available, but General and Acute bed occupancy for the first
three quarters of last year was 93.0%, 91.6%, and 93.7%. This is the context in which unacceptable
Boarding and trolley waits took place, and in which both A&Es were inevitably placed under very
severe pressure. The figures are consistent with the accounts we heard from staff and from patients.
One account that stuck in the mind was an extremely frail and very elderly lady – injured after a fall,
upset and in pain, and stuck for very many hours in an A&E cubicle because there were no beds
available. Better at least than a trolley wait, but hardly ideal. We were told of her doctor, close to
tears, murmuring ‘It shouldn’t be like this, it’s not meant to be like this’.
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Again, a review of NHS England data can give a historic context for current service pressures at SaTH.
General and Acute bed numbers appear to have been significantly reduced over the last two years:
General and Acute Beds (Quarterly Time Series, NHS England)
Quarter 4
Quarter 3
Quarter 2
Quarter 1

2016/17
750
719
696
705

2017/18
723
702
707
726

2018/19
679
646
664

A Winter Pressures report222 given to the November 2018 Joint HOSC confirms the pattern of
reduction. A diagram charting bed changes over time reports a base position of 733 beds in March
2018. This was reduced by 68 beds in June 2018, giving a core bed base of 665. This was followed by
a further reduction of 23 beds to give a core bed stock of 642 by the winter of 2018/19. (These are
core General and Acute Beds, excluding Critical Care, and Maternity and Paediatric beds).
SaTH, like other acute hospitals, uses ‘escalation beds’ over and above its core bed base – but the
underlying core bed base is 91 beds smaller than a year ago. This represents a 12% fall in the core
acute bed base without a commensurate increase in community facilities.
It is a reduction in beds that took place after the publication of the November 2017 Pre-Consultation
Business Case, although no intention of reducing beds is recorded in this. Interestingly, there is a
mention of 91 beds in the Pre-Consultation Business Case. This is the number of beds identified for
future ‘Occupancy Improvement’ in recognition that current very high occupancy rates give little
scope to manage peaks in demand. The beds have already been taken away; they might be given
back in the future. It could have been more useful to not reduce beds during 2018, to avoid some of
the pressures seen this winter.
The actual core bed base, for General and Acute Beds, appears from the PCBC to reduce from 643
beds to 634 beds223 - but this is then off-set by the addition of 91 beds meant to reduce occupancy
rates (which reinstates the beds deleted during 2018). This will give a Future Fit total, for General
and Acute beds, of 725.
This remains lower than the March 2018 base position of 733; an overall reduction of 8 General
and Acute beds in the context of an ageing and growing population.
There is a further reduction in the core bed base, which becomes apparent only on a close reading
of the Future Fit FAQs page224. Those General and Acute beds will be made up of 354 Medical beds
and 280 Surgical beds225. Within this figure of 354 Medical beds there will, under Future Fit plans,
be 49 clinical trolleys and recliner chairs. The FAQs page is crystal clear about this. The actual
number of inpatient Medical beds will therefore be 305. There are to be 305 Medical beds and 280
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Surgical beds, giving a total number of inpatient General and Acute beds (Medical and Surgical
together) of 585.
This represents a further fall in bed numbers. Public questions on bed numbers were either
unanswered or answered inaccurately during the Future Fit public consultation. The current picture
is put together by reading information across different documents, made available in part after
consultation had ended. The focus from SaTH and CCGs during the consultation was simply on ‘more
beds’ – and on a headline figure of 991 ‘beds’ (without an explanation that ‘beds’ has now been
redefined as ‘any clinical space where assessment or treatment may be carried out).
There is an unequivocal increase in Critical Care beds: from 23 to 30. This is genuinely welcome.
However, Critical Care will only be at Shrewsbury, necessitating transfer of some seriously ill patients
from Telford’s Princess Royal.
A change in focus?
Existing bed capacity is weighted towards Medical beds. The ratio is of 1 Surgical bed to 1.6 Medical
beds. This is to change. The Future Fit bed numbers, including chairs and trolleys, change that ratio
to 1 Surgical bed to 1.3 Medical beds. If the ratio is calculated only on the basis of inpatient beds (i.e.
excluding the chairs and trolleys), it shifts down again: 1 Surgical bed to 1.1 Medical beds.
There is a sense here of a planned and intended change of direction for SaTH. The reason for this
may be in a Service Line Report226 included in February 2019 SaTH Board papers:

Figure 18: SaTH profitability matrix

SaTH’s different work areas are shown here in ‘bubble chart’ format. Medicine is a large part of
SaTH’s income but is not profitable. Surgical is smaller in terms of income but breaks even. And MSK
is smaller again in terms of income – but is a genuinely profitable service.
226
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This is a financially challenged organisation. A shift of SaTH’s focus away from Medicine to Surgery is
understandable in financial terms, especially if the focus is on relatively straightforward high-volume
surgery such as MSK work.
However, our strong concern is that this is a shift that is driven by financial considerations, not
primarily by the health needs of local people.

5.1.4. An unparalleled escalation in demand
Can Future Fit proposals meet demand? Will the single Emergency Department and the single
Emergency site have sufficient capacity to provide high quality care? Will there be enough beds and
enough staff?
The bed numbers outlined in the PCBC are modelled on the basis that:
...a proportion of activity currently taking place in the acute hospital will in future
be delivered in community settings. Or expressed another way, improved care
capacity in the community will ensure that patients will be maintained in their
own homes without the need for admission to hospital.227 [our emphasis]
It is also assumed that demographic growth will result in increased demand of 2.8% per annum, and
modelling over a 7-year period shows that – applied to non-elective activity – this would result in an
increased requirement for 185 beds.228 This is to be met chiefly through that ‘improved care
capacity’ in the community (equivalent to 110 beds), and to a lesser extent through reductions in
DTOCs, 7 day working and the adoption of Best Practice Tariff Pathways (equivalent to 75 beds). The
beds are, therefore, it is assumed, not needed. The increased demand will be met through those
other routes.
The importance of the improved community capacity within these schemes is emphasised:
…whilst the number of beds in future will be more than currently available, the
increase is less than projected changes in demography would indicate are
required as demographic growth of 2.8% is being addressed through service
changes in the community. There is a proposed reduction of 35,738 bed days
relating to these schemes this equates to a bed base reduction of 110 beds (37
Telford and Wrekin CCG, 73 Shropshire).229
In total, around 5054 emergency admissions are intended to be avoided. There has to be some
doubt about Future Fit assumptions, as the number of beds has already reduced and promised
increases seem to be largely illusory; it is also clear that community services face cuts rather than
investment.
The PCBC assumes that the impact of community schemes will have begun in 2017/18, will reach its
peak in a three-year period from 2018/19 through to 2020/21, and will have a smaller impact in
2021/22. It is assumed that there is no further impact from community initiatives in subsequent
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years as all possible gains will already have been made.230 We should therefore be in a period now
where the impact of community schemes is strongly evident, along with the gains from DTOC
reduction and hospital-based initiatives. These initiatives are independent of Future Fit and
therefore unaffected by the multiple Future Fit delays.
Emergency Admissions
Sadly, there is no evidence that the initiatives to reduce emergency admissions are having the
necessary impact. SaTH’s emergency admissions over time are shown below, the data taken from
SaTH’s last Annual Report231:

Figure 19: SaTH's Emergency Admissions historically

The 13.28% increase between 2016/17 and 2017/18 is seemingly at odds both with the
assumption of a demographic increase of circa 2.8% and with modelling that predicts a fairly ‘flat’
picture as admissions avoidance schemes increasingly take effect.
SaTH’s 2018/19 data is not yet available in this format – but emergency admissions data is held at
trust level by NHS England. This shows an increase of 9.78% between 2017/18 and 2018/19. Again,
this is very much at odds with Future Fit predictions. The reality is a picture of sharply escalating
demand for non-elective care.
A&E Attendance
Alongside the increase in emergency admissions is a comparable increase in A&E attendance. SaTH’s
A&E attendances are shown below; the data from SaTH’s Annual Report again.232

230

Ibid., pp. 120-21, Table 30: Impact of CCG community intervention profile on Acute Trust activity forecast.
Typically for this project, SaTH non-elective admissions, NHS England emergency admissions for SaTH,
and Future Fit all appear to be drawn from different data sets, adding to the challenge of analysis.
231
SaTH, Safest and Kindest: Annual Report and Annual Accounts 2017/18, p.10.
232
Ibid., p12.

Page 78 of 123

Figure 20: SaTH's A&E Attendances historically

Again, data for 2018/19 are not available in this format – but SaTH’s A&E attendance data is held by
NHS England. The number of A&E attendances in 2018/19 was 5.44% higher than 2017/18.
Why are emergency admissions and A&E attendance rising so steeply?
It is noteworthy that there was not a uniform pattern across last year, 2018/19. The quarterly
increases for emergency admissions were in all cases far greater than the target ‘demographic
increase’ of 2.8% – but the underlying pattern is of sharp increases as the year progressed. The
quarterly increases, for the first to the fourth quarter compared with the same quarter the year
before, were respectively 6.26%, 8.92%, 10.32%, and an extraordinary 13.48%.
There is a rather similar pattern for A&E attendances. In the first quarter of 2018/19, attendances
fell by 4.48%, in comparison with the first quarter of 2017/18. Thereafter, in the second, third and
fourth quarters respectively, A&E attendance increased by 3.91%, 9.26%, and a concerning 14.87%.
The overall 2017/18 to 2018/19 increase of 5.44% is close to twice the Future Fit projected increase
– but for the latter half of 2018/19, there is perhaps something else going on. The increase in A&E
attendance is very high indeed, mirroring the increase in emergency admissions.
We are firmly in a period now when admissions avoidance work and community-based initiatives
should be having an impact. The reality of more people needing non-elective care is absolutely at
odds with Future Fit predictions. Unanticipated increases in emergency activity of 13 to 15% simply
should not be happening.
SaTH Board members, at the Board meeting of 7th February 2019233, had their own perspective on
the problem. They rattled through the numbers for January 2019: ambulance arrivals at the
A&Es had increased by 17% comparing January 2018 and January 2019; overall A&E attendance by
233
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13% over the same period. Emergency admissions had risen by a similar percentage. Ambulance
arrivals were particularly high (up to 40 to 50% higher) on Sundays and Mondays.
The Chief Executive spoke of the increased pressure on staff, and the negative impact on patients
and their families. Handovers with ambulance staff were being delayed. He described a planning
expectation of 50 ambulance arriving at the Princess Royal A&E on a typical Sunday – but that had
increased recently to 96. He spoke of the A&Es having to manage anything up to 12 ambulances an
hour at peak times, and that they’re simply not geared up for that level of demand. He was explicit
about the severe problems that the increases in emergency activity are causing, for the trust, its
staff, and its patients.
One Board member referred to the ‘dramatic increase’ in ambulances arriving at the trust. He felt
that an increase of this order could not be driven purely by the health of people in our community.
His analysis was ‘There have been changes in the healthcare service around people in the community,
possibly through primary care, possibly through Shropdoc, possibly through NHS 111’.
It is a plausible explanation. Shropshire, Telford and Wrekin had – until last year – an outstanding GP
Out-of-Hours service (‘Shropdoc’). In July, the direct access phone number was switched off, and
access to the service was possible only via the NHS 111 service. And on 1st October, the Shropdoc
service was sharply downgraded on cost grounds: one GP based in Telford to cover the entire area,
Shropshire, Telford and Wrekin, for many shifts. At the same time, most local Shropdoc bases were
closed or had their opening hours reduced, making access to a timely local service very much harder.
Shropdoc is now a service under quite extreme pressure. We know from patients and GPs that it
does not offer anything approaching the previous level of service.
Other SaTH Board members agreed on the significance of Shropdoc and NHS 111 changes. Chief
Executive Simon Wright reminded the Board that Shropdoc used to refer around 3% of patients to
A&E; that had increased, with NHS 111, to around 11%.
Recent press reports are of NHS 111 sending 25% of West Midlands callers to A&E in March 2019234.
This is eight times the level that used to be seen with the Shropdoc service. It is inconceivable that
this is unrelated to increased pressure on SaTH’s A&Es.
This reflects the practical difficulties of implementing a shift of care to community settings. It is the
right approach – but will not work in the absence of an integrated approach across organisational
boundaries. It also requires adequate resources, both for community-based services and for a
preventive approach. The changes to a previously excellent GP Out of Hours service did not reduce
demand, but simply displaced it. It has been displaced to the more costly and less appropriate
setting of A&E.
The CCGs do not accept that changes to Shropdoc have impacted on SaTH, but do not currently have
an alternative explanation. What is happening now is, however, quite sharply at odds with CCG
planning. Put simply, these increases in activity are not meant to be happening. Telford and Wrekin
CCG noted in March that emergency/non-elective spells are 16% above plan, while A&E attendances
at SaTH are 9% above plan235. Shropshire CCG, also in March, noted emergency admissions are over
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performing by 5.1% against plan and A&E attendances are over plan by 7.9%236. Our CCGs are not
managing this situation. They are observing it.
It is worth noting that GPs we have spoken to are very concerned: about Shropdoc, about the
pressures on primary care, about the deteriorating performance of SaTH – and about a growing
sense of an absence of a strategy that will resolve any of these problems. GPs are firmly of the view
that primary care cannot be expected to simply absorb substantially increased workloads if other
parts of the system fail.

5.1.5. A perfect storm?
An analysis of demand and capacity causes genuine concern. There is a risk here that the NHS in
Shropshire and Telford and Wrekin (and to a lesser extent, Powys) is heading for a perfect storm.
SaTH is struggling to manage patient demand now – but has cut beds and will cut the bed base
further as Future Fit is implemented. Any change of organisational focus towards surgery and
scheduled care will create additional pressures on beds and staff in unscheduled care.
Future Fit modelling of modest increases in demand arising from demographic change is plainly
wrong. The Future Fit assumption that increased demand will be largely met through prevention and
wellbeing initiatives and through community-based services is, on current showing, also wrong. CCG
planning over the last year has underestimated demand.
Press reports suggest that major housing developments are likely in both Shropshire and Telford and
Wrekin over the next few years. There is no provision within Future Fit for the increased demand
that will arise from the increased population that results from new development.
The financial context of a likely £50m spending squeeze this year – unanticipated in Future Fit
modelling – effectively precludes investment in the alternatives to acute care that are so desperately
needed. Instead, the Shropdoc example is likely to be replicated. Rural services, including Minor
Injuries Units and community hospital beds and services, are particularly at risk; a lower foot fall
means rural healthcare is seen by Shropshire CCG as ‘inefficient’ and a barrier to getting the best use
of every pound. If existing local services are stopped, in pursuit of short-term cost savings, demand
will not go away. Some people will delay seeking care, with potential harm to them and potential
increased expense to the NHS a little further down the line. Others will of course resort to A&E
simply because this is the part of the system that they know will be there.
Primary care cannot fill a potential void; GPs are very clear about this.
The Future Fit mantra has always been that ‘No change is not an option’. This is absolutely correct,
and the escalating crisis in local healthcare demonstrates this. However, if Future Fit is implemented
in its current form, it will make things worse. It will lead to an ambulance service that is even more
under-resourced, a single A&E that cannot cope with demand, and a single acute hospital that
cannot cope with demand. Today’s Future Fit plans are increasingly adrift from reality. To implement
Future Fit now is not fair to staff; most importantly, it is not fair to local people.
No change is not an option – but Future Fit change is not an option either. This is not a clinically
sustainable model.
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5.2.

Workforce sustainability

It has become almost a shibboleth of the SaTH leadership team and a small group of SaTH’s senior
clinicians that Future Fit will solve all recruitment problems. It is worth noting that this is the ‘official’
SaTH view but is not shared by very many of SaTH’s clinical staff, nor by many members of the wider
NHS workforce. The supposed recruitment and retention benefits of Future Fit have been a
recurrent theme in Future Fit consultation material, and from SaTH leaders at Future Fit public
events.
A few recent examples:
A February 2019 article in the Shropshire Star quoted an Emergency Department Consultant as
saying: "These plans are to ensure that our patients have the best access to the best medical staff in
the right place when required”.237 ‘Ensure’ is a strong word. The same Consultant assured the Star
that Future Fit would make SaTH ‘a more attractive place to come to as an experienced doctor and
consultant’.
A Shropshire Star article of July 2018, during the public consultation, carries the reassurance from
the Future Fit team: ‘We are confident that by having a separate planned care and emergency care
site, it would attract more doctors and nurses to work at both hospitals in the future.’238
The Public Consultation Summary says, ‘We believe that, by having a separate Planned Care site and
Emergency Care site, it would attract more doctors and nurses to work at both our hospitals in the
future’ and ‘Our proposed model of hospital care would help make sure that we have the right
number of expert surgeons at both our hospitals to meet the needs of all our patients.’239
The identical assertions are in the full Public Consultation document.240
The large print Consultation document reports that Future Fit will help to make sure that ‘We attract
the very best doctors, nurses and other healthcare staff to work at our hospitals’ and so that ‘We
have the right level of highly skilled doctors, nurses and other healthcare staff working across our
two hospitals’.241
The message has been rammed home again and again. The challenge is that there is no actual
evidence that this will happen. The Clinical Senate Stage One report commented:
The panel was of the view that there are a series of workforce assumptions
inherent in the FFP, including with regard to job roles, future career trajectories,
training, supervision, sustainability and succession planning for clinicians,
Advanced Nurse Practitioners (ANPs) and Allied Health Professionals (AHPs),
which needs to be further clarified and tested. The panel felt therefore that it was
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not possible to express an opinion over the reasonableness of the workforce plans
within FFP [Future Fit Programme] at this stage.242
The second and final Clinical Senate report was in November 2016. The Clinical Senate slightly
elaborated its initial concerns, and added a recommendation:
KEY FINDING
The panel was of the view that there are a series of workforce assumptions within
the Future Fit Programme with regard to job roles, recruitment, retention,
training, supervision, sustainability and succession planning for Clinicians,
Advanced Nurse Practitioners (ANPs) , Allied Health Professionals (AHPs) and
Advanced Clinical Practitioners (ACP’s) which needs to be further clarified and
supported with Health Education England and Deanery (West Midlands).
RECOMMENDATION 13
A cultural shift may also be required and the panel felt that more detailed work
needs to be done to ensure that the workforce, across the board, including GPs
are able and willing to deliver the proposed model.243
The Clinical Senate was evidently unconvinced that workforce issues – including recruitment and
retention – will be solved by Future Fit; unconvinced, too, of the readiness of GPs to take on the
additional workload and responsibility that will be required by a very different model of healthcare.
It is possible that the detailed work requested by the Clinical Senate has taken place. If so, it is not in
the public domain. Certainly, there is no mention of this in the Decision-Making Business Case.

5.2.1. Centralisation of services is the key?
A related message from SaTH leaders is that centralisation of services is the key to solving
recruitment problems; that centralisation leads to more attractive medical on-call rotas, and that
‘critical mass’ achieved through centralisation will offer more attractive careers for doctors. So, the
original Clinical Model asserts:
The ‘critical mass’ of urgent and emergency care delivered by one emergency
centre and ‘some’ urgent care centres will enhance recruitment and retention of
staff.244
and the Pre-Consultation Business Case comments:
Workforce is the primary driver for the proposed changes and the situation has
become critical. There are serious recruitment challenges across a number of
specialties due to poor employee experience related to duplication of services
across 2 sites and the resulting onerous staffing rotas.245
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SaTH leaders, including the Chief Executive and outgoing Medical Director, have repeatedly asserted
that recruitment problems have been reduced or have ended altogether, in services that have
already been centralised.
In Defend Our NHS, we have typically challenged SaTH’s use of the word ‘duplication’ to describe the
provision of services on two sites. ‘Duplication’ seems to mean offering healthcare that people can
actually get to. However, centralisation has not, to date, resolved any of SaTH’s staffing problems.
SaTH regularly reports on ‘fragile services’ to its Board and to the Joint HOSC. Neurology has been
closed to new referrals since September 2017. Ophthalmology was closed for a long period.
Dermatology has struggled for years, despite SaTH sub-contracting much of the work. Urology is
based at Shrewsbury; there are ongoing problems with medical recruitment. Women’s and
Children’s services are based at Telford; there have been problems with medical recruitment in
Neonatology and Paediatrics. Retention of Paediatric Nurses has been poor. Midwifery is in utter
chaos – caused in part by the closure of rural Midwife-Led Units and the increasing concentration of
the maternity service at Telford’s Consultant-Led Unit. We have been told informally of ‘an exodus’
of experienced nurses from many areas of the trust.
Stroke care has been centralised at Telford since 2013. Clinical outcomes have been very poor
indeed since centralisation246; a reality denied by SaTH until a few months ago. A recent letter from
the Joint HOSC to CCGs commented on the explanations given by SaTH Chief Executive Simon Wright
for those poor stroke outcomes. One of Simon’s points was:
The service also struggled to recruit to every post, created an additional burden
on existing staff, particularly specialist therapeutic staff.247
The 2013 centralisation was due to staff shortages. Six years on, staff shortages were supposedly
leading to a far worse performance on almost every key indicator. Service centralisation was no
solution.
Some SaTH services are centralised and have staffing problems. Other services are not centralised
and have staffing problems. SaTH is a very, very troubled organisation. Staffing levels reflect this.
Staff of course have personal reasons – often family reasons – for wanting to work at one site rather
than the other. There is simply no evidence base that an across-the-board move to one Emergency
site and one Planned Care site will have any significant impact on recruitment or retention.
Critical mass can be an issue – and one dealt with later in this paper. There are better responses to
this than taking away patient access to clinical care.
The ‘more attractive on-call rotas will attract more consultants’ position is an assertion we have
heard frequently from SaTH leaders. We have discussed this both with local medical staff and with a
national Emergency Medicine expert. There is a view that there is a trade-off between the frequency
of on-call and the work intensity of on-call, with no guarantees at all that playing with rotas will
transform SaTH’s staffing difficulties. (There is nevertheless some scope for SaTH to look at the
flexibilities around rotas being used by other small hospitals).
And we have been told many times in the course of consultation that Future Fit will reduce – or even
end – reliance on agency, locum and bank staff. This is necessarily dependent on the successful
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recruitment of permanent staff, however; not just numbers, but the right specialist staff in the right
key posts. We have not seen an evidence base that suggests that Future Fit will enable SaTH to
overcome a national workforce crisis in the NHS. There is a good deal of wishful thinking going on,
we believe.

5.2.2. Missing the point?
Workforce shortages are indeed a national problem and regarded by the three leading NHS think
tanks as the greatest challenge the NHS faces.248 There is a shortage of almost 100,000 NHS staff
currently, and on current trends this would rise to nearly 250,000 by 2030. There is no logical reason
to suppose that Future Fit will magically resolve the staffing problems of a small acute trust, a long
way from any major cities, and recently placed in special measures. There may well be a short-term
and small ‘bounce’ in recruitment from publicity about £312m capital funding – and SaTH’s most
recent workforce report249 was consistent with a small rise in recruitment in January and February
(albeit against a long-term trend of worsening recruitment over a three-year period). This does not
solve the ongoing crisis of retention. SaTH has struggled for many years to retain experienced staff,
but workforce reports show a sharp worsening of this over the last year.
Yes, there is work to be done in redesigning job roles, recruiting more proactively from overseas and
the like – and some of that is slowly starting to happen. However, there are more glaring problems
that SaTH has failed to address year on year. When the CQC inspected SaTH last summer, staff told
hospital inspectors of their belief that patients were treated like ‘animals’ and like ‘cattle’. A
genuinely shocking HSJ report250 of a leaked CQC letter notes that:
Staff across all areas of the trust raised concerns about “boarding” of patients which they felt was
“undignified” and “disgusting”.
The CQC noted multiple occasions of patients having to ask inspectors for help, including a diabetic
patient who had been left without food or fluid for 15 hours despite repeated requests to staff. A
high dependency area was completely unstaffed for 15 minutes. A patient with signs of sepsis was
left to deteriorate in a corridor, without adequate care.
It is telling that staff ‘across all areas of the trust’ raised their patient safety concerns with hospital
inspectors – and presumably had either not used SaTH’s internal reporting mechanisms or had
found these to be ineffective. This is not an environment that is conducive to staff retention; nor,
probably, to recruitment (on the basis that ‘word gets around’). NHS staff come to work to make a
positive difference for patients, not to be part of a system that lets patients down.
The CQC inspectors’ observations are completely in line with the 2018 NHS Staff Survey results for
SaTH, released a matter of weeks ago. SaTH was, on the report of its own staff, the worst rated
acute trust in the country on ‘Safety Culture’ measures. This included the lowest national rating to
the question ‘My organisation encourages us to report errors, near misses or incidents’. This is likely
to explain why staff resort to raising their concerns with CQC inspectors.
The Staff Survey251 showed a startling 64.9% of Medical Consultants – in the previous MONTH – had
seen errors, near misses or incidents that could have hurt patients/service users. Back in 2015,
82.2% of midwives were satisfied with the quality of care they gave to service users. That has now
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fallen to 56.7% - we believe as a direct result of decisions by SaTH leaders that led to the closure of
rural MLUs, to reduced staffing levels at the main Obstetric Unit, and to midwives being (unwillingly)
employed on part-time contracts with the expectation that they would work extra shifts when
demand was high.
Another depressing finding: only 20.9% agreed with the statement ‘My organisation takes positive
action on health and wellbeing [of staff]’. The overwhelming view of staff is that they are not valued
by their employer.
There are countless other examples from Staff Survey results that demonstrate SaTH’s staff have
little confidence in the commitment of the trust’s leaders to the provision of safe, high quality care.
They also have little confidence in the ability of trust leaders to look after them in the workplace. On
measure after measure, there has been year-on-year deterioration since 2015 or 2016. A struggling
trust has become a failing trust. This is an organisation that has lost its way.
The CQC report252 was published towards the end of last year. SaTH received a good rating for
‘Caring’ – reflecting the continuing reality that staff give the best and most compassionate care that
they are able to. Overall, however, the trust was inadequate. Unsurprisingly, SaTH was inadequate
for ‘Well-led’ and inadequate on ‘Safe’ care. For ‘Effective’ and ‘Responsive’ care, the trust requires
improvement. The concerns were neither isolated nor minor. The CQC Summary of Findings records:
We issued requirement notices to the trust and took enforcement action. Our
action related to breaches of legal requirements at a trust-wide level and in
urgent and emergency care, medical care, surgery, critical care, maternity and
end of life.253
The CQC’s comments on leadership are both significant and damning. The CQC’s summary points are
recorded here in full because of their importance:


Not all trust leaders had the right skills and abilities to run a service
providing high-quality sustainable care.



Leaders were not always visible and did not work together as a cohesive
team.



Trust staff did not have confidence in all members of the executive
team.



The strategy and plans focused on the long term and did not detail how
the trust would address key issues in the short term. There was a lack of
clinical strategy that engaged services across the trust.



Staff informed us they did not always observe or experience members
of the executive team displaying the trust values in their behaviours.



A policy was in place regarding Fit and Proper Person checks to ensure
compliance with the regulation. However we found gaps in all the seven
board member files we reviewed.
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Staff reported a culture of bullying and harassment and at times we
found a culture of defensiveness from the executive team.



Governance systems were ineffective to ensure quality services were
provided.



The board assurance framework lacked clarity and coherence. There
was a lack of accountability and ownership of patient safety agendas at
board level.



The trust had systems for identifying risks, planning to eliminate or
reduce them, and coping with both the expected and unexpected.
However, controls and assurance of mitigation at board level were not
always evident.



The disjointed approach of the leadership team and ineffective systems
meant that the trust did not maximise opportunities to learn and
improve.



Staff felt they were not listened to and were sometimes fearful to raise
concerns or issues254[Our emphasis throughout]

It is simply absurd for SaTH leaders to believe that Future Fit will resolve its staffing problems – any
more than Future Fit will resolve the deep-seated problems with governance, accountability, patient
safety, and learning. We believe that Future Fit has become almost a fantasy project for SaTH
leaders; an attitude of ‘When we have Future Fit, it will all be better’ that has become an excuse for
not dealing with problems in the here and now. This is unrealistic. Future Fit, for this trust, at this
time, will create beautiful new hospital buildings but will solve nothing else – and is likely to make
the existing beds and staff crisis very much worse.
Two practical points, however. SaTH reported late last year on its gender pay gap.255 The report was
largely overlooked as it came to the Board meeting that received the damning CQC report. If medical
staff were excluded, the average pay of female staff was marginally higher than that of male staff.
However, the inclusion of doctors reversed this picture to quite an extreme degree. The average
hourly pay gap between male and female staff was 30.52%. For average bonus pay256, the gap
between male and female staff was 42.31%. The report noted that 111 male medical staff had
received Clinical Excellence bonuses as opposed to 29 female medical staff. Robustly and publicly
addressing the pay gap through coaching, mentoring or other support for women doctors could
make SaTH a more attractive workplace for female medical staff.
Secondly, SaTH’s nurses typically work a punishing 12½ hour shift. Work intensity is such that a
break for a meal or cup of tea is rare, and even going to the toilet has to be squeezed into a rare
quieter moment. Nurses go home exhausted and to sleep. It is a work pattern that is hard to
reconcile with childcare or other carer responsibilities, and the tensions will become even greater as
7-day working is established across the trust. The trust has a workforce that is around 80% female257.
A quick glance at adverts for SaTH nursing jobs shows that gym membership is promoted, but there
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is no mention of flexible working opportunities or support with childcare. These are things that it
should be possible to address relatively easily – and to address publicly, and to celebrate that they
are being addressed. The potential benefits would apply not only to nurses of course (nor exclusively
to women).

5.2.3. Workforce capacity: Are the Future Fit numbers broadly right?
Two things stand out from the CQC report. One is the catastrophic failure of the SaTH leadership
team. The other is that there are not enough staff and not enough beds to ensure patient safety.
This is why very unwell patients were left to deteriorate in corridors. This is why staff were unable
even to meet basic nutritional and hydration needs of patients.
We know from current data that demands on unscheduled care are increasing sharply, and that
alternative community capacity is not in place (and unlikely to be put in place because of budget
constraints).
Revised Future Fit workforce plans are outlined in the January 2019 Decision-Making Business Case.
It was a regular frustration during the public consultation on Future Fit that health leaders were
unable to answer questions on workforce plans - other than saying that they were subject to change
when concerns were expressed about the staffing levels outlined in the Pre-Consultation Business
Case. It has also been extremely difficult to achieve clarity on current staffing levels, as different
breakdowns are given on different pages of the PCBC, which in turn are different to the numbers
contained in SaTH’s 2017/18 Annual Report, and in the DMBC.
Registered Nurses and Nursing Associates
Assuming the accuracy of the DMBC workforce numbers, we are concerned at the proposal to cut
registered nurse numbers by 141.11 WTE.258 This is a fall in nursing hours of over 9% – in a
profession that we know is operating at and regularly beyond the limit of what is reasonably
possible.
The fall in nurse numbers may in fact be rather greater than this. The DMBC shows registered
nurse numbers as 1564 WTE; the SaTH Annual Report and Accounts 2017/18 (the most recent
available) shows employment of an average number of WTE registered nurses of 1638.259 If this
latter figure is assumed to be correct, the fall in registered nurse numbers is a little over 13%.
Given the pressures that SaTH’s nurses are subject to, and the serious concerns identified a matter
of months ago by the CQC, we do not believe that a reduction of either 9% or 13% in nurse
numbers is likely to be consistent with patient safety.
Recent (careful and large scale) NIHR research found:
… for every hour less nursing care per patient over the first five days of a hospital
stay, the risk of death increased by 3%. High numbers of admissions per nurse
also increased the risk of death, whilst adding nursing assistants above current
levels increased rather than decreased the risk.260
Putting it simply, nurses save lives. Professor Griffiths, who led the work, told HSJ that he believed
the research was relevant to the new role of nursing associate. He said:
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If we applied the same standard of evidence to proposed solutions – adding
support staff or new roles such as associate nurses – we would proceed with
much more caution. The evidence based solution to registered nurse shortages is
registered nurses and that should be the goal.
A large part (not all) of the drop in registered nurses is to be achieved through a direct one-on-one
replacement of 118.62 registered nursing staff with 118.62 nursing associates.261 We stress that we
welcome the introduction of nursing associates into the NHS, and into SaTH.
However, the direct substitution of a nursing associate for a registered nurse is not acceptable. The
NMC’s current guidance is that ‘The intention is for nursing associates to support, not substitute,
registered nurses’.262 Similarly, the RCN position263 is ‘The RCN believes the new nursing associate
role must be a support role that works under the delegation of a registered nurse’. The RCN adds
‘The RCN has repeated concerns about employers replacing registered nurses with nursing
associates, which could have a serious detrimental impact on the quality of patient care’.
SaTH is explicit that the reduction of 118 registered nurses is to be achieved through the
establishment of the 118 nursing associate roles. This is direct replacement. This is therefore at odds
with national professional guidance. We have spoken to several SaTH nurses about the proposed
reduction in their numbers, and about the replacement of registered nurses with nursing associates.
The nurses we have spoken to understand that nursing associates should work under the delegation
of a registered nurse. They believe that there aren’t enough nurses now. Their view is that the direct
substitution of nursing associates for nurses will add to the pressure under which they work rather
than decrease it.
Other staff
Members of the public have been given the impression that Future Fit will lead to an increase in the
number of hospital workers. This is simply not the case. There will be around 300 fewer staff overall.
It is suggested in the DMBC that therapist numbers will be reduced by 67.4 WTE staff at SaTH ‘due to
a change in the outpatient model’. What emerged at the last SaTH Board meeting was complete
confusion amongst Board members over how many therapists SaTH actually employed.
What we know from patients is that in-patient therapy provision is currently poor, especially for
stroke survivors. Community-based therapy provision is also extremely poor. This is not in any way
to allocate blame to staff. There are simply not enough of them - with budgets, rather than
recruitment, being the main barrier to the provision of care. In one case we know, a South
Shropshire woman has been able to access a single brief physio appointment post-stroke in the five
months following hospital discharge. It took intervention at NHS Chief Executive to achieve that.
‘Rehab’ is a flexible concept in Shropshire. Any further decrease in therapist numbers – in any
setting, acute or community – cannot be in the interests of patients.
Junior and middle grade doctors will be progressively replaced by Advanced Clinical Practitioners;
potentially tremendously valuable, but also not without risk, depending on job role, training and
support. More subtle consequences may be the loss of doctors with a loyalty to SaTH arising from
having trained in the trust, with future implications for medical consultant recruitment. The small
print of the workforce plans suggests that ACP numbers are incorporated into registered nurse
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numbers, themselves affected by job cuts. There is a level of uncertainty, then, about the overall
reduction in skilled clinical time.
There is intended to be a very small increase in medical consultant time: 4.89 WTE posts.
Substantial reductions in support roles and non-clinical roles are assumed, with these to arise largely
through an end to so-called ‘duplication’. It is hard to know, without access to detailed modelling
data, if this is achievable. Future Fit assumes demographic growth of 2.8%; current experience
suggests a sharp increase in demand for care that far outstrips modelled estimates. If staff are
providing care (clinically or through support roles) to the same or a larger number of patients, it may
not be possible to achieve the anticipated workforce savings. Letters still need to be typed. Phones
still need to be answered. Clinics still need to be booked. Floors need to be cleaned, patients need to
be fed, diagnostic tests need to be carried out. The number of patients to be transferred between
sites will escalate sharply in the proposed model, and this will carry its own workload. The
Reconfiguration Panel may wish to look at the detailed modelling behind current plans, as it is not in
the public domain.
If there are insufficient staff to meet patient need, then patient care is very likely to suffer. This
applies most obviously to clinical staff, but SaTH also has a history of patient appointments not being
booked and of patients falling through the net. At times this has had serious consequences for
patients.264 The NHS functions as an extended team, and weaknesses in any part of the team have
the potential to cause harm.
Do Future Fit proposals provide assurance of a sustainable workforce sufficient to provide high
quality patient care? There aren’t enough staff now. Future Fit will increase the pressure on staff
further. We believe there is more work to be done.

5.3.

Financial Sustainability

5.3.1. Capital funding
In March 2018, Future Fit capital funding of around £312m was confirmed by Jeremy Hunt. It is a
substantial amount of money. This was, by a very long way, the largest single award made from the
£760m available for NHS capital expenditure at that time.265
The £312m is not to be spent on improving community facilities, such as upgrading community
hospitals, or building fit-for-purpose health centres in areas that are currently poorly served. It is
solely intended to be spent on estates work at SaTH’s two sites: Telford’s Princess Royal Hospital and
the Royal Shrewsbury Hospital. This is clear from the PCBC.266 Specialist equipment (e.g. CT or MRI
scanners) are specifically excluded. This is only about hospital buildings: £222m for new hospital
buildings and £90m for refurbishment of existing facilities across both hospital sites.267
The public was given the impression – by the media, local health leaders, and local MPs – that the
£312m was a gift, with no mention of a need for repayment, and no mention of revenue
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consequences of any kind. Words like ‘given’, ‘awarded’ and ‘investment’ have characterised the
coverage. For example:


A BBC headline comments, ‘Shrewsbury and Telford hospitals revamp handed £312m’.268



Minutes of a Telford and Wrekin CCG meeting record:
Mr Evans highlighted the announcement made in late March 2018 to award
the local health economy £312m capital to fulfil the Future Fit Programme.269



Lucy Allan MP said in Prime Ministers Questions:
Today is the most exciting day that I have ever got to my feet in this house.
Today this Government has made an announcement which will improve the
lives of every single one of my constituents in Telford. Today, Mr Speaker, the
Government has announced a £312 million pound investment in new hospital
services in our area. Will the Prime Minister join me in welcoming this fantastic
news and the benefits it will bring to Telford…270



And a recent Twitter post from Philip Dunne MP noted:
Health SoS Matt Hancock and Hospitals Minister Stephen Hammond met
Shropshire MPs Daniel Kawczynski, Owen Paterson and me to discuss our backing
for record £312m investment to deliver 21st century healthcare in Shrewsbury
and Telford to sustain improved healthcare for all residents271.

This is apparently a straight good news story. All publicity has been consistently positive.
However, the capital investment of £312m of course has revenue implications.
At the time the PCBC was written, the assumption was that the bulk of capital funding would be
made available through a Public Dividend Capital (PDC) route.272 With a standard payment of 3.5%
each year, this would have an ongoing adverse revenue impact of around £11m. Concretely, this
means £11m each year that is unavailable to the local NHS to spend on other things.
Consistent with this estimate, the 2016 Strategic Outline Case gave the cost of capital as £11.112m
per annum.273 However, the Outline Business Case of a few months later identified ‘finance costs’ of
£8.864m per annum and incremental finance costs of £6m.274 If accurate, this would mean an
additional impact on the overall affordability of Future Fit of close to £5m per annum.
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The reality is that the route to accessing the £312m capital funding has remained unclear. The PCBC,
after outlining the PDC route, added:
Alternative sources to be considered would include private loans, a PFI solution,
property-led funding solutions e.g. Joint Ventures, and/or property development
solutions.275
The option that emerged as the most likely contender was ‘Project Phoenix’, a form of ‘Public Private
Partnership’.276 SaTH and CCG leaders discussed this in Board meetings and regarded it as the way
forward. This is also known, more mundanely, as the Regional Health Infrastructure Company (RHIC)
model. It is an approach that has been awaiting sign off at national level by the Treasury and the
DHSC for very many months now, without apparent progress. It may have stalled in the wake of the
Carillion collapse and the abandonment of PF2. The Accountable Officer of Shropshire CCG once
tweeted that £100m of Future Fit funding would be available through this route. The details and
costs of the scheme – should it ever progress - remain unclear. If a RHIC model is unavailable,
alternative routes to capital funding for Future Fit also remain unclear. The costs of using RHIC or
any alternative private funding route are currently unknown.
It has also been suggested that there may be ‘land disposal of excess land currently owned by the
Trust’ – suggested both in a CCG Chief Officer tweet, and more recently in Future Fit FAQs.277 Yet, as
far as we know, the two hospital sites comprise the only significant land owned by SaTH. Land sale
might then be part of a lease-back scheme, with unknown costs. Questions around land sale have
resulted at times in quite an angry response, and certainly in no clear answers. And a press article
towards the end of public consultation suggested ‘There is currently no NHS land proposed for sale’
and that any land sale would be explored through the STP.
From what is in the public domain, funding arrangements for Future Fit are genuinely unclear. It is
certainly reasonable to suppose a revenue impact of no less than £11m a year will apply.
There are related questions that arise here. Is Future Fit affordable, for SaTH and for a local health
economy that is sliding into increasingly deep deficit? And even if it is affordable, is Future Fit
wise? Does it make sense to invest that additional £222m on brand new hospital buildings, when
the existing buildings can be refurbished for £90m? Does it make sense to invest a total £312m on
hospital buildings when the hospital reconfiguration this pays for will reduce staff, the bed base,
and access to care? And very importantly, is it right to spend £312m solely on hospital buildings
when community services and the community infrastructure are crying out for investment?

5.3.2. SaTH: In search of financial balance
SaTH is counting on Future Fit to restore the trust to financial balance. Current financial modelling
is for a marginal surplus for SaTH of just below £2.6m.278 This is described in the PCBC as ‘relatively
small’. Perhaps more accurately, this is very, very small indeed.
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The DMBC does not seek to revise affordability modelling. It is noted that a former CCG condition of
approval was that ‘Affordability needs further testing, including the assumptions around investments
and efficiency savings’. The DMBC conclusion is a genuinely remarkable one:
Post consultation and the decision on any preferred option, assumptions to be
tested if material changes proposed to the model set out in the PCBC and any
material changes set out in this DMBC. No material changes.279
The conclusion seems to be here that growing evidence that Future Fit is not financially sustainable
can be ignored – after consultation and after decision making – because there has been no material
change to the Future Fit model. It is an approach that requires considerable confidence.
It is conceded, in one of the recommendations approved by the 29th January Joint CCG Committee,
that ‘further refinement’ will be needed in the future Outline Business Case to reconfirm
affordability.280
Our view in Defend Our NHS is that the sums do not add up. Interestingly, the Telford and Wrekin
CCG interim Chief Finance Officer probably agrees. In an on-the-record conversation at a Future Fit
consultation event, he expressed the view that there was ‘cause for concern’ and that the changed
financial situation ‘would have to be modelled through’.281
Some of the gaps between assumptions and current realities are obvious. Questions on these would
have been asked at the decision-making Joint CCG Committee in January – but public questions were
not permitted. Concerns include:

5.3.3. Workforce: Changes to modelled cost savings
Staff costs, unsurprisingly, make up the bulk of SaTH’s expenditure. The November 2017 PCBC
proposed workforce savings amounting to £14.2m (a reduction of 360 jobs and an additional pay bill
reduction of £4.1m).282 283 This was for ‘Option C1’, which is now the option agreed by our CCGs.
However, by January 2019, with the publication of the DMBC, the anticipated savings have changed.
The slightly more detailed analysis of proposed workforce numbers is in many respects different to
the PCBC model – and shows that target Future Fit workforce savings are £10.495m.284
This creates an unforeseen financial gap of £3.705m. This of course exceeds the anticipated Future
Fit surplus of a little below £2.6m. (It should be noted that these are annual recurrent figures; the
gap is a recurrent one). This has not been acknowledged: in the DMBC, at the decision-making Joint
Committee, or in subsequent reports or meetings.

5.3.4. Repatriation income assumptions change
Unexpectedly, this may be a key issue in the unaffordability of Future Fit.
There is some detail included here – but the headline is the unacknowledged financial gap of a
further £1.8m a year, arising from the disappearance of repatriation income assumed within the
PCBC.
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In the early years of Future Fit, a major public selling point of Future Fit was that services could be
brought back into the county on a large scale, creating easier access for local people. Percutaneous
coronary intervention (PCI) and bariatric surgery were two of the areas under discussion.
Clinically, this would have been important – and would of course be something we would support.
Repatriation has also been financially important in Future Fit modelling. The CCGs asked for detailed
information in their 2016 ‘caveats’, recognising the overall importance of this area of work.
Early Future Fit modelling indicated a substantial (and of course recurrent) income stream for SaTH
as a result of new areas of clinical work.
The SOC of March 2016 assumes repatriation income of £20m285 (Table 14) for the option that has
now been selected. Set against this are £5.6m pay costs and £2.4m non-pay costs. The net gain is
therefore £12m, to be realised on an annual recurrent basis.
In the OBC of November 2016, the modelled repatriation income gain has halved to £10m. This is set
against increased costs (pay and non-pay) of £4m, yielding a net gain of £6m286 (Tables 39 and 40).
The OBC, in its Benefits Management Plan (Appendix 18c), outlines the aim of creating centres of
excellence in cardiology, bariatric surgery and breast services through the repatriation of services.
The OBC also stresses the importance of repatriation of clinical activity to be key to the local health
economy. We are told that the anticipated £6m gain from repatriation is one of the ‘key financial
elements of the STP in terms of commissioner and provider sustainability’.287
By the time the PCBC is published, in November 2017, modelled repatriation income has again
fallen sharply. Financial modelling now gives a repatriation income gain of £3m and a repatriation
cost of £1.2m, producing a net repatriation gain of only £1.8m.288 Yet without comment on the
discrepancy, the PCBC also reports on the modelled STP position of a £6m aggregate gain to be
achieved between 2017/18 to 2020/21.289
And finally, in the DMBC of January 2019, the answer to the CCG request for details around
repatriation is ‘Currently no assumptions around repatriation’.290 By an apparent sleight of hand,
the CCG caveat is reduced to an issue around QIAs; because there are now no plans for repatriated
services, there are no QIAs for these services either, so the CCGs need no further response. There is
no acknowledgement here of the disappearance of what was very recently a ‘key financial element’
of local health economy plans. The clinical benefits of repatriation also disappear from the DMBC.
Former aims of centres of excellence are replaced by a mention of ‘the potential for repatriation of
some services’ (section 3.3.3). 291 The revised Benefits Realisation Plan292 makes no mention of
repatriation at all.
It is a disconcerting history, and typical of the ‘shifting sands’ that underpin the Future Fit model.
At a very basic level, however, the disappearance of repatriation income means the unanticipated
loss of £6m income by 2020/21 and the loss of a recurrent £1.8m income for SaTH. This is the
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unacknowledged gap that has opened up between the November 2017 PCBC and the January 2019
DMBC.
There is another niggling worry. The public relies on transparency in NHS decision making – and has
a right to do so. A comparison of the affordability analysis in the November 2016 OBC and the
November 2017 PCBC reveals an absolutely extraordinary coincidence. The PCBC, the basis of the
current Future Fit financial model, shows a fall of £4.2m in modelled repatriation income. This would
have resulted in the modelling of a recurrent deficit (of £1.6m) arising out of Future Fit
reconfiguration. Remarkably and fortuitously, the loss of £4.2m from revised repatriation modelling
is exactly matched by a £4.2m gain arrived at through changes to income and costs derived from
demographic growth. The identical target surplus is immediately and conveniently restored.

5.3.5. CCG QIPP savings increase
The bulk of SaTH’s income arises from services commissioned by Shropshire CCG and Telford and
Wrekin CCG.
The financial plans of both reflect a growing system-wide financial gap. Both CCGs intend substantial
reductions in their spending on acute services. (Although the financial plans for the coming year
have been signed off since the decision-making Joint Committee, it seems improbable that the broad
brush of financial planning for 2019/20 was unknown to CCGs at the time).
Shropshire CCG’s finances were discussed at length at the March 2019 Governing Body. The CCG has
an escalating deficit and has little room for manoeuvre. There is an immediate implication for SaTH,
and therefore for Future Fit. The CCG’s Finance and Contracts report notes a QIPP value within the
SaTH contract of £6.3m.293
The Telford and Wrekin CCG financial situation was also discussed in March 2019, by the CCG’s
Governing Board. The Medium-Term Financial Plan notes a ‘significant deterioration’ in the
recurrent underlying position. Again, there is little room for manoeuvre. The CCG has a QIPP target
of £3.295m ‘Acute’ savings.294 SaTH is by a long way the largest local provider of acute care and will
absorb the bulk of those savings.
The QIPP targets from the two CCGs together of course do not translate into a straight drop in
SaTH’s income, and the loss of income is very likely to be offset by some savings. Nevertheless, this is
a less favourable situation for SaTH. The loss of income is very likely to exceed the Future Fit target
surplus of £2.6m.
SaTH is also the major acute healthcare provider for Powys residents, with PTHB commissioning over
£23m a year of care from SaTH. The Health Board’s Medium-Term strategy is to develop a network
of ‘Rural Regional Centres’, intended to provide a range of community services and some day case
surgical cases.295 An initial pilot will be launched in Newtown, the largest population centre in Powys.
It is exactly the right model for a rural area. If it is rolled out on any significant scale, it will, however,
reduce the amount of routine planned care provided by SaTH to Powys people. A loss of income for
SaTH is a likely outcome.
The modelled surplus to be delivered by Future Fit is under £2.6m per annum. The known loss of
income or savings for SaTH is several times this amount. The composite risk modelled in the PCBC is
circa £2.8m – plainly very optimistic indeed. Yet that £2.8m composite risk is the basis of the
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conclusion in the PCBC: ‘it is sensible to conclude that both options can be regarded as affordable
(because they are able to generate a balanced position)’. And this, of course, represents the ‘no
material change’ position of the DMBC, endorsed by the two CCGs at the Joint Committee in January
2019. There are perhaps questions here about ‘due diligence’.
It seems almost impossible that Future Fit in its current form will eliminate SaTH’s underlying
deficit. The financial assumptions on which Future Fit is based are simply no longer valid.

5.3.6. A system-wide financial crisis
Future Fit is intended both to deliver a financial surplus for SaTH as an individual organisation, and
to be a central strand of an overall plan to restore financial balance in the local health economy as a
whole. The first of these has always been part of Future Fit; the second was the condition laid down
by NHS England and the TDA (now NHSI) in 2015.
It is almost a given now that the first objective, of financial balance for SaTH, cannot be realised
through Future Fit. But what of that second objective?
Recent reports on local NHS finances make for stark reading. The STP, revised in February,
comments:
There is an underlying deficit across both commissioners and providers of c.£56m,
driven largely by financial challenges within Shropshire CCG and Shrewsbury and
Telford Hospitals Trust. 296
The Medium-Term Financial Strategy for Telford and Wrekin CCG notes, ‘Shropshire and Telford and
Wrekin are facing significant financial pressures as we enter this planning round with a potential
financial gap of £50 million to be addressed in 2019/20.’ 297
This is an extraordinary target for cost reduction. This is the second smallest STP nationally, with a
population of below half a million people (albeit living across a vast geographical area). The financial
gap to be addressed this year alone averages out at over £100 per person.
It is very clear that the overall financial context now is a very different one to that which applied
when Future Fit financial modelling took place:
SaTH
In 2016/17, SaTH delivered an in-year deficit of £5.6m, achieving its control total.298 SaTH has not yet
published its final 2018/19 out-turn – but a February report anticipated an in-year deficit of
£23.982m, £5.543m worse than the control total. The total deficit is now 6.1% of income.299 Over a
two-year period, SaTH’s in-year deficit appears to have increased by around £18.4m.
Shropshire CCG
Shropshire CCG was, at the time of Future Fit financial modelling, said to be on target to achieve a
2017/18 in year control total of £19.4m deficit.300
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In the event, it did not. The out-turn for 2017/18 was £27m; the underlying deficit for 2018/19 was
reported to the March Governing Body as £22m. This deficit is the opening figure for 2019/20. The
Month 10 Finance Report noted ‘Our financial position is very fragile’.301
Telford and Wrekin CCG
At the time that Future Fit financial modelling took place, the CCG’s finances appeared healthy. The
PCBC comments:
In 2017/18 T&W CCG has a cumulative surplus of £5.7m and an in-year control
total of break even. At Month 3 the CCG has generated additional year to date
surplus of £64k.302
In 2018/19, the CCG achieved a break-even position through the use of reserves and drawdown.
Going forward into 2019/20, the CCG has an underlying deficit estimated at £3.5m.303
Where does this leave Future Fit? Where does it leave local healthcare?
Future Fit was always partially a response to constrained NHS funding – but initially was a good deal
more than that. Then, in the autumn of 2015, a changed financial climate led to the loss of core
proposals within the first Future Fit model (Rural Urgent Care Centres, Local Planned Care Centres,
Community Hubs and the like); the loss, too, of a whole system approach where prevention and
community-based services were to receive meaningful investment.
Now, the financial environment has changed again. Public consultation took place on the basis of a
model that is plainly not affordable in the context of closing an underlying financial deficit
amounting to £56m.
The reality is that financial and clinical modelling cannot be separated. If financial modelling is
markedly incorrect, it follows that the current clinical model will not be affordable. We assume that
a funding shortfall for the existing Future Fit model will result in further reductions to services. We
do not believe this would be in the interests of local people, or in the interests of the health service
in this area.
There is a wider perspective here, however. What are our priorities for healthcare in Shropshire,
Telford and Wrekin, if that £312m is to be spent on Future Fit? Not patients, access, care. Not
staff. Not building a desperately needed community infrastructure, and a network of prevention
and wellbeing services – the things that might produce an NHS that was fit for the future. No.
Local priorities are apparently the newest shiniest hospital buildings anywhere in the NHS.
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6.

PROCESS

A detailed review of process is beyond the scope of this document. This is a brief summary of an
important area. We would be happy to provide more information if required.
We have serious concerns over the governance of the Future Fit project; concerns, too, over the
failure of the CCGs to ensure adherence to the Gunning Principles during public consultation.

6.1.

CCG Caveats

In June 2016, the CCGs gave support to the Future Fit Strategic Outline Case – but the support was
conditional, and subject to satisfactory resolution of a series of ‘caveats’.
These are outlined in the PCBC.304
The caveats included clarification of clinical interdependencies, and required workforce and capital
investment; clarification on repatriation of services; assurance of the viability of Community Fit
assumptions and the completion of further work to design the model of community care; testing of
assumptions around the scale of activity shifts and productivity improvements; analysis of the
impact on primary care; quantification of the impact on the ambulance service; further testing of the
affordability of Future Fit.
Most of these concerns had not been answered at the time of public consultation; to a large extent
they have not been answered now. Ambulance modelling was promised before the end of public
consultation but was not released until January 2019. Only partial information was released even at
that stage. Debbie Vogler, Future Fit Programme Director, told one of the authors of this paper that
detailed data were withheld because they didn’t want people looking up their own post code and
seeing the impact on them.

6.2.

Clinical Senate

Key recommendations were made in the November 2016 Clinical Senate review.305 These included
the need for a service specification for Urgent Care Centres, modelling of ambulance provision to
ensure it met population need; an IT strategy; clarity on community capacity and the role of
community hospitals; more detailed work on workforce (including the ability of GPs to deliver the
Future Fit strategy); work on clinical co-dependencies; detailed plans for delivery of the public health
agenda.
It was an accurate identification of key areas of concern, most of which continue. The bulk of the
work requested by the Clinical Senate was simply not done.

6.3.

KPMG Independent Review

In July 2017, KPMG completed an independent review of the Future Fit options appraisal process.
The document, commissioned by the CCGs, was a powerful piece of work. It may have had a slightly
wider scope than intended.
KPMG identified ‘areas for attention’. Here, they urged clarity around funding availability and
affordability, adding:
We recommend the programme seeks the rapid provision of assurances around the
proposed funding solution for the programme, including the mix of sources if PDC
304
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is considered unlikely to be sufficient. We would also suggest sensitivity analysis is
conducted to demonstrate what level of capital development and reconfiguration
could be achieved with lower levels of funding, should the current total costs prove
unaffordable. 306
A second key request was for clarity around community models to address urgent and planned care
needs. Part of the rationale for this was:
…it is currently not yet clear how the local health economy will execute its
community reconfiguration, nor how this will be funded, particularly in the context
of uncertain funding for Future Fit itself and an overall substantial deficit for the
health economy. Failure to deliver an effective and sustainable community service
for both urgent and nonurgent care will impact on the viability of the acute
reconfiguration covered by Future Fit. The programme may also fail to meet the
‘fifth test’ introduced by NHSE in 2017.
We recommend that proposals for reconfiguration of community care, and
specifically those elements directly impacting on local acute care flows, be rapidly
described and costed.307
Those two core concerns, in finance and on community reconfiguration, remain unresolved. This has
not stopped the agreement of the preferred option and the signing off of the Decision-Making
Business Case.
Our view is that governance of the Future Fit project has been inadequate. Centrally important
questions and concerns have been overlooked. Where actions to address those concerns have
been agreed, they have typically not been progressed in a timely way. We believe that there is
currently inadequate assurance around key areas of the Future Fit proposals, including workforce,
affordability, and the viability of community alternatives to acute care.

6.4.

Gunning Principles

From a legal perspective, the most important requirement of public bodies in making and enacting
decisions is that they behave with ‘fairness’.
On consultation by public bodies, the ‘case law’ interpretation of fairness is enshrined within the
Gunning Principles. The consultation process must be substantively fair and have the appearance of
fairness. (However, the Gunning Principles do not replace the over-arching concept of ‘fairness’).
The Gunning Principles are common sense ones:
1. Consultation must be at a time when proposals are still at a formative stage;
2. The proposer must give sufficient reasons for any proposal to permit of intelligent
consideration and response;
3. Adequate time must be given for consideration and response; and
4. The product of consultation must be conscientiously taken into account in finalising any
statutory proposals.
Our view is that the Gunning Principles were not adequately respected by the CCGs.
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In particular, the only consultation was on two mirror images of the same proposal: an Emergency
Department at Shrewsbury and a Planned Care Centre at Telford, or the same facilities but the other
way around. The form of the clinical model had already been determined. Key decisions were taken
years before public consultation took place.
At no stage was there any public consultation on the actual content of Future Fit proposals. In
particular, decisions to abandon Rural Urgent Care Centres, Local Planned Care Centres, and
Community Hubs were taken well before public consultation. The decision to move away from the
initial whole system approach of Future Fit to an acute-focused approach also took place without
public involvement.
The information given to the public was inaccurate and incomplete; an attempt to ‘sell’ Future Fit to
the public, not to ensure that the public was informed.
And a requirement to ‘conscientiously take into account’ the product of consultation can surely not
be satisfied by a single meeting of the Future Fit Programme Board, with access only to summaries
of detailed consultation responses, speedily agreeing that nothing needed to change!
This is an extremely brief overview of serious concerns around a lack of adherence to the Gunning
Principles. We would of course be very happy to provide more information on this if it would be
helpful.
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7.

THE PUBLIC GOT IT WRONG

7.1.

Minimal public support

It is indisputable that very few members of the public were convinced of the clinical case for Future
Fit. Around 7% of Telford and Wrekin residents supported the ‘preferred option’. Fewer than a third
of respondents overall supported the preferred option.
The Consultation Findings report notes that there were 360 ‘General positive comments about the
plan as a whole’.308 This was out of 18,742 completed survey responses. This could be seen as
consistent with 1.9% active support for the Future Fit model, of those who completed the public
survey.
In July 2018, during the public consultation, the Joint Chair of the Joint HOSC expressed his own view
of the pattern of consultation responses that was becoming apparent:
The Joint Chair commented that he felt that being given two options was a
fundamental problem as it was likely that wherever anyone lived they were most
likely to want an Emergency Centre closer to where they lived unless they saw the
bigger picture. Geographical bias had been built in and it was inevitable the
majority of people in Telford would favour option 2 whereas others would favour
option 1.309
The Joint Chair does not seem to have been alone in this view. The consultation finished in
September 2018. The minutes of the December 2018 Future Fit Programme Board record:
SF added most people who responded to the consultation have based their
responses entirely on geography and where they live. 310
‘SF’ is Dr Simon Freeman, at the time the Accountable Officer for Shropshire CCG. It is a
remarkable admission. Simon’s view was not that people had carefully weighed up the pros and
cons of the clinical model, carefully balanced the merits of Option1 against Option 2. No. The
belief of one of the two senior leaders of Future Fit was that most people who had responded had
done so ‘entirely on geography and where they live’. (Simon omitted the significant minority who
firmly rejected both options - but his broad thrust was accurate).

7.1.1. Two possible explanations
One view is that the public just didn’t understand – and that is the theme that runs through the
DMBC and the Consultation Findings report.
The DMBC notes the ‘Confusion in the distinction between urgent and emergency care’, for example,
and the ‘Perceived increase in risk in extended journey times in emergency care’.311
We are told, too, that ‘Patients need to be aware they are going to the best place for their
treatment’312 and that ‘Throughout the consultation, the public has struggled to accept the
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workforce challenge as presented and that the primary driver for change has been availability of
workforce rather than just a cost-cutting issue’.313
Similarly, the Consultation Findings report notes:
It is apparent from the consultation responses from all sources that there is
confusion amongst the general public in relation to the distinction between
emergency/urgent care/A&E. There is a perception that an A&E will ‘close’ under
either option proposed without an adequate emergency/urgent provision.314
The report goes on to list a great many more ‘concerns’ and ‘perceptions that’.
It may be that the public of Shropshire, Telford and Wrekin and Powys – despite our remarkably high
levels of participation in consultation – is just not capable of understanding the coherent and wellpresented case in favour of Future Fit.
The other possibility is that health leaders – despite five years of work and a budget that is
probably now running at around £5m – have failed to convince the public that Future Fit is in their
interests. The public may well have a point here.
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8.

AN ALTERNATIVE TO FUTURE FIT

8.1.

What could be done with the money to be spent on Future Fit?

The £312m capital allocated to Future Fit comes with a price tag. It will cost around £11m a year,
perhaps a good deal more.
Future Fit means that the NHS in Shropshire, Telford and Wrekin will spend at least £11m a year on
new hospital buildings that will provide care less safe and less accessible than that we have now.
As we move towards an Integrated Care System, with the financial integration that goes with this,
this cannot just be seen as a costly mistake by acute trust SaTH. It is a mistake with implications for
our local health system as a whole.
That money is needed instead for funding wellbeing and prevention services and the community
NHS services that will contribute to keeping people out of hospital. Directed to these priorities, the
money could be transformative.
And what of the £312m capital? It is an extraordinary amount of money, and it is even more
extraordinary that all of it is being directed at what is, in reality, a small corner of our local health
service. Of course, our shabby hospital buildings need upgrading; that is indisputable. But we also
need investment in a community infrastructure: in primary care premises, in our community
hospitals, in a network of health centres future-proofed to offer services closer to home. Far less
than £312m could be genuinely transformative – and would carry a smaller price tag.
We need investment, too, in digital technology. For five years now, local health leaders have talked
about creation of a single patient record to allow information sharing – but there is no budget for it,
no organisation has made it a priority or given a lead, and there is no visible progress at all.
Currently acute trust SaTH is two years away from even having its own patient records system, and
there is no agreed timetable for a system-wide shared record. And in the meantime, at least one
person has died unnecessarily because clinical information was not shared; it is unlikely that this is a
‘one off’. How can we find a way of utilising some of that capital funding on information sharing, and
on video links between our A&Es, between our two acute hospitals, between our acute hospitals and
community hospitals, health centres and GP surgeries? Again, this would be transformative.
It is genuinely time to stop and think. The future costs of poorly used capital funding will be ongoing,
and therefore have the potential to be profoundly damaging to local healthcare.

8.2.

The wrong priorities

The NHS in Shropshire, Telford and Wrekin is not unique. It is making mistakes – and they are the
same mistakes that continue to be made across much of the NHS.
At one meeting, we heard an account of a frail elderly lady who had a fall. She was taken to Princess
Royal Hospital by ambulance, cared for as an inpatient, and discharged home. She had a fall again.
She was taken to Princess Royal Hospital, cared for, discharged home. She had a third fall, was taken
to Princess Royal Hospital… The cycle had repeated three times at the point the story was told to us
and may well have continued beyond this.
It is plain that the needs of that lady were not met. She may have needed something as
straightforward as a falls prevention class. She may have needed a GP review of her medication; or a
social services assessment; or a physio or OT assessment; or a walking aid… Those things were not
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on offer, so she got, instead, acute care every time she fell and injured herself. How much better if
she had been helped not to fall over in the first place.
What needs addressing?


Our local healthcare system – like many others – is acute-centric. Most of the spending and
most of the attention goes on acute hospital care, although this provides a small part of
people’s overall health and wellbeing needs.



We have an acute provider that continues to have a ‘go it alone’, ‘us against the rest of the
world’ mentality - with regard to collaborative working with other acute hospitals and where
integrated working locally is a pressing need. ‘Keeping the Shropshire pound in Shropshire‘ is
a bizarre but fiercely defended position. A GP has just confirmed to us that Shropshire CCG
has instructed GPs and the Referral Assessment Service to block out-of-county referrals for
secondary care. Utterly nonsensical in terms of choice and patient access – but it will
certainly help to keep that Shropshire pound in Shropshire.



We have a fragmented health system. The history is one of local leaders openly sneering
about the STP failing to achieve anything useful, and at times of openly expressed hostility
between the leaders of different organisations. There were early Future Fit working groups
of clinicians working across organisational boundaries, but they fell apart as the first Future
Fit model foundered. When service leaders have no common interest in working together,
though, it is no wonder that services on the ground reflect this.



And we have a local NHS where health leaders pay lip service to rurality – but see no need to
do anything at all to adapt health provision accordingly. The increasing emphasis by
Shropshire CCG on ‘the most efficient use of every pound’ may prove disastrous for the
majority of us who live in rural communities.

Future Fit resolves none of those problems. Rather, it reinforces a system where all the money goes
to the acute sector, where the organisational needs of the acute hospital predominate, where key
decisions are taken by local acute hospital leaders acting alone – and where everything else is a
belated afterthought. There is nothing in Future Fit about primary care; nothing about mental
health; nothing about non-acute paediatric services; adult community services are not just an
afterthought but crudely reduced now – particularly in Shropshire - to the bare bones of ‘admissions
avoidance’. This is as far removed from a whole system approach as it is possible to get.
So, yes, we have the wrong priorities. We need a whole system approach, including prevention. We
need networking, integration, and collaboration – horizontal integration of acute providers and
vertical integration of local NHS and social care organisations.
For patients, we need a seamless service – joined up care, where their needs are met without them
being at risk of falling through the cracks. Getting there means a sharp focus on the IT infrastructure
that will allow information sharing – and on allocating the money and putting in place the leadership
to make this happen. Forget the aspirations. This needs designated funding, a timetable, and
someone to make it happen.
And on rurality? One academic expert on rural healthcare recently asked a workshop on rurality
what the top three healthcare priorities were for rural communities. He answered his own question:
‘Access, access and access’. The current direction of travel locally is to close and centralise;
sometimes for reasons of ‘efficiency’ and sometimes in the interests of ‘specialisms’. It is the wrong
approach in this vast and sparsely populated area.
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8.3.

There is an urgent need for an alternative

If Future Fit rolls out in its current form, it will cause real harm to local healthcare – not just in the
short term, but for some decades to come. This is why we need an alternative. The escalating crisis
at SaTH highlights the need for change, of course. We do not believe, however, that the right
response is to focus on SaTH’s organisational needs to the detriment of patients and of other service
providers.
During formal consultation, there was no serious consideration at all of any case highlighting flaws
with Future Fit or seeking to sketch out alternatives to Future Fit. This is from an introductory slide
shown to the CCG Joint Committee just before it took its 29th January decision to progress Future Fit:
(It was) confirmed by consensus that consultation findings presented no new
viable alternative models and no new themes or key issues that might influence
preferred option315
The slide encapsulates the approach to consultation and decision making. It was a ‘carry on
regardless’ position. Public opposition to Future Fit could be ignored, because after all, the public
had been banging on about access and travel, and about Women’s and Children’s and A&E closure,
for ages. And although health leaders had received a detailed and evidence-based case316 about a
different model, it was nothing new, and in any case, the alternative was not costed, staff and bed
numbers were not modelled, and it was therefore not ‘viable’.
What we are offering here is not a fully worked up alternative to Future Fit. Our view is that it is not
realistic for a local campaign group to construct a fully costed Future Fit alternative complete with
staff and bed numbers. This is also not a ‘no change’ position, and the mis-representation around
this has been frustrating. We have argued passionately in favour of fundamental change for some
years now – for a shift to community-based services and prevention, for collaboration and
integration, and for access to be given the importance it deserves.
We are sketching out here the broad strands that need to be part of future planning and future
provision. There is nothing new about these ideas. We are advocating basic good practice, in line
with national imperatives.

8.4.

A change of focus – prevention and community

The context locally is one of cuts in local government prevention and wellbeing services; of NHS
neglect of those areas; of social care coming under enormous pressure; of cuts for several years now
in community NHS services; last year, of a catastrophic downgrading of the GP Out-of-Hours service.
This is continuing. Telford and Wrekin CCG’s QIPP savings, for example, include cuts to mental health
provision and a wide range of community initiatives that support older people and people with
disabilities. Shropshire CCG continues to cut community services, has supported SaTH in the closure
of rural maternity units (and is now talking about closing the rural community maternity hubs that
have replaced them); and will be reviewing community hospital beds and services, rural Minor
Injuries Units, and rural DAART schemes that support admissions avoidance in community settings.
The consequences are apparent in the relentless increase, year-on-year, in A&E attendance and
emergency admissions at SaTH. We are spending more to get worse outcomes for patients. The late
addition of the right language in Future Fit business cases does not disguise that these
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fundamentally important strands of care are being treated as an afterthought, with the detail to be
sorted out later.
Instead, we need to start from the community. We need to talk to clinicians and patients about what
works now, what must change, and about what work could take place in community settings with
reconfiguration and investment.
And if the local government funding for public health is set to disappear, which seems likely, then
the NHS must take up the baton on prevention and wellbeing. One example: falls prevention, for
Shropshire’s older community, is extraordinarily important. In rural areas, where many older people
live, we know of a tiny number of ad hoc schemes, for which participants pay a small contribution.
No one seems to have any vision for rolling these out more widely – let alone for exploring the
potential of these to also be part of avoiding social isolation, offering support on finance or diet or
exercise, and allowing low key and supportive monitoring of emerging problems. No one has
considered who may be excluded by charging for the groups, and if it would save the NHS and social
care money to expand and offer free entry to falls prevention groups. Would it cost a lot to address
these things? No. Could it make a difference? Almost certainly. There is an evidence base, and NICE
guidance.317
And we need to revisit the work of Marmot318 and others on the socio-economic determinants of
health. Of course full solutions here are not possible at local level – but there is no reason why a
‘joined up’ approach cannot include education, housing and planning policy; local authorities could
also use their influence to encourage local employers to play a living wage and to provide healthy
and safe working conditions.
There are immediate actions that could be taken on relatively high impact areas; a medium-term
bottom-up approach of service redesign across organisational boundaries but with a starting point of
‘What can be achieved at or close to where people live?’; and finally that longer-term vision of
achieving the changes in our local society and living environment that will support good health.
This is not just ‘pie in the sky’. It is part and parcel of the NHS Five Year Forward View and the NHS
Long Term Plan.

8.5.

An increased role for generalists

A major focus for SaTH is that Future Fit will solve its staffing problems, arguing that centralisation
will allow the recruitment of ‘specialist doctors’ and therefore will support the retention – and
return - of specialist services locally. Our view is SaTH is over-stating any recruitment benefits that
may arise from Future Fit. There has also been an uncomfortable sense at times that the career
preferences of doctors have taken priority over patient needs.
There is a related staffing issue. SaTH serves an area with an older than average population. The
trend of retired people moving to Shropshire also means a greater than average rate of ageing. The
PCBC, describing SaTH’s catchment area, notes that by 2031, ‘Over half of the population increase
will be in the over 65 age group (12,300 people), with the 85+ age group more than doubling
(+117.6%) and the 65-84 age group increasing by a third (33.1%)’.319
It is a sharp reminder that existing models of healthcare need to change. Many of those older people
will have long term conditions, many will have several long-term conditions. The focus moves away
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from cure to helping people manage their health and live well with the conditions they have.
Comorbidity become the new normal. The need for ‘specialist doctors’ does not disappear, and
there are dangers of quiet age discrimination – but there is nevertheless a growing need for ‘expert
generalists’. An older person with comorbidities may benefit most by seeing an experienced
generalist – someone who can take a holistic overview and agree in partnership with the patient
what their priorities are at that point in time.
In rural areas, too, the use of experienced generalists may be a counterweight to the relentless trend
towards centralisation in an attempt to achieve the critical mass (or economies of scale) for
specialist services. It is an issue of international interest.320
We were very pleased to see an increased role for generalists acknowledged in the Long Term Plan,
with its aspiration ‘We want to accelerate the shift from a dominance of highly specialised roles to a
better balance with more generalist ones.’321

8.6.

Centralisation: not the only way to deliver specialist care

The need for specialist care does not disappear, however.
A recurrent (and legitimate) theme within Future Fit has been the need for a ‘critical mass’ of
patients to maintain the quality of specialist services. Centralisation of services to a single
Emergency site and a single Planned Care site has, with a good deal less validity, been seen as the
only solution. Centralisation and specialisation have been portrayed as inexplicably linked.
Whatever the drivers, centralisation of services carries a cost to patients in terms of reduced access.
If there are alternative ways of maintaining specialist services and offering careers for doctors that
are no less attractive, these are surely worth exploring. This is particularly important given the size of
SaTH’s catchment area. Reduced access in Shropshire, Telford and Wrekin and Powys is not about
patients being required to hop on a bus for a couple of stops.

8.7.

Networking and collaboration: an alternative to centralisation

As a small Trust, SaTH is struggling – and unless it changes its model of care, it will go on struggling.
The reality is that ambitious young consultants are more likely to choose a career in a city-centre
teaching hospital. Moving from two DGH sites to one acute site and one planned care site is unlikely
to make any lasting difference to this.
National thinking about the need for change in acute care has been on the table for some years now,
certainly since the Dalton Review322 of 2014 explored the potential for trusts to come together in
networks.
Monitor, in a study of smaller acute providers323, found that most were already seeking to work
collaboratively with other trusts:
Nearly all the providers we heard from told us that they are working with other
providers in partnerships or networks to:

 address workforce shortages
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 ensure comprehensive service provision (particularly of specialist services)
 achieve additional efficiencies
 and/or develop integrated care. 324
To date, the extent of SaTH’s collaboration with other acute providers has been around single
service networks – standards-based membership models (e.g. the regional Trauma Network). SaTH
has also worked with other trusts when it reaches crisis point around individual fragile services, and
is seeking support (e.g. around emergency care, or neurology). The professed ambition of SaTH
remains: ‘Keep the Shropshire pound in Shropshire’. To patients, this is an irrelevance.
Defend Our NHS has argued for several years that SaTH would be well-advised to explore wider
collaborative models, either as part of a multi-service network or as part of a wider hospital group.
NHS England, in its (genuinely exciting) ‘No hospital is an island’ review, explores the different
models and outcomes that have emerged from its vanguard work.325 Hospitals with problems very
similar to those of SaTH are exploring very different ways of working – and delivering outcomes that
show real promise.
The recent Nuffield Trust report on rethinking acute medical care in smaller hospitals also calls for
small hospitals to be part of a wider system, with strong links to local services and support from
other hospitals – in particular, from specialist centres.326
There are different models, different degrees of closeness – and risks, of course. We would hope to
see collaboration that has a relentless focus on local needs and local care, and we would oppose any
collaborative model that was about centralisation on an even greater scale. Nevertheless, the
potential advantages of a collaborative model are significant.
There is an emerging consensus across the NHS that it makes very little sense for acute trusts to exist
in glorious isolation. Particularly for smaller trusts like SaTH, a collaborative approach – much more
effectively than centralisation - helps to create the ‘critical mass’ to sustain specialist services.
Recruitment issues are potentially reduced, as a network of trusts can offer more variety and
challenge than a single smaller organisation. Trusts can make more flexible use of a shared
workforce, utilising staff across sites where appropriate, and utilising staff to fill the gaps when a
specialist leaves. There is scope too for shared learning, for shared standards and governance
arrangements, and for improved efficiency through shared backroom functions.
There would be benefits here both for SaTH as an organisation and for the patients SaTH serves.
Systematic collaboration with other acute trusts is an approach sharply at odds with Future Fit,
and the Future Fit emphasis on ‘repatriation’ of services and keeping that elusive Shropshire
pound within its county boundaries.

8.8.

System-wide collaboration

There is a further risk to SaTH’s future out there, as models of care change across the NHS. The move
to shifting care out of acute settings and into the community represents a potential threat to acute
hospital trusts. If the planned shift is successful, and if hospitals do not fundamentally change their
model of working, they will lose business over time and they will progressively fail. SaTH is already
facing financial crisis, and very obviously cannot afford further loss of income.
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Monitor both identified the risk, and the solution being adopted by other smaller acute providers:
…the best response may be a re-design of the services they offer. In particular,
this may mean working differently with community providers to deliver better
out-of-hospital care or even re-focusing their activities towards co-locating with
primary, community and social care alongside delivering lower risk urgent and
elective care. Most providers we spoke to had strategies that were intended to
provide more integrated care pathways or to increase the proportion of care
delivered closer to their patients’ homes.327
The Nuffield Trust’s work makes similar points, emphasising the benefits for small hospitals of closer
working with community and primary care services.328
To date, SaTH has largely ignored the changing health care environment in which acute trusts
operate. SaTH has been almost entirely uninvolved in the (limited) community services development
that has taken place. Our locality retains its strict divisions between service providers, and STP
working has been marred by poor relationships between local leaders. Collaboration across
organisational boundaries is seemingly slow and difficult to achieve.
The Long Term Plan is about a change of direction: towards expanded community services, and the
development of alternatives to hospital admission. A viable future for SaTH lies not in retrenchment
around a highly centralised model of secondary care – but in SaTH embracing new models of care
and placing itself at the heart of a new integrated healthcare system. It would ensure SaTH’s future
much more effectively than current Future Fit plans. More importantly, it could lead to improved
healthcare for local people. Future Fit will not.

8.9.

Rurality

SaTH serves a predominantly rural community. The point has been made robustly in this paper. For
the majority of people using local services, this means a group of challenges that are not faced by
urban populations. The road network is poor; public transport is poor (or non-existent); community
transport is haphazard; taxis are unavailable or prohibitively expensive. A journey to either of SaTH’s
hospitals may take several hours or may not be possible to accomplish at all if a same-day return is
needed. This is not London or Manchester; for most of us, it isn’t Shrewsbury or Telford either.
Access to healthcare is poor now; Future Fit will reduce access very substantially.
Any alternative to Future Fit must therefore start with a consideration of access. This is
fundamental.
This means that our CCGs cannot have a start and end point of regarding rural services as inefficient.
Local and accessible care that keeps people well is by definition not inefficient. It would be a
catastrophic and retrograde step to get rid of community hospital beds, community hospital
services, and Minor Injuries Units. The downgrading of Shropdoc and the closure of rural Maternity
Units have caused conspicuous harm, and there are surely lessons to be learned from these
mistakes.
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For SaTH, part of the challenge should be how to make secondary care accessible: how to roll out
diagnostic testing, outpatient clinics, and minor procedures as widely as possible across this large
geographical area.

8.9.1. Other trusts are taking on this challenge
Dorset County Hospital ‘provides the full range of general, acute hospital services including an
emergency department and links with satellite units in five community hospitals’.329 It is a much
smaller trust than SaTH, providing a service to a population of around 250,000. It has a 24-hour A&E
and about 400 acute beds.
Yeovil District Hospital has a 24-hour A&E and provides a typical range of District General Hospital
services. It also ‘provides outpatient and diagnostic services in a number of hospitals in the
surrounding area, including the Yeatman Hospital in Sherborne and Wincanton, Crewkerne, Chard
and South Petherton community hospitals’.330 It has a history of working very closely with GPs via the
Symphony Primary and Acute Care System. Again, it is a much smaller trust than SaTH, with a
catchment population of 200,000 and around 350 beds.
There are no plans to close either A&E or downgrade either hospital. The distance between the two,
by road is 20 miles; Google Maps estimates a journey time of 29 minutes. This is not greatly different
to the 18.5 miles and 23-minute journey between the Royal Shrewsbury and the Princess Royal
Hospitals.
Neither Dorset nor Yeovil has been slammed by the CQC. Neither Dorset nor Yeovil has been served
with an enforcement notice.
Both hospitals are in the top 20 nationally against the 4-hour A&E target. 331 A few months ago, at a
point when SaTH had four permanent A&E Consultants, Dorset had seven A&E Consultants and
Yeovil also had seven A&E Consultants.
In the 2018 Staff Survey332, Dorset County Hospital performed above average in 9 out of 10 key
areas. Yeovil District Hospital also performed above average in 9 out of 10 key areas, with an
excellent score for looking after the health and wellbeing of staff. SaTH, in sharp contrast, was below
average in 9 out of 10 key areas and was rated the worst in the country on Safety Culture.
As with almost every UK hospital, Dorset County and Yeovil District Hospital are under some
pressure around finance and staffing, particularly nurse staffing. Neither hospital will be perfect - but
there is genuinely no sense here of hospitals in crisis.
What’s the difference? The Dorset County and Yeovil District hospitals have a vision of doing things
differently and better. Both took part in the NHS England vanguard work. Both take collaboration
seriously. Both recognise the needs of the rural communities they serve, and – as a matter of course
– offer their services across many different locations. And both seem to treat their staff very much
better than SaTH does.
We believe there is something here that SaTH can learn from. Start from patient need. Collaborate
with acute and other partners. Have a vision of patient-centred change. Treat staff with respect. If
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these things work for other small trusts, they can also work for SaTH. When SaTH leaders insist
that ‘We cannot stay as we are’, they are absolutely right.

8.10. Information technology
There is a further area which is of genuine importance. SaTH a few years ago argued ‘Our
Consultants can’t be in two places at once’. Our response was ‘Of course they can’. At the time, we
were talking about telephone or video links, but technology continues to develop at extraordinary
speed. The Future Fit model is for Critical Care to be only at Shrewsbury, with deteriorating patients
at Telford having to be transferred via emergency ambulance. The Nuffield Trust raises a potential
alternative:
An electronic intensive care unit is a promising technology, where nursing and
medical staﬀ are supported by electronic surveillance and monitoring, with realtime input delivered remotely by an intensivist oﬀ site (Scurlock and Becker,
2016). Most units in the UK in smaller hospitals are still sufficiently large for onsite intensivist presence to be needed. However, networked arrangements with
larger units, combined with aspects of the electronic intensive care unit, would
allow for the burden of senior clinicians’ decision making to be spread. Also, many
out-of-hours calls to senior clinicians are for advice rather than a summons for
physical presence.333
At this point in time it seems futuristic and improbable. In five years, or ten years, this will be
mainstream.
The NHS Long Term Plan promotes the idea that ‘Digitally enabled care will go mainstream’.334 The
current local position on IT is one of considerable fragmentation; of different organisations using
incompatible systems, and of SaTH not yet having its own electronic patient record (never mind one
that can be shared). A lack of shared information creates risk, as well as avoidable delay.
We believe there is an urgent need for our local health and social care system to move towards a
single patient record (with patient consent for sharing of course). Almost by definition we cannot
have joined up healthcare without effective information sharing. Also, some (not all) the issues
around access could be resolved through video linked outpatients appointments. In 2019, this is not
rocket science.
There is enormous scope for improved care through electronic monitoring, remote ward rounds,
remote access of specialist opinion… There is developing technology around aids to help people live
independently, and to monitor ongoing health – and deterioration in health. A good proxy for
physical access to a Consultant is video access. Perhaps Shropshire, Telford and Wrekin could leapfrog 10 or 15 years of inaction and invest in the future here.
The Future Fit PCBC is littered with references to digital technology, the Digital Roadmap, new
digital and telehealth systems… It is just that these things have been under discussion since 2013.
There is still no system-wide budget, still no system-wide leadership, and very little sign of
progress – even on that absolute prerequisite of a single patient record. The focus on acute
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hospital reorganisation, and with individual NHS providers maintaining their own and different
priorities, has prevented the Digital Roadmap even getting off the ground.335 This must change.

8.11. Other learning points
The Nuffield Trust’s work on smaller hospitals336 is of value (and many of the themes within this are
developed further in the Long Term Plan). There is a focus by the Nuffield Trust on practical
solutions.
There is a recognition that requirements on minimum staffing levels, specific rota designs and the
like are typically based on guidance developed for larger (often urban) centres. There has to be less
rigidity around the functioning of smaller hospitals. Interestingly, current RCEM guidance on staffing
notes that staffing requirements for smaller EDs and remote and rural emergency care systems will
be described separately. 337 (SaTH may implicitly recognise the distinction. SaTH continues to insist
that there is a national minimum requirement for 10 Emergency Department Consultants at each
site, 20 in total, to provide emergency care at both its hospitals. This has been a key justification for
Future Fit and the related A&E closure. Despite the repeated insistence on a need for 20 ED
Consultants, there is only a budget for 9).
The benefits of specialisms and specialist staff are acknowledged in the Nuffield Trust’s work – but
there is also a recognition of the dangers of fragmentation of care and threats to viability at
individual hospital level. Most local NHS users recognise that it is unrealistic to expect to receive
every single specialist service locally. There is a reasonable expectation, though, that life-saving
emergency treatment will be within reach; an expectation, too, that the bulk of healthcare needs
will be met accessibly.
There are suggestions from the Nuffield Trust around on-call rotas: on the problems of specialist
staff opting out of generalist rotas, and on the potential for rotas that may be frequent but are
sustainable because the volume of calls and call-outs is low. (This echoes advice we have given
previously by a senior RCEM member).
There are points too on the risks of fragmentation and ‘carve out’, with multiple entry points into
the hospital and a duplication of clinical teams. The Future Fit model includes the ED, the UCCs,
AMU, CDU, Front Door Frailty Team(s), Ambulatory Care. Many of these strands are intended to
reduce the pressure on the Emergency Department, but the result is a level of complexity and
duplication built into the system. The Nuffield Trust’s work would suggest that streaming within the
Emergency Department may be more efficient than maintaining multiple ‘front doors’ to
unscheduled care.
There is also an emphasis in the Nuffield work on continuity of care. It seems to us that the Future
Fit model – with the potential for multiple transfers between Shrewsbury and Telford – creates an
inherently difficult experience for patients, and one in which continuity will be difficult to maintain.
These are all areas that SaTH could perhaps consider.

8.12. NHS Funding: Time for a re-think
The Nuffield Trust’s careful work on smaller hospitals takes in the question of funding:
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All of the international examples we have examined recognise that providing care
in rural and remote locations incurs extra costs for ambulance services and
hospitals. These costs arise from both sub-optimal economic scaling of services
and the basic cost of travel. NHS England and NHS Improvement should examine
whether there should be a financial premium for small-scale or remote sites.338
In England, small hospitals have not been well-served by the national tariff. Much of their workload
is necessarily the ‘bread and butter’ grind of emergency healthcare: A&E and emergency admissions.
These are the areas where it has been most challenging in recent years to deliver a financial surplus.
Larger hospitals and specialist hospitals, most often in urban areas, typically have greater
opportunity to explore and sustain areas of work that are more profitable.
For CCGs, rurality is also an issue. This is closely related to age. In the UK, older populations tend to
be most concentrated in rural areas. Shropshire and Powys are typical here: they are both rural; they
both have populations that are significantly older than the UK average.
The financial landscape in the English NHS almost looked very different. Andrew Lansley, in 2012,
argued that age was a primary determinant of poor health, and that CCG funding should be based on
population age rather than social deprivation.339 In the event, NHS England reflected on the
consequences of reducing funding for the poorest areas, and – just before the creation of CCGs –
decided to retain a funding formula that prioritises deprivation.
A recent Nuffield Trust review340 of rural funding, carried out for the National Centre for Rural Health
and Care, reached a stark conclusion: ‘The way the NHS distributes funding between local health
services is unclear, unfair and fails to fully compensate remote and rural areas for the extra costs
they face’.
The English NHS pays less attention to rurality than Scotland, Wales or Northern Ireland. The English
funding formula does make two specific adjustments for rurality – for extra ambulance costs and an
allowance for remoteness. These are far outweighed by the market forces and health inequalities
adjustments that favour urban areas. The net effect is a substantial transfer of funding away from
predominantly rural areas to urban and less rural areas.
Shropshire Council has repeatedly highlighted the existence of the same pattern of rural
underfunding with regard to the public health grant. This year, for example, Shropshire receives £39
per capita public health funding, comparing unfavourably with the £135 per capita grant to
Kensington and Chelsea.341
The consequence for Shropshire, and for similar areas, is funding that does not readily meet
population need. At a time of financial constraints, and where investment is needed for successful
service transformation, this is becoming increasingly apparent.
It is currently a given that health needs rise sharply with age. Effective out-of-hospital services
should in the future help to keep people as well as they can be but cannot grant healthy immortality.
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It is also a given that there is an in-built additional cost to providing healthcare to rural areas. SaTH
will struggle more with staffing than many urban hospitals – and will incur agency and locum costs. A
district nurse in South Shropshire may have a 30-minute drive between patients rather than the five
minute walk of a big city. A Minor Injuries Unit in Oswestry will inevitably have a lower footfall – and
a less intensive use of clinical time – than an equivalent service in Manchester, or for that matter in
Shrewsbury. Economies of scale are much harder to find in rural areas. There is an almost inevitable
tension here between cost and access. The current drive for the most efficient use of every NHS
pound poses a potential threat to the rural health services that serve a majority of Shropshire’s
population. Imaginative use of ‘tele-health’ options may, in the future, help significantly – but itself
needs investment, and cannot completely substitute for face to face care.
Put simply, rurality costs. The escalating financial crisis in the Shropshire, Telford and Wrekin STP
area can be explained to a significant extent by structural inequities that leave Shropshire CCG and
SaTH without the funds to deliver what is expected of them. An additional issue is that the Telford
and Wrekin CCG core allocation342 - inexplicably, given Telford’s level of social deprivation – gives per
capita funding that is £96 below the English average. This results in the CCG’s income in 2019/20
being £17.9m below the amount that would be received if funding were at an average level. Add a
worsening ‘Distance from target’ figure for the STP area that is minus 3.16% at the start of the
financial year and will be minus 3.61% by its end, and there are objective reasons for the financial
crisis in the local NHS.
The recently revised STP notes: ‘There is an underlying deficit across both commissioners and
providers of c.£56m, driven largely by financial challenges within Shropshire CCG and Shrewsbury
and Telford Hospitals Trust.’343
For an STP of this size – the second smallest in the country in population terms - the financial gap is
very substantial. This does raise significant questions that extend beyond the financial sustainability
of Future Fit. Closing a financial gap of this scale is, we believe, difficult to reconcile with the
provision of high quality and accessible healthcare across a large and predominantly rural area.
We strongly support a national review of NHS funding, including consideration of the needs of
smaller hospitals, older populations, and rural communities.
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9.

CONCLUSIONS

The King’s Fund, in a 2018 paper, emphasises the need for major development of primary care and
community health services. The quote was used earlier in this paper; we repeat it here because of its
importance.
The authors make two points:
This means recognising that it is not realistic to release resources from acute
hospitals to invest in services in the community when hospitals are working under
intense pressure. It also means identifying the funding and staffing needed to
make a reality of new models of care and creating time and support for this to
happen. 344
If the King’s Fund has got it right, Future Fit will not work.
Future Fit will determine the shape of our healthcare for the next 20 to 30 years. The likeliest
outcome currently is that demand will continue to increase, hospital services will be slashed, and
there will be no coherent alternative provision to put in their place.
Future Fit is a ramshackle project; one that has evolved in piecemeal fashion through five years of
chaotic twists and turns. It will create worse care, and worse access to care. It will not deliver safe
care. It is immensely unlikely that it can deliver clinically or financially sustainable care.
For SaTH, Future Fit will not create the sustainable future that the organisation seeks. There can be
no realistic expectation that Future Fit will resolve SaTH’s workforce plans; the financial modelling is
wildly inaccurate; and the demand and capacity modelling is very plainly adrift from what is actually
happening. And for the local health and care system, Future Fit will reinforce the clinical and
financial dominance of acute care at the precise time we need to build and deliver an alternative
approach. It is a project that takes us in entirely the wrong direction.
Future Fit has lurched on for five years, from crisis to crisis, because health leaders have not been
brave enough to say publicly that it cannot work. They have known it, and some of them have
expressed their concerns privately. A shared cynicism is not a good basis for transformation of the
NHS.
It must now be time to break with the established local tradition of community services and mental
health services being a footnote in local healthcare planning. We urgently need a local route to
building a new model of care, genuinely transformative, built on a bottom-up basis by clinicians,
local authority staff, the third sector, and the wider public345. Primary Care Networks could be an
important part of achieving this.
This is surely worth the attempt. We think lives depend on it.
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